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ABSTRACT

KEYWORDS

The health disparities that are prevalent among American Indian and Alaska
Native (AI/AN) communities are connected to the ideology of sovereignty
and often ignored in social work and public health literature. Therefore, the
purpose of this paper is to examine the health outcomes of American
Indians from the time of contact with European settlers to the present
through the ideology of sovereignty and federal government AI health
policy. The foundation for the health outcomes of AIs and the governmental policies affecting them lie in the ideology of tribal sovereignty. This
ideology has greatly impacted how the government views and treats AIs
and consequently, how it has impacted their health. From the earliest
treaties between European settlers and AIs, this legal relationship has
been and remains a perplexing issue. With the examination of tribal sovereignty comes the realization that colonization and governmental polices
have greatly contributed to the many social and health problems that AIs
suffer from today. Understanding that the health disparities that exist
among AI/AN populations cannot only be attributed to individual behavior
and choice but is driven by societal, economic and political factors may be
used to inform social work education, practice, and research.
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federal health policy;
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Description of topic
According to the United States Census (2010), there are 5.2 million American Indians and Alaska Natives
(AI/AN) comprising 1.7% of the total U.S. population. Of those AI/ANs, 78% live in urban areas, not on
federal reservations. Currently, there are 567 federally recognized tribes and 326 reservations. In addition,
there are another 200 state-recognized tribes with more than 200 languages spoken among the various tribal
communities (Eschiti, 2004; Gray & Rose, 2012; Walters, Simoni, & Evans-Campbell, 2002). Each AI/AN
tribal nation is unique and culture varies among tribal nations, even among individual tribal members. It is
important to acknowledge that though they are referred to as AI/ANs, they are not a homogenous group
(Gray & Rose, 2012; Walters et al., 2002).
Although AI/ANs make up a relatively small portion of the population, they suffer from a
disproportionate higher rate of diseases compared to non-Hispanic Whites (Families USA, 2014).
AI/ANs continue to have the highest mortality rates of any group in the United States for
tuberculosis (450% higher), alcoholism (520% higher), diabetes mellitus (117% higher), unintentional injuries (141%), homicides (86% higher), pneumonia and influenza (37% higher), and suicide
(60% higher). The leading cause of death for AI/ANs is heart disease followed by accidents and
cancer (French & Kovacevic, 2011; Indian Health Service [IHS], 2014). In addition, it is reported that
the AI/AN population have the lowest income, least education, and highest poverty rate though
being the most neglected of any group in the United States (Brown-Rice, 2013; French & Kovacevic,
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2011). Therefore, the poor health outcomes found among AI/ANs it is not surprising because health
disparities are imbedded in these factors and can be found throughout AI/AN communities
(Palacious & Portillo, 2009).
This article examines the treatment of AI/ANs from the time of contact with European settlers to
the present through the ideology of sovereignty. The foundation for the treatment of AI/ANs and
governmental policies affecting them lie in the ideology of tribal sovereignty. This ideology has
greatly affected how the government views and treats AI/ANs and consequently how it has affected
their health. From the earliest transactions between European settlers and AI/ANs, this legal
relationship has been and remains a perplexing issue. With this examination of tribal sovereignty
comes the realization that colonization and governmental polices have greatly contributed to the
many social and health problems that AI/ANs suffer from today (Weaver & Congress, 2009).
Understanding that the health disparities that exist among AI/AN populations cannot only be
attributed to individual behavior and choice but is driven by societal, economic, and political factors
may be used to inform social work education, practice, and research.

Relevance to social work
Addressing the health disparities that are prevalent among AI/AN communities is of significance to
social workers because the Code of Ethics of the National Association of Social Workers (NASW; 2017)
compels all social workers to strive to empower those who are “vulnerable, oppressed, and living in
poverty” (p. 1). Consequently, most social workers focus their work at the microlevel. Furthermore,
social workers are called on to work for social justice, as it is an important principal of the social work
profession. This too is often accomplished through work with marginalized populations such as AI/ANs
on an individual level. However, for those interactions to be effective, the work must be done within the
AI/AN cultural framework. Because cultural consciousness is crucial for all social workers, not only those
working with AI/ANs, the NASW Code of Ethics have included Section 1.05 Cultural Awareness and
Social Diversity in the social workers’ ethical responsibilities to clients. By practicing the ideals in
Section 1.05, social workers can develop an understanding of the strengths that are found in the AI/
AN culture and, thereby, provide services that are strengths based and sensitive to the culture. However,
with an emphasis on the microlevel practice, social workers often overlook the value of applying their
education and efforts on social justice at the mezzo- or macrolevel. The rich history and tradition of
activism by social workers is often forgotten or ignored. Social workers are called on to work for social
justice, as it is an important principle of the social work profession.
The history and current circumstances of AI/ANs makes it obvious that there is a dire need for social
justice. Interaction with European settlers along with governmental policies has caused irreparable harm.
For example, governmental policies of westward expansion displaced many tribes and forced them to live on
reservations. This made it nearly impossible to hunt for food or gather traditional plants for healing.
Consequently, their physical and mental health declined (Shelton, 2004). Furthermore, with the passage of
the Termination and Relocation Acts in 1953 and 1954, Congress attempted to abolish reservations and
federal treaty obligations, pushing tribal members to relocate to urban area (French & Kovacevic, 2011). As a
result, AI/ANs have become invisible to most Americans, including social workers.

Social work practice implications
Unfortunately, social workers have not always interacted with AI/ANs communities through the lens
of social justice and cultural awareness. A leading example of this in the AI/AN community is the
role of the social worker in child welfare. In the AI/AN community, social workers are associated
with removing AI/AN children from their homes. This began with the federal assimilation policy of
coercing AI/ANs to place their children in Indian Residential Schools, often thousands of miles away
from their family and home. Moreover, social workers showed a lack of cultural awareness by
evaluating home environments and parenting skills based on the dominant society’s values and
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practices. By the 1970s, in coordination with the Bureau of Indian Affairs (BIA) and the Child
Welfare League of America, social workers were responsible for the removal of between 25% and
35% of all AI/AN children (Weaver, 2000; Weaver & Congress, 2009).
The involuntary sterilization of 25% to 50% of AI/AN women between ages 15 and 44 occurred in
the 1970s through the federally operated IHS. Social workers played a role in this by threatening
women with the removal of their children or loss of their welfare benefits unless they agreed to
sterilization surgery (Weaver, 2000; Weaver & Congress, 2009). Therefore, it is vital for social
workers to learn about past and present social welfare policies because it is these polices that have
played a major contribution in the current social problems experienced by AI/ANs today. Through
education social workers can gain an understanding that not all the health disparities suffered by AI/
AN individuals can be contributed to individual behavior.
Most importantly, a strengths-based approach is greatly warranted so that social workers
can fully appreciate the strengths and resiliency of AI/ANs and their culture despite of a
history of genocide (Weaver & Congress, 2009). Social work education can do more in
furthering cultural awareness by teaching students about past and present issues of all
indigenous peoples. Potential social workers and practicing social workers should develop
the skills to be culturally conscious activists when working with individuals at the microlevel
or in partnership with others at the mezzolevel.
Regrettably, even today to some degree social workers stress dominate cultural values rather
than self-determination and social justice when working with the AI/AN communities.
Historically, work for societal change and just social policies have been secondary to a clinical
focus when working with the AI/AN community (Weaver, 2000). For example, little policy
analysis has been done on the Indian Health Care Improvement Act of 1976 (IHCIA; P. L.
94–437, Statute 1400). This should not be the circumstance because this is the foundation of
health care delivery for federally recognized tribes (Thierry, Brenneman, Rhoades, & Chilton,
2009). It is essential for social workers to understand the value of policy analysis because all
social work is practiced within the framework of policies with policy affecting all aspects of
social work intervention, from micro- to macropractice.
Weaver (2000) writes that non-Indian social workers must “step carefully” (p. 15) when working
in AI/AN communities and understand that even today social workers are seen as a continuation of
colonization. Importantly, change must come from within the AI/AN community with respect and
support from social workers. Non-Indian social workers can have valuable impact by supporting the
work of AI/AN organizations such as Indigenous Women’s Network, the American Indian
Movement, and the American Indian Legal Defense Fund. An extremely essential role for nonIndian social workers would be to apply political pressure on state and federal entities. Because AI/
ANs make up only 1.7% of the population, they do not have much of a political voice (U.S. Census
Bureau, 2010). It is vital that elected officials realize that the issues of AI/ANs are the issues of all
citizens. As a result, issues of AI/ANs will then no longer be ignored or marginalized by those in
power. For example, on a mezzolevel, community organizations concentrating on environmental
issues can join with AI/ANs organizations with the same goals to fight for issues surrounding clean
water, water rights, and toxic waste dumping (Weaver, 2000).
Social work education can inspire students to work for societal change and just policies for
indigenous peoples. A social justice perspective is vital for all future and current social workers in
comprehending social welfare policy through a social work paradigm. Importantly, the NASW Code
of Ethics Sections 6.02 Public Participation and 6.04 Social and Political Action (2017) recognizes the
necessity for social workers to be able to apply the principals of cultural awareness, social work
values, and advocacy to their practice and public lives. This is crucial because cultural awareness and
social justice are two of the cornerstones of the mission of the NASW. Therefore, it is the goal of this
article to show how the dominant society’s lack of cultural awareness, through their ideology of
sovereignty and social justice, continue to have dire consequences for AI/AN health.
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Political, economic, and social factors—past and present
To fully understand why AI/ANs rank higher in health disparities than any other racial or ethnic
group in the United States, it is necessary to examine the past. AI/AN health issues can be understood by studying not only current federal-Indian relations but also past relations; thereby, gaining
an understanding of how health care became available and allotted to AI/ANs. This evolution cannot
be studied only through a legal paradigm but must include sociocultural, political, and economic
factors (Joe, 1991). These factors are important to consider because the indigenous people had a
culture, societal structure, economic system, laws, and a system to implement social control long
before the arrival of European settlers. They were distinct tribes representing their own nation and
having their own culture and set of laws. This holds true today even though they are collectively
referred to as AI/ANs (Ford, 2010).
Prior to any contact with European settlers, AI/ANs were sovereign and had forms of selfgovernment. In addition to having a highly developed system of governance, AI/ANs had a highly
developed system of health care, using plants and animals for healing. Today there is a renewed
interest in exploring these traditional methods of healing in search of solutions to contemporary
health conditions (Shelton, 2004).
According to accounts by early explorers the American Indians were healthy and relatively
disease free (French & Kovacevic, 2011; Joe, 1991). However, AI/AN health status greatly
changed with the arrival of European settlers. It is well documented that the European settlers
brought Old World diseases such as smallpox, diphtheria, measles, and cholera with them to the
New World. Having little resistance to these diseases, the results were devastating to the AI/AN
tribes (Brown-Rice, 2013; Fusselman, 2012; Sotero, 2006). These infectious disease epidemics
struck the AI/AN communities every 7 to 11 years, thereby, not giving the AI/ANs time to
develop sufficient immunity, especially the very young. In addition to the catastrophic loss of
life, these epidemics resulted in food scarcity, starvation, and chronic illnesses. It is estimated
that 90% of the AI/AN population died from measles and smallpox alone. (Sotero, 2006). AI/AN
health was further compromised when they were forcibly removed from their land and prohibited the use of the medicine man and traditional healing practices (French & Kovacevic, 2011).
Arriving in the New World, the European settlers introduced more than new diseases to the AI/
AN peoples. The Europeans introduced completely different ideologies with Manifest Destiny, the
Doctrine of Discovery, and the Doctrine of Conquest. Also, the philosophies of sovereignty and
social justice of the European settlers were fundamentally different from those of the AI/ANs
(O’Brien, 1991). These ideologies greatly affected the tribes’ way of governing and existence and as
a result caused indelible harm to their health and way of life (Shelton, 2004). Significantly, theses
ideologies are the foundations of all subsequent governmental policies toward the AI/ANs and even
today continue to cause harm to AI/ANs (Sanders, 2008).
Manifest Destiny was a belief held by European settlers that God called on them to show the world
that they could to build a perfect society that merged capitalism, Protestantism, and democracy
(Sanders, 2008; Warne, 2007). Yet the deepest roots of federal Indian law can be found in the
Doctrine of Discovery and Doctrine of Conquest. The Doctrine of Discover has been in existence
since 1493 and used as recent as 2005 in a case involving the Oneida Nation (City of Sherrill v. Oneida
Indian Nation of New York, 125 U. S. 1478, 2005). Simply put, the Doctrine of Discovery states, “first
discoverer has the right to control the land it discovered” (Shelton, 2004, p. 3). Therefore, taking over
ownership of the land from the AI/ANs was only a formality. Historically, this doctrine has been used to
take property, rights, and power away from AI/ANs, forming the basis for great social disparity and
injustice. Even today the theoretical origins of the Doctrine of Discovery can be found in all legal policy
that involve AI/ANs and is what differentiates AI/ANs from all other Americans (Deloria & Lytle,
1984). The United Nations Permanent Forum on Indigenous Issues believes that the Doctrine of
Discovery forms the basis for abuse of all Indigenous peoples’ human rights (United Nations, 2012).

SOCIAL WORK IN PUBLIC HEALTH

263

However, the Doctrine of Discovery did not solve the land issue in its entirety because for the
European settlers to make use of the land, the AI/ANs could not inhabit it. Therefore, treaties of
peace or treaties of war between the tribes and European settlers were used to remove the AI/ANs
from the land wanted by the European settlers. To assist in their cause, the European settlers used
the Doctrine of Conquest, which states, “when a nation defeats another nation in war, they obtain
the defeated nation’s land and control its people” (Shelton, 2004, p. 3). With these two doctrines, the
European settlers had the means to acquire and occupy the land that the AI/ANs had lived on for
over 75,000 years (Grandbois, 2005). Moreover, this firmly entrenched the mind-set of conqueror
and conquered among the European settlers.
Defining and understanding sovereignty is complex because the definition can be in legal or
philosophical terms or a combination of both (Weaver, 2000). The European settlers understanding
of sovereignty and social justice differed greatly from those of the AI/ANs. Western society defines
social justice based on western societal values. Those values include individualism, competition, and
the attainment of private property. Social justice is achieved through laws protecting individual
privileges such as the right to vote, freedom of speech, ownership of personal property, and
protection from random arrest. For society to have social control, it is essential that all members
of society have the same philosophy of social justice as the dominant group. The AI/AN people held
a view that differed from the European settlers, a view that believed in respect and harmony with all
things in nature. Their belief in laws that promote spiritualism, communalism and cooperation
results in social justice for the community (O’Brien, 1991).
Weaver (2000) believes for the AI/ANs today “social justice means challenging the colonial
structures and mindset that undermine sovereignty and self-governance” (p. 15). AI/ANs are
doing just that with the formation of various Indian rights organizations that represent AI/AN
interests locally and nationally. Examples of these organizations are the Society of American Indians
(1911), the Indian Defense League of American (1926), the National Congress of American Indians
(1944), the National Indian Youth Council (1961), American Indian Movement (1968), and Women
of All Red Nations (1974) (“American Indian Movement [AIM], 2008). These organizations can be
classified as social movement organizations because they are a group of individuals who come
together to pursue or oppose social change (Edwards & McCarthy, 2004). In addition to being social
movement organizations, these groups are social movements because they fit Manzanera-Ruiz and
Lizarraga’s (2017) broader definition of social movements as “politically and socially guided collectives, focused on the change of one or more elements of the social, political, and economic system in
which they are situated” (p. 219).
AI/AN social movements are not a more recent phenomenon. The earliest social movement occurred
when AI/ANs protested against the colonization and westward expansion of the U.S. government. The
U.S. government responded to the AI/AN protest with the military and termed it “Indian Wars.” In the
19th century American Indians in the West organized to bring back the Ghost Dance. In addition to
having a political aspect, it had a spiritual side and represented a return to native ways of being. Probably
the most well known social movement by AI/ANs occurred in 1973 in Wounded Knee, South Dakota
that challenged the BIA political system (AIM, 2008).
Sovereignty and social justice are linked; and for the AI/ANs, first there must be sovereignty for
social justice to exist. AI/ANs believe that once there is social justice physical, mental, and spiritual
well-being will follow. Sanders (2008) writes that in the past 30 years there is evidence of community
healing and collective empowerment in AI/AN communities that have been able to exercise selfgovernment and sovereignty. Notably, in those communities the community healing has positively
affected individual healing.
Sovereignty is frequently termed :self-government” or “independence’ and “refers to the political
powers exercised by a people pursuant to their willingness to act as a unit” (O’Brien, 1991, p. 46). As a
legal concept it is when there is a cohesive authority in a political community and the community, by
acting together, can assert its will against outsiders. The concept of sovereignty has its origin in Roman
and medieval thought, but the theory of sovereignty is credited to the French philosopher Jean Borin in
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1576. John Locke, Thomas Hobbes, and Jacques Rousseau argued that the foundation of sovereignty was
found in the people, not the divine right of kings. Thomas Jefferson expanded on this idea by writing that
sovereignty was divided into legal and political parts, with the legal part belonging to the federal
government whereas the political part belonging to its citizens (O’Brien, 1991).
The Eurocentric concept of sovereignty is the antithesis of the AI/AN concept of sovereignty. The
AI/AN traditional philosophy of sovereignty is one that encompasses all facets of life, meaning that
sovereignty is not separated into legal and political parts. A scared circle incorporating the land, the
people, all animals and plants is representative of sovereignty to AI/ANs (O’Brien, 1991). Weaver
(2000) believes for AI/ANs today sovereignty can be defined as “an inherent quality of nationhood
which includes the rights of self-determination and self-government” (p. 10).
Although the European settlers understanding of sovereignty was very different from the AI/AN
understanding of sovereignty, the European settlers observed that AI/ANs had what they considered
the required fundamentals of a sovereign state. Based on this perception, the European settlers
initially decided to follow international law when conducting business with the AI/ANs and, therefore, make treaties. The Spanish and Dutch established the precedent of treaty making with the AI/
ANs prior to the European settlers doing so. The English made more than 1,200 treaties with the
eastern Indian nations. As a nation, the United States signed its first treaty with the Delaware nation,
which established an agreement for defense (O’Brien, 1991). By the time treaty making ended in
1871, the United States had entered into 389 treaties with the various Indian nations (Thierry et al.,
2009).
Examination of these treaties show that the Indian nations were treated as separate sovereign
nations, not as conquered peoples or citizens. The Indian nations were exempt from laws governing
U.S. citizens and states. Moreover, these treaties had the same structure and content as other
international treaties made at the same time period. The various treaties included establishment of
borders, agreements of mutual help, exchanges of prisoners and hostages, and the creation of
garrisons and forts. Other treaties negotiated passports, extradition, immigration of non-Indians
onto Indian lands, and the right to declare war (O’Brien, 1991).
BThe Articles of Confederation and the Constitution define the relationship between the settlers
and AI/ANs as a political relationship with dealings taking place with Indian nations not through
individual Indians (Fletcher, 2008). The Commerce and Treaty clauses of the Constitution give the
federal government the authority to act as the mediator with tribal nations. Explicitly, the Commerce
Clause gives Congress the authorization to regulate commerce with foreign nations, states and
Indian tribes, whereas the Treaty Clause gives Congress the sole permission to make treaties on
behalf of the United States (Shelton, 2004). The Commerce Clause recognizes that AI/AN nations’
sovereignty is equal to sovereignty held by other foreign nations (Weaver, 2000). Further evidence of
tribal sovereignty can be found in the Trade and Intercourse Act, which regulates the way in which
individual U.S. citizens were permitted to transact with tribes (O’Brien, 1991).
Treaties are believed to be the foundation for provision of health care to AI/ANs. For
instance, early negotiations between the federal government and AI/AN nations promised that
the federal government would provide economic and social programs to AI/ANs to raise the
AI/AN standard of living to a standard of living comparable to the non-Indian population
(Skinner, 2016). In exchange for immense amounts of land and natural resources, it was
understood that the social programs the tribal nations were to receive included housing,
education, and health care (Warne, 2007).
These treaties are the cornerstones of the federal government’s responsibility to the tribal nations.
However, they are limited in reach and time. Although many of these treaties appear to establish that
the only population born with a legal right to health care services is the AI/AN population, health
care was not explicitly addressed. Consequently, health care to the AI/ANs is now often referred to
as a trust responsibility that is codified in law and sanctioned by courts. Today the federal agency
responsible for health care services to AI/ANs is the IHS (Skinner, 2016; Warne, 2007).
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Social welfare policy dimensions affecting AI/AN health
The role of the federal government in Indian health care occurred as a result of westward expansion
and wars with the AI/ANs in the 1800s. Under the Department of War military doctors provided
sporadic health care to American Indians living near military posts (Kunitz, 1996). The reasoning for
providing care was to protect soldiers and neighboring non-Indians from the risk of infectious
diseases, not from concern about the overall well-being of the AI/AN population. In 1802 the federal
government provided doctors and medicine to vaccinate a small number of American Indians at a
nearby fort. Following that, in 1819 the federal government appropriated $10,000 to teach societal
values to American Indians living east of the Mississippi. Interestingly, this money was distributed to
various missionary societies for numerous purposes, including the hiring of doctors and nurses
(Trahant, n.d.).
In 1832 Congress appropriated $12,000 for smallpox immunizations for Indian tribes due to the
outcry of many leading citizens for a humanitarian response to this epidemic infecting Indian tribes
(Rhoades & Rhoades, 2014). As a result, doctors sent by the Office of Indian Affairs went to several
reservations in 1834 to immunize against small pox (Trahant, n.d.). An additional appropriation by
Congress in 1839 allowed smallpox immunizations for AI/ANs to continue. The Treaty of Fort Laramie
in 1836 provided for medical supplies and physician’s services as partial compensation for conceding
tribal land to the United States. Thus, the first delivery of health services to American Indians by the
federal government was accomplished (Shelton, 2004; Thierry et al., 2009; Warne & Frizzell, 2014).
In the beginning, The War Department was in charge of Indian Affairs and as a result, health care
for Indians was delivered by the military. In 1849 responsibility for American Indian health care was
passed from the military and missionaries to civilian control when the Bureau of Indian Affairs
(BIA) was transferred from the War Department to the recently formed Department of the Interior.
Twenty-four years later the BIA established a medical and educational division in attempt to expand
services to the Indians. This failed due to inadequate government funding and the medical section of
the BIA was closed in 1877 (Kuschell-Haworth, 1999; Trahant, n.d.).
After 1850, the federal government shifted their focus to all out war on American Indians.
Because medical services to the American Indians were not the primary focus of the government,
funding continued to be paltry through the last half of the 19th century. The focus of the government
during this time period was on the removal and eradication of American Indians from lands.
Therefore, there was little to any incentive for the federal government to provide health care when
they were trying to kill them on the battlefield (Trahant, n.d.).
A 1910 report by the Commissioner of Indians Affairs recognized the acute health needs of the
Indians. The Commissioner advocated for interventions and services that were “scientifically developed along lines which have already been successfully tried out by modern preventative medicine”
(Thierry et al., 2009, p. 1542). It is possible that this report was a turning point in the government’s
response to Indian health services. The following year the Snyder Act of 1921 (P. L. 67–85, 42 Statue
208) was passed. Indian health care policy was profoundly affected by this act. At that time, this act
was significant because it was the first official law allowing for federal provisions of health care
services to all federally recognized tribes. Importantly, the Snyder Act remains the legal source of
funding for many of the current activities of IHS (Shelton, 2004; Warne & Frizzell, 2014).
The language in the Snyder Act is of extreme importance because it established that the funds are
discretionary in nature, meaning that the BIA and now the IHS can only spend those monies
appropriated by Congress. Significantly, this differentiates the IHS from entitlement programs such
as Medicare and Medicaid. Furthermore, because of the language of this act, “of Indians throughout
the United States” (Thierry et al., 2009, p. 1543), services are not limited to only those Indians
residing on reservations. However, because funds are dependent on the will of Congress and
insufficient to meet the needs of all AI/ANs, it has been an established policy of the IHS to give
priority to Indians residing on or near reservations. This is an excellent example of how policy is
shaped by funding and not on need (Thierry et al., 2009; Warne & Frizzell, 2014).
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Similarly, with this clause “for the relief of distress and conservation of health” (Thierry et al., 2009,
p. 1543), Congress has created the framework for a unique health program unlike any others. Because of
this, more recent programs are able to emphasize health promotion and wellness with a focus on health
conditions on the reservation, prevention of diseases, home visits, reporting communicable diseases,
inspection of water supplies, school physical exams of students, and duties of field nurses. The objective
at the time of the passage of the Snyder Act was to authorize Indian health services. However, this act
unknowingly laid the foundation in the years to come for a wide-ranging, community-based health
system in which preventive and environmental programs are crucial parts (Thierry et al., 2009).
More recently, the IHCIA of 1976 was enacted to address the disturbing health disparities that
continued to exist for the American Indian people compared with the general population. This act
was influential in setting national policy to improve the health of the American Indian people.
Furthermore, this act was needed to augment the intent of earlier laws by expanding and describing
modern health services (Shelton, 2004; Thierry et al., 2009). IHCIA is the constitutional basis for
funding IHS services. Hopefully, this statutory basis will reverse the established propensity of the
federal government to underfund the IHS (Skinner, 2016). Although the IHCIA is considered the
building block legislation for health care delivery for federally recognized tribes, unfortunately, there
has been little policy analysis published on this important act (Shelton, 2004; Thierry et al., 2009).
IHCIA contains a large collection of provisions intended to increase the quantity and quality of
Indian health services. Significantly, there are provisions in the act to improve the participation of
AI/ANs in planning and providing those services, which allows for increasing self-government and
self-determination. Giving a tribe the choice to have IHS or themselves manage their health care is a
form of self-determination (Goodkind et al., 2010). Currently, tribal health departments manage
about one half of the Indian health care systems. Functions formerly performed at IHS headquarters
or area offices are now performed by tribes or tribal boards. Another important provision of the
IHCIA established the IHS Scholarship Programs to educate AI/AN health professionals to work in
Indian communities (IHS, 2005; Shelton, 2004; Thierry et al., 2009). All of these provisions are
essential steps toward fostering self-determination and self-government.
Title V of the IHCIA created the Urban Indian Health programs and authorized funding for
facilities construction and health and medical services for urban Indians. This is crucial because
according the United States Census Bureau (2010) 78% of AI/ANs live in urban areas, with more
than one in five urban AI/ANs living in poverty. IHCIA for the first time approved Medicare and
Medicaid reimbursements for services performed in Indian health facilities, greatly benefitting those
AI/ANs living in poverty and elderly tribe members (Shelton, 2004; Thierry et al., 2009; Warne &
Frizzell, 2014). However, Medicaid expansion is greatly needed because 93% of the population is
younger than age 65 and therefore not eligible for Medicare. In addition, almost 50% of AI/AN meet
the threshold of 138% of the federal poverty level (Skinner, 2016). Therefore, Medicaid expansion
has the potential to help in ameliorating the poor health outcomes found among the AI/AN
population.
Although the importance of the IHCIA to AI/ANs cannot be understated, it is essential to address
what this act has omitted. According to Kuschell-Haworth (1999) the IHCIA establishes health
services centered on the modern Western medical model and excludes any appropriations specifically for traditional Indian healing practices. Furthermore, IHCIA regulations clearly prohibit the
use of IHS policy for services of traditional Indian healers. Kuschell-Haworth argues that because of
this oversight the IHCIA is not a comprehensive health care plan for AI/ANs. This is problematic
because the government has determined what type of health care would be most effective for the AI/
AN population without considering their beliefs, traditions, and customs. Furthermore, by excluding
traditional healers, the IHCIA ignores those AI/ANs who have great fear and distrust of government-run health services. The most detrimental aspect of denying reimbursement for traditional
healers is that it completely undermines self-determination, self-government, and the sovereignty of
the AI/AN people.
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Expiration of the IHCIA occurred in 2000 but was extended through 2001. Since 2001 Congress has
continued to appropriate funds each year for the IHS and has only held hearings on this matter. It was
not until the Patient Protection and Affordable Care Act became law in 2010 did the reauthorization of
IHCIA become permanent (Conway, 2010; Shelton, 2004). President Obama, on March 23, 2010, signed
into law a comprehensive health care reform bill, The Patient Protection and Affordable Care Act of 2010
(ACA; P.L. 111–149). A significant part of this law reauthorized the IHCIA. The ACA reenacts, amends,
and permanently reauthorizes the IHCIA. Specifically, Section 10221(a) of the ACA enacted the Indian
Health Care Improvement Reauthorization and Extension Act of 2009 (S. 1790). Section 10221(b) of the
ACA amended sections of the IHCIA not included in the IHCIA Reauthorization and Extension Act
(Sections 111, 134, and 201). Section 806 was not included in the IHCIA Reauthorization and Extension
Act and, therefore, amended (Heisler, 2011, 2014).
The reauthorization contains many major changes and improvements from the 1976 version that
affects the delivery of health care services to AI/ANs. These alterations designed to improve the
delivery of health care services to AI/ANs include:
● Enhances authority of the IHS director
● Provides authorization for hospice, assisted living, long-term and home and community-based

care
● Updates current law concerning collection of reimbursements from Medicare, Medicaid and

CHIP (Children’s Health Insurance Program)
● Provides authorization of tribes and tribal organizations to purchase health benefits for their

community
● Allows IHS to enter into arrangements with Department of Veterans Affairs and Defense to

share medical facilities and services
● Permits tribe or tribal organization that operates programs under the ISDEAA (Indian Self-

Determination and Education Assistance Act) and an urban Indian organization operating a
program under Title V of the IHCIA to purchase health insurance for its employees from the
Federal Employees Health Benefits Program (FEHB)
● Authorizes the establishment of a Community Health Representative (community-health workers) program for urban Indian organizations to train and employ Indians to provide health care
services
● Guides IHS to establish comprehensive behavioral health, prevention and treatment programs
for AI/ANs (Conway, 2010; Warne & Frizzell, 2014).
The National Indian Health Board has indicated that these provisions in the IHCIA are much
needed. Furthermore, with this act, Congress has been authorized to appropriate resources to meet
these objectives. However, there is no assurance Congress will do so (Conway, 2010; Warne &
Frizzell, 2014). Furthermore, though Obama has urged AI/ANs to sign up for benefits under a
variety of insurance plans, that encouragement would appear contradictory to the obligation of the
U.S. government to provide fully funded health care based on negotiated treaties to ceded AI/AN
lands, settlements, agreements and legislation (Kuschell-Haworth, 1999; Skinner, 2016). Ultimately,
AI/ANs should not have to sign up and pay for benefits when the government is already obligated by
law to provide them with health care.
As evidenced, the federal government’s AI/AN health policy has a long, complicated and often
turbulent history. These policies have resulted in complicated interactions between federal, state,
tribal, and other programs with various funding sources and systems of governance. Ultimately, the
federal government’s policies toward AI/ANs can be traced back to the 16th century doctrines of
discovery and conquest (Shelton, 2004).
With Congressional initiatives such as IHCIA, and a 38% IHS budget increase under the Obama
administration, the delivery of services to the AI/AN people has advanced. Nevertheless, though the
IHCIA has contributed billions of dollars to improve the health of Indian people, health disparities
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still exist for the AI/AN population compared with the general U.S. population. Hopefully, the
addition of the IHCIA in the Patient Protection and Affordable Care Act will be a positive move
forward in decreasing health disparities for AI/ANs (Conway, 2010; Skinner, 2016).
Historically the IHS has been and continues to be underfunded. Because the amount of
suffering and loss of life in the AI/AN community is related to preventable and treatable
diseases, IHS funding becomes a matter of social justice and civil rights. Therefore, the issue
of AI/AN health needs to be a national priority, not just one of vital importance to the AI/AN
population (Conway, 2010; Shelton, 2004; Warne & Frizzell, 2014).

Implications for future research
In summary, AI/ANs suffer a disproportionately higher rate of disease compared to all other races and
ethnicities in the United States. The current health system and policies are inadequate in addressing
these disparities and the needs of the AI/ANs. First and foremost there is a need to recognize and
support traditional healing practices. In New Mexico the Albuquerque Veterans Administration has a
program to reimburse traditional healers for its clients, and the Navajo Nation has an arrangement to
reimburse its traditional healers, demonstrating that these policies can be established and succeed.
Furthermore, numerous studies have provided a link between positive health outcomes and the use of
traditional health practices among AI/ANs (Goodkind et al., 2010). Therefore, federal policies need to
be created that incorporate funding for traditional healers for all AI/ANs.
Because AI/ANs have a vested interest in their health and health care services delivery, there is a
greater need for more control at the community level. At the state and federal level, AI/AN
communities need to be allowed to have more input into health care policy creation. Many tribes
are equipped to do this because they have developed effective ways of advocating. This is a form of
self-determination in health care and promotes tribal sovereignty (Warne, 2011).
To improve AI/AN health, culturally based policies should be a priority of state and federal
legislators. For this to happen, tribes must be encouraged and supported in conducting health
policy research. AI/AN communities must be supported in their endeavor to demonstrate the
validity of their community-based health practices, including traditional healing practices
(Goodkind et al., 2010; Warne, 2011).
Most importantly, the U.S. government should offer a formal apology to the AI/AN nations for
past mistreatment. In 1998 the Canadian government apologized to its First Nations people, and in
2008 the Australian government not only apologized to its indigenous people but also pledged to
develop policies to compensate for past mistreatment. Research has found that a victims’ ability to
forgive increases when there is an apology, and consequently there is an improvement in physical
and mental health (Goodkind et al., 2010). This is the first of many steps the United States must take
to bring back the trust of the AI/AN people. This apology needs to be followed by concrete, tangible
polices and funding.
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