
 Good Health and Wellness 
in Indian Country 

CS308200 



 

 
 

 

 

 

 

 

 

 

 

 
  

 
 

Table of Contents 
01. Good Health and Wellness in Indian Country: A New Partnership and Approach 

Bauer UE, Espey DK. 

02. A Holistic Approach to Chronic Disease Prevention: Good Health and Wellness in 
Indian Country 
Andrade NS, Espey DK, Hall ME, Bauer UE. 

03. Creating a Public Health Community of Practice to Support American Indian and 
Alaska Native Communities in Addressing Chronic Disease 
Williams SL, Kaigler A, Armistad A, Espey DK, Struminger BB. 

04. Obesity and Diabetes in the Winnebago Tribe of Nebraska: From Community 
Engagement to Action, 2014–2019 
Alonso L, Decora L, Bauer UE. 

05. Improving the Health of Alaska Native People Through Use of a Policy Change 
Model and Capacity Building 
Redwood D, Mitchell-Box K, Peterson E, Provost E. 

06. Good Health and Wellness: Measuring Impact Through an Indigenous Lens 
Lawrence T, James R. 

07. Tribal Practices for Wellness in Indian Country 
Andrade NS, Jones M, Frazier SM, Percy C, Flores M Jr, Bauer UE. 



About the Journal 
Preventing Chronic Disease (PCD) is a peer-reviewed public health journal sponsored by the Centers for 
Disease Control and Prevention and authored by experts worldwide. PCD was established in 2004 by the 
National Center for Chronic Disease Prevention and Health Promotion with a mission to promote dialogue 
among researchers, practitioners, and policy makers worldwide on the integration and application of research 
findings and practical experience to improve population health. 

PCD’s vision is to serve as an influential journal in the dissemination of proven and promising public health 
findings, innovations, and practices with editorial content respected for its integrity and relevance to chronic 
disease prevention. 

PCD Staff 
Leonard Jack, Jr, PhD, MSc Shawn Jones Rosemarie Perrin 
Editor in Chief Software Engineer Technical Writer-Editor 

Contractor, CyberData Technologies Contractor, Idoneous Consulting 
Lesli Mitchell, MA 
Managing Editor Camille Martin, RD, LD Sasha Ruiz, BBA 

Senior Technical Editor Health Communications 
Brandi Baker, MBA Specialist 
Production Coordinator Susan McKeen, BA 
Contractor, Idoneous Consulting Senior Software Engineer Ellen Taratus, MS 

Contractor, CyberData Technologies Senior Technical Editor 
Kim Bright, PMP Contractor, Idoneous Consulting 
Information Technology Melissa Newton, BS, CCPH 
Project Manager Marketing/Communications Caran Wilbanks, BA 
Contractor, CyberData Technologies Specialist Lead Technical Writer-Editor 

Contractor, Idoneous Consulting 
Ivory Jones 
Editorial Assistant 
Contractor, Idoneous Consulting 

Associate Editors 
Lawrence Barker, PhD Sarah L. Martin, PhD, MS Deborah Salvo, PhD 

Ronny A. Bell, PhD, MS Sandra Carr Melvin, DrPH, MPH, MCS Edmond D. Shenassa, ScD, MA 

Michele Casper, PhD Jeremy Mennis, PhD, MS Mark A. Strand, PhD, MS 

Tripp Corbin, MCP, GISP, SM Qaiser Mukhtar, PhD, MSc Mikiko Terashima, PhD, MSc 

Paul Estabrooks, PhD Sarah Patrick, PhD, MPH Tung-Sung Tseng, PhD, MPH 

Tiffany Gary-Webb, PhD, MPH James M. Peacock, PhD, MPH Adam S. Vaughan, PhD, MPH, MS 

Youlian Liao, MD Mark Rivera, PhD, MA Camille Vaughan, MD, MS 



 

 

 
 

 

 

 

 
 

 

PREVENTING  CHRONIC  DISEASE 
P U B L I C  H E A L T H  R E S E A R C H ,  P R A C T I C E ,  A N D  P O L I C Y  

Volume 16, E110 AUGUST 2019 

GUEST EDITORIAL 

Good Health and Wellness in Indian Country:
A New Partnership and Approach 

Ursula E. Bauer, PhD, MPH1; David K. Espey, MD2 

Accessible Version: www.cdc.gov/pcd/issues/2019/19_0214.htm 

Suggested citation for this article: Bauer UE, Espey DK. Good 
Health and Wellness in Indian Country: A New Partnership and 
Approach.  Prev  Chronic  Dis  2019;16:190214.  DOI:  https:// 
doi.org/10.5888/pcd16.190214. 

The health and wellness of American Indians and Alaska Natives 
has steadily improved since the dark days of the mid-twentieth 
century, when population levels reached an all-time low and ter-
mination of sovereign status threatened tribal existence (1). Dur-
ing the past 50 years, the federal government’s extension of basic 
rights, such as the free exercise of religion, and activism, court 
victories, and deployment of tools for economic development by 
American Indians and Alaska Natives have ushered in a period of 
growth and resurgence. As sovereign peoples, however, American 
Indians and Alaska Natives have not  escaped broader societal 
trends in health and disease, such as the epidemics of alcohol and 
tobacco use, the obesity epidemic that emerged in the late 1980s 
and 1990s and was followed by increases in rates of type 2 dia-
betes, and the challenges of opioid and other substance misuse that 
have plagued the country in the 20th and 21st centuries. 

The Centers for Disease Control and Prevention’s (CDC’s) Good 
Health and Wellness in Indian Country (GHWIC) seeks to build 
on a new sense of possibility in Indian Country. This new sense of 
possibility is producing Native-owned businesses, developing and 
marketing Native cuisine, supplying traditional Native foods to 
government food distribution programs, expanding the number of 
Native language speakers through immersion programs, and, in so 
many other ways, lifting up vibrant, persistent, and resilient cul-
tures. As Andrade et al describe in this collection of articles on In-
dian wellness in Preventing Chronic Disease, the GHWIC pro-
gram strives to incorporate “tribal wisdom to protect and promote 
physical, mental, and spiritual wellbeing; . . . [to] work upstream 
addressing drivers of poor health through culturally appropriate 
practices; and [to solve] the problem of funding only a small num-
ber of tribes to do disease-specific work in favor of a holistic ap-
proach that reaches deeply and widely into Indian Country” (2). 

Over time and with additional investment by Congress, the initial 
GHWIC cooperative agreement grew into a portfolio of programs 
that addresses public health gaps, unleashes the power of tradition-
al practices, and deploys a holistic approach to chronic disease 
prevention. 

As anyone who seeks to build something permanent, useful, and 
relevant knows, the first step is to build community. This holds for 
public health programs as much as for community centers, neigh-
borhood health clinics, and grocery stores in a food desert. If the 
community is not together, if it is not functioning cohesively, if it 
does not possess a shared vision and sense of possibility, whatever 
structure or program is being built will struggle in its purpose to 
provide possibility, bring the community together, and address a 
community need (3). Thus, a first step for GHWIC was to bring 
the GHWIC grantees together and undertake the hard work of 
community building. As described by Williams et al, GHWIC em-
barked on this process by establishing a community of practice 
and enlisting the support of the University of New Mexico Exten-
sion for Community Health Outcomes (ECHO) platform and ap-
proach. “ECHO combines evidence-based education, workforce 
development, and collaborative problem solving to increase practi-
tioners’ capacity in specialty areas. The model uses videoconfer-
encing and subject matter expertise to facilitate case-based learn-
ing among practitioners and to share best practices” (4). Although 
the ECHO model was originally established to support health care 
delivery, GHWIC adapted it to support a community of practice 
that democratizes access to and disseminates peer solutions in ser-
vice of chronic disease prevention and health promotion in Indian 
Country. 

With community building underway, progress could be made to-
ward two essential goals of GHWIC: to reach deeply into Indian 
Country and to reach widely into Indian Country. As described by 
Andrade et  al,  the GHWIC program sought  to address critical 
weaknesses in previous CDC work in Indian Country: the prob-
lem of so many federally recognized tribes and insufficient hu-
man and financial resources to support them all (2). One of the 
many innovations of GHWIC is funding individual tribal nations 
directly and funding tribal organizations with area-wide reach to 
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serve and support most or all of the tribes or villages in their ser-
vice areas. Two articles in this collection showcase this approach. 
Alonso et al describe the rich array of interventions implemented 
by the Winnebago Tribe of Nebraska, driven by a community as-
sessment and with the engaged support of tribal government and 
tribal members to institutionalize supports for healthy behaviors 
(5). With direct funding, the grantee made extraordinary progress 
on a diverse range of health improvement strategies. Redwood et 
al describe an ambitious approach to serving Alaska Natives that 
reaches across a large area and many villages. Using existing net-
works,  the  Alaska  Native  Tribal  Health  Consortium provides 
knowledge, tools, and resources to network members who imple-
ment policies, systems, and environmental improvements across 
the state that, to date, have supported the health and wellness of 
46,000 Alaska Natives (6). These grantees are just two examples 
of how the GHWIC program reaches deeply and widely, through a 
dual funding model, into Indian Country. 

No CDC program is complete without robust evaluation. For GH-
WIC, evaluation is being conducted at  3 levels:  the individual 
grantee, the area, and across Indian Country. Each grantee is re-
sponsible for demonstrating the impact of its work by collecting 
performance measures on access to healthy and traditional foods 
and their preparation; practices and policies to increase physical 
activity; and development, implementation, or enhancement of 
commercial tobacco-free policies. Grantees also developed suc-
cess stories that qualitatively and visually highlight their activities 
or programs. Tribal Epidemiology Centers (TECs) in each admin-
istrative area of the Indian Health Service support area-wide eval-
uations. These evaluations demonstrate progress toward health im-
provements and include regional briefs and policy briefs that sum-
marize changes that have occurred across the area as a result of 
GHWIC funding and support. The Urban Indian Health Institute 
conducts the program-wide or nations-wide evaluation, demon-
strating the impact of the cooperative agreement on progress to-
ward health outcomes in Indian Country as a whole. As Lawrence 
and James explain, the evaluation framework draws on indigen-
ous  approaches  and  recognizes  the  importance  of  culture  to 
American Indian and Alaska Native health, of local context and 
community knowledge in documenting program progress, and of 
locally tailored metrics to ensure adherence to tribal protocols and 
cultural priorities (7). With the first 5 years of the GHWIC pro-
gram set to close in September 2019, Lawrence and James present 
evaluation findings from the first 3 years of the program and share 
important examples of the increase in opportunities for healthy be-
haviors, drawn from traditional tribal practices, that GHWIC sup-
ported among grantees and across Indian Country. For example, as 
a  result  of  GHWIC efforts  during  2014–2017,  approximately 
15,000 American Indians and Alaska Natives in 16 tribal or vil-
lage settings benefited from low-sodium nutrition guidelines and 

77 new tribal settings promoted healthier food (7). Similarly, dur-
ing the  same period,  more  than 14,500 American Indians  and 
Alaska Natives increased access to physical activity through GH-
WIC and 91 new policies that promote physical activity (7). Fur-
ther evaluation is being conducted by other CDC programs. Al-
though the GHWIC program is still underway as these articles go 
to press, they document early outcomes and the promise of future 
strong results for the GHWIC approach. 

When the inaugural GHWIC program was launched in 2014, tri-
bal health leaders serving on CDC’s Tribal Advisory Committee 
asked the agency to learn about tribal practices used by Indian 
people to keep their communities healthy and well. A second art-
icle by Andrade et al describes the process by which CDC em-
barked on this assignment and the exciting Tribal Practices for 
Wellness in Indian Country program, launched in 2018, that resul-
ted  from listening,  learning,  engaging,  and understanding (8). 
Thanks to years of collaboration with the Tribal Advisory Com-
mittee and tribes, CDC was ready to deploy new Congressional 
funding to support the Tribal Practices grant program. Between 
the launch of the GHWIC program in 2014 and the Tribal Prac-
tices program in 2018, CDC was able, again with generous sup-
port from Congress, to robustly support TECs to build their public 
health authorities and increase their capacity to serve the public 
health needs of tribes in their service areas. Although TECs have 
been well-integrated into the work of GHWIC from the initial 
planning  of  the  program,  funding  had  lagged  and  TECs were 
stretched until additional resources became available in 2017 to 
support their critical work. 

With  the  addition  of  the  Tribal  Epidemiology  Centers  Public 
Health Infrastructure program and Tribal Practices for Wellness in 
Indian Country program to the initial GHWIC program, the Good 
Health and Wellness in Indian Country portfolio now supports in-
dividual  tribes,  tribal  organizations,  urban Indian centers,  and 
TECs to prevent chronic disease and promote health in ways that 
reflect indigenous culture and heritage, build on American Indian 
and Alaska Native strengths and resiliency, and implement what 
tribes and villages know will keep their people healthy and well. 
The collection of articles in Preventing Chronic Disease chron-
icles the GHWIC journey,  from conception to behavioral  out-
comes, as new programs launch and the first 5 years of the GH-
WIC program come to a close. Together, the programs provide a 
model for public health practice across the country and around the 
world that seeks to be relevant to the people being served, to up-
lift culture and respect local knowledge, and to institutionalize sus-
tainable health improvements. 
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Summary 

What is already known on this topic? 

Federal agencies typically fund and support only a small number of feder-
ally recognized tribes to address chronic diseases and require grantees to 
focus on evidence-based approaches, without flexibility for cultural adapta-
tion and approaches aligned with tribal practices. 

What is added by this report? 

We implemented an innovative, holistic approach to supporting scores of 
tribes to apply effective strategies by building on tribal practices that keep 
people well and adapting Western chronic disease prevention programs. 

What are the implications for public health practice? 

This program offers a model that other agencies could adapt to support 
tribes and tribal organizations to build on their cultural strengths and more 
effectively prevent disease and promote health. 

Abstract 
The National Center for Chronic Disease Prevention and Health 
Promotion at the Centers for Disease Control and Prevention funds 
the agency’s largest investment in Indian Country, Good Health 
and Wellness in Indian Country. This 5-year program, launched in 
2014, supports American Indian and Alaska Native communities 
and  tribal  organizations  to  address  chronic  diseases  and  risk 
factors simultaneously and in coordination. This article describes 
the development, funding, and implementation of the program. 
Dialogue with tribal members and leaders helped shape the pro-
gram, and unlike previous programs that funded a small number of 
tribes to work on specific diseases, this program funds multiple tri-
bal entities to reach widely into Indian Country. Implementation 
included culturally developed and adapted practices and opportun-
ities for peer sharing and problem solving. This program identi-

fied approaches useful for the Centers for Disease Control and 
Prevention, other federal agencies, or other organizations working 
with American Indians and Alaska Natives. 

Background 
American Indian and Alaska Native communities have strengths 
retained and adapted from their culture over thousands of years. 
They also share a history of adversity from centuries of European 
colonization (1). This adversity is among the reasons why good 
health  and  wellness  have  eluded  many American  Indians  and 
Alaska Natives. Despite 20th-century improvements in water, san-
itation, control of infectious diseases, and improved nutrition in 
American Indian and Alaska Native communities, new challenges 
to health have emerged, reflecting both the legacy of colonization 
and prevailing trends in the wider society, including changes in 
diet and physical activity patterns and use of commercial tobacco 
and alcohol. Obesity is common in many American Indian and 
Alaska Native communities (2). Obesity has contributed to the 
epidemic of type 2 diabetes (3), with widespread consequences for 
individuals and families living in these communities. Commercial 
tobacco use is prevalent, particularly among Great Plains tribes 
and Alaska Native villages (4), leading to high rates of cancer (5), 
heart disease (6) and stroke (7). American Indians and Alaska Nat-
ives have the highest rate of chronic liver disease linked to alco-
hol misuse and viral hepatitis (8), as well as high rates of sub-
stance abuse (9), unemployment (10), despondency (11), domest-
ic violence (12), mental illness (13) and suicide (14). To build 
healthier native communities, in light of these many health chal-
lenges, tribal elders and health leaders have sought to draw on 
strong connections to culture, heritage, and community and pair 
them with funding and support  for  culturally  appropriate  pro-
grams from federal agencies. (15). The Substance Abuse and Men-
tal Health Services Administration’s National Tribal Behavioral 
Health Agenda is a case in point,  created with extensive input 
from tribal leaders and in collaboration with governmental and 
nongovernmental organizations. This approach uses tribal cultural 
practices, efforts to connect American Indians and Alaska Natives 
to culture and heritage, and Western evidence-based practices to 
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improve health and wellness in partnership with native communit-
ies (11). 

Similar to other federal agencies, the Centers for Disease Control 
and Prevention (CDC) provides funding for health promotion and 
disease prevention programs through competitive grants and co-
operative agreements to states and to smaller jurisdictions, such as 
cities and counties, and to federally recognized tribes. However, 
federal agencies are challenged to provide funding and support to 
a large proportion of tribes because of the sheer number of feder-
ally recognized tribes — currently 573 — eligible for such assist-
ance.  The result  is  that  many funding opportunities  for  which 
tribes are eligible usually are awarded to only a small proportion 
of tribes. In addition, these funding opportunities typically have 
not permitted adaptation of supported approaches to the unique 
and diverse cultures and traditions in Indian Country. This lack of 
permitted adaptation has limited tribal  interest  in applying for 
funding and in the utility and effectiveness of the funding when 
awarded.  In  this  article,  we describe CDC’s Good Health  and 
Wellness in Indian Country (GHWIC) program, which offers a 
holistic, coordinated approach to chronic disease prevention and 
health promotion,  including culturally adapted approaches for 
American Indian and Alaska Native communities (16,17),  and 
supports a larger number of tribes (more than 100) than has typic-
ally been supported (fewer than 10). 

History of NCCDPHP’s Tribal Portfolio
and Evolution of GHWIC 
CDC’s  National  Center  for  Chronic  Disease  Prevention  and 
Health Promotion (NCCDPHP) has invested in public health pro-
grams in Indian Country since the early years of the center’s cre-
ation in 1988. Until 2014, these programs funded small numbers 
of tribes and tribal organizations for disease-related prevention and 
control activities, and focused first on cancer prevention and con-
trol, then type 2 diabetes, and more recently on tobacco use pre-
vention and control. These investments in tribes and tribal organ-
izations accomplished important work.  However,  these efforts 
were smaller and less coordinated than is desirable given the large 
number, diversity, and geographic spread of tribes and tribal or-
ganizations, and the breadth of chronic disease prevention and 
control work to be done. Thus, these efforts struggled to achieve 
measurable,  population-wide progress  on chronic disease out-
comes. 

For 5 years, from 2008 to 2013, with financial support from the 
Indian Health Service (IHS),  NCCDPHP shifted the paradigm 
with the launch of the Traditional Foods program, designed to re-
surrect and improve healthy traditional diets to prevent and man-
age type 2 diabetes (18). The program was groundbreaking in 3 

ways: it drew on indigenous knowledge and supported indigenous 
ways of living to protect and promote health; it funded a larger 
number of tribes than had been previously funded (17);  and it 
worked more aggressively to disseminate successful practices bey-
ond grantees in a single 5-year program (18). The program expan-
ded the cultivation of healthy foods and revived and extended 
skills in traditional food gathering, production, and storage. Ulti-
mately,  the  Traditional  Foods  program led  the  way  for  Good 
Health and Wellness in Indian Country (GHWIC) (19), a new NC-
CDPHP program, grounded in a collaborative approach to work-
ing with tribes, villages, and tribal organizations, and drawing on 
traditional tribal practices. 

A 5-year program that began in late 2014, GHWIC implemented 
lessons from the Traditional Foods program, including supporting 
culturally developed and adapted practices and working to dissem-
inate approaches and practices in an IHS service area and across 
Indian  country.  GHWIC was  also  shaped  by  several  years  of 
listening to and dialogue with CDC/Agency for Toxic Substances 
and Disease Registry’s (ATSDR’s) Tribal Advisory Committee, 
and listening sessions and visits with tribes and tribal leaders in In-
dian Country. The program sought to address key lessons from 
these encounters: incorporation of tribal wisdom to protect and 
promote physical, mental, and spiritual wellbeing; avoidance of a 
disease-management approach to instead work upstream address-
ing drivers of poor health through culturally appropriate practices; 
and solving the problem of funding only a small number of tribes 
to do disease-specific work in favor of a holistic approach that 
reaches deeply and widely into Indian Country. 

GHWIC Program Design, Funding, and
Implementation 
Four divisions in NCCDPHP contributed funds to the GHWIC 
Program. The Division for Heart Disease and Stroke Prevention 
and the Division of Diabetes Translation each provided $6 million, 
the Office on Smoking and Health provided $2.8 million, and the 
Division of Nutrition, Physical Activity, and Obesity provided $1 
million. Because chronic diseases such as heart disease and type 2 
diabetes are driven, in large part, by poor nutrition, lack of physic-
al activity and tobacco use, awardees were able to use program 
funds from the 4 divisions to implement effective, culturally ap-
propriate interventions to improve these health behaviors and con-
tribute  to  long-term  disease  prevention  outcomes  (16,17). 
Awardees developed and implemented a single, cohesive work 
plan — instead of 4 separate work plans — that invested a critical 
mass  of  resources  in  a  holistic  set  of  interventions  to  prevent 
chronic disease and promote health, including reviving traditional 
healthy foods, physical activity, and connecting tribal members to 
community and culture to support healthy behaviors. 
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The GHWIC program funded tribes, villages, tribal organizations, 
and Tribal  Epidemiology Centers  (TECs) through a tiered ap-
proach to maximize funds throughout Indian Country.  Twelve 
tribes were funded to use community-chosen and culturally adap-
ted policies, systems, and environmental improvements to achieve 
GHWIC’s long-term goals to reduce the prevalence of obesity, 
death, and disability from tobacco use, type 2 diabetes, heart dis-
ease, and stroke. Eleven tribal organizations provided leadership, 
technical assistance, and resources to more than 100 tribes and tri-
bal organizations in their IHS administrative areas and to funded 
tribes (20). Eleven TECs served tribes, villages, and tribal organiz-
ations in each IHS administrative area to evaluate GHWIC inter-
ventions and demonstrate program impact. One TEC, the Urban 
Indian Health Institute,  coordinated the national evaluation by 
providing evaluation expertise to other TECs, tribal organizations, 
tribes, and CDC (20). 

Providing opportunities for problem solving and sharing know-
ledge  among peers  was  a  priority  for  the  program.  Awardees 
planned 2 resource meetings, which were critical to developing the 
grantee-driven identity of GHWIC and to position grantees as re-
sources, mentors, and guides for each other. CDC and awardees 
jointly planned a midpoint meeting in which awardees presented 
and reflected on their  work,  discussed program midpoint  out-
comes, and received training and technical assistance from CDC 
and  each  other.  CDC  adapted  the  Extension  for  Community 
Healthcare Outcomes (ECHO) model to build and support a com-
munity of  practice among GHWIC awardees (21).  The ECHO 
model is an evidence-based education, workforce development, 
and collaborative problem-solving intervention that strengthens 
knowledge and practice in the field (22).  Although the ECHO 
model was originally developed to improve health care practice, 
CDC recognized an opportunity to adapt the model to a new pub-
lic health context in Indian Country, as a way to foster knowledge 
sharing and peer-to-peer technical assistance among grantees. GH-
WIC ECHO sessions  are  culturally  tailored by using awardee 
guidance to create opportunities for peer-to-peer learning and col-
laboration. The model develops knowledge and capacity among 
awardees, using technology (multipoint video conferencing and 
internet) to facilitate sharing best practices and troubleshooting 
challenges,  providing  case-based  learning  through  awardee 
presentations and providing technical assistance and training from 
subject matter experts. 

As a result of ECHO learning and sharing, awardees are more ef-
fectively  implementing  policy,  systems,  and  environmental 
changes  to  prevent  chronic  disease  in  their  communities  (21). 
CDC’s GHWIC program was one of the first adaptations of the 
ECHO model to a public health context that identified and dissem-
inated ideas, innovation, wisdom, and practice across a group of 

peers, with less direct knowledge dissemination from the “hub” 
(CDC) to the “spokes” (the awardees). Instead, awardees regu-
larly exchanged roles, serving as spokes or hubs, depending on 
topic and experience. 

Implication for Public Health Practice 
GHWIC is CDC’s largest investment to date in Indian Country 
and the first CDC funding opportunity designed to support Ameri-
can Indian and Alaska Native communities and tribal organiza-
tions to address multiple chronic diseases and risk factors simul-
taneously, and in coordination. Developed and implemented fol-
lowing the recommendations and requests of the CDC/ATSDR’s 
Tribal  Advisory Committee,  GHWIC is an example of CDC’s 
commitment to support chronic disease prevention and health pro-
motion in collaboration with tribal partners. GHWIC provides a 
rich opportunity to identify approaches that might be useful for 
CDC, other federal agencies, or other organizations to be more ef-
fective working in or planning to work in Indian Country. 

Key among the lessons learned through the implementation of 
GHWIC is the approach of funding administration-area–level tri-
bal organizations that can expand the reach of limited resources to 
many more tribal partners than is possible by funding individual 
tribes directly. More than 100 tribes received CDC funding indir-
ectly through GHWIC recipients (20). This model is expected to 
have benefits beyond simply serving as a mechanism to increase 
the reach of limited funding. By supporting an administration area 
or regional tribal organization to provide leadership, resources, 
technical assistance, and evaluation support, the tribal capacity and 
infrastructure gained are local and more tailored to the needs of 
local tribes. Increased funding for administration-area–level part-
ners also provides employment and workforce development op-
portunities for local tribal members, as well as practical experi-
ence in chronic disease prevention and wellness promotion. 

CDC and other federal agencies are accustomed to using uniform 
approaches to support states, tribes, local jurisdictions, and territ-
ories in addressing diseases or risk factors in categorical funding 
announcements (23). These approaches can be barriers to more in-
tegrated, customized, and culturally relevant efforts to prevent 
chronic  disease  and promote wellness.  By combining funding 
from several divisions at CDC, GHWIC was able to encourage tri-
bal partners and CDC staff members who supported them to take a 
more integrated approach in the development and implementation 
of chronic disease prevention programs that share common risk 
factors  (eg,  obesity,  tobacco  use,  lack  of  physical  activity). 
However, CDC program staff members note that practical chal-
lenges remain. Providing coordinated and consistent technical sup-
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port across multiple program areas continues to be a challenge, 
even as doing so is critical to support a more effective approach 
and is a more effective model of collaboration with tribal partners. 

As CDC staff members observed, some tribal partners, particu-
larly  those  unaccustomed  to  CDC  cooperative  agreements, 
struggled to meet requirements of federal grants. Despite great 
health needs and concerns in their communities, some grantees 
were unable to spend their award in a timely fashion for reasons 
including time-consuming approval processes in their tribes, diffi-
culty recruiting staff, staff turnover at CDC or among tribal part-
ners, and difficulty deciphering complex federal reporting require-
ments. These challenges are not unique to tribal awardees, but they 
must be attended to and might require additional assistance, flexib-
ility, and new approaches to support tribal partners and achieve 
success. 

Finally, GHWIC established a foundation for CDC to build on in 2 
new initiatives to support tribes and tribal partners in chronic dis-
ease prevention, health promotion, and other health programs in 
Indian Country. One program, launched in 2017, funds the TECs 
to strengthen their public health capacity and to better support the 
public health needs of the tribes in their regions (24) and is fun-
ded at $42 million for 5 years. The second program is Tribal Prac-
tices for Wellness in Indian Country (TPWIC), a $15 million 3-
year program, launched in 2018, that provides funding to 21 tribes 
and 16 urban Indian organizations. This program incorporates ap-
proaches and strategies identified by American Indian and Alaska 
Native leaders and supports cultural and traditional practices that 
build strength and resilience and support healthy behaviors (15). 

Implementation of GHWIC marked an important shift in CDC’s 
support of American Indian tribes and Alaska Native villages as 
they strive to prevent chronic disease and promote health in ways 
that are relevant to them. By deploying a holistic approach to ad-
dress multiple chronic diseases and risk factors simultaneously, by 
expanding the reach of limited funding through tiered funding and 
subawards, by supporting tribal practices that keep people well, 
and by adapting Western chronic disease prevention approaches, 
GHWIC offers a new model for health and wellness in Indian 
Country. Programs such as GHWIC support tribes and tribal or-
ganizations to build on their cultural strengths and more effect-
ively address threats to health and wellness in Indian Country. 
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Across the lifespan, American Indian and Alaska Native (AI/AN) 
people have higher rates of chronic disease, injury, and premature 
death than some racial/ethnic groups in the United States (1,2). 
For example, AI/AN adults have a higher prevalence of obesity, 
are twice as likely to have diabetes, and are more likely to be cur-
rent smokers than their non-Hispanic white counterparts (3). Rates 
of death due to stroke and heart disease are also higher among AI/ 
ANs than among members of some racial and ethnic groups (4,5). 

Recognizing  AI/AN  communities  have  their  own  cultural 
strategies for chronic disease prevention and control, the Centers 
for  Disease  Control  and  Prevention  (CDC)  created  the  Good 
Health and Wellness in Indian Country (GHWIC) program to in-
tegrate the knowledge those communities possess into a coordin-
ated approach to healthy living and chronic disease prevention. 
The program also sought to reinforce efforts in Indian Country to 
advance policy, systems, and environmental (PSE) improvements 
to make healthy choices easier for all community members. 

CDC launched GHWIC in 2014 as a 5-year, $78-million initiative 
and funded 23 recipients (Figure). To prevent and control diabetes, 
cardiovascular  disease,  and  other  chronic  diseases,  12  tribes 
(Component  1  recipients)  implemented  community-selected 
strategies to reduce commercial tobacco use and exposure, im-
prove nutrition and physical activity, and link community pro-
grams to clinical services. GHWIC also supported 11 tribal organ-
izations (Component 2 recipients) to provide leadership, technical 
assistance, and resources to AI/AN tribes in each administrative 

area of the Indian Health Service. Eleven tribal epidemiology cen-
ters and the Urban Indian Health Institute supported GHWIC’s 
surveillance and evaluation activities (6). 

Figure. The 23 recipients of the Good Health and Wellness in Indian Country 
program, funded in 2014 by the Centers for Disease Control and Prevention. 

Using the ECHO Model for Public
Health Practice 
The ECHO model (Extension for Community Healthcare Out-
comes) was created at the University of New Mexico in 2003 to 
build provider capacity in hepatitis C treatment in underserved 
communities  (7).  ECHO combines  evidence-based  education, 
workforce development, and collaborative problem solving to in-
crease practitioners’ capacity in specialty areas (5). The model 
uses videoconferencing and subject matter expertise to facilitate 
case-based learning among practitioners and to share best prac-
tices (5). During a typical ECHO session, after a brief didactic lec-
ture, providers from multiple clinical sites present their patient 
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cases to a multidisciplinary team of mentors for discussion, feed-
back, and collaborative problem solving and patient health man-
agement (5). 

GHWIC was the first program to adopt the ECHO model for pub-
lic health practice to increase public health practitioners’ capacity 
in evidence-based chronic disease interventions by building and 
supporting a virtual community of practice among GHWIC recipi-
ents. A community of practice refers to a group of people engaged 
in collective learning and problem solving in a particular area of 
interest or work. According to Wenger and Trayner, a community 
of  practice  has  3  key characteristics:  the  topic  or  domain;  the 
group or community of learners; and the practices that emerge 
from the community of practice (8). For GHWIC, the domain was 
chronic disease prevention in AI/AN communities; the group com-
prised GHWIC tribal public health workers, CDC staff, and other 
partners; and the practice captured stories, successes, and lessons 
learned. 

CDC partnered with Project ECHO in the first year of GHWIC, 
and in collaboration with the Urban Indian Health Institute, CDC 
launched 2 types of GHWIC–ECHO sessions to support program 
objectives. The first type was a monthly videoconference held sep-
arately for Component 1 and Component 2 recipients, which in-
cluded representatives from CDC and the Urban Indian Health In-
stitute. Each session was co-led by a CDC facilitator and a Project 
ECHO liaison. Early sessions included a didactic presentation on 
an intervention or resource, such as a CDC framework for a com-
munity health needs assessment given by CDC or an invited part-
ner organization, followed by 2 or 3 recipients who shared their 
experiences on the topic. The facilitator invited recipients in ad-
vance to share their experiences during the session to encourage 
discussion. The second type was the quarterly “All Hands” GH-
WIC–ECHO session, which included all recipients. CDC invited 
external organizations to provide a brief presentation about re-
sources and partnerships of interest to GHWIC recipients in the 
All Hands GHWIC-ECHO sessions. For instance, 1 session in-
cluded a presentation by a member of the Southcentral Founda-
tion, who gave an overview of the Nuka System of Care, an innov-
ative customer-owned model for providing health care in Alaska. 
CDC invited subject matter experts to join both types of sessions 
as needed. For example, for a discussion of challenges in com-
munity buy-in of a tobacco cessation program, a tobacco cessa-
tion expert from CDC and a tribal community were invited to de-
scribe resources and possible solutions. 

Evaluating the GHWIC–ECHO Sessions 
Recipients who participated in the GHWIC–ECHO sessions self-
reported that using the videoconferencing platform helped them 

build relationships with their counterparts and that seeing each 
other on camera strengthened connections that were beneficial 
both on screen and when they met in person. Participants indic-
ated that the platform’s chat feature was useful and  that the ses-
sions were used as a means to start conversations and exchange re-
sources both publicly and privately. AI/ANs have cultural commu-
nication  customs that  include  not  interrupting  elders  who are 
speaking. One tribal member commented that the chat feature ac-
commodated this cultural custom by allowing tribal participants to 
ask questions without interrupting the speaker during a GHWIC-
ECHO session. The videoconference platform also allowed parti-
cipants to simultaneously view documents, slides, and other me-
dia on a shared screen. 

In addition, a GHWIC–ECHO Workgroup, comprising the facilit-
ator,  GHWIC recipients,  and  staff  members  of  CDC,  Project 
ECHO, and the Urban Indian Health Institute convened monthly 
to review the previous GHWIC–ECHO session and discuss evalu-
ation results, priority topics, and ideas for increasing engagement 
in GHWIC–ECHO sessions. 

From January 2015 through June 2015, post-session evaluations 
were collected via an online survey that included 4 questions on a 
Likert scale about the quality and value of the GHWIC–ECHO 
sessions. The evaluation response rate averaged 18% during the 6-
month period. 

Evaluation Results 
Of the 126 responses to the online survey, 55% of respondents 
rated the overall  quality and value of the GHWIC–ECHO ses-
sions as either excellent or very good, 36% rated sessions good, 
and 9% rated them fair. 

Early evaluation results indicated a need to revamp the sessions to 
give recipients more opportunities to actively participate and that 
the sessions needed to better incorporate the unique knowledge, 
perspectives, and experiences of tribal participants. Overall, the 
evaluation  indicated  that  the  initial  sessions  over-emphasized 
presentations by CDC staff members and did not fully reflect how 
tribes share and communicate. 

In  response  to  recipients’  feedback,  CDC  modified  the 
GHWIC–ECHO session format to promote greater engagement 
and a more conducive environment for  recipients  to exchange 
knowledge and solutions with each other. Significant changes in-
cluded topic selections based on priorities and interests expressed 
by recipients through the post-session evaluations; shifting from 
CDC to recipient presentations as the primary focus of each ses-
sion; recruiting an American Indian session facilitator with GH-
WIC and public health expertise; and circulating discussion ques-
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tions to recipients before the sessions to encourage more robust 
discussions. The facilitator also used a web-based polling applica-
tion as a tool to increase engagement and interaction among parti-
cipants by inviting them to respond to questions via the web or 
text message. Poll questions included “ice-breakers” (eg, “Who do 
you think will win the Super Bowl?”) and questions related to pro-
gram activities (eg, “Who should be a part of team-based care?”). 

The  newly  formatted  monthly  sessions  included  a  recipient 
presentation of his or her GHWIC project as a case. Examples of 
cases included a presentation on community health assessments, a 
plan for a tribal food sovereignty coalition, and ideas for building 
healthy communities through PSE change strategies. The quarterly 
All  Hands  sessions  continued  to  feature  external  partners  for 
presentations  of  interest  to  the  GHWIC recipients.  However, 
presentations were selected on the basis of recipients’ topic in-
terests, and session facilitators briefed partners in advance on how 
to correlate their presentation to GHWIC. For example, a repres-
entative of the National Park Service described how the Rivers, 
Trails, and Conservation Assistance program applied to GHWIC’s 
work to promote physical activity. 

Culturally Tailoring the ECHO Model for
Public Health Practice 
After the GHWIC–ECHO session format was revised, the post-
session evaluation responses to the question “What did you like 
most about the ECHO session?” included the following: “The in-
teraction and problem solving as well as shared video presenta-
tion.” “The focus on what tribes are doing to implement GHWIC. 
These monthly calls have gotten so much better and so much more 
applicable  to  our  work.  Thank  you  for  the  shift  in  focus!”  “I 
thought ending the recording after the presentation was a signific-
ant improvement! There seemed to be much more interaction.” 

From August 2017 through January 2018, evaluations were con-
ducted online after each session to assess the quality and value of 
the new format. During this period, the online evaluation con-
sisted of 6 questions on a Likert scale, and of the 339 participants, 
14% responded. Of the 47 respondents, 34 (72.3%) rated the over-
all quality and value of the newly formatted sessions as excellent 
or very good, 13 (27.7%) rated the sessions as good, and none 
rated the sessions as  fair  or  poor.  Overall,  recipient  feedback, 
measured through online evaluations from January 2015 through 
January 2018, indicated a shift in recipient satisfaction with the 
GHWIC-ECHO session format. 

Applications of Exchanged Knowledge
to GHWIC work 
Recipients reported exchanging new ideas for implementing cul-
turally tailored PSE approaches to improve health and wellness in 
their communities. By Year 3 of GHWIC, tribal recipients had ad-
opted policies in more than 100 settings to promote healthy beha-
viors (9).  GHWIC recipient Yellowhawk Tribal Health Center 
promoted access to healthy foods in 37 settings and frequently ex-
changed ideas during the GHWIC–ECHO sessions about garden-
ing classes and ways to promote their community garden (7). The 
presentation on their community garden and greenhouse project as 
well as a food sovereignty presentation by the American Indian 
Health and Family Services, a sub-recipient of Great Lakes Inter-
Tribal Council, Inc, resulted in the formation of a sustainable food 
systems  workgroup  comprising  GHWIC  recipients  that  met 
quarterly via videoconference. 

The California Rural Indian Health Board, Inc, provides another 
example of how knowledge exchanged on GHWIC–ECHO ses-
sions was applied to GHWIC work.  They shared their  “Tribal 
Policy,  Systems,  and Environmental  Strategies  for  Preventing 
Chronic Disease” toolkit during a GHWIC–ECHO session that in-
cluded examples of PSE strategy options for various sectors of tri-
bal communities. As a result, the Southern Plains Tribal Health 
Board and the Great  Lakes Inter-Tribal  Council,  Inc,  used the 
California Rural Indian Health Board’s toolkit to guide their sub-
recipients in shifting from individual-based interventions, such as 
health fairs and fun run events, to sustainable PSE interventions, 
like tobacco-free policies and breastfeeding initiatives. This know-
ledge exchange helped sub-recipients better align their activities 
with the objective of the GHWIC program to address chronic dis-
ease outcomes through PSE interventions. 

Lessons Learned and Future Directions 
After the GHWIC-ECHO session format was adjusted, the quality 
and applicability of the sessions improved. Session planning and 
participation improved by pivoting from the use of external ex-
perts to tribal public health staff members sharing best practices 
and arranging for an American Indian GHWIC–ECHO session fa-
cilitator. 

A unique  challenge  to  ensuring  robust  recipient  participation 
relates to the inherent structural hierarchy of CDC as the funder 
and tribes and tribal organizations as the recipients of funding, as 
well as the complex history between tribal governments and the 
federal government (8). Acknowledging the complex tribal–feder-
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al government history is critical to creating a safe space for tribal 
recipients to share their work. GHWIC–ECHO session planners 
strived  to  take  this  history  into  account  and  modified  the 
GHWIC–ECHO session format to accommodate these dynamics 
(10). 

This experience demonstrates that adopting the ECHO clinical 
model for public health practice is possible. Inter-peer relation-
ship building is a critical component of the ECHO model applica-
tion for public health practice, particularly in a tribal setting where 
trust and relationships are the foundation for sharing information. 
Staff members from CDC and Project ECHO also observed that 
when working with AI/AN partners it is important to garner their 
input during the planning phase to ensure that the GHWIC–ECHO 
sessions are culturally appropriate and useful for tribal partners. 

Verbal communication, body language, eye contact, and gestures 
are all forms of communication, and videoconferencing enables 
these forms of communication in a group setting for a richer inter-
action than what is possible in an audio conference call. Videocon-
ferencing facilitates communication by humanizing conversation, 
thus contributing to the formation of a community of practice (10). 

In this novel application of the ECHO model to a public health 
context, success was defined by tribal partners who found value in 
the GHWIC–ECHO sessions and engaged in the sessions, particip-
ated in topic discussions, or connected with peers after sessions. 
The adapted ECHO model built a community of practice where 
AI/AN peers established relationships, exchanged knowledge of 
best practices at the community level, and shared resources with 
each other as well as CDC staff members. The experience of ad-
opting the ECHO model for public health practice and culturally 
adapting it created a blueprint for how to initiate and support a 
community of practice among AI/AN peers committed to chronic 
disease prevention in their communities and shows promise for fu-
ture expansion to other public health settings. 
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Summary 

What is already known on this topic? 

Policies, systems, and environmental (PSE) changes are evidence-based 
interventions known to lead to lasting public health improvements. 

What is added by this report? 

PSE improvements can be culturally relevant, can be led by tribal health 
leadership working respectfully with community members and across sec-
tors to meet expressed community needs, and can solve practical prob-
lems that constitute everyday barriers to health and healthy behaviors. 

What are the implications for public health practice? 

Public health practitioners may consider flexible, locally led approaches to 
improving health outcomes that build on the expressed needs of the com-
munity. 

Abstract 
The Winnebago Tribe of Nebraska implemented interventions to 
promote the health of their people, focusing on community-selec-
ted and culturally adapted policies, systems, and environmental 
(PSE) improvements to reduce the prevalence of obesity and type 
2 diabetes.  The interventions were implemented as part  of the 
Centers for Disease Control and Prevention’s (CDC’s) 2014–2019 
Good Health and Wellness in Indian Country program. The Win-
nebago Tribe used CDC’s CHANGE community health assess-
ment tool to prioritize and direct their interventions. They integ-
rated findings from a community health assessment tool with ob-
servations from tribal working groups and implemented 6 new 
evidence-based PSE interventions. Their successful approaches — 

selected by the Winnebago community, culturally relevant, and 
driven by scientific assessment —demonstrate the value of flexib-
ility in CDC grant programs. 

Introduction 
Of the 9.4% of the US population who had diabetes in 2015, most 
(90%–95%) had type 2 diabetes (1). The prevalence of diabetes in 
the United States is highest among American Indian/Alaska Nat-
ive adults: in 2015, prevalence was 14.9% among men and 15.3% 
among women aged 18 years or older (1). The age-adjusted pre-
valence of diagnosed diabetes among American Indian/Alaska 
Native adults varies by region, from a low of 6.0% in Alaska to a 
high of 22.2% in some areas of the Southwest (1). Obesity is a ma-
jor risk factor for type 2 diabetes and is itself associated with seri-
ous health risks (2). According to the National Health and Nutri-
tion Examination Survey, during 2011–2014, 17.2% of people 
aged 2 to 19 met the definition of obesity (body mass index [BMI] 
>95th  percentile),  including  20.5% of  adolescents  and  young 
adults aged 12 to 19. During that study period, the prevalence of 
obesity among adults was 36.0% (3). With obesity and diabetes af-
fecting the health of so many Americans and disproportionately 
affecting American Indians and Alaska Natives, finding culturally 
relevant ways to implement effective interventions is essential (4). 
The Winnebago Tribe of Nebraska sought to do just that. 

Background 
The Winnebago Tribe of Nebraska reservation is home to 2,694 
residents and located in rural northeastern Nebraska and north-
western Iowa, 20 miles south of Sioux City, Iowa, and 80 miles 
north of Omaha, Nebraska, on both sides of the Missouri River. 
Most residents live on the western side in or near the village of 
Winnebago. Almost 40% of the population is younger than 20 
years,  and 18% are  aged 20 to  34  (5).  During the  2013–2014 
school year, 429 children attending a school in the Winnebago 
public school district or the St. Augustine Indian Mission School 
in kindergarten through 12th grade were screened for risk factors 
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associated with type 2 diabetes, including BMI. Of these children, 
232 (54.1%) had a BMI in the 85th percentile or higher (indicat-
ing overweight or obesity). This information drove the priorities of 
the Winnebago Tribe’s Good Health and Wellness in Indian Coun-
try (GHWIC) grant from the Centers for Disease Control and Pre-
vention, a 5-year cooperative agreement launched in 2014 (6). The 
tribe conducted a community health assessment, convened a cross-
sector work group, and implemented a community action plan 
consisting of community-chosen and culturally adapted interven-
tions to improve policies, systems, and environments (PSE) to pro-
mote health, with a focus on obesity and diabetes across the age 
span. The GHWIC program encouraged several  risk-reduction 
strategies, such as reducing commercial tobacco use, increasing 
healthful nutrition and regular physical activity, improving health 
literacy, and deploying the National Diabetes Prevention Program 
(7) and the Million Hearts hypertension control strategy (8). 

The Good Health and Wellness in Indian 
Country Program 
The Winnebago Tribe used CDC’s Community Health Assess-
ment aNd Group Evaluation (CHANGE) tool to conduct a survey 
to understand the community’s needs and priorities (9). The tool 
consists of 5 sectors: community-at-large, community institution/ 
organization, health care, school, and worksite. The Winnebago 
Tribe convened a cross-sector work group to review CHANGE 
findings, identify assets and needs in each of the 5 sectors, and pri-
oritize strategies and activities to achieve outcomes of importance 
to the community. For example, survey results for the community/ 
organization sector  showed that  42.7% (38 of  89)  of  children 
screened in Head Start had overweight or obesity. This led the 
Winnebago Tribe to select infant nutrition and parental education 
as a priority. The community health assessment also identified 
challenges, such as insufficient housing for community members, 
inconsistent tobacco-free policies in tribal buildings, absence of 
nutrition standards across tribal nutrition and food programs, and 
absence of a tribal employee wellness policy. The cross-sector 
working  group  reviewed  15  sets  of  data  collected  with  the 
CHANGE tool and prioritized the following core GHWIC inter-
vention areas: physical activity, nutrition, tobacco, chronic dis-
ease management, and leadership, with a focus on PSE strategies 
for implementation. To ensure continued community buy-in, key 
community members continued to participate in the cross-sector 
working group and engage in each new step of implementing the 
community action plan. This community buy-in helped ensure that 
the plan met needs of the community. Progress toward program 
implementation and completion is documented through an annual 
performance report and telephone calls between CDC project of-
ficers and program staff members. 

Outcomes 
The Winnebago Tribe of Nebraska achieved outcomes across the 
PSE strategies they implemented. 

Public health nursing referral policy. This policy addresses a key 
CHANGE finding: community members recently discharged from 
area hospitals are lost to follow-up, resulting in chronic disease ex-
acerbation. The Winnebago Tribal Health Director approved the 
Winnebago Public Health Nursing Referral Policy for Hospital 
Discharge in April 2017. This policy provides instructions to med-
ical facilities in the Sioux City area for Winnebago residents who 
are discharged. The policy asks “all discharging facilities to for-
ward their discharge referrals and instructions specific to the dia-
gnosis or procedure, labs, summaries, medication prescriptions, 
and durable equipment prescriptions to the Winnebago IHS [Indi-
an Health Service] Social Worker and/or Nurse Case Manager.” 
Winnebago patients are then contacted by the Winnebago IHS so-
cial worker and public health nursing department for follow-up 
and post-hospital visits to prevent complications and hospital read-
mission. 

As a result of this policy, the tribe reported reduced hospital read-
missions, improved continuity of care and follow-up with Win-
nebago health care resources, and improved health education for 
the discharged patient and family. Relevant to this policy change 
is that on July 1, 2018, the Winnebago Tribe of Nebraska under 
Title V of the Indian Self Determination Act (Self-Governance) 
assumed the governance of the Winnebago Indian Health Service 
Hospital. The Hospital was renamed the 12 Clans Unity Hospital 
on that date. This administrative change will help ensure policy 
sustainability by removing potential interagency barriers between 
policy design and implementation. 

Allow community health representatives (CHRs) access to IHS 
electronic health records.  CHRs visiting patients in homes and 
other nontraditional health care settings are often the first people 
to  spot  issues  amenable  to  outpatient  management.  However, 
CHRs lack official channels for communicating critical actions to 
promote health and prevent illness and injury. Furthermore, CHRs 
were not authorized to enter clinical findings and measures into 
IHS electronic health records (the Resource and Patient Manage-
ment  System),  limiting their  ability  to  share  information with 
health care providers. The new Winnebago policy specifies pro-
cedures for CHRs to enter information into the patient’s IHS elec-
tronic health record. 

This policy will  improve case management.  It  will  also create 
early intervention opportunities for patients referred to CHRs by 
health care providers working for the Winnebago Public Health 
Department or IHS and improve chronic disease management, pa-
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tient follow-up, communication between CHRs and health care 
providers, and referrals to community resources. The policy, offi-
cially  adopted  in  September  2017,  was  implemented  in  beta 
format in February 2019. 

Tribal sugar-sweetened beverage (SSB) tax initiative. Recogniz-
ing the contribution of sugary drinks to obesity and diabetes and 
the interest in addressing the availability of SSBs identified in the 
community health assessment, and after reviewing data and in-
formation gathered through the GHWIC program, the Winnebago 
Tribe proposed taxing SSBs to the Tribal Council’s vice chairman 
in  October  2018.  Such  a  tax  would  reduce  consumption  and 
provide revenue for public health interventions. The proposal ap-
plies to SSBs sold by retailers within the exterior boundaries of the 
Winnebago Indian Reservation at a rate of $0.02 per fluid ounce. 
Milks, infant formula, and beverages for medical use are exempt. 
The tribe proposes to use resources collected under the new law to 
fund nutrition and physical activity interventions. 

If the policy is adopted and implemented, the tribe anticipates out-
comes will  be consistent  with those of  localities,  states,  other 
countries and other tribes that have implemented similar policies. 
Development of this policy has been slow and thoughtful because 
of the support needed from retailers and the details of tracking and 
collecting taxes. The Winnebago Tribal Council continues to con-
sider this proposal and the potential health and economic impact 
of such a tax. 

Infant and childhood obesity prevention health education program. 
To prevent overweight and obesity in infancy and early childhood, 
the Winnebago Tribe is using education and prevention initiatives 
aimed at parents and grandparents who are direct caretakers. The 
Winnebago Public Health Department implemented complement-
ary health education efforts addressing each stage of life, with mu-
tually reinforcing messages across all tribal programs. The Win-
nebago Tribe implemented age-appropriate health education for 
child caregivers in 7 settings: 

• the Educare parent education room (Educare is a model for early childhood 

education [10]); 
• office visits to the tribe’s registered dietitian; 
• Educare Head Start, Winnebago Public School K–2nd , and St. Augustine 

K–2nd receiving the Eagle Book series (stories for young children that high-
light the wisdom of traditional ways of health [11]); 

• middle and high school classes at Winnebago Public School and middle 

school classes at St. Augustine Indian Mission School using the Youth 

Staying Healthy curriculum (an IHS curriculum used by health care profes-
sionals to provide diabetes prevention education to children aged 8–12 and 

their family members in one-on-one or group settings [12]); 
• the Senior Center Lunch and Learn program; 

• the Winnebago Indian Health Service/Twelve Clans Unity Hospital, integ-
rated into health fairs, prenatal nutrition, and physical activity education; 
and 

• the Native Lifestyle Balance Program at the Little Priest Tribal College. 

Outcomes of these interventions are being evaluated as part of the 
Good Health and Wellness in Indian Country project, concluding 
in September 2019. Preliminary qualitative and quantitative pro-
cess outcomes suggest improvements in knowledge and attitudes 
among participants. 

Winnebago Tribe healthy foods and beverages policy. The com-
munity health assessment revealed that the ready availability of 
poor food choices, along with SSB availability, likely contributes 
to high levels of obesity in the community.  In 2016, the Win-
nebago Public Health Department adopted and implemented a 
healthy food and beverages policy. Initial discussions of the cross-
sector  working group showed support  for  a  policy prohibiting 
SSBs and low-nutrition (“junk”) foods from being served at Win-
nebago Tribe of Nebraska workplaces and events, fundamentally 
changing the quality of foods and beverages offered. 

The shared understanding and resolve of the community to ad-
dress nutritional drivers of chronic disease is expected to lead to 
changes in attitudes and behaviors and to improve health out-
comes related to nutrition, obesity, and chronic diseases over the 
long term. 

CDC-recognized type 2 Diabetes Prevention Program. The Win-
nebago Tribe was one of the original participating sites in the type 
2 diabetes prevention demonstration project, Special Diabetes Pro-
gram for Indians. The study results, published in 2013, demon-
strated the feasibility of implementing a lifestyle intervention in 
diverse American Indian and Alaska Native communities to pre-
vent or delay onset of type 2 diabetes in adults at high risk (13). 
As part of GHWIC, the Winnebago Tribe implemented the Native 
Lifestyle Balance curriculum and pursued CDC recognition as part 
of CDC’s National Diabetes Prevention Program. With support 
and technical assistance from the Great Plains Tribal Chairmen’s 
Health Board, Winnebago trained 3 lifestyle coaches and received 
pending recognition from CDC’s Diabetes Prevention Recogni-
tion Program. With support from the American Association of 
Diabetes Educators, 2 reimbursement specialists (staff members 
trained to bill  for reimbursable type 2 diabetes prevention ser-
vices) were trained, increasing the potential for long-term sustain-
ability of this proven type 2 diabetes prevention program. Effect-
ive implementation of the program over the long term has the po-
tential to change the trajectory of type 2 diabetes among the Win-
nebago. 
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Pedestrian safety and built environment. In collaboration with the 
Winnebago Public  School,  the Village of  Winnebago,  and the 
Winnebago Tribe, the Nebraska Department of Roads installed 
rectangular flashing beacons signaling pedestrian crossings at key 
downtown locations to facilitate safe street crossing, including 
crossings to health promotion facilities and services. Additionally, 
in 2018, a traffic circle was funded for construction by the Neb-
raska Department of Roads after findings of the community health 
assessment prompted telephone calls to state officials about speed 
reduction measures on State Highway 77, which bisects the reser-
vation. Construction of the traffic circle is currently underway, 
with completion anticipated in fall 2019. 

These measures  have the  potential  to  increase  safe  pedestrian 
activity in this high-traffic area of the reservation and to build ad-
ditional demand for further walkability improvements. 

Implications for Public Health Practice 
The  Winnebago  Tribe  of  Nebraska  nurtured  opportunities 
provided by the GHWIC program to create PSE improvements ad-
dressing  obstacles  to  good  health  in  response  to  information 
provided by community leaders and residents. By adapting GH-
WIC resources and tools to local processes and approaches and 
keeping community needs front and center, the Tribe introduced, 
implemented, or completed effective PSE improvements that, over 
time, will lead to improved health outcomes. The process under-
taken by the Winnebago Tribe was one of rich,  ongoing com-
munity engagement, shaping CDC’s tools to be relevant to the 
tribe’s health goals while helping tribal members take action to ad-
vance those goals. The result is an array of improvements driven 
by the expressed needs of the tribe, accomplished through mutu-
ally respectful collaboration and generous support from the com-
munity. 
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Summary 

What is already known on this topic? 

Policy, systems, and environmental (PSE) improvements help support 
healthy behaviors. Despite the benefits of improving PSE factors, public 
health program staff are generally not trained in PSE-change skills. 

What is added by this report? 

Training and technical assistance activities increased Alaska tribal staff 
members’ ability to effect PSE change, resulting in 30 PSE improvements 
across the state. 

What are the implications for public health practice? 

Providing consistent, intensive technical assistance and focused trainings 
to increase self-efficacy were critical elements that helped staff move bey-
ond traditional programmatic thinking and one-on-one clinical care. The 
use of digital storytelling was also a powerful tool that melded traditional 
Native storytelling with modern technology to enhance PSE change efforts. 

Abstract 
Public health training often includes program and education devel-
opment  but  not  policy,  systems,  and  environmental  (PSE) 
strategies. The Alaska Native Tribal Health Consortium’s Good 
Health and Wellness in Indian Country program works to build tri-
bal PSE change capacity. Trainings included community health as-
sessment, facilitation and leadership engagement, policy and sys-
tems, and digital storytelling. From 2014 to 2017, 30 PSE changes 
were made: 3 tobacco-free healthcare organization policies; 2 to-
bacco-free tribal resolutions; 1 tobacco-free school district policy; 
3 healthy food policies and environmental changes; 4 improve-
ments in patient-provider communication; 13 prediabetes, obesity, 

and/or tobacco screening and referral policies; 3 improvements to 
health care facility signage; and 1 Baby-friendly Hospital applica-
tion, protecting the health of 46,000 tribal community members. 
Targeted training and technical assistance moved tribal staff from 
a focus on direct services to population-based improvements. This 
increased self-efficacy may increase the sustainability of chronic 
disease public health efforts and improve tribal health. 

Background 
Alaska Native people have significantly higher rates of chronic 
disease than non-Hispanic white people in the United States, and 
multiple health disparities exist between these 2 populations (1). 
Modifiable chronic disease risk factors, including unhealthy diet, 
physical inactivity, and tobacco use, are also common (1). Access 
to affordable groceries, fresh fruits and vegetables, and medical, 
dental, and behavioral health care services are limited in most rur-
al or remote Alaska Native communities. Despite these challenges, 
Alaska Native people are strong and resilient, with traditions and 
values that facilitate a culture of health (2). 

Changing the policy, systems, and environmental (PSE) factors 
that affect where people live, work, and play is increasingly being 
used nationally to support healthy behaviors and increase program 
sustainability after grant funding ends (3–5). Despite the benefits 
of improving PSE factors, public health program staff are gener-
ally not trained in PSE-change skills such as assessing community 
needs, developing policy, engaging stakeholders, countering res-
istance, navigating the policy landscape, working with nontradi-
tional partners, or advocating for changes. These skills are import-
ant for ensuring that policy makers adopt, implement, and main-
tain PSE changes (6,7). In this article, we describe activities that 
increased tribal staff members’ ability to effect PSE change, out-
comes of those efforts,  and recommendations for others doing 
similar work. 
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Good Health and Wellness in Indian 
Country Program 
The Alaska Native Tribal Health Consortium (ANTHC) works in 
partnership with regional tribal health organizations (THOs) to 
promote health among Alaska Native people. THOs are respons-
ible for providing care to the people in their region, and in most 
areas they are the only health care providers available. Services 
range from primary and emergency care services and behavioral 
and dental health care to health promotion programs. In 2014, AN-
THC began a 5-year Good Health and Wellness in Indian Country 
(GHWIC) program to reduce rates of chronic diseases and their 
modifiable risk factors among Alaska Native people.  The pro-
gram  focuses  on  supporting  healthy  behaviors  through  com-
munity-chosen and culturally adapted PSE approaches. 

To achieve the goals of the program, ANTHC worked with 5 re-
gional  THOs  in  Alaska  to  increase  access  to  traditional  and 
healthy foods, increase physical activity, reduce tobacco use, im-
prove health literacy, promote breastfeeding, and enhance chronic 
disease prevention and control. These THOs are responsible for 
providing care to 28% of the Alaska Native population living in 93 
small communities (with an average population of ~440) (8). 

Capacity Building and the Policy Change
Model 
All  regional  THO  GHWIC  staff  had  extensive  experience  in 
providing clinical and health promotion services such as diabetes 
management but minimal or no experience in making PSE change. 
Many policy change models exist (9), but ANTHC chose the Rede 
Group’s policy change process model (Figure) to help systematic-
ally focus GHWIC training activities. 

Figure. Policy change process model developed by the Rede Group (http://re-
degroup.co). The image is reproduced with permission from the Rede Group. 

This model outlines 9 steps for policy change as well as a process 
for feedback loops and evaluation: it was general enough to allow 
for adaption to the tribal context of the GHWIC program. Region-
al THO GHWIC and ANTHC GHWIC staff attended 2-day to 4-
day long trainings (15–25 participants per training). Trainees then 
used the PSE change skills at their THO and the tribal communit-
ies that their THO serves. 

The first 3 steps of the policy change model focus on 1) identify-
ing and framing the problem, 2)  engaging the community and 
stakeholders, and 3) assessing readiness for policy change. Before 
the start of GHWIC, program staff members were familiar and 
comfortable  with interacting with patient  populations but  less 
knowledgeable about identifying broader community health needs 
and priorities. To support partner sites and build capacity, AN-
THC used the community health assessment training of the Na-
tional Association of County & City Health Officials’ Mobilizing 
for Action through Planning and Partnerships. Participants learned 
a systematic approach for conducting community health assess-
ments that resulted in new public health system assessments in 
THO communities and provided direction to focus PSE change ef-
forts. The next 2 training sessions were facilitated by Technology 
of Participation (ToP) trainers (https://icausa.memberclicks.net). 
ToP provides training in structured participatory facilitation meth-
ods to help strengthen the capacities of organizations and com-
munities. The first training session focused on how to effectively 
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engage  community  members  and  stakeholders  and  build  con-
sensus despite competing priorities. The second training session 
covered strategic planning and how to build a 5-year program lo-
gic model to focus annual program activities. 

Step 4 of the policy change model is to assess political will and 
community support. To build capacity in this area, the fourth train-
ing was led by the Midwest Academy, which provides civic en-
gagement skills training to help achieve social, economic, and ra-
cial justice (www.midwestacademy.com). Participants learned ap-
proaches for identifying which constituencies and decision makers 
to engage to reach their goals. THO staff members use the train-
ing to learn how to think strategically, analyze power dynamics 
and political will of decision makers, build support within their 
community and organization, and strengthen their ability to make 
PSE improvements. 

The focus of Step 5 in the policy change model is to assess the 
education and outreach needed for decision makers and for the 
public. Initially program staff were challenged about how to com-
municate the value of PSE changes. To help build these skills, and 
drawing on the rich history of Alaska Native storytelling, AN-
THC hosted a digital storytelling workshop. Digital storytelling 
melds traditional storytelling techniques with technology to create 
short videos (3 minutes) that include audio, photographs, artwork, 
and music to tell a person’s story (10). During the workshop, THO 
staff members created digital stories to celebrate existing healthy 
policies, including a workplace that had breastfeeding policies to 
support  new mothers.  Other  stories  highlighted  PSE changes 
needed to improve healthy behaviors, such as expanding health 
screenings and referrals and developing an organizational healthy 
food policy (anthctoday.org/epicenter/wsh.html). 

THO staff members used digital stories for educating and enga-
ging leadership and stakeholders within their organization. For ex-
ample, one organization had passed a tobacco-free campus policy 
but had not yet implemented it. A THO tribal staff member cre-
ated a digital story explaining how she and her children had to 
walk through cigarette smoke to get to their clinic appointments 
and how she hoped that tribal leadership would implement the 
policy as soon as possible. The digital story was shared with lead-
ership, who set a date for policy implementation. 

The last 4 steps of the policy change model are drafting policies 
and planning implementation, adopting policies, implementing 
policies and supporting compliance, and evaluating the impact of 
the policy change. For these 4 steps, the ANTHC GHWIC pro-
gram provided ongoing intensive technical assistance and training 
sessions to regional THOs. This assistance and training covered 
such topics as health data provision, survey creation and analysis, 
focus group guide development, and draft policy language and ed-

itorial assistance, and it included an organizational health literacy 
assessment tool and other tools for assessing baseline policies and 
systems. More than 400 requests for technical assistance were 
completed in the first 3 years of the program alone. 

Building Public Health Capacity to
Implement PSE Changes Among Alaska
Native People 
The skill and ability among THO staff members in Alaska to nav-
igate the PSE change process within their organizations and com-
munities has increased greatly since the start of the program in 
2014. Across training opportunities, program staff members repor-
ted that these opportunities helped enhance their ability to identify, 
implement, and promote the use of PSE changes to improve popu-
lation health. GHWIC staff members noted that the training on ad-
vocating for change,  countering resistance,  and engaging with 
leadership  helped  to  strengthen  their  efforts  to  promote  PSE 
changes more than traditional public health approaches that focus 
primarily on awareness building and education. 

As a result of program efforts, 30 PSE changes were made. These 
changes included a tobacco-free policy at a health care organiza-
tion (n = 3); a tobacco-free tribal resolution (n = 2); a tobacco-free 
policy in a school district (n = 1); a healthy food policy and envir-
onmental changes (n = 3); changes in patient–provider communic-
ation  (n  =  4);  screening  and  referral  policies  for  prediabetes, 
obesity, and/or tobacco (n = 13); changes in health care facility 
signage (n = 3); and an application for a Baby-Friendly Hospital 
designation (n = 1). These policies now protect the health of more 
than 46,000 tribal members and THO employees. 

Implications for Public Health Practice 
Program staff members emphasized the importance of staying or-
ganized, having a multidisciplinary steering group, and including 
important stakeholders in the PSE change process, although some 
PSE changes took longer than expected because of external factors 
(eg, board priorities, changes in electronic record systems). Tribal 
leaders felt that the PSE changes made by the program had imme-
diate positive impact on their organizations, including reducing to-
bacco use on the campuses of health care facilities, improving 
clinical  quality  measures,  and  serving  as  an  “overall  cultural 
change and shift.” Leadership noted the importance of using a 
strategic approach to introduce new policies and spending time 
gaining support. 

The ANTHC GHWIC program activities have made significant 
PSE contributions  to  the  health  of  Alaska tribal  communities. 
These successes are all the more remarkable for occurring in small 
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organizations providing multiple health services to remote tribal 
communities. Providing consistent, intensive technical assistance 
and focused trainings to increase self-efficacy were critical ele-
ments that helped staff move beyond traditional programmatic 
thinking and one-on-one clinical care. We recommend similar skill 
building and technical assistance for other tribal or public health 
organizations seeking to do PSE change work. The use of digital 
storytelling was also a powerful tool that melded traditional Nat-
ive storytelling with modern technology to enhance PSE change 
efforts. PSE changes are often complex, involve multiple levels of 
an organization or community, and take more time to establish 
than traditional programs. Building these changes into organiza-
tion norms and culture may substantially increase the sustainabil-
ity of chronic disease public health efforts, leading to improved 
tribal health in the future. 

Acknowledgments 
Funding for development of this article was provided by the Cen-
ters for Disease Control and Prevention’s A Comprehensive Ap-
proach to Good Health and Wellness in Indian Country (cooperat-
ive agreement no. 5NU58DP005422) and Building Public Health 
Infrastructure for Alaska Native People Component A (cooperat-
ive agreement no. 1 NU58DP006379). The findings and conclu-
sions in this article are those of the authors and do not necessarily 
represent the official position of the Centers for Disease Control 
and Prevention. We thank the Alaska Native Tribal Health Con-
sortium Board of Directors for their contributions and support. 

Author Information 
Corresponding  Author:  Diana  Redwood,  PhD,  Alaska  Native 
Epidemiology Center, Alaska Native Tribal Health Consortium, 
3900 Ambassador Dr, Anchorage, Alaska 99508. Telephone: 907-
729-3959. Email: dredwood@anthc.org. 

Author Affiliations: 1Alaska Native Epidemiology Center, Alaska 
Native Tribal Health Consortium, Anchorage, Alaska. 

References
 1. Alaska Native Epidemiology Center.  Alaska Native Health 

status  report  fact  sheets,  Anchorage,  Alaska,  2019.http:// 
anthctoday.org/epicenter/healthdata.html. Accessed April 16, 
2019.

 2. Alaska Native Knowledge Network.  Alaska Native values. 
Fairbanks (AK): University of Alaska, Fairbanks; 2006.http:// 
ankn.uaf.edu/ANCR/Values/index.html. Accessed February 
21, 2019. 

3. Matson-Koffman DM, Brownstein JN, Neiner JA, Greaney 
ML.  A  site-specific  literature  review  of  policy  and  
environmental interventions that promote physical activity and 
nutrition for cardiovascular health: what works? Am J Health 
Promot 2005;19(3):167–93.

 4. Subica AM, Grills CT, Villanueva S, Douglas JA. Community 
organizing  for  healthier  communities:  environmental  and 
policy outcomes of a national initiative. Am J Prev Med 2016; 
51(6):916–25.

 5. Kraft  MK,  Lee  JJ,  Brennan  LK.  Active  living  by  design 
sustainability  strategies.  Am  J  Prev  Med  2012;43(5Suppl 
4):S329–36.

 6. Leeman  J,  Myers  AE,  Ribisl  KM,  Ammerman  AS.  
Disseminating policy and environmental change interventions: 
insights from obesity prevention and tobacco control.  Int  J 
Behav Med 2015;22(3):301–11.

 7. Robert  Wood  Johnson  Foundation  Center  to  Prevent 
Childhood Obesity. Advocacy resource guide, 2011. https:// 
www.rwjf.org/content/dam/farm/toolkits/toolkits/2012/ 
rwjf72841. Accessed April 16, 2019.

 8. Indian Health Service National Patient Information Reporting 
System, National Data Warehouse. American Indian/Alaska 
Native  &  Non-Native  Indian  Health  Service  active  user 
population report B, version 95. 2017. https://www.ihs.gov/ 
alaska/includes/themes/responsive2017/display_objects/ 
d o c u m e n t s / p o p _ r e p o r t s / F Y 2 0 1 7 I H S O f f i c i a l  
AIANUserPop.pdf. Accessed April 17, 2019.

 9. Golden SD, McLeroy KR, Green LW, Earp JA, Lieberman 
LD.  Upending the  social  ecological  model  to  guide  health 
promotion efforts toward policy and environmental change. 
Health Educ Behav 2015;42(1,Suppl):8S–14S. 

10. Cueva M, Kuhnley R, Revels LJ, Cueva K, Dignan M, Lanier 
AP. Bridging storytelling traditions with digital technology. Int 
J Circumpolar Health 2013;72(1):20717. 

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services, 

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions. 

Centers for Disease Control and Prevention • www.cdc.gov/pcd/issues/2019/19_0077.htm 4  

www.cdc.gov/pcd/issues/2019/19_0077.htm
https://www.ihs.gov
www.rwjf.org/content/dam/farm/toolkits/toolkits/2012
https://ankn.uaf.edu/ANCR/Values/index.html
https://anthctoday.org/epicenter/healthdata.html
mailto:dredwood@anthc.org


 

 

 
 

 

 

 

 

PREVENTING  CHRONIC  DISEASE 
P U B L I C  H E A L T H  R E S E A R C H ,  P R A C T I C E ,  A N D  P O L I C Y  

Volume 16, E108 AUGUST 2019 

PROGRAM EVALUATION BRIEF 

Good Health and Wellness: Measuring Impact
Through an Indigenous Lens 

Thomas J. Lawrence, BA1; Rosalina D. James, PhD1 

Accessible Version: www.cdc.gov/pcd/issues/2019/18_0655.htm 

Suggested citation for this article: Lawrence TJ, James RD. Good 
Health and Wellness: Measuring Impact Through an Indigenous 
Lens. Prev Chronic Dis 2019;16:180655. DOI: https://doi.org/ 
10.5888/pcd16.180655. 

PEER REVIEWED 

Summary 

What is already known on this topic? 

American Indians and Alaska Natives suffer disproportionate health dis-
parities and chronic disease rates compared with other populations. To ad-
dress disparities, a history of mistrust between tribal communities and the 
federal government regarding evaluation and other data-driven practices 
must be confronted. 

What is added by this report? 

We describe an Indigenous Evaluation Framework, emphasizing indigen-
ous core values and knowledge, used to evaluate a federally sponsored 
initiative to prevent chronic disease in Indian Country. 

What are the implications for public health practice? 

Our work improves public health practice by reinforcing how indigenous 
ways of gathering knowledge are as valid and effective as Western meth-
ods. 

Abstract 
In 2014, the Centers for Disease Control and Prevention (CDC) 
commissioned the Urban Indian Health Institute (UIHI) to co-
ordinate a multifaceted national evaluation plan for Good Health 
and Wellness in Indian Country (GHWIC), CDC’s largest invest-
ment  in  chronic  disease  prevention  for  American  Indians  and 
Alaska Natives (AI/ANs). GHWIC is a collaborative agreement 
among UIHI, CDC, tribal organizations, and individual tribes. In 
collaboration, UIHI and CDC drew upon an indigenous frame-
work, prioritizing strength-based approaches for documenting pro-
gram activities, to develop a 3-tiered evaluation model. The mod-
el incorporated locally tailored metrics, adherence to tribal proto-
cols, and cultural priorities. Ultimately, federal requirements and 
data collection processes were aligned with tribal strengths and bi-

directional learning was promoted. We describe how UIHI worked 
with tribal recipients, tribal health organizations, Tribal Epidemi-
ology Centers, and CDC to develop and implement the model on 
the basis of an indigenous framework of mutual trust and respect. 

Introduction 
The Centers for Disease Control and Prevention (CDC) launched 
Good Health and Wellness in Indian Country (GHWIC) in 2014 to 
reduce American Indian and Alaska Native (AI/AN) health dispar-
ities, including commercial tobacco use, obesity, and disability 
and premature death as a result  of diabetes,  heart  disease,  and 
stroke. GHWIC sought to build an overall evaluation plan by us-
ing an indigenous framework to match the locally tailored, cultur-
ally driven program approach. Historically, research and evalu-
ation efforts have abused and exploited AI/AN communities, such 
as in the 1979 Barrow alcohol study that published negative re-
ports about Inupiaq villages without consulting those communit-
ies (1). Pervasive mistrust of these practices has limited AI/AN 
partnerships with federal  agencies (2),  explaining why AI/AN 
communities are reluctant to collaborate with external organiza-
tions that claim they want to help improve tribal health (1). Joan 
LaFrance states in Reframing Evaluation: Defining an Indigenous 
Evaluation Framework, “The field of evaluation draws heavily on 
research methodologies that can be considered invasive when im-
posed by outside funding agencies” (3). CDC collaborated with 
tribal communities by using an indigenous approach to create a 3-
tiered evaluation model that combines indigenous knowledge and 
values with Western evaluation practices. 

Purpose and Objectives 
The overall purpose of GHWIC was to create an AI/AN-owned 
and AI/AN-centered public health initiative designed to meet AI/ 
AN needs, allowing recipients to take charge of their communit-
ies’ health while achieving chronic disease prevention and health 
promotion outcomes. Within this purpose, 4 evaluation objectives 
were identified: 1) share successes and lessons learned across Indi-
an Country and beyond, 2) report outcome data to GHWIC com-
munities for feedback and guidance on program implementation 
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and improvement, 3) expand the evidence base for chronic dis-
ease prevention in Indian Country, and 4) support opportunities 
for future funding to promote AI/AN community health programs. 

GHWIC recipients include 12 federally recognized tribes and 11 
tribal health organizations (THOs) that serve tribes in their Indian 
Health Service (IHS) service regions. The program operates at 3 
interconnected levels: local communities (tribes), regions (typic-
ally, THOs or Tribal Epidemiology Centers [TECs] serving all or 
most tribes in their regions), and nationally (Indian Country-wide). 
The evaluation approach mirrors this program design with the 
Urban Indian Health Institute (UIHI) focusing on all AI/AN com-
munities served and supporting all GHWIC recipients. CDC sup-
ports GHWIC recipients and provides data on GHWIC national 
outcomes, accomplishments, challenges, and progress. 

Intervention Approach 
The framework for the GHWIC initiative and evaluation approach 
began to take shape as early as 2011 when CDC’s tribal advisory 
committee — a federally mandated committee to advise CDC on 
tribal matters — encouraged CDC’s National Center for Chronic 
Disease Prevention and Health Promotion (NCCDPHP) to more 
thoughtfully  address  serious health  disparities  among AI/ANs 
while respecting and incorporating indigenous knowledge. As a 
result, NCCDPHP staff participated in the first CDC listening ses-
sions with tribal health leaders and visited tribes and tribal organ-
izations over several years before launching the GHWIC initiative. 
In these sessions and visits, tribal partners offered knowledge and 
wisdom to CDC staff on how federal funding does not take the AI/ 
AN perspective into account and how tribes and CDC could work 
together. These activities helped to expand the Western approach 
to understanding health and disease and how to track progress to-
ward improving health by integrating cultural values of indigen-
ous communities. A key discussion point was the importance of 
identifying principles of program development and evaluation pro-
cesses with the people and organizations served by CDC funds. 
CDC’s understanding continued to evolve during the GHWIC pro-
gram period,  from 2014 through 2019,  as  recipients  and CDC 
struggled with conflicting demands of meeting AI/AN cultural im-
peratives and required deliverables. Through collaboration, listen-
ing, and learning, GHWIC was eventually able to develop cultur-
ally sound programs and evaluation approaches tailored to specif-
ic indigenous cultural customs and tribal protocols. 

The Indigenous Evaluation Framework describes the following 4 
core values that were adapted by the GHWIC model (Table) (3): 

1. Centrality of the Community and Family requires engaging the community 

when planning and implementing an evaluation, making evaluation pro-
cesses more transparent, and highlighting the importance of community 

health in addition to individual achievements. 
2. People of Place recognizes a tribal entity’s relationship to land and history, 

how historical events have shaped current health conditions, and the 

uniqueness of place and history. What occurs in one place might not be 

generalizable to other situations or other locations. 
3. Recognizing Individual Gifts prompts evaluators to take a holistic ap-

proach to evaluate while acknowledging that there are different ways of 
conducting evaluation. 

4. Upholding Personal and Tribal Sovereignty embodies respect for tribal ap-
proval processes, building greater capacity within recipient communities 

and reporting findings in ways that are meaningful and impactful to recipi-
ents. 

Integrating these values required federal partners and public health 
professionals to recognize the importance of culture in AI/AN 
health. Cultural centrality and mutual respect were critical to ef-
fectively implement the GHWIC initiative and its evaluation. The 
indigenous framework emphasizes the criticality of local context 
and community knowledge in documenting program gaps and suc-
cesses. To accomplish federal goals while aligning data processes 
with tribal recipient values, GHWIC established a systematic ap-
proach to promote bidirectional learning for both program and 
evaluation  implementation.  Technical  assistance  (TA)  was 
provided to recipients through the Evaluation TA Exchange Part-
ners (EEPs) model. The EEPs model involved members of the 
GHWIC evaluation team, which included CDC and UIHI staff, to 
provide ongoing, one-on-one support to recipients throughout the 
cooperative agreement. EEPs were matched with recipients, based 
on outcomes, geography, and staffing capacity and worked with 
recipients through video conferences, site visits, and ad hoc com-
munications to share guidance on evaluation plans, performance 
measurements, and annual report development. 

Indigenous methods coupled with community-based participatory 
approaches emphasize transparency, equitable partnerships, and 
actionable objectives to promote sustainable change for improved 
health  outcomes.  Evaluation  efforts  that  include  community 
participation in the design, development, and implementation are 
more likely to effectively document long-term change and pro-
gram gaps (3). UIHI and CDC integrated indigenous values and 
CDC priorities into the evaluation plan to create an approach that 
met the needs of diverse recipients and partners to assess impact 
and identify successful strategies for chronic disease prevention in 
tribal settings. 

Evaluation Methods 
The 3-tiered model (Figure) was developed as a guide to capture 
GHWIC progress and impact on improving tribal health and well-
ness. Evaluation questions were designed in close partnership with 
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CDC and UIHI to reflect activities at the local level, with tribes 
and THOs collecting local evaluation data (Tier 1). TECs collabor-
ate with tribes and THOs within each IHS region to provide tech-
nical assistance and collect quantitative and qualitative data (Tier 
2).  UIHI reported aggregated data of all  GHWIC recipients to 
CDC, while CDC reported aggregated data to its leadership and 
federal  decision makers (Tier 3).  At the local  level,  recipients 
tracked site-specific progress over time, including process and 
summative outcomes; TECs collected and assembled information 
from primary data collection and public databases. UIHI serves as 
the national coordinating center for evaluation across all partners, 
compiling and summarizing data, and ensuring the GHWIC evalu-
ation honored core indigenous values and cultures. UIHI facilit-
ated key data collection and management practices, documenting 
processes and outcomes as they aligned with tribal chronic dis-
ease prevention efforts. 

Figure. Conceptual diagram of the 3-tiered evaluation of Good Health and 
Wellness in Indian Country (GHWIC) impact on tribal health and wellness, with 
questions that are answered within each tier. Abbreviation: IHS, Indian Health 
Service. Figure was created by the Urban Indian Health Institute. 

Results 
In the early stages of the GHWIC initiative, UIHI, CDC evalu-
ation staff, and recipient representatives identified a series of per-
formance measures and evaluation outcomes that would contextu-
alize GHWIC efforts, identify successful activities, and provide 
lessons learned for others supporting similar tribal health promo-
tion programs. With these metrics, UIHI and CDC compiled find-
ings and created reports documenting the regional and national im-
pact of GHWIC. For example, aggregated data show that from 
2014 through 2017, approximately 15,000 AI/AN people had bet-
ter access to healthier foods through 16 new tribal settings with 
low sodium nutrition guidelines and 77 new tribal settings promot-
ing nutritious foods (4). GHWIC recipients also built healthier and 
more active communities. More than 14,500 AI/AN people im-
proved access to physical activity with 91 new policies promoting 
physical activity (5). 

Implications for Public Health 
The  GHWIC indigenous  framework  placed  recipient  (Tier  1) 
knowledge at the forefront of developing effective and sustainable 
health interventions in tribal communities for a true reflection of 
the impact of those interventions. Implementing the 3-tiered evalu-
ation model offered UIHI the ability to measure impact through an 
indigenous lens with collaborative decision making and bidirec-
tional  learning among tribal  and federal  partners.  At  the local 
level, recipients established evaluation indicators that best reflec-
ted the qualities of their cultural and community landscapes. At 
the regional level, THOs and TECs developed strong partnerships 
and trust with tribes in their regions, allowing them to collect and 
analyze local and regional data. Data from these 11 regions were 
then combined to assess national impact. However, the GHWIC 
evaluation had limitations. Because of the flexibility in perform-
ance measure selection, methods for data collection varied, mak-
ing aggregate data assessment inclusive of all recipient activities 
difficult.  In  addition,  not  all  tribal  communities  in  the  United 
States were represented in the GHWIC initiative. Despite these 
shortfalls, the GHWIC evaluation model provided an important 
framework for a tribal-CDC partnership to achieve increased AI/ 
AN health and wellness. 
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Table 

Core Indigenous
Values Definition Indigenous Evaluation Examples 

Centrality of the
community and
family 

Engage the community when planning and
implementing evaluation, making evaluation
processes transparent. Understand that programs
may focus on restoring community health and
wellness and individual achievements. 

• CDC participated in tribal listening sessions and used findings to shape GHWIC
initiative. 
• CDC engaged GHWIC recipients in the evaluation development, planning, and
implementation. 

People of place Recognize a tribal entity’s relationship to its land,
history, and historical events in relation to current
health conditions and individuals affected. Respect
and avoid generalizations among tribal entities,
understanding that what occurs in one place may not
translate to other situations or other places. 

• CDC respected that all tribes and tribal organizations are unique.
• Performance measure selection was flexible. 
• All are not the same, what works in one place might not work in another.
• Programs were created in relationship to a specific community, its history, and its
current situation. 

Recognizing
individual gifts 

Use a holistic approach to evaluate while
acknowledging that there are different ways of
conducting evaluation. 

• CDC respected that individual tribal chronic disease prevention programs operated
according to local cultural context.
• Tribal data are not always quantifiable, thus stories and storytelling (qualitative
evaluation) are just as important and effective.
• CDC, UIHI, tribes, and tribal health organizations offered multiple venues to showcase
successes and learning opportunities such as UIHI story map, http://www.uihi.org/
projects/good-health-wellness-in-indian-country/. 

Personal and tribal 
sovereignty 

Embody respect for tribal approval processes that
build greater capacity in communities, and report
findings in ways that are meaningful and impactful. 

• All data, photos, stories and reports may be used only with proper tribal permissions
and approvals by the tribes or tribal health organizations (see http://www.uihi.org/
projects/good-health-wellness-in-indian-country/ for GHWIC reports)
• Recipient feedback is solicited on evaluation reports and materials.
• Tribes and tribal health organizations are consulted in the development of reports,
ensuring reports are meaningful to tribal audiences and federal funders.
• Communication was iterative, and approval was obtained from recipients regarding
products before dissemination. 

Table. Core Indigenous Values That Guided the Good Health and Wellness in Indian Country (GWHIC) Projecta 

Abbreviations: CDC, Centers for Disease Control and Prevention; UIHI, Urban Indian Health Institute. 
a Indigenous values and definitions from LaFrance (3). 
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Expanding Understanding of Tribal
Practices that Keep People Well 
For American Indian and Alaska Native tribes and communities, 
cultural and traditional teachings and practices are important pro-
tective factors that provide their people with strength and resili-
ence to lead healthful lives. Tribal leaders have expressed that 
these practices are not widely understood by federal agencies, and 
often are not supported with financial and technical resources. 
Tribes may choose not to apply for government funding opportun-
ities because the practices that work best for their populations are 
not described in the funding announcement. In February 2015, the 
Tribal  Advisory Committee (TAC) of  the Centers  for  Disease 
Control and Prevention/Agency for Toxic Substances and Disease 
Registry (CDC/ATSDR) recommended that CDC convene a group 
of knowledgeable cultural advisors to increase understanding of 
the role of tribal practices to support physical, emotional, and spir-
itual well-being. The purpose was to craft specific language to in-
clude in CDC’s funding opportunities to support implementation 
of these practices. 

Convening Cultural Advisors 
CDC’s  National  Center  for  Chronic  Disease  Prevention  and 
Health Promotion (NCCDPHP) hosted 3 convenings in 2015 and 
2016, in Indian Country and at CDC headquarters. Participants 
were nominated by CDC/ATSDR TAC members, 1 from each of 
the 12 Indian Health Service regions. Healthy Native Communit-
ies Partnership, Inc (HNCP), a native nonprofit organization with 
extensive experience providing culturally appropriate technical as-
sistance and consultation to tribes and Native communities, facilit-
ated the convenings. 

HNCP’s facilitation approach is uniquely designed for each group 
— integrating the needs and gifts of participants, the aims of the 
hosts, and appropriate cultural and traditional foundations for the 
purpose and location. TAC members, CDC staff, and HNCP clari-
fied the rational and experiential aims for the convenings. Cultur-
al advisors, nominated by the TAC, received personal invitations 
that included the need being addressed, purpose and expectations, 
how they were nominated, and meeting logistics. 

In collaboration with CDC, the HNCP team designed a flow for 
each convening that built relationships and understanding among 
participants  while  integrating culture and tradition.  A flexible 
agenda, without time constraints, showed the path the group would 
follow for each day.  HNCP used visual  and participatory pro-
cesses to facilitate discussions, build trust, and create a welcom-
ing, comfortable, and fun environment that encouraged candid dis-
cussion through an inclusive and respectful facilitation approach 
promoting connection to culture. 

The first convening on Tribal Practices That Promote Health and 
Well-Being was hosted at a site operated by the Kalispel Tribe of 
Indians in Washington State. Cultural advisors from 10 Indian 
Health Service regions, 3 TAC members, 3 staff members from 
CDC and 1 from SAMHSA (the Substance Abuse and Mental 
Health Services Administration), and 3 American Indian facilitat-
ors from HNCP participated. Seated in a circle, participants were 
welcomed to the meeting by the host, the NCCDPHP’s director at 
the time. The meeting began with a prayer song to help set posit-
ive intentions. One participant, who also chaired the CDC/ATS-
DR TAC at the time, shared the purpose and vision of the meeting. 
Through a  series  of  trust-building  activities,  including one  in 
which pairs exchanged traditional gifts and introduced their part-
ners, participants began to connect with each other on multiple 
levels. 

The group then shared their perspectives on how culture and com-
munity  contribute  to  health,  strength,  and  resilience  for  their 
people. They described the many forms this takes in terms of un-
derstandings, teachings, activities, gatherings, and practices at the 
local level by creating a simultaneous large group drawing titled 
To be strong and resilient, how and when are people connected to 
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culture and community? Each person explained their contribu-
tions to the drawing that served as the focus for subsequent discus-
sions and development of understanding. 

As facilitators led a conversation to organize categories of health-
promoting practices, several members of the group expressed con-
cerns about what kinds of cultural knowledge and practices were 
appropriate to share and which are sacred and must be protected. 
Trust issues with CDC as a US government agency were raised. 
The participant who chaired the CDC/ATSDR TAC at the time 
shared the background for this gathering, mentioned how it resul-
ted from a request from the TAC, and discussed the importance to 
tribes of being able to include cultural and traditional approaches 
to wellness. He explained that they were not being asked to di-
vulge their sacred traditional wisdom and thanked the group mem-
bers for bringing up these important issues. 

The first convening concluded with conversations and reflections 
on the day. In small groups, participants explored principles CDC 
should keep in mind while working together with tribes and Nat-
ive communities throughout the funding process — proposal, re-
view, implementation, and evaluation. The small groups shared 
their conversations, developed key themes, and identified next 
steps. Each participant agreed on the importance of meeting again. 
The group reflected on the day by expressing what went well with 
the convening and what could be improved for subsequent meet-
ings, and closed with a prayer. 

The second convening was held at  a  site  operated by the Gila 
River Indian Community in Arizona. The convening began with a 
welcome, sharing of intentions, trust-building activities, establish-
ment of group agreements, and sharing of hopes and expectations 
for the meeting. A visual storyboard helped to put the group’s ef-
forts in historical perspective and to clarify the roles of tribes, 
CDC, the TAC, HNCP, and the cultural advisors in this work. The 
participants then reviewed the examples of wellness-promoting 
activities, practices, and teachings that had been shared during the 
first convening and organized these into 7 themes and strategies. 
The convening closed with reflections, next steps for developing 
Notice of Funding Opportunity (NOFO) language at another meet-
ing, and a prayer. 

The third and final convening was held at CDC headquarters in 
Atlanta, Georgia. The group started with a prayer and a welcome, 
and then honored with words of remembrance a participant who 
had died. After a trust-building activity, participants reviewed their 
work, using a Four Directions Model (Figure), focused on Listen-
ing, Dialogue, Action, and Reflection. 

Figure. Cultural advisors consultation process. Abbreviations: CDC/ATSDR, 
Centers for Disease Control and Prevention/Agency for Toxic Substances and 
Disease Registry; HNCP, Healthy Native Communities Partnership; TAC, Tribal 
Advisory Committee. 

Participants reviewed and revised the draft activity language un-
der each of the 7 strategies and proposed short-term and long-term 
outcomes. Small work groups reviewed each of these and presen-
ted proposed changes to  the full  group,  which came to a  con-
sensus on the revisions. After reflections on the day, the TAC 
chairman closed the meeting by providing a prayer for the group’s 
work  of  creating  language  on  cultural  wellness  practices  and 
blessed the documents. The Table describes the 7 strategies and 
corresponding activities. 

The results of these convenings go beyond the specific advice and 
work products delivered to the TAC. At the individual level, each 
of the participants made significant contributions to the group and 
participants learned from each other, shared stories and cultural 
knowledge, and were heard respectfully. Participants appreciated 
the opportunity for honest dialogue; sensitivity toward cultural 
knowledge, customs, and traditions; respect and understanding for 
boundaries; and the ability of the group to find common ground. 
As the group moved through the series of convenings, participants 
noted that they felt positively about the teamwork, how they were 
able to regroup and take a different direction, the levels of intens-
ity and passion, being reminded of what’s important, and having a 
vision of sustainability that reflects sovereignty. With persistence, 
respect, and a willingness to listen to each other, this group was 
able to define its own roles and complete important work together. 
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Results at the group and organizational level included 1) a large 
federal bureaucracy followed through respectfully on recommend-
ations made by its TAC; 2) Tribal cultural advisors from different 
regions respectfully recognized their commonalities, differences, 
and boundaries; 3) the perception of federal agencies when work-
ing with Tribal cultures shifted to better understand their practices, 
strengths, and needs; and 4) small steps were taken toward devel-
oping trust and respect between tribes and federal agencies. Most 
importantly, at the level of tribes and Native communities, the 
work of the people who supported and participated in this import-
ant effort has the potential to revitalize cultural and traditional 
wellness practices leading to improvements in health, well-being, 
and resilience for the indigenous peoples of North America. 

Funding Tribal Practices 
The CDC/ATSDR TAC concurred with the language developed 
during the convenings. The language was included in a NOFO that 
was awarded by NCCDPHP in 2018. The 3-year funding oppor-
tunity will support the tribal practices identified by the convening 
group and build resiliency and connections to community and cul-
ture, which over time will reduce risks for chronic disease among 
American Indians and Alaska Natives. The long-term goals are to 
reduce  morbidity  and  mortality  attributable  to  heart  disease, 
stroke, cancer, and diabetes. NCCDPHP is committed to includ-
ing cultural and traditional practices as fundamental elements of 
future programs designed to improve American Indian and Alaska 
Native health. 
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Table 

Strategies Activities 

1. Family and community activities that connect cultural
teachings to health and wellness 

Implement family-centered community activities and events working with community members and
partners that teach, build upon, celebrate, and strengthen cultural and traditional practices and
teachings. 

Establish or develop Native language activities for health education to promote and connect
community health and Native language. 

Implement a culturally based, community-chosen activity that supports strategy 1. 

2. Seasonal cultural and traditional practices that support
health and wellness 

Establish an annual community calendar of seasonal cultural and traditional events, celebrations,
and activities that support and reinforce healthy practices. 

Support implementation of 1 or more seasonal and traditional cultural events, celebrations, or
traditional harvest activities and engage community members and partners to make the event even
healthier. 

Implement a culturally based, community-chosen activity that supports strategy 2. 

3. Social and cultural activities that promote community
wellness 

Establish and/or strengthen community social and cultural activities focused on sharing cultural
knowledge and practices and honoring the future through our people and youths, especially teachings
of historical events, for mental and emotional well-being. 

Implement social and/or Tribal cultural activities incorporating opportunities to learn about traditional
healthy food, physical activities, and lifestyle practices to enhance mental and emotional well-being. 

Implement a culturally based, community-chosen activity that supports strategy 3. 

4. Tribal, inter-tribal, governmental, and nongovernmental
collaborations that strengthen well-being 

Partner with area tribes and Inter-Tribal Councils to strengthen opportunities to engage in healthy
traditional, cultural, and educational activities. 

Collaborate on projects such as partnerships with community development financial institutions and
other partners and sectors to increase culturally relevant economic and other opportunities. 

Implement a culturally based, community-chosen activity that supports strategy 4. 

5. Intergenerational learning opportunities that support well-
being and resilience 

Establish or strengthen opportunities to encourage 2-way sharing and connect youths, adults, and
elders to share knowledge about food, language, ceremonies, stories, places, technology, crafts, and
play. 

Establish or strengthen opportunities for adults and elders to pass on Tribal, cultural, and other
knowledge to children and young people and to other adults and elders. 

Establish and strengthen intergenerational programs that address historical trauma and that promote
and enhance healing and resilience. 

Implement a culturally based, community-chosen activity that supports strategy 5. 

6. Cultural teachings and practices about traditional healthy
foods to promote health, sustenance, and sustainability 

Establish or strengthen sustainable programs to gather, raise, harvest, produce, or preserve
traditional healthy foods and provide those foods and beverages to individuals, families, schools,
institutions, and others. 

Partner with Tribal, Inter-Tribal, governmental, and nongovernmental entities to produce and promote
traditional diets, including foods and drinks to sustain health. 

Implement a culturally based, community-chosen activity that supports strategy 6. 

7. Traditional and contemporary physical activities that
strengthen well-being 

Enhance, strengthen, or increase opportunities and supports for traditional and contemporary
physical activity at schools, work sites, cultural and community events, and other venues. 

Enhance, strengthen, or increase traditional knowledge and history that supports traditional and
contemporary physical activities at home, school, work sites, and cultural and community events. 

Build traditional or contemporary physical activity into strategies 1 through 6. 

Implement a culturally based, community-chosen activity that supports strategy 7. 

Table. Strategies and Activities to Promote Tribal Health and Wellness 
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