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Abstract
Studies of health care access and use among historically resilient populations, while common, often field a limited sample size 
and rarely ask the groups most impacted by health inequities to weigh in. This is especially so for research and programs that 
focus on the American Indian and Alaska Native (AIAN) population. The present study addresses this gap by examining data 
from a cross-sectional survey of AIANs in Los Angeles County. To better interpret project findings and generate culturally 
relevant contexts, qualitative feedback was gathered at a community forum held in Spring 2018. Because recruitment of 
AIANs has historically been challenging, purposive sampling was employed to strategically identify a larger eligible pool. 
Among those who were eligible, 94% completed the survey (n = 496). AIANs who were enrolled in a tribe were 32% more 
likely to use the Indian Health Service (IHS), compared with those who were not enrolled (95% CI: 20.4%, 43.2%; p < 
.0001). In multivariable modeling, the strongest factors influencing IHS access and use were: tribal enrollment, preference for 
culturally-specific health care, proximity of the services to home or work, having Medicaid, and having less than a high school 
education. Feedback from the community forum indicated cost and trust (of a provider) were important considerations for 
most AIANs. Study findings reveal heterogeneous patterns of health care access and use in this population, suggesting a need 
to further improve the continuity, stability, and the image of AIANs’ usual sources of care (e.g., IHS, community clinics).

Keywords  Access to care · Health care use · Indian Health Service · American Indian and Alaska Native population · 
Patient preference

Introduction

Health care access and use among the American Indian and 
Alaska Native (AIAN) population are often more nuanced 
than what has been documented in the greater body of 
health services research literature [1–4]. While such find-
ings are typically based on data from large national or state 
surveys—e.g., the National Health Interview Survey, the 
Medical Expenditure Panel Survey, or the California Health 
Interview Survey—these data sources often lack sample size 
and may generate limited information about potential fac-
tors, such as tribal enrollment, preferences for culturally-
specific health care and behaviors related to health, that may 
affect the population’s consumption of health care goods and 
services. Other studies have demonstrated that AIANs are 

more likely to be uninsured and have less health services 
utilization than non-Hispanic whites, frequently driven by 
unique, intended and unintended disparities in socioecologi-
cal factors at multiple levels [5–8]. Given that AIANs are 
entitled to receive health care under the United States (U.S.) 
Constitution through the Indian Health Service (IHS) and 
are often underrepresented in health services decisions and 
policy planning, a deeper dive into how they seek and obtain 
care (e.g., level of health insurance coverage, patterns of IHS 
use, preferences for place of usual care) may help to reveal 
hidden gaps or meaningful facilitating circumstances that 
could be applied in medicine and public health to better 
foster and promote interventions that fit this population’s 
needs. Research and quality improvement projects that pro-
actively elicit direct input from community members, for 
example, may represent a promising approach to improving 
health care for the AIAN population, especially if it could be 
incorporated as a routine process in federal, state, and local 
planning of health services.
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Presently, Los Angeles County (LAC), California is the 
county with the largest AIAN population in the nation [9]. 
Compared to other racial/ethnic groups in the region [10, 11], 
marked health disparities in both morbidity and mortality exist 
for this institutionally underserved and historically resilient 
population. In particular, these and other disparities (social/
class in origin) cluster among urban-dwelling AIANs in LAC. 
It is also important to note that although approximately 75% 
of the AIAN population resides in urban areas, urban AIAN 
healthcare receives only 1% of IHS funding. For accessing 
care, it is also important to note that LAC is home to only one 
Urban Indian Organization (UIO), contracted by the IHS; it 
provides limited ambulatory care services. Because  there are 
requirements for providing services as a UIO provider, patients 
who visit a UIO must meet certain “Urban Indian” eligibility 
criteria to receive services. Broadly these eligibility criteria 
include being a member of a tribe, including those who were 
terminated since 1940, those who are now or in the future rec-
ognized by the state, is an Alaska Native, a California Indian, 
a descendent, and so on and so forth as defined by the IHS. 
There is otherwise no directly operated IHS facilities or trib-
ally compacted clinics within LAC, beyond this UIO. AIAN 
within LAC otherwise have access to the same health care 
options within the county as other LAC residents depending 
on financial circumstances. To date, only a paucity of research 
has described or characterized access to care and IHS use in 
this group; no study has examined these issues by applying a 
local, indigenized lens to help interpret their health data and 
health needs.

The present study addresses this gap in practice by using 
a combined quantitative and qualitative approach to attaining 
a deeper understanding of the factors that may impede or 
drive health care access and use among local AIANs in 
LAC. Guided by a framework based on the indigenist and 
decolonizing research methodology [12], the study team 
conducted a survey of eligible AIANs and convened a 
follow-up community forum to meaningfully integrate the 
interpretation of the results by members of LAC’s AIAN 
community into the final reporting. In both parts of the 
study, the team focused on two health equity indicators/
outcomes of interest: (i) health care access as measured by 
health insurance coverage; and (ii) health services utilization 
as measured by IHS use and/or use of community clinics.

Methods

Conceptual Framing

The present study synthesizes and draws upon concepts from 
the indigenist and decolonizing research methodology [12], 
including but not limited to principles such as relationality, 
reciprocity, relational accountability, and honoring 

indigenous ways of knowing, to help guide the research 
design, data analysis, and interpretation of the results. For 
example, relationality was achieved by honoring all expertise 
and sharing power between institutions, community partners, 
a community advisory board that had oversight over many 
parts of the survey process, and community members. 
Reciprocity and relational accountability were accomplished 
by sharing results with community members. Indigenous 
ways of knowing were achieved by giving the AIAN 
community power to define some of the survey questions 
and shape the narrative around study results. Narrative 
construction was accomplished by garnering feedback 
through a community forum where AIAN community 
members, recruited by participating community-based 
organizations, were able to listen to a presentation of the 
results and provide insights during break-out groups. The 
Indigenous lens used to organize this study’s synthesis of 
the data shares similar underpinnings as those commonly 
valued in community-based participatory research: i.e., a 
strong focus on community strengths, equity, and systems 
change.

Survey Development and Quantitative Data 
Collection

A cross-sectional survey of AIANs was conducted June to 
October 2016 by the Los Angeles County Department of 
Public Health (DPH), in partnership with three large AIAN 
community-based organizations in LAC. Primary data 
collection was carried out at these organizations’ facilities 
and events using purposive sampling, whereby a systematic 
approach to recruitment and administration was undertaken 
and clear delineation of the eligible pool of AIANs were 
identified. This approach was necessary because survey 
research has historically fielded small sample sizes in this 
population principally as a result of the community itself 
being smaller than the general population, cost of reaching 
this hard-to-reach group, known trust issues with the 
government, among other barriers [4, 6].

A majority of the survey questions were adapted from 
large national, state, and/or local surveys (e.g., Behavioral 
Risk Factor Surveillance System, California Health 
Interview Survey, and the Los Angeles County Health 
Survey), with some of them being generated through 
community defined knowledge or Indigenous ways of 
knowing. For example, participants contributed questions 
that were more salient to their experiences with health care 
as an American Indian or Alaska Native person. This more 
transparent approach involving the AIAN community lends 
strength to the survey development process and was not seen 
as a bias or limitation.

The survey instrument was divided into four parts: 
(1) sociodemographic characteristics, including tribal 
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enrollment status; (2) health insurance coverage and IHS 
eligibility and use; (3) opinions and preferences about AIAN 
clinics; and (4) questions that screened for depression. 
The instrument was written at a 7th grade Flesch-Kincaid 
Reading Level, with the Flesch Reading Ease score at 62% 
[13].

Acknowledging the need for trusted messengers in 
the research process, staff at the AIAN community-
based organizations were trained to distribute the 4-page, 
self-administered instrument (paper questionnaire, see 
Supplemental material) to AIAN clients upon check-in at 
their facilities. Eligibility criteria included those who were 
18 years and older, self-identified as AIAN, and resided in 
LAC. Exclusion criteria included those who were younger 
than 18 years of age, did not self-identify as AIAN, and 
were not a resident of LAC. The recruitment procedures 
accounted for seasonal, as well as daily variation in client 
volume. Additionally, recruitment occurred at periodic 
on- and off-site outreach/programmatic events. A gift card 
valued at $5.00, and a Healthy LA Native branded water 
bottle valued at $2.00 were given to all participants who 
enrolled and completed the survey. The survey completion 
rate was calculated based on the number of completed 
eligible surveys divided by the sum of completed, refused, 
incomplete, and/or missing surveys collected during a 
specified timeframe. Participants of the survey were drawn 
from a universe of those who attended or could attend the 
events/clinics and were available to complete the survey. 
Power to reach a large enough sample size was considered, 
in part, because recruiting AIAN participants in survey 
research has historically been difficult to do. Data were 
collected and initially entered into an Excel database, which 
was then cleaned and analyzed.

The study was deemed minimal risk to survey participants 
by the DPH Institutional Review Board (IRB). The same 
decision was reached by the UCLA IRB, as additional IRB 
review and approval from the latter institution became 
necessary when the primary investigator/primary author 
transitioned to the institution for fellowship. Based on 
guidance from the IRBs, written informed consent was 
not required, instead, implied informed consent was used 
if participants had read the embedded information in the 
introduction of the survey and proceeded to complete 
the questionnaire. The study received exempt status in 
accordance with the common rule, Title 45, Part 46 of the 
Code of Federal Regulations.

Quantitative Data Analysis

Descriptive analyses were conducted to identify and 
describe survey participant preferences for health care from 
a community perspective, tribal enrollment status, health 
insurance coverage status (e.g., Medi-Cal [California’s 

Medicaid program], Medicare, Veteran’s Affairs benefits, 
HMO, PPO insurance plan, or other health insurance 
obtained through the Affordable Care Act), IHS use (health 
services utilization), and sociodemographic characteristics 
(e.g., age, sex, education, income, housing status, 
transportation, and depression screening score).

Two different analytical approaches were used for 
the main analyses: (1) multivariable regression, and (2) 
best subsets regression. For both approaches, there were 
2 primary dependent variables (outcomes): insurance 
coverage, and IHS use. Insurance coverage was defined 
as those who answered “yes” to having health insurance. 
Anyone who answered “no” or “I don’t know” to having 
health insurance coverage were classified as “uninsured.” 
IHS use was defined as those who answered “yes” to using 
the IHS in the survey. Those who answered “no” or “I don’t 
know” about whether they used the IHS were classified as 
not using IHS.

Multivariable regression models were constructed to 
examine the associations between the two independent 
variables of interest—i.e., enrollment in a tribe and health 
care preferences—and the dependent variables: health 
insurance coverage and IHS use. Potential confounders/
control variables were identified using a priori information 
about known biologic or social causal relations and through 
the construction of directed acyclic graphs [14, 15].

Best subsets algorithms were also employed to explore 
and identify factors that may influence health insurance 
coverage (access to care) and the use of the IHS among the 
urban-dwelling AIANs in LAC. Best subsets algorithms 
applied all combinations of variables to find factors which 
most strongly impacted the dependent variables. Other 
variables considered in these models pertained to at least 
one of the following groupings: sociodemographics, 
perceived benefits and barriers to using the services, AIAN 
cultural experiences, and screening for depression. A score 
of 3 or more on the Patient Health Questionnaire-2 (PHQ-
2) indicated a positive screening for likely depression or 
related depressive disorder [16]. The multiple imputations 
methodology was applied to help handle missing data, 
assuming missingness was not at random.

All analyses were carried out using STATA version 14.1 
(StataCorp. 2015. Stata Statistical Software, Release 14. 
College Station, TX: StataCorp LP) and SAS version 9.4 
(SAS Institute Inc., Cary, NC) software packages.

Community Forum—Qualitative Data Collection 
and Analysis

Recruitment

A one-time community forum was held in May of 2018 
with the goals of sharing back survey findings, and eliciting 
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community interpretation of results. Flyers were posted in 
participating community-based organization waiting rooms, 
websites, and social media accounts. Information was also 
shared with staff from the partnering local department of 
public health, as well as the partnering academic institu-
tion. A total of 66 participants attended the forum. For the 
convening, all participants were informed that there would 
be note-takers present at the meeting; they were given the 
opportunity to strike their comments from the record at any 
time if they chose. In addition, all participants were told 
that no personal identifying information was to be collected.

Collection and Analysis of the Data

Community input was recorded via note-takers. These note-
takers were self-identified AIAN graduate students recruited 
through a local university’s American Indian Studies Pro-
gram listserv. Pre-determined questions were posed through-
out the icebreaker, the data presentation, and subsequent 
breakout groups. Descriptive content and synopses from 
the note-takers were  entered into Microsoft Excel, and ana-
lyzed using the thematic analysis method described by Braun 
and Clarke [17]. In short, thematic analysis is a systematic 
6-phase method for identifying, analyzing and reporting pat-
terns (themes) within data. Initial coding was completed on 
all data (feedback from forum participants). To ensure fidelity 
of the initial codes a modified process of synthesized mem-
ber checking (SMC) was carried out with three community 
members who participated in the community forum. SMC 
is a method whereby interview data and interpreted data are 
returned to participants (usually in paper form) for review 
and feedback. SMC enables participants to add comments in 
writing which are then searched for confirmation or discon-
firming resonance with the analyzed study data, thus, enhanc-
ing the credibility of the results. This process was modified 
by inviting participants to give their feedback orally after 
having interacted with the data in real-time. Codes were then 
reconciled with the primary author’s codes and synthesized 
into subsequent themes.

Results

Survey Findings

From June to October 2016, 533 prospective participants 
were approached and 501 of them completed the survey, 
yielding a completion rate of 94%. Five surveys were 
excluded as these participants were not AIAN, yielding a 
sample size of 496. Overall, 80.2% of the participants were 
enrolled in a tribe (Table 1). More than 90% were under 
65 years of age, a majority were female (64.4%), and over 
three-fifths (62.4%) had some college experience or were 

college graduates. Despite a relatively high level of educa-
tion, 55.4% had an income of less than $19,999. Over 60% 
reported they preferred being seen at an AIAN clinic, while 
about one-quarter were unsure. Approximately 90% had 
health insurance coverage and 44% used the IHS (Table 1). 
Nearly half of the AIAN survey participants screened posi-
tive for likely depression.

Table 1   Participant characteristics and responses from a survey of 
the American Indian and Alaska Native population in Los Angeles 
County, June to October, 2016

a PHQ-2 Patient Health Questionnaire (depression screen)*; bAIAN 
American Indian and Alaska Native; cIHS Indian Health Service
*Kroenke K, Spitzer RL, Williams JB. The Patient Health 
Questionnaire-2: validity of a two-item depression screener. Med 
Care. 2003; 41: 1284–92

Variable Number of subjects 
(%) n = 496

Tribal enrollment status (n = 496)
  Enrolled 455 (91.7)
Sex (n = 494)
  Female 318 (64.4)
  Male 170 (33.9)
  Transgender woman 1 (0.2)
  Transgender man 3 (0.6)
  Other 2 (0.4)
Age (n = 495)
  18–39 210 (42.4)
  40–64 242 (48.9)
  65+ 43 (8.7)
Education (n = 489)
  Less than high school 68 (13.9)
  High school graduate 116 (23.7)
  Some college 212 (43.4)
  College graduate/postgraduate 93 (19.0)
Annual household income (n = 495)
  ≤ $19,999 274 (55.4)
  $20,000–$51,999 105 (21.2)
  ≥ $52,000 55 (11.1)
  Unsure/not shared 61 (12.3)
Persons experiencing homelessness (n = 496) 68 (13.7)
Difficulty with access to transportation (n = 488) 179 (36.7)
Screening for depression PHQ-2a (≥ 3) (n = 493) 238 (48.3)
Prefers AIANb Clinic (n = 476)
  Yes 293 (61.6)
  No 62 (13.0)
  Unsure 121 (25.4)
Access to care
Health insurance coverage (n = 496) 451(90.9)
IHSc use (n = 496) 220 (44.4)
IHS use without health insurance coverage (N = 496) 15 (3.0)
Both access to care + use
IHS use + health insurance (n = 496) 205 (41.3)
Uninsured and no IHS use (n = 496) 30 (6.0)
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The top three services ranked by survey participants as 
“very important” to have in an AIAN clinic were dental ser-
vices (72.7%), services for people with disabilities (65.5%), 
and specialty care, including any medical subspecialty 
beyond primary care (64.7%). The lower or bottom three ser-
vices as ranked by the participants were traditional healers 
(57.1%), doctors and staff that are AIAN (45.5%), and doc-
tors and staff that are not AIAN, but are culturally sensitive 
towards AIAN patients (44.1%). A majority of participants 
who used the IHS answered they also used the sole Urban 
Indian Organization (UIO) in LAC (a clinic at least partially 
funded by the IHS), but several indicated they traveled as far 
as Alaska, Arizona, Montana, New Mexico, and surrounding 
counties to access other sites (whether tribal, directly oper-
ated, or other urban sites).

The multivariable regressions provided adjusted preva-
lence differences for the two outcome variables: (1) health 
insurance coverage for those enrolled in a tribe versus those 
who were not enrolled in a tribe and (2) IHS use (Table 2). 
Health insurance coverage was similar for AIANs enrolled 
in a tribe as compared with those who were not enrolled in a 
tribe (prevalence difference −3.5%; 95% CI: −10.5%, 3.6%; 
p = .34). IHS use was 32% more frequent among AIANs 
who were enrolled in a tribe as compared with those who 
were not enrolled in a tribe (95% confidence interval [CI]: 
20.4%, 43.2%; p < .0001).

When examining the effect of preference for culturally-
specific health care, health insurance coverage was slightly 
less than anticipated, but not significantly different, for 
AIANs who preferred culturally-specific health care ser-
vices compared with those who did not, after adjusting for 
other non-AIAN race/ethnicities, depression, IHS eligibil-
ity, enrollment in a tribe, homelessness, highest level of 
education, and unemployment (95% CI: −11.1%, 0.7%; 
p = .08) (Table 3). For patterns on utilization, AIANs 
were 13.4% more likely to use the IHS if they preferred 
culturally-specific health care versus if they did not, after 

adjusting for other non-AIAN race/ethnicities, depression, 
and IHS eligibility (95% CI: 5.6%, 21.2%; p = .0008).

Best subsets algorithms revealed several factors that had 
the strongest factors positively impacting health insurance 
coverage. They were having two or more children in the 
household, wanting to learn more about their AIAN culture, 
and being female. Younger ages (18–39) and self-reporting 
as Black in addition to AIAN negatively impacted having 
health insurance coverage (Tables 4 and 5).

Among AIANs participating in the survey, the 
strongest impact on increasing IHS use were the reported 
importance of working or living near an IHS clinic, tribal 
enrollment, preference for culturally-specific health 
care, Medicaid coverage (Medi-Cal in California), and 
having less than a high school education. Younger age 
(ages 18–39) negatively impacted IHS use. The largest 
prevalence difference for IHS use was between those who 
were enrolled in a tribe (51.5%) and those who were not 
enrolled in a tribe (11.5%) (adjusted prevalence difference 
= 32.3%; 95% CI: 22.4%, 42.2%; p < .0001).

Findings from the Community Forum

Despite the diversity of health insurance coverage (based on 
the survey data) and IHS use, a majority of the dialog at the 
community forum centered around IHS use and preferences 
for culturally-specific care. Thematic analyses of the qualita-
tive data (feedback from forum participants) identified four 
primary themes: (1) quality of care, (2) scope of services, (3) 
trust/mistrust, and (4) system-based considerations (Fig. 1).

Quality of care was a major theme during the forum 
discussion. Content ranged from positive to negative per-
ceptions about the quality of care within the IHS. Personal 
stories were shared as anecdotes, yet some community 
members expressed an agnostic view about preference for 
culturally-specific care or the IHS, citing they simply wanted 
the best care.

Table 2   Adjusted differences in the proportion of American Indian 
and Alaska Native participants who (i) have health insurance and (ii) 
use the Indian Health Service (IHS), enrolled in a tribe versus not 

enrolled in a tribe. Study conducted at three community-based organ-
izations in Los Angeles County, California, 2016

a The survey question was: “Do you currently have any kind of health insurance?” The adjusted prevalence differences model accounted for the 
control variable: other races/ethnicities besides being American Indian or Alaska Native
b The survey question was: “Do you use the Indian Health Service to obtain health care?” The adjusted prevalence differences model accounted 
for the control variable: other races/ethnicities besides being American Indian or Alaska Native

Outcome Category for the 
factor

Adjusted prevalence differences for those who were enrolled in a tribe versus 
those who were not enrolled in a tribe (95% confidence interval)

p-value

Overall
Having insurancea No 1 (reference) 0.34

Yes −3.5% (−10.5%, 3.6%)
IHS useb No 1 (reference) < 0.0001

Yes 31.9% (20.4%, 43.2%)
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When it came to the scope of services offered, com-
munity members shared a polarized view. Some were of 
the opinion that care delivered by the IHS was not only 
comprehensive, but free. Others felt that there were certain 
things not covered. Not having dental and specialty care 
services were specifically referenced as limitations of the 
IHS. For instance, one community member said, “if you 
need a specialty doctor, make connections elsewhere.” 
Another noted, “dental services are not often covered or 
they’re more expensive.”

Perceptions of trust and mistrust were influenced by 
reputation and confidentiality. Several community members 
reported that IHS had “a bad reputation” and that “bad news 
travels fast.” There was additional mistrust when it came to 
IHS operating within small communities where “everybody 
talks,” which suggests there were issues with confidentiality. 
However, many cited “familiarity” as a reason to trust the 
IHS.

Lastly, community members reported multiple sys-
tems-based considerations that negatively or positively 
affected AIAN access to and use of the IHS. Negative 

perceptions included a lack of information and outreach 
as evidenced by many noting “I didn’t know this was 
the Indian Health Service,” referencing the Urban Indian 
Organization in which the community forum was held. 
Several community members also referenced limited 
hours, excessive paperwork, and a lack of transportation 
as barriers to accessing and using IHS. Conversely, posi-
tive system attributes included the fact that the service 
was perceived as “free,” and provided “all-in-one” ser-
vices and transportation at some sites.

Discussion

To the best of our knowledge, this is the first study of 
its kind to include tribal enrollment status, preferences 
for culturally-specific health care, health insurance cov-
erage, and IHS use as part of a more complex but prag-
matic modeling of an urban AIAN population dataset. 
The study is also among the first to use a sample size that 
is larger than most surveys and sufficiently powered for 

Table 3   Adjusted differences in the proportion of American Indian 
and Alaska Native participants who (i) have health insurance and (ii) 
use the Indian Health Service (IHS), preferred versus did not prefer 

culturally-specific health care. Study conducted at three community-
based organizations in Los Angeles County, California, 2016

a The survey question was: “Do you currently have any kind of health insurance?” The adjusted prevalence differences model accounted for 
control variables, including the following: in addition to being American Indian or Alaska Native, other races/ethnicities; depression; being 
eligible for Indian Health Service; enrolled in a tribe; homelessness, highest level of education, and being unemployed
b The survey question was: “Do you use the Indian Health Service to obtain health care?” The adjusted prevalence differences model accounted 
for control variables, including the following: in addition to being American Indian or Alaska Native, other races/ethnicities; depression; and 
being eligible for Indian Health Service

Factor Category for the factor Adjusted prevalence differences for those who preferred versus did 
not prefer culturally-specific health care
(95% confidence interval)

p-value

Overall
Having insurancea No 1 (reference) 0.08

Yes −5.2% (−11.1%, 0.7%)
IHS useb No 1 (reference) 0.0008

Yes 13.4% (5.6%, 21.2%)

Table 4   Strongest factors influencing having health insurance coverage among American Indian and Alaska Native participants at three commu-
nity-based organizations in Los Angeles County, California in 2016

a CI confidence interval

Strongest factors influencing having health 
insurance coverage

% with factor who 
reported they have 
insurance

% without factor who 
reported they have 
insurance

Adjusted prevalence difference
(95% CIa)

p-value

Black and AIAN race 72.2% 91.6% −18.2% (−31.5%, −9.2%) 0.008
Two or more children in the household 95.5% 89.6% 7.1% (1.0%, 13.1%) 0.02
Female 93.1% 87.1% 6.3% (1.1%, 11.5%) 0.02
Ages 18–39 86.7% 94.1% −8.4% (−13.5%, −3.3%) 0.001
“Learning more about my culture is important to 

me” (Extremely important or very important)
91.6% 78.6% 12.2% (1.5%, 22.8%) 0.02
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quantitative analysis. As part of the qualitative data col-
lection and analysis process, the study elicited the assis-
tance of the AIAN community to jointly interpret and 
frame user perspectives on health care access and use in 
this population.

Tribal Enrollment

Having health insurance coverage was similar for AIANs 
who were enrolled in a tribe compared with those who 
were not enrolled in a tribe (−3.5%, 95% CI: −10.5%, 
3.6%; p = .34). Interestingly, this seems to contrast the 
community forum interpretation which points to the 
likely circumstances in which insurance is perceived 
as being expensive compared with the “free” services 
that IHS offers (i.e., assuming the members are aware 
of, eligible for, and have enrolled in the system). Other 
forum members noted the process of signing up for 
health insurance as rather burdensome, and for a small 
group there was a general thought that there was no need 
to see a doctor.

In contrast to the patterns of health insurance coverage 
reported, AIANs who were enrolled in a tribe were found 
to be 31.9% more likely to use the IHS as compared with 
those who were not enrolled in a tribe. This finding is not 
entirely surprising given that the IHS website brands itself 
as a health care system for federally recognized American 
Indians and Alaska Natives in the US. Albeit, as echoed 
in the community forum, many eligible individuals may 
not be aware of their eligibility to receive care from the 
IHS. Implications exist for contracted IHS providers to 
educate about the intersection of obtaining insurance and 
IHS eligibility. At least for the UIO in this study, evidence 
points to the opportunity to aid in insurance enrollment 
as well as facilitate a low-barrier approach to potential 
eligible users.

Culturally‑Specific Health Care

The present study found that AIAN survey participants who 
preferred culturally-specific health care were 13.4% more 
likely to use the IHS (95% CI: 5.6%, 21.2%; p = .008). 
However, AIANs who preferred culturally-specific care 
were only slightly, and not significantly less likely to have 
health insurance (−5.2%, 95% CI: −11.1%, 0.7%; p = .08). 
Based on data collected from the community forum, there 
was some evidence to suggest that some AIANs may believe 
having health insurance and obtaining culturally-specific 
services were mutually exclusive. There was also some 
confusion about how health insurance is or is not connected 
to IHS operation (e.g., a community member asked if 
billing insurance goes to help IHS clinics). Regardless, the 
expectation that culturally-specific health care could be 
delivered by the diverse clinical settings lumped into the 
IHS umbrella (UIOs, tribally compacted clinics, or directly 
operated facilities) may not be consistent with reality.

Given the well-documented underfunding of the IHS, 
particularly the dramatic underfunding of UIOs [18], it can 
be helpful for AIAN patients to obtain health insurance in 
addition to using the IHS. This not only serves as a way 
to generate revenue for UIOs but may introduce a broader 
range of services that may not otherwise be available.

A recent study found that persistent perceptions of 
health care insecurity were a major barrier to AIAN 
well-being [19]. Almost half of the participants in the 
present survey screened positive on the depression 
screener, suggesting further evaluation is warranted 
to see if they meet criteria for more severe depressive 
disorders. Feedback from the community forum seems 
to corroborate this finding. Psychological distress may 
not only emanate from health care insecurity, but could 
also be associated with the well-documented historical 
mistrust of government and health care institutions. For 

Table 5   Factors influencing Indian Health Service (IHS) use overall and by strata among American Indian and Alaska Native participants at 
three community-based organizations in Los Angeles County, California, 2016

a CI confidence interval

Strongest factors influencing self-reported use of 
Indian Health Service

% with factor who 
reported they used 
IHS

% without factor who 
reported they used 
IHS

Adjusted prevalence difference
(95% CIa)

p-value

Tribal enrollment 51.5% 11.5% 32.3% (22.4%, 42.2%) < 0.0001
Preference for culturally-specific health care 56.3% 24.0% 19.7% (11.7%, 27.7%) < 0.0001
It is important to me that the IHS be close to my 

work or home
46.7% 31.5% 10.6% (0.1%, 21.1%) 0.049

Medicaid 57.3% 25.1% 25.8% (18.1%, 33.6%) < 0.0001
Highest level of education is less than high school 69.1% 40.4% 17.6% (6.4%, 28.8%)

17.2% (6.0%, 28.9%)
0.003

Age 18–39 34.3% 51.8% −12.8% (−20.6%, −9.5%)
−12.5 (−20.2%, −4.8%)

0.002
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local providers, this again underscores the importance 
of having culturally appropriate care available and 
trauma-informed environments that people can go 
to address or alleviate these common problems and 
concerns.

Despite over 60% of the participants stating a prefer-
ence to be seen in an AIAN clinic presumably because 
of its culturally relevant service options, key prefer-
ences such as seeing traditional healers, having doc-
tors and staff that are AIAN or are at least culturally 

sensitive were ranked lower than preferences having 
to do with providing comprehensive care. This find-
ing, however, is not entirely unanticipated since a more 
immediate need to address basic medical needs makes 
practical sense. Feedback from the community forum 
offered additional insights on this, revealing that there 
were more nuanced concerns not captured by the survey. 
Prominent among them were concerns about the quality 
of care, trust, and scope of services that were offered 
by the IHS.

Fig. 1   Range of participant perceptions about the use of the Indian Health Service and Culturally-Specific Health Care
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IHS Performance and Funding Support

The IHS has had performance challenges, which 
unfortunately has garnered more attention than its unique 
innovations [20–22]. Given that implementation of services 
can range from directly operated facilities to tribally 
operated facilities to UIOs, the range of opinions expressed 
at the community forum was not surprising. Even though the 
US government is legally obligated to provide health care for 
AIANs, the IHS is only funded at 56% of need, with its per 
capita spending being significantly lower than those of other 
agencies within the US Department of Health and Human 
Services [18]. Clearly, access to essential health services and 
quality of care will continue to be affected  if federal funding 
does not increase.

Factors that Influence Health Care Access and IHS 
Use

Factors that had the strongest positive impact on having 
health insurance coverage included having two or more 
children in the household, female gender, and considering 
learning more about their culture as “extremely important” 
or “very important” by the survey participants. Factors 
which had the strongest negative impact on having health 
insurance coverage were, in addition to being AIAN descent, 
self-identified as being Black and younger in age (< 40 years 
of age). These results were not surprising, as those who want 
to learn more about their culture may be more connected 
to community organizations that typically provide trusted 
outreach to AIANs; in turn, these organizations may be more 
primed to describe how and why it is important to obtain 
health insurance coverage.

In contrast, factors that had the strongest positive impact 
on IHS use were tribal enrollment, preference for culturally-
specific health care, proximity to clinic access, level of 
education, age over 39, and Medicaid enrollment. While 
the results were not entirely unexpected, they do point to a 
need for better engagement of the AIAN population and to 
identify ways that can help increase the use of IHS in LAC.

Limitations

The present study has several limitations. First, although 
purposive sampling was the most efficient way and 
the only feasible method of obtaining a sufficiently 
powered AIAN sample in LAC, this approach limits the 
generalizability of the results (i.e., the sample is more 
representative of AIANs who sought culturally-specific 
services at AIAN community-based organizations than 
other AIANs in the region).

Second, self-administered surveys are subject to problems 
due to missing data. To address this issue, the study used 
multiple imputations prior to performing best subsets 
algorithms modeling. Third, as a cross-sectional study, the 
results can only be used to examine associations between 
factors and the prevalence of health insurance coverage and 
IHS use.

Lastly, the qualitative data (feedback) from the 
community forum was recorded by hand per participant 
preference, as opposed to using technology, such as voice 
or video recording. The latter could have improved the 
capacity to capture more precise and accurate data with 
less chance for human errors.

Conclusions

The present study utilized a research process that involved 
AIAN community participation, an important step towards 
using data to inform health policy and practice in a more 
meaningful, culturally congruent way. This model of 
practice has the potential to ensure that community voice 
and participation are consistently included in research 
and used strategically to inform health policy and health 
services decisions that may influence health care access 
and use among AIANs at the federal, state, and local level.
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