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THE EFFECT OF CULTURAL BELEIFS ON THE TREATMENT OF NATIVE PEOPLES WITH DIABETES AND VISUAL IMPAIRMENT 
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Abstract: An increase in the incidence of diabetes among Native Americans, Mexican Americans, and Pacific Islanders is leading to a modern epidemic of diabetes and its complications. Traditional cultural beliefs can affect the success of services to native peoples who are experiencing vision loss. This article discusses these cultural beliefs, with illustrations from Native American culture, and the implications for the provision of services. 

Fewer than 50 years ago, diabetes was almost nonexistent in the Arctic, the U.S. Southwest, and the Pacific Islands, but since various native peoples have adopted Western diets and life-styles, the rates of non-insulin-dependent diabetes (NIDDM, Type II diabetes) are skyrocketing at the fastest growing rates in the world (American Diabetes Association, ADA, 1991; Berg, 1990; Brosseau, 1988; Diamond, 1992; Murphy, 1991; Reiber, Vinicor, Bransome, Gohdes, & Deeb, 1992a, 1992b). Even among the Yup'ik Eskimo and Canadian Inuit peoples, once thought by scientists to be protected from diabetes, the rates of Type II diabetes have tripled and quadrupled (Murphy, 1991). 

Pima Indians of the American Southwest and the people of Nauru (a small remote island in the tropical Pacific) are two distinct native groups with the highest frequency of diabetes in the world. Half of all Pimas over age 35 and 70 percent of those at age 55 have diabetes, whereas the people of Nauru have an incidence of diabetes 10 times the U.S. rate (Diamond, 1992). A comparable increase in diabetes has been found in people of Mexican American heritage, with a strong correlation between the proportion of Native American genes and the incidence of NIDDM (ADA, 1991; Diamond, 1992; National Diabetes Information Clearinghouse, 1988). 

Complications of diabetes 
Although the complications of NIDDM may not be considered as pervasive or severe as those associated with insulindependent diabetes (IDDM), the incidence is rising, particularly for people of native heritage. Gohdes (1986), then the director of diabetes programs for the Indian Health Service (IHS), reported that diabetes is second only to the common cold for causes of visits to IHS facilities and that IHS officials are diagnosing an alarming increase in end-stage renal disease (ESRD) among other complications. 

Mexican Americans have a sixfold risk and Native Americans have an eightfold risk of ESRD compared to whites, with an 18 percent annual increase in the incidence of ESRD (ADA, 1991). Young (1990) reported that 60 percent of the members of the Mohawk tribe have diabetes and at least one major complication, and Montour (1990) stated that with NIDDM increasing, multiple complications are diminishing the quality of the lives of Native Americans and are leading to premature death. 

Diabetes-related blindness is expected to increase dramatically in the Native American population, and occurs more than twice as frequently in Mexican American NIDDM patients as in their non-Hispanic counterparts (ADA, 1991). There are few data to indicate exactly how many Native Americans lose their vision because of diabetic eye disease, but health and rehabilitation professionals anticipate record numbers in the future because cultural beliefs, poverty, isolation, the lack of education, or the lack of access to basic health care interfere with the early diagnosis and treatment of diabetic eye complications. 

With regard to cultural beliefs, in Native American culture, for example, the perception of disability varies significantly not only from that of Euro-American society, but from one tribe to the next (Joe & Miller, 1987). These different perceptions lead to different ideas about the necessity for or selection of appropriate interventions and hence may effect the success of services to native people with vision loss. Therefore, it is imperative that providers of rehabilitation services be aware of traditional and cultural beliefs that may affect the identification of, communication with, and services to native peoples. This article discusses various cultural beliefs, with specific reference to Native Americans, and the implication of these beliefs for the provision of services. 

Cultural beliefs and Implications for services 
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A recurring theme of life and health in native cultures is the circle. You are born into a circle of family and community that supports you and that you, in turn, support. Another way to view this circle is as a large extended family in which events that occur to one person affect the group, and vice versa. 

Therefore, the traditional method of providing services to an individual who has lost his or her vision may fall short of the success that could be achieved by involving all concerned parties. Perhaps the most successful services would be those provided in the home community (rather than at a rehabilitation center) with the knowledge and assistance of local, indigenous community health representatives (CHRs), who can be sources of referrals; communicate with and teach the clients; and, if necessary, interpret for them. The American Foundation for the Blind used a model based on this concept for its project to train CHRs to work with elderly Native Americans with visual impairment (for a discussion of the project, see the article by Orr in this issue). 

Family members should also be shown equipment or adaptive techniques so they can understand them and support the individual with vision loss. In a traditional extended family life-style, it is common to find other family members absorbing the roles of those who no longer can perform the tasks they used to. For example, it may no longer be necessary for a mother to cook, clean house, or walk to the grocery store if she has lost her vision because other family members perceive it as their duty to take over those tasks. 

This situation may lead to two problems. The first problem, as the author found in a Dogrib Dene (Indian) community in Canada's Northwest Territories, is that an initial assessment could lead to the wrong conclusions. For instance, when a visually impaired person was asked, "Do you have any problems cooking your food?" the answer was no, and the conclusion could have been that the person's vision or skills were sufficient to perform the task. The real reason why the person had "no problems cooking" was that since people with vision loss are not expected to be able to cook, other family members had taken over this person's chores. 

The second problem arises if the person with vision loss desires instruction to regain skills necessary to cook, shop for groceries, and so on, but members of his or her circle perceive it as their duty to relieve the person of such "aggravations." Again, interaction with others besides the individual would be indicated, so a group consensus could be reached and mutually agreed-on goals could be achieved and supported by the circle of people around the individual with visual impairment. 

Identification of persons with disabilities 
Often, it is difficult to determine who may need rehabilitation services. Many times, persons with diabetes are likely to be seen by CHRs or physicians at IHS clinics, but their vision problems go unnoticed (Young, 1990). The remoteness and poor quality of services, as well as the clients' lack of education, play a role in this regard. As was mentioned earlier, the perception of disability--what it is, what causes it, and what to do about it--varies significantly not only from that of Euro-American society, but from one tribe to another (Joe & Miller, 1987). In the Dogrib community, residents who were questioned whether they knew anyone with vision loss, would often point out only eyeglass wearers. Therefore, ongoing in-service training for community service providers, medical personnel, and tribal elders is important for the identification of persons in need of assistance at the grass roots level. 

Natural causes of illness and disability 
Locust (1990) pointed out that Hopi people often believe that an illness or acquired disability is the consequence of an action or attitude. Tragic consequences are most likely to be manifested when a major transgression has occurred, such as marrying one's kin or breaking a kachina taboo. These consequences are not seen as punishment, but rather as the logical outcomes that one must bear. 

This belief is common among other Native Americans and may affect the identification or treatment of those with diabetic retinopathy because individuals may believe they are experiencing the inevitable results of a transgression at some point in their lives. Furthermore, outcomes may be related to the type of transgression; thus, vision problems may be attributed to looking at something considered taboo, which makes it difficult to acknowledge that they are the result of the diabetes disease process. These different perceptions of disability and the cause of disability can lead to different ideas about the appropriate interventions that are required (Joe & Miller, 1987). 

Other cultural beliefs 
Other cultural beliefs may have a more direct effect on the success of rehabilitation services. 

The value of silence. Traditional Native American culture teaches that silence is good because it helps formulate thought. Traditional Native Americans may believe that those who talk too much, interrupt frequently, rush others to respond to questions, or jump to abrupt conclusions are immature and foolish. Non-Native Americans are often uncomfortable with long periods of silence (Orlansky & Trap, 1987). Allowing one to be silent is helpful in communications. Bayne (1971) suggested that one should let the Native American speaker finish saying anything he or she has to say and then pause to think about what was said before responding. 

The blindness professional as healer. Traditionally medicine men have "cured" the illnesses or problems of Native Americans. Even today, in conjunction with or instead of conventional medical treatment, many Native Americans seek treatment from a healer (medicine man or woman). A healer always gives something, whether it is herbs, prayer, or other "treatment." 

Since traditional customs teach people to expect tangible services, the professional should plan accordingly (Jackson, 1988). Perhaps a lesson in which you leave the client with a new method of identifying medications is not sufficient Rather, you might leave him or her with all the medication bottles marked with the labeling product. This practice is particularly useful because many people will remember a method better if they are given concrete examples. 

One drawback to the traditional concept of healing is that a Native American client may expect an ophthalmologist or low vision specialist to provide the cure for vision loss, despite explanations to the contrary. The lack of positive results could lead to a rejection of future treatments from that "healer." Furthermore, since one sees a healer after an illness or problem begins, preventive medicine does not seem to have a place. The importance of following a diet, monitoring blood glucose, and taking insulin and medication may need to be explained with concrete examples, rather than with technical explanations. The use of positive thoughts to encourage -- the desire to live a long life and be with their grandchildren -- is beneficial (Jackson, 1988). 

Finally, in reference to the belief that saying or pretending things can cause them to occur, Locust (1990) suggested one be aware of how you say things that can easily be perceived as negative. For example, if you say, "Your foot looks infected. You should get it checked because you might get gangrene and it might have to be amputated," the person may think you are wishing him or her "bad." Thus, a better way to phrase the problem is, "Your foot looks infected. People with diabetes have problems like these and need to go to the doctor when there is infection" because it is stated in a more positive manner. 

These and other cultural beliefs and practices are outlined in Table 1, accompanied by implications and suggestions for those who provide services to Native Americans. 

Conclusion 
Since the risk of diabetes is so high in native populations, which usually have poorer access to appropriate medical attention, health education, and good nutrition, the rates of visual complications are correspondingly high. Although it is risky for non-Native Americans to generalize about the effects of traditional cultural beliefs and practices, particularly among different tribes or bands, it is unwise to ignore the importance of these beliefs and practices to the provision of effective services. Furthermore, modern culture continues to reshape traditional explanations and perceptions (Joe & Miller, 1987). Sensitivity toward traditional beliefs and perceptions can increase the chances for the success of rehabilitation services. 

Table 1. Examples of cultural beliefs and potential implications for service providers. 
Cultural values/practices            Implications

Respect elders, experts, and    Always recognize, greet verbally,

those with spiritual powers.    or shake hands with people,

                                especially elders.

The circle of life, group       Work with the individual and

life, is primary.               his or her supporters as a team.

Silence is valued;              Listen. Be patient when

unnecessary talking may be      waiting for answers. Do not

considered foolish.             interrupt or jump to

                                conclusions quickly.

Introverted, concern for        Do not just start asking

privacy in regard to            questions; tell why you

personal matters.               need to know something.

Hospitality is valued.          Food or drinks are often

                                offered to guests; it is

                                traditional to offer a

                                drink of water or coffee

                                when you are a "host".

Pragmatic.  Accept "what        Preventive health care may

is". Health and vision          not be part of the culture;

problems may be the result      hence, testing glucose and

of past behavior.               administering eyedrops may

                                seem unnecessary.

Extreme modesty, reluctance     A heightened awareness of

to show pain  or discomfort.    the comfort level of a client

                                is indicated.

Illness sometimes thought       Showing an anatomic model

to be supernatural.             of the body or the eye may

                                help explain the problem

                                more concretely.

Negative thoughts, actions,     Occluding a client or family

or words may cause something    member may be viewed as a

bad to occur.                   way to cause future blindness.

                                Cautionary statements should be

                                stated in a positive manner.

The concept of time is          Family events and other special

viewed differently; hours       events take precedence over

and minutes are not             appointments with teachers

important.  Life-style,         and caseworkers. Appointment

environment factors, and        times may need to be flexible.

weather all have an effect

on one's "schedule."

The concept of the              Blindness professionals may be

traditional healer-medicine     expected to cure the problem,

person reinforces the "cure"    rather than teaching coping

of the problem.                 strategies.

Healers traditionally give      Leave something at the end

tangible objects.               of an interview or lesson

                                (a cane or a pocket magnifier,

                                for example).
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