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Highlights

Public health relevance—How does this work relate to a public health issue?

• Indigenous communities experience disproportionately high Staphylococcus aureus
infection burden not addressed by standard prevention strategies.

• This study examines community perceptions of infection causes, stigma, and care-
seeking within an Indigenous community and Tribal healthcare setting to inform and
improve intervention design.

Public health significance—Why is this work of significance to public health?

• Acceptability of prevention strategies depends on cultural fit, trusted messengers, and
feasibility rather than biomedical efficacy alone.

• Findings will be used to inform educational materials to strengthen health literacy
and the design of a clinical trial aimed at reducing Staph carriage.

Public health implications—What are the key implications or messages for practitioners,
policy makers and/or researchers in public health?

• Effective infection prevention should combine biomedical strategies with culturally
grounded education and community partnership.

• Community-engaged formative research can provide transferable context and sup-
port for designing sustainable interventions with Indigenous and other underserved
communities.

Abstract

Staphylococcus aureus (Staph) infections are a pressing health concern in the White Mountain
Apache (WMA) Tribal community, where invasive Staph infection rates far exceed those
in the general U.S. population. This study explored community perspectives to guide
culturally tailored education and prevention strategies. We conducted 42 in-depth inter-
views and focus group discussions with healthcare providers, traditional practitioners,
and community members. Thematic analysis showed that participants had familiarity
with the term “MRSA” (methicillin-resistant Staph), although many did not recognize it
as a form of Staph, per se. Barriers to timely care-seeking included lack of transportation,
stigma, and misconceptions about infection causes. With regard to biomedical approaches
to prevention, participants preferred products like antiseptic nasal sprays and antimicrobial
skin cleansers due to ease of use. Community members emphasized the need for simple,
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bilingual educational materials grounded in Apache culture and delivered by trusted
figures. The findings underscore the importance of culturally grounded education and
prevention approaches. Implementation and scaling of these strategies may enhance health
literacy, reduce infection rates, and promote holistic wellness in Indigenous communities.

Keywords: Staphylococcus aureus; Indigenous health; infection prevention; community-
based research; White Mountain Apache; MRSA; culturally tailored interventions

1. Introduction
Staphylococcus aureus (Staph) is a bacterium that commonly colonizes the skin and

nasal passages of healthy individuals but can also cause serious infections, including skin
and soft tissue infections (SSTIs), sepsis, and pneumonia [1]. Of particular concern is
methicillin-resistant S. aureus (MRSA), which is resistant to standard antibiotic treatments
and associated with substantial morbidity and mortality [2–4]. The burden of Staph in-
fections is not equally distributed across populations; Indigenous communities in the
United States face significantly higher rates of disease than their non-Indigenous coun-
terparts [3,5–10]. Recent studies from the Navajo Nation and White Mountain Apache
Tribal lands confirm disproportionately high incidence of invasive MRSA and methicillin-
sensitive S. aureus compared with the general U.S. population [6,7].

This disparity is particularly pronounced in the White Mountain Apache (WMA)
Tribal community, where the incidence of invasive MRSA infections has been reported to
be more than seven times higher than in the general U.S. population [6,11]. The community
also has a high burden of skin infections, with rates of hospitalization for skin and soft tissue
infections, more than half of which were associated with Staph, 20 times the general U.S.
population [8]. Social and structural determinants of health—high household occupancy,
limited access to clean water, and transportation barriers—exacerbate the risk of infection
and delay access to timely care [10,11]. These inequities are compounded by historical
and ongoing experiences of colonization, medical mistrust, and underinvestment in public
health infrastructure [10,12–16].

While previous research has documented the epidemiology of Staph in Indigenous
communities, fewer studies have explored community perceptions, preferences, and lived
experiences that shape infection prevention and care-seeking behaviors. There is grow-
ing recognition that effective public health interventions must be culturally grounded,
community-informed, and co-developed with Indigenous partners to achieve health eq-
uity [10,12–14,16–22]. Community-based research models, such as Indigenous Community-
Based Participatory Research (ICBPR), promote self-determination and ensure that inter-
ventions reflect local values, languages, and knowledge systems [13,16,20–29]. ICBPR often
promotes community input and guidance through a community advisory board (CAB),
composed of community and cultural stakeholders. Community-engaged approaches are
increasingly recognized as essential for addressing persistent health inequities in Indige-
nous communities because they support Indigenous leadership, cultural relevance, and
sustainable intervention development.

This study addresses a critical gap by applying qualitative methods to understand
how WMA community members, traditional practitioners, and healthcare providers con-
ceptualize Staph infections and to evaluate the feasibility and acceptability of prevention
strategies. In this study, prevention approaches were broadly conceptualized to include
biomedical products with demonstrated efficacy in reducing the presence of Staph as
well as community-driven education. Through in-depth interviews (IDI) and focus group
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discussions (FGD), we aimed to surface culturally relevant insights that would guide
the development of educational materials and interventions to reduce Staph carriage
and infections.

2. Materials and Methods
This qualitative study was conducted in the WMA Tribal community in eastern

Arizona (See Figure 1), a population that has experienced a high burden of invasive Staph
infections [6,30]. There are over 12,000 WMA tribal members residing on 1.6 million acres
on the Fort Apache Indian Reservation [30]. The study was developed in partnership with
a WMA Community Advisory Board and Indian Health Service (IHS) providers, using a
community-engaged research approach.

Figure 1. Map of the White Mountain Apache Tribal lands (orange), located in the southwestern
United States.

In this research, we are centered on Indigenous perspectives. There are many terms
used to describe the Indigenous Peoples of the United States, such as Native American,
American Indian, and Alaska Native. For this article, the term ‘Indigenous’ was used
to describe this community. Decolonization is a clinical term that refers to a biomedical
protocol using antimicrobials, such as intranasal mupirocin and antiseptic body washes, to
reduce the presence of Staph. In this research, we refer to biomedical approaches as Staph
prevention strategies because the term decolonization in Indigenous Research generally
refers to a “process which engages with imperialism and colonialism” and “privileges the
indigenous presence. . . and that acknowledges our continuing existence” [13].

2.1. Study Design and Recruitment

We used purposive sampling to recruit a diverse set of participants, including health-
care providers, community members, and traditional practitioners. Eligibility criteria for
community participants included self-identifying as an Indigenous adult (18 years or older)
and living in or near the WMA Tribal lands. Traditional practitioners were recruited with
the assistance of Tribal partners, while healthcare providers were selected based on their
roles in treating SSTIs or patients at increased risk of Staph infection at the IHS Hospital
serving tribal members.

2.2. Data Collection

Data were collected between June and October 2023. Use of IDIs allowed partici-
pants to discuss personal experiences, healthcare encounters, and sensitive topics such as
stigma in a private setting, while FGDs facilitated discussion of shared community perspec-
tives, norms, and recommendations for prevention strategies. Together, these approaches
provided complementary perspectives and enhanced the breadth of data collected.
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The interview guides were developed collaboratively with a WMA Community Advi-
sory Board and the research team, drawing on prior literature on Staph, community health
priorities identified by the Community Advisory Board, and the research questions guiding
this study. The guide followed a semi-structured format, which ensured consistent explo-
ration of key domains (e.g., knowledge of Staph infections, experiences with care-seeking,
and preferences for prevention strategies) while allowing participants flexibility to share
perspectives in their own words.

Trained Indigenous interviewers conducted individual IDIs and FGDs using the
semi-structured interview guides tailored to each group. Interviews were conducted
in English. One IDI was conducted virtually, and the rest were in person. IDIs took
60–90 min, and FGDs took 90–120 min. Discussions focused on community knowledge of
Staph, prevention strategies, perceived barriers to care, and preferences for educational
materials and prevention products. During IDIs and FGDs, potential prevention products
were described and demonstrated, and participants were asked to rank them in order of
preference (1 = most preferred; 6 = least preferred). Prevention products included antiseptic
skin cleansers (e.g., Hibiclens) in the form of a wash or cloth to be used several times a week;
antiseptic nasal sprays (e.g., Nozin® nasal sanitizer) to be used twice per day; a topical
antibiotic ointment to be used daily for 5 days in the nose; bleach baths to be used 2–3 times
per week for up to a month; and a hypothetical oral probiotic pill used daily. Rankings were
compiled and analyzed descriptively to identify relative preferences across participants.

2.3. Data Analysis

All sessions were audio-recorded, transcribed verbatim, and uploaded to Dedoose
U.S. Version 9.0.107 qualitative analysis software [31]. An inductive thematic analysis
approach was used to code transcripts [32,33]. A coding team of two researchers (SUB and
MP) reviewed transcripts and developed an initial codebook. Intercoder reliability was
established through independent double-coding of 20% of transcripts [34].

Findings from IDIs and FGDs were analyzed together. Similarities and differences
across participant groups and data collection methods were examined during team discus-
sions and incorporated into theme development. Emerging themes were refined through
iterative team discussions and consensus-building. When culturally specific concepts
emerged during discussions, excerpts were reviewed with the Community Advisory Board
to support interpretation and ensure the cultural relevance of emerging themes.

2.4. Ethics

The study protocol was approved by the WMA Tribal Council and the Johns Hopkins
Bloomberg School of Public Health and Indian Health Service Phoenix Area Institutional
Review Boards. All participants provided written informed consent before participation.

3. Results
A total of 42 participants (26 female and 16 male) were enrolled in the study, including

healthcare providers (n = 17), community members (n = 23), and traditional practitioners
(n = 2). The median age was 47 years (interquartile range [IQR]: 38, 66) for community
members and 45 years (IQR: 35, 54) for healthcare providers. Healthcare providers from
the following nine departments participated: Preventive Medicine, Emergency, Family
Care Unit, Diabetes Clinic, Wound Clinic, Pharmacy, Obstetrics, Pediatrics, and Outpatient
Clinic. The following provider roles were represented: physician, nurse, physical therapist,
medical assistant, and pharmacist. All healthcare providers and traditional practitioners,
as well as 10 community members, participated in IDIs. Three FGDs were conducted with
13 community member participants.
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From participants’ responses, nine key themes were identified through thematic
analysis and are presented below with supporting quotes and interpretations. Table 1 also
provides a summary of the nine themes and key finding(s) of each theme.

Table 1. Summary table of themes identified from in-depth interviews and focus group discussions.

Theme Key Finding(s)

High Recognition of MRSA,
Low Recognition of Staph The term “MRSA” was more familiar than “Staph”

Accessing Timely Care Transportation and clinic wait times were
barriers

Prevention Preferences Antiseptic washes and nasal sprays were
preferred

Health Literacy Misconceptions about causes of infection

Traditional Healing Traditional and biomedical approaches viewed
as complementary

Reducing Stigma Shame delayed care-seeking
Information Access Reliance on social networks

Standardized Protocols Providers desired consistency
Community Strengths Community resilience and advocacy

3.1. High Community Recognition of MRSA/Low Recognition of Staph Infections

Participants demonstrated high awareness of the term “MRSA” and its risks, but
many did not associate MRSA with S. aureus or recognize the term “Staph.” Community
members frequently attributed skin infections to factors such as bug bites or skin irritation.
Despite this, they actively sought information during clinic appointments and expressed
eagerness to learn. As one participant shared, “I just realized that Staph is something
serious after hearing from the doctor.” Another participant remarked on the confusion
between terms: “People know about the MRSA part, but if you call it a Staph infection,
they don’t know what that is.” These insights highlight an opportunity and a desire for
improving health literacy.

3.2. Barriers to and Community Strategies for Accessing Timely Care

Community members described using family support systems, informal networks
with healthcare staff, and local transportation services to overcome logistical barriers.
Although stigma and long wait times sometimes discouraged care-seeking, participants
showed persistence and self-advocacy. For instance, one said, “I waited one day. . . and
then two days later it didn’t look right so I had to go.” Healthcare providers, especially
nurses, were seen as knowledgeable sources of support: “Our outpatient nurses are real,
like they’re the ones that help us.”

3.3. Preferences for Prevention Strategies and Products

Participants favored prevention products that felt familiar and easy to use, such as
antiseptic washes or nasal sprays. Bleach baths were widely rejected, with participants
associating them with household cleaning and noting practical barriers such as lack of
bathtub access in some homes. From qualitative discussion, antiseptic washes (mean rank
= 2) and antiseptic nasal sprays (mean rank = 3) or antiseptic wipes (mean rank = 3) were
most preferred, while bleach baths (mean rank = 5) were least preferred. Topical antibiotic
ointments had a mean rank of 4. A hypothetical oral probiotic for Staph prevention (mean
rank = 2) was generally viewed favorably and received a similar ranking to the antiseptic
washes when discussed. One community member noted, “I just don’t think the kids will
want something done with their nose every day. . . some adults are stubborn about having
stuff done with their nose every day,” underscoring an important consideration.
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3.4. Barriers to and Strengthening of Health Literacy and Infection Prevention

Participants consistently described widespread misconceptions about Staph, often
attributing infections to bug bites, allergies, or other unrelated causes. These misunder-
standings contributed to delays in seeking care and confusion about effective prevention
strategies. Limited access to accurate health information and inconsistent messaging from
different sources further compounded these knowledge gaps. Participants emphasized that
educational interventions must address these barriers directly by clearly explaining how
Staph is transmitted, how it differs from other skin conditions, and why prevention matters.

Community members expressed a strong desire for “simple messaging. . . in both
Apache and English. . . so people can really understand it” and highlighted the importance
of trusted messengers, such as community health workers and nurses, in delivering this
information. Participants also pointed to structural barriers—such as limited access to
hygiene resources and the scarcity of culturally relevant materials—as factors that un-
dermined prevention efforts. Addressing these challenges was viewed as a crucial step
in strengthening infection prevention and empowering community members to make
informed health decisions.

3.5. Integrating Traditional and Community-Based Healing Approaches

Traditional healing was viewed as a vital complement to biomedical care. Herbal
remedies, ceremonies, and spiritual healing were respected approaches to infection man-
agement. Participants emphasized the need for collaboration between traditional and
clinical providers to foster trust and cultural resonance: “In Apache way, we had medicines
before IHS hospital.”

3.6. Building Community Support and Reducing Stigma

Stigma was cited as a major barrier to care, particularly when infections were visible or
linked to head lice or skin conditions. Participants called for normalization of discussions
about Staph through community-wide education (e.g., radio, Apache Scout newsletter,
tabling at grocery store, and brochures at the IHS clinic waiting area and in local housing
authority materials shared with residents). One healthcare provider noted, “There shouldn’t
be any shame in that,” referring to skin infections in children.

3.7. Enhancing Information Access and Reducing Misinformation

Participants often relied on Facebook, family stories, and local networks for
information—sources that may perpetuate misinformation. This reliance reflected both
a gap in accessible, medically accurate resources and a need for trustworthy, culturally
relevant education. One participant explained, “Sometimes you just gotta go on intuition. . .
if you can’t find it, sometimes the nurses are very helpful.”

3.8. Developing Community-Centered, Standardized Healthcare Protocols

Healthcare providers called for consistent treatment protocols, especially for recurring
infections. Providers expressed a desire for protocols that were both standardized and
responsive to local needs and practices. One provider suggested, “We could have a more
standardized approach of offering decolonization to people with like two or more infections
in six months.”

3.9. Leveraging Community Strengths for Health Promotion

Participants demonstrated resilience, resourcefulness, and a desire to improve health
outcomes through collective action. They did this by advocating for family members,
pushing for community-wide education, and proposing interventions rooted in cultural
practice and values. These included integrating prevention education into early childhood
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home visiting programs, senior centers, and family-oriented spaces, as well as creating
materials targeting caregivers, peers, and family members.

4. Discussion
This formative qualitative study explored WMA community members’ and healthcare

providers’ perceptions, experiences, and preferences related to Staph infections and pre-
vention strategies. The findings revealed a complex landscape of strengths, barriers, and
opportunities that can guide the design of interventions tailored to Indigenous communi-
ties and local contexts. Across interviews and focus groups, participants described strong
motivation to learn, cultural ways for understanding health, and a collective willingness to
engage in prevention—while also highlighting persistent structural barriers, knowledge
gaps, and systemic limitations.

Participants demonstrated strong awareness of MRSA, though the connection to
Staph more broadly was often unclear. Infections were attributed to non-infectious
causes such as insect bites or allergies, underscoring a gap in understanding the etiol-
ogy of Staph infections. Like other studies, as well as materials from the WHO and
CDC [12,14,15,20–24,28,29], we found that these misconceptions contributed to delays in
care-seeking and confusion about prevention strategies, highlighting a critical need for
educational tools that clearly explain transmission, risk, and prevention in accessible, cul-
turally resonant language. Community members repeatedly expressed a desire for “simple
messaging. . . in both Apache and English” and emphasized the importance of trusted
messengers—such as nurses, community health workers, and local leaders—in delivering
accurate information [13,16,17,25].

Despite knowledge gaps, participants actively sought information and demonstrated
resilience and self-advocacy when navigating barriers to care. Transportation challenges,
long wait times, and limited clinic availability were common obstacles, yet community
members leveraged family networks, peer support, and personal initiative to overcome
them [15,20,22,28]. Nurses were repeatedly cited as critical sources of both clinical guidance
and emotional support, often serving as the first point of contact for concerns about skin
infections and offering culturally sensitive explanations about treatment and prevention.
This reliance on nursing staff underscores their central role in bridging biomedical care and
community understanding.

Preferences for prevention strategies reflected both cultural acceptability and practical
considerations. Participants favored antiseptic washes, nasal sprays, and topical treatments
that were familiar, easy to use, and feasible within their daily routines, while bleach
baths were widely rejected due to associations with household cleaning and concerns
about access to bathing facilities. These preferences and logistical challenges need to be
considered when recommending or prescribing prevention strategies to increase uptake
and adherence. Similarly, participants valued educational approaches that were visual,
bilingual, and embedded within existing community communication channels—such as
radio, newsletters, and family-based education—rather than delivered solely in clinical
settings [14,28].

The study also illuminated how prevention was conceptualized not only as a biomed-
ical task but also as a cultural and community-driven responsibility. Traditional healing
practices—including herbal remedies, ceremonies, and spiritual healing—were viewed
as essential complements to biomedical care. Participants emphasized the importance of
collaboration between IHS providers and traditional practitioners to optimally care for
patients. Recent policy shifts in Arizona, such as the inclusion of traditional healers as bill-
able providers within the Arizona Health Care Cost Containment System (i.e., Medicaid),
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may further support such collaborations by opening new pathways to integrate traditional
healing services into broader healthcare systems.

Reducing stigma emerged as another central component of effective prevention [21,26].
Participants noted that visible infections were often associated with shame, leading to
delays in care. Normalizing conversations about skin health—through community-wide
education, trusted messengers, and accessible resources—was seen as a critical step toward
improving early treatment and reducing disease burden. Participants also described
reliance on informal information networks, including social media and family stories, which
sometimes perpetuated misinformation. This finding highlights the need for proactive,
credible, and culturally relevant health communication strategies to counter myths and
build trust [14,15,20,24,28].

Participants’ recommendations extended beyond traditional health education, calling
for interventions embedded in community life. Such approaches not only expand the
reach of health promotion but also reinforce prevention as a shared responsibility across
generations [12,13,27].

Importantly, participants underscored that prevention strategies must be feasible
within the context of local resources and infrastructure. Interventions that combine biomed-
ical efficacy with cultural resonance—such as pairing antiseptic treatments with tradi-
tional practices, delivering education through trusted figures, and aligning messaging
with Apache language and values—are likely to be more acceptable, sustainable, and
impactful than interventions focused solely on biomedical approaches [13]. The call by
providers for standardized clinical protocols, particularly for recurring infections, also
reflects a desire for consistency and trustworthiness in care, aligning with national recom-
mendations for culturally adapted infection prevention guidelines in Indigenous communi-
ties [14,15,18,20,23,25,28,35].

This study has several limitations. First, findings reflect perspectives from a single
Indigenous community and, while they may be similar to other communities with similar
socio-economic determinants, they are not generalizable to all Indigenous communities.
Second, participants were recruited using purposive sampling, which may not capture
the full diversity of experiences within the White Mountain Apache community. Third,
responses may have been influenced by social desirability bias. Despite these limitations,
the study provides important formative insights grounded in community perspectives and
priorities. Taken together, these findings provide critical insights for designing interventions
that are both medically effective and culturally congruent. They emphasize the importance
of centering Indigenous leadership, integrating traditional knowledge with biomedical
care, and embedding prevention within the social fabric of the community. By leveraging
community strengths—such as collective action, advocacy, and resilience—and addressing
structural barriers and misinformation, Staph prevention strategies can become not only
more effective but also more empowering and equitable.

Future research should evaluate the effectiveness, acceptability, and implementation
of culturally grounded Staph prevention interventions developed from these findings.
Additional studies across diverse Indigenous communities may identify both shared and
community-specific approaches to infection prevention.

5. Conclusions
This study provides formative insights into how the WMA community understands,

experiences, and responds to Staph infections. Participants exhibited strong community
engagement, a desire for culturally grounded education, and resilience in navigating
structural barriers. Preferences for accessible and familiar prevention products, integration
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of traditional knowledge, and support for bilingual, visual educational materials highlight
a clear path forward for culturally responsive prevention strategies.

The findings emphasize the value of community-driven approaches in designing inter-
ventions that honor Indigenous perspectives, strengthen trust, and empower communities
to lead health promotion efforts. These lessons offer an approach for adapting infection
prevention strategies in other Indigenous communities, where similar challenges—and
strengths—may exist.

Future implementation efforts should continue to center Indigenous leadership, com-
munity collaboration, build on existing community assets, and ensure that Staph prevention
tools are both medically effective and culturally congruent.

Author Contributions: Conceptualization, L.L.H. and C.G.S.; methodology, S.U.B., M.P. and S.J.L.;
software, S.U.B. and M.P.; validation, J.R.R. and S.J.L.; formal analysis, S.U.B. and M.P.; data curation,
S.U.B. and M.P.; writing—original draft preparation, S.U.B.; writing—review and editing, S.U.B., M.P.,
C.G.S., F.L.S., S.J.L., J.R.R. and L.L.H.; supervision, L.L.H. and C.G.S.; project administration, M.P.
and N.J.; funding acquisition, L.L.H. and F.L.S. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was supported in part by the National Institutes of Health (National Institute
of Allergy and Infectious Diseases [NIAID], National Institute Of General Medical Sciences [NIGMS],
National Institute On Drug Abuse [NIDA], National Cancer Institute [NCI]) under Award Number
S06GM142120 to the White Mountain Apache Tribe. The content is solely the responsibility of the
authors and does not necessarily represent the official views of the National Institutes of Health,
Indian Health Service, or the U.S. Department of Health and Human Services.

Institutional Review Board Statement: This work was approved by the White Mountain Apache
Health Board and Tribal Council through Tribal Resolutions 07-2020-148 and 10-2024-213. This
work was conducted in accordance with the Declaration of Helsinki and was approved by the Johns
Hopkins Bloomberg School of Public Health Institutional Review Board (IRB# 21600) on 9 August
2022 and the Indian Health Service Phoenix Area IRB (PXR 22.08) on 28 November 2022.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data collected in the White Mountain Apache Tribal lands are owned by
the Tribe. The data presented in this study can be made available upon request to the corresponding
author (contact lhammitt@jhu.edu), if consistent with the Institutional Review Board-approved
protocol and if the disclosure is approved by the Tribe.

Acknowledgments: Prior to the start of community implementation, study staff met with a White
Mountain Apache Community Advisory Board to help guide study objectives and review and
provide input on study materials. We thank each member for their rich, relevant, and honest feedback
in these meetings, which was incorporated before materials were used with participants. We also
thank the Whiteriver Center for Indigenous Health team for their assistance with the establishment
of the Community Advisory Board and conducting the study.

Conflicts of Interest: The authors declare no conflicts of interest. The funder had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

Abbreviations
The following abbreviations are used in this manuscript:

FGD Focus Group Discussion
IDI In-depth interview
IHS Indian Health Service
NARCH Native American Research Centers for Health
WMA White Mountain Apache Tribe

https://doi.org/10.3390/ijerph23070845

https://doi.org/10.3390/ijerph23070845


Int. J. Environ. Res. Public Health 2026, 23, 845 10 of 11

References
1. Tong, S.Y.C.; Davis, J.S.; Eichenberger, E.; Holland, T.L.; Fowler, V.G., Jr. Staphylococcus aureus infections: Epidemiology,

pathophysiology, clinical manifestations, and management. Clin. Microbiol. Rev. 2015, 28, 603–661. [CrossRef]
2. Kourtis, A.P.; Hatfield, K.; Baggs, J.; Mu, Y.; See, I.; Epson, E.; Nadle, J.; Kainer, M.A.; Dumyati, G.; Petit, S.; et al. Vital

Signs: Epidemiology and Recent Trends in Methicillin-Resistant and Methicillin-Susceptible Staphylococcus aureus Bloodstream
Infections—United States. MMWR Morb. Mortal. Wkly. Rep. 2019, 68, 214–219. [CrossRef] [PubMed]

3. David, M.Z.; Daum, R.S. Community-Associated Methicillin-Resistant Staphylococcus aureus: Epidemiology and Clinical Conse-
quences of an Emerging Epidemic. Clin. Microbiol. Rev. 2010, 23, 616–687. [CrossRef] [PubMed]

4. Fridkin, S.K.; Hageman, J.C.; Morrison, M.; Sanza, L.T.; Como-Sabetti, K.; Jernigan, J.A.; Harriman, K.; Harrison, L.H.; Lynfield,
R.; Farley, M.M. Methicillin-resistant Staphylococcus aureus disease in three communities. N. Engl. J. Med. 2005, 352, 1436–1444.
[CrossRef] [PubMed]

5. Groom, A.V.; Wolsey, D.H.; Naimi, T.S.; O’Connell, J.M.; Cheek, J.E. Community-acquired methicillin-resistant Staphylococcus
aureus in a rural American Indian community. JAMA 2001, 286, 1201–1205. [CrossRef] [PubMed]

6. Sutcliffe, C.G.; Grant, L.R.; Reid, A.; Douglass, G.; Brown, L.B.; Kellywood, K.; Weatherholtz, R.C.; Hammitt, L.L. High Burden of
Staphylococcus aureus among Native American Individuals on the White Mountain Apache Tribal Lands. Open Forum Infect. Dis.
2020, 7, ofaa061. [CrossRef] [PubMed]

7. Sutcliffe, C.G.; Grant, L.R.; Reid, A.; Douglass, G.K.; Weatherholtz, R.C.; Hubler, R.; Quintana, A.; Reid, R.; Yazzie, D.; Santosham,
M.; et al. The burden of Staphylococcus aureus among Native Americans on the Navajo Nation. PLoS ONE 2019, 14, e0213207.
[CrossRef] [PubMed] [PubMed Central]

8. Davidson, A.M.; Burgess, T.; Saguros, A.; Jian Ma, C.; McAuley, J.; Close, R.M. 451. High Rates of Hospitalization due to Skin and
Soft-Tissue Infections in a Southwest American Indian Population. Open Forum Infect. Dis. 2019, 6, S221–S222. [CrossRef]

9. Stevens, A.M.; Hennessy, T.W.; Baggett, H.C.; Bruden, D.; Parks, D.; Klejka, J. Methicillin-Resistant Staphylococcus aureus Carriage
and Risk Factors for Skin Infections, Southwestern Alaska, USA-Volume 16, Number 5—May 2010-Emerging Infectious Diseases
Journal-CDC. Available online: https://wwwnc.cdc.gov/eid/article/16/5/09-0851_article (accessed on 12 April 2023).

10. Lee, N.R.; King, A.; Vigil, D.; Mullaney, D.; Sanderson, P.R.; Ametepee, T.; Hammitt, L.L. Infectious Diseases in Indigenous
Populations in North America: Learning from the Past to Create a More Equitable Future. Lancet Infect. Dis. 2023, 23, e431–e444.
[CrossRef] [PubMed]

11. Sollid, J.U.E.; Furberg, A.S.; Hanssen, A.M.; Johannessen, M. Staphylococcus aureus: Determinants of Human Carriage|Elsevier
Enhanced Reader [Internet]. Available online: https://www.sciencedirect.com/science/article/pii/S1567134813000932 (accessed
on 12 March 2023).

12. Walters, K.L.; Mohammed, S.A.; Evans-Campbell, T.; Beltran, R.E.; Chae, D.H.; Duran, B. Bodies Don’t Just Tell Stories, They
Tell Histories: Embodiment of Historical Trauma among American Indians and Alaska Natives. Du. Bois Rev. 2011, 8, 179–189.
[CrossRef] [PubMed]

13. Smith, L.T. Decolonizing Methodologies: Research and Indigenous Peoples, 3rd ed.; Zed Books: London, UK, 2021.
14. CDC. CDC’S Health Equity Guiding Principles for Inclusive Communication; U.S. Department of Health and Human Services:

Atlanta, GA, USA, 2021. Available online: https://www.cdc.gov/healthcommunication/HealthEquityGuidingPrinciples.pdf#:
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