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UNIVERSITY OF MINNESOTA Department of Psychiatry

TWIN CITIES University Hospitals
Box 393, Mayo Memorial Building
Minneapolis, Minnesota 55455

April 12, 1974

Senator James Abourezk APR
Dirksen Senate Office Building 14
Washington, D.C.

Dear Senator:

Unfortunately | was unable to prepare a statement for you in the short
time between being notified of
However, two of the appended papers (numbered 1 and 2) document some aspects
of the child welfare problem. The other three papers (numbered 3 to 5) are

in regard to alcohol problems among Indian people in Minnesota, and these may
be of interest to your staff.

Those of us involved with working among Indian people appreciate your
efforts in trying to ameliorate the heavy burdens placed by history and the

majority society on these people. Such efforts will in the long run benefit
us all, Indian and non-indian.

(i\ncerel y yours,

S

Jogeph Westermeyér, M.D.
Department of Psychiatry

|
JW: gw

Encls.

your hearings and attending them in Washington.

505

Reprinted from the October, 1972 American Journal of Public Health




506

This paper discusses problems encountered by health workers and
ghetto-minority patients in their relations with each other and how
they may be handled. The problems are seen in a practical way.

Absentee Health Workers and

The Problem

As social awareness becomes the order of the day,
health professtonals are faunching forth 1o meet ghetio and
minority health nceds. Much of the motivation appears as
altruistic as motives can humanly be. Some incentive 1s
provided for others by the gold i “them thar health pro-
grams.” Political realities require certamn heaith workers to
become involved regardless of their own preferences.

How s this recent reformation m health services
procecding? Recent events in some areas suggest the
changes outlined above have resulied in a paper-reforma-
tion only. Despite the promises and polemics, many Ameri-
can cihizens remain outside the health care system.
Provision of care often stays as demeaning as 1t ever was,
Many neighborhood health clinics have not provided the
anticipated solution. Frustrattons engendered 1n these new
health centers are manifest 1 the political storms waging
about and within them. and n the turn-over of their
dircctors, personnel. advisory boards. and patients.

The professional personnel involved in these efforts
have been among the best thewr various disciplines couid
provide in terms of mtetligence. flexibility, and tramning.
Huge sums of money have been made available for the task.
Why then have so many intensive efforts been met with
dismal failure or only the most mediocre success?

Method

This analysis rests primarily on experience as a
physician in the Twin City arca over the last decade.
During the last four years especially, work 1n local teaching
hospitals and community clinics has brought these problems
to attention. At the same fime. communily concerns have
become known while serving as a volunteer consultant 10
three self-help groups: a heatth comnuttee formed by Indian
citizens, a halfway house for minority alcoholics, and a
group comprised of minority atcoholics and drug abusers.

Two years spent with a village heaith program in
Asia (1965-67) served as an iniuation into community med-
icine. 1t provided the opportumity to be personally involved
in (and sometimes responsible for) the difficulues encoun-
tered n cross-cultural provision of health services. Formal
traiming 1n anthropotogy and public health, together with a
residency 1n psychiatry, have contributed a conceptual
frame of reference. While retaining responsibility for my
conclusions, 1 also recognize the considerable impact which
a few friends and colleagues have had in the genesis of this
paper (see acknowledgments).

Misunderstanding

k Health workers frequently nusinterpret the behavior
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Community Participation

Joseph Westermeyer, M.D., M.P.H., Ph.D.

which they observe among ghetto-minority patients. Should
the health worker choose to act on the misperceived behav-
ior, the rarget patient group 0 turn usually misinterprets
the health worker's activitv. Ao inter-group folic a deux
results. accompanied by hostile polarization of patient pop-
ulation from health worker. A recent erisis, during which §
had channels of communication open to both sides, will
serve to iHustrate this phenomenon.

Sharon M., a fourteen vear old Indian girl who has recur-
rent asthma attacks. lives with her grandmother and at-
iends a nearby high school. Recently the neighborhood
health clinic had been responsible for her medical care.
As clinic doctors and nurses became increasingly more
concerned about the recurrent nature of the attacks,
Sharon's grandmother became perceived as the noxtous
agent. She was indicted bv the clinic for failing to
provide an acceptable environment for Sharon and for
failing to assume responsibility for Sharon's condition.
As a result, the clinic urged the child protection agency to
make Sharon a ward of the state.

An officer of the child protection agency and a poticeman
appeared at school one day 1o take Sharen to a custodial
foster home. Sharon had no intention of leaving her own
home and proceeded to lead the officer, school nurse, and
policeman on a chase around the school. During the
lengthy disruptive pursuit, an indian activist movement
was contacted. They promptly arrived on the scene,
dozens strong, to protest such outrageous official conduct.
A hasty pariey led io the agreement that the court be
allowed to decide the girl's destiny. The next day the
court assigned the leader of the activist group to be the
girl's foster parent.

Who was o blame for this Keystone Cops-type
farce? The grandmother was merely behaving as a normal
indian grandmother. She foved the giri and was concerned
for her welfare; but at fourteen years of age her grand-
daughter was considered to be a free agent. responsible for
herseif and her behavior. And within the limits of her own
environment. grandmother was providing as good a home
as she could.

On the other hand. the clinic workers were follow-
tng the Hippocratic oath as they understood 1t. Despite the
best medical attention that they were capable of providing,
the girl continued to have asthma attacks. Searching about
for an answer, they saw that the home was not well kept by
their standards, and grandmother did not seem responsible
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by their standards. To them. the solution was obvious: put
Sharon m a clean home under the direction of responsible
adults. Their mouvatons were (from thewr own cthnic con-
iext) beyond reproach: they only wished the best for their
patiecnt, However, they agnoered the most important ethaic
context: that of the patient.

Of course Sharon wished none of the clinic’s interfer-
ence in her life; she was prepared 10 defend her auton-
omy to the death. Neither did her family on her communiiy
want any outside meddlings. They interpreted the entire
sequence as another example of the tyrrany of the dominant
soctety.

Each side failed to understand the other. Why?
Partly because neither understands the normal spectrum of
behavior among the other. And partly because of a fatlure
0 communicate.

Communication Problems

Communtcation breakdown can. in a generic way.
account for virtually any and all ter-personal problems
Morc specifically, however, some failures in health care
result in the patient’s problem nol ever heing transmitted to
the care giver. Thus. a pseudo-relationship devetops without
any goal orientation, Frustration results for everybody con-
cerned. as in this example.

Percy S.. a twenty-four-year-old black man born and
raised in the Minneapolis black ghetto, presented himself
to the University Hospitals requesting help, For two
weeks he was evaluated on the Psychiatry Service. No
problem was evident, and he had no mental or emotional
sequelae from his chronic use of marijuana. He refused to
attend group sessions and was quite guarded during
dyadic iterviews, Staff frustration led to a decision for
discharge.

On the day of the proposed discharge, Percv prophesied
the siaughter of all whites, the destruction of the hospital,
and rise of a biack elitist people, Confronted 1n the heat
of the discusston about his reasons for seeking hospuial-
1zation, he related his problems,

From age eleven he had worked as a procurer. Proud of
his ability to “pimp any woman i town.” he had alwavs
made good money. On the side he sold marijuana and
amphetamines lo teenagers. He loved his common-law
wife and two children, and—oprior 1o the year before—
had been quite happy with his life.

The year before admission. black nauonalism came to
have a strong anfluence on his neighborhood. They
preached that one shouid not seil his black sister or push
Junk to his younger black brothers, Thev got him a job
with a federally funded program.

Caught up 1n the black moveément, Percy felt his life was
better. Then, with a change 1n administration, the federal
program came 1o a halt. Unable to read or write beyond a
first grade level. he took an unskilied job. The work was
all right, but he could not tolerate his white boss. He
decided to quit and rewrn to his old way of life,

Then his problems began. Neighbors who had formerly
admired his “con™ abilittes now censured his pandering
and pushing. The family went on relief. His wife grew
cold toward him and implied thal he ought to leave.

At this point Percy was both enraged and depressed. He
thought of killing himself. However, he was unsure what
to do with his wife. He wanted to kill her too, but did not

want to feave his children parent-less. After two weeks on
the horns of this dilemma he decided to go to the hospital
for help.

Following his admission for “taking drugs.” Percy
decided the hospital staff could not be trusted. He assessed
the staff as belonging to “the white establishment.™ 1f he
told them about his suicidal impulses, he might be put away
as crazy. If he mentioned his dilemma about killing his wife,
he could go to jail. And if black nationalists were discussed.
he had visions of the F.B.I. or assasstnation entering the
picture. It was better to be quiet. he decided.

By the same token. the staff had no way of under-
standing what Percy's social context might be. None of
them had ever known a pimp, nor did they know of the
social changes n his neighborhood. Few non-psychotic
blacks ever appeared on the psychiatric service (except as
housekeepers). so the staff had no fund of expertence from
which to draw

Without some mutual apprecration of motvation.
normal spectrum of behavior. and social dynamics. com-
munication becomes enunentiy  difficult. We search for
bridges. mutual inlerests or experiences, over which we
might convey our thoughts or ieelings. The same bridges
bring thoughts and feclings ot others to us. Where such
bridges are remarkably sparse, and when raciai conflict and
distrust are rife. the provision of any health care requiring
human discourse becomes virtually impaossible.

Middte Class Standards

Often the frustration botls down o the fact that
health professionals sumply do not like behavior or values
which are unlike therr own, Given the opportunity 1o exert
controf over the “undesirable™ behavior, even though there
be no direct health implications. thev can and do sometimes
wield such contrel unreasonably,

The T. family 15 a large white family who live in a lower
class neighborhood. Finances are always a problem, for
Mr. T. works a semi-skilled job and Mrs. T.'s cancer
treatment has exhausted family resources. At the end of
a long down-hill course. it appears that Mrs. T. will die
shortly,

Al a climc conference held to discuss the T. family,
school authorities express concern about recent at-
tention-seeking behavior of the young T. children at
school. Clintc workers are worried that the eldest T.
daughter will drop out of high school after the mother's
death to assume the maternal role. A child protection
worker has been invited to the meeting.

From the opening of the meeting, the hidden agenda un-
folds. “Expert medical opinion™ {by the beginning pedi-
atrec resident and newly graduated nurse) is given to
show that the only solution 1s for the state to assume
guardianship of all the children. The children's “incipi-
ent psychiatric problems™ and Mr. T.'s “incompetence™
are given as reasons for guardianship. Mr. T. 1s said to
work averlv late hours instead of being at home, and
allusions are made to the undocumented possibility that
“he mav have been a pervert” several years ago. Further
investigation elicits that Mr. T, has always been a regu-
lar worker, does not drink or gamble to excess, 1s loved
and respected by his wife and children, and has no police
record. The children have had no behaviorai difficulties
prior to their mother's recently becoming bed-ridden in
the terminal stages of cancer.
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Faced with disturbed behavior in a lower socto-
economic family. the heaith workers 1n this case chose to
denounce the family as “pathological.” Even more fright-
crung s the support given them by the school (who did not
like the children’s recent behavior) and the protection
agency (only too willing to "do their thing™ in the name of
social welfare). No attempts were made to understand the
family or the stress 1t was going through. No thought was
given to how the clinic, school, and welfare agency might
support the grieving famiiy through the death of the
mother.

Instead  attention  was  focused on  “disturbed
childhood behavior™ and “drop-out teenager” and “per-
verted futher”™ Specters of childhood schizophrenia and
unwed adolescent mother were raised, with the implication
that clinic members would feel personally responsible if er-
ther event ensued. While the naivete of the fledgling pedia-
trictan and nurse can be understood, the responsibility of
their supervisors in such matters cannot be so easily dis-
mussed.

Stereotypes

Just as any other human being. the health profes-
stonal conjures up stereotypes regarding people from unfa-
miliar groups. This maneuver allows a small sample of ex-
perience with a certain group 1o be generaiized to the entire
group. It avoids the more time-consuming exercise of ac-
cumulating a wider breadth of personal experiences with
the group i question. And after a day spent on the ward or
i the clinies with social foreigners. the middie-class health
workers is only too happy to leave the core ¢ity and return to
his middle-class neighborhood. Like the absentee landlord
and the absentee bar owner. the absenice welfare worker and
absentee teacher, he becomes the absentee health worker.
The result: stereotyping.

The painful resuits oi this mechamsm afflict both
patient, 1y terms of poor medical care, and care giver, in
terms of frustration from his work. An infinite variety of
problems result, as in the foliowing case report.

Eugene F.. a 57-year-old single indian born and raised in
northern Minnesota, has worked for several years as a
maintenance man for a large apartment complex. He has
an excelient work record and s highly regarded by the
tndian community in Minneapolis.

One Friday evening a police ambulance brought Eugene
from a bar to the receiving room of the hospital. No his-
tory was available. Eugene appeared confused and was
gibbering 1n an unintelligible manner. Without further
ado, he was transferred 1o a psychiatric ward some miles
away (o sober up.

On admission to the psychiatric ward, routine pulse and
blood pressure suggested increased pressure on the brain,
A Chippewa transiator was obtatned, and the patient was
found to be complaimning of a severe headache, Further
studies revealed a spontaneous hemorrhage from an arte-
rial aneurysm in the head.

To the intial physician the combination of “Indi-
an,” “bar,” and “confused™ lcad to one conclusion: another
drunken Indian. No further examination was carried out.
While most indian people n Minneapolis do not fit the
stereotype, those Indian patients scen by this physician do
fit 1. in the case above, he generalized from his own fimied
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experience and purveyed a substandard level of medical care.

First Class Medical Care

The ghetto health worker frequently draws around
himself the protective cloak called “first class medical
care.” Professionals assert that they can only practice their
art on this fevel. 1t 15 repeatedly affirmed that nunority pa-
tients have a right to this kind of care. Yet let us look at a
few examples of it

A series of forty Indian patients with alcohol problems
were admitted to a university psychiatry service over
several months. So iong as only one or two such patients
were 1n hospital for less than a week, ward routine ran
smoothly. As soon as three or more Indian patients were
mn the hospital for tonger than a week, the Indian pa-
tients automatically became an in-group on the ward.,

Some ward staff became vexed with the later state of af-
fairs, They felt unable to move into the Indian group and
function therapeutically. To quote one staff member, the
patients “might as well be out on the street.” White a few
staff members worked wel] with the Indian n-group, the
general feeling was one of frustration and anger.

Those ward staff who could not provide whalt they
considered to be good psvchiatric care became trritated and
were vocal i requesting that the patients be discharged,
This staff behavior occuried even despite evidence of
benefit  from  hospualizatton  (e.g., recovery from
Korsakoff's alcoholic psychosis. occupational therapy for a
blind patent. repair and therapy for ulnar palsy). The ra-
tionale was that the pattents “were not amenable to treat-
ment” or “could not benefit from first class medical care.”
Another example serves to illustrate how “first class medi-
cal care™ can affect the recipent.

Roberta S., a 26-year-old Indian woman, was admitted 1o
hospital for aicoholic binges following separation from
her husband. She s intelligent, well-groomed. perceptive.
A disposition conference with the patient, iwo ward staff,
and the author began amiably.

Fairly soon the ward staff members engaged the patient
in the sort of direct, confronting approach now popular in
ward meetings. Roberta aquite rapidly became stone-
faced. taciturn, and stared off in the distance. Desptte
more pressure from the ward staff, all communication
was tnterrupted.

The interaction was then discussed with Roberta and
with the two staff people. The staff honestly felt they
were utilizing good therapeutic technigues to “draw the
patient out” and “get at the problems.” Thev were quite
sansfied with thewr approach, even if unsuccessful in this
case. Roberta related that she preferred not to tatk about
anger or speak angrily. particularly with strangers.

Similar examples have been encountered in medical.
surgical. and pediatric cases. | have come to regard the
over-used phrase “first class medical care” as a defensive
device. It is used as a shield to protect the traditional modus
operandi, to avoid responsibility and to avoid development
of innovative techntques.

High Standards in Training

Another bastion of the health worker 15 tramning
standards. He has labored long to obtain his certificates and
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1s pledged to the precept that only the “well-trained™ can
work as equals along side of him. The force of this obses-
sion 1s illustrated by a local neighborhood clinic.

Some three dozen professionai health workers are
emploved 1n a community clinic. Fields represented
include medicine, dentistry. health administraaion,
public health nursing, clinical nursing, dental hygiene,
dietetics, health education, social work, psychology,
audiology, and laboratory technoiogy. The clinic serves
a low soclo-economic neighborhood in which white,
black and Indian peopie live.

All of the health professionais are white. Except for one
foreign-born white man, all of the professtonal staff live
outside the clinic neighborhood. They commute into the
clinic i the morming, and out agamn n the evening.

Even supportive staff are mostly foreign to the neigh-
borhood. Onlv one secretary lives 1 the area. One non-
white aide works part-time at the clinic. The medica!
director avers that he would readily hire local people to
fill his pesitions: “You bring me the qualified people,
and I'll be glad to hire them.” While he takes 1n many
students from the university for training, he disclaims
any obligation to train people in the neighborhood
which the clintc serves,

The “high standards in training™ in such cases serves
only 1o keep the insiders 1n. and the outsiders out. In neigh-
borhood clintcs of this genre. health care trainees from out-
side arcas continue to learn at the expense of minority
groups and the medically indigent so that they can later
provide care for the affluent.

The Long Range Effect

Experiences such as those described above, together
with an extensive review of mortality statistics at the Min-
nesota Department of Health and of autopsy data at the
Hennepin County Medical Exanuners Office, leads me to
conciude that ghetto medical care (excluding preventive
care. such as immunizations) for the impoverished sick has
not improved the general health of minority people.!

While ghetto health nstitutions may not be of any
earthly value to ghetto dwellers, we cannot tgnore the role
they have played in serving as subjects for medical training
and research. At feast there appears 1o be no transgression
of the first principle in medicine, promum non nocere (1.¢.,
at least cause no harm).

rts there a transgression? Share a powerful lesson
taught by a man whose formal schooling 1s limited, but
whose understanding 1s extensive.

When | was a boy, | thought there were three kinds of
people: good peopie and bad people of my own race, and
good white people. ! saw the white doctors, white teach-
ers, white nurses, white soctal worker, white storekeeper;
they were able people and led good lives,

When | grew up, | drank a lot. 1 didn't take good care of
my family. 1 came to hate myself for being what 1 was. |
wished I was white, I dreamed about being white.

But my thinking was unbalanced, like a three-legged
chair. 1t needed that fourth leg. Finally 1 found it: 1
found out there were bad white men, too. Then my
thinking became like that four-legged chair, It became
mare stable and didn’t tip over so easy.

With an expertise born of experience, this erudite

man has recognized that the ghetto child s surrounded by
people who meet his health, educational, welfare. and other
needs. These peopie dress neatly, talk mcely, appear con-
fident. They drive new cars, However. they do not five 1n
his neighborhood, or visit his home, or socialize with his
parents. Often they contrast in countless ways with his own
parents and neighbors. Ghetto children are mfluenced to
identify with the neighborhood foreigner whom few of them
will ever emulate. and to the detriment of their attitudes
toward their own parents and themselves,

Absentee educators and care givers have an even
stronger message for the ghetto neighborhood. It screams
wordlessly: “You cannot care for your own needs: vou
require that we help and direct you; you are ignorant and
inept.” Such a message s not wasted on the children
regarding their own future.

in sum. there remains with me grave doubt whether
primivn non nocere mght not be profaned in today's ghetto
health activities. The long-range malignant effect on the
ghetto may well counter-batance any beneficent effect the
present system has for soctety as a whoie.

We Know Better

A first principle exists 1n ghetto health which, while
cither unconscious or spoken only i seclusion. dominates
the organization and the programs i the field. 1t s difficult
10 separate this strategic postulate from the tactical dif-
ficulties enumerated above. n turn, the postulate produces
abortive coroffaries of 1ts own. The principle states: We
Know Better.

In this era of health consunier participation, cach
health institution has its advisory committee, The gross in-
competence of some of the health representatives would in-
sult many of the neighborhood mhabitants. if they had any
public knowledge of who was “representing” them. in other
cases the committees are composed of competent people
with values and education heavily skewed toward that of
the health workers themselves: no pretense 1s even made
that such groups arc representative of community interest
groups. in either case such comnuttees smack of tokenism:
they have no real power. They do not wrn the money-
$Pigot, approve or velo program goals, nor choose project
directors. In essence. ghetto aitizens are not allowed to
make any significant decisions regarding their own health
matters. In fact. to allow them to do so 1s percerved as dan-
gerous by many health workers.

Let us look at the sequelae of this “We Know
Better™ principle in operation. Health becomes not a com-
munity-centered affair, but rather a clinic or hospital-cen-
tered activity., Health programs are developed to cure or
prevent diseases which the local poputace considers merely
a normal variant, and not a disease at all. Health priorities
are those ot medical workers, and not of area inhabitants.
The hospitai or clinic becomes foreign territory to the
neighborhood: as phrased by one man. “That's just another
place that's not mine.”

“We Know Beiter™ has a more subtle influence on
patients and on Institutional statistics. The establishment of
a complicated wntake and care system requires a relatively
high level of compuistvencess and patience, personality char-
acteristics without much survival value 1 ghetto areas. As a
result, a covert sclection process leads then to better sta-
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usties regarding follow-up and cure as the more desirable
patients {(from the health worker s standpoint) receive care
101s problematical, however. whether this has any effect on
mortality and morbidity statisucs in ghetto areas.

How 15 i, then. that the "We Know Better™ princi-
ple s maintained by so many bright and well-intentioned
protessionals? First, they keep relationships with ghetto
dwellers to a mmmmum: non-clinie centered interactions are
especially avoided. Next. they spend a major portion of the
dav with our professionals and absentee workers. including
teachers. welfare workers, child protection people. nus-
SOnaries. government In\ncclnr\. UNIVErSIty representatives
Third. the  health worker  engages in self-fulfilting
prophecies by excluding patients and community represent-
atives trom discusssons. conferences, and decisions, Lastly.
wdigenous health workers are not hired or tramed unless
they possess middle-class norms or aspire o leave their own
soctal group.

The Antidote

How can we remedy the present siuatton? Cer-
tnby, 1t is not simply a matter of people changing them-
selves. Minonites cannot suddenly become medical non-in-
digents. Health workers cannot willfully change ther up-
bringing. education. vaiues. priorities. or vested mterests:
ndeed. these very attribuies prove beneficial for other en-
deavors m their lives, The point s thist for ndividuals
within cach group 1 18 not their fawdr that they are as thev
are. 118 not teasonable 10 expect spontancous alteration ol
the behavior patterns or intrapsychic milicu m cither group.
However. the tollowmng orgamzational changes can bring
about the desired end result better health care for all ciu-
7ens

1. Patients” responsibility i therr own health care
must be recogmized. This means more than superficial
“community participation” so often referred to in today's
Jargon. To use the Arnsiem-Burke model. community re-
sponsibility or health matters means community power, 25
Merely telling our patients what we are going to do or
bringing them into group setings where we can change
their attitudes 1s not enough. The latier maneuvers only lead
to empty clinics and different service programs—in short,
1o community non-parucipation. As noled by Campbell.

consumers must be mvolved in all fevels and in all stages of

planming.* Tt 1« most important that they be involved on the
policy and planning levels: all too ofien they are only
ncluded as an atier-thought at the ome of program
implementation,

A serious problem for health workers revolves
around how and where 1o obtain organized. representative
community partictpants. Commumitics vary widely in this
regard. At times one or a few representative bodies are al-
ready operational. More often a vartety of interest groups
exist which are willing to assume shared responsibility
health enterprises. Ruarely the worker nught have 1o start
irom scratch an eliciting leadership. Spacer et al, stress the
need for tormal organization of such consumer groups. with
clection of members and byv-laws.”

2. Health care s best rendered by people who share
the soctocudtiral mores and valies of their panents, in prac-
tice this means thal indigenous workers should fitl—or pref-
crably, flood—cvery available position in health facilites.
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Where trained indigenous people are not already available,
untratned people should be hired and tramed, The supertor-
1y of this method 1n up-grading health carce has been well-
documented.t-#

D'Onofrio notes that such trazming imposes an
added responsibility on health professionals, who generatly
have varving expectations of and attitudes 1owards indige-
nous workers.y However, this brings the real world of the
community 1nto the cline or hosprial setting. making the
health facility a part of the communiy rather than an island
|n the communaty.

Health workers need to know about the aspirations,
diom, and daily activitics of people they serve. Indigenous

arkers can serve as translators for outside professionals
and as amircns curae for patiems.' in recognmon of the
importance of this role. non-certified indigenous workers
should have their own hicrarchy, with representation at 4
level with certified personnel. At the core of this sirategy
lies the realization that both the protessionat and the focal
inhabitant  have knowledge which the other needs 1o
provide healih care.

The eventual goal. explicitly stated. should be for all
health workers to be cammundy people. To this end. elinie
personnel should strive daily to put themselves out of therr
particular job. Indigenous workers should recetve tme and
cxpenses to cover further trarming so that they cun replace
outsiders.

3. Professionals must seek educarion for themselves
and educare other professtanals in health care methods for
munoriy people. This means more than knowledge acgusi-
tont it mvolves attitudinal and behavioral changes. Many
professionals are threatened when consumers share in
deciston-making: they subvert change while averring that
they act in the best interest of patients.!! 12 Only by re-
education and experience with new models can profes-
sionals come 1o accept change and recognize that # benefits
patients 10 addiuon to making their own work more inter-
esting and productive.

One means to accomplish this re-educanon within
our ranks s by our own behavior. vours and mine. Qur
peers are more influenced by what we do than by what we
sayv. Jf we work i aew ways and {ind them successfui.
others will emulare us.

Another means—perhaps preparatory to the first—
ties m trarning by interaction with indigenous people. as
described by Carlow.!3 At one cad of the spectrum this miay
involve coffee breaks with indigenous health workers at a
neighborhood hamburger shop. At the other end of the
spectrum, staff triming night include weekly  didactic
presentations on topics of interest to both proiessionals and
mdigenous workers (1.e.. poor housing and health, rat con-
trol. etc.) followed by group discussion.’® Besides engen-
dering a sense ot cooperation between indigenous workers
and professional foreigners, such methods will allow cach
group to close up the gaps in commusication which
presently exist. ' From such begimmings will evolve health
goals and programs which can clicit community interest
and support.
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INDIAN

POWERLESSNESS

IN MINNESOTA

Joseph J. Westermeyer

SOC-lul institutions practice gross discrimination against
Indian pfaople in Minnesota—and they do so in the name
of cquality. Besides ignoring the real social needs of In-
dians, they often attempt to undermine Indian mores
and values. Those institutions having the greatest con-
tact with Indian people—the courts, police, welfare
agencies and others—uare the least adept at problem-
solving and rehabilitation in the majonl.y society. And
institutions with a record of successful problem-solving
have very little to do with Indians.

The incidence of infant mortality, child abuse, foster
home placement, state guardianship of children, arrest
(especially alcohol related arrest), imprisonment (espe-
cially property offenses), unemployment and accidental
and homicidal death is many times higher for Indians
thanfor thcAgeneral population of Minnesota. Converse-
Iy.l neonatal death, psychiatric hospitalization for both
chfldren and adults and suicide occur less often among
Minnesota Indians. These rates are related to the degree
of success or failure achieved by social mnstitutions
solving Indian problems.

This relationship between Indian people and social in-
stitutions was the subject of a two-year investigation
conducted between 1969 and 197, Field activities con-
ceplratcd on the three largest Indian reservations in
anes_ola, larger towns near these reservations and the
Twin Cities area. Church Broups. private social agencies
fc_dcral bureaus, state departments, city police and cny‘
administration, county welfare and county sheriffs
tez_xchers and attorneys, clinies and hospitals were con:
suited. Time spent with various officials and institutions
ranged from a few hours, 10 several consecutive days, to
repeated contacts throughout the study. Observalxims
were made on the behavior of instiutional workers to-
war_d Indian clients, patients, prisoners, students and pa-
rishioners. ) P

Authority positions within the schools, clinics, social
agencies, religious organizations and businesses serving
Indian communuties have been occupied afmost exclu-
stvely by non-indian people. The structure of these orga-
mzations has tacitly implied that indian people are in-
capable of assuming responsibility for their educatian,
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health services, social welfare, religious needs and so
forth. Where social institutions have included (ndian
peoplg, they include them on the lowest levels.

Indian education in Minnesota demonstrated an m-
portant example of this structure and mode of thought
Minnesota society was attempting to teach ma_mrl!y:
oriented material under the direction of majority educa-
tors to Indian children, despite the prevalent distrust of
white people and disdain for middle-class values. The
drop-ou; rate exceeded that of any other group in Min-
nesota. Indian students prematurely left their education-
al experience ill-prepared for life m ewther the majority
Society orin Indian society.

One of the factors affecting this educational experi-
ence was lack of local autonomy and control. While not
an official tabulation, Table i shows positions held in
several reservation schools in September 1969, as noted
by observation and nformant reporting. This sample
showed the aggregation of white people in status posi-
tions and Indian people at meniat tasks.

Table 1 — SCHOOL POSITIONS ON
THREE INDIAN RESERVATIONS IN
MINNESOTA, 1969

Position Indian White
Principal i 4
Teacher 3 47
Secretaries 4 i
Bus drivers 6 0
Maintenance men 7 0

Based on observauon and informant reporting {requests 1o the

Minnesota State Department of Education for a racial ca-

tegonization of employees have re

ed),

Indian school advisory boards have recently come into
vogue both‘on the reservation and in urban centers
However, these boards can only advise. Unlike reai
boards of education, they are unable to set policy and
cannot hire or discharge school employees. Thus Indian
parents had, in effect, no aulhomy-over their children’s
education. Such administrative organization assumed
that professional education was all important, while
local autonomy and leadership capability had little
Photographs by Larry Frank

45

513

value. Were indian leaders to determine goals and
priorities, then professional and technical people (Indian
and non-Indian) could implement them with an assur-
ance that either success or failure would reflect on Indi-
an leadership. But in the present context. the outcomes
depend on an evermigratory series of non-Indian bu-
reaug¢rats.

Another untoward finding was the tendency of Indian
females to have more education than males. In the 1960
Minnesota census, the median school years completed
among those 14 years of age and older was 8.6 years for
tndian males and 9.0 years for females. In a 1969 survey
of Indian students age 16 years and over, the number of
females exceeded males. This suggested a subtle bias was
operating to keep Indian males in a socroeconomic post-
tion not only inferior to non-Indian males but often infe-
rior to tndian women as well.

High Unemployment, Low Income

As a whole, Indian people had the highest rate of
unemployment and the lowest income of any racial
group in Minnesota. Mean incomes averaged about one-
third of income levels for the state. But it should also be
noted that Indian men not only had less education than
Indian women, but also more unemployment and gene:-
ally fower status jobs. The male unemployment rate on
feservations averaged 42 percent in 1969, In addition,
these daia demonstrated the trend for women's employ-
ment rates to equal and even slightly surpass those of
men {58.2 percent for females, 58.0 percent for males tn
this survey).

Minnesota business and industry, while often glorify-
ing “‘the Indian™ in advertisements, have given Indian
people short shrift when 1t comes to hiring them. Mostly
indians have worked ai seasonal jobs which no one else
wanis—cutting pulpwood, rnicing, guiding, road work
and fishing.

One community psychiatrist practicing near a reserva-
ton gave a straightforward explanauon of these figures,
declaring that “discrimination i1s rampant n this town.”
White my own experiences 1n his area supported such a
viewpoint, a number of fairly liberal men—mostly local
businessmen and professionals-—attested that such was
not the case. They disavowed any malice toward Indians
and considered them n no way different from other peo-
ple. When they were asked the question: “But what if
your son or daughter wanted to marry an indian?" with-
out exception a score of them admitted they would be
strongly opposed (one volunteered that it would be worse
il his daughter married an Indian than if his son did).

Medical services have had a major 1mpact on Indian
health in those areas where effective preventive measures
are available. For example, these measures have reduced
tuberculosis and other communicable diseases, as well as
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neonatal mortality (where prenatal care reduces infant
death in the month following birth). Post-neonatal infant
mortality, diarrhea and pneumonia deaths continue at
an inordinately high rate, however. Deaths strongly n-
fluenced by individual behavior have increased over the
last few decades: accidents, homicide, suicide, cirrhosis
of the liver. Longevity 1s slowly increasing, but it is still
two-and-a-half decades behind the general popula-
tion. While mortality measures general health in a crude
fashion, mortality staustics did suggest that medical
care services (as distinct from preventive services) have
had doubtful impact on Indian health problems.

As 1n the field of education, medical services also 1m-
puted to Indian people an inability to provide for them-
selves. Table 2 classifies Indian Health Service personnel
on Chippewa reservations in Minnesota by race, sex and
postuon. There were no Indian physicians, dentists or
pharmacists. Chippewa women occupied higher status
positions (nurses, medical secretaries) than did Chip-
pewa men {janitor, maintenance work). Also, non-Chip-
pewa Indian women tended to work at higher status
jobs. Non-Indian men occupied the highest paid, most
presligious postions.

Indian people rarely used the Community Mental
Health Clinic system in northern Minnesota. Staff peo-
ple in those areas had a remarkably similar tale to tell.
Most of thetr Indian referrals came from courts and
social agencies: in these wstances, the patient and family
ordinarily gave less than willing cooperation. To the In-
dian aitizen, the C,M H.C. system served primarily as a
way station for incorrigible psychotics and suicidal pa-
tients on their way to state psychiatric hospitals, Ocea-
sionally a patient with epilepsy or brain disease arrived
for consultation. Notable by their absence were reactive
or crisis difficuities, family problems, mental illness in
early phases and alcoholism.

Nut Doctors

Psychiatric facilities in the Twin Cities area encoun-
tered Indian people in much the same fashion as in the
northern mental health clinics. Indians did not utilize
psychiatry as a first-call resource to find remedies for
problems, but rather as a last resort on which to dump
intolerable difficulties. As a result indian informants
percewved psychiatrists as "nut doctors’™ or some variant
thereof. In turn, psychiatric health workers commonly
described indian patients and their families in psychia-
tric jargon using terms with negative connotations.

Except for occasional provision of hand-me-down
clothes and secondhand refrigerators, the mussionary,
too, has not served significantiy as a social resource
among Indian people. Few Indians have attained status
n church circles. Despite large numbers of nominal dev-
otees, Catholics could not claim a single Indian priest in
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Table 2 — INDIAN HEALTH SERVICE POSITIONS
ON CHIPPEWA RESERVATIONS IN MINNESOTA - July 1, 1970

Position Chippewa
Male Female
Physician none none
Dentist none none
Pharmacist none none
Nursing none 17
Administration 3 4
Lab, X-ray i t
Dental Assistant none 4
Clerical 4 6
Environmental Health 3 none
Dietary 5 8
Maintenance 14 2

Data obtained from Indian Health Service at Bemidji and supplemented by me

Other Indian Non-Indian
Male Female Male Female
none none 6 none
none none 4 nane
. none none 4 none
none 2 none 7
none i 1 none
none none i 2
none 1 none none
none none none 4
none none narte none
none none none none
none none 1 '

dical officers of 1.H.S. as well as personal abservation.

Minnesota: there was only one ordained Episcopal
priest. A few Indian lay minsters could be found,
but—like the priest~—they were men well over 50 years
of age.

Recently a fundamentaljst evangelical sect has been
gamningn popularity us Indian men have assumed nmin-
isterial roles, Of course the Native American Church (a
pan-tadian religion i which peyote is used) has a long
history in Minnesota. The tradiuonal spint religion still
plays a role in the lives of some.

in both the rural counties and in the Twin Ciues, po-
lice personnel possessed a wider experience with Indian
people than did most other mstitutional workers. Com-
plaints of police brutality suggested that the total police-
Indiun experience was solely a detrimentat one. But such
& simplistic viewpoint failed to appreciale the complex-
1y of police-1ndian relationships,

Police often played a paternal “rescuer role to Indi-
an people, especially when the Jatter were drinking. Ine-
briated Indians were removed from raitroad irucks or
highwavs where they had lallen asleep, rescued from
snowbanks and moperable cars in cold weather, taken
off" the streets when they posed 4 danger Lo themselves
and traflic. As one might expect, regular “clients™ du-
tfully acted the child's parl. They even came 1o some
Jails while sober 1o seek a free meal or 4 night’s lodgings
when out of money. In repetitive scenarios demon-
strating this police-Indian entente, officers of the law
were seen cajoling thewr drunken, pseudo-beiligerent
charges into custody. The opposite reportedly occurred
as well especially in arger towns and cilies—drunken
Indians have been deprived of their bankrolls and ob-
streperous offenders have been beaten. Some officers ap-
peared Lo have no patience with behavior they con-
demned morally and could not understand.

A private Indian organization in the Twin Ciues de-
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veloped an innovative cooperative program with police
officials to subvert both these paternal and enemy roles
piayed by peace officers. During the evenings, especially
during warm weather, an Indian Patrol walked the
streets around the Indian neighborhood, Onginally
started to watch the police (that s, to play the “adver-
sary” game), 1t gradually developed service functions
such as taking intoxicated persons home or ijured per-
sons 1o the hospital. Eventually police officers turned
minor offenders over to the Patrol, and Patrol members
assisted police in managing difficult situations,

Welfare departments ranked second only 1o the police
tn number of contacts with Indian people 1n trouble or
distress. As with the police. their performance varied
with the individuals concerned, the specific department
and prevailing policy. Despite considerable range, how-
ever, certain generalizations could be made.

Lack of mutual trust and understanding marked the
white social worker-Indian client relationship, Warkers
accused the ciients of uncooperative attitudes, sioth and
altempling 1o manipulale the worker. Clients accused
workers of prejudice, excessive curiostty and superior at-
titudes,

Why should it be thus? Certainly differing value sys-
tems and communication skills accounted for part of jt.
But 1t went beyond that. Social workers wielded great
power over Indian lives in Minnesota, Workers were re-
strained by laws and agency rules, yet there was much
room to maneuver depending upon the elements of the
case as they saw 1t. At one time or another the finances
of virtually all Indians rested upon personal decisions
made by social workers.

An even more potent cudgel was the worker's capabii-
1ty to take children away from indjan parents, a power
which—as indicated by the large numbers of indian fos-

ter children—wasg employed frequently. Many Indian
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parents, considered reasonably responsible k?y their eth-
nic peers, did not hesitate to leave young c}.nldr_en m.lhe
care of an eight- or ten-year-old child while they wern’(
shopping, working, partying or visiting. Appearance ofa
soctal worker on the scene has resulleq in abandonmen‘l
charges. Also, an Indian child m ord.mary trouble at a
good home or momentarily angry at his parents may opt
to take off for the home of a friend or relative 1o spend a
night or two until things scllle‘down a.‘l.home (a legl;lh
mate option for children in Indian famllxe.s)A S‘}}ouldl e
child choose a white social worker as ““friend.”” he may
be headed for a foster home. ,

Most Indian children were placed in white foster
homes (of over 700 foster homes noted to be caring for
Indian children 1n Minnesota during 1969, only two had
an Indian parent). This fact was especially bolherso_me
i that the rate of foster placement and state guardian-

————

ply took the children. And by the decision to do so, the
social worker destroyed the family as a functioning unit.
Kinship ties were not totally broken for most foster

! children, however. Such children mantamed kin ties

with their defunct families as they went from one foster
home to another. When they reached malur‘ny, most. of
them rejoined Endian society. but without skills enabl‘mg
them to live productively. That 1s, they were not adept at
hunting or fishing or wild nce harvesung—ﬁklllS yscful
on the reservation—nor had they obtained th§ §k|lls or
education necessary for a job i town. Appended to this
were the psychosocial disabilities associated with the fos-
ter child syndrome (inability to trust, msecurity, free
floating anxiety, difficulty in maintaining satisfying fam-
v .
lly/l\ln::t%\)er problem was the maze of‘ rules aqd regula-
tions governing county residence, tribal affiliation, re-

ship for indian children ran 20 tq 80 times that for ma-
jority children in ail counties studied. An.explanauon for
this may be found, not in humanistic philosophy, but in
economics. Especially in rural communities the exces-
sively large number of Indian childrenrm foster care bol-
stered the local community, since federal funds rather
than local funds paid for the foster home care and the
welfare supervision. Agamn, this was an instance where
the admunistration of Indian funds by state and county
officials worked to the detriment of Indian people and
the benefit of the nearby non-Indian community.

When the children were taken away bx a social
agency, the indian couple split up immediately or soon
afterwards (no exceptions to this were encountered by
the author or reported by informants). Rather than
working for family integration, the average worker sim-

e
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indian woman waiting to testify 1n behalf of another Indian woman
seeking to regain custody of her children trom the state.

sponsible government unit (thether city, county, state or
federal) and so on. Each level of governmenl averred
that another level held responsibility for Indian people.

Private socral agencies varied widely in their services
for Indian people. However, most social agencies serving
Indians could be characterized as having non-indian
men in the highest positions, indian women alqng wih
non-Indian peopie in (ntermediate jobs, and Indlfm men
in the lowest positions. To compound matters lurfher‘
Indians occupying intermediate ievels often came from
other tribes outside of Minnesota (sometimes from tra-
ditional enemies of local tribes).

In small towns near reservations, private social orga-
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nizations were exclusively white-dominated and white-
oriented in their services. Around Minneapolis a few
agencies, such as the Community Information and Re-
ferral Service, assisted a sizeable proportton of Indian
people. However, even in Minneapolis the services were
relatively sparse when compared to the great needs. For
example, the Directory of Community Services in Min-
neapolis included the foltowing number of private agen-
cies for various categories: unwed mothers, 8; Catholics,
6: Jewssh, 4; Indian 2.

Indian Agencies

Those few agencies under Indian control deserve spe-
cral mention. While these were few in number, their
achievements were notable~—especially in view of the
long tradition of agency failures under non-Indian lead-
ership. For example, a white attorney with a reservation
Legal Aid agency controlled by Indians related that his
clients trust him and present their problems openly:

They need legal help badly. All reservations are crying

forit. But the Legal Aid programs have been attacked

by whites n reservation areas, including ours, and the
tndians feel that if this is true we must be all right.

They align themselves with us.

Statistical information concerning the relationships
between Indians and social institutions and the resultant
generalizations were, of course, important in under-
standing the treatment of Indians in Minnesota. Equally
important were the attitudes of the peoplie who made up
these institutions. Interviews with istitutional personnel
abounded with surprises. Just as interactions with Indian
citizen commuttees fractured oid stereotypes of Indian
incompetence, so too did these interviews disrupt many
preconceived notions. Pauence and frankness could be
encountered in a shenff's office, nihilism 1n a principal’s
office. ngidity in a community mental health clinic. Suf-
ficient range of Interview experiences was garnered to
demonstrate that every social institution harbored entire
spectrums, from nihilism to activism, from extreme flex-
ibility to extreme rigidity. No one insututional form had
cornered the market on backwardness or on enlighten-
ment.

Many institutional leaders maintained a know-noth-
ing attitude about indian life, and how their institution

might interrelate with and contribute to Indian life.
Pressed to comment on the role of his school in the com-
mumity, a white principal of a reservation school said:

We'll telf you anything or give you any information

about the school. We're the experts here. But we don't

know anything about conditions outside of the school.

We keep to ourselves.

Such an attitude implies that the educational function
operates independently of the community whose chil-
dren attend the school. In the face of such a stance (hon-
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estly and directly spoken by the principal), the high
drop-out rate at his school came as no surprise.

Pseudo-egalitananism was rife within the sociat instt-
tutions of Minnesota. According to official doctrine all
ctizens were treated equally, but in fact indians were
treated unequally by expecting all people to have the
same Judeo-Chrisnan Euroamerican system of values
and behavtor. Since all people in Minnesota were not the
same in regard to their cultural mores and social prob-
iems. gross mequality in services resulted from treating
everybody as though they were “the same."” In effect, the
true needs of Indian people were blatantly ignored or
poorly handled. The argument could not be illustrated
better than 1t was by a community psychiatrist who,
when asked about statistics on Indians tn his case load,
spoke heatedly:

All of the people n these counties pay for this (sic)

data. If it can't benefit them, 1t won't be released.

There aren't Indians and non-Indians in these com-

munities. They're all citizens. They ali benefit from

the services here.
According to this man’s staff, the indian community did
not use the services offered at the clinic. The single **pre-
ventive psychiatry program™ for Indian people i this
community consisted of stringently enforced school at-
tendance, an action taken independently of the indian
community and enforced by the locai sheriff's office.

A {urther social harm resulted from this pseudo-equal
policy—the forcing of foreign social values on a minori-
ty people. tn order to benefit from social institutions as
constituted, Indian people were expected io behave n
ways which are odious to them. This amounted to de
facto attempts at ethnicide.

“Save the Indians”

Many young social and health workers openly admii-
ted an initial messianic motivation to “‘save the indians™
when they began their work with Indian people. They
wished to help the noble savage, fallen from grace, back
o his rightful place of honor. But fatalism soon replaced
heir altruistic ardor. One young physician with the indi-
an Health Service acknowledged:

The hard core alcoholics are irritating to the pont
you'd want to shoot them. Theyre mean and vicious
when they e drunk. The police come and drop them
in your fap. The medical set-up here is perfect, but you
can’t call this a hospital .. .. These (alcoholic) pa-
tients chew up the most time and money. Generally
they die anyway. You might say our worst problems
have been resolved by death.

Indians were observed to respond to such treatment
by social institutions with three types of behavior: 1)
open noncooperation, 2) covert passive-aggressive
harassment and 3) deception. Personnel from social in-
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stitutions complamed that one or all of these dispositions
charactenzed "\ndian-institution relationships. In my
own experience with hospitalized indian patients, each
of these was indeed encountered frequently and in com-
bination. 7

It should be noted that almost all such cases of non-
cooperative, passive-aggressive ploys and manipulation
occﬁrred in a context of majomy-dommated nstitu-

_tions. Within Indian-dominated organizations, such un-

productive mechanisms (while not altogether absent)
were significantly less prominent. In ﬂ_le absence of §uch
maneuvers within the ordinary Ch\pp;wg or 519ux
family m Minnesota, one could not avoid the implica-
tion that these Indian people have learned or have been
tramned to behave this way as a result of contact with
various institutions.

Institutional Mismatch

Those social institutions with which lr}dian peop.lc
have the most direct contact emphasized neither rehab_ll-
itation of their clients nor removai of clignts fr(?‘m the
cycle of need for continued services. Courts, jails and
prisons protected society. State mental nstituLions
served to hide deviant behavior. Missionary religions
wanted faithful converts. Acute medical services operat-
ed in crises, with littie care for health maintenance. Edgv
cational systems were irying to acculturate Indian chil-
dren into the majority society. Welfare and federal
agencies served the legislative programs which crc?ated
them and which annually infused fiscal sustenance: and
they did this in a way which primarily benefitted non-in-

i ople. .
CllaSnolz‘:alp resources with problem solving of r_ehablh—
tation emphasis had little or no contact with Indian Peo-
ple 1 Minnesota. These mcluded business, industry,
unions and co-ops; community clinics and general hospi-
tals; trade schools, colleges and universities; city and
county government; private social agencies and attor-
neys;, self-run parish groups. The)_/ are smaller, more re-
sponsive to individual and family needs, more goal-

oriented than procedure-oriented and more prone to re-
peated performance evatuation from within and without.
These social forms tend to foster autonomy. Faced with

a problem, they lend themselv.esA toa perlod.of rlnutual

cooperation after which the ndividuai or family fades as

an identified *'problem’’ and resumes status as an ordi-
n.
nagoc':::)‘:auve efforts between social institutions and In-
dian communities have been peculiarly absent. Where
such cooperation does occur to some degree, problems
are soived. Where non-Indian authority dominates,
problems persist—problems which can on!y be resoived
by surrendering responsibility for Indian lives to the In-
dian community. O
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ALCOHOLISM

Alcoholism

Violent Death and Aleohol Use

Among the Chippewa in Minnesota

JOSEPH WESTERMEYER, M.D., Ph.DD. and JOHN BRANTNER, Ph.D.

I~ DoING cLvicAL work with Chippewa patients,
histories of multiple traumatic events are com-
monly obtained. Moreover, in taking family his-
tories with these patients, violent deaths appear to
be frequent. For example, among the first degree
relatives of thirty Chippewa aicoholics, 23 out of
81 deaths (28.4%) occurred by accidents, homi-
cide, or suicide,

The literature demonstrates a high association
between violent death and alcohol use. Postmor-
tem examinations, done on single vehicle accidents
in New York, demonstrate that two-thirds of the
fatalities have blood alcohol above 0.059%.'
Among car accident casualties in New Zealand,
sixty percent have blood alcohol of 0.10% or
higher.? Using the case study method, over a
third of fatal accidents have been shown to in-
volve chronic alcoholics.? Other violence also
bears a strong relation to alcohol, as demonstrated
by breathylyzer tests on victims of fights, assaults,
and home accidents in a Boston emergency room.*

Violent death may be common among Chip-
pewa people.  Among other groups of people
violent injuries or death are frequently associated
with alcohol usage. We were therefore interested
to see first, whether violent death is common
among Chippewa; second, whether violent death
15 assoctated with alcohol use among Chippewa;
and third, how the epidemiology of violent death
among Chippewa differs from the general popu-
fation and other Indian groups,

Department of Psychiatry, University of Minnesola,

Method

Vital statistics for the state of Minnesota -
clude “Indian” as a racial category. In the 1960
census, 95.4% of Minnesota Indians were esti-
mated to be Chippewa. Thus, the category “In-
dian” in Minnesota virtually means Chippewa
people.

Postmortem investigations are performed for
all cases of violent death by the Hennepin County
Medical Examiner. Investigation mcludes chart
review, autopsy, police report, and-—where indi-
cated—analysis of blood or gastric contents for
alcohol. Again, “Indian” 15 a racial category in
these data. Based on information from the
American Indian Employment Center in Minne-
apolis, between 80 and 90% of Indians in the
area are Chippewa. As a result, detailed autopsies
are available for those Chippewa people who die
in the Minneapolis area.

Methodologically, data from urban Chippewa
must be cautiously applied to'the state-wide Chip-
pewa population. Supportive linformation suggests
that such a generalization ican be reasonably
made.

Data
Minnesota Vital Statistics

Violent Death Among M:nnesota Indians. Vio-
lent deaths comprise the most common form of
death among Minnesota Indian people during
1965-67 (Table 1). While one out of four Indian
people die by such causes, only “one out of
twenty occurs in the general population. This cate-
gory ranks fourth in the general Minnesota popu-

TABLE 1
Maijor Causes of Death
State of Minnesota
1965 - 1967

Cause of Death

Number
Accidentis, violence 120

Rank
1
Heart disease 2 105
Pneumonia, influenze 3
4
5
6

40

Dis. Digestive System 36
Cancer 34
Stroke 23
Other 107
Total 465

Indian People

% of all % of ail
deaths  Rank  Number deaths
25.89, 4 5,205 5.3%
22.6%, 1 37,666 38.2%,

8.6%, 6 2,826 2.99%,
7.7% 5 3,303 3.39%,
7.3% 2 17,107 17.49%,
4.99 3 13,294 13.5%,
23.09, —_— 19,208 19.5%,

99.92%, 98,609 100.19%,

lation. Despite the relatively small nurr}bgr of
Indians, the differences are highly significant
(P «.005).
Hennepin County Medical Examiner

Violent Deaths, Hennepin County. During the
years 1964-69 imclusive, 3305 violent deaths came
to the attention of the medical examiner. 'Of
these 41 (1.24%) were tabulated as Indian.
Table 2 indicates the individual numbers for non-
vehicuiar accident, vehicular accident, homicide,
and suicide.,

TABLE 2
Violent Deaths
Hennepin County Medical Examiner

1964 - 69
Indian Deaths

Total Number Percent
Cause of Death of Deaths Number of Tol;al
Non-vehicular accident 1411 21 1.49°A,
Vehicular accident 1047 11 1.050/0
Homicide 229 7 3.060/(,
Suicide 618 2 0.32°A,
Total 3305 41 1.24%

Non-vehicular Accidental Deaths. Of 21 Indian
cases, 15 were judged to be alcohol related based
on the medical investigation. Ages for all'al'co.hol
related deaths ranged from midteens to midfiftes,
while deaths not related to alcohol occurred in
infancy or after the late fifties. Alcohol related
causes of death ncluded: falling (seven people),
acute alcohol intoxication (three), carbon mon-
oxide poisoning (three), and drowning (two),-

A comparison was made between the Indian
deaths (1964-69) and “all” deaths 1n 1969 {Table

3). A marked difference in mean age is noted,
due to the greater proportion of elderly people
in the “all” sample. By excluding all persons
age 70 or older, the adjusted mean ages so 0b-
tained are similar. Sex ratios for both groups
are similar.

Of those blood alcohol tests having positive
results, the mean level of Indian tests is higher
than the “all” tests. Contributing to this differ-
ence are several cases of non-Indian people dying
of intoxication from alcohol plus other drugs
(barbiturates, amphetamines, analgesics). Intoxi-
cation deaths among Indian peopie involve aicohol
only.

Vehicular Accidentai Deaths. Seven of the
eleven Indian deaths were judged as alcohol
related. In comparing Indian and “all” deaths
for age. sex, and blood aicohol, differences be-
tween the two groups are not significant.

Homicide Deaths. Of the seven homicide vic-
tims, four had elevated blood alcohol at the time
of death. Comparisons for age and sex do not
demonstrate significant differences between the
two groups. However an age disparity may‘be
present: mean Indian age falls two decades behind
the general population. Despite the few Indians
in the sample, statistical testing for age does
demonstrate a significant difference at the .005
level of probability (Table 4).

Suicide Deaths. One of the two Indian suicides
was alcohol related. With so few Indian suicides

TABLE 3
Charactenistics of Violent Death
Hennepin County Medical Examiner

ian deaths All deaths
Category o SeAe9) (1969 only)

Non-auto accidents

297
jyiiiod 37.5 years 53.4 years
Me(al:‘d?ug:ted age) (35.2 years) (34é593)°y/ears)

n 629, A
t males o
:Ae;::nblood alcohol 0.267% 0.207%
(pos. tests only)
Auto accidents 1 163
ul:::ea;e 38.1 years 36.667%ears
73% o
Percent males ]
Mean blood aicohol 0.175% 0.176%
(pos. tests only)
Homicide W
:‘Il:;"r? :;e 18.3 years 38.777¥)/ears
86% o
Percent males o 3
Mean blood alcohol 0.155%, 0.177%
Suicide 2 101
Number
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available for scrutiny, comparisons are meaning-
iess. However the paucity of suicides is itself a
significant finding worthy of further attention.
TABLE 4
Comparison of Homicide Victims by Age

Hennepin County Medical Examiner
Age Group

Indian deaths All deaths
(1964-69) (1969 only
Less than or 7 12
equal to 25
years
QOver 25 years 0 28

2
Fisher Exact X = 14.3, <P .005
'

Blood Alcohol Tests. Blood alcohol tests offer
a fairly objective standard for comparison between
the two groups. Since the number in any one
subcategory of violent death is small, there is
value in grouping them together. As noted in
Table 1, the relative proportion of Indians to
the general population varies for each category.
However, the two largest categortes, vehicular and
nonvehicular accidents, do not vary as widely as
do the two smaller categories, homicides and
suicide.

Blood specimen for alcohol content tend not
to be taken from the very young or the very old.
Among those who survive a long time posttrauma,
an autopsy alcohol specimen is of no value. So
blood alcohol specimens are reserved for persons
who may have recently taken alcohol. Comparing
the Indian and “all” groups in Table 5, signifi-
cantly more specimens have been taken from
Indian persons at autopsy (at P <.025). Table
6 demonstrates that significantly more Indians
have positive blood alcohol tests at autopsy rela-
tive to the general population (P <.003).

Discussion

Incidence of violent death among the Indian
people of Minnesota is five times that of the
general population. Based on data from Minne-
apolis, Indian violent death appears to be asso~

ciated with alcohol to a significantly greater extent
than in the general population.

TABLE 5
Comparison for Taking Blood Alcohol Specimens
H County Medical E. i
Category Indian deaths All deaths
(1964-69) (1969 only)
Specimen taken 26 269
Specimen not
taken 15 331

2
X =523, P<025
i

Despite these disparities between the two
groups, notable similarities occur as well. Pro-
portion of males and females does not vary sig-
nificantly between Indians and the general popu-
lation. Mean blood alcohoi levels, taken from
positive tests only, compare closely. Difference
in mean alcohot level among nonvehicular acci-
dental deaths appears related to the use of other
drugs in the general population and the absence
of such use among the Indian deaths.

Age distributions coincide only for the vehicular
accident category. However, if persons aged 70
or older are excluded from nonvehicular accidents
(few Indian people survive that long), then the
two groups also compare closely for age. Orily
among homicide victims does there appear to be
a significant age disctepancy, with Indian victims
being significantly younger. Of interest here also
is the relatively high rate of homicide victims in
the Indian group.

These observations, the young age and high
rate of Indian homicide victims in Minnesota, have
been noted for Indian people in general in the
United States.> Thus, the Minnesota Indian popu-
lation, while unlike other Minnesotans in these
regards, resembles other Indian people.

Minnesota Indian people appear to differ re-
garding suicide, however. Nationwide Indian sta-
tistics,” as well as work done by Dizmang and
Resnick among tribal groups,®? indicates quite a
high rate of Indian smcide. One might wonder
whether Indian suicide data from an urban area
such as Minneapolis might be misieading or
whether Chippewa people actually have less
suicide.

Paredes® collected vital statistics from northern
Minnesota, including Beltrami and Cass Counties
where Chippewa reservations are located, His
records cover 20 years (1940-64) and include
homicide and suicide figures by race. Using the
1960 population for Cass and Beltramy Counties,
the following crude homicide rates are obtained:
7.0 per 100,000 Indians per year, versus 1.3 per

TABLE 6
Comparison for Results of Blood Alcohol Specimens
Hi in County Medical E i
Category indian deaths All deaths
(1964-69) (1969 only)
Alcohol present 23 118
No alcohol 3 151

2
X = 1894, P< 005
'
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100,000 non-Indians per year. Again using the
1960 population as a denominator, crude suicide
rates are: 6.1 per 100,000 Indians per year, and
10.7 per 100,000 non-Indians per year. Thus,
for reservation areas, Chippewa homicide 1s much
higher and Chippewa suicide 1 somewhat lower
as compared to the general population. These
rural data coincide with the urban statistics, both
indicating a relatively low rate of Chippewa
suicide and & relatively high rate of Chippewa
homucide. )

These differences in suicide rates among Min-
nesota Indians (mostly Chippewa) as compared 10
other Indian groups underscore an important
point. While it is proper to look for trends and
similarities among ethnic groups, it is an error
in logic to assume conditions prevalent among
one Indian tribal group will be present among
another tribal group. The exceptions to general
rules may provide clues.

There are no satisfactory explanations for the
low rate of Chippewa suicides refative to the
general Minnesota population and relative to
other Indian groups. In fact prior clinical experi-
ence would have suggested a high rate. For
cxample, 10 out of a series of 30 Chippewa alco:
holics admitted to at least one suicide.-attempt,
and several more reported suicidal preoccupation.
In the last year at our institution, three Chippewa
girls have gestured suicide by scratching or cut-
ting their wrists during hospitalization. While oni
might logically argue that the “plea-for-help
gesture might inveigh against actual completed
suicide among the Chippewa, we have no other
data to support this contention.

The question inevitably arises: Why so much
violent death among Minnesota Indians? In addi-
tion the exact nature of the alcohol-violence rela-
tionship is not clear. Is there more alcoholism
among Indians in Minnesota? Do alcohol use
and violence-seeking comprise a form of suicide,
or perhaps function as a depressive equivalent?
Or does risk-taking combined with alcohol use
function as a mode of obtaining prestige? Or
relieving boredom?

Conclusions

Violent death occurs five times more often
among Indian people in Minnesota (most of whom
are Chippewa) than among the general popula-
tion. It is the most common cause of death for
Indians in Minnesota during recent years.

In Minneapolis, violent deaths among Indians
are significantly more often associated with atcohol
use than in the general population.

In general, Chippewa victims of violent death
resemble such victims in the general population
with regard to sex, age, and blood alcohol level.
A notable exception to this is homicide, which
occurs at an earlier age among Chippewa (as it
does among other American Indians). Homicide
occurs particularly often among Chippewa,
whereas, unlike other Indian groups, suicide is
not so frequent.
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Inpian CHiLD WELFARE CRISIS

The Indian Youth Program, headquartered in Duluth, Minnesota, serves four
reservations in Northern Minnesota, and the City of Duluth. The program is
funded by the Office of Health, Education and Welfare, with a grant to the Duluth
Indian Action Council and this summer will begin its third year of operation.

The program is designed to alleviate the atrociously disproportionate number
of Native American youth in juvenile institutions in the target areas. The Indian
Youth Program has made it a priority to exhaust all means to stop the mass theft
of Indian children, (Anishinabe-Oski-neeg) from their tribe and homes.

Within the State of Minnesota, over $1,040,000.00 of BIA monies alone per
year is funneled into the State to pay for this child robbery. Thirty four (349%,)
of all Indian children are currently in foster home placements. Indian foster place-
ments to white homes is big business in Minnesota. Countless young Indian
children are placed in white families where many sweat and toil for fifty cents a
week allowance. Discriminatory child placement practices must be stopped!l!
One out of every three Indian children under one year old, are adopted. We, the
Ojibwe people, are a proud people, we will not permit our children being stolen
from us and placed in white homes where our tribal culture and values are com-
pletely disregarded.

The following testimony and recommendations, we hope, will not fall on closed
minds, but will sincerely be listened to.
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This is an interview with a licensed Indian family. This was the only licensed
Indian family until a few years ago.

Due to the communication of Duluth Indian Action Council and the Indi
Youth Program with the agency and the Indian community we now have eighti
licensed homes.

Question. How many years have you been in Foster Care?

Answer. We've been in Foster Care for eight years.

Question. How many children have you had.

Answer. We’ve had 15 foster children.

Question. What was the difference between your home and a non-Indian hom
to these children? ‘

Answer. As Indian parents, we could understand Indian children and thel
ways better than non-Indians. :

Question. What type of Indian values did
receive in a non-Indian home? :

Answer. We practiced our Indian culture and values and made them aware of
their culture and identity.

Question. Do you feel the children had lost contact with their families before
coming to you?

Answer. Yes. At least half of them.

Question. How did your home differ in this situation?

Answer. As Indian parents, we encouraged them to keep in contact with family
and community and also encouraged the children’s family to visit our home;:
Many times we took the children to visit grandparents.

Question. What type of problems did the children have coming from a non-
Indian home that they might not have had if they would have been placed in an
Indian home to begin with. :

Answer. Non-Indian parents have nothing to offer Indian children. They cannot:
reinforce their Indianness. :

Question. Did any of the children feel resentful toward the Welfare Department
or Social Worker?

hAnswer. Yes. They had bad feelings and felt they were not giving parents a

chance. :

Question. Did you feel any lack of communication between you and the Welfare?

Answer. Yes. The Welfare would like foster parents to come to them with the
problems of the children. As an Indian parent I could work out the problems myself.

Question. Do you feel as an Indian Foster Parent that local welfare departments:
can effectively deal with Indian children?

Answer. No. Only if they have Indian input or have an Indian person on staff.

Question. Why do you feel more Indian people do not apply for Foster Care? :

Answer. Indian peoples standards and ways of life do not meet the standards of -
Welfare Department. The Welfare Department, courts, private welfare agencies,
are all complicated structures with which the Indian would rather not come in .
contact with. B

Question. Why do Indian people feel there is not a need to use outside resources
such as foster care for Indian children.

Answer. Many Indian people would rather take care of their own.

In the state of Minnesota, foster care is a program designed to insure the best
possible home situation for children. However, the program lacks many elements.
First is the ability of the local welfare agencies to effectively deal with minority
children. The lack of communication between social workers working with the
Indian natural parents and Indian foster parents. The inability of the welfare
system to understand and effectively work with the local Indian community
has been well documented. In the area of foster care, 31.3 %, of the Indian children
under twenty are in some type of foster care situation. Second is the lack of
Indian foster homes for Indian children. In counties surveyed by the Depart-
ment of Health and Social Services with large Indian populations, there is serious
lack of licensed Indian foster homes. The reasons for this are numerous, but two
things standout. The first is the amount of substitute care that exists within the
Indian community. This is a natural outgrowth of the culture of the American
Indian. Indian tribes have always looked after the children of the tribe. There
was never any need to use outside resources for tribal members. The other im-
portant reason is the license requirement. Most families do not understand the
necessity for them to provide an adequate home for other younger tribe members.
Third. is the bureaucracy that surrounds the entire foster care program. The

your home give them that they did nf}

Welfare Department, the courts,
struetures with which the Indian

ratio is 59 %.
whom are dependent or neg
1

2%, 7 )
8 1%7&10 of Indian child is much higher—19.5%,

dren, 1.3%

is largest single catagory accounts for
figure
spectively.

case load of 36,256.
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and private welfare agencies, are all complicated
would rather not come to grips.
DiaNNaA MANGAN,
Foster Home Developer.

The population of Indians in Minnesota is approximately 1%.

Of all children in Minnesota 709, of cases guardian or parents, Indian children

i8Sl i V t legal guardian of 2989 children all of
o B or ¢ ‘ﬁegg&eti;tsis S8.2‘g72; ofg total Public child Welfare case

Oai%.hi'ce children 6.3% of all White children, somewhat lower than total ratio of

as is ratio of Negroes (16.6 %)

Children under state guardianship (Mental & Epileptic) 7.7% are white chil-

of Negro, and 0.8% Indian. . . )
i i Joad. Indian children foster care
Children in foster homes 18 7.1 A gg’.cg%:asfe a(l)lalndian children. Comparable

for White and Negro children nearer the total figure 15.4%, 19.2% re-
children by race. Public and Private case loads. Public total

i ber of
D o1 36,256 Indian children were 3220=8.9%

Key Counties:

v Becker—55.8%
Beltrami—47 %
Cass—70%
Carlton—28%

St. Louis—11.6%
Hennipen—9.9%
Ramsey—4.4% )
Atkin—7.6% (15 children)
Chicago—10.8%
Clear Water 52.9%
Cook—23.8%,
Hubbard—25.5%
Ttaska—13.2%
Kooching—25.5%
Manoman—72.2%
Mille Lacs—40.3%
Pine—17.5% (50 children)
Pipestone—15.8%
Roseau—~.9% (21 children)
Traverse—12.5%
Yellow Medicine—19.1%

PRIVATE AGENCY

Catholic Social Science Association (St. Paul) 45.89, case load Lutherans

4.7é7liiifil}glilaéraardianships total 36,256-—3220 are Indian Parents 25,426, Indian
1904 )
i of Public Welfare )

go%rgias;%%;rt or neglected 2989 total, 627 Indian (20%7)

B. 2376 Mental or Epilepti%, 26 mgi;;l

1 ’ there aren’t any— 4 X .
Thﬁse dﬁegﬁsf;gg;af%r C%unty and Private—Total 01v54’ Indg;nlg

OfgCounty Welfare roles take guardianship away dou

not take our kids VZIGIZ are.
t(he rate on Indian

palﬁ?x&iepm County Case load 9475— White/6984, Negro/1505, Indian/934
O ehor i Indian/268
Fos/ter Homes: Total 1880— White/1298, Negro/296, gllegro;low, Indian/510.

i : ite/3913
t stay with parents: Tot@l 5461, Whlt_e/ 3,

ggof%ﬁaczfgty tota{)l: 2725, White/2307, Indian/317
With parents 188

. . 1
Dependent or Neglected, Commissioner of Public Welfare 306 Total, white/201,
Indian/89. (1/3 Indian kids on Welfare)
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Legal custody—Private agency Total: 242, White/198, Indian/28 Foster
families—Total: 469, White/335, Indian/105(1/3)

Rural totals of Minnesota 17,847, Indian/1695
With parents, 12,834, Indian 987
Rural Public Welfare Commissioner—total 811, Indian/283.

Legal custody or private agencies total 1959, Indian/283

Foster homes—total 2775, Indian/551

InvorvemeENT 1IN CRIMINAL JUsTICE SYsSTEM BY INDIAN
Foster CHILDREN

My involvement with the Indian youth of Duluth has taken me intoc many
arealst. One of these areas has been the juvenile justice system and the subsequent
results.

Of all the Indian youth that I have been in contact with through the justice
system, 80.59, of these kids have been or are involved with foster homes or
group homes. Of these youth, the large majority of them have been forced or very
subtly pushed into forgetting their people and their culture. The cultural shock
of being removed from their families has been devastating to these young Indian
people. The forcing of alien values, beliefs and culture has produced another
group of very confused and unfortunately, partially assimilated or totally assim-
ilated young Indians.

The practice of removing young Indians from their families has become a big
business for white families and a cop-out for the Welfare system. The saving of
Indian youth from their own people has become the answer to the so-called
Indian problem. Welfare sits by and gives white foster parents the job of raising
Indian children as good Christian Americans with a sense of value and worth,
instead of allowing that child to remain in his home and retain a culture of beauty,
rationale and spiritualness.

Again, white people are getting rich off the Indian. The white man has used the
Indian’s art, handicrafts, land base, bodies and now their children to obtain the
almighty dollar. The entire practice of foster placement is a disguise for further
humiliation, destruction of family life, assimilation of a people and the ultimate
genocide of the American Indian.

The cycle never ends for Indian youth because the child cannot relate to his
white foster parents and their values. He or she builds up a resentment that can
take many manifestations. Unfortunately, most Indian youth take the route of
breaking the law and thus becoming involved with the juvenile justice system.
This involvement only gives the courts and welfare the excuse to continue foster
care. The scale of Indian flesh by Welfare to white foster parents is a poor excuse
for a solution to the Indian problem. When, in fact, the real Indian problem is
the whiteman himself. The young Indian never learns to cope with his new
environment because the foster parents far too often see him or her as a meal
ticket. He is never accepted as an Indian; he always has to change to the foster
parents ideas of a young adult or child. School is a problem because the foster
parents and the school have their pre-conceived ideas of the Indian as a low
achiever who will never amount to anything.

The sensitivity and human care for young Indians died with the Sand Creek
Massacre, the Washita Massacre and the Wounded Knee Massacre. Money has
replaced humane attitudes in the whiteman’s world and thus the Indian is sold
on the block as a slave. He or she becomes a slave to a demoralizing, dehumanizing,
ineffective and outdated set of values and beliefs,

There are no other conclusions to draw except that the Indian has been and
still is being forced from his world into an alien one. The Indian is still not recog-
nized as a human being with rights and privileges, even though he was given
his life in all the major wars of this century, honored his end of the treaties,
respected the flag and accepted the principles that this country was based on.

Stealing our future as a people is one of the greatest crimes the whiteman has
ever devised. He justifies it with the fact that the Indian is a “pagan’, a believer
in the preservation of nature, a non-user of mineral resources, a non-destroyer of
the land and a family man. All of which have gone by the wayside because they
don’t adhere to progress and civilization. The whiteman has used progress as an
excuse to conquer and own all, including people of other cultures. No one asks the
Indian how he feels and what he believes, because after all he is only a pagan
savage with a thirst for the whiteman’s medicine, alcohol.

The entire question of Indian parents rights has been violated. The Indian
parents have never been consulted about their children and whether they can be
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92 or 3 room house, but it
d from home. Home may only be a room ¢
?sr Z‘h%‘f;%ebifrel?\?g eand understanding, not a place of materialistic values an
insensitive ideas about the darker races of the vyorld. Indian feclings, beliefs
The Welfare is insensitive and immoral when it comes to In an feehn té beliets
and r?ghts. The law has never b((aien uptheld &)12 I&%ﬁgﬁe asr;(it‘; n$1¥org1ndians bain
i i uble standard exists In X sten
gﬁgngglﬂgg&s éngoonly the whiteman gaéx d}(} aw;‘%ygglgghtakéaﬁ;z?g&zrqr O’I(;h(;aftlgx
i and is used by him . > wants.
Z‘{iafzs gﬁﬁ%?ga%ytfgéas%?;tf;\? Itl;o protect himself from his moral obligations to the
Indian. 1 because the Indian has done {00
i can change and sacrifice bec :
ml%rg%ftggtxh'll?ﬁ?r?ged%%r 3ustigce exists, what will the government do to equalize

the whiteman and the American Indian. o Howss,

Duluth Youth Worker.
InpisN Foster CHILD

i i 1d, of the Fond du
ing i imonv by Vincent Martineau, 23 years old, y
T}}e (fic'):z,lr(l) V{{ngsge;;(&sg;m?v{g B}I’artineau spent a great portxonlof hﬁs ocfmtll?;l%{r)x(?i ioafrfl
%I?ec rense;vation and placed in white foster homes. Billy Blackwe
yestioned him. -
Y({Quiﬁilstli);g.g :{n what year were you taken from your family
Answer. September, 1963;~£3 gears old.
; aken? i
QAﬁesifrgn.l\th%’agxegre c%figg. They thought my n‘f?wther couldn’t take care of us.
on off the reservation? ) )
%Itlgi?gf ‘Y%:reT}\?;lg;kr;?les away. 1 was placed in jail 17 days while they at
d to find me a foster home. ) )
teragzgtion. Were you taken to a non-Indian family?
gﬁzzgn Yfgso.w many non-Indians f amilies haveyou and your brothers and sisters
been shlppeld4 (%ff tplff
. amilies. i
gzizgns. How many brothers and sisters do you have?
1 ion— from
gﬁ%}zsevziﬁt kind of effect did moving you off of the reservation—away
: d family have on you! .
your natural parents an 1 e from my family, all 1
took me away from my peopie, :
bré&trlmlsev:: gnrghs?zters, everyone. I lost all my Indianess, language, religion,
V ?
m%erétgg;erfse ;fog?xllzngg%\;n up, have you fel‘i ghe hurt of being taken away:
uestion. )
1 i away from your people’ sters.
D?Aquévgl}s%{z};e fléggé)cexgilgy feelyfor the same problems for my prothers and siste
al . . 7 . :
R ltzstnevleirg\;cg I;c%{l or your brothers and sisters ever .b%egx literally instructed
to %qf;gozrlx)ti.nue or forget your Indian People and their beliefs?
Answer. Yes. Definitely.
Question. Have you or your brothers
as juveniles?
r. Yes. To a large extent. ]
ggzsvgfon. Do you attribute any of this to your be
Answer. Yes.

; ; i very-
ggngfg‘n'lzvt})l\ﬁt in me a resentment, & feeling of anger, they had stolen every

1 the world. I didn’t care. i
thlélgefs?m Il%ed goﬁvai‘:snf)n\? %tahter Indian children in this area of Minnesota who have
peen placed in white foster homes?

Answer. Yes.

; : i the
%ﬁ%@f ‘(%f/?: §32}§yo'f the children of the village I grew up 1, Sawyer, on

1 i et man
Fond du Lac Reservation. The population 18 280, Since then I have m y
Whé)u?setgsnal%%gﬁlcfio%% ?a?;,l ‘i)sﬁtting Indian children in Minnesota, 1 white foster
homes by welfare is big business?

: o ,
83?57?& I]t)ge;%?intl}irli you will ever recover from what happened to you

Answer. I hope so. . . . 1 just don’t know.

all my friends,
beliefs,

and sisters ever been 11 trouble criminally

ing placed m white homes?
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Pusric Law 280 SrarEs—CALIFORNIA, MinNesora, NEBRASKA, OREGON, AND
Wisconsin

“The utmost good faith shall always be observed toward the Indians; their
lands shall never be taken from them without their consent; and in their property,
rights and liberty, they shall never be invaded or disturbed, unless in justified
and lawful wars authorized by Congress; but laws founded in justice and humanity
shall from time to time be made, for preventing wrongs being done to them, and
for preserving peace and friendship with them.”

The language of this ordinance was reaffirmed with minor changes by the first
Congress under the Constitution in 1789,

In 1953, Congress approved House Concurrent Resolution 108 which, contrary
to the “atmost good faith’’ which is “always” to be observed toward Indians
and contrary to the principles of the Indian Reorganization Act of 1934, pur-

1950’s. Public Law 280, enacted 14 days after House Concurrent Resolution 108,
was part of this termination policy.

Public Law 280 provided for what seems to be a unilateral assumption of eivil
and criminal jurisdiction by states over Indians without the consent of Indians.
Many Indian tribes and people at this time objected to the law as written and
asked that an amendment be attached to the legislation which would require a
referendum among Indians before the state could assume jurisdiction over them.
Congress did not heed to the Indian wishes, and it became law, as is. There seems
to be a serious legal question as to whether Public Law 280 has any validity in
any state, regardless of how that state assumed jurisdiction because, in the absence
of Indian consent, Public Law 280 as part of the policy of termination could well
be an illegal attempt by the United States abrogate its responsibility to the
Indian people.

Throughout the administrations of John F. Kennedy, Lyndon B. Johnson and
Richard M. Nixon, administration policy has been one of self-determination by;
Indian people. Public Law 280 runs against the grain of todays national policy.
Therefore, it is the consensus of the Indian people of Duluth, Minnesota that
Public Law 280 be abolished and new laws be enacted which would be in line of
the present self-determination poliey.

SPECIFIC RECOMMENDATIONS

(1) That an Indian child care agency (possibly the Minnesota Chippewa Tribe,
Sioux Communities, and urban populations) be established and contract directly
with the federal government for all D/HEW and BIA funds for child caring
services; that is, set up their own field offices and case workers.

) To begin the return of Indian children to their natural homes or Indian
foster or group homes, and a drastic lowering of the adoption rate of Indian
children by non-Indian families,

Furthermore, that this Indian child that this Indian child care agency be given
thorough supervision of all Indian children in foster and group care.

(8) That Indian parents facing termination of parental rights hearings be given
thorough knowledge of their right to a court appointed attorney.

(4) That Congress authorize and make funds available for the position of the
Division of Child Welfare and Family Protection Services within the Department
of Health, Education and Welfare.

(5) That new laws be enacted regarding the make-up, operation, and philosophy
of all juvenile treatment facilities and 1nstitutions to better ensure treatment and
not punishment.

(6) Recommendation on Public Law 280 (87 stat. 588) as enacted by the 83rd
Congress, Ist session, August 15, 1953. Pertaining to the original policy of the
United States of America, the Northwest Ordinance of 1787 provides a oft quoted
reminder of “‘original” federal policy toward Indians:
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DepPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
SociaL AND REHABILITATION SERVICE,
Washangton, D.C., April 18, 1968.

(State Letter No. 1031)

To: State Agencies administering approved public assistance plans. )
Subject: Eliggibility of Indians, Ineluding Those Living on Reservations, for
Medical Care and Services Under Provisicns of Social Security Act.

uestions have been raised which indicate States may not be clear as to the
eligbi]ity of Indians for medical care and services provided under the Social
urity Act. ] ) )
SecTIfelz ¥ollowing interpretations are aimed at resolving any uncertainty in this
regard: ) ) ] der a
. Indians shall have the same rights to receipt of medical services under
St;te &gfgpproved under any of the public assistance titles of the Soical Security
Act, mcluding title XIX, as do all other individuals in the State who meet the
’s eligibility requirements. i ) o
Stg?elsneltlt%é casz ofqa person who qualifies as an Indian beneficiary, the Division
of Indian Health, Public Health Service, Department of Health, Education, and
Welfare, may assume residual responsibility for medical care and services not
included in the appropriate State plan, and for items that are encompassed by
the plan, if such Indian chooses to utilize the Indian health facilities, without
aﬁ‘ecting’ the eligibility of the Indian under the State’s medical assistance or
blic assistance program. . )
Otg(?rllﬂqldelr the provisyi)on»f)r of its approved medical assistance plan or other
public assistance plans, the State agency responsible for such plans has primary
responsibility for meeting the cost of the services provided therein for all indi-
viduals, regardless of race, who apply and are found eligible.
Sincerely, SterrEN P. SiMONDS,
Commassioner.

DePARTMENT oF HEALTH, EDUCATION, AND WELFARE,
Socraru AND REHABILITATION SERVICE,
Washington, D.C., March 3, 1969.

(State Letter No. 1062)

: State Agencies Administration Approved Public Assistance Plans.
ggbject:eElgggibﬂity of Indians, Including Those Living on Reservations for
" Assistance and Services Under Provisions of the Social Security Act.

1 1 i to the
tions have been raised which indicate States may not be clear as
eligllo?lsitly of Indians for financial assistance and services provided under the
ial Security Act. ) , } : 7
So%ﬁe followisrzg interpretations are aimed at resolving any uncertainty in this

d: )

re%B.IState plan provision putting into effect titles I, IV, X, XTIV, XVI, and XIX
must be available State-wide to all eligible individuals. This includes State pl%n
provisions added as a result of the 1967 legisl?tuzn with reference to AFDC-
ssistance, unemployed fathers, and foster care. .
Eane Ii*si?lrggclzlsgssistar’lce thrcl))ugh the Bureau of Indian Affairs, U.S. Department
of the Interior (as well as medical assistance through Indian Health Service,
Public Health Service, U.S. Department of Health, Education, and Welfare, (see
State Letter No. 1031)), 1s not available to individuals eligible for assistance from
her source. )
anng};stcarnze, therefore from the Bureau of Indian Affairs, Department of tlll’e
Interior, cannot be considered a basic resource in determining an md}vxdu:}a,1 i
eligibility for a federally assisted program under the Social Security Act, since tha
resource is not actually available to persons eligible for the public assistance
programs.
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3. The Social Security Act provides that Federal sharing is available, under
certain conditions when a child has been removed from his own home as the result
of a judicial determination. The court or other judicial authority must have juris-
diction in such matters. Indian tribal courts and courts of Indian offenses are
courts of competent jurisdiction in this respect, and are so recognized by the laws
and regulations of the United States.

Therefore, on Indian reservations, the authority of the tribal court to make such
judicial determinations must be recognized by the State welfare agency as a
proper authority for this provision of the Act.

4. This issuance does not replace or in any way modify State Letter No. 1031
which relates to medical assistance.

Sincerely,

StTePHEN P. SiMONDS,
Commassioner.

Yarima INDIAN AGENCY,
Toppenish, Wash., April 3, 1974,

Affidavit

I, Don James Morrison, duly swear that I am the above named person, and the
foregoing is the truth to the best of my knowledge.

At the approximate age of 6 or 7 years, I noticed that my skin was brown and
darker than my parents. I started asking questions of my father (referring to
adoptive father) and he would tell me I was too young yet to understand. I asked
my mother (referring to adoptive mother) and she wanted to know why I was
asking. I told her that my skin was a brown, and darker than her’s. She told me I
was adopted and my natural parents were killed in a car accident.

My second grade teacher was the one that told me I was an Indian, around the
ages of 7 or 8. My adoptive parents told me when I was between the age of 9 and
10 that I was an Indian, not mentioning a Tribe or where I was from.

In recalling my adoptive parents, who were of Non-Indian, some of the follow-
ing incidents come to my mind of their treatment towards me during the early
age, very small to 11 years of age.

I can recall at an early age that I was locked in my bedroom and the door
locked, that the sky was blue and turning dark; that an old washing machine was
in a closet, which to me was a monster of some kind. I started to really cry and my
father (referring to adoptive father) came in and I ran to him, wanting to be
picked up and he wouldn’t, he started to leave and I followed, but he took me back
mto the room. If it was not for my mother I would probably have been left in
there. I can remember at one time he dumped a barrel of around a 50 gallon drum,
which contained some rain water and rocks that I had been putting in there, on top
of my head because he got mad at me for putting rocks in it. Another time I have
remembered and can not forget is the time I climed an old crab apple tree and he
(referring to adoptive father) had me climb down and he beat me with three hoses
(regular garden type) tied together. Another incident was when I used some oil
that I shouldn’t have on a chain, and I was told to remove my belt and I guess I
did not do this fast enough, so my father went and got a big one which had a
buckle on it and he used this on me for a long time, I remember rolling on the
ground trying to get away; and when he got through there was blood on my back.
Another time he told me to do something and I did not get up right away and he
picked me up off the chair and threw me against the wall (the house had a cement
foundation) and I hit the cement foundation pushing my shoulder blade out of
place a little bit, and it has remained that way since.

When I was told to do something by my father, I had to do it right now and be
told only once or—he would give it to me. At one time he slapped me across the
face leaving a red mark where he had hit me. When T made & mistake he would
let me know about it for weeks on end.

When I reached the age of 8 years I was started on doing manual labor by
digging ditches, a bank on the place, digging up tree stumps, and cutting brush.

When I was a junior in high school, I wanted to go to an Indian Boarding School,
and my father got real mad, I felt that I would have been better off there. I had
a feeling of rejection from the kids at school and from my father.

I recall these incident as part of those that were not so bad.
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There was a lot of abuse that I took mentally and physically which I just want
to forget ever happened. It is of my opinion that he tried to break me down
mentally and physically. He was forever putting me down in front of his friends
and anybody that was around at the time. It was not until, just before he died
that he realized that he had treated me very badly. He had never wanted me from
the very beginning. ] o

Ther}é Wags no eiplanation of Indian, language, culture, history, or religion after
finding out that I was of an Indian descent.

nl\/}ygadoptive mother, was like a real mother should be, she protected and
guided me through my years and life. Her protection of me from my adoptive
father was what kept me going. ) . o

aIt is of my oplnign that it 1 too tough for an Indian child to live in an Non-
Indian Home. After they find out they are an Indian, there should be an Indian
around that they can talk to. .

Done and dated this date April 3, 1974, at the Yakima Indian Agency,
Toppenish, Washington.

Marearer C. GWiNN,

Notary Public in and for the State of
Washengton. Residing in Wapato, Wn.
My commission expires February 16, 1975.

O




