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Objectives:

* Understand the differences of the Native American Communities in
New Mexico.

 Understand how Native Americans came have health care
coverage through the Indian Health Services.

* Recognize the health disparities among Native Americans in New
Mexico and the United States compared to other races.

* Understand some of the reasons for health disparities among
Native Americans.



* Understand how the Indian Health Service functions.
* Understand where Native Americans get their health care.

* Recognize the ways to address the health disparities in Native
American populations.
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Native Americans of New Mexico

* There are 5 million American Indians in the United States. New
Mexico has over 200, 0coo Native Americans. 10% of the state’s
population.

* There are 23 Native American tribes in NM. 19 Pueblos, 3 Apache
tribes (Fort Sill, Jicarilla, and Mescalero) and the Navajo Nation
(Dine’).

* The 19 Pueblos in New Mexico are: Acoma, Cochiti, Isleta, Jemez,
Laguna, Nambe, Ohkay Owingeh, Picuris, Pojoaque, Sandia, San
Felipe, San Illdefonso, Santa Ana, Santa Clara, Santo Domingo,
Taos, Tesuque, Zia and Zuni.

* Ysleta del Suris in El Paso, TX. They originated from NM.
* Each Tribe has its own government, religion and language.



Native American Communities

Pueblos, Tribes & Nations

Acoma Pueblo (Sky City)
Cochiti Pueblo

Isleta Pueblo

Jemez Pueblo

Jicarilla Apache Nation
Laguna Pueblo
Mescalero Apache Tribe
Nambe Pueblo

Navajo Nation (Dineh)
Ohkay Owingeh Pueblo
Picuris Pueblo
Pojoaque Pueblo
Sandia Pueblo

San Felipe Pueblo

San lldefonso Pueblo
Santa Ana Pueblo
Santa Clara Pueblo
Santo Domingo Pueblo
Taos Pueblo

Tesuque Pueblo

Zia Pueblo

Zuni Pueblo
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How do we address Native
Americans?

In 1995 the Census Bureau polled indigenous people and the results were as follows:

* 49% preferred American Indian
* 37% preferred Native American
* 3.6% said “some other name”

* 5% had no preference

* The name used in legal documents in the United States is American Indian.

* Christina Berry (Cherokeef wrote an essay called “*What’s in a name? Indians and
political correctness”. She likens grouping indigenous people to grouping
Europeans. Romanians and Irishmen are both European but the history, culture
and language are all different.. BUT they are all European.



Which do we use?

Ask

* The person you ask will tell you.

e Some tribes also have different names for themselves. For
example, the Navajo call themselves the Dine’.

* | will be using American Indian and Native American in this
presentation.



Why do the Native Americans live on
Reservations?

* What are reservations?

* Itisland reserved for and managed by Native American tribes. The tribes are sovereign nations. They have
their own governments and are able to negotiate with the Federal government.

* In NM the pueblo tribes were able to stay on their ancestral lands (although they were reduced in size).

* The Navajo and Apache also were able to stay mostly on the lands they lived on historically, but as
opposed to the Pueblo who stayed and lived in one area, the Navajo and Apache were nomadic people and
roamed various areas in the Southwest.

* Inother parts of the country Native Americans were not as fortunate. In the East, and the South the Native

Americans were forcibly removed from their tribal lands by the federal government after a series of
legislation including The Indian Removal Act signed by President Andrew Jackson in 1830.

(Can watch How the Brutal Trail of Tears got its Namehttps://www.youtube.com/watch?v=SosZ2ZRJymU ).



https://www.youtube.com/watch?v=SosZ2ZRJymU

* Throughout this period the federal government continued to subject
the Native Americans to annihilation of their culture. Boarding school
was mandated to indoctrinate children into white culture. They were
forbidden from speaking tribal languages and required to wear
American-style dress.

* The Dawes Act of 1887 further tried to assimilate Native Americans by
supporting the American ideal of individual land ownership. This
allowed individual Native Americans to own the tribal lands. Tribal
lands were sold off. Nearly 2/3 of reservation lands were taken from
tribes and given to settlers. It also changed many tribal member status
to individuals and termination of tribal affiliations.

* Native Americans who lost their affiliation were no longer eligible for
health care or education from the federal government.






- <

Winnipeg®

" CHIGAN
L
GraridRapids
.

Milw auk ee

2 0
Chicago

INDIANA
v Al

¥ j
Detrout.

Georgian
g Bay
Lake

Huron

Lw
Buffalo **
N
lake - L 42
=~ Erie G‘\

Cleveland
OHIO

Pi

Indimapolis. Columbus

iy Kansas City " ILLINOIS
E Saint Louis e
MISSOURI

Cincinnat

ALABAMA GEORGIA\

ISSISSIPPI
sT AL

v Orleans
. w
Chihvahua .-
by 8 %
»
b =)

-,
” >

SR # RO S Gulf of
Asyou can see in que,?Fom this time period this was Native

American land

b
p L

g p
SPREIDA Jacksonville

Orlando
Ll

* Tampa

Toronto ® Lake Ontario

Reservation

Indian Homelands (1776 to present)

Unceded Territory

)



paids - >

+— y 'ﬁh’.ﬂ SHINGTON SOTA o
Q @ | 3 e w -
— LA ’ % » " P
| e § 2 ‘.
Por d o Lake
}Bﬂ g 2% Minneapolis ® Rl Mochidn R e B
o : & WISCONS Muron
=0 "% ©OREGON : ; MINHISAN
e . : ! Toronto ® lake
B k. X .O“ING 7 GraMR.aplds -
i . Milw auk ee Detroit. Buffalo
7 b . 3 IOWA . s Lake - ”
K : NEBRASKA - Chicago o B ¥
\ o > Cleveland \
i 2 . : INDIANA P
CALIFORNIA : A SaltLake e Y v v : o OHIO
A u G 4 7 | 1o Deny_ea. U N~ T E D - : Indianapolis_ Colu .Us'. '
A . \ Ty "BiAkG N uTaml s o STATE S P ‘Kansas City ILLINOIS Cincinnat
Sacramento ) . e Q HLrd i i
. » NENADA ‘COLORADO CANEA S —- Saint Louis e
bl Arka CAGE W MISSOURI
®San Francisco ?\\)
' o MU Whitney \("
Fresno + »
4 LasVegas o ?\,
N % TE NNE SSEE
f .
> LR i
5 ARIZONA ARKANSAS  Memphis\ ]
os. _ o NE W .
JBhee 7 4 g MEXICO Birmingham_ R o
SanDiego § - - » Atlanta
Tijuana i ALABAMA C'F-ORC":\
ElPaso" TEXAS MISSISSIPFL p b
< o - 8L )
o - FLORIDA o :
oA Jacksonville
°., 2l
S
Hermosillo P 3 5 Orlando
¢ Chihuahua -
o * Tampa

2 > g _
122.854 25.433 Degrees 1'3 Py !

Interactive Time-Lapse Map Shows How the U.S. Took more: © &
han 1.5 billion Acres from Native Americans By Rebecca

Onion and Claudio Saunt

NEW
ERUNSWICK

Reservation

Indian Homelands (1776 to present)

- Unceded Territory



INDIAN HEALTH SERVICE:3®

2.56 : : :
- National Congress of American Indians

N

ma -
§
& URBAMN INDLAMN
N HEALTH
ODORGAMNIZATIONS

600,000




There are approximately 334 Indian land areas in
the United States administered as federal Indian

reservations (i.e., reservations, pueblos,
rancherias, missions, villages, communities, etc.).

Through the Dawes Act, the federal government
forcibly converted communally held tribal lands
into small parcels for individual ownership, most
often without compensation to the tribal nations.
In addition, the Termination Era of the 1940s and
1950s resulted in the loss of huge amounts of
reservation land.

Nearly of reservation lands were
taken from tribal nations and given
to settlers as a result of the

ACRES IN THE
CONTINENTAL
UNITED STATES
TAKEN BY THE U.S.
GOVERNMENT
BETWEEN 1887 AND 1934

Federal Indian Reservations

There are three types of
reserved federal lands in the
U.S.: military, public, and
Indian.

A federal Indian reservation is
defined by the U.S. Department
of the Interior as “an area of
land reserved for a tribe or
tribes under treaty or other
agreement with the United
States, executive order, or
federal statute or administrative
action as permanent tribal
homelands, and where the
federal government holds title
to the land in trust on behalf of
the tribe.”

The ways in which reservations
were determined vary; some
include a tribal nation’s
original land base, while other
reservations were established
by the federal government

to resettle Native people
forcibly removed from original
homelands and areas. Not

all federally recognized tribal
nations have a reservation.

A number of states have
established reservations for
state-recognized tribal nations.

Debunking Common Myths

Does the federal government pay all health care,
housing, and college tuition for individual Indians?
Cenerally, no. The federal government provides basic
health care for many Indian people thraugh the Indian
Health Service (IHS). Unfortunately, these health
programs have been inadequately funded for many
decades, and Indian people have the worst health status
of any group in the country. The Department of Housing
and Urban Development provides some housing, but
Mative people have the highest rates of homelessness and
avercrawding. The federal gowernment also provides some
educational assistance to tribal colleges, but investments
often lag behind those provided to other Americans.
Higher education generally is not provided and remains

beyond the reach of many Native people.

Do all tribal citizens receive free money from the
federal government?

Tribal citizens do not receive free money from the federal
government. Some tribal citizens receive distributions of
money derived from land claim settlements or income
generated from the sale, development, andfor use of

trust lands.

Aren't per capita distributions “free money?”

Per capita distributions from tribal enterprise or claims
settlements with the U.S. government represent the tribal
nation's de r to redistribute tribal revenue (ordinarily
generated fram a tribal business) through individual
payments to every tribal member.

National Congress of American
Indians
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Why does the federal government cover
health care for the Native Americans?

* Through a series of treaties with the federal government (367 were
ratified between 1778 and 1868), a guarantee of health care and
education for all American Indians was negotiated in exchange for
peace and tribal lands. Over 400 million acres of tribal land were

ceded to the United States.

* There were however problems with the funding of this guarantee
from the beginning. The IHS has never operated on a full budget.
They operate at about 50% of what their budget should be to
provide adequate care to Native American patients.



There are about 5 million Native
Americans in the United States

* The IHS only covers 2.5 million. The others live away from
Reservations and in urban areas. Many Native Americans in urban
areas do not have access to urban centers covered by the IHS.

* The IHS has never been fully funded.

* The uninsured American Indian population was 36% in 2008. After
the affordable care act and exchanges and Medicaid expansion
(which NM took) the rate went down to 28% in 2015.

* NM Medicaid covers nearly 40% of the state’s population( 2 million
people in NM). About 800,000 on Medicaid.



What does the Indian Health Service
Cover?

* Does not cover ALL health care. Itis only a service provider. It is
NOT an insurance coverage.

* Many service areas are severely underfunded, so care is provided as
life-saving care first. If there are remaining funds, then
preventative care services take place.

* Once funding runs out for the year, services are over.



10 iImportant Facts

about Indian Health Service
and Health Insurance

For American Indians and

Alaska Natives

Why your Indian health
benefits may not be enough

FACT #1: IHS is not health
insurance

The Indian Health Service (IHS) is a part of the federal
government that delivers health care to American Indians and
Alaska Natives (Al/ANs) and provides funds for tribal and urban
Indian health programs. Health insurance, on the other hand,
pays for health care covered by your plan. It protects you from
paying the full costs of medical services when you are injured or
sick and pays for services to prevent you from becoming ill.

FACT #2: Even people eligible for
IHS need insurance

Health insurance covers many things Indian health care
programs do not provide. With health insurance. you can:

® Get in to see specialists

® Get health care for covered services without |IHS
Purchase Referred Care authorization

® Get health care when you are away from home

FACT #10: Even though health car

is a treaty right, you should still
get insurance

IHS has to work within yearly budgets approved by Congress
and does not receive enough funds to meet all the health nee
of American Indians and Alaska Natives. That is why IHS doe:
not offer certain services and why some services aren't availa
at certain times of year. In fact, the IHS budget only meets ab
half of the need, so enrollment in health insurance helps expa
needed care. And with insurance, health care is available whe
you need it.

Signing up for the Marketplace or
Medicaid is easy and affordable

The Health Insurance Marketplace is a resource where you can le:
about options; compare health insurance plans based on costs,
benefits, and other important features; choose a plan; and enroll i

Qualified Health Plan. You can apply for the Marketplace or Medi
through healthcare.gov call centers and in-person assistance.

Ask for help from your Indian health program,
Call 1-800-318-2596, or

Go online to healthcare.gov/tribal

Yy @CMSGov : #CMSNativeHealth

’
-
-
*
+
-

CMS ICN No. D09322-N = August 2018
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IHS Profile

Based on 2000-2016 data -- Numbers are approximate

e The Indian Health Care System:
o Indian Health Service (IHS) direct health care services

[HS services are administered through a system of 12 Area offices and 170 IHS and tribally

managed service units.

o Tribally operated health care services
Titles I and V of the Indian Self-Determination and Education Assistance Act (Public Law 93-
638, as amended), provide Tribes the option of exercising their right to self-determination by
assuming control and management of programs previously administered by the federal
government. Since 1992, the IHS has entered into agreements with tribes and tribal organizations
to plan, conduct, and administer programs authorized under Section 102 of the Act. Today, over
sixty percent of the IHS appropriation 1s administered by Tribes, primarily through self-
determination contracts or self-governance compacts.

o Urban Indian health care services and resource centers Population Served:

There are 34 urban programs that provide services ranging from community health to o Members of 573 federally recognized Tribes
comprehensive primary health care. o 2.2 million American Indians and Alaska Natives

Annual Patient Services (Tribal and IHS facilities):
o Inpatient Admissions: 39,305
o OQOutpatient visits: 13,742 078
Appropriations:
o FY 2014 IHS budget appropriation: 54 4 billion
o FY 2015 IHS budget appropriation: $4.6 billion
WWW.ihS.gOV o FY 2016 IHS budget appropnation: $4 8 billion

o Per Capita Personal Health Care Expenditures Comparison:
o FY 2015 IHS expenditure on user population: $3,688
o Total CY 2014 U.S. population expenditure: $9,523




Native American Health Care

* Where do the majority of Native Americans get their health care?
* Where do the majority of Native Americans live?



' states. The majority of AIANs live outside of tribal areas.

SHARE OF AIAN POPULATION BY STATE, 2017

Remaining States
40%

WA
4%
MI

3% AK
3%



* When Urban Native Americans have Medicaid, they can get health
care in any facility that takes it and can even get preventative care.

* The federal government spends 5o percent less for Native
American health care than Medicaid or for federal prisoners and
60% less than the average American.



FIGURE 1.2
Per Capita Government Expenditures, U.S. Population vs. Native American Population, 1975-2000,
in Current Dollars
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Note: Data used for this analysis compare funding for major Indian-related programs and federal non-
defense funding.

Source: Roger Walke, specialist in American Indian policy, Domestic Social Policy Division, Congressional
Research Service, memorandum to the Senate Committee on Indian Affairs, Mar. 1, 2000, re: Indian-related
federal spending trends, 1975-2001, appendix, table 1.




$15,000

2017 IHS EXPENDITURES PER CAPITA AND OTHER

B FEDERAL HEALTH CARE EXPENDITURES PER CAPITA
$12,000
o000
o000 =
$3,000
| | | | |

Medicare National Veterans Medicaid FDI Benchmark IHS
Spending Health Medical Spending Per User Spending
Per Beneficiary Spending Spending Per Enrollee (Inflated) Per User*
Per Capita Per Patient




o 2018 IHS EXPENDITURES PER CAPITA AND OTHER
FEDERAL HEALTH CARE EXPENDITURES PER CAPITA




HEALTH AND HEALTH CARE FOR AMERICAN INDIANS AND ALASKA NATIVES (AIANs) IN THE UNITED STATES Nonelderly adult (18-64) AlANs fare worse than Whites Although the Indian Health Service (IHS) provides services
across many health measures. to AlANs, health coverage is important for AlANs.
® Asof 2017, over 5M people or 2% of the N Under treaties and laws, the U.S. has a unique - )
U.S. population identified as AIAN alone or in : Spons Health
combination with another race. o

SEALTY
&
o

AlANSs live across the United States, but 60% reside in 11 | Compared to Whites, AIANs are... W Nonelderly AIAN

states. The majority of AIANs live outside of tribal areas. YOUNGER B Nonelderly White

57%

49

1 underfunded to met

o  rmm mEarde - AlNe
Rusnl\:[l:;g MORE LIKELY TO BE POOR the health care needs of AlANs
40%

23%

Enrolling AlANS in health coverage, including
LESS LIKELY TO HAVE A FULL-TIME WORKER IN THE FAMILY i

Y
2

Total: 5.4 Million

Medicaid and CHIP help fill gaps in private coverage for AlANs have gained coverage under the ACA, with larger
AlANs, particularly AIAN children, but they remain more increases in states that expanded Medicaid.
likely to be uninsured than Whites. o NSLURANCE C AGE FOR NOMELDERLY

8% m Uninsured
26% 14%

30%
42%

u Medicaid/ ® Medicaid/
Ll Other Publi




National Indian Health Board
Recommendations:

* Provides recommendations for annual federal budget formulation
cycle via the IHS Tribal Budget Formulation Workgroup (TBFWG)
Represents the 12 IHS areas. This group makes recommendations
to the IHS on tribal budget priorities.

e Recommendations for 2021:

* Urge administration to take immediate action to address
unfulfilled Trust and Treaty obligations with Tribal Nations.

* End unacceptable health disparities and urgent life-safety issues at
IHS and Tribal Health facilities.

* Implement a budget which fully funds the IHS at $48 billion




1st Recommendation

Fully Fund IHS at $48 Billion

1st Recommendation

Fully Fund IHS at $37.6 Billion Phased In Over 12 Years

(FY2022)TRIBAL NEEDS BASED BUDGET

PERCENT OF INCREASES NEEDED TO ACHIEVE
FULL FUNDING — $48 BILLION

RIBAL NEEDS BASED BUDGET

PERCENT OF INCREASES NEEDED TO ACHIEVE
FULL FUNDING IN 12 YEARS — $36 BILLION
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FY2021 FY2022 FY2023 FY2024 FY2025  FY2026 FY2027  Fv2028 FY2029 FY2030 FY2031 FY2032

FY2021 FY2022 FY2023 FY2024  FY2025 FY2026 FY2027 FY2028 FY2029 FY2000 FY2031 FY2032

Over-all there are g recommendations
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What did we learn about the causes of disparities in the pandemic?

AMERICAN INDIANS

-$20,000 -$4.4 billion
’ \ Median household income is A 6-week shutdown of casinos
$20,000 lower for American in early March led to an

Indians than for White estimated loss of over $4.4
households billion in economic activity

The Navajo Nation has an
unemployment rate of 40%

The Doctrine of Discovery was used to colonize and control lands occupied by
American Indians and continues to impact land ownership and wealth

Social & Built Environment

Native Americans are more likely to live in multi-generational households

In the Navajo Nation:
1in3 1in3

to electricity access to running water

residents do not have access ‘ residents do not have

Lower broadband & technology access has impacted access to
COVID-19 information & health care
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Health

Native Americans have higher rates of diabetes, obesity & heart disease

2 3% of American Indian & Alaska
Mative adults are smokers

compared to 14% of the general population

9 Those living on tribal lands Unrecognized tribes did

sometimes have to drive hours = ==  not receive federal
to get to a health care facility COVID-19 aid
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Social & Built Environment

Native Americans are more likely to live in multi-generational households

In the Navajo Nation:
1in3 1in3

to electricity access to running water

Lower broadband & technology access has impacted access to
COVID-19 information & health care

residents do not have access ‘ residents do not have




* Poor economic conditions on reservations have forced many to
relocate. The “"Urban Indians” are also at risk of living in poverty
and having poor health status.

* |HS funds 34 urban health centers. 605, 000 are eligible to use
these facilities (Remember there are 2.5 million not in IHS covered
areas) and therefore not all Native Americans are covered with

these services.



Figure 6

Medicaid and CHIP help fill gaps in private coverage for
AlANs, particularly AIAN children, but they remain more
likely to be uninsured than Whites.

| 4% |
26% m Uninsured

30%

Employer/
Other
Private

—

m Medicaid/
Other

32% o

AIAN White AIAN White
Nonelderly Adults (19-64) Children (0-18)

Note: AIANs and Whites are non-Hispanic. Excludes individuals of mixed race. Includes nonelderly adults 19-64 years of age and

children 0-18 years of age. Totals may not sum to 100% due to rounding. All values have a statistically significant difference from the

White population at the p<0.05 level. KFF
Source: Kaiser Family Foundation analysis of 2017 American Community Survey (ACS), 1-Year Estimates.




Figure 7

AlANs have Gained Coverage Under the Affordable Care

Act, with Larger Increases in States that Expanded Medicaid.
HEALTH INSURANCE COVERAGE FOR NONELDERLY AIANs BY EXPANSION STATUS, 2013 & 2017

m Uninsured

5%

Employer/
Sk Other

Private
. 45% m Medicaid/
36 Yo 30% 31% Other
Public

2013 2017 2013 2017

Expansion States Non-Expansion States

Note: AIANs are non-Hispanic. Excludes individuals of mixed race. Includes nonelderly individuals 0-64 years of age.
Source: Kaiser Family Foundation analysis of the 2013 & 2017 American Community Survey (ACS), 1-Year Estimates.




American Indian and Alaska Native Population 2012 and 2016

2012 2016 2016 Total Medicaid
217,755 221,075

American Indian and Alaska Natiﬂ-ﬂ 2012 and 2016
2012 2016
74,010 43,798

Uninsured Rate 2012 and 2016

2012 2016
34% 20%

= IHS mNoIHS

2012 2016
70,676 103,280

NEW MEXICO MEDICAID COVERAGE FOR AMERICAN INDIANS AND ALASKA

NATIVES: THE IMPACT OF THE AFFORDABLE CARE ACT 2012-2016
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Public Law 93-580
93rd Congress, S, J, Res, |
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To provide for the establishment of the Awmerican Indian Poliey Review
Commission.

CONGRESSION AL FINDINGS

The Congress, after careful review of the Federal Government's
historical and special legal relationship with American Indian people.
finds that—

(a) the policy implementing this relationship has shifted and
changed with changing administrations and passing years, with-
out apparent rational design and without a consistent goal to
achieve Indian self-sufficiency;

(b) there has been no general comprehensive review of conduet
of Indian affairs by the United States nor a coherent investigation
of the many problems and issues involved in the conduct of Indian
affairs since the 1928 Meriam Report conducted by the Institute
for Government Research; and

(¢) in carrying out its responsibilities under its plenary power
over Indian affairs, it is imperative that the Congress now cause
siich a comprehensive review of Indian affairs to be conducted.

American Indian

Policy Review
Commission

jaenual

Drary

25 USC 174

note,

Statement:

Health of Indian people is significantly below the
United States population. Most federal, state and
local agencies are unresponsive to our needs.

Hearings Review
Review of the Reservations Questionnaire

Recommendations:

1. Establish a free Basic Health Care Guarantee
for all our people to counter the existing “crisis”
oriented health care system.

2. Establish a disease-prevention system.

3. Improve environmental health protection,
mental health, nutrition, accident prevention,
transportation and accessibility, social services,
self-determination, training and technical
assistance.

4. Create and Indian Agency, funded by Federal
monies and operating on the cabinet level

5. The tri-agency agreement between BIA, HUD
and IHS in the area of environmental services is
not functional and must be redesigned.

6. The Food Stamp Program must be improved to
handle the problems of a lack of knowledge of
money management and the high price of food
on reservations,

7. USDA surplus commaodities food program must
be upgraded, and food quality must be improved.

8. A unique day care program must be established

for women, infants, children and the elderly.

9. Preventive accident/safety programs need to
be strengthened. The National Red Cross must

teach first aid and safety to our people as they do
other Americans

10. We must have guarantees of Medicare and
Medicaid

11. A National Mental Health Center must be set
up to study our mental health problems.

2. We require management fraining to manage
palth care.

13. Legislation giving tribal authority over the IHS
is essential

14. Legislation creating an Indian heaith agency t¢
specifically include Nutrition, Mental Health, Data
collection and a training center for professionals
and paraprofessionals must be enacted




The Indian Health Task Force has compiled "conclusive
evidence" to show that the health level of Indians is significantly

~
-

14

"below the level of health of the general United States population.

Major problem areas in the Indian health field are:

Inadequate policy to solve the problem of Indian health.

Lack of adequate appropriations to implement whatever
policy exists.

Lack of adequate and strong mechanisms for the delivery
of health care.

Lack of oversight and accountability at all levels of
the Indian Health Service (IHS).




The Task Force has developed a set of basic remedies and

recommendations to be submitted to Congress. They are as follows:

Xa Development of a "Basic Health Care Guarantee" to
guarantee health i

ing available supplementary benefits to insure
the prevention of health problems and assist Indian
tribes. Specifically, more services are needed in
environmental health protection i and
outreach mental health rition, acciaent preven-
tion, transportation and accessibility, social
se'wages. training and technical assistance

The Health Task Force has concluded that most federal,
state and local agencies are not responsive to the
needs of Indians. In order to consolidate all the
services and make the delivery system more responsive,
an Indian agency funded by federal monies and operat-
ing on the Cabinet level should be created.

This was 1975. Many government reports over 100 years have been reporting the same thing.



What health problems are the most
pressing in the Native American
population?



* The American Indian and Alaska Native people have long
experienced lower health status when compared with
other Americans. Lower life expectancy and the
disproportionate disease burden exist perhaps because of
inadequate education, disproportionate poverty,
discrimination in the delivery of health services and
cultural differences. These are broad quality of life issues
rooted in economic adversity and poor social conditions.

Indian Health Disparities www.ihs.gov



MORTALITY DISPARITY RATES

American Indians and Alaska Natives (ALVAN) m the IHS Service Area

2009-2011 and U.S. All Races 2010
(Age-adjusted mortality rates per 100,000 population)

AUAN Rate U.S. All Races Ratio: AUAN to
2009-2011 Rate — 2010 U.S. All Races

es of the heart (heart disease)
Malignant neoplasm (cancer)
Accidents (unintentional injuries)®
Diabetes mellitus (diabetes)

Alcohol-induced

Chronic liver disease and cirrhosis

—

Nephrltls nephrotic syndrome (kidney disease)

Intentional self-harm (suicide)
Alzheimer’s disease

Septicemia

Assault (homicide)

ta for Ifre 3-vear _n._'ad
American Indian and Alaska

www.ihs.gov



Figure 31

Percent of Nonelderly Adults with Selected Health Conditions
by Race/Ethnicity, 2018

Report Currently Told By Doctor
Have Asthma They Have Diabetes

Told By Doctor They Have
Had a Heart Attack or
Have Heart Disease

White - 10% ll %
Black 12%4
Hispanic ' 7%"

Asian/Pacific OLA
Islander I 8%

aan [ 7940
NHoPI [ 7% 10%

A Indicates statistically significant difference from Whites in the respective year at the p<0.05 level.
Note: AIAN refers to American Indians and Alaska Natives. NHOP!I refers to Native Hawaiians and Other Pacific Islanders. Persons of Hispanic origin may be of any race

but are categorized as Hispanic for this analysis; other groups are non-Hispanic. Includes nonelderly adults 18-64 years of age.

Source: Kaiser Family Foundation analysis of 2018 Behavioral Risk Factor Surveillance System.




AlIANSs fare worse than Whites across many
health measures. .. o

46%*

9% 31%*

20%

04%
14% 12%* 12%*

Reports Fair or Reports a Share Who are Share Who Reports  Told By Doctor Substance Use
Poor Health  Physical Obese Smoke Currently They Have Disorder in
Status Limitation Having Asthma Diabetes Past Year
Among Ages
Among Nonelderly Adults Ages 18-64 12 or Older

*Indicates statistically significant difference from White population at the p<0.05 level.

Note: Whites and AIANs are non-Hispanic.

Source: Kaiser Family Foundation analysis of CDC, National Health Interview Survey, 2016, Kaiser Family Foundation analysis of CDC, Behavioral Risk Factor Surveillance System, 2016 and Results from the 2015
National Survey on Drug Use and Health: Detailed Tables, http://www.samhsa.gov/data/sites/default/ iles/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015/NSDUH-DetTabs-2015.htm#toc.



Figure 28

Infant Mortality Rate (per 1,000) by Race/Ethnicity, 2017

White Black Hispanic

A Indicates statistically significant difference from Whites in the respective year at the p<0.05 level

Note: AIAN refers to American Indians and Alaska Natives. Persons of Hispanic origin may be of any race but are categorized as Hispanic for this analysis; other groups KFF
are non-Hispanic.

Source: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Vital Statistics, Linked Birth/Infant Death Records, 2013 & 2017,

WONDER Online Database.




Of all Al/AN people who died
during 2007-2009, 25 percent
were under 45 years of age. These
Al/AN rates have been adjusted
to compensate for misreporting
of Al/AN race on the state death
certificates. This compared to

8 percent for the U.S. all races
population (2008).

Percent Distribution

American Indians and Alaska
Matives (2007-2009), Adjusted

45-64 65+

L.S. All Races (2008)




Figure 35

Smoking and Obesity Rates Among Nonelderly Adults by
Race/Ethnicity, 2013 and 2018

Percent Who Smoke (%) Percent Who are Obese (%)
m2013 =2018 m2013 =2018

White Black Hispanic Asian NHOPI White Black Hispanic

* Indicates statistically significant difference from 2013 at the p<0.05 level. * Indicates statistically significant difference from Whites in the respective year at the p<0.05
level.

Note: AIAN refers to American Indians and Alaska Natives. NHOPI refers to Native Hawaiians and Other Pacific Islanders. Persons of Hispanic origin may be of any race
but are categorized as Hispanic for this analysis; other groups are non-Hispanic. Includes nonelderly individuals 18-64 years of age. Share of adults who are obese is the
share with a BMI of 30 or greater.

Source: Kaiser Family Foundation analysis of 2013 & 2018 Behavioral Risk Factor Surveillance System.




Figure 24

Percent of Nonelderly Adults Reporting Fair/Poor Health Status
and a Physical Limitation by Race/Ethnicity, 2013 and 2018

Fair or Poor Health Status (%) Physical Limitation (%)
m2013 =2018 m2013 =2018

White Black Hispanic Asian White Black Hispanic

* Indicates statistically significant difference from 2013 at the p<0.05 level. * Indicates statistically significant difference from Whites in the respective year at the p<0.05
level.

Note: AIAN refers to American Indians and Alaska Natives. NHOPI refers to Native Hawaiians and Other Pacific Islanders. Persons of Hispanic origin may be of any race
but are categorized as Hispanic for this analysis; other groups are non-Hispanic. Includes nonelderly individuals 18-64 years of age. N/A: Data are included in an “other”
racial category and cannot be separately identified.

Source: Kaiser Family Foundation analysis of 2013 & 2018 National Health Interview Survey.




Figure 37

Alcohol and/or lllicit Drug Dependence or Abuse in the Past
Year Among Teens and Adults Age 12 and Older by
Race/Ethnicity, 2018

White Black Hispanic

A Indicates statistically significant difference from the White population at the p<0.05 level.

Note: AIAN refers to American Indians and Alaska Natives. NHOPI refers to Native Hawaiians and Other Pacific Islanders. Persons of Hispanic origin may be of any race
but are categorized as Hispanic for this analysis; other groups are non-Hispanic. See source for classifications of illicit drugs and dependence or abuse.

Source: Substance Abuse and Mental Health Services Administration. (2019). Results from the 2018 National Survey on Drug Use and Health: Detailed tables. Rockville,
MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved from

www.san ] ata/sites/default/files/cbhsg- ts/NSDUHDetailedTabs2018R2/NSDUHDetailedTabs2018.pdf, Table 5.5B.




Why do these disparities exist?

* Many of the Native Americans were removed from ancestral lands and
relocated to areas that are rural or remote. Many do not have the access to
private health insurance even if they have jobs. Many do not have access to

reventative care. Many do not have running water and reside in crowded
iving conditions.

* The IHS has been underfunded since its inceﬁtion. The amount of money it
would take to bring it up to full budget is in the billions ( $48 Billion).

* Historically, Native Americans have not had representation in the federal
government. The 116t Congress had four Native Americans representing the
people. Deb Haaland of Laguna Pueblo is one of the first two Native American
women elected to serve in congress (Sharice Davids of Kansas was the other).
Now Deb Haaland has been appointed to U.S. Secretary of the Interior.



Figure 3

Nonelderly AIANs are younger, more likely to be
poor, and less likely to have a full-time worker in the
family compared to Whites.

m AIAN = White

23%

34 and Younger Family Income Full-Time Worker
Below Poverty iIn Family

Note: AIANs and Whites are non-Hispanic. Excludes individuals of mixed race. Includes nonelderly individuals 0-64 years of age. All
values have a statistically significant difference from the White population at the p<0.05 level.
Source: Kaiser Family Foundation analysis of 2017 American Community Survey (ACS), 1-Year Estimates.




Figure 14

Uninsured Rate for the Nonelderly Population by
Race/Ethnicity, 2013 and 2017

m2013 m2017

19%*A

Hispanic

* Indicates statistically significant difference from 2013 at the p<0.05 level. * Indicates statistically significant difference from Whites in the respective year at the p<0.05

level.

Notes: AIAN refers to American Indians and Alaska Natives. NHOP!| refers to Native Hawaiians and Other Pacific Islanders. Persons of Hispanic origin may be of any race KFF
but are categorized as Hispanic for this analysis; other groups are non-Hispanic. Includes nonelderly individuals 0-64 years of age

Source: Kaiser Family Foundation analysis of 2017 American Community Survey (ACS), 1-Year Estimates.




What can we do?

* Fund the IHS at 1200% of its budget.
* Medicaid expansion to all states.
* Federal funding for education as in its treaty obligations.

* More to promote health. Social determinants of health.

* Providing clinical care only contributes about 20% overall in health
outcomes

* Social and economic factors are much more important in health outcomes
overall contributing 40% to health outcomes.
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What's needed to move toward health equity?

Address biases ingrained in health care systems & medical school education

Education and anti-racism training Address racial biases in
in academia and medical school algorithms and other tools

Incorporate incentives for Consider accountability standards

improving health outcomes for unmet metrics

Support & strengthen community resources

Invest in community health Build and maintain trust by working
workers and centers within the community

Health systems should link patients
to existing community resources

Address factors that impact health outside of the health care system

Address social determinants of health, Address equitable access to clean
including food and housing security air, water and land

Establish initiatives & policies that
prioritize equitable access to resources

Invest in infrastructure

Build capacity for equitable public

health emergency preparedness Increase broadband access

Expand tribal public health services

Improve transportation options to
increase accessibility
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Health Outcomes
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Conclusion

In sum, disparities in health and health care remain a persistent challenge in the United States. The data
presented here show that despite improvements in some measures since implementation of the ACA
coverage expansions, people of color continue to face significant disparities in coverage, access to, and
utilization of care, and health status and outcomes. The cross racial
and ethnic groups. These disparities are driven by a wide range of factors both inside and outside the
health care system. Moreover, although the ACA included provisions designed to increase data available
to identify and monitor disparities, there remain key gaps in data, particularly for some racial and ethnic
subgroups.

KFF

HENRY J KAISER
FAMILY FOUNDATION




COVID-19 Infections

* In New Mexico counties with high Native American populations
were hit especially hard with the infection.

* McKinley, Sandoval, and San Juan counties have large poor Native
American populations.

* Poverty, lack of running water and electricity, over-crowed housing
and chronic health conditions.



2009: Many reservation homes lack
clean drinking water

[ The Indian
Sanitation Facilities Act directs the Indian Health Service (IHS) to provide
sanitation facilities such as safe drinking water and sewage systems to
Indian homes

The cost of providing sanitation facilities is estimated at

2009: H1N1 flu mortality four times
higher among American Indians

a backlog of more than 3,000 planned sanitation facilities.

The 2009 H1N1 influenza virus infects American Indians and Alaska
Natives, with overall death rates four times higher than in all other racial
and ethnic groups combined. HIN1 mortality is similar to that of the
1918 Spanish Influenza pandemic, when American Indians and Alaska
Natives died at a similar rate. Dr. L. Castrodale and his associates from
the Alaska Division of Public Health theorize that the higher mortality
rate among American Indians and Alaska Natives is be related to their

National Institutes
of Health , Health
and Human Services




TABLE 2. Combarison of the number and nercent £d ! I I 2009 '

vic influenza A (H1N1) among American Indian/Alaska Natives (AI/ANs)* and persons in non-Al/AN
populations with diabetes, as

risk health condition! --- 12 states, April 15--November 13, 2009

Al/AN deaths Deaths in non-Al/AN populations§ Prevalence ratio

Al/AN % to non-Ai/AN % (95% CIf)
| ‘

Any high-risk health condition** I 298 77.6% / (0.9--1.2)

* All AI/ANs were non-Hispanic.

T CDC defined groups at high risk for influenza complications: children aged <2 years; persons aged 265 years; pregnant women and women up to 2 weeks postpartum (including after pregnancy loss); persons of any age with certain chronic
medical or immunosuppressive conditions (i.e., chronic pulmonary [including asthma], cardiovascular [except hypertension], renal, hepatic, hematologic [including sickle cell disease], or metabolic disorders [including diabetes]); disorders that can
compromise respiratory function or the handling of respiratory secretions or that can increase the risk for aspiration (e.g., cognitive dysfunction, spinal cord injuries, seizure disorders, or other neuromuscular disorders); immunosuppression,
including that caused by medications or by human immunodeficiency virus; and persons aged <19 years who are receiving long-term aspirin therapy. Available at http://www.cdc.gov/h1n1flu/recommendations.htm.

§ Includes 19 persons with unknown race/ethnicity.
1l Confidence interval.

** Including diabetes and ashtma.




Weekly Percent of Total NEW COVID-19 Cases in 3 Largest
AlIAN Counties: Sandoval, San Juan, McKinley

80%

70%
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Chart shows the weekly percent of total new COVID-19 cases in Sandoval, San Juan and Mckinley County. They are the three largest counties in the state. The graph was
shown during Gov. Lujan Grisham'’s April 15 news conference.




Persons in poverty, percent by County

[ Individuals Below Poverty Level

Percentage

Cibola County

San Miguel County
Luna County
Hidalgo County
Sierra County
Torrance County
DoA-+a Ana County
Guadalupe County
Quay County

Mora County

Roosevelt Counry | 22 6%
Rio Arriba County R 2> 0%

Census 2016 Overall poverty rate in NM 20%




COVID-19 in Native Americans

* As of April 19, 2020 more than 38% of New Mexicans who tested
positive were Native American. The tribal population in the state of
NM is only 11%.

* The Navajo Nation infection rate was 664 cases per 100,000
people, more than 8x higher than NM overall (Infection rate is 78
Cases per 100,000).

* (This was in June of 2020).



Centers for Disease Control and Prevention

CDC 24/7: Saving Lives, Profecting People™

Rate ratios
compared to White,
Non-Hispanic persons

Hospitalization?

Death?

Race and ethnicity are risk markers for other underlying conditions that affect health, including socioeconomic status, access to
health care, and exposure to the virus related to occupation, e.g., among frontline, essential, and critical infrastructure workers.




FIGURE. Percentage distribution of COVID-19—associated deaths among American Indian/Alaska Native* and non-Hispanic White
persons aged >20 years, by age group” — 14 states,’ January 1-June 30, 2020

100

L
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P [0 American Indian/Alaska Native

B White

Percentage of deaths

Abbreviation: -19°=coronavirus disease 20719,
* Includes Hispanic and non-Hispanic ethnicities.
* Percentages by age group are not age-adjusted.

¥ Alaska, Arizona, Louisiana, Minnesota, Mississippi, Nebraska, New Mexico, New York, Narth Dakota, Oklahoma, Oregon, South Dakota, Utah, and Washington.

Suggested citation for this article: Arrazola ), Masiello MM, Joshi S, et al. COVID-19 Mortality Among American Indian and Alaska Native Persons — 14 States, January-
June 2020. MMWR Morb Mortal Wkly Rep 2020;69:1853-1856. DOI: http://dx.doi.org/10.15585/mmwr.mm6949a3 [/ .
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RATES OF DEATH FROM COVID-19 (PER 100,000 PEOPLE) IN ALL STATES, DEC. 8-MARCH 2, 2021

i

Azian [ B4 Latino [l Pacific istander [ White

300
Indigenous Americans: Age-adjusted COVID-19 mortality rates, through March 2, 2021 250
Deaths per 100,000 Indigenous residents. For all U.S. states with available data, where 15 or more deaths among Indigenous residents have
occurred.
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Notes: Rates were not calculated when there were fewer than 15 deaths for a particular group. Rates for Indigenous and Pacific Islander residents could only
be calculated for some states. Additionally, rates were not calculated for those identified as “Other” race. All intervals are two weeks apart. Data for 12/22,

1/19 and 2/16 has been interpolated. Users are cautioned that both estimates of deaths and rates graphed over time have slight idiosyncrasies including

The nationwide rate (based on the 43 states reporting) is 401.3. A rate was not calculated for the District of Columbia as it did not meet the reporting threshold.
ndirect age-adjustment has been used. Population data from the U.S. Census Bureau, 2015-2019 American Community Survey five-year estimates. On April 15, 2021
e ity rate for the nation’s Indigenous population was corrected from what had previously been published on this page.

occasional reductions. We capture data at a point in time, after which provisional data sometimes gets back-revised by states after review. E.g. Tennessee's

count of Latino deaths was downwardly revised from 288 on 1/5 to 274 on 2/2, resulting in a declining (corrected) rate. Data for states that post only

rch Lab - Get the data -

e: APM Resea:

with Datawrapper

percentages are more prone to rounding errors, as we have had to estimate number of deaths. For these reasons, all data should be considered approximate.
Some states have changed their treatment of ethnicity over time. Please contact us for additional details.



P M
ESEARCH
A B

i

1 in 390 Indigenous Americans ha§ died (or 256.0 deaths per 100,000)

1in 555 Black Americans has died (or 179.8 deaths per 100,000)
1 in 565 Pacific Islander Americans has died (or 176.6 deaths per 100,000)
11in 665 White Americans has died (or 150.2 deaths per 100,000)

o 1in 680 Latino Americans has died (or 147.3 deaths per 100,000)

o 1in 1,040 Asian Americans has died (or 96.0 deaths per 100,000)

* Indigenous Americans have the highest actual COVID-19 mortality rates nationwide—

about 2.7 times as high as the rate for Asians, who have the lowest actual rates. Indigenous

people have also seen their mortality rate accelerate the fastest in the past four weeks.

* Adjusting the data for age differences in race groups widens the gap in the overall mortality
rates between all other groups compared to White and Asian Americans, who have the lowest
age-adjusted rates. The Indigenous population has the highest age-adjusted mortality rate,
followed by Pacific Islander, Latino and Black residents, as shown in the graph below. (A fuller

discussion of our indirectly age-adjusted rates follows.)




 National Congress of American Indians
WWW.Nncai.org

* Broken Promises: Evaluating the Native American Health Care System
September 2004 U.S. Commission on Civil Rights

www.usccr.gov/pubs/2018/12-20-Broken-Promises.pdf

* National Indian Health Board: National Tribal BFWG Testimony to the
Department of Health and Human Services

www.nihb.org/legislative/budget formulation.php

* County Health Rankings and Road Maps

www.countyhealthrankings.org

* New Mexico True (New Mexico Department of Tourism)
WWW.newmexico.org

* Kaiser Family Foundation www.kff.org
* Indian Heath Service www.ihs.gov

* The Color of Coronavirus: COVID-19 Deaths by Race and Ethnicity in the
U.S. (APM Research Lab)



http://www.ncai.org/
http://www.nihb.org/legislative/budget_formulation.php
http://www.countyhealthrankings.org/
http://www.newmexico.org/
http://www.ihs.gov/

* National Institute for Health Care Management
https://nihcm.org/publications/native-americans-health-equity



