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AI Demographics

•Over 3 million American Indian Only in 2010 
Census

•Over 5 million AI and ‘other’ in 2010 Census

•~60% of AI people live in urban areas

•Indian Health Service serves approximately 2 
million (“User Population”) 

•Annual appropriation for IHS is ~ $5 billion

•Over 570 federally recognized AI/AN tribes





The I/T/U System

• “I”—Indian Health Service (IHS) 

• Snyder Act

• “T”—Tribal “638” Programs 

• ISDEAA, Title I & Title V

• “U”—Urban Indian Health Centers

• IHCIA, Title V





Impact of COVID-19

• Barriers to services (3 Ts):
• Testing 
• Contact Tracing 
• Treatment 

• Infrastructure 
• PPE

https://www.ihs.gov/coronavirus/

https://gptec.gptchb.org/covid-19/great-plains-area-covid-
19-surveillance-data/

https://www.ihs.gov/coronavirus/
https://gptec.gptchb.org/covid-19/great-plains-area-covid-19-surveillance-data/


Impact of COVID-19

• MPH and other Graduate students 
• PRC Coordination
• Strike Teams 
• DACCOTA CTR Grant (NIH)

UND Programming

Indigenous Health MPH 
Online, Fall 2019

Indigenous Health PhD 
Summer 2020





CANCER SCREENING TESTS

▶ Tests Recommended by the American Cancer Society (ACS), United 
States Preventive Services Task Force (USPSTF) and others: 

▶ Mammograms for breast cancer

▶ Pap smears and human papilloma virus (HPV) testing for cervical cancer

▶ Stool tests, colonoscopy and other tests for colon cancer

▶ Low-dose CT scans (LDCT) for lung cancer 

▶ Prostate specific antigen (PSA) for prostate cancer 



American Indian/Alaska Native Cancer Incidence, 2012 - 2016

Rate of New Female Breast Cancers by IHS Region (per 100,000 women) 

United States Cancer Statistics: Data Visualizations



American Indian/Alaska Native Cancer Incidence, 2012 - 2016

Rate of New Cervical Cancers by IHS Region (per 100,000 women) 

United States Cancer Statistics: Data Visualizations



American Indian/Alaska Native Cancer Incidence, 2012 - 2016

Rate of New Colorectal Cancers by IHS Region (per 100,000 men and women) 

United States Cancer Statistics: Data Visualizations



American Indian/Alaska Native Screening Targets and Rates

https://www.ihs.gov/sites/quality/themes/responsive2017/display_objects/documents/GPRASummaryReport-2018.pdf

https://www.ihs.gov/sites/quality/themes/responsive2017/display_objects/documents/GPRASummaryReport-2018.pdf


CANCER SCREENING RATES, U.S., 2018

Breast Colorectal Cervix

Healthy People 2020 
Target 81.0% 70.5% 93.0%

2018 Screening Rate (Total 
U.S. pop.) 68% 70% 85%

2018 GPRA Target 42% 32.6% 35.9%

2018 Screening Rate 
(GPRA) 42.6%   31.9% 36%

Source: NHIS 2018



▶ On March 13, 2020, a United States national emergency was declared due to 
COVID-19. 

▶ Subsequently, the American Cancer Society recommended that no one should 
go to a healthcare facility for routine cancer screening until further notification. 

▶ Other societies such as The American Society of Breast Surgeons, the American 
College of Radiology, and the American Society for Colposcopy and Cervical 
Pathology also advised patients to postpone elective care – including cancer 
screening – and plan to reschedule screening tests when healthcare facilities 
resume screening.

CANCER SCREENING RECOMMENDATIONS: MARCH 2020 



▶ These recommendations apply only to people at average risk of cancer who 
do not have any signs or symptoms of cancer. Those with symptoms of 
cancer (e.g. a breast lump; blood in the stool, etc.) or those at a higher risk of 
cancer (e.g., women who have a mutation on a BRCA gene, etc.) should 
consult with a health care professional for guidance, since they may need to 
be evaluated more quickly than those at average risk. 

CANCER SCREENING RECOMMENDATIONS: MARCH 2020



SCREENING RATES DURING COVID-19 PANDEMIC 

▶ The COVID-19 pandemic has led to 
unprecedented drops in breast, 
colorectal, and cervical cancer 
screenings

▶ Decreases of 83 - 90% compared 
to three-year averages 

▶ The resulting backlog of cancer 
screenings will pose significant 
challenges for health systems as 
they adopt new processes and 
protocols necessary to safely 

restart screening.

https://www.iqvia.com/insights/the-iqvia-institute/covid-
19/shifts-in-healthcare-demand-delivery-and-care-during-
the-covid-19-era



ESTIMATES OF DELAYED/MISSED CANCER DIAGNOSES  

https://www.iqvia.com/insights/the-iqvia-institute/covid-19/shifts-in-healthcare-demand-delivery-and-care-during-the-covid-19-era



▶ As rates of infection and life-threatening illness have either 
been averted or significantly diminished, various areas around 
the country are now easing restrictions on elective medical 
care.

▶ Recommendations related to re-opening should be flexible, 
especially if there as a resurgence of COVID 19 cases in any 
community – in which case elective cancer screenings may be 
restricted again.

RESUMING CANCER SCREENING AND ELECTIVE CARE



Some Issues Related to Re-Opening
▶ Institutions are gradually re-introducing cancer screening based local circumstances – but usually 

not coordinated or taking place at the same time everywhere (different facilities may have 
different approaches). 

▶ In most places capacity will  be lower than usual (25% - 50% less than pre-pandemic in many 
settings).

▶ There will be a need to reconcile missed care with care already scheduled at the time of re-
opening (complicating efforts to alleviate the backlog).

RESUMING CANCER SCREENING



▶ Symptomatic patients. 
▶ Patients who had an abnormal screening exam before the shutdown, and were scheduled for 

diagnostic evaluation.
▶ Patients who had undergone evaluation prior to the shutdown and were scheduled for biopsies 

or procedures.
▶ High-risk patients for whom regular screening or further diagnostic evaluation is a higher 

priority due to the higher probability of disease.
▶ Patients who are asymptomatic, but behind in adherence.
▶ New patients just arriving at the age to begin screening.

RESUMING CANCER SCREENING

As sites re-open there will be a need to prioritize based on patient circumstances.  
These include:



▶ Patients should be provided with a phone number or online service to answer any questions before or 
after the screening procedure

▶ EVERYONE in the facility—including patients—should be wearing a mask. This helps prevent others 
from infecting those around them 

▶ The facility staff should do everything possible to keep people —including staff — at least six feet 
apart.

▶ Waiting rooms should not be crowded. This may mean fewer available appointments or waiting in 
your car until they call you into the office.

RESUMING CANCER SCREENING: WHAT TO TELL PATIENTS

Screening facilities should have new precautions in place:



▶ They should check everyone for symptoms of COVID 19 before entering the 
screening facility. Those symptoms include:

▶ Cough
▶ Shortness of breath or difficulty breathing
▶ Fever
▶ Chills
▶ Muscle pain
▶ Sore throat
▶ New loss of taste of smell 

▶ If patients have any of these symptoms, DON’T GO TO THE SCREENING FACILITY.  
They should call the facility to discuss their symptoms and get their guidance on 
rescheduling the screening test.  You may also want to contact your primary 
care provider to discuss testing for COVID-19.

RESUMING CANCER SCREENING: WHAT TO TELL PATIENTS

Screening facilities should have new precautions in place:



▶ Everything possible should be done to decrease contact with any clipboard or other 
device such as a credit card machine during your visit. Preferably, information 
regarding insurance, health and payment should be obtained securely before the 
visit so that patients don’t have to do that in the office.

▶ Patients should avoid bringing items into the facility or leaving anything—even 
magazines and newspapers. 

▶ Avoid touching surfaces and items
▶ Hand sanitizer should be easily available throughout the facility. Patients and staff 

should use the sanitizer or wash their hands frequently, especially after touching 
something in the office.

RESUMING CANCER SCREENING: WHAT TO TELL PATIENTS

Patient precautions:



▶ Some individuals may be advised that their test may be safely postponed 
until a later time.
▶ For example, many women still get an annual mammogram, but for women age 55 or 

older, at average risk, and with no signs or symptoms of breast disease it may be 
appropriate to delay having a mammogram for up to every two years. Once things are 
back to normal, these women could return to an annual schedule, or continue screening 
every 2 years.

▶ Cervical cancer guidelines recommend testing at wider intervals (every 3 or 5 years 
depending on the test used; no annual testing). Women over 65 with a history of normal 
exams over the past 10 years may be able to safely stop.

▶ Men and women of advanced age or with life-limiting health issues may be 
able to cease cancer screening.

CANCER SCREENING AND PREVENTION RECOMMENDATIONS



▶ Most cancer screenings are dependent on a single test, requiring a visit to a medical facility
▶ Mammography
▶ Cervical/vaginal specimen colletion
▶ Low-dose CT scans

▶ Due to the availability of options (including tests done at home), screening for 
colorectal cancer can be viewed as an “outlier” during the pandemic

CANCER SCREENING RECOMMENDATIONS DURING THE PANDEMIC



Begin screening at age 45, using any of the following options:

ACS CRC SCREENING RECOMMENDATIONS FOR AVERAGE RISK

Structural (visual) exams:
▶Colonoscopy every 10 years

▶CT Colonography every 5 years

▶Flexible sigmoidoscopy every 5 
years

Stool-based tests:
▶Fecal immunochemical 
test (FIT) every year
▶High sensitivity guaiac-
based fecal occult blood 
test (HS-gFOBT) every 
year
▶Multi-target stool DNA 
test (mt-sDNA) every 3 
years



▶ Providers and systems should take advantage of home-based options for CRC 
screening. 
▶ FIT, guiaic-based tests and multitarget stool DNA testing (mt-sDNA or Cologuard) are all 

performed on a stool sample collected at home.

▶ Kits can be mailed to patients or picked up in a laboratory, and returned the 
same way. 

▶ FIT or guiaic testing every year, and Cologuard testing every three years are all 
evidence-based screening methods that:
▶ allow for CRC screening to continue during the pandemic, and 
▶ help avoid a colonoscopy backlog  for overwhelmed health systems. 

Remember: Every positive result must be followed up with colonoscopy

CRC SCREENING RECOMMENDATIONS DURING THE PANDEMIC



RE-STARTING NON-ESSENTIAL MEDICAL SERVICES

Guidance on resuming non-essential care has been provided by numerous organizations



LATEST INFORMATION ON COVID-19 AND CANCER

American Cancer Society’s COVID-19 Hub 

https://www.cancer.org/about-us/what-we-do/coronavirus-covid-19-and-cancer.html

https://www.cancer.org/about-us/what-we-do/coronavirus-covid-19-and-cancer.html




Questions & 
Discussion
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