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Relative to the overall U.S. population, American Indians and Alaska Natives face persistent disparities in 

health status, access to health care, and other socioeconomic disadvantages, including higher rates of poverty. 

Even with Medicare coverage, American Indians and Alaska Natives who are age 65 and older or who are living 

with permanent disabilities experience these problems at comparatively high rates.  

This report, divided into four sections, examines these disparities and describes the roles of both the Indian 

Health Service (IHS) and Medicare in providing access to health care for American Indians and Alaska Natives.  

The first section draws from recent surveys and other data sources to compare health and other socioeconomic 

indicators among elderly American Indians and Alaska Natives to the overall population age 65 and older.  The 

second section of this report describes the ways that IHS and other sources of coverage (including Medicare, 

Medicaid, and private insurance) may and may not provide access to health care services for elderly and 

disabled American Indians and Alaska Natives.  The third section explores the intersection of Medicare and the 

IHS in health service reimbursement, patient cost sharing, and access to care, and then discusses the 

implications of potential barriers to enrollment in federal or state programs that could assist American Indians 

and Alaska Natives with out-of-pocket expenses for health care.  The report concludes with a discussion of 

some of the future challenges and opportunities for improving access to care for American Indians and Alaska 

Natives through Medicare and the IHS.  

 Among the 5.2 million people who self-identify as either partly or solely American Indian or Alaska Native, 

approximately 450,000 are age 65 or older.  Another 200,000 are under age 65 and living with a long-term 

disability or health condition which qualifies them for Medicare.   

 American Indians and Alaska Natives live throughout the country, but are generally concentrated in certain 

geographic areas, with more than one-third of elderly American Indians and Alaska Natives living in four 

states (California, Oklahoma, Texas and Arizona). 

 American Indians and Alaska Natives age 65 and older have higher rates of poverty, report poorer health, 

and report problems accessing care more often compared with the overall U.S. population age 65 and older.  

Five times as many elderly American Indians and Alaska Natives report that cost issues made them forego 

medical care, compared with the overall U.S. population age 65 and older. 

 The IHS, which is subject to annual appropriations, is the principal federal agency that fulfills the U.S. 

government responsibility to provide health care services to American Indians and Alaska Natives.   

 The IHS provides and funds health care services—mostly primary care—to eligible American Indians and 

Alaska Natives through a variety of facilities operated by either the IHS, tribal entities, or Urban Indian 

Health Programs (collectively referred to as I/T/Us). The majority of these facilities are in rural areas, 

typically on or near reservations. When service demands exceed available funds, IHS-funded services are 

prioritized or rationed, especially for contracted services in the purchased/referred care (PRC) program. 
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 Medicare provides health care coverage to people ages 65 and older (if they or their spouse have made 

payroll tax contributions for 10 or more years) and to younger adults with permanent disabilities or other 

qualifying health conditions, such as end-stage renal disease. The majority (96%) of American Indians and 

Alaska Natives age 65 and older have Medicare coverage, according to analysis of the ACS, but other surveys 

provide lower estimates.  Almost one-third (32%) of American Indian and Alaska Natives with Medicare are 

under age 65—double the proportion found in the overall Medicare population.  

 Almost one in four (24%) elderly American Indians and Alaska Natives with Medicare also report having 

Medicaid—with full benefits (full duals), or partial benefits through the Medicare Savings Programs.  More 

than a quarter (28%) of elderly American Indians and Alaska Natives with Medicare have no supplemental 

coverage, which means they are exposed to Medicare’s out-of-pocket cost sharing requirements unless 

receiving services from I/T/Us.   

 About a quarter (23%) of all American Indians and Alaska Natives with Medicare also list IHS as a “source of 

coverage.” This share is proportional to the percent living on reservations or designated land trusts.   

 In general, I/T/Us may not charge patients any cost sharing, but because IHS is a payer of last resort, its 

facilities are expected to seek reimbursement from third-party insurers when applicable.  In the aggregate, 

IHS facilities will collect an estimated $217 million in Medicare reimbursements for services they provide to 

Medicare beneficiaries in 2014.  Though a relatively small part of their operating budgets, these collections 

are important sources of revenue for these providers, given the fiscal pressures inherent in their IHS funding.   

 Medicaid, Medicare Savings Programs, and Medicare Part D low-income subsidies (LIS) for prescription 

drug coverage can play an important role in lowering cost sharing for American Indians and Alaska Natives 

with Medicare.  However, researchers have identified several barriers to enrollment in these programs, some 

of which are unique to American Indians and Alaska Natives, but many of which are shared among 

vulnerable populations, more generally.   

 Some opportunities exist within Medicare and the IHS to enhance access to care for American Indians and 

Alaska Natives.  For example, new Medicare initiatives to coordinate care in rural areas could lead to better 

integration of services for American Indians and Alaska Native beneficiaries.  Also, I/T/Us, including 

pharmacies, may have some opportunities to increase their collections from third-party insurers (including 

Medicare) in future years—given anticipated increases in both the American Indian and Alaska Native 

population age 65 and older, most of whom will have Medicare, and increasing coverage under the 

Affordable Care Act (ACA).  

This report pulls from a variety of data sources to examine health status, access to care, and coverage among 

American Indians and Alaska Natives who are age 65 or older or living with permanent disabilities. While this 

review is comprehensive, data limitations, including small sample sizes and longstanding problems with 

identifying race in Medicare claims and administrative files, nevertheless, make it difficult to ensure a full 

understanding of the health and coverage needs of this population.  
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Among the 5.2 million people who identify themselves as either part or solely American Indian 

or Alaska Native, about 450,000 are age 65 or older. In total, based on the American Community 

Survey (ACS), about 1 percent of the U.S. population age 65 and over is American Indian or Alaskan Native, of 

whom about half report their race as solely American Indian or Alaska Native, and half report it in combination 

with another race.  Women comprise a little more than half (56%) of the elderly American Indian and Alaska 

Native population—a rate that mirrors the overall U.S. population age 65 and over.  (Limitations of the ACS 

and other data sources are discussed in text boxes on pages 17 and 18).  

The proportion of elderly people among American Indians and Alaska Natives is smaller compared with the 

proportion in the overall U.S. population.  Specifically, 9 percent of American Indians and Alaska Natives are 

age 65 and older, compared with 14 percent in the overall U.S. population. This difference reflects a younger 

median age and shorter life expectancy among American Indians and Alaskan Natives, attributable in large 

part to health disparities described later.1  By 2060, the number of American Indians and Alaska Natives age 65 

and older is projected to more than quadruple, growing to about 2 million—a rate that is nearly two times 

greater than the overall U.S. population age 65 and older.2  

Another 200,000 American Indians and Alaska Natives under the age of 65 are living with a 

long-term disability (for which they receive Social Security Disability Insurance benefits) or a 

health condition, such as end stage renal disease, which qualifies them for Medicare. 

Approximately 4 percent of American Indians and Alaska Natives under age 65 are enrolled in Medicare—

similar to the 3 percent observed in the overall U.S. population.  From self-reported data in the ACS and other 

surveys, it is difficult to determine the number of non-elderly American Indians and Alaska Natives living with 

long-term disabilities who might meet the requirements for Social Security Disability Insurance, but are 

otherwise not enrolled in Medicare.  

Older American Indians and Alaska 

Natives live throughout the country, 

but are concentrated in certain 

geographic areas.  More than a third 

(35%) of all American Indians or Alaska 

Natives age 65 and older live in four states 

(California, Oklahoma, Texas and Arizona), 

and about  half live in 8 states (Figure 1) 

(Appendix Tables 1-2). States with the 

highest concentration of American Indians 

and Alaska Natives among their 65 and 

older population are: Alaska, Montana, 

New Mexico, Oklahoma, and South 

Dakota.  While about 40 percent of 

American Indians and Alaska Natives live in rural areas, only 22 percent currently live on reservations or land 

trusts.3  The remaining share lives in metropolitan or rural areas that are located outside of reservations or 

Land Trusts.4 The proportion of American Indians and Alaska Natives living away from reservations has grown 

Figure 1
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steadily over time and this demographic shift is expected to continue.5  (Data specific to the share of elderly 

American Indians and Alaska Natives living on reservations are difficult to verify, but as described later in this 

paper, about a third of Medicare beneficiaries report IHS as a source of health coverage, which may reflect their 

proximity to reservations and land trusts.) When American Indians and Alaska Natives live far from 

reservations, they may have little to no access to IHS-funded services, given the comparatively small scope of 

the Urban Indian Health Program described later in this issue brief. 

Regardless of age, some American Indians and Alaska Natives belong to a federally-recognized 

tribe, some belong to a state-recognized tribe, and others are not members of a tribe. There 

currently are 566 federally-recognized sovereign tribes and more than 100 state-recognized tribes in the United 

States. 6  Each tribe has its own eligibility requirements and unique customs and beliefs and more than 200 

tribal languages are still spoken.  Federally-recognized tribes share a government-to-government relationship 

with the federal government based around the “Federal Trust Responsibility.”7 Treaties and laws have 

established the federal government’s responsibility to provide federally-recognized tribes certain rights, 

protections, and services, including health care.  In addition to American Indians and Alaska Natives who are 

members or descendants of members of federally-recognized tribes, IHS services are also authorized for 

“persons of Indian descent residing in the community being served.”8 

Compared to the overall U.S. population age 65 and older, American Indians and Alaska 

Natives in this age group have higher rates of poverty and lower educational levels.  Analysis of 

the ACS shows that, among people age 65 and over, 16 percent of American Indians and Alaska Natives report 

incomes that are at or below the federal poverty level, compared with 10 percent overall.9 Among younger 

American Indians and Alaska Native adults who qualify for Medicare because of a disability or other health 

condition, such as end stage renal disease, an even higher share (35%) report living in poverty. With regard to 

educational attainment, nearly three in ten (27%) American Indians and Alaska Natives age 65 and older did 

not complete high school, compared to about two in ten (19%) in the overall U.S. population age 65 and older.  

Elderly American Indians and 

Alaska Natives report having 

health problems at higher rates 

than the overall U.S. population 

age 65 and older.  Turning to other 

surveys that focus on health issues, 39 

percent of American Indians and Alaska 

Natives age 65 and over describe their 

overall health status as “fair” or “poor,” 

compared with a little more than 26 

percent in the overall population age 65 

and older (Figure 2).  Further, elderly 

American Indians and Alaska Natives are 

hospitalized during the year at twice the 

rate of the overall population age 65 and 

older (33% vs. 16%), consistent with 

Figure 2
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having higher rates of certain health 

problems (Figure 3).  For example, 

nearly a third of American Indians and 

Alaska Natives age 65 and over report 

having diabetes, compared with 22 

percent in the overall 65+ population.  

While the prevalence of coronary heart 

disease is comparable between these 

groups, the share of elderly American 

Indians and Alaska Natives with a 

previously diagnosed stroke or heart 

attack is higher compared with the overall 

population age 65 and older.  Elderly 

American Indians and Alaska Natives 

also report more frequently that they 

suffered depression at some point in their 

lives, consistent with other research showing higher rates of mental illness among non-elderly American 

Indians and Alaska Natives.10  

Limitations in activities of daily 

living are also more common 

among elderly American Indians 

and Alaska Natives than among the 

overall U.S. population ages 65 and 

older.  Approximately one-third of 

American Indians and Alaska Natives age 

65 and older report trouble walking—

nearly twice the rate observed for the 

overall population in this age group 

(Figure 4).  Difficulties with other tasks, 

such as eating and dressing, 

bathing/showering are also more 

common for older American Indians and 

Alaska Natives.  Not surprising, 

researchers have found that higher rates 

of functional limitations with activities of 

daily living are often associated with greater health needs.11  (Other surveys, with slightly different survey 

questions, show rates of functional limitations that are slightly higher.12) 

A higher share of elderly American Indians and Alaska Natives report problems accessing care 

compared with the overall population age 65 and older.  Given the health needs of elderly American 

Indians and Alaska Natives, access to timely care is especially important for treatment of chronic conditions 

and other medical needs.  As with the whole U.S. population age 65 and older, Medicare plays a key role for 

elderly American Indians and Alaska Natives in gaining access to health services.  Nevertheless, elderly  

Figure 4
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American Indians and Alaska Natives 

report barriers to care more frequently 

than the overall population age 65 and 

older, particularly due to long wait times, 

lack of transportation, and cost (Figure 

5).  For example, compared to the general 

population age 65 and older, five times as 

many elderly American Indians and 

Alaska Natives reported that cost issues 

made them forego medical care—a likely 

reflection of their higher rates of poverty. 

Other associated access problems are 

harder to identify, but could include 

longer wait times in settings that provide 

care to medically underserved 

populations and challenges with 

transportation in remote and rural areas.   

The IHS is the principal federal agency that fulfills the U.S. government responsibility to 

provide health care services to American Indians and Alaska Natives, regardless of whether or 

not they have health insurance coverage, including Medicare. Under this unique obligation, the 

Congress annually appropriates funds to the IHS—a federal agency within the Department of Health and 

Human Services—to deliver health care services to American Indians and Alaska Natives through a variety of 

facilities operated by either: the IHS, tribal entities, or Urban Indian Health Programs (I/T/Us).  The overall 

mission of the IHS is to raise the physical, mental, social, and spiritual health of American Indians and Alaska 

Natives to the highest level. Health care provided through IHS- and tribally-operated facilities is largely limited 

to members or descendants of members of federally-recognized tribes, who live on or near federal reservations 

and therefore have access to the facilities.  In Alaska, tribally-operated health care facilities are located 

throughout the State and are not reservation based. 13 A small portion of IHS funding also supports Urban 

Indian Health Organizations to provide health care services to American Indians and Alaska Natives who may 

not live on or near reservations.   

The IHS funds and provides health care and disease prevention services to American Indians 

and Alaska Natives, including those who may also be covered by Medicare, through a network 

of hospitals, clinics, pharmacies, and contractors.  Patients at I/T/Us are generally not charged or 

billed for any portion of the services they receive, regardless of their insurance status.  IHS funds 632 health 

care facilities, which are operated by either tribes or IHS.  These facilities are located mostly on or near 

reservations.14  In addition, the IHS funds 35 Urban Indian Health Organizations in 57 sites located in cities 

throughout the U.S.15  Almost half (45%) of all Urban Indian Organizations are Federally Qualified Health 

Centers, serving other underserved populations as well.16   

Figure 5
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When IHS- or tribally-operated facilities are unable to provide needed care, the IHS has a limited budget to 

contract with outside providers to furnish health care services through the Purchased/Referred Care (PRC) 

Program, formerly called the Contract Health Services program, subject to available funding.  Urban Indian 

Health Organizations are not provided funding to participate in the PRC program. 

Overall, health care services provided through the IHS consist largely of primary care (mostly in the form of 

general outpatient and ambulatory care), but in some instances include ancillary and specialty services.17  Only 

a small subset of IHS facilities has surgeons or anesthesiologists to provide surgical services.  The availability of 

IHS-provided skilled nursing care, home health services and hospice care, especially on or near the 

reservations, is also very limited.18  Lack of ready access to these services is particularly problematic for elderly 

American Indians and Alaska Natives as many of these services also tend not to be available through contract 

providers due to funding constraints. In cases where American Indians and Alaska Natives require specialty 

care that is not offered in an IHS or tribal facility, patients may be directed to PRC providers, but as described 

later in this brief, access to these providers is often limited to urgent medical conditions. 

IHS funding is limited and must be appropriated by Congress each fiscal year. Federal funds are 

distributed through the Congressional appropriations process to IHS and tribal facilities across the country and 

provide the majority of their annual budgets. When service demands exceed available funds, services are 

prioritized or rationed, as described later in this brief. For 2014, Congress funded a total of $4.6 billion to IHS, 

with most ($3.4 billion) going towards clinical and preventive services (Figure 6). The remaining IHS funding 

was allocated for administrative and facility-management related activities such as equipment and 

maintenance, and 1 percent ($41 million) 

was allocated for Urban Indian Health 

programs.19   

In addition to direct federal 

appropriations, revenues from 

third-party insurers, including 

Medicaid, Medicare, and private 

insurance are a significant part 

(20%) of the operating budgets for 

IHS providers.  Because IHS is the 

payer of last resort, IHS providers must 

collect payment from third-party insurers 

when providing services to American 

Indian or Alaska Native patients with 

health insurance.20  These collections 

help reduce financial shortfalls between capacity and need.  In the aggregate, IHS programs operated with an 

estimated budget of $5.8 billion for FY2014—representing $4.6 billion (80%) from IHS appropriations and 

another $1.2 billion (20%) in collections from third-party payers (Figure 6).21  By far, the largest third-party 

payer is Medicaid, which accounts for $828 million or 70 percent of total third-party revenues to IHS 

providers.  Medicare accounts for another $217 million in collections totaling 19 percent of third-party 

payments.  IHS- and tribally-operated facilities forego potential revenue when serving uninsured patients who 

are eligible for other insurance programs, including Medicare and/or Medicaid, but have not enrolled in them. 

Figure 6
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Summary of Medicare Benefits 

Medicare Part A, Hospital Insurance.  Covers inpatient 

hospital care; generally no premium is required. When 

patients are hospitalized, they are subject to an inpatient 

deductible ($1,260 in 2015).  

Medicare Part B, Medical Insurance. Covers physician 

services, outpatient care and certain other services such as 

physical therapy and medical supplies.  The monthly 

premium in 2015 for most is $104.90, but premiums are 

higher for those with higher incomes.  Cost sharing 

includes an annual deductible ($147 in 2015) and 

coinsurance (which, for most services is 20% of 

Medicare’s approved amount).  

Part C or Medicare Advantage (MA). Provides coverage 

for Medicare Parts A and B through private health plans.  

A beneficiary may elect to enroll in an MA plan instead of 

enrolling in traditional fee-for-service Medicare. In 

addition to the Part B monthly premium, MA enrollees are 

charged a plan premium although that can be as little as $0 

in some areas of the country.  Depending on the MA plan, 

a deductible and coinsurance or copayments may apply to 

certain services. 

Part D or Prescription Drug Coverage—Covers outpatient 

prescription drugs. Most Medicare enrollees pay a monthly 

premium and copayments or coinsurance.  

Limited funding has impeded IHS’s ability to meet the health care needs of American Indians 

and Alaska Natives.  Although the IHS discretionary budget has increased over time, funds are not equally 

distributed across IHS facilities and remain insufficient to meet health care needs of American Indians and 

Alaska Natives, as discussed in a previous Issue Brief by the Kaiser Family Foundation.22  Access to services 

through IHS varies significantly across locations, and American Indians and Alaska Natives who rely solely on 

IHS often lack access to needed care.23 Such access problems may be particularly problematic for people who 

are elderly or disabled, given their greater health care needs. Long waits to see physicians or get appointments 

at many IHS facilities are frequently reported.24  Funding to Urban Indian Health Organizations is also very 

limited and the share of IHS funding going toward urban programs over time has not reflected the overall 

demographic shift of American Indians and Alaska Natives away from reservations.25  Access to services 

through the Purchased/Referred Care (PRC) Program is considerably limited with available funding often 

running out before the end of the year, limiting care to only “medical priority-1 cases, or those that threaten life 

or limb.”26   

Medicare is the federal health insurance program created in 1965 for people ages 65 and older, 

regardless of income or medical history, and expanded in 1972 to cover people under age 65 

with permanent disabilities.  Now covering 54 million Americans, Medicare plays a vital role in providing 

financial security to older people and those with permanent disabilities. Most people ages 65 and older, 

including American Indians and Alaska Natives, have 

and are entitled to Medicare if they or their spouse have 

made payroll tax contributions for 10 or more 

years.  People who are under age 65 and living with a 

disability generally become eligible for Medicare if they 

are determined eligible for Social Security Disability 

Insurance and have received SSDI payments for a 24-

month waiting period; other non-elderly people with 

certain health conditions, such as end stage renal 

disease, are eligible for Medicare with no waiting period. 

Medicare consists of four parts (A, B, C and D) 

and covers a wide range of services, but there 

are some notable gaps.  People with Medicare Parts 

A and B have coverage for inpatient and outpatient 

hospital care, physician care, and post-acute care, such 

as home health services, and care in skilled nursing 

facilities.  In addition, Medicare covers outpatient 

prescription drugs for beneficiaries who enroll in a 

prescription drug plan (PDP) or through a Medicare 

Advantage Prescription Drug (MA-PD) plan. If I/T/U 

pharmacies exist in their service areas, PDPs and MA-PDs must provide convenient access to them for their 

members. In contrast, Medicare Advantage plans are not required to offer in-network contracts to I/T/Us for 

Parts A and B services.27  This may be a factor in the low rates of Medicare Advantage enrollment among 

American Indians and Alaska Native described in other research later in this brief and a text box on page 18.  
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While Medicare provides protection from many health care costs, it does not pay for some services vital to 

older people and those with disabilities, including long-term services and supports, dental services, eyeglasses, 

or hearing aids.  

Medicare requires beneficiary cost-sharing for most of the health services that it covers. In 

addition to an annual deductible, beneficiaries in traditional Medicare are subject to other cost-sharing 

requirements with no limit on out-of-pocket spending.  Like other Medicare beneficiaries, American Indians 

and Alaska Natives may have other sources of private coverage (such as retiree coverage from their previous 

employer) or Medicaid coverage for people with low incomes (also described below).  These supplemental 

coverage sources may cover some or all of their Medicare cost-sharing amounts.  When receiving services at 

I/T/Us or under referral through the PRC program, all patients, including Medicare beneficiaries, do not face 

any cost sharing, in general.  In contrast, when American Indian and Alaska Native Medicare beneficiaries seek 

Medicare-covered services outside the IHS system, they are subject to the same Medicare cost-sharing 

requirements as other Medicare beneficiaries.   

Because elderly American Indians and Alaska Natives are disproportionately low-income, 

many could be eligible for help from other programs in paying all or some of Medicare’s 

required cost-sharing.  More specifically, low-income Medicare beneficiaries who meet eligibility 

requirements, based on their income and assets, may qualify under Medicaid for premium and cost-sharing 

assistance, and other benefits not covered by Medicare, such as long-term services and supports. Low-income 

Medicare beneficiaries who are not eligible for full Medicaid benefits may nevertheless be eligible for premium 

and cost sharing assistance through the Medicare Savings Programs (MSPs).28  Medicare provides premium 

and cost sharing assistance to low-income beneficiaries under Part D.29  In later sections of this brief, we 

present and discuss estimates of the numbers of low-income American Indians and Alaska Native Medicare 

beneficiaries who are also enrolled in Medicaid and Medicare Savings Plans, along with the data limitations of 

these estimates. In addition, we discuss the potential barriers that American Indians and Alaska Natives face in 

enrolling in these programs. 

In addition, the IHS is another potential source of help for Medicare beneficiaries who are American Indians 

and Alaska Natives; the IHS is authorized to pay Medicare Part B (but not Part D) premiums on behalf of 

eligible American Indians and Alaska Natives. To date, IHS has not used this authority.30 Some individual 

Tribes, however, have elected to pay the Part B and Part D premiums for their members.31  

Several factors make it difficult to determine the precise number of American Indians and 

Alaska Natives who are eligible for and covered by Medicare (Parts A, B and/or D). These factors 

include differences in definitions used to identify and categorize individuals as American Indian or Alaska 

Native, differences in survey methodologies, and long-standing inaccuracies in Medicare’s administrative data 

regarding beneficiary race and ethnicity.32   The discussion below relies mostly on estimates calculated from the 

American Community Survey (ACS)—the nationally representative survey with the largest sample of American 

Indians and Alaska Natives.  It also discusses estimates from other publicly available surveys.  A text box on 

page 17 provides further discussion about all these surveys and their limitations and the text box on page 18 

examines challenges with using Medicare administrative files and claims data to identify American Indians and 

Alaska Natives in Medicare.  
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The majority of elderly 

American Indians and Alaska 

Natives (up to 96%) report 

having Medicare coverage.  

When asked to list sources of 

health insurance coverage, 96 

percent of American Indians and 

Alaska Natives age 65 and older 

list Medicare (Table 1). In 

addition to Medicare, many report 

having other sources of coverage 

that may assist with cost sharing 

requirements under Medicare.  

Almost one in four (24%) qualify 

for Medicaid supplemental 

coverage—for full benefits (full 

duals), or  partially through the 

Medicare Savings Programs—due 

to low incomes, a substantially 

higher rate than is observed 

among the total U.S. population 

age 65 and older.  Almost half (48%) of all elderly American Indian and Alaska Natives report having non-

Medicaid supplemental coverage, which could include private insurance (such as a Medicare supplemental 

Medigap policy or retirement benefits from their employer), or other coverage through the Veterans Health 

Administration. With this survey, it is not possible to distinguish what portion of Medicare beneficiaries are 

enrolled in a private plan through Medicare Advantage.   

Notably, 28 percent of elderly American Indians and Alaska Natives have Medicare, but no supplemental 

coverage and are, therefore, exposed to Medicare’s out-of-pocket cost sharing requirements unless receiving 

services from I/T/Us or through a PRC referral.  About 4 percent of elderly American Indians and Alaska 

Natives report that they do not have Medicare coverage, half of whom indicate that they are totally uninsured.  

Among American Indian and Alaska Native Medicare beneficiaries who are under age 65, more than half (52%) 

receive Medicaid coverage to supplement Medicare, signaling that a large proportion have low-incomes. 

As mentioned, the ACS does not provide further distinctions about beneficiaries’ supplemental coverage, such 

as the shares enrolled in Medicare Savings Programs or in Medicare Advantage plans or the shares with 

prescription drug coverage (either through Medicare Advantage plans or through separate drug plans). Some 

researchers have turned to Medicare claims and administrative data for this information.  We describe findings 

from this research in a text box on page 18, although there are a number of concerns identifying race and 

ethnicity using claims data. 

Medicare only 28% 119,510

Medicare + Medicaid 24% 102,015

Medicare + non-Medicaid supplemental 48% 207,050

No Medicare, but other coverage 2% 9,588

Uninsured 2% 9,226

Medicare only 29% 57,834

Medicare + Medicaid 52% 105,577

Medicare + non-Medicaid supplemental 19% 37,979

No Medicare, but other coverage 71% 3,400,727

Uninsured 25% 1,170,598

NOTES: American Indians and Alaska Natives (AIAN).  Medicare + Medicaid inc ludes indiv iduals with 

Medicare and full or partial Medicaid coverage.  "Medicare + non-Medicaid supplemental" inc ludes 

indiv iduals with Medicare and additional non-Medicaid insurance, such as a Medigap policy, employer-

sponsored retiree coverage, TRICARE, or Veterans Health Administration coverage. Uninsurance rates 

among the under-65 population is higher in analysis from previous years (2009-2011; see Kaiser Family 

Foundation, Health Coverage and Care for American Indians and Alaska Natives , October 2013).

SOURCE: Kaiser Family Foundation analysis of the American Community Survey, 2013.
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About one-third (32%) of Medicare-

covered American Indians and 

Alaska Natives are under age 65, 

qualifying for Medicare because of 

a permanent disability—double the 

proportion found in the overall 

Medicare population.  About 200,000 

American Indians and Alaska Natives 

under the age of 65 have Medicare 

because of a disability (for which they 

receive Social Security Disability 

Insurance benefits) or other qualifying 

health condition.  The rate of people 

under age 65 enrolled in Medicare is 

similar for American Indians as it is for 

the general population (4% and 3% 

respectively).  However, the share of American Indian and Alaska Native Medicare beneficiaries who are under 

age 65 is twice that found in the overall Medicare population (32% vs. 16%) (Figure 7).  Therefore, the 

relatively larger proportion of American Indians and Alaska Native Medicare beneficiaries who are under age 

65 is likely related to shorter life expectancies, as described earlier in this brief.  

About a quarter (23%) of American 

Indian and Alaska Native Medicare 

beneficiaries list IHS as a “source of 

health coverage” (Figure 8).  

Although IHS is not technically a source 

of coverage, but rather a health care 

service delivery system for eligible 

American Indians and Alaska Natives, 

individuals who report having IHS 

coverage are likely indicating that they 

rely to some degree on I/T/Us for health 

care services.  This equates to about 

145,000 American Indian and Alaska 

Native beneficiaries.  Other research 

using Medicare claims data estimates 

about 200,000 Medicare beneficiaries 

using IHS services (Text Box, page 18).  

The remaining three quarters (77%) of American Indian and Alaska Native beneficiaries who do not list IHS as 

a source of coverage, may not live on or near reservations or may not qualify for IHS services (or perhaps may 

not consider IHS a source of coverage, and thus did not list it).  Looking only at elderly American Indians and 

Alaska Natives who have Medicare, rates of reporting IHS coverage are a little higher for those with no 

supplemental insurance (28%), and a little lower (19%) for those with private or military coverage (not shown).    

Figure 7

NOTES: American Indian Alaska Native (AIAN) includes individuals self-reporting AIAN solely or in combination with another race.
SOURCE: Kaiser Family Foundation analysis of the American Community Survey, 2013.

About one-third of American Indians and Alaska Natives 
enrolled in Medicare are under age 65

65+

84% 65+

68%

Under 65

16% Under 65

32%

Medicare Beneficiaries, Overall AIAN Medicare Beneficiaries

Distribution of Medicare Beneficiaries

3% of U.S. 

population under 
age 65 are in 

Medicare

4% of AIANs

under age 65 
are in Medicare

Figure 8

NOTE: American Indian Alaska Native (AIAN). Indian Health Service (AIAN includes individuals self-reporting AIAN solely or in 
combination with another race. Individuals who list IHS are likely indicating reliance on facilities operated by either the IHS, tribal 
entities, or Urban Indian Health Programs and provider for health care services as IHS is not technically a source of coverage.
SOURCE: Kaiser Family Foundation analysis of the American Community Survey, 2013.

About a quarter of all American Indian and Alaska Native 
Medicare beneficiaries list the IHS as a source of coverage

Total AIAN Medicare Beneficiaries:  629,965 
(age 65+ and <65) 

List IHS as a 
source 

of coverage

23%

Do not list IHS 
as a source of 

coverage

77%
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Other surveys also find that the majority of elderly American Indians and Alaska Natives have 

Medicare, but at lower rates than estimated by the ACS.  Analysis of other surveys suggests a possible 

lower bound for estimating Medicare coverage rates among American Indians and Alaska Natives age 65 and 

older.  For example, the Survey of Elders finds a Medicare coverage rate, for those ages 65 and older, of 78 

percent. While this survey has a large sample of elderly American Indians and Alaska Natives (9,488) and is 

conducted by trained tribal members, it is not weighted to be nationally representative.  Another survey, the 

National Health Interview Survey (NHIS), finds a Medicare coverage rate of 88 percent among American 

Indians age 65 and older.  While this survey is nationally representative, it has a small sample of elderly 

American Indian and Alaska Natives (146) which compromises the reliability of its findings.  

Federal reports have documented barriers that American Indians and Alaska Natives face in enrolling in 

Medicare (above and beyond those experienced generally by low-income populations). These issues, as well as 

methodological issues with race identification, and variation in interviewing techniques, suggest that the 

percent of elderly American Indians and Alaska Natives without Medicare coverage could range from 22 

percent (Survey of Elders) to 4 percent (ACS).  Nonetheless, all three surveys—the ACS, the NHIS, and the 

Survey of Elders—find that Medicare is the most frequently reported source of health care coverage among 

American Indians and Alaska Natives age 65 and over.  Without Medicare, American Indians and Alaska 

Natives could face significant barriers to care, unless they received all services from an I/T/U or under referral 

through the PRC program. 

American Indians and Alaska Natives who are enrolled in Medicare may receive services from 

providers and facilities that are either affiliated or unaffiliated with IHS. When beneficiaries 

receive health care or prescription drugs from facilities operated by IHS, tribal entities, or the Urban Indian 

Health Program, they are not charged any cost-sharing, in general. However, when they receive care from non-

IHS-funded providers, beneficiaries may incur cost sharing (including deductibles, coinsurance and 

copayments), depending on the service and whether they have supplemental coverage.  When seeking care 

outside of the IHS system, American Indian and Alaska Native Medicare beneficiaries may be able to obtain 

assistance from their Tribes for cost sharing responsibilities, if they do not have the ability to pay on their own.  

As described earlier, most services provided at I/T/Us are for primary care, common specialty services and 

pharmacy services.  For other services, including hospital care, high-technology outpatient procedures, and 

post-acute care services, American Indians and Alaska Natives who are Medicare beneficiaries may need to go 

to IHS contracted providers through the Purchased/Referred Care (PRC) program or to providers outside the 

IHS system.  In general, however, access to services through the PRC Program is limited to only high-priority, 

emergent cases.   

Reimbursements from third-party insurers, including Medicare, are important revenue 

sources for IHS facilities, in light of IHS funding constraints.33  As the payer of last resort, IHS 

facilities are expected to collect reimbursements for services from patients’ third-party payers, including 

Medicare.  In the aggregate, IHS facilities will collect an estimated $217 million in reimbursements from 

Medicare for services they provide to Medicare beneficiaries in 2014.  While Medicare payments make up a 

relatively small share of facilities’ operating budgets, these reimbursements are not insignificant, given the 
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fiscal pressures inherent in IHS’s overall funding.  When caring for Medicare patients who have no 

supplemental coverage, IHS facilities receive Medicare’s full payment for the service, but forego the portion 

that would otherwise be attributable to beneficiary cost-sharing, such as the 20-percent co-insurance for 

physician services.  In contrast, IHS facilities may seek payment for cost-sharing from patients’ supplemental 

insurers when applicable, including Medicaid, the Medicare Savings Programs, the Part D Low-Income Subsidy 

Program, VA coverage, or private supplemental insurers, including health plans in the Medicare Advantage 

program.  Similarly, when American Indian and Alaska Native beneficiaries have Medicare prescription drug 

coverage, I/T/Us may seek reimbursement for applicable costs from beneficiaries’ Part D plans.34  

To qualify for Medicare reimbursement, I/T/Us must meet Medicare’s conditions of participation.  Medicare 

payments collected by the IHS- and tribally-operated facilities stay with those facilities and supplement other 

IHS funds, grants and other sources of funding.35   IHS may not offset its funding to provider facilities based on 

each facility’s ability to collect from third-party payers, such as Medicare. 36   

Providers who contract with IHS to provide services to American Indians and Alaska Natives through the PRC 

program follow the same reimbursement rules as the IHS facilities.  That is, when providing services to 

American Indians and Alaska Natives that are authorized by IHS as emergent and/or high-priority, PRC 

providers may not seek any reimbursement from their patients, including from those with Medicare, but may 

seek cost-sharing reimbursement from supplemental insurers, when applicable. Also, hospitals (but not 

physicians and other facilities) that treat American Indian and Alaska Native patients under contract with IHS 

may not charge higher-than Medicare rates for their services, regardless of the patient’s type of insurance.  This 

payment policy helps stretch IHS resources since its liability is capped at Medicare rates. Recently, the IHS 

released a proposed rule that would extend this rate cap to apply to all physicians, health care professionals 

and non-hospital-based services.37  

Funding constraints limit patient access to PRC services to only high-priority, acute, urgent and 

emergent cases.38  Although the PRC program is designed to expand the availability of non-primary care IHS 

providers—such as specialty consultations, rehabilitation care, skilled nursing facility and home health 

services—in reality, access to PRC providers is limited to those with the greatest medical urgency.  For example, 

the IHS reports that in FY 2013, 77 percent of IHS-operated PRC programs were only able to purchase the first 

priority (most emergent) level of services. In the same year, the PRC denied about $761 million for an 

estimated 147,000 services needed by eligible American Indians and Alaska Natives. Consequently, in many 

cases, American Indians and Alaska Natives might need to seek services outside of the IHS system where, if 

they have Medicare and do not have a PRC referral, are subject to cost-sharing requirements, as are all 

beneficiaries.  When PRC providers furnish care that is not authorized by IHS as high-priority, then they are 

acting as any other non-IHS funded provider and may, therefore, charge their American Indians and Alaska 

Natives patients for applicable out-of-pocket expenses. 

Elderly and disabled American Indians and Alaska Natives face potential factors that may deter 

enrollment in Medicare and Medicare Savings Programs, which has implications for 

beneficiaries themselves and for the Indian Health Service. Although data limitations make it difficult 

to quantify the extent to which eligible American Indians and Alaska Natives are not enrolled in Medicare, 
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federal reports, researchers, and advocacy organizations have cited numerous potential factors that may deter 

enrollment in Medicare and Medicare Savings Programs.39  In some cases, the Tribal leaders and members may 

perceive that the Federal Trust responsibility to provide health care to the Tribes means that their members do 

not need to apply for assistance from federal programs.40  Also, the Tribes or their members may not be aware 

of programs for which they are eligible, including the Medicare Savings Programs or the Part D Low Income 

Subsidy Program, because they assume they are required to obtain all of their medical services through the IHS 

or Urban Indian Health facilities.   

This misunderstanding and lack of knowledge about Medicare programs may be due to a number of factors.  

Effective outreach to American Indians and Alaska Natives has historically been very challenging and, based on 

research from the Government Accountability Office (GAO) about the outreach experience related to the ACA, 

requires a “large, multipronged effort, including use of media, direct mail, one-on-one counseling and 

partnerships with community organizations.”41 To reach the remaining American Indians and Alaska Natives 

who are eligible and not enrolled or enrolled and not taking advantage of their Medicare status may require a 

significant investment of IHS resources. 

Another area of confusion is the age of eligibility for Medicare.  For many tribes, people may be considered 

“elders” when they are younger than 65. In fact, the IHS defines elder at age 55 compared to more closely 

match elder-status among American Indian and Alaska Native populations.  This contrasts with Medicare, for 

which eligibility for of non-disabled people starts at age 65. Consequently, American Indians and Alaska 

Natives may be considered “elders” in their community, but if they try to enroll in Medicare, learn that they are 

not eligible.42   

Other potential factors affecting enrollment are not unique to American Indian and Alaska 

Native populations, but rather apply to low-income and vulnerable populations more broadly.  

Communities with high rates of poverty and/or lower education levels have historically faced problems 

enrolling in federal programs, particularly in rural and some inner city areas.  As identified in research and 

other federal reports, these factors include: complexity of enrolling in financial assistance programs, such as 

Medicaid, Medicare Saving Programs and the Part D Low Income Subsidy Program; lack of awareness of these 

programs; transportation barriers (many reservations, for example, lack any form of public transportation, 

which creates a particular challenge for many elderly American Indians and Alaska Natives who are without 

cars or are unable to drive them); language (many American Indian and Alaska Natives languages are spoken 

only, limiting the use of written outreach materials); and low literacy and cultural barriers. The remote rural 

location of many American Indian and Alaska Natives adds to the difficulties of outreach, education and 

enrollment assistance. For some American Indians and Alaska Natives, the lack of a permanent address is a 

major barrier to obtaining care and the necessary financial supports.43 

 

While the majority of elderly American Indians and Alaska Natives have Medicare coverage, cost and access 

challenges remain a concern for this population, particularly among the relatively large share with no 

supplemental coverage and no access to I/T/Us. These concerns stem from the significant health needs and 

relatively low incomes of elderly and disabled American Indians and Alaska Natives. Also, these circumstances 

may be further exacerbated by barriers that they and other disadvantaged populations face when enrolling in 
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programs that provide assistance with out-of-pocket costs, such as Medicaid, Medicare Savings Programs, and 

low-income subsidy assistance in Part D.  American Indians and Alaska Natives with access to clinics and 

providers that are funded through the IHS have no cost-sharing, but services at these clinics are typically 

limited to primary care.  Further, the IHS is subject to appropriations and thus competes with other programs 

for federal funding. As a result, constraints on available funding will continue for the foreseeable future.   

Data limitations continue to compromise a better understanding of the health and coverage needs of American 

Indians and Alaska Natives who are age 65 and older or living with long-term disabilities.  Several factors make 

it difficult to determine the precise number of American Indians and Alaska Natives who are eligible for 

Medicare and who are enrolled in Medicare. These factors include differences in definitions used to identify 

and categorize individuals as American Indian or Alaska Native, differences in survey methodologies, and 

longstanding inaccuracies in Medicare’s administrative data regarding beneficiary race and ethnicity. 

Researchers and advocacy organizations, such as the California Rural Indian Health Board (CRIHB), have 

called for more attention to race and ethnicity, including establishing the platform for beneficiaries to self-

identify race and ethnicity at the time of enrollment in Medicare.  

Looking ahead, some opportunities may exist for Medicare to improve access to care among American Indian 

and Alaska Native Medicare beneficiaries. Ongoing Medicare initiatives to improve population health in rural 

communities, for instance, could provide American Indians and Alaska Native beneficiaries with access to 

more coordinated and integrated care.  For example, the Frontier Community Health Integration Project—a 

demonstration project being implemented by the Centers for Medicare and Medicaid Services (CMS) in five 

states (Alaska, Montana, Nevada, North Dakota, and Wyoming), all of which have relatively higher 

concentrations of elderly American Indians and Alaska Natives. The purpose of this demonstration is to 

develop and test ways to coordinate the delivery of acute care, extended care, and other essential health care 

services to Medicare beneficiaries living in sparsely populated areas.  Other Medicare demonstrations run 

through the CMS Innovation Center include initiatives to focus on providing culturally competent care through 

advanced primary care models, such as medical homes. This work may lead to greater emphasis on 

understanding communication differences and health needs that are unique to American Indian and Alaska 

Native communities.  

Opportunities also exist within the IHS.  For example, IHS has proposed regulations to stretch the limited 

dollars available for the PRC program by capping (at Medicare payment rates) the amount that contracted 

providers may charge for serving any eligible American Indian and Alaska Native patient.  IHS facilities and 

I/T/U pharmacies may also gain additional Medicare reimbursements in future years as the number of elderly 

American Indians and Alaska Natives increases. Similarly, broad coverage expansions under the Affordable 

Care Act (ACA), which provide new coverage pathways (through Marketplaces and Medicaid), could increase 

IHS providers’ access to third-party reimbursements, thereby increasing their operating revenues and 

enhancing their capacity to provide services to all their patients—including those who are elderly and living 

with long-term disabilities. 

More broadly, the ACA includes other provisions which could improve the health of American Indians and 

Alaska Natives as they age into Medicare. The ACA permanently reauthorizes the Indian Health Care 

Improvement Act, which includes provisions designed to: increase the number of providers who serve 

American Indians and Alaska Natives; increase and improve health promotion and disease prevention services; 
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enhance access to care for urban American Indians and Alaska Natives; and modernize facilities where 

American Indians and Alaska Natives receive care. Other broad provisions within the ACA that aim to reduce 

disparities in health and access to care among disadvantaged populations could have important implications 

for American Indians and Alaska Natives, including: increased funding for community health centers; 

workforce development and diversity initiatives; improvements in data collection by race and ethnicity; and 

prevention, wellness, and public health initiatives.  

Technical support in preparation of this report was provided by Health Policy Alternatives, Inc.  

Anthony Damico, an independent consultant, provided programming and statistical support. 

This report was funded in part by AARP.  
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American Community Survey (ACS) 

The ACS is a national survey of approximately 3.5 million households conducted annually by the United States 

Census Bureau. It focuses on age, sex, race, family and relationships, income and benefits, health insurance, 

education, veteran status, employment, housing, and transportation. Its primary mode of data collection is 

through the mail with paper questionnaires.  For 2013, the ACS includes a sample size of 62,316 American 

Indians and Alaska Natives, of whom 6,531 are age 65 and over.  Advantages and limitations: By design, the 

ACS’s relatively large sample size enables it to produce community-level estimates (both by race and ethnicity, 

and geographic area).  The mail-based collection method does not allow respondents to ask clarifying questions 

while completing the survey. The survey asks only one question regarding health insurance status. 

 

Behavioral Risk Factor Surveillance System (BRFSS) 

The BRFSS is a continuous telephone health survey, interviewing more than 500,000 adults in 2013. It collects 

data on health-related risk behaviors, chronic health conditions, and use of preventative services.  The BRFSS 

has a set of core questions asked nationally of all respondents, as well as some questions that are state-specific. 

For 2013, BRFSS includes a sample size of 7,789 American Indians and Alaska Native adults, of whom 1,762 

are age 65 and over.  Advantages and limitations: For a telephone survey, BRFSS has a relatively large sample 

size and respondents are able to speak to trained, individual interviewers.  BRFSS questions on health status 

and behaviors are comprehensive, but insurance coverage results do not distinguish by type of insurance. 

 

Identifying Our Needs: A Survey of Elders 

The Survey of Elders is funded through the Administration on Community Living in the Department of Health 

and Human Services, and is administered by the National Resource Center on Native American Aging. The 

survey is fielded in three-year cycles and collects information from Native Americans age 55 and older on 

general health status, health care and screenings, activities of daily living, tobacco and alcohol usage, weight 

and nutrition, social support/housing, demographics and social functioning.  Trained tribal members often 

conduct the surveys.  Cycle V, released in 2013 includes a sample size of 9,488 American Indians and Alaska 

Natives age 65 and over. Advantages and limitations: The Survey of Elders has a large sample of elderly 

American Indians and Alaska Natives and is conducted by people who are either tribal members or familiar 

with the tribal population, addressing cultural issues that may affect responses in other surveys. Although a 

sampling frame guides data collection, the survey results are not weighted to be nationally representative. 

 

National Health Interview Survey (NHIS) 

The NHIS is a national, face-to-face household survey administered annually by the National Center for Health 

Statistics to 35,000 households (approximately 87,500 persons) each year.   It provides health status, health 

care access, and health service utilization information, collected through personal household interviews 

conducted by individuals trained about health insurance information.  For 2013, the NHIS includes a sample 

size of 1,455 American Indians and Alaska Native adults, of whom 146 are age 65 and over.  Advantages and 

limitations: The NHIS provides relatively detailed health insurance information and uses interviewers who 

have received training on the concepts included in the survey, such as health insurance.  The small sample of 

elderly American Indians and Alaska Natives limits the reliability of results for this population. 
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Some researchers have used Medicare administrative and claims data to analyze Medicare enrollment and 

service use among beneficiaries who are American Indian and Alaska Native, but most acknowledge significant 

and long-standing inaccuracies in the racial and ethnic identification of these individuals in the Medicare 

data.44 

Research that uses Medicare claims and administrative data to identify beneficiaries who are American Indians 

or Alaska Natives, typically categorize beneficiaries as American Indian and Alaska Native if they fulfil one of 

the following three circumstances: 1) live in an IHS service delivery area, 2) have received a Medicare covered 

service from an IHS facility, or 3) are listed or self-reported in Medicare’s administrative files as American 

Indian or Alaska Native and living outside an IHS area. Using these criteria, researchers identified 220,000 

beneficiaries enrolled in Medicare in 2010—of which 87 percent are identified through the first two criteria and 

13 percent are living outside an IHS area and are identified as American Indian or Alaska Native in Medicare 

files.45  This low count strongly suggests that relying on Medicare data alone to determine Medicare enrollment 

among American Indians and Alaska Natives is problematic because it is appears to undercount the number 

enrolled in Medicare.   

Despite the potential shortcomings of the Medicare data, it presents some findings that are consistent with 

other survey data.  For example, analysis by the California Rural Indian Health Board shows a higher 

proportion of American Indians and Alaska Natives in Medicare are under age 65, compared with the overall 

beneficiary population.  Specifically, among all Medicare beneficiaries in 2009, 29 percent of those using IHS 

were under 65 and 43 percent of self-declared American Indians and Alaska Native who do not use IHS were 

under 65.46  Additionally, this claims analysis shows a higher proportion of American Indian or Alaska Native 

beneficiaries qualify for Medicare because they have end-stage-renal disease and 22 percent of beneficiaries 

accessing IHS were also enrolled in Medicaid. 

Medicare’s administrative data provides some ability to examine American Indian and Alaska Native 

beneficiaries’ enrollment in supplemental coverage that may assist in out-of pocket expenses, such as MSPs, 

Medicare Advantage plans or separate drug plans. This research finds that 2009 Part B premiums were paid by 

an MSP program for about 31 percent of people accessing IHS and 43 percent of self-declared American 

Indians and Alaska Natives not accessing IHS.47  Claims analysis also shows lower proportions of American 

Indians and Alaska Natives enrolled in Medicare Advantage, compared with the overall Medicare population. 

This difference is likely associated with geographic variation in the prevalence of Medicare Advantage plans, 

with fewer plans offered in rural areas, particularly those associated with Indian reservations.48  Finally, for 

2010, 37 percent of IHS-American Indians and Alaska Natives in traditional Medicare had Part D coverage; of 

them, about 22 percent were eligible for both Medicaid and Medicare (i.e. were full duals) thus qualifying for 

the Low Income Subsidy that helped pay their Part D premiums.49 
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Alabama 696,630 5,800 5,716 0.8% 1.4% 99%

Alaska 62,452 8,607 8,081 13.8% 2.0% 94%

Arizona 969,201 25,671 23,762 2.6% 6.0% 93%

Arkansas 441,129 6,146 6,050 1.4% 1.4% 98%

California 4,599,013 58,454 55,606 1.3% 13.6% 95%

Colorado 610,869 6,697 6,461 1.1% 1.6% 96%

Connecticut 530,636 2,513 2,435 0.5% 0.6% 97%

Delaware 141,053 762 754 0.5% 0.2% 99%

DC 71,360 529 500 0.7% 0.1% 95%

Florida 3,501,667 16,570 15,930 0.5% 3.9% 96%

Georgia 1,132,859 5,652 5,510 0.5% 1.3% 97%

Hawaii 212,033 2,540 2,451 1.2% 0.6% 96%

Idaho 212,113 3,025 2,847 1.4% 0.7% 94%

Illinois 1,690,065 8,328 7,803 0.5% 1.9% 94%

Indiana 888,805 5,348 5,162 0.6% 1.2% 97%

Iowa 467,690 1,412 1,412 0.3% 0.3% 100%

Kansas 394,024 5,310 5,231 1.3% 1.2% 99%

Kentucky 612,780 3,806 3,553 0.6% 0.9% 93%

Louisiana 592,675 5,275 5,207 0.9% 1.2% 99%

Maine 226,384 2,290 2,121 1.0% 0.5% 93%

Maryland 761,267 4,628 4,181 0.6% 1.1% 90%

Massachusetts 956,544 4,411 4,059 0.5% 1.0% 92%

Michigan 1,438,392 12,372 12,095 0.9% 2.9% 98%

Minnesota 728,798 5,764 5,220 0.8% 1.3% 91%

Mississippi 401,865 2,097 1,918 0.5% 0.5% 91%

Missouri 882,173 8,812 8,580 1.0% 2.1% 97%

Montana 156,860 5,060 4,689 3.2% 1.2% 93%

Nebraska 257,346 1,616 1,594 0.6% 0.4% 99%

Nevada 360,364 4,836 4,451 1.3% 1.1% 92%

New Hampshire 194,498 1,187 1,187 0.6% 0.3% 100%

New Jersey 1,247,008 4,561 4,323 0.4% 1.1% 95%

New Mexico 294,067 17,629 16,247 6.0% 4.1% 92%

New York 2,750,756 17,389 16,603 0.6% 4.1% 95%

North Carolina 1,341,755 16,067 15,808 1.2% 3.7% 98%

North Dakota 100,506 2,097 2,030 2.1% 0.5% 97%

Ohio 1,701,127 9,554 9,342 0.6% 2.2% 98%

Oklahoma 532,899 40,465 39,008 7.6% 9.4% 96%

Oregon 580,125 9,763 9,435 1.7% 2.3% 97%

Pennsylvania 2,040,227 6,376 6,140 0.3% 1.5% 96%

Rhode Island 158,001 1,325 1,208 0.8% 0.3% 91%

South Carolina 692,481 3,575 3,513 0.5% 0.8% 98%

South Dakota 122,046 5,152 5,027 4.2% 1.2% 98%

Tennessee 915,490 7,122 6,847 0.8% 1.7% 96%

Texas 2,834,788 26,752 25,845 0.9% 6.2% 97%

Utah 271,151 2,748 2,618 1.0% 0.6% 95%

Vermont 99,053 938 886 0.9% 0.2% 94%

Virginia 1,059,298 7,283 7,116 0.7% 1.7% 98%

Washington 906,480 14,670 14,103 1.6% 3.4% 96%

West Virginia 310,292 2,399 2,363 0.8% 0.6% 98%

Wisconsin 820,689 5,818 5,672 0.7% 1.4% 97%

Wyoming 72,370 1,443 1,375 1.9% 0.3% 95%

NOTES: American Indian Alaska Native (AIAN).  U.S. totals presented here differ from Table 1 of this paper due to the use of multiple years of 

data to achieve a sample size that allows state estimates.

SOURCE: Kaiser Family Foundation analysis of  the American Community Survey pooled data (2011-2013).
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Alabama 196,711 4,619 2%

Alaska 11,737 2,151 18%

Arizona 137,838 9,678 7%

Arkansas 121,997 3,074 3%

California 693,544 21,453 3%

Colorado 97,905 3,830 4%

Connecticut 75,771 1,076 1%

Delaware 27,287 1061 4%

DC 13,766 323 2%

Florida 489,359 7,469 2%

Georgia 256,382 2,991 1%

Hawaii 23,373 687 3%

Idaho 38,194 1458 4%

Illinois 265,795 3,200 1%

Indiana 170,847 2,946 2%

Iowa 68,960 1,110 2%

Kansas 66,277 2,729 4%

Kentucky 178,201 2,519 1%

Louisiana 148,642 2,604 2%

Maine 48,134 1,146 2%

Maryland 115,189 1,738 2%

Massachusetts 145,316 1,940 1%

Michigan 299,751 7,548 3%

Minnesota 99,985 2,882 3%

Mississippi 124,037 1,590 1%

Missouri 188,488 5,499 3%

Montana 24,575 2,393 10%

Nebraska 38,050 1,825 5%

Nevada 57,185 1,540 3%

New Hampshire 34,289 820 2%

New Jersey 183,263 2,262 1%

New Mexico 63,869 6,899 11%

New York 458,382 7,354 2%

North Carolina 288,460 9,791 3%

North Dakota 11,970 1,507 13%

Ohio 309,320 4,558 1%

Oklahoma 120,523 16,710 14%

Oregon 90,668 3,565 4%

Pennsylvania 328,179 3,991 1%

Rhode Island 32,163 750 2%

South Carolina 157,100 2,696 2%

South Dakota 19,947 2,457 12%

Tennessee 223,095 4,715 2%

Texas 533,311 10,138 2%

Utah 44,962 1,269 3%

Vermont 19,205 589 3%

Virginia 199,555 3,725 2%

Washington 150,984 7,801 5%

West Virginia 86,729 2,090 2%

Wisconsin 136,560 3,158 2%

Wyoming 12,729 788 6%

NOTES: American Indian Alaska Native (AIAN).  U.S. totals presented here differ from Table 1 of this paper 

due to the use of multiple years of data to achieve a sample size that allows state estimates.

SOURCE: Kaiser Family Foundation analysis of  the American Community Survey pooled data (2011-

2013).
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1 Kaiser Family Foundation analysis of the 2013 ACS finds that the median age of the AIAN population is 30 and the median age of the 
U.S. population is 37.  Regarding life-expectancy, the Census Bureau estimates that non-Hispanic Blacks and people who identify as 
American Indian or Alaska Native alone or in combination with another race have a life expectancy of 78 years for women and 72 years 
for men compared with 81 years and 77 years respectively in the general U.S. population. http://www.census.gov/prod/2014pubs/p25-
1140.pdf  

2 U.S. Census Bureau, “An Aging Nation: The Older Population in the United States”, Current Population Reports, May 2014.  Available 
at: http://www.census.gov/prod/2014pubs/p25-1140.pdf.      

3 Reservations are areas that have been set aside for tribes through treaties, statues, or executive order. Within these territories, tribes 
have primary governmental authority. Tribes also have primary authority over land trusts, land held in trust by the federal government 
for a tribe. Land trusts may exist within reservations or off-reservation. Statistical areas are used by the Census Bureau to present data 
on recognized tribes that do not have a reservation (U.S. Census Bureau, “American Indian and Alaska Native Areas,” Chapter 5 in 
Geographic Areas Reference Manual  (Washington, DC: November 1994), 
http://www.census.gov/geo/reference/pdfs/GARM/Ch5GARM.pdf). U.S. Census, Map: American Indians and Alaska Natives in the 
United States (2010), http://www2.census.gov/geo/maps/special/AIANWall2010/AIAN_US_2010.pdf.   

4 Office of Minority Health, American Indian/Alaska Native Profile, (September 2012), 
http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=52. 

5 Ralph Forquera, Seattle Indian Health Board, Urban Indian Health (Kaiser Family Foundation, November 2001), 
http://www.kff.org/disparities-policy/report/urban-indian-health/. 

6 Bureau of Indian Affairs, U.S. Department of the Interior, “Indian Entities Recognized and Eligible to Receive Services From the 
Bureau of Indian Affairs,” Federal Register 77, no. 155 (Friday, August 10, 2012), 
http://www.bia.gov/cs/groups/public/documents/text/idc-020700.pdf;  The Shinnecock tribe of New York was added as a federally-
recognized tribe since the last Federal Register publication; Office of Minority Health, “Profile: American Indian/Alaskan Native”, 
available at: http://minorityhealth.hhs.gov/omh/browse.aspx?lvl=3&lvlid=62 (September 2014). 

7 Legal obligation under which the United States “has charged itself with moral obligations of the highest responsibility and trust” 
toward Indian tribes (Seminole Nation v. United States, 1942). http://www.bia.gov/FAQs/ 

8 See 42 CFR 136.12.  Also, in some cases, eligibility criteria for access to I/T/U services can be expanded to include others, particularly 
in the Urban Indian Health Program.  See the “Indian Health Manual” for more details.  Available at: 
http://www.ihs.gov/IHM/index.cfm?module=dsp_ihm_pc_p2c1#2-1.2.   

9 The Current Population Survey (CPS) estimates that 9.5% of people age 65+ were living below 100% of poverty in 2013. Available at: 
http://www.census.gov/hhes/www/cpstables/032014/pov/pov01_100.htm. 

10 S. Artiga, R. Arguello, P. Duckett, “Health Coverage and Care for American Indians and Alaska Natives” Kaiser Family Foundation, . 
October 2013; available at: http://kff.org/disparities-policy/issue-brief/health-coverage-and-care-for-american-indians-and-alaska-
natives/.  American Psychiatric Association Office of Minority and National Affairs; available at: 
http://www.integration.samhsa.gov/workforce/mental_health_disparities_american_indian_and_alaskan_natives.pdf. 

11 Harriet Komisar and Judy Feder, “Transforming Care for Medicare Beneficiaries with Chronic Conditions and Long-term Care Needs: 
Coordinating Care Across All Services,” October 2011. 

12 Kaiser Family Foundation, Medicare Chartbook, 2010, http://kff.org/medicare/report/medicare-chartbook-2010/.   

13 In Alaska, health care funded by IHS is provided to shareholders in the Alaska Native Claims Settlement Act (ANCSA) regional and 
village corporations. 

14 Department of Health and Human Services, “Indian Health Service: Fiscal Year 2015 Justification of Estimates for Appropriations  

Committees,” February, 2014; available here: 
http://www.ihs.gov/budgetformulation/includes/themes/newihstheme/documents/FY2015CongressionalJustification.pdf.  

15 Department of Health and Human Services, Indian Health Service: Fiscal Year 2015 Justification of Estimates for Appropriations 
Committees, (February, 2014). 

16 Approximately 100,000 American Indians utilize 23 Title V Urban Indian health programs and are not able to access hospitals, health 
clinics, or contract health services administered by IHS and tribal health programs due to their inability to meet IHS eligibility criteria 
or residency outside of IHS and tribal service areas. More information on Urban Indian health programs can be found here: 
http://www.ihs.gov/urban/index.cfm?module=dsp_urban_programs.  

17 In addition to medical care, the IHS provides other services, including sanitation and public health functions.  

18 A 2005-2007 national survey of long term care for older American Indians and Alaskan Natives found that only 15 percent of tribes 
had nursing home services and 16 percent had assisted living services available for elders. See AHRQ Health Care Innovations, 
Exchange American Indian Nation-Owned Skilled Nursing Facility Provides Culturally Responsive Services, Leading to High Patient 
Satisfaction and Low Staff Turnover, https://innovations.ahrq.gov/profiles/american-indian-nation%E2%80%93owned-skilled-
nursing-facility-provides-culturally-responsive.  Another study, focused solely on palliative care services for American Indians and 
Alaska natives in New Mexico, found that from 1999-2003, only 2.3% of Medicare patients at two IHS hospitals were enrolled in 
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hospice when they died. This compared to a state average of 30.8%. Although some of this difference might result from cultural 
attitudes about death and dying, the researcher concluded that lack of access was also a significant factor. Domer, Timothy and Judith 
Kaur, Palliative Practice in Indian Health, South Dakota Medicine, 2008. Spec No.:36-40. 

19 Funding allocations are described in the “All Purpose Table” (pg. 15) and “FY 2014 Crosswalk” (pg. 22) of the Indian Health Service 
Fiscal Year 2015 Justification of Estimates for Appropriations Committees. 

20 See: 42 CFR 136.61 

21 These estimates of third-party collections are based on the 2015 IHS Congressional Budget Justification and does not convey any 
otherwise unreported revenues. 

22 S. Artiga, R. Arguello, P. Duckett, “Health Coverage and Care for American Indians and Alaska Natives” Kaiser Family Foundation, . 
October 2013; available at: http://kff.org/disparities-policy/issue-brief/health-coverage-and-care-for-american-indians-and-alaska-
natives/.  Edward Fox and Verné Borner, Health Care Coverage and Income of American Indians and Alaska Natives: A Comparative 
Analysis of 33 States with Indian Health Service Funded Programs, for Tribal Affairs: Centers for Medicare and Medicaid Services, 
(2012), http://www.crihb.org/files/Health_care_coverage_and_income_of_aians.pdf; Ed Fox, Health Care Reform: Tracking Tribal, 
Federal, and State Implementation, Tribal Affairs Group, Centers for Medicare and Medicaid Services, (May, 20, 2011) 
http://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-
Native/AIAN/Downloads/CMSHealthCareReform5202011.pdf; and Government Accountability Office, Indian Health Service, Health 
Care Services Are Not Always Available to Native Americans, GAO-05-789 (Washington DC: Government Accountability Office, 
August 2005), http://www.gao.gov/products/GAO-05-789. 

23 Edward Fox and Verné Borner, Health Care Coverage and Income of American Indians and Alaska Natives: A Comparative 
Analysis of 33 States with Indian Health Service Funded Programs, for Tribal Affairs: Centers for Medicare and Medicaid Services, 
(2012), http://www.crihb.org/files/Health_care_coverage_and_income_of_aians.pdf; Ed Fox, Health Care Reform: Tracking Tribal, 
Federal, and State Implementation, Tribal Affairs Group, Centers for Medicare and Medicaid Services, (May, 20, 2011) 
http://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-
Native/AIAN/Downloads/CMSHealthCareReform5202011.pdf; and Government Accountability Office, Indian Health Service, Health 
Care Services Are Not Always Available to Native Americans, GAO-05-789 (Washington DC: Government Accountability Office, 
August 2005), http://www.gao.gov/products/GAO-05-789. 

24 Testimony of Darrin Old Coyote, Crow Tribe of Indians-Apsaalooke Nation, Senate Committee on Indian Affairs, Field Hearing on the 
Indian Health Service: Ensuring the HIS is living up to its Trust Responsibility, May 27, 2014.  

25 Ralph Forquera, Seattle Indian Health Board, Urban Indian Health (Kaiser Family Foundation, November 2001),  

http://www.kff.org/disparities-policy/report/urban-indian-health/.  

26 Tribal Leader Letter, Dr. Roubideaux provides an update on Contract Health Services (CHS) Program increases for referrals for 
prevention services as a follow-up to the Tribal Leader Letter dated August 2, 2012, Department of Health and Human Services, 
Indian Health Service, (January 15, 2013), 
http://www.ihs.gov/newsroom/includes/themes/newihstheme/display_objects/documents/2013_Letters/01-15-
2013_DTLL_FollowupCHSPreventionServices.pdf. 

27 As listed in current guidance for Medicare Advantage network adequacy: http://www.cms.gov/Medicare/Medicare-
Advantage/MedicareAdvantageApps/Downloads/CY2015_MA_HSD_Network_Criteria_Guidance.pdf 

28 The Qualified Medicare Beneficiary (QMB) program pays the Medicare B premiums plus deductibles and, in some instances, coinsurance. 
(It will also pay the Part A premium in the case of an individual who is subject to such premium because that person does not qualify on the 
basis of work history but is instead buying into Part A.) The Special Low Income Beneficiary (SLMB) and Qualifying Individual (QI) 
programs pay Medicare Part B premiums for qualified individuals. Each type of program considers the individual's (or couple's) resources 
and the specific program for which the individual qualifies is based on their income. Applications and eligibility determinations are handled 
through each state’s Medicaid program.  

29 Low income beneficiaries who are not full duals also may be eligible for Part D premium cost sharing assistance, with the maximum 
amount of assistance available to those below 135% of the federal poverty level and with resources (in 2014) between $8,660 - $13,440 
($13,750 - $26,860 if married).   

30 Per telephone conversation between CMS staff and Health Policy Alternatives, September 5, 2014. 

31 Government Accountability Office, Medicare and Medicaid. CMS and State Efforts to Interact with the Indian Health Service and 
Indian Tribes, July 2008, GAO-08-724. 

32 A. Zaslavsky, J. Ayanian, L. Zaborski, The Validity of Race and Ethnicity in Enrollment Data for Medicare Beneficiaries, Health 
Services Research (June 2012), http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3349013/ ; California Rural Indian Health Board, 
Medicare Statistics for American Indians and Alaska Natives, Centers for Medicare and Medicaid Services American Indian and 
Alaska Native Data Project (2012); D. Waldo, Accuracy and Bias of Race/Ethnicity Codes in the Medicare Enrollment Database, 
Health Care Financing Review (Winter 2004-2005), https://www.cms.gov/Research-Statistics-Data-and-
Systems/Research/HealthCareFinancingReview/downloads/04-05winterpg61.pdf; S. Arday, D. Arday, S. Monroe, J. Zhang, HCFA's 
racial and ethnic data: current accuracy and recent improvements, Health Care Financing Review (2000). 

33 The relationships between the Medicare program and the IHS, as well as between Medicare and the facilities and providers operated 
by the tribes, tribal organizations or urban Indian organizations, are regulated under the Indian Health Care Improvement Act of 1975 
and the Indian Self Determination and Education Assistance Act of 1976.  
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sponsors for Medicare reimbursement. http://www.ihs.gov/businessoffice/ROM/Part2/ROM_P2_5.pdf 

35 GAO, Indian Health Service: Most American Indians and Alaska Natives Potentially Eligible for Expanded Health Coverage, but 
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