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In&odudion
Although nearly half of all Native

Americans now live in urban areas, little
data are available describing the health
status for this segment of the population.
Health statistics reported by the Indian
Health Service often describe only reser-
vation-dwelling Native Americans.
Among Native American children be-
tween 1 and 4 years of age, injury-related
deaths occur at nearly three times the rate
of the same age group among the general
population in the United States.1A4Aswith
most accident-related injuries and deaths,
a large portion of those involving Native
American children may be preventable.
Urban conditions such as poor housing,
limited access to health care, inadequate
day care, and increased exposure to phys-
ical hazardsmay further increase the riskof
injury for urban Native American children.

Injury prevention awareness is com-
monly evaluated in the clinical setting by
parent survey techniques such as the
Framingham Safety Survey (FSS), rec-
ommended and distributed by the Amer-
ican Academy of Pediatrics (AAP)
through The Injury Prevention Program
(TIPP).5 These survey methods have
never been studied for their usefulness in
identifying injury prevention awareness in
the Native American population. In this
studywe attempted to determine whether
parents in an urban Native American pop-
ulation are as aware of, and as likely to
practice, injury prevention techniques as
parents in other urban families.

Methds
In this cross-sectional study, we en-

rolled 150 families with children between
the ages of 1 and 4 during the 4-month
period from June 1988 to September 1988.
Fifty families were interviewed at each of

three clinics in the same urban area: (1) the
Indian Health Care Clinic, a primary
health care clinic for Native American
families; (2) the Salt Lake City-County
Health Department Clinic, a primary
health care clinic for low-income families;
and (3) a university-based private pediat-
ric practice.

To assess injury prevention aware-
ness in these families, a trained inter-
viewer verbally administered 39 age-ap-
propriate questions, taken from the FSS,
to a parent from each enrolled familywhile
the families were waiting at the clinic for a
well-child or sick-visit appointment. A
scoring method was devised to quantify
the risk of injury. A score of 1 was given
for low-risk, 2 for moderate-risk, and 3 for
high-risk behavior.A total scorewas com-
puted for each family, the lower total
scores being associated with a lower risk
of injury. The results were analyzed for
statistical significance using the Student's t
test, the Kruskal-Wallis test, and the
Mann-Whitney test. Statistical significance
was determined at theP < .05 level.

Results
Characteristics of the families in the

sample are presented in Table 1. There
was a significant difference in income be-
tween families at the three clinics
(P = .001), with families at the urban In-
dian clinic having a lower mean annual
income than families at either of the other
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two clinics. When families were stratified
into a low-income (<$15 000/year) group
and a higher income (>$15 000/year)
group, the Native American families
within the low-income group had a signif-
icantly lower mean annual income than
other families in the low-income group
(P = .01). Further income stratification
was not performed because of limitations
of the sample size.

Table 2 presents the item scores on
questions where statistically significant
differences existed between groups. Of
the 39 injury prevention awareness ques-
tions, Native American families received
higher risk scores on questions 1 through
4, even after controlling for income. Low-
income families, in general, received
higher risk scores on questions 1, 2, and 5
through 8. Higher income families re-
ceived higher risk scores on questions 9
through 11.

Total scores are also presented in Ta-
ble 2. A Native American revised score
was computed, eliminating questions 1
through 4, to look for a cumulative injury
prevention awareness deficiency among
Native American families beyond the

questions where statistically higher scores
were found. To create a similar measure
among all low-income families, a low-in-
come revised score was computed, elim-
inating questions 1, 2, and 5 through 11.

Diwcussion

After controlling for income, our data
revealed four items on which low-income
Native American families received signif-
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icantly higher scores than other low-in-
come families. These four items are all
related to ingestion events and reveal a
situationwhere families are lacking under-
standing of both prevention and interven-
tion strategies in this specific area. Be-
cause of the significant difference in
income between Native American and
other families, a difference that persisted
even within the low-income stratum, we
cannot be sure that even these four indi-
cators ofrelative deficiencies in injurypre-
vention awareness would not have been
eliminated with a larger sample size in-
cluding more "very-low-income" con-
trols.

Poverty alone is known to be associ-
ated with an increase in injury-related
deaths.6-8When comparedwith the higher
income group, low-income Native Amer-
ican families displayed other deficiencies
in injury prevention awareness that were
common to all low-income families when
compared with the higher income group.
Although income bias may exist in some
of the questions, the questions still reveal
situations where lack of money or lack of
control over housing conditions leaves a
family unable to comply with injury pre-
vention strategies such as regularly check-
ing the heating system, using smoke de-
tectors, and possessing a fire extinguisher.
The lack of significant differences in low-
income revised scores leads us to con-
clude that, beyond the differences re-
vealed by individual items, no cumulative
difference exists in injury prevention

awareness between the low-income and
higher income groups.

Caremustbe takenwhen interpreting
the responses to certain items. For exam-
ple, the question revealing less awareness
of car seat type among low-income fami-
lies may reveal a higher use of borrowed
or handed-down car seats in these fami-
lies, or alternatively may actually suggest
a lack of confirmation regarding the fam-
ily's possession and use of a car seat. Fur-
thermore, in many instances, the "cor-
rect" response is well understood butmay
not actually be practiced. This suggests
the possibility of obtaining falsely reassur-
ing responses. Therefore, while responses
indicating a lack of injury prevention
awareness may provide guidance to the
clinician in focusing health education
strategies with a particular family, "cor-
rect" responses may not be enough to al-
low the clinician to make presumptions
regarding the family's compliance.

We have demonstrated that, in fam-
ilies using an urban Native American
clinic, there is less awareness ofingestion-
related injury prevention and intervention
strategies than in families using other ur-
ban clinics, although our study population
was not large enough to completely elim-
inate income as an explanation for this dif-
ference. As members of the larger low-
income urban population, urban Native
American families revealed other defi-
ciencies in injury prevention awareness or
practice when compared with higher in-
come families. Factors contributing to the

increased risk of injury-related morbidity
and mortality among Native American
children seem to be more strongly associ-
ated with economic conditions than cul-
turally based differences in parenting in
the urban families we studied. 0
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