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Regional Differences In Coverage
Among American Indians And
Alaska Natives Before And After
The ACA

ABSTRACT Understanding regional variation in the effect of the Affordable
Care Act (ACA) on health insurance coverage among vulnerable
populations such as American Indian and Alaska Native adults has
important policy implications. We used American Community Survey data
for the period 2010–17 to examine unadjusted trends in health insurance
coverage among American Indians and Alaska Natives across ten US
regions. In each region we also used multivariate regression to evaluate
the effects of the ACA on insurance coverage among American Indians
and Alaska Natives and differences in effects between that group and
non-Hispanic whites. In the West we observed significant improvements
in public insurance among American Indians and Alaska Natives, and
disparities compared to non-Hispanic whites were reduced following the
ACA. Although there were unadjusted increases in insurance coverage
across most regions, regression analyses suggested that there were no
significant post-ACA changes in public or private health insurance
coverage among American Indians and Alaska Natives in the Oklahoma,
Bemidji, or Alaska regions. In sum, health insurance among American
Indians and Alaska Natives increased after the ACA, but improvements
were not consistent across regions. More attention is needed to improve
insurance coverage among American Indians and Alaska Natives in
midwestern regions.

H
ealth disparities between Amer-
ican Indians and Alaska Natives
and non-Hispanic whites are
well documented.1,2 American
Indians and Alaska Natives have

some of the highest rates of poverty, illness, and
death among racial/ethnic groups in the United
States.3,4 The factors that contribute to these
health disparities are complex. Health care ac-
cess among American Indians and Alaska Na-
tives is one important factor that is largely mis-
understood.
Compared to non-Hispanic whites, American

Indians and Alaska Natives are less likely to re-
port having health care coverage or a provider.5

There aremany barriers to health insurance cov-
erage for them, including low employment rates
and low trust in health care institutions.6,7 Prior
estimatesof uninsurance rates in this population
have ranged between 18 percent and 35 percent,
and differences by region have not been ex-
plored.8 Despite evidence of poor access, a com-
mon misunderstanding persists that the Indian
Health Service (IHS), the federally funded sys-
temof clinics andhospitals forAmerican Indians
and Alaska Natives, meets their health care
needs and fills insurance coverage gaps. Howev-
er, the majority of American Indians and Alaska
Natives live in urban areas not served by the
IHS.9,10 Furthermore, the IHS is not a health in-
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surance program and is severely underfunded.11

Per capita spending for the IHS in 2014 was
$3,107 compared to $8,097 per person for health
care spending nationally.12 Because of this
underfunding, public and private health insur-
ance coverage has been increasingly viewed as
necessary to improve American Indian and
AlaskaNative health care access.However,many
barriers have prevented American Indians
and Alaska Natives from obtaining health insur-
ance, including stigma, controversy about par-
ticipating in government-funded programs,
limited and culturally insensitive outreach, and
burdensome enrollment and eligibility require-
ments.13–17

The Affordable Care Act (ACA) is a potential
avenue to improve American Indian and Alaska
Native health care access via public insurance.
In states that expanded eligibility for Medicaid
under the ACA, American Indians and Alaska
Natives whose incomes meet eligibility guide-
lines can enroll in the program. This has the
potential to improve access to health care ser-
vices for this population and improve funding
for IHS facilities through increased Medicaid-
generated revenue.18 The ACA also included pro-
visions to overcome enrollment barriers. For
example, Section 2901c of the ACA made IHS
facilities “express lane” agencies to simplify
Medicaid enrollment for American Indians and
Alaska Natives.
The ACA also included provisions for Ameri-

can Indians and Alaska Natives that have the
potential to increase their rates of private health
insurance coverage. Specifically, American Indi-
ans and Alaska Natives are allowed to enroll in
private insurance plans through state or federal
Marketplaces at any time rather thanonlyduring
open enrollment periods, and those who pur-
chase qualified health plans through a Market-
place have zero cost sharing for essential health
benefits. However, one ACA provision exempted
American Indians andAlaskaNativeswith access
to the IHS from the shared responsibility pay-
ment, also known as the individual mandate.
Because of the higher costs of private insurance
compared to public insurance, the exemption
has the potential to dissuade American Indians
and Alaska Natives from enrolling in a private
insurance plan. This provisionwas implemented
because of the federal Indian trust responsibility
to provide health care.19 Of note, the shared re-
sponsibility payment was recently fully repealed
for all Americans and expired in 2019.
A study byMolly Frean and colleagues recently

documented that theACAdecreased theuninsur-
ance rate among American Indians and Alaska
Natives at a national level, mostly the result of
increasedMedicaid coverage inMedicaid expan-

sion states.20 These findings are promising, but
the effectiveness of outreach programs regard-
ing theACAand insurance coveragehas not been
consistent across the US, and differences by re-
gion are unknown.17 Regional differences are es-
pecially relevant for American Indians and
Alaska Natives because there are historically dis-
tinct regional differences in their relationships
with the US government.
Amid ongoing debates about health care re-

form, it is critical to identify how the ACA has
influenced changes in public and private health
insurance coverage among American Indians
and Alaska Natives across regions. This research
is an important step toward identifying areas
where successful outreach and enrollment prac-
tices were likely used, and areas where more
resources should be targeted. The objective of
this study was to evaluate differences across all
US regions in health insurance coverage among
American Indian andAlaskaNative adults before
and after the ACA went into effect. Specifically,
our aimswere to evaluate how public and private
health insurance rates changed among the
American Indian and Alaska Native and the
non-Hispanic white adult populations across
major IHS service area regions after implemen-
tation of the ACA, and to determine whether
disparities in coverage between American Indi-
ans andAlaskaNatives compared tonon-Hispan-
ic whites were reduced after the ACA.

Study Data And Methods
DataData for this study came from theAmerican
Community Survey (ACS) for the years 2010–17.
TheACS is conducted by theUSCensus Bureau,21

consists of repeated cross-sections of about three
million people per year, and is designed to be
representative at the national and state levels.
Our study sample included all adults ages 19–
64 who identified themselves as American Indi-
an or Alaska Native alone or as non-Hispanic
white alone. Our total sample size was 140,182
for American Indians and Alaska Natives and
9,999,034 for non-Hispanic whites across the
study years, with an average of 17,523 American
Indians and Alaska Natives and 1,249,879 non-
Hispanic whites per year. The ACS sample re-
flected sociodemographic differences between
the two groups. Specifically, in 2017, 26.9 per-
cent of American Indians and Alaska Natives
were ages 19–29, 26.0 percent had incomes be-
low 100 percent of the federal poverty level, and
60.1 percent were employed, compared to
22.5 percent, 11.8 percent, and 74.9 percent of
non-Hispanic whites, respectively.
Measures We measured three dependent var-

iables of insurance coverage among American
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Indians and Alaska Natives:20 having any insur-
ance (public or private), public insurance, and
private insurance.
▸ ANY INSURANCE: The ACS asks about cur-

rent health care coverage and provides a list of
possible sources, including the IHS. Respon-
dents were defined as having any health insur-
ance if they answered “yes” when asked if they
had coverage from any one of the following
sources: insurance through a current or former
employer or union; insurancepurchaseddirectly
from an insurance company; Medicare; Medic-
aid, Medical Assistance, or any kind of govern-
ment assistance insurance plan for people with
low incomes or a disability; TRICARE or other
military health care; and health care provided by
the Department of Veterans Affairs (VA). People
who did not indicate at least one of the sources
were considered uninsured. The IHS is not an
insurance program, and it was not considered as
such in this analysis.
▸ PUBLIC INSURANCE: Respondents were de-

finedashavingpublic insurance if they answered
“yes” when asked if they had any one or of the
following sources: Medicare; Medicaid, Medical
Assistance, or anykindof government assistance
plan for people with low incomes or a disability;
TRICARE or other military health care; and VA
health care. Respondents who indicated both a
public and a private insurance source were cate-
gorized as publicly insured.
▸ PRIVATE INSURANCE: Respondents were de-

fined as having private insurance if they indicat-
edhaving coverage fromanyoneof the following
sources: insurance through a current or former
employer or union or insurance purchased di-
rectly from an insurance company.
Analyses Descriptive and analytical analyses

were runon repeated cross-sectional ACS data by
year (2010–17). All analyses were conducted us-
ing SAS, version 9.4.We chose the regions based
on IHS service areas, an important administra-
tive unit for the IHS budget formulation proc-
ess.22 We matched the service areas to the Public
Use Microdata Areas (PUMAs) employed by the
Census Bureau. There are twelve IHS areas, but
we could not distinguish among the Phoenix,
Navajo, and Tucson IHS regions using PUMAs
because their boundaries did not align with
PUMA boundaries. Thus, we collapsed the Nava-
jo andTucson regions into the Phoenix region so
that the statesofArizona,Utah, andNevadawere
in a single region. In sum, ten regions were used
for our study.
For descriptive analyses, we examined the per-

centages of people who had any insurance, pub-
lic insurance, and private insurance in each year
in the period 2010–17. We compared American
Indians and Alaska Natives to non-Hispanic

whites for each year, using sampling weights
to provide representative estimates for the de-
fined regions.Within this analysis we calculated
the unadjusted change in the percentages with
any, public, and private insurance coverage from
2013 to 2017.
For analytical purposes, we used an inter-

rupted time-series design by implementing a lev-
el change impact model that used sampling
weights and domain analyses to provide repre-
sentative estimates across the defined US re-
gions.23 We estimated the level change impact
model for each of the insurance variables. The
models included a variable to represent the time
elapsed since 2010 (in years), which we used to
estimate a coefficient that represented the un-
derlying time trend; and a variable that indicated
either the pre-ACA (2010–13) or the post-ACA
(2014–17) period, to estimate a coefficient that
represented the ACA effect.23 We also included a
variable to adjust for early, 2014, or late Medic-
aid expansion status for each state. Finally, the
models included a vector of covariates to adjust
for the following sociodemographic factors: age,
sex, income, employment status, marital status,
residence in a rural or an urban area, and self-
reported IHS coverage.
We first used the data on the American Indian

and Alaska Native sample only, to estimate the
effect of ACA provisions on insurance coverage
in this population. To estimate the differential
impact of ACA on American Indians and Alaska
Natives compared to non-Hispanic whites, we
used data from both racial/ethnic groups and
the same regression model with an additional
interaction term between race/ethnicity and
the pre- or post-ACA variable. In all models, ro-
bust standard errorswere adjusted for clustering
using jackknife estimation.
Limitations This study had limitations. First,

the ACS data are cross-sectional, and we were

American Indians and
Alaska Natives in
midwestern regions
remain in critical need
of resources to
improve health care
access.

Disparities
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not able to assess for causation or within-person
effects.
Second, while our findings are representative

of national and regional estimates, they cannot
be extrapolated to specific tribes or smaller areas
within those regions. Multiple years of data
would need to be aggregated to obtain estimates
for smaller areas, and using such data would
have limited our ability to adjust for underlying
time trends.
Third, there are limitations in the self-reported

nature of the ACS data. People self-report their
race, and it is not possible to determine whether
American Indians andAlaskaNatives in the sam-
ple were enrolled members of any tribe and, if
they were, whether the tribe was recognized by
the federal or state government. The ACA provi-
sions for American Indians and Alaska Natives
may differentially affect people based on their
tribal enrollment status. For example, the shared
responsibility payment exemption was more
likely to be available to people enrolled in feder-
ally recognized tribes, compared to people in
state-recognized tribes. People were also asked
to self-report insurance coverage and may have
interpreted coverage differently.

Study Results
Exhibits 1–3 show the estimated changes in the
percentages of American Indians and Alaska Na-
tives with any, public, and private health insur-
ance coverage, respectively, from 2013 to 2017
(major ACA provisions were implemented be-
tween those two years). Figures depicting the
trends in insurance coverage from 2010 to 2017
amongAmerican Indians andAlaskaNatives and
non-Hispanic whites for each region are in the
online appendix.24

All regions except Oklahoma had increases in
insurancecoverage from2013to2017(exhibit 1).
American Indians and Alaska Natives in the Bill-
ings, Great Plains, and Albuquerque regions had
the lowest baseline rates of insurance coverage
(see the appendix).24 Following the ACA, Ameri-
can Indians and Alaska Natives in the Billings
and Albuquerque regions had the most substan-
tial gains in any insurance coverage (exhibit 1).
Specifically, insurance coverage rates increased
from 37.3 percent in 2013 (standard error: 2.7)
to 64.0 percent in 2017 (SE: 2.6) in the Billings
region, and from 51.0 percent (SE: 1.6) to
73.9 percent (SE: 1.5) in the Albuquerque region
(see the appendix).24 By 2017 the Albuquerque
region had a relatively high rate of insurance
coverage compared to other regions, while the
rate remained relatively low in Billings.
American Indians and Alaska Natives in the

Southwest (Albuquerque and Tucson/Phoenix/

Navajo regions),WestCoast (California andPort-
land regions), Billings, and Alaska regions had
the most substantial increases in public insur-
ance coverage from 2013 to 2017 (exhibit 2).
Those in the Albuquerque region had the great-
est increase, from 23.5 percent (SE: 1.4) to
44.4 percent (SE: 1.6) (see the appendix).24

Across regions, gains in private insurance cover-
age were less substantial (exhibit 3). American
Indians and AlaskaNatives in the Billings region
had the greatest increase in private insurance
coverage (13.4 percentage points) from 2013 to
2017.
The interrupted time-series analysis suggests

that the ACA affected public insurance coverage
in regions of the West Coast and the Southwest
(exhibit 4). AmongAmerican Indians andAlaska
Natives in Albuquerque, although private insur-
ance coverage did not increase significantly in
the post-ACA period, the ACA had an estimated
effect on public insurance coverage of 6.8 per-
centage points (SE: 2.3). In contrast, public in-
surance coverage among American Indians and
Alaska Natives in the Billings region did not
change with statistical significance after the
ACA, but private insurance coverage did. Besides
Billings, the only other region where American
Indians and Alaska Natives experienced a signif-
icant post-ACA increase in private insurance cov-

Exhibit 1

Unadjusted percentage-point changes from 2013 to 2017 in the American Indian and Alaska
Native (AI and AN) and non-Hispanic white populations with any health insurance coverage,
by Indian Health Service region

SOURCE Authors’ analysis of data for 2013–17 from the American Community Survey.
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erage was Nashville.
In all but one case, the rates of having any,

public, or private insurance did not increase sig-
nificantly after theACAamongAmerican Indians
and Alaska Natives in the Alaska and Midwest
(Bemidji, Great Plains, and Oklahoma) regions.
The one exceptionwas an estimated 7.0-percent-
age-point decrease (SE: 3.3) in public insurance
coverage in the Great Plains. In contrast, private
insurance coverage increased in the Great Plains
after the ACA, although the effect was of margin-
al significance (p ¼ 0:08).
Across the entire US, the post-ACA effects

were greater for American Indians and Alaska
Natives than for non-Hispanic whites from 2010
to 2017. However, there was variation by region.
Compared to other regions, American Indians
and Alaska Natives in the Albuquerque region
had the highest increase in public insurance cov-
erage, relative to non-Hispanic whites. Specifi-
cally, American Indians and Alaska Natives had
an 11.3-percentage-point (SE: 1.1) greater rela-
tive increase in public insurance coverage after
the ACA. Post-ACA increases in public insurance
coverage were also significantly greater for
American Indians and Alaska Natives than for
non-Hispanic whites in the Alaska, Tucson/
Phoenix/Navajo, California, and Nashville re-
gions. Private insurance coverage did not in-
crease significantly more among American
Indians and Alaska Natives than among non-
Hispanic whites in any region. In fact, there
was a significant post-ACA relative decrease in
private insurance coverage among American In-
dians and Alaska Natives in Alaska.

Discussion
Our study contributes new evidence about re-
gional differences in health insurance coverage
among American Indians and Alaska Natives in
the US.We found evidence that insurance cover-
age among thispopulationhas improved, but the
estimated impact of the ACA on the changes
(onceotherdemographic factorswereaccounted
for) has not been wholly positive or equitable
across regions. Interrupted time-series analyses
suggested that regions including Albuquerque,
California, Nashville, and Portland regions gen-
erally had greater improvements in any coverage
andpublic insurance coverage, and coverage dis-
parities between American Indians and Alaska
Natives and non-Hispanic whites in these same
regions decreased. Conversely, although some
regions with the lowest baseline levels (and
greatest opportunity for improvement) had sig-
nificant increases in insurance coverage (for ex-
ample, Albuquerque), other regionsdidnothave
proportionately consistent changes. Thus, re-

Exhibit 2

Unadjusted percentage-point changes from 2013 to 2017 in the American Indian and Alaska
Native (AI and AN) and white populations with public health insurance coverage, by Indian
Health Service region

SOURCE Authors’ analysis of data for 2013–17 from the American Community Survey.

Exhibit 3

Unadjusted percentage-point changes from 2013 to 2017 in the American Indian and Alaska
Native (AI and AN) and white populations with private health insurance coverage, by Indian
Health Service region

SOURCE Authors’ analysis of data for 2013–17 from the American Community Survey.
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gions in the Midwest (Billings and the Great
Plains) continued to have persistently low insur-
ance coverage rates, and disparities did not di-
minish significantly there.
The ACA has been lauded as an unprecedented

opportunity to reduce racial/ethnic health dis-
parities along a variety of dimensions.25,26 Sever-
al studies have documented improvements in
insurance coverage among African American
and Hispanic adults, compared to non-Hispanic
white adults.27–29 Our study documented similar
reductions in insurance disparities between the
American Indian and Alaska Native and the non-
Hispanic white populations, but it also showed
that the effect of the ACA differed by region.
Although studies of African American and His-
panic populations have not examined regional
differences, they have noted differences in cov-
erage changes based on state Medicaid expan-
sion status.27–29 Changes in public insurance
coverage among American Indians and Alaska
Natives have been shown to be influenced by
Medicaid expansion,20 and variability in Medic-
aid expansion status across states likely contrib-
uted to our findings. However, we also found
evidence that suggested differential effects of
Medicaid expansion across regions. For exam-
ple, therewere clear post-ACA increases in public
insurance in regions that encompassed states
that expanded Medicaid (California, Portland,
Tucson/Phoenix/Navajo, and Albuquerque).
Conversely, public insurance coverage did not
increase after the ACA among American Indians
and Alaska Natives in Alaska, a Medicaid expan-
sion state, and there was a significant post-ACA
decrease in public insurance in the Great Plains
region, which contains two Medicaid expansion
states. This finding highlights the importance of
considering how insurance policies are imple-
mented and their potential to interact with con-
textual influences across regions (for instance,
differences in culture and historical relation-
ships with governmental institutions).
We found regional differences in insurance

coverage among American Indians and Alaska
Natives that parallel the results of studies docu-
menting regional differences in health out-
comes. Studies have found that American Indi-
ans and Alaska Natives living in coastal regions
have better health outcomes compared to those
living in midwestern regions of the US and in
Alaska for cancer,30 all-cause mortality,31 and
heart disease.32 Conversely, non-Hispanicwhites
inmidwestern regions, including thosewith low-
er incomes, tend to have better health outcomes,
such as lower all-cause mortality, than those in
coastal regions.33,34 Our finding that the regions
with most health disparities between the Ameri-
can Indian and Alaska Native and the non-

Hispanic white populations had the lowest base-
line coverage rates and smallest improvements
in insurance coverage is concerning, and it high-
lights a need to bolster efforts to improve health
care access in these geographic areas. However,
it is positive to note the increases in coverage in
the West Coast, Phoenix/Tucson/Navajo, and
Nashville regions, where there are high numbers
of American Indians and Alaska Natives living in
urban areaswho likely have limited access to IHS
services.35

Our study has several important implications.
Our findings highlighted several regions of
greatest need. First, it is concerning that Ameri-
can Indians and Alaska Natives in the Oklahoma
region had little improvement in insurance cov-
erage and are falling behind those in other re-
gions. Second, our findings suggest that improv-
ing insurance coverage amongAmerican Indians
and Alaska Natives in midwestern regions is im-

Exhibit 4

Estimated effects of the Affordable Care Act on health insurance coverage for the American
Indian and Alaska Native (AI and AN) population and differential effects on AI and AN
coverage relative to non-Hispanic white coverage from 2010 to 2017, by Indian Health
Service (IHS) region

Insurance

Any Public Private
Percentage-point effect on coverage
All US 4.2**** 2.0**** 2.2***
IHS region
Alaska 0.3 2.1 −1.7
Albuquerque 8.0**** 6.8*** 1.2
Bemidji 2.7 −1.5 4.2
Billings 3.9 −4.1 8.1**
California 6.8*** 4.2** 2.6
Great Plains −1.5 −7.0** 5.5
Nashville 4.4*** 0.6 3.8**
Oklahoma 2.7 −0.3 3.0
Portland 8.6*** 7.4*** 1.2
Tucson/Phoenix/Navajo 3.7** 5.4*** −1.7

Percentage-point differential effect on
AI and AN population, compared to
non-Hispanic white population
All US 3.4**** 2.9**** 0.5
IHS region
Alaska 2.2 6.2**** −4.0**
Albuquerque 13.4**** 11.3**** 2.1
Bemidji 0.6 −0.5 1.1
Billings 5.9*** 2.6 3.3
California 4.9**** 5.1**** −0.2
Great Plains 1.2 0.5 0.7
Nashville 2.7*** 1.4** 1.3
Oklahoma −0.7 −0.2 −0.5
Portland 3.9*** 2.6 1.3
Tucson/Phoenix/Navajo 0.4 2.1** −1.8

SOURCE Authors’ analysis of data for 2010–17 from the American Community Survey. NOTE The
percentage-point effects on coverage are from an interrupted time-series analysis that adjusted for
time trends and sociodemographic covariates. **p < 0:05 ***p < 0:01 ****p < 0:001
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portant. Compared to the coastal regions, the
midwestern regions have had fewer states ex-
pandMedicaid.Notably, state funds arenot used
to pay forMedicaid-covered services in IHS facil-
ities (either federal or tribally operated) because
states are reimbursed at 100 percent (through
the federal medical assistance percentage) for
those services.19,36 In addition, states may now
develop Care Coordination Agreements in which
the 100 percent federal medical assistance per-
centage can follow the American Indian or
Alaska Native patient into private-sector facili-
ties.37 Because of these federal reimbursement
policies, states could consider expanding Med-
icaid for American Indians and Alaska Natives
alone, since that would be cost-neutral to state
budgets. However, the on-the-ground imple-
mentation of these policies (including billing
procedures) must be closely monitored because
variation in local historical relationships be-
tween tribes, states, the federal government,
and health care institutions may influence their
ultimate implementation and impact.
Health insurance coverage among American

Indians and Alaska Natives is underresearched,
and future work should expand understanding
of not only how policies improve insurance cov-
erage, but also how they affect health outcomes.
Qualitative research to retrospectively examine

factors that led to the improvements in private
insurance coverage among American Indians
and Alaska Natives in the Billings region would
be helpful to increase understanding of success-
ful outreach and enrollment practices that could
be replicated in other regions. Finally, prior re-
search has found that American Indians and
AlaskaNativeswith insurance continue to report
barriers to health care services, such as addition-
al out-of-pocket expenses, transportation, and
language and cultural issues.6,7 Thus, more re-
search is alsoneeded tounderstandhowchanges
in insurance coverage influence health care ac-
cess, quality of care, and health outcomes for
American Indians and Alaska Natives.

Conclusion
We found that there have been improvements
in insurance coverage among American Indians
and Alaska Natives following implementation
of the major provisions of the ACA. However,
disparities remain, and American Indians and
Alaska Natives in midwestern regions remain
in critical need of resources to improve health
care access. As the nation continues to debate
health care reform, data on American Indians
and Alaska Natives need to be included in the
conversation. ▪
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