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ABSTRACT 

 

This study uses Medical Expenditure Panel Survey data from 2001 to 2010 to measure the 

differences of utilization, access, and health disparities between whites and the combined group 

of American Indians and Alaska Natives.  Comparing the two groups based on their insurance 

coverage type – private, public, and uninsured – the study finds that insurance coverage increases 

health care utilization and access and that this access has the potential to reduce the gap in health 

disparities between the two sub-populations.  Additionally, the study illustrates that insurance 

status is not the sole predictor of health care access and utilization for American Indians and 

Alaska Natives.  The results show there are still significant access differences among those with 

private and public insurance.   
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Introduction  
 

Health care access for underserved and minority communities has been the center of many policy 

discussions over the last decade, both before and after the passage of the Patient Protection and 

Affordable Care Act (ACA). When the ACA passed in 2010, the law included the permanent 

reauthorization of the Indian Health Care Improvement Act (IHCIA) – one of the laws 

authorizing and improving delivery of health care services to American Indians and Alaska 

Natives (AI/ANs) through the Indian Health Service (IHS) – as well as a number of new 

opportunities to access private and public insurance through new insurance marketplaces. Prior 

to passage of the law, improving access to health care of AI/ANs was of particular interest to 

health policy advocates, tribal leaders, and Congress. However, little data driven research exists 

about specific policy changes that would significantly improve access, utilization, and overall 

health of tribal communities. Despite the lack of research, congressional leaders, federal 

administrators, and advocates worked to improve the quality of and access to health care for 

America’s first peoples through greater insurance coverage for individuals and tribal 

governments, stronger workforce for health clinics, and systemic improvements for the IHS. 

Changes in the new law arise from the general belief that enhancements in the health care 

system will result in better care, greater access, and decreased disparities between AI/ANs and 

their white counterparts. However, in the last decade, few comprehensive studies have been 

conducted to directly measure health access, utilization of services, and the effects of both of 

these on health disparities among AI/ANs relative to other groups. This analysis seeks to begin 

filling the gap in econometric research and to test whether a significant statistical difference 
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exists between access to and utilization of health care services among AI/ANs and their White 

counterparts. 

The following study attempts to narrate the health care experience of AI/ANs and answer 

three primary questions. First do differences in utilization of and access to health care services 

exist between AI/ANs and Whites?  Second, do these differences arise from insurance status – 

between privately and publicly insured and uninsured individuals?  Lastly, does insurance status 

affect access to and use of a Usual Source of Care (USC)?   

Motivation and Justification for Analysis 
 

A common misconception currently exists that AI/ANs have insurance and receive free health 

care from the government. As with most misunderstandings, this one starts with a kernel of truth. 

Treaties signed between tribal governments and the federal government guarantee health care for 

all AI/ANs. Often, these treaties promised health care and education for citizens and descendents 

for “as long as the grass grows and the water flows” in exchange for tribal homelands. The IHS 

serves as the federal agency that fulfills the federal government’s commitment regarding health 

care to tribal governments and citizens (Calloway, 2011).  A number of federal investigations 

and qualitative studies have shown that IHS does not always provide an adequate or reliable 

source of care.
a
 

Though the IHCIA includes many provisions that seek to improve the IHS system, 

Congress sought to ensure that the ACA provided multiple opportunities and protections for 

AI/ANs seeking health care services. In doing so, Congress provided new opportunities for 

                                                 
a
 The Government Accountability Office has conducted numerous studies to illustrate the need for additional 

funding and services at IHS facilities. Access to the most recent work can be found using this citation. United States 

Government Accountability Office. (2005 31-August). Indian Health Service Health Care Services Are Not Always 

Available to Native Americans. Washington, DC, United States of America. 
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AI/ANs to enroll in private and public insurance. The law seeks to change the current enrollment 

in hopes that it will increase the probability of accessing care. Currently, only a fraction of 

AI/ANs have access to private insurance through employers or unions, and consequently, can 

benefit from public insurance programs like Medicaid. In 2010, the Office of Minority Health 

within the Department of Health and Human Services reported that 41 percent of AI/ANs had 

private health insurance coverage, while 36.7 percent relied on Medicaid coverage and 29.2 

percent had no coverage at all (U.S. Department of Health & Human Services, 2013). 

Recently Congress passed the ACA and IHCIA to improve access to health care for all 

Americans, to end abuse of the private insurance industry, and to encourage regular access to 

medical professionals by making care more affordable and exempting preventative care from 

cost-sharing (U.S. Department of Health & Human Services, 2013).  In addition to these 

provisions, AI/ANs are eligible for a number of other protections and incentives to expand 

insurance coverage. Under the law, AI/ANs with incomes less than 138% of the poverty line will 

qualify for Medicaid.
b
 This means that nearly half of all uninsured AI/ANs would qualify for 

Medicaid (Center on Budget and Policy Priorities, 2012). The new law also provides individual 

AI/ANs with increased access to private insurance through the new insurance marketplace 

premium and cost-sharing subsidies, as well as collectively through tribal governments, who can 

now purchase private insurance more easily for tribal employees and citizens without risking 

additional tax penalties.  

                                                 
b
 In states that choose to expand Medicaid to 138% of the poverty line.  This will differ across the nation because the 

Supreme Court ruled in 2011 that the federal government could not require that states enroll all eligible individuals 

by withholding current Medicaid funding. 
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Given the effort to expand private and public insurance to currently uninsured AI/ANs, 

an examination of the differences in health care access across insurance statuses proves timely 

The questions I proposed above will examine whether private and public coverage increases 

utilization of and access to health care services and a USC. If the results of my questions 

illustrate that access to private and public insurance increase access to care in comparison to 

Whites who are similarly insured, then new policies in the ACA are likely to improve the health 

and wellness of AI/ANs through greater access to all types of insurance. 

Institutional Background and Literature Review  
 

The study of health care access for AI/ANs has been a field of interest for policymakers, 

advocates, and tribal leaders for decades.  However, academic interest in studying AI/ANs lags 

behind in comparison to other underserved communities. A number of barriers and obstacles 

contribute to the lack of interest, including a lack of nationally representative data, 

underrepresentation of AI/ANs in the research field, and complex systems of health care 

available to AI/ANs. Yet the trust relationship between the federal government and tribal 

governments requires more research and oversight in the health and education status of the 

subgroup, because federal funding is committed annual to provide direct services. Prior to 

reviewing the results of this study, it is important to review current research of AI/ANs, the 

Indian Health Service, and the most recent policy changes to the health system. 

Institutional Background 
 

As discussed above, AI/ANs and their respective governments have a unique relationship 

with the United States government, often referred to as the federal trust responsibility. This 
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relationship arose from nearly 200 treaties negotiated between tribal leaders and federal agents 

for cession of land in exchange for goods and services. Since the establishment of this 

relationship, it has been interpreted in many ways — particularly in the delivery of health care 

and education as described as above.  

Demographics 

Despite the guarantee of services in exchange for thousands of acres of lands, the United 

States government has consistently failed to deliver those services promised so many years ago. 

The 2010 Census showed that there are 5.2 million AI/ANs – almost 2% of the total U.S. 

population. Of these self-identified AI/ANs, 22% of them live in Census-identified American 

Indian or Alaska Native Village Statistical Areas, which are mostly geographically isolated or 

rural (United States Census Bureau, 2011). The Census also reports the average age and income 

of the AI/AN population as 29 years old and $35,062 respectively. Results show that 

approximately 28% of the population lived in poverty in 2010, significantly higher than the rest 

of the population at 15% (United States Census Bureau, 2011).  The combined rates of 

geographic isolation, chronic poverty, and the young average age of the population indicate that 

there is policy work left to do.   

Culture 

 AI/ANs continue to practice traditional lifestyles, including hunting, arts, and language. 

The difference in culture, however, extends beyond language to include belief systems as well. 

Culturally, AI/ANs often do not follow the western system of individual ownership, medicine, or 

familial relationship. Most important to this analysis is the hesitation to participate in western 

medicine. Some of this reluctance results from western medicine’s cultural insensitivity to 
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AI/AN belief systems, including power balances between men and women, bodily functions, and 

sacred bodies (Corbin, 2010). Mistrust of western medicine may play a role in health care access 

and utilization, but authors have not addressed it in previous articles.  

Indian Health Service 

 The IHS is an agency within the Department of Health and Human Services that delivers 

health care service to tribal citizens and communities. IHS seeks to “assure comprehensive, 

culturally acceptable personal and public health services are available and accessible to AI/AN 

people.” (Indian Health Service, 2012b). IHS serves approximately two million AI/ANs through 

a complex health system comprised of IHS direct service facilities, tribally-run health programs, 

and urban Indian health centers. The system comprises 44 hospitals, 326 health centers, 166 

Alaska Village Clinics and 115 health stations (Indian Health Service, 2012a).
 
 

However, this complex system, like most government-run operations, is fraught with 

management issues, most of which can be linked to poor funding, failed oversight, and 

antiquated infrastructure. The inadequate funding to IHS makes access to primary, and especially 

special care, very difficult. To illustrate this, there is a famous saying among AI/ANs “Don’t get 

sick after July,” because AI/ANs often cannot access necessary care in the fourth quarter of the 

federal fiscal cycle due to dwindling federal appropriations. Comparing per capita costs of IHS 

and other health systems illustrates the chronic underfunding more pointedly.  IHS spends 

significantly less per capita – approximately $2,741, while others spend $7,239.
3
 Though lack of 

funding cannot account for every issue, it certainly plays a role in access to care for tribal 

citizens, who suffer from some of the worst health issues, including disproportionally high rates 

of type two diabetes, heart disease, and substance abuse.  
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Indian Health Services – Eligibility and Health Service Areas 

 IHS serves as the primary health care provider in tribal communities and some 

metropolitan cities, such as Denver, Sacramento, and Phoenix. Generally, IHS facilities only 

serve AI/ANs. Its patient population includes individuals who are enrolled in or descend from a 

federally recognized tribe.  In addition to his/her status as a tribal member, each patient must live 

within a Health Service Area or Contract Health Service Area in order to receive services 

(National Congress of American Indians, 2009). The federal government determines these areas, 

and those living outside service areas do not have access to the facility even if they once did. 

This distinction must be noted, as studies by other researchers often neglect this variable, and it 

negates the belief that simply being Indian suffices to access health services through IHS.  

Access to Insurance 

Researchers often study access to health care as well. In the 2010 Census, 29% of 

AI/ANs reported that they did not have insurance (United States Census Bureau, 2011).  

Extremely high rates poverty levels and unemployment plague tribal communities. These two 

factors, combined with geographic isolation from regular health care facilities, compound the 

ability of AI/ANs to adequately access health care facilities outside of the IHS system.  

Utilization of Care 

Low rates of insurance coverage result in reduced access to and utilization of care, which 

is further compounded by the fact that many AI/ANs live in medically underserved areas.  In an 

effort to ameliorate these effects, recent health care reform seeks to recruit more physicians by 

making travel expenses reimbursable through IHS. Prior to the law, few opportunities existed to 
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recruit physicians to IHS facilities. Now, however, they can partner with the National Health 

Service Corps, in addition to loan repayment programs, to bring in recent medical school 

graduates to fill chronic provider shortages. Additionally, IHS can now reimburse the travel 

expenses of those patients who suffer from chronic illnesses, which addresses a need in tribal 

communities, as some reservation clinics are two or more hours from the communities. For this 

change to be truly effective, it will likely require additional funding from Congress and careful 

consideration by local medical review boards, who oversee disbursements for specialty care. 

However, because of the current stalemate of the federal budget, patients are unlikely to see 

sizable reimbursements in the future. 

Literature Review 
 

Research specific to AI/ANs does not exist in the same quantities as it does for other 

populations due to a number of reasons, including lack of specific and relevant data, smaller 

overall population, and fewer culturally sensitive researchers. Articles on health care access 

prove even more difficult to find because of the persistent and erroneous belief that all AI/ANs 

have open access to IHS clinics, centers, and hospitals. Additionally, access proves difficult to 

measure because it does not rely solely on health insurance. Researchers have tackled each 

topical area for AI/AN and identified obstacles to health care services. 

Access to health services has been studied a number of ways. Authors have examined the 

simple utilization of any health care service and health disparities. In Corbin’s unpublished 

Master’s Thesis, Corbin (2010) identifies a number of barriers that AI/ANs experience when 

trying to access health care services. Generally, she finds that subsets of the population struggle 

with differing issues including income, geographic isolation, chronic federal underfunding, 
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cultural differences, and dual use of other government-funded programs, such as the Veterans’ 

Health Administration (Corbin, 2010). 

Authors have also measured access differences for AI/AN veterans. Kramer, et al (2009) 

find that AI/AN women utilize VHA for supplementary services and IHS for basic primary care. 

The authors attribute this use to the relative expertise at and availability of IHS facilities. While 

IHS provides all services without any premium costs, VHA requires minimum co-pays and other 

costs for each additional service. However, IHS cannot provide specialized care, such as 

behavioral health services, that VHA can provide to veterans, which might account for the 

differences in utilization of the two systems (Kramer et al., 2009).  

A few studies have also provided an analysis of American Indians’ and Alaska Natives’ 

use of hospitals and other medical facilities. Using IHS patient data from California, Korenbrot, 

Ehlers, and Crouch (2003), show a higher rate of hospitalizations for AI/ANs than for the non-

Indian general population. The authors hypothesize that these hospitalizations result from a lack 

of primary care access in a state with no IHS direct-service facilities and only a few tribal 

facilities, none of which are hospitals (Korenbrot, Ehlers, & Crouch, 2003).   

However, research has not been conducted to determine if IHS plays a critical part of 

health care delivery in this state or others. Using data from the 1997 and 1999 National Survey of 

America’s Families, Zuckerman, Haley, Roubideaux, and Lillie-Blanton (2004) find that though 

IHS plays a critical role in providing services to AI/ANs with insurance, it is more important for 

those without insurance. It also finds that IHS fills a vital role in communities where tribal 

governments operate the facilities (Zuckerman, Haley, Roubideaux, & Lillie-Blanton, 2004).  
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Previous studies have measured access solely by examining insurance coverage, but 

research for this sub-population indicates that geographic isolation and availability of services 

play a significant role in the use of IHS facilities. One study conducted by Probst, Moore, 

Glover, and Samuels (2004) finds that 92% of counties with a majority of AI/ANs lack qualified 

health providers. This severely limits services to primary care and prenatal care as determined by 

the study. Additionally, the authors identify a number of opportunities to improve the situation:  

increased data analysis, better understanding of disparities, and cooperation of policy, practice 

and research in the field (Probst, Moore, Glover, Samuels, 2004).  

Other authors have challenged the traditional measures of health care access and 

utilization, mainly to broaden the definition to include more than traditional doctor-patient visits. 

Fortney, et. al (2011) make a case to expand the definition of access from simple utilization and 

access to health insurance to any communication between clinical staff and patients. Their 

proposed definition would include tele-health, phone conversations, and internet access. 

However, due to inadequate access to broadband in tribal communities and lack of funding for 

such infrastructure IHS cannot provide the same services (Fortney, Burgess Jr., Bosworth, 

Booth, & Kaboll, 2011). Though these measures are not included in the dataset employed in this 

analysis, a broader definition of utilization may be enlightening in future studies as demands on 

the health system increase and telecommunication infrastructure grows in tribal communities. 

Johnson, Thiede Call, and Davern (2010) conducted several short analyses to determine 

the federal datasets that best represent tribal communities and their access to health care. Their 

study compares the results of uninsured rates from three different data sources: Current 

Population Study (CPS), National Health Interview Survey, and Medical Expenditure Panel 
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Survey (MEPS). Their findings show that the different sources produce substantially different 

data results for the same population. The authors recommend different sources depending on the 

dependent variable of choice. Most interestingly, they note the significant restrictions that 

sampling can cause for underrepresented communities and note that the CPS is more inclusive in 

terms of identifying AI/ANs (Johnson, Blewett, Thiede Call, & Davern, 2010). This research 

proved instrumental in the decision to use MEPS data in this analysis. 

By reviewing just a few of the studies described above, it becomes  apparent that 

utilization differences exist among AI/ANs and Whites, and that these differences could be based 

on a number of variables including income, health insurance coverage, distance to facilities, and 

eligibility for secondary health care systems. Because of the recent changes in national health 

policy, this analysis attempts to particularly examine the differences of utilization and access 

based on health insurance status. 

Methodological Approach and Underlying Conceptual Model 
 

The probability that an individual accesses a particular health service is a function of education 

(xe), income (xi), health (xh), distance to USC (xd) and other sociodemographic characteristics 

(xs). A binary variable indicates that the respondent is AI/AN with private insurance, public 

insurance, or no insurance at all. Using these variables I estimate linear probability models 

specified as  

Yi = β0+ β1xe+ β2xi + β3xs + β4xd + β5xh + β6 AIAN + µ 

where β0, β1, β2, β3, β4, and β5 are vectors of corresponding coefficients and µ is a residual. The 

most critical measurement of this study is the estimated coefficient β6, which indicates the 
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propensity of AI/ANs to use health service Y, relative to Whites with private or public insurance 

or those who are uninsured given other characteristics specified in the equation above. 

Data 
 

To complete the analysis as described above, I used a compilation of data from the Medical 

Expenditure Panel Survey (MEPS) from the years 2001 to 2010. A panel survey that collects 

data on the specific health services that Americans access, MEPS measures how frequently 

individuals’ access health services, how much they pay for those services, and how they pay for 

them. It also collects data on the cost, scope, and variety of health insurance held by and 

available to employed individuals. MEPS provides specific variables relevant to the analysis of 

access to health insurance for AI/ANs including necessary demographic information, distance 

from the provider, type of insurance coverage, level of education, and income status. 

The MEPS has two components: the Household Component and the Insurance 

Component. The full Household Component data from 1996-2010 is publicly available on the 

MEPS website, as is the codebook. The Household Component surveys a sub-sample of the 

previous year’s National Health Interview Survey to ask more in-depth questions. In order to 

develop a sample size large enough to compare AI/ANs (which range between 200 and 300 data 

points in each year) to white individuals, I compiled data from 2001 to 2010. Using this many 

years – and nearly 3,500 data points – allows any findings to be generalizable for the population 

as a whole.  

The analysis uses six variables to measure health care utilization for each insured 

subcategory AI/ANs. These measures include (1) received medical care when needed, (2) 

scheduled a medical appointment when wanted, (3) dental care visit, (4) medical office visits, (5) 
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hospital discharges, and (6) emergency room visits. Using the same equation with the following 

three dependent variables I measure access to care, (1) identified USC, (2) go to USC for 

preventative care, and (3) go to USC for referrals.  

Control variables in each model include education and income levels, employment and 

marriage status, and sex and age. In order to measure the difference between AI/ANs and 

Whites, I stratified the samples. Using three identifiers, I created three separate subcategories of 

AI/ANs with private insurance, public insurance, and those that were uninsured. This binary 

variable evaluates the propensity of AI/AN in comparison to Whites who are similarly insured.  

Results 
 

Table I presents demographic statistics used in each analysis. In reviewing the demographic 

information on the following page, it appears that AI/ANs who have private insurance coverage 

are far less likely to have some college or a four-year degree.  Those enrolled in public insurance 

are also less likely to have graduated from high school, go to college, or earn a four-year degree, 

while those without insurance are less likely than Whites to have a four-year degree. On average, 

AI/ANs of all insurance statuses experience greater poverty and are far less likely to be in the 

high income level than their White counterparts with the same insurance coverage. Additionally, 

insured and uninsured AI/ANs experience lower rates of marriage and widowhood.  

 Table II further describes the data set by describing the differences between the health 

statuses of AI/ANs and their White counterparts. This table shows AI/ANs with any type of 

insurance – private or public – coverage experience lower rates of hypertension and heart disease 

diagnoses, while those without insurance experience higher rates than Whites. Conversely, it also 

shows that insurance coverage does not impact the difference in diabetes or asthma diagnoses.  
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Perhaps most telling is that AI/ANs with private insurance overwhelmingly report that their 

health is good, very good, or excellent, more often than their White counterparts. This might 

indicate that AI/ANs who are privately insured are in better overall health than Whites. Yet,  

Table I:  Demographic Statistics of AI/ANs and Whites Across Insurance Statuses 

Variable Descriptions 

Privately 

Insured 

AI/ANs 

Privately 

Insured 

Whites 

Publicly 

Insured 

AI/ANs 

Publicly 

Insured 

Whites 

Uninsured 

AI/ANs 

Uninsured 

Whites 

Education 
      

Proportion graduated 

high school 
0.248 0.239 0.144** 0.161 0.288** 0.258 

 
(0.011) (0.001) (0.010) (0.001) (0.017) (0.002) 

Proportion with some 

college 

0.158*** 0.186 0.057* 0.068 0.123 0.123 

(0.010) (0.001) (0.007) (0.001) (0.012) (0.002) 

Proportion with 4 year 

degree 

0.077*** 0.133 0.008*** 0.024 0.029*** 0.044 

(0.007) (0.001) (0.003) (0.001) (0.006) (0.001) 

       Income Level 
      

Proportion who fall in the 

poor category 

0.122*** 0.052 0.508*** 0.426 0.366*** 0.270 

(0.001) (0.001) (0.014) (0.002) (0.018) (0.002) 

Proportion who fall in the 

near poor category 

0.001*** 0.030 0.114 0.121 0.089 0.097 

(0.000) (0.000) (0.009) (0.001) (0.010) (0.001) 

Proportion who fall in the 

low income category 

0.002*** 0.121 0.212 0.223 0.237 0.253 

(0.000) (0.001) (0.012) (0.002) (0.016) (0.002) 

Proportion who fall in the 

middle income category 

0.004*** 0.357 0.146*** 0.170 0.237*** 0.275 

(0.000) (0.001) (0.010) (0.002) (0.016) (0.002) 

Proportion who fall in the 

high income category 

0.003*** 0.440 0.020*** 0.060 0.071*** 0.105 

(0.000) (0.001) (0.004) (0.001) (0.009) (0.001) 

       Marital status, sex, and age 
      

Proportion married 0.409*** 0.500 0.156*** 0.214 0.332*** 0.406 

 
(0.013) (0.001) (0.010) (0.002) (0.017) (0.002) 

Proportion widowed 0.024*** 0.038 0.059*** 0.095 0.028* 0.019 

 
(0.004) (0.000) (0.007) (0.001) (0.006) (0.001) 

Proportion divorced 0.078 0.073 0.095*** 0.075 0.115** 0.095 

 
(0.007) (0.001) (0.008) (0.001) (0.012) (0.001) 

Proportion separated 0.017*** 0.010 0.024 0.020 0.041* 0.030 

 
(0.003) (0.000) (0.004) (0.001) (0.007) (0.001) 

Proportion female 0.526* 0.509 0.541** 0.567 0.430*** 0.466 

 
(0.013) (0.001) (0.014) (0.002) (0.018) (0.002) 

Age 41.190 45.692 47.364 53.973 35.992 36.903 

 
(14.232) (16.558) (20.755) (21.721) (12.131) (12.788) 

 

Sample Size 

 

1447 

 

150865 

 

1219 

 

61176 

 

751 

 

43966 

Source:  Author’s calculations using the Medical Expenditure Panel Survey for years 2001-2010. Standard errors are 

presented in parentheses. 

* Statistically different from white counterpart at the .10 level, two-tailed test. 

** Statistically different from white counterpart at the .05 level, two-tailed test. 

*** Statistically different from white counterpart at the .01 level, two-tailed test. 
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Table II:  Health Characteristics of AI/ANs and Whites Across Insurance Statuses 

Variable Descriptions 

Privately 

Insured 

AI/ANs 

Privately 

Insured 

Whites 

Publicly 

Insured 

AI/ANs 

Publicly 

Insured 

Whites 

Uninsured 

AI/ANs 

Uninsured 

Whites 

Health Characteristics 
      

Average BMI  28.815 27.328 28.153 28.041 28.317 27.451 

 
(6.396) (5.739) (7.126) (6.81) (6.062) (5.91) 

Proportion with 

Hypertension 

0.178* 0.193 0.174*** 0.216 0.160*** 0.110 

(0.010) (0.001) (0.011) (0.002) (0.013) (0.001) 

Proportion with diabetes 0.083*** 0.052 0.096* 0.083 0.075*** 0.037 

 
(0.007) (0.001) (0.008) (0.001) (0.010) (0.001) 

Proportion with asthma 0.100* 0.088 0.153*** 0.112 0.071** 0.054 

 
(0.008) (0.001) (0.010) (0.001) (0.009) (0.001) 

Proportion with heart 

condition 

0.019*** 0.027 0.038*** 0.049 0.023*** 0.010 

(0.004) (0.000) (0.005) (0.001) (0.005) (0.000) 

       
Perceived Health Status 

      
Excellent 0.326*** 0.019 0.084*** 0.266 0.248* 0.270 

 
(0.012) (0.000) (0.008) (0.002) (0.016) (0.002) 

Very Good 0.296*** 0.068 0.129 0.135 0.205*** 0.286 

 
(0.012) (0.001) (0.010) (0.001) (0.015) (0.002) 

Good 0.262*** 0.231 0.304*** 0.275 0.344*** 0.305 

 
(0.012) (0.001) (0.013) (0.002) (0.017) (0.002) 

Fair 0.092*** 0.330 0.185*** 0.135 0.153*** 0.107 

 
(0.008) (0.001) (0.011) (0.001) (0.013) (0.001) 

Poor 0.023*** 0.351 0.298*** 0.066 0.047*** 0.025 

 
(0.004) (0.001) (0.013) (0.001) (0.008) (0.001) 

       
Sample Size 1447 150865 1219 61176 751 43966 

 

Source:  Author’s calculations using the Medical Expenditure Panel Survey for years 2001-2010. Standard errors are 

presented in parentheses. 

* Statistically different from white counterpart at the .10 level, two-tailed test. 

** Statistically different from white counterpart at the .05 level, two-tailed test. 

*** Statistically different from white counterpart at the .01 level, two-tailed test. 
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Table III:  Forms of Transportation and Times to Usual Source of Care for AI/ANs and 

Whites Across Insurance Statuses 

Variable Descriptions 

Privately 

Insured 

AI/ANs 

Privately 

Insured 

Whites 

Publicly 

Insured 

AI/ANs 

Publicly 

Insured 

Whites 

Uninsured 

AI/ANs 

Uninsured 

Whites 

Form of Transportation to 

Usual Source of Care (USC)       

Proportion that drives 0.451*** 0.515 0.238 0.248 0.305*** 0.241 

 
(0.013) (0.001) (0.012) (0.002) (0.017) (0.002) 

Proportion that is driven 0.220*** 0.193 0.439** 0.412 0.142*** 0.101 

 
(0.011) (0.001) (0.014) (0.002) (0.013) (0.001) 

Proportion that uses taxi, 

bus, or other public 

transportation 

0.015** 0.009 0.060 0.059 0.028* 0.019 

(0.003) (0.000) (0.007) (0.001) (0.006) (0.001) 

       
Time it Takes to Get to 

USC       

Less than 15 Minutes 0.371 0.377 0.417*** 0.361 0.248*** 0.177 

 
(0.013) (0.001) (0.014) (0.002) (0.016) (0.002) 

15 to 30 Minutes 0.237*** 0.279 0.268*** 0.302 0.185*** 0.148 

 
(0.011) (0.001) (0.013) (0.002) (0.014) (0.002) 

31 to 60 Minutes 0.057 0.060 0.079 0.076 0.041 0.038 

 
(0.006) (0.001) (0.008) (0.001) (0.007) (0.001) 

61 to 90 Minutes 0.019*** 0.006 0.015* 0.010 0.009 0.006 

 
(0.004) (0.000) (0.003) (0.000) (0.004) (0.000) 

       
Sample Size 1447 150865 1219 61176 751 43966 

 

Source:  Author’s calculations using the Medical Expenditure Panel Survey for years 2001-2010. Standard errors are 

presented in parentheses. 

* Statistically different from white counterpart at the .10 level, two-tailed test. 

** Statistically different from white counterpart at the .05 level, two-tailed test. 

*** Statistically different from white counterpart at the .01 level, two-tailed test. 

 

those without insurance report their health status to be poor or fair more often than White 

uninsured respondents.  Collectively, these results illustrate a likely direct link between health 

insurance, likely utilization of health service, and health outcomes.  Notably, AI/ANs without 

insurance report poorer health than Whites, while those with insurance report having better 

health. 
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 Table III describes the type of transportation and the travel time required to visit a USC. 

Results show that AI/ANs of all insurance types are statistically more likely to be driven to their 

USC than White counterparts. Unexpectedly, however, the uninsured are more likely to drive to 

their USC than similarly uninsured Whites. Interestingly, more privately and publicly insured 

AI/ANs travel further distances than their White counterparts. This may indicate AI/ANs do not 

use local IHS facilities or that travel to an in-network physician requires longer travel times and 

IHS facilities are not included in their insurance network. 

Table IV:  Adjusted utilization rates for all types of insured AI/ANs compared to Whites of 

similar insurance status 

 
Privately Insured AI/AN Publicly Insured AI/AN 

Uninsured 

AI/AN 

Got care when needed 0.0001 0.048 -0.233*** 

 
(0.054) (0.061) (0.096) 

Got medical appointment when wanted -0.048 0.008 -0.125** 

 
(0.038) (0.050) (0.072) 

Dental care visit -0.075 -0.026 -0.184** 

 
(0.065) (0.084) (0.100) 

Medical office visit -0.005 0.191** -0.584*** 

 
(0.078) (0.103) (0.122) 

Hospital discharge -0.021 0.055*** -0.059** 

 
(0.018) (0.023) (0.027) 

Emergency room visit 0.027 0.226*** 0.151*** 

  (0.025) (0.032) (0.038) 

 

Source:  Author’s calculations using the Medical Expenditure Panel Survey for years 2001-2010. Standard errors are 

presented in parentheses. 

* Statistically significant at the .10 level, two-tailed test. 

** Statistically significant at the .05 level, two-tailed test. 

*** Statistically significant at the .01 level, two-tailed test. 

 

Table IV details the results of the linear probability estimates for utilization rates of all 

insured types of AI/ANs. Results of this model show that AI/ANs who are publicly insured are 

5.5 percentage points more likely than Whites to be discharged from a hospital and 22.6 
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percentage points more likely to go to the emergency room. As might be expected, uninsured 

AI/ANs are generally less likely to utilize any type of health service. Specifically, uninsured 

AI/ANs are 23.3 percentage points less likely to get care when needed, 58.5 percentage points 

less likely to get a medical appointment, and 15.1 percentage points more likely to go to the 

emergency room. Though this proves that access to insurance makes it more likely for AI/ANs to 

utilize health care, estimates provided also show that those who are uninsured show the need for 

greater insurance access. At the lower statistically significant level, AI/ANs without insurance 

follow a similar pattern. They are less likely to get a medical appointment, visit a dentist, or be 

discharged from a hospital at 12.5, 18.5, and 5.9 percentage points respectfully. These results  

Table V:  Adjusted rates of access for all types of insured AI/ANs in comparison to Whites 

with similar insurance status 

 

Have a Usual Source of 

Care (USC) 

Go to USC for 

Preventative Care 
Go to USC for Referrals 

Privately Insured AI/AN 0.069*** 0.008 0.003 

 
(0.013) (0.006) (0.006) 

Publicly Insured AI/AN 0.135*** -0.002 -0.002 

 
(0.018) (0.008) (0.008) 

Uninsured AI/AN -0.069*** -0.008 0.005 

 
(0.017) (0.009) (0.010) 

 

Source:  Author’s calculations using the Medical Expenditure Panel Survey for years 2001-2010. Standard errors are 

presented in parentheses. 

* Statistically significant at the .10 level, two-tailed test. 

** Statistically significant at the .05 level, two-tailed test. 

*** Statistically significant at the .01 level, two-tailed test. 

 

follow those presented in Table V, illustrating that uninsured AI/ANs are 6.9 percentage points 

less likely than Whites to have a USC, while those with insurance are statistically significantly 

more likely than Whites to have a USC. 
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Policy Implications and Limitations 
 

The findings above support the efforts of Congress to expand access to private and public 

insurance through insurance marketplaces and Medicaid Expansion, but do not go so far as to 

confirm that full implementation of the law will substantively increase utilization of and access 

to health services. Though the results indicate that uninsured AI/ANs experience lower rates of 

utilization and access to health services in comparison to uninsured Whites, they do not show 

statistically significant increases for those with private insurance. It does appear that publicly 

insured AI/ANs access emergency services and hospitals more often, illustrating that they are 

using basic care. Yet, these practices do not lend themselves to building rapport with a USC. 

However, this concern may be negated by the later finding that AI/ANs who are publicly insured 

have better access to a USC. Conversely, the differing findings might indicate that publicly 

insured AI/ANs experience varying utilization and access rates at each extreme, inevitably 

leaving some to fall through the gaps. Additionally, the Supreme Court’s decision to strike down 

the requirement that states expand Medicaid to include families up to 138% of the poverty line 

could seriously affect the successful enrollment of AI/ANs, therefore impacting their access to 

health care services that could prevent future widening in common health disparities such as 

diabetes, hypertension and asthma.  

Most importantly, the findings show that private and public insurance are not the end all 

to solve the disparity between AI/ANs and Whites in accessing the health care system. However, 

they do highlight some of the weaknesses of this analysis and opportunities for future research. 

This particular analysis only analyzes an individual’s use of certain health care services and 
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identification of a USC. A stronger analysis would tie together individual utilization and access 

with characteristics of local health facilities and hospitals.  An analysis of this type would have 

provided a greater picture of the needed policy changes at both an individual level and a systemic 

level necessary to increase overall utilization. The ACA does make significant changes and 

investments in adopting new practices in health facilities that are not evaluated here and might 

explain more clearly the utilization and access disparities between AI/ANs and Whites.  

Additionally, these findings may have shown more statistically significant differences, 

and applied more generally to tribal communities, if connected to IHS data. Specifically, if the 

data could conclude which AI/ANs could reasonably use IHS facilities in their communities.  If 

available, a researcher could evaluate differences among AI/ANs, or could conduct a similar 

analysis and evaluate the effectiveness of IHS in filling the gap in utilization and access to health 

services.  

Other limitations to this study should also be noted for future research as it applies to the 

majority of datasets. First, the identification of AI/ANs is through self-attestation. This could 

mean that individuals could identify as AI/AN but not qualify for the IHS or some of the 

exemptions under the law, because they are not members of a federally recognized tribe or live 

in a service area served by IHS. Though collecting this information would help clarify studies 

similar to this one, no federal or national datasets currently exists to verify the status of AI/ANs 

as members of federally recognized tribes, so this will continue to present problems for 

researchers. Second, though the sample used in the study is large enough to produce statistically 

significant results, it is still less than 5,000 observations. Researchers may use the smaller sample 

size to question the ability to generalize the results in the future. On the other hand, this sample is 
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large given that typical databases do not provide samples larger than five hundred AI/AN 

observations.  

Conclusions and Suggestions for Future Research 
 

As hypothesized, a statistically significant difference exists in the rates of utilization and access 

to health care services between AI/ANs and Whites who are similarly insured. Moreover, this 

research shows that insurance can decrease these differences and that Congress should seek out 

opportunities to widen the net for public and private insurance enrollment for AI/ANs. Despite 

these findings, the results do not specifically indicate that private or public insurance would 

completely resolve the disparity between AI/ANs. This suggests that other differing 

characteristics affect health access inequities and future research is necessary.  

 Future research should include a variable to measure IHS eligibility, as well as access to 

those services as an independent variable. It is likely that the IHS plays a significant role in 

closing the gap, but measuring its role will require linking MEPS, or some other national health 

database, with IHS service areas and services offered. Regardless of the role that IHS plays in 

filling the gap, it is not the absolute solution to alleviating these health access and disease 

disparities. It will require a full overload of the system, greater preventative care, and more 

sustainable health providers in tribal communities.   

In considering evaluating the role of IHS in closing the gap, policymakers must look 

holistically for solutions that will provide adequate services to tribal citizens. Other research has 

shown that characteristics of local facilities play a role in access to and utilization of health 

services. For example, a clinic that is known to have longer wait times, inconsistent treatment, 

and inadequate equipment is not nearly as desirable as one that delivers better customer service. 



 

22 

 

Qualitative research has shown that IHS struggles to provide satisfactory customer service, 

however the IHCIA attempts to improve the system by providing greater revenue sources and 

new demonstration projects. As implementation of this law moves forward, it will grow 

increasingly important to validate the role IHS plays in the health access of AI/ANs. 

In addition, future research might consider the role that increased access to health 

services plays in decreasing the health disparities experienced in many tribal communities. This 

study did not incorporate an analysis of how access can improve health status, but this analysis, 

combined with the access question, could further explain the need to increase access to a USC 

and regular use of health care services.  

This analysis contributes to the conversation, but only touches the tip of a larger 

mountain that must be explored as the ACA goes into full implementation on January 1, 2014, 

and as health systems adapt to cope with greater demand. It will be critical that these changes are 

evaluated to ensure that underserved communities, such as AI/ANs, do not fall behind and gaps 

do not widen.    
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