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Introduction 
 
American Indians and Alaskan Natives (AI/AN)      
have long experienced poorer health status and       
report poorer health outcomes than other racial       
or ethnic groups in the United States.1 The        
overall life expectancy of AI/ANs is 4.2 years        
less than the overall U.S. all races population2.        
According to the Indian Health Service (IHS),       
AI/ANs who are members of federally      
recognized tribes die at significantly higher rates       
than other ethnic or racial groups in the U.S. as a           
result of many conditions, including chronic      
liver disease and cirrhosis (368% higher),      
diabetes (177% higher), unintentional injuries     
(138% higher), assault/homicide (82% higher),     
and intentional self-harm/suicide (65% higher)3.     
The health outcomes of AI/AN populations mark       
pronounced health disparities symptomatic of     
structural issues in the affordability and access of        
health care among AI/ANs.  
 
Unlike other U.S. citizens, AI/AN are legally       
entitled to health care services provided by the        
federal government as a result of treaties       
between the U.S. government and AI/AN tribes.4       
However, in 2013, the uninsured rate of AI/AN        
was 24%, while the national uninsured rate was        
only 14.5%.5,6 The Indian Health Care      
Improvement Act (IHCIA) of 1976 and the       
Snyder Act of 1921 provide Congress with the        
legal authority to distribute funds specifically for       
the health care of  

AI/ANs who are citizens of federally      
recognized tribes.7 There are currently 573      
federally recognized tribes in the U.S., the       
citizens of these tribes residing on or near        
reservations are eligible to receive health care       
from Indian Health Services: a government      
agency established in 1955 to meet the federal        
government’s commitment and responsibility    
to provide health care to AI/AN individuals8.       
Currently, the IHS provides services to 2.6       
million AI/AN individuals.8 The Indian Health      
System refers to the delivery of health and        
behavioral health services through the IHS,      
tribally run facilities, and urban located      
facilities; collectively, this system is referred to       
as the ITU9.  
 
The Affordable Care Act, signed into law in        
law in 2010 and implemented through 2015,       
should directly increase coverage of AI/AN      
individuals through the exchanges. The     
exchanges provide eligible individuals the     
ability to purchase health insurance coverage.10      
AI/AN individuals who purchase health     
insurance through an exchange do not have to        
pay co-pays or other cost-sharing if their       
incomes are below 300% of the federal poverty        
level11. In this policy brief we will examine the         
impact of the ACA on the AI/AN uninsured        
rate to evaluate the efficacy of the program in         
expanding access to health care among AI/AN       
populations in states that adopted Medicaid      
expansions under the ACA, compared to states       
that opted not to implement the expansions. 



 

 

Background and Research Findings 
 
Although the majority of nonelderly AI/ANs      
are in working families, they are less likely than         
the overall nonelderly U.S. population to be in        
the workforce and have significantly higher      
poverty rates than the total nonelderly      
population5. Among all nonelderly AI/ANs     
63% are in a family with at least one full-time          
worker, compared to 74% of the US nonelderly        
population. Representative of this employment     
pattern, according to the 2015 American      
Communities Survey, the poverty rate for      
AI/AN is more than one and half times the         
overall rate for the nonelderly population12. 
 
As discussed, the US government has a       
responsibility to provide health care services      
for AI/ANs which is the primarily      
responsibility of IHS. However, IHS has      
funding restrictions that limit the arrangement      
of care to the population.13 With consideration       
to the limitations of IHS, health insurance       
coverage remains important for providing     
access to health care for AI/AN, with Medicaid        
playing a particularly important role5.  
 
As a discretionary program, IHS funding is       
constrained and must be allocated by Congress       
each year. The allocated funds are distributed to        
IHS facilities across the country and serve as        
their annual budget8. In 2013, the amount of        
$4.3 billion was allocated for IHS services,       
with $3.1 billion going to health care services        
and the remaining to support preventive health       
and other services.14 More than half or $1.8        
million of the $3.1 million going to direct        
health services was appropriated to     
tribally-operated facilities, with the remaining     
going toward facilities directly operated by      
IHS15. Only 1% of total program funding was        
directed toward urban  
 

Indian health15. 
 
IHS has historically been underfunded in      
meeting the health care needs of AI/ANs.       
Although the IHS budget has increased over       
time, funds are not evenly distributed across       
IHS facilities and remain inadequate to meet       
health care needs.5 Accordingly, access to      
services through IHS varies significantly across      
locations, and AI/ANs who rely on IHS for care         
often lack access to needed care, including       
preventive care and treatment of chronic      
diseases.16  
 
Although the 700,000 AI/AN Medicaid     
beneficiaries make up a small portion of total        
Medicaid beneficiaries, Medicaid is a vital      
source of health insurance coverage for the       
population.9 Medicaid assists in filling in the       
substantial gaps in private coverage for AI/ANs       
and provides an important source of financing       
for IHS providers3.  
 
In 2013, prior to significant adoption of ACA in         
Medicaid expansion states, nearly one in three       
AI/ANs were uninsured17. AI/ANs have limited      
access to employer-sponsored coverage as they      
have a lower employment rate and those       
working are often employed in low-wage jobs       
and industries that typically do not offer health        
coverage18. Also in 2013, less than four in ten         
nonelderly AI/ANs had private health insurance      
coverage, compared to over six in ten       
nonelderly in the U.S.17. Medicaid helps fill this        
health care insurance gap that is not met by         
private or employer-sponsored health insurance.  
 
Medicaid serves a more significant role for       
AI/AN children than adults, covering more than       
half of AI/AN children 50% compared to 27%        
of nonelderly adults5. Accordingly, the     
uninsured rate for nonelderly AI/AN adults is       
nearly twice that of children.20 



 

Under the ACA, Medicaid is expanded to adults        
with incomes at or below 138% of the Federal         
Poverty Line in states that implement the       
Medicaid expansion, which was made a state       
option by the Supreme Court ruling on the        
ACA.11 The federal government will cover 100%       
of the cost for all individuals made newly        
eligible by the expansion for the first three years,         
phasing down to 90% over time.17  
 
The Medicaid expansion granted increased     
Medicaid revenues for IHS and Tribally-operated      
facilities15. As discussed, Medicaid is a key       
source of revenue for IHS providers. In states        
that expanded Medicaid, the proportion of      
patients served by IHS providers with Medicaid       
expanded, resulting in increased revenues for the       
facilities that are able to expand their capacity to         
provide services.15 Overall, total IHS program      
funding from Medicaid revenue increased from      
$720 million in 2013 to nearly $810 million in         
2017.20 Some facilities have also pointed to       
positive effects of the Medicaid expansion10. For       
example, in Arizona, one Tribally-operated     
health system reported that about half of visits        
were by patients covered by Medicaid in 2016.11        
Additionally, an Urban Indian Health Program in       
Arizona indicated that its uninsured rate at one        
clinic fell from 85% pre-ACA to under 10%.9 In         
Montana, one study finds that the Medicaid       
expansion improved access to care for AI/ANs       
and allowed facilities broader ability to refer       
patients for services from private providers.5 

 
The states that expanded Medicaid through the       
ACA experienced a decrease in the AI/AN       
uninsured rate at twice that of non-expansion       
states4. Nationwide, from 2013 to 2015,      
Medicaid expansion states saw a decrease in the        
AI/AN uninsured rate from 23% to 15% of the         
population, while non-expansion states  

experienced a significantly smaller decline in the       
AI/AN uninsured rates from 25% to 21%.5  
 
While AI/AN remain significantly more likely to be        
uninsured at a 21.7% uninsured rate compared to        
other U.S. citizens with a 10% uninsured rate, the         
significant decrease in the uninsured rate among       
Medicaid expansion states indicates that     
affordability is a significant barrier in way of        
AI/AN health care access and steps should be taken         
to address these disparities.21  
 
Policy Implications and 
Recommendations  
 
From the research presented we have observed how        
the ACA had varying levels of impact dependent        
on whether a particular state decided to opt into the          
expansion of Medicaid services on the AN/AI       
uninsured rate. On balance, states that opted into        
the Medicaid expansions observed a decrease in the        
AN/AI uninsured rate, accordingly, I propose the       
following policy recommendations: 

1. States should opt into the ACA, with a        
particular obligation set on states with a       
high percentage of AI/AN populations. 

2. The federal government should uphold the      
obligation to AI/AN treaty rights to health       
care services through sufficiently funding     
Indian Health Services, tribally run health      
care services, and urban located facilities. 

Although the policy recommendations presented     
are not exhaustive of the steps necessitated to        
address health outcome disparities among AI/ANs,      
they will assist in filling in the uninsured rate gaps          
between AI/AN populations and other groups in the        
US, as well as facilitate meeting the health care         
needs of AI/AN that are not currently addressed in         
access and affordability of health care services and        
resources.  
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there-specific-plan-options-for-them/  
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