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Abstract

The Indian Health Service (IHS) has made huge strides in narrowing health
disparities between American Indian and AlaskaNative (AI/AN) populations
and other racial and ethnic groups. Yet, health disparities experienced by
AI/AN people persist, with deep historical roots combined with present-
day challenges. Here we review the history of the IHS from colonization to
the present-day system, highlight persistent disparities in AI/AN health and
health care, and discuss six key present-day challenges: inadequate funding,
limited human resources, challenges associated with transitioning services
from federal to Tribal control through contracting and compacting, evolving
federal and state programs, the need for culturally sensitive services, and the
promise and challenges of health technology.
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INTRODUCTION

The trust responsibility of the US government to provide health services for AI/AN people who
are enrolled members of a federally recognized Tribe is based on numerous treaties, laws, and
Supreme Court decisions. The Indian Health Service (IHS), a federal health program for Ameri-
can Indian and Alaska Native (AI/AN) groups, has served as the primary mechanism by which to
fulfill the legal responsibility of the US government, based on treaty obligation, to provide quality
health services to AI/AN populations (46).

Our objective is to describe the evolution of the IHS over time, give context for its legal ba-
sis, examine how the history of the system has affected health services and health outcomes for
the AI/AN populations it cares for, and highlight key papers in the peer-reviewed literature that
have examined current challenges and promising solutions to improve health outcomes for AI/AN
people receiving care within the IHS.

METHODS

We conducted a narrative review of the history and present-day challenges of the IHS. We in-
cluded literature if its focus fell within the scope of the following primary research questions:
(a) How has the IHS evolved over time, (b) how has the IHS affected health outcomes for AI/AN
populations, and (c) what challenges does the IHS currently face? Our review included only
English language publications that were electronically available. First, we searched PubMed us-
ing the MeSH term “Indian Health Service.” This search produced 576 peer-reviewed references
on November 13, 2020. We screened these references to identify articles focused on IHS his-
tory, systems-level challenges, and health and health care outcomes related to health system–level
factors. The abstract/executive summaries and full texts for the selected articles were screened
by three authors for content and to identify additional relevant citations, including gray litera-
ture, primarily from US government publications and data. From this search, we identified six
key present-day challenges. For each of these six challenges, we then selected examples of each
challenge from the peer-reviewed literature.

HISTORY

We present the history of the IHS in four segments: colonization, the USDepartment ofWar era,
the Department of the Interior era, and the present-day IHS. Although many descriptions of IHS
history begin with the US Department of War era, we posit that structural racism exemplified by
colonization is important to understanding the changes in the IHS over time and the persistent
inequities among AI/AN people. We highlight key events in the history of the IHS in Table 1.

COLONIZATION

For thousands of years, millions of Indigenous Peoples have lived as diverse Nations unto them-
selves in the lands now known as the Americas. About 600 years ago, colonization of Indigenous
Peoples of the Americas began.Motivated largely by the accumulation of land and resources, Eu-
ropean powers and eventually the United States sanctioned massacres, forced removals, and the
decimation of traditional food systems to weaken AI/AN Nations that stood in the way of west-
ward expansion. Up to 100,000 AI/AN people from the eastern United States are estimated to
have been forcibly relocated to lands west of the Mississippi River during the nineteenth century
(85). Colonization introduced highly infectious diseases, including smallpox, to AI/AN Nations,
which further reduced their populations to a fraction of their precontact numbers. Nevertheless,
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Table 1 Key events in IHS history

Date Key events
1824 Establishment of the BIA
1834 Codification of the Trade and Intercourse Act, which authorized fines for illegal distribution of alcohol to AI/AN
1849 Relocation of the BIA from the War Department to the DOI
1867 Creation of an Indian Peace Commission in 1867 to establish peace with certain “hostile Indian tribes”
1887 Passage of the General Allotment Act (often described as the beginning of the assimilation period of Indian policy)
1921 Passage of the Snyder Act, which authorized discretionary funded health services for AI/AN via a health division

within the BIA
1928 Publication of the Meriam Report/Survey, which described serious morbidity among AI/AN and insufficient health

care services
1934 Passage of the Indian Reorganization Act, which emphasized Tribal sovereignty, federal trust responsibility, and

economic self-sufficiency
1954 Passage of the Transfer Act, which transferred the health care of AI/AN to the Department of Health, Education,

and Welfare (now the HHS) under the administration of what is now the IHS
1959 Passage of the Indian Sanitation Facilities Construction Act, which amended the Transfer Act and established

measures for safe water and sewage disposal
1975 Passage of the Indian Self-Determination and Education Assistance Act, which set the stage for individual Tribes to

engage in contracts and compacts to assume administration of BIA/IHS services
1976 Passage of the Indian Health Care Improvement Act, which appropriated funds for the IHS until 2001 and Urban

Indian Health programs (Title V)
1978 Passage of the Indian Child Welfare Act, which helped to ensure that AI/AN youth can grow and mature within their

kinship and culture
1986 Passage of the Omnibus Drug Act, which reauthorized residential substance use treatment programs via the IHS
1992 Amendment of the IHCIA, which made the IHS director an appointee of the president; also the last full

reauthorization before the ACA
1997 Establishment of the Special Diabetes Program for Indians to drive innovation in diabetes care and prevention
2003 Implementation by the IHS of an electronic health record across many of its health centers as part of a national

initiative
2008 Request by the IHS for an increase in funding for TOHP in its 2008 budget, citing as justification the evidence from

the Korenbrot study on decreased hospitalizations with greater funding
2010 Permanent reauthorization of the IHCIA as part of the ACA in March 2010, although it was due for reauthorization

in 2000

Abbreviations: ACA, Affordable Care Act; AI/AN, American Indians/Alaska Natives; BIA, Bureau of Indian Affairs; DOI, Department of the Interior; HHS,
Health and Human Services; IHCIA, Indian Health Care Improvement Act; IHS, Indian Health Service; TOHP, Tribally operated health programs.

many AI/AN Nations fought back. For nearly 150 years, the United States has had a wartime
relationship with AI/AN populations. Although it can feel as though these conflicts occurred in
the distant past, the last recorded battle between an AI/AN Nation and the United States was in
the twentieth century (in 1918) between the Yaqui Tribe and the US Cavalry (101).

The US government’s brutal policies of AI/AN removal produced trauma and loss, inducing
dependency on the system that oppressed AI/ANNations in the first place. Faced with the loss of
traditional food supplies, famine, military pressure, and disease, many Tribes signed treaties with
the government in exchange for assurance of resources to sustain their communities. Such treaties
stipulated that if Tribes gave up parts of their territory and, in many cases, relocated to reservation
lands, thenTribes would be provided forms of health care, education, and sustenance in perpetuity.
Between 1778 and 1868, at least 367 treaties with Tribes were ratified by the US Senate and signed
by US presidents (99). Most treaties guaranteed the provision of general protection and care as
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well as funding toward health or made even more specific promises of direct health care delivery
(99). For example, in 1854, a treaty between the Ottoe andMissouri Indians stipulated payment to
“Indians” for “medical purposes” (84). In 1848 and 1851, the Fort Laramie Treaties made between
the US government and Sioux Tribes declared assurance of the protection of and care for citizens
of those Nations. Another treaty of Fort Laramie, in 1868, included $3000 to “furnish annually
to the Indians” a resident physician on the reservation (Prucha 2000 as cited in Reference 84,
p. 1542). Although the IHS was not established until 1955, these treaties play a significant role in
the health care systems we have today.

DEPARTMENT OF WAR ERA OF INDIAN HEALTH CARE

The US Constitution gave Congress the power to regulate commerce with “foreign Nations, and
among the several States, and Indian Tribes” (U.S. Const. art. I, §8). To support the implementa-
tion of the growing number of treaties, in 1824 the Bureau of Indian Affairs (BIA), the first federal
agency with the mandate to oversee formal relations with Tribes, as described in the Constitu-
tion, was established. The BIA was situated under the US War Department. Although managing
both commerce and war with Tribes was an early priority, the US government also began taking a
more active interest in AI/AN public health starting in the early nineteenth century, targeting the
health conditions on reservations where interaction among AI/AN people, settlers, and military
personnel was common.

In the beginning, the BIA provided primarily smallpox vaccines and care for injuries to AI/AN
groups who were interned on federal reservations near military forts. The BIA’s authorizing act
also targeted alcohol commerce with Indian Tribes. It stated that “no ardent spirits (alcohol) shall
be hereafter introduced, under any pretense, into the Indian country” (52, p. 38).This act was likely
the first public health policy measure at the federal level with the purpose of improving AI/AN
health through economic regulation. In another landmark federal public health measure targeted
at alcohol reduction, the Trade and Intercourse Act of 1834 authorized fines for the distribution
of alcohol to AI/AN people.

In the second half of the nineteenth century, official US policy affecting AI/AN populations
began to shift away from war and toward assimilation. For the next century, the US government
forcibly removed thousands of AI/AN children from their lands, homes, and reservations and
placed them into federally run boarding schools where children were punished for speaking their
languages or practicing their cultures. Although assimilation policies were arguably no less brutal
in their approach, they required a different government apparatus for implementation.

DEPARTMENT OF THE INTERIOR ERA OF INDIAN HEALTH CARE

In 1849, the BIA was moved from the Department of War to the Department of the Interior.
Here, federal-level public health intervention to mitigate infectious diseases remained a priority
(65). By 1880, the Department of the Interior employed 77 physicians and managed 4 hospi-
tals, yet large disparities in infectious disease mortality and malnutrition remained (77). In 1910,
Robert Valentine, Commissioner of Indian Affairs at the BIA, noted the severe health disparities
facing AI/AN Tribes and called for serious intervention to mitigate these health threats through
treatment, prevention, and education (84).

Policy response moved slowly. It was not until 1921 that Congress formally authorized health
services for AI/AN populations with the passage of the Snyder Act (Pub. L. 67-85). This act
resulted in the establishment of a health division within the BIA, with a formalized budget for
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implementation. Three key components of the Snyder Act continue to impact the IHS today.
First, funding for AI/AN health care services under the Snyder Act was discretionary rather than
entitlement based, meaning the BIA’s health division would operate under unstable funding, de-
bated and agreed to each year by Congress. Second, the Snyder Act authorized health care for
AI/AN groups regardless of their location or residence, which set a precedent of eligibility for
AI/AN people living in metropolitan areas. Third, the Snyder Act emphasized the importance of
public, preventive, and environmental health aspects of health care that would become corner-
stones of AI/AN health care delivery in the United States.

Despite the significant increase in funding that came with the Snyder Act, federal reports on
AI/AN health, such as the Meriam Report in 1928, continued to describe serious morbidity and
mortality and insufficient health services to meet Tribes’ needs. TheMeriam Report detailed hor-
rific conditions on reservations in particular: “They live in such abject squalor that it is no wonder
their resistance is low. In winter they use green wood for heating; they never have enough blan-
kets. . . .They are undernourished” (96).

As health care needs remained high, AI/AN sovereignty began to enter the policy discourse as a
potential means to address the heterogeneous health needs specific to hundreds of different Tribes.
The Indian Reorganization Act of 1934 emphasized Tribal sovereignty, self-determination, and
economic self-sufficiency. The act characterized, for the first time, a federal trust responsibility of
the US government to financially promote the health of Indigenous Nations with an understand-
ing that their sovereignty, distinct political status, and varied cultures, languages, and geographies
required investment at the community level. Over time, the federal trust responsibility entailed
with more clarity a legal financial obligation of the US government to provide health services to
AI/AN Tribes while recognizing their treaty rights and self-determination.

PRESENT-DAY INDIAN HEALTH SERVICE

In 1954,President Dwight Eisenhower approved the IndianHealthcare Transfer Act,which trans-
ferred the responsibility for AI/AN health care from the BIA to the US Public Health Service
(USPHS). It authorized the USPHS to maintain and operate health care facilities caring for
AI/AN people (94). In 1955, after implementation of the Transfer Act, the IHS was officially
established (77). The newly established IHS could prioritize resource distribution and medical
expertise among AI/AN communities and fulfill treaty obligations to Tribes across the country.

By 1959, amendments were needed on the Transfer Act to implement environmental policies
and protection for standards related to safe water and proper sewage disposal. Thus, in 1959, the
Indian Sanitation Facilities Construction Act was established to resolve the pertinent environmen-
tal issues related to health.This act granted the IHS permission to build facilities and procure land
for managing water and sanitation (93).

From the 1950s to the 1970s, around the same time that the IHS was established, policies
promoting relocation and assimilation continued. The Indian Relocation Act of 1956 (Pub. L.
959) was part of several activities promoting assimilation of AI/AN people. It offered incentives
such as vocational training and relocation costs to AI/AN people who were willing to leave reser-
vations for urban settings. The US government’s long and brutal history of removing children
from their homes and Tribes via the boarding school era did not end with the closure of boarding
schools in the late 1960s. Many AI/AN youth across the United States were still being forcibly
removed from their culture and their homes through foster care services and state intervention.
These removals, disguised as child protection cases, caused hundreds of AI/AN children to get lost
in the state system (https://www.bia.gov/bia/ois/dhs/icwa). In 1978, the Indian Child Welfare
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Act (ICWA) prevented the federal government from continuing to take children away from their
homes. However, the impact of this trauma continues to affect the health of families and children
(25, 37). Suicide rates are higher among AI/AN groups compared with whites overall, the largest
difference being among youth, with three times the rate of death by suicide among those under
age 25 (17, 53, 70).

The American Indian Movement, which began in 1968, pressured President Richard Nixon
to include policies focused on self-determination and decentralization. The goal was to support
AI/AN Tribes to become independent while honoring decades old treaties by continuing to pro-
vide support and protection. This support came to fruition through the 1975 Self Determination
and Education Assistance Act (Pub. L. 93–638), which allowed programs and the control of fund-
ing to be allocated by Tribes apart from federal control (77). This act was the beginning of a
transition from a fully federally operated system to the mix of federal and Tribally operated health
programs (TOHP) and services that exist today.

In 1976, nearly 20 years after the formation of the IHS, the Indian Health Care Improvement
Act created the Urban Indian Health Program, which was a substantial step in addressing AI/AN
health across the country. The relocation program resulted in many AI/AN people moving into
cities as part of a goal to assimilate. However, the difficulties of being away from their culture and
their traditional land caused negative health impacts. Urban-dwelling AI/AN people remain at
risk of falling through the cracks between Medicaid and limited access to the IHS (71, 98).

Following the 1975 Indian Self-Determination and Education Assistance Act and the Indian
Health Care Improvement Act (IHCIA), annual funding increased from $217 million in 1974 to
$398 million in 1988 (46). Yet, these increases have not kept pace with health care funding else-
where in the United States, leading to vast disparities in funding of AI/AN health care compared
with other federal programs. From 1980 to 2002, per capita Medicare expenditures grew by 7.8%
per year or $5,200 total during that period, whereas IHS per capita appropriations grew by 4.8%
per year or $1,121 (100). Measures of mortality during this time period showed that, while dis-
parities in mortality between AI/AN and white individuals had been declining for much of the
twentieth century, beginning in the mid-1980s, the disparity began to increase (47, 64). Two fac-
tors are highlighted as contributing to this increase. The first is diabetes, as deaths from diabetes
almost doubled between 1973 and 1997 (47). The second is substance use, with unintentional in-
juries and alcohol use disproportionately affecting AI/AN populations and alcohol-related deaths
measuring four times the age-adjusted death rate in the general US population (64). The latter
prompted the passing of the 1986 Omnibus Drug Act, which created substance use treatment
programs across the IHS (84).

The 1990s brought the introduction of Tribal compacting, which allowed Tribes more
autonomy and flexibility to meet the unique needs of their populations than contracting. Tribal
contracting through Pub. L. 93–638 required that Tribes administer and operate programs and
services at the same level as the IHS would otherwise provide. In contrast, compacting allows
Tribal Organizations to assume control over programs and services (91). As Warne & Frizell
(99) describe it, with contracting, “any program, function, service, or activity of the IHS can be
assumed by the tribe. . .to provide services as outlined in the IHS line item budget or a given
service unit (clinic or hospital)” (p. S264), whereas a compact “is essentially a block grant for a
total budget amount, and the Tribes have greater flexibility in reprogramming resources to meet
local needs” (p. S264). The result of these options is that Tribes can choose to receive direct health
care services administered by the federal IHS, to assume responsibility for health care services
through contract or compact with the IHS, or to fund their own programs and services. The
IHCIA was supposed to be reauthorized as early as the 2000s, but it was not until the Affordable
Care Act (ACA) of 2010 that the IHCIA was permanently authorized.
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The present-day IHS systemmanages public health and health care services for more than two
million Americans who self-identify as AI/AN. The organizational structure of the IHS consists
of federal headquarters, area offices, and service units composed of hospitals, health centers, and
clinics (4). Within this structure, the IHS provides care through a network of ambulatory health
centers and hospitals that is supported by a shared electronic health record (EHR) system (76).
In the current structure, the federal government, Tribal governments, and urban Indian groups
all have input into IHS operations in a structure that has been described as “very complex” (4,
p. 299).

Although the IHS is often compared with other federal programs such as the Federal Em-
ployees Health Benefits or Medicare, these comparisons are challenging given the mission of the
IHS, which is broader than a federal health insurer’s mission. For AI/AN populations in rural or
remote settings, simply administering a federal insurance program like Medicare would not meet
the needs of populations living in Tribal lands where health care facilities are not accessible. The
public health mission, which includes diverse efforts from pandemic response to water fluorina-
tion, is also far different than the mission of these comparators. Also distinct from other federal
programs is the mix of federal IHS programs and the various TOHP that engage in compacting.
In 2016, 350 of 567 federally recognized Tribes participated in compacting, and nearly 40% of
the IHS budget went to health care through compacting (91).

This history of the IHS informs many of the present-day challenges. At the center of these
challenges are the persistent disparities in health and health care. In the next segment, we sum-
marize these persistent disparities and then highlight the peer-reviewed literature for six key chal-
lenges and successes of the present-day IHS: inadequate funding, human resource constraints,
challenges of transitioning services from federal to Tribal control through contracting and com-
pacting, evolving federal and state programs, the need for culturally sensitive services, and the
promise and challenges of health technology.

PERSISTENT DISPARITIES IN HEALTH AND HEALTH CARE

At the center of present-day challenges for the IHS is the persistence of health disparities for
AI/AN people. In the United States, AI/AN groups continue to have higher uninsured rates,
poorer access to health care, and poorer health outcomes compared with other racial or ethnic
groups (8, 106). The life expectancy of AI/AN individuals remains more than 5 years shorter than
that of the general US population (73 years versus 78.5 years) (92). A study of death certificate data
highlighted the continued impacts of mental health and substance use disorders, with premature
deaths increasing each year among AI/AN groups from 1999 to 2014, largely due to liver dis-
ease, suicides, and injuries (78). In terms of health care use and access, avoidable hospitalizations
are 72% higher for AI/AN men compared with other Americans living in the same counties and
52% higher for AI/AN women (40). AI/AN people suffer disproportionately from colon and lung
cancer, with incidence rates nearly 20% higher compared with whites (55, 102).

Key to addressing the persistent health disparities among AI/AN persons is being able to mea-
sure andmonitor health care and health outcomes in this population.Although disparities in health
outcomes have been demonstrated over time among AI/AN communities, interpretation of these
findings has been limited by misclassification of ancestry, which is often associated with underre-
porting of death and disease among AI/AN populations (18, 23, 36, 63, 81–83). This misclassifi-
cation has been partially overcome by linking IHS records with health registries, such as cancer
registries and the National Death Index, to allow for adjustment for misclassification (36, 63).

Another challenge in measuring AI/AN health outcomes is that health disparities and quality
of care vary between regions (48, 54). Looking at health outcomes among AI/AN populations
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in aggregate can mask regional-level differences, including some of the most striking disparities
(102). For example,mortality rates for AI/AN individuals in 1999–2009 vary from 558 per 100,000
in the East region to 995 per 100,000 in the Northern Plains, and socioeconomic differences
account for only part of this variation (48). This variability between regions requires interventions
that meet the needs of diverse local populations.

Great progress has been made in decreasing these disparities since the modern-day IHS was
formed in 1955 (46, 90). A longitudinal analysis of ambulatory quality of care in the IHS from
2002 to 2006 demonstrated improvement in clinical performance for adult immunizations, blood
pressure, and cholesterol control among people with diabetes and cardiovascular disease (75). Yet,
despite this progress, the health gap between AI/AN groups and other race and ethnic groups
has not closed. In a population dealing with profound historical trauma and loss, the IHS is
under-resourced to respond to the resulting burden of mental health and substance use dis-
orders (6, 10, 11, 25, 88, 89). Systems-level barriers to delivering high-quality care were mea-
sured in a 2007 survey of providers in the IHS. Providers reported barriers to accessing high-
quality specialists, nonemergent hospital-level care, diagnostic imaging, andmental health services
(75).

CURRENT CHALLENGES AND SUCCESSES

A survey of 39 AI/ANhealth programs in 10 states was conducted byNoren et al. (61) in 1996.The
challenges reported in their paper still largely apply today: (a) the need for overcoming problems
resulting from inadequate funding; (b) recruitment and retention of professional staff; (c) con-
version to Tribal compacting or contracting of clinical services and relationships between local
clinical programs and IHS administration; (d) changes in the federal and state programs, specifi-
cally Medicaid and Medicare; and (e) the need for culturally sensitive services (61). Here we focus
on these five factors plus a sixth: opportunities and challenges of health technology.

The Need for Overcoming Problems Resulting from Inadequate Funding

The discretionary funding model established by the Snyder Act persists today and contrasts with
entitlement health care funds like Medicare. This unique model makes it difficult to study the
impacts of underfunding of the IHS.One study used the Federal Employees Health Benefits Pro-
gram as a benchmark to measure the impacts of variable funding levels on TOHP—those engaged
in contracts and compacts to administer services. In 2009, Korenbrot et al. (39) studied TOHP
in California and found that lower rates of funding in TOHP relative to the Federal Employees
Health Benefits Program was associated with higher rates of hospitalization for ambulatory sen-
sitive conditions. They observed a 9–11% increase in the rate of hospitalizations for ambulatory
sensitive conditions for each 10% increase in the disparity between health care funding for federal
employees and funding for the TOHP (39).

More recently, new investments may start to narrow the gap between AI/AN funding and fund-
ing of other federal health programs. Some of the largest investments in the IHS have come in
response to the coronavirus 2019 pandemic relief policies. The Coronavirus Aid, Relief, and Eco-
nomic Security Act provided critical relief for AI/AN populations, with more than $1 billion in
relief allocated to the IHS in 2020 (34). The pandemic-related American Rescue Plan is also sup-
porting the IHS to spend $600million for vaccine distribution, $1 billion for coronavirus infection
mitigation services, $2 billion for lost reimbursements in Tribal health systems, $84million for the
Urban Indian Health Programs, $140 million for health information technology (IT), and $500
million for overall health services (103).
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Adequacy of Human Resources Including Recruitment and Retention
of Professional Staff

In addition to financial resources, a lack of human resources staff is a central challenge within the
IHS. A 2018 report by the US Government Accountability Office found an average vacancy rate
of 25% among providers across 8 IHS geographic regions (95). A survey among Navajo Nation
providers revealed that 58% of respondents intended to leave the Navajo-area IHS (38). The fac-
tors impacting human resources are complex and interconnected, including the rural and remote
nature of many IHS sites as well as leadership structures, infrastructure, compensation, and hous-
ing (95). In 2017, the IHS described a total of 36 out of 102 facilities as isolated hardship sites,
meaning these sites present significant physical challenges to individuals within them, including
high rates of crime or violence, isolation, pollution, scarcity of goods at local markets, or harsh
climate (59, 95). In addition, many IHS sites list a lack of amenities, such as access to school sys-
tems, and limited employment opportunities as barriers for those seeking to relocate families (95).
Challenges to retention and recruitment of professional staff also exist within IHS power struc-
tures. Noren et al. (61) note that those staff that demonstrate commitment to the community are
often promoted into administrative positions, thus maintaining clinical vacancies.

The high rate of vacancies in the IHS has real and lasting impacts on AI/AN health outcomes
and health care access. Not only do vacancies lead to a lack of continuity in care, but also in some
locations IHS facilities have been forced to limit services due to staffing issues. As one example of
the impact of these vacancies, Chlamydia lab tests in South Dakota had to be sent out to another
facility owing to limited laboratory personnel, delaying results and therefore treatments by up to
a week (95). These limitations place strain on individual providers; a 2011 study found that 59%
of 740 IHS primary care physicians felt that they were managing too high a degree of patient
complexity of conditions without specialty consultation (75).

Solutions attempting to address recruitment and retention of staff exist in varying stages of
implementation. Many sites within the IHS have recognized issues surrounding housing access
and now offer on-site housing for employees and non-Tribal members (95). The IHS has made
significant efforts in recruitment by offering educational rotations for medical students and resi-
dents to attract future providers. In 2006, a study from IHS sites in the US Southwest found that
almost one-half (45%) of IHS physicians had at one time completed a rotation within the IHS
before employment, and most (87%) reported the experience as a significant motivator to return
after training (13, 97). Additional efforts have been focused on developing educational pipelines to
foster AI/AN youth with interests in health care fields. Data have repeatedly shown that AI/AN
graduates are twice as likely as their white peers to pursue careers in underserved areas (1, 69).
Aligned with these data, in a 2012 survey of IHS providers regarding EHR use, 11% self-identified
as AI/AN, compared with just 0.3% of active physicians who identified as AI/AN overall in the
United States (45). AI/AN students who are interested in a career in medicine or other biomedical
fields continue to face many barriers (73). In 2019, only 109 US medical school students (0.2%)
and 274 medical school faculty (0.2%) were AI/AN (2). A few programs have shown promise
in increasing the pipeline of AI/AN representation in biomedical fields (72, 73). Academic part-
nerships offer promise as a method to open up the pipeline by creating opportunities for stu-
dents to train and gain experience in facilities serving AI/AN populations (33). Federal grants
have also supported the recruitment and retention of AI/AN students in fields such as psychology
(87).

Further efforts have focused on new care delivery models to address the staff shortages, in-
cluding restructuring clinical roles and adopting telehealth platforms to improve access to sub-
specialty care and patient education (28, 44). Successful examples of these efforts include a
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teleophthalmology program for monitoring diabetic retinopathy, which has helped image ap-
proximately 25% of all IHS patients with diabetes (19). While many of these solutions represent
federal-level interventions, IHS sites and their Tribal members represent a vast and diverse pop-
ulation with unique attributes that limit the effectiveness of an overarching federal approach in
addressing site-specific concerns. To this end, delivery models and staff recruitment and retention
efforts must be considered within each unique context.

Tribal Compacting and Contracting of Services

The ability of federally recognized AI/AN Tribes to lead TOHP by contracting with the IHS was
established by the 1975 Indian Self-Determination and Education Assistance Act, and compacting
was made possible by a 1992 amendment to the act (91). By 2015, more than 50% of mental
health programs and 80% of substance use treatment programs that serve AI/AN populations
were TOHP (67). Although clinical data have not shown differences in quality of care, a survey
conducted by an AI/AN health advocacy group found that a majority of Tribes receiving care from
TOHP reported better care under Tribal contracting compared with federal IHS management (4,
68). The literature describing challenges associated with compacting and contracting of services
often relate to funding constraints. Decentralization of IHS activities for Tribal compacting or
contracting of clinical services loses economies of scale, making it likely that individual Tribes pay
more to attract providers (46). Context is likely to play a key role in what Tribes choose to do; for
example, more isolated Tribes with limited provider supply may be challenged to improve access,
and these Tribes may be less inclined to contract care (80).

Impact of Changes in Federal and State Programs

Other federal and state programs impact the IHS and AI/AN health outcomes. In 2013, only 23%
of AI/AN people reported the IHS as a source of health coverage, but 98% of AI/AN individuals
aged 65 and older and 75% of AI/AN people under age 65 had some form of health insurance cov-
erage (9). Thus, many IHS-eligible individuals have other private or public insurance. To further
highlight the role of non-IHS health coverage, an article describing the South Central Foundation
of Alaska noted that only 45% of their funding to care for a population of ∼45,000 AN people
comes from the IHS; another 45% comes from Medicare, Medicaid, or commercial insurance;
and ∼10% of their work is supported by grant funds (27).

Besides insurance and health plans outside of the IHS, Section 330 Community Health Center
funding is a potential resource to support TOHP and Urban Indian Health centers (99). A 2004
paper reviewed federal requirements to access Section 330 funding and conducted a survey of the
Arizona AI/AN health care community on this topic. They identified several barriers to partici-
pating in this funding program, which included a lack of funding information at the local level,
complexity of the application process, lack of an immediately available facility that can provide
services within the required timeframes after the start of the funding award, and the requirement
to serve low-income individuals other than AI/AN people in facilities that have been serving ex-
clusively AI/AN people (3).

The ACA led to several changes for AI/AN populations. First, as noted above, the passage
of the ACA in 2010 included the permanent reauthorization of the IHCIA (67). The ACA’s ex-
pansion of funding for community health centers offered an opportunity to increase resources
available to IHS facilities (99). The ACA included significant infrastructure funding, funding for
recruitment and retention of clinicians, and increased Medicaid coverage for AI/AN individuals.
This increase was not associated with a decrease in IHS coverage, suggesting that it was primarily

568 Kruse et al.



supplemental and may bring Medicaid resources to IHS services (21). Given that the insurance-
based expansions included in the ACA are a departure from the service-based provisions of the
IHS, this supplementary relationship holds promise to increase Medicaid resources while con-
tinuing core IHS services (80). Warne & Frizzell (99) note that while Tribes may view insurance
programs administered by the Center forMedicare andMedicaid Services (CMS) as separate from
the treaty responsibility to ensure health care access, the CMS is part of the federal government
and a party to those treaties and should be viewed as a component of the trust responsibility. As
with many IHS outcomes, regional variation was observed in the ACA-induced expansion inMed-
icaid coverage among AI/AN populations, with some regions not seeing any expansion in public
insurance coverage (22).

Another health system with potential impacts on the IHS is the Veterans Health Administra-
tion (VHA). In contrast withMedicaid, according to administrative data from 2002 and 2003,most
AI/AN veterans used either the VHA only (28%) or the IHS only (46%) (43). Only 25% of indi-
viduals eligible for both health systems used care in both systems (43). When individuals do seek
care from both systems, it is driven by institutional resources, and a study of patient and provider
perspectives notes that there is room for improvement in care coordination between systems
(42).

The Need for Culturally Sensitive Services

It is not surprising that disparities in satisfaction with quality of care and communications with
providers have been documented among AI/AN populations compared with among white indi-
viduals. AI/AN individuals report 78% greater odds of being dissatisfied with the quality of care
they receive and report 70% greater odds of poor communications with providers compared with
white individuals (106). Among AI/AN women, perceived discrimination by providers has been
negatively associated with the receipt of breast cancer screening (79). A qualitative study of mam-
mography among AI/AN women revealed perceived stigma and a need for culturally sensitive
services, which impacted screening decisions (60). These disparities are likely to be attributable,
at least in part, to an outstanding need for culturally sensitive services for AI/AN populations.

Key to delivering culturally sensitive care is an understanding that AI/AN groups face social
challenges such as poverty, lack of infrastructure, and racism, all of which manifest differently in
each community. A look at other Indigenous communities highlights that health services must
consider health-related social needs as they relate to Indigenous Peoples, as well as to their com-
munities’ cultural and historical contexts (31, 41), and must be grounded in sociocultural speci-
ficities (7). Research has highlighted the importance of Indigenous People preserving connections
with their extended families and cultural networks and of considering the trauma of forced family
removal and assimilation in intervention strategies (51). Services and interventions should include
cultural teachings and involve traditional knowledge where appropriate (16, 49).

The ideals of culturally sensitive care are challenged by underfunding of the IHS, the com-
plexity of addressing urban and reservation health needs, and the diverse contexts of US Tribes.
Given the complex challenges that each AI/AN community faces, it is almost impossible to ensure
culturally sensitive care without specific context about the community being served. Ensuring cul-
turally sensitive care becomes a challenge when considering (a) the scarcity of AI/AN health care
providers who have an intimate understanding of AI/AN cultural and social contexts and (b) the
fact that curricula specific to AI/AN health are sparse in clinical education.

Even with these significant challenges, examples of success in the delivery of culturally sensi-
tive, community-engaged health care programs with the IHS do exist. The Special Diabetes Pro-
gram for Indians (SDPI), funded by a 1997 Congressional allocation, is one example of culturally
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sensitive, locally administered chronic disease care (50, 104). The SDPI and associated Healthy
Heart Demonstration Project show the impact of effective collaboration with Tribal communi-
ties, and integration of Tribal traditions in diabetes management, to improve diabetes outcomes,
cardiovascular outcomes, and engagement with care (35, 56). The SDPI has been widely adopted,
with 301 programs in 35 states, including all 12 IHS areas (https://www.ihs.gov/sdpi/reports-
to-congress/). Coinciding with the establishment of this program, diabetes prevalence among
AI/AN adults has seen a steady decline since 2013 (14).

The Community Health Representative (CHR) programs are another positive example of a
culturally sensitive, community-engaged health-promoting program. CHRs represent some of
the longest running community health worker programs in the United States. CHR programs
have demonstrated improved engagement with care and health outcomes for a variety of health
conditions, including diabetes management, mental health, maternal and child health, cancer pre-
vention, and pandemic response (12, 20, 24, 29, 66, 86).There are also examples of the effectiveness
of culturally sensitive services within mental health care (26, 62). These successes suggest that by
investing in community-level care for other health issues and by engaging with Tribes in a manner
that ensures contextual and culturally sensitive services, further health gains could be achieved.

Opportunities and Challenges in Health Technology

The IHS was an early adopter of an EHR system by implementing the Resource and Patient
Management System (RPMS), which was based on the Veterans Affairs health IT platform, in the
1980s. In 2003, the IHS began a national initiative to implement EHRs in all federally operated
IHS clinics by 2008 (30). The RPMS is the cornerstone of clinical information systems, which
enable the assessment of IHS systems-level performance (76). A clinical reporting system using
RPMS data and a set of defined quality measures was started in 2000 (15). With this system,
performance could be compared and quality improvement activities could be directed to those
who needed them most in the IHS system (74).

A survey conducted between 2003 and 2005 of IHS primary care providers in clinics that im-
plemented the RPMS demonstrated that technical limitations and clinical productivity loss were
barriers to EHR implementation.Most providers (87%) responding to the survey reported a belief
that IT could improve quality of care through access to online information sources, telemedicine,
and electronic consultation (76). Providers in this survey also described the potential benefits of
EHR use, including the ability to provide culturally appropriate patient education material, access
to information about Tribal affiliation, and language proficiency (76). Part of realizing the full
potential of the EHR is the meaningful engagement of providers with the EHR system. A 2012
survey of IHS providers revealed that only 14% of respondents reported using all features in a
list of 10 meaningful use criteria (45). Barriers to the use of EHR features reported in 2012 in-
cluded inadequate training, technical support, and computer skills; needed features; productivity
loss; privacy concerns; and negative effects on the quality of the patient–provider relationship (45).
In its early years, the RPMS was able to identify individuals who used IHS services and who had
a diagnosis of diabetes mellitus with an accuracy comparable to other health care systems (105).
Since then, the RPMS has been used to evaluate population health programs such as interven-
tions to promote fecal immunochemical testing (29), reminders to screen for Chlamydia (32), and
prevention of chronic kidney disease among individuals with diabetes (57, 58).

As an early adopter of EHR services, the IHS is now consideringmodernization. In a qualitative
study of IHS health IT stakeholders, keymotivators formodernization are the potential for greater
satisfaction with usability, increased financial returns or reduced costs, and enhanced potential for
improving quality and safety (5).
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CONCLUSION

Since its formation, the IHS has worked to fulfill theUS government’s treaty obligations to AI/AN
populations. Much of the narrowing of health disparities between AI/AN populations and other
racial and ethnic groups in the United States is attributable to the activities of the IHS. How-
ever, health disparities for AI/AN people persist, influenced by the history of trauma and racism,
chronic underfunding and insufficient human resources, and ongoing needs for methods to sup-
port Tribal control of programs and services and for culturally sensitive services, given the di-
versity of settings and populations they serve. Future directions should leverage successes such
as community-engaged approaches like the CHR programs, culturally tailored services like the
SDPI, and technology using the RPMS and advances in telehealth. And finally stakeholders at
all levels must continue to develop solutions to adequately fund and build the capacities of di-
verse Tribes to create community-level solutions to overcome health disparities with programs
strengthened by cultural values and traditions.
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