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Perspectives on American Indian Health
| Yvette Roubideaux, MD, MPHAmerican Indians and

Alaska Natives continue to ex-
perience significant disparities
in health status compared
with the US general population
and now are facing the new
challenges of rising rates of
chronic diseases. The Indian
health system continues to try
to meet the federal trust re-
sponsibility to provide health
care for American Indians and
Alaska Natives despite signif-
icant shortfalls in funding, re-
sources, and staff. New ap-
proaches to these Indian
health challenges, including a
greater focus on public health,
community-based interven-
tions, and tribal management
of health programs, provide
hope that the health of Indian
communities will improve in
the near future. (Am J Public
Health. 2002;92:1401–1403)

I HAVE EXPERIENCED THE
health challenges faced by Ameri-
can Indians and Alaska Natives
from a number of perspectives
over time. As an American Indian
child, I received health care in an
Indian Health Service (IHS) facil-
ity, and I was aware at an early
age that the burden of health
problems was significant. Every
visit to the clinic meant a 4-hour
wait in a crowded waiting room.
I heard the complaints of relatives
about the poor care they received,
and there was always a sense that
better care was available in the
non-Indian health clinics nearby.
I also noticed that I had never
seen an American Indian or Alaska
Native (AI/AN) doctor in the
clinic. Perhaps if there were more
AI/AN doctors, I thought, health
care would be more culturally ap-
propriate and of higher quality.

From my perspective years
later, as an American Indian phy-
sician working in the IHS, I noted
that the problems and challenges
in Indian health care were still
there, and now I was the doctor
people waited 4 hours to see. The
burden of chronic diseases was so
significant that I was often sur-
prised to see a patient without di-
abetes. The epidemic of diabetes
in Indian communities, especially
in the Southwest, has become so
great that in some AI/AN com-
munities, 40% to 50% of adults
have diabetes.1,2 Cardiovascular
disease, once thought to occur
less commonly in the AI/AN pop-
ulation than in the US general
population, is now the leading
cause of death for all American
Indians and Alaska Natives.3 The
growth in the prevalence of
chronic diseases in this population

is a crisis for the IHS, which was
originally designed as a hospital-
based, acute care system and is
currently severely underfunded.

THE FEDERAL TRUST
RESPONSIBILITY

The federal government has a
trust responsibility to provide

health care for American Indians
and Alaska Natives, based on
multiple treaties, court decisions,
and legislative acts. However, the
IHS is critically underfunded. Al-
though its budget for fiscal year
2002 is $2.8 billion, tribal lead-
ership has estimated that a
needs-based budget for Indian
health care should be closer to

A Winnebago woman holds a memorial quilt with the names of
members of her tribe who have died from diabetes complications.
Photo by Mary Anne Pember.
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A Winnebago youth tests his blood sugar level while seated at his
family’s kitchen table. Both his parents have type 2 diabetes.
Photo by Mary Anne Pember.

$18 billion. Per capita expendi-
tures for Indian health care were
approximately one third as much
as expenditures for individuals in
the US general population in
2001.4 Lack of adequate funding
and services is a constant stress
on the Indian health system and
plays a significant role in the con-
tinuing health disparities in In-
dian communities.

From my current perspective
as a public health professional, I
have learned of the adverse im-
pacts of past policies, such as the
Dawes Act of 1887, which
served to attempt to acculturate
Indian people into the dominant
society at the time. This act
made it illegal to speak tradi-
tional languages or practice tradi-
tional customs, and it also di-
vided Indian lands into
allotments for each family, which
disrupted the social and group
structure of the tribes.5 As a re-
sult of this policy, the health of
American Indians declined rap-
idly and thousands died. Fortu-
nately, this decline in health sta-
tus was recognized in the early
1900s, and Congress passed the
Snyder Act in 1921 to authorize
funding for the “conservation of
health” in Indian communities.
The Dawes Act is an important
reminder of the horrible impact
that public health policies can
have on the health of a popula-
tion, but is it any less horrible for
the present-day federal govern-
ment to fund the Indian health
system at levels far below the
real level of need?

POSITIVE CHANGES
IN INDIAN HEALTH

From a public health perspec-
tive, I see hope for the health of
Indian communities in a number
of positive changes occurring in
the Indian health system. The

number of American Indians and
Alaska Natives is growing, ac-
cording to the US Census Bu-
reau, which counted 4.1 million
people who self-identified as
AI/AN alone or in combination
with other races in 2000 (US
Census Bureau, February 2002,
http://www.census.gov/prod/
2002pubs/c2kbr01=15.pdf).
Along with this increase in popu-
lation comes an increase in the
numbers of AI/AN health profes-
sionals who are returning to In-

dian communities to provide
health care.

One of the most significant
changes in the Indian health sys-
tem has been the Indian Self-
Determination and Educational
Assistance Act of 1975 (PL 93-
638; 88 Stat 2203; 42 USC
450-458), which allows tribes to
manage the health programs in
their community previously man-
aged by the IHS.6 The number
of tribes that have opted to man-
age their health programs has

grown rapidly, and approxi-
mately half of the IHS budget is
now managed by tribes.4 A re-
cent survey showed that tribes
that manage their own health
programs, on average, were able
to provide more new health pro-
grams, build more new facilities,
and collect more third-party re-
imbursements than had been the
case under IHS management.7

Evidence is growing that tribal
management of health programs
can be successful and can lead to
better ways to address the health
problems of American Indians
and Alaska Natives.

Another positive change has
been the recognition that Indian
communities must play a central
role in improving their health. As
sovereign nations, tribes are now
asserting their rights and taking
responsibility for their health.
Many tribes are establishing well-
ness programs and fitness centers
and are relearning their tribal
traditions related to health.8

Tribes are also taking more con-
trol over the research that is con-
ducted in their communities and
are establishing institutional re-
view boards to ensure that the
research benefits their tribes, ad-
dresses their own research priori-
ties, and involves the community
at all levels of the research—de-
sign, conduct, and interpretation
of the results.9,10 It is no longer
acceptable for researchers and
public health workers to enter In-
dian communities without the
approval and participation of the
tribe, collect data, and leave.

THE PUBLIC HEALTH
RESPONSE

As public health professionals,
we have new responsibilities to
support these positive changes
in Indian health that provide
hope and create opportunities to
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restore the health of Indian
communities. We must learn
more about the health chal-
lenges and disparities in Indian
communities and about the spe-
cific tribes we serve. In our pub-
lic health efforts we must insist
on the full participation of the
tribes and community in all
phases of planning, implementa-
tion, and evaluation of pro-
grams, services, and research.
We also must resist the tempta-
tion to enter Indian communi-
ties as “experts” who will control
programs and outcomes. A more
productive role is to be a re-
source to the community and to
help build local capacity. 

We also must help educate
others, especially our country’s
leaders, on the severe levels of
underfunding and lack of re-
sources in the Indian health sys-
tem and the need for more fund-
ing for Indian health care. The
federal government has a respon-
sibility to provide health care for
American Indians and Alaska
Natives, and it is time for all of
us to respect the sovereignty of
tribes, help build capacity in In-
dian communities, and help re-
duce the health disparities that
affect this population.
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