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American Indians
 
•In California
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Abstract
 

A 1991 report to the U.S. Congress on the health status and health care 

needs of non-federally recognized California Indians revealed serious 

problems for the State's total Indian population, whether or not they were 

members of federally recognized tribes. Preventable causes of death result in 

premature mortality for California Indians, with a pattern similar to American 

Indians and Alaska Natives in the 32 other Reservation States that have federally· 

recognized tribes. Tobacco and alcohol use are having a devastating and 

disproportionate impact on the health of California Indians. The maternal and 

child risk profile presents a troubling picture that demands public health action. 

Furthermore, there appear to be substantial limitations on access to health care 

services. Based on a variety of measures, it appears that the health status of 

non-federally recognized California Indians is no better, and is in some ways 

more compromised, than that offederally recognized California Indians. Continued 

access to California tribal health programs and clinics is essential for non-feejerally 

recognized California Indians, many of whom have restricted access to other 

sources of health care. ­



PURPOSE OF THE REPORT 

A
data-based understanding of health 
issues for American Indians in 
California has long been lacking. 
The Indian Health Service (IHS) does 

not provide direct services in California, but 
funds 21 tribally operated rural clinics on a 
contract basis. Since these programs do not 
have inpatient facilities and have only recently 
begun to participate in the IHS contract care 
and ambulatory care reporting systems, patient 
care information pertaining to California 
Indians through the Indian Health Service is 
limited. Although the majority of Indian people 
use health services other than the available 
Indian facilities (seven Indian Urban Health 
Programs and 13 freestanding Indian 
Alcoholism Programs, in addition to the 21 
tribally operated rural clinics), many non-Indian 
health care delivery systems fail to identify 
Indian patients in their information systems. 

A major step was taken to address this serious 
data deficiency after Federal legislation man­
dated the preparation of a report on the health 
status and availability of health care to members 
of non-federally recognized American Indian 
tribes in California. This monograph highlights 
some key health status and health care utilization 
measures from that report, which was submitted 
by the Indian Health Service to the U.S. Congress 
in November 1991. Recommendations for action 
are discussed regarding the problems observed. 

Eligibility for services provided by the Indian 
Health Service traditionally has been targeted, 
though not entirely restricted, to members of 
federally recognized tribes. Federal recognition 
is the standard criterion for receipt of most 
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government benefits; due to the arbitrary and 
changing.nature of Federal recognition, health 
benefits have sometimes been extended more 
broadly out of equity considerations. As of 
January 1992,45 California tribes were actively 
seeking Federal recognition or "untermination. " 

The Indian Health Care Amendments of 1988 
(Public Law 100-713) codified the existing 
practice of providing IHS services to non­
federall y recognized California Indians who 
might otherwise be ineligible for such services. 
This population was defined as any descendant 
of an Indian who was residing in California 
on June 1, 1852, but only if such descendant 
is: (a) living in California, (b) a member of the 
Indian community served by a local program 
of the Indian Health Service, and (c) regarded 
as an Indian by the community in which such 
descendant lives. The same legislation mandated 
a report documenting the number, location, 
tribal membership, health status, and health 
care needs of such persons and assessing the 
alternate health care resources that would be 
available to them if their IHS coverage were 
discontinued. 

Little is known about the health effects of tribal 
status or eligibility for Indian Health Service 
benefits. One study suggests adverse conse­
quences resulting from the dual loss of Federal 
recognition and health services.! In 1954, the 
Klamath Tribe in Oregon lost their federally 
recognized status and associated health, edu­
cation, and welfare benefits. In 1985, more 
than 30 years later, approximately 200 tribal 
members age 40 and over were surveyed about 
their health status, health care needs, and health 
care utilization. The Klamath findings were 
compared with a national sample of Indian 
elderly and a sample of non-Indian elderly. As 



older adults, the terminated Klamaths suffered 
from social isolation and high unemployment. 
They were more likely to lack health insurance 
coverage and to have unmet needs for health 
care than the comparison groups. Even though 
they were younger than the national Indian 
sample, their health problems were similar; 
their health status compared poorly with 
non-Indians age 65 and over. 

METHODS EMPLOYED 

The 1991 California report was prepared by 
the Institute of Health Policy Studies of the 
University of California, San Francisco, under 
the guidance of California Area Indian Health 
Service staff and a California Tribal Advisory 
Committee, which included a representative 
of the Association of Non-Federally Recog­
nized Tribes of California. While allowing 
for limitations and problems with data 
quality, the report sought to utilize fully the 
existing sources of secondary data in the State 
of California. With the active cooperation of 
many agencies, key health status measures 
were obtained from vital statistics, hospital 
discharge records, case reports on infectious 
diseases, client and financial information from 
Medi-Cal (California's Medicaid program), 
and program data from selected State and 
Federal health and welfare programs. This 
summary will focus on the findings from two 
vital statistics sources- California birth and 
death certificates. Use of vital statistics 
records allowed comparisons of health status 
measures of California Ind.ians with the total 
State population, with other racial/ethnic 
groups in California, and with Indians and 
others throughout the United States. 

Whenever possible, the report included all 
persons identified as American Indian or 
Alaska Native (Eskimo or Aleut), although 
the text generally refers to the total group 
as "Indians" or "American Indians." For the 

sake of clarity, the racial/ethnic terms most 
consistently found in the data sources were 
used with the understanding that other terms 
are sometimes preferred by the persons to 
whom they refer and may be more accurate 
(e.g., Native American rather than Indian, 
Latina/Latino rather than Hispanic, or African 
American rather than black). 

Because American Indians could not be iden­
tified in vital statistics according to federally 
recognized status, inferential measures were 
used based on county of residence. The Tribal 
Advisory Committee first classified California 
counties according to inclusion in the IHS 
Service Area (Indian v. non-Indian counties). 
Among the Indian counties, the committee 
determined whether Indian residents were 
primarily "members of federally recognized 
tribes; and whether at least 80 percent, 50-79 
percent, or none of the American Indian 
residents had access to an IHS contract clinic 
within 30 minutes' driving distance." 

In addition to the analysis of secondary 
data, information on a selected sample of 
non-federally recognized Indians was col­
lected by the tribal health programs to 
determine current sources of health care, 
resources for payment of health care, and 
availability and accessibility of alternatives 
other than care supported by the Indian 
Health Service. The persons contacted con­
sisted of a random sample of California 
Indians who were· coded as non-federally 
recognized in the patient registration files 
from the tribal clinics. While preliminary 
in nature, this effort was the first attempt 
to collect information specifically on non­
federally recognized California Indians in 
order to develop estimates of access to care 
and the prevalence of health needs among 
this segment of the IHS-eligible population 
in California. Results of that assessment 
are included in this summary of key findings 
from the report. 

* One Indian county on the California border, Alpine County, was not classified according to accessibility of IHS 
contract clinics because an unknown proportion of its Indian residents are served by a clinic operated by the Phoenix 
Area of the Indian Health Service. 
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OVERALL OBSERVATIONS 

In spite of many limitations and data quality 
issues, consistent findings emerged from all of 
the sources of information used in the study. 
The review of secondary data and the results 
of the assessment of non-federally recognized 
California Indians demonstrate convincingly 
that unmet need for a variety of health services 
exists among California's Indian population, 
and that any restrictions in eligibility or 
inadequate levels of funding for the currently 
eligible IHS population could have serious 
health consequences. The consistency of the 
findings provides strong evidence for the 
following general observations: 

1. By many measures, the health status of 
California Indians is very similar to that of 
American Indians!Alaska Natives served by the 
Indian Health Service in the other Reservation 
States, and health risks are much greater compared 
with the general population in California. 

2. The maternal and child risk profile for 
California Indians presents a disturbing picture 
that demands public health action. 

3. The health status of non-federally recognized 
Indians of California appears to be no better 
than that of federally recognized Indians. Some 
findings suggest that the health status of the 
non-federally recognized may be worse and 
deserves special attention. No evidence exists 
that resources currently available outside of 
the Indian Health Service are adequate to meet 
urgent needs for care. 

4. American Indians in California generally 
lack private health insurance coverage and rely 
heavily on Medi-Cal, which does not always 
ensure timely access to adequate care. 

5. Tribally operated health programs have 
central importance not only due to the lack of 
adequate alternative resources, but also because 
of the preference for Indian-specific and cul­
turally competent services. 

6. Some findings, such as the risk of premature 
and preventable death, deserve immediate 
attention due to the overwhelming impact on 
California Indian health status and the evidence of 
serious inequities.• 
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California Indian
 

B
ased on preliminary 1990 census 
figures, Table 1 indicates an estimated 
increase of 20.3 percent statewide 
for the California Indian population 

from 1980 to 1990. The 1990 estimate of 
242,164 represents 0.8 percent of the total 
California population and 12.4 percent of 
the American Indian/Alaska Native 
population of the United States. The increase 
was concentrated in the Indian counties, 
implying potential growth in the service 
population for the Indian Health Service. 

According to census figures, the rate of increase 
appeared to be greater for residents of primarily 
nonrecognized counties (54.0 percent v. 35.9 
percent increase for primarily federally recog­
nized counties). Residents of non-federally 
recognized counties represented 8.5 percent 
(17,054) of all California Indians in 1980 and 
10.8 percent (26,264) in 1990. The population 

Population
 

increase in counties without accessible IHS 
contract clinics was 48.7 percent. These popu­
lation figures suggest that members of non-fed­
erally recognized tribes compose a substantial 
and increasing proportion of the California 
Indian population, and that an increasing 
number of Indians may not be served by existing 
IHS contract clinics. 

The Tribal Advisory Committee for this study 
advised caution in the use of census data for 
the California Indian population due to the 
potential for error and misclassification.2,3 A 
post-enumeration survey to assess the accuracy 
of the 1990 census revealed that as many as 
1.4 million Californians were missed in the 
original count.4 In the United States as a whole, 
the Census Bureau estimated a 7.9 percent 
undercount of American Indians.4 Of all groups 
in the U.S. population, American Indians have 
been counted with the least reliability.s Evalu­



ation of data quality issues led to a decision 
not to calculate population-based rates using 
census figures for denominator data in this 
study. However, census data were reported as 
the best available estimates of population trends 
and indicators of social and economic charac­
teristics of Indian people relative to the general 
population. 

SOCIAL AND ECONOMIC
 
CHARACTERISTICS
 

In general, the socioeconomic status of Cali­
fornia Indians appears to be higher than that 
of Indians in the United States as a whole, but 
lower than that of the total population in 
California. Conditions in California seem to 
be more favorable both for Indians and for 
persons of all races compared to the United 
States overall, and the discrepancy between 
Indians and others is generally smaller in 
California. Nonetheless, the social and eco­
nomic profile of California Indians raises 
concerns about health risks linked to poverty 
and demographic considerations. 

In 1980, the median age of California Indians 
was 25.8, compared to 30.0 for all races in 
California and the United States and 22.6 for 
Indians in the 33 Reservation States." Indian 
families were larger than the average family in 
California, with mean family size of 3.5 for 

Indians, compared with 3.2 for all races. 
California's Indian family size was actually 
somewhat smaller than that of the average 
family in the United States (3.8 persons), and 
considerably smaller than the average Indian 
family size nationwide (4.6 persons). 

The median income of Indian families in 
California in 1979 was $16,548, with a mean 
family income of $19,621 and per capita 
income. of $6,030. These income figures 
were consistently lower than for the total 
California population, though higher than for 
Indians in all the Reservation States. Two­
thirds (65.7 percent) of California Indians 
age 25 and over completed four years of high 
school, approximately the same percentage 
as for the total U.S. population. However, 
only 9.8 percent completed four or more 
years of college, compared with 19.6 percent 
of the total California population. Labor force 
participation of California Indians, for both 
men and women, was on par with that of 
all races in California, and compared favorably 
with the participation of Indians and others 
in the United States. However, unemployment 
rates were much higher for Indians than for 
Californians of all races (11.8 percent v. 6.5 
percent). Unemployment was particularly high 
for Indian men, at 12.6 percent. These 
economic and educational disadvantages 
would be expected to result in health risks 
for California's Indian population.• 

* At the time this report was prepared, these data were not yet available from the 1990 census. 
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Maternal and
 
Child Health
 

BACKGROUND 

E
mphasis was placed on maternal and 
child health measures because of the 
availability of population-based data 
in birth certificates and the importance 

of perinatal outcomes in predicting the future 
health of a population. Although the quality 
of data varies among particular items on birth 
certificates and the potential exists for 
misclassification of raceJethnicity, information 
is more likely to be solicited and verified directly 
from the families than in many other data 
sources. The demographic data obtainable from 
birth certificates are also updated more 
frequently than census information. 

DEFINITIONS AND METHODS 

In part because of the tendency for American 
Indian statistics to be underreported, an inclusive 
definition was used for Indian births. The 
criterion was that either or both parents be 
recorded as American Indian/Alaska Native on 
the birth certificate; Hispanics were not excluded. 
Any child meeting this criterion could potentially 
be eligible for Indian Health Service benefits and 
might share the social and health risks that have 
historically been prevalent among American 
Indians. The sample was restricted to Cali­
fornia residents (defined by mother's ZIP 
Code), since the relevant IHS eligibility issues 
pertain only to State residents. 

MATERNAL AGE 

Mothers of Indian newborns are younger than the 
statewide norm, as demonstrated by Table 2; the 

high proportion of Indian births to teenage 
mothers is cause for concern. From 1986 to 
1988, 16.7 percent of Indian births, compared 
with 10.9 percent of all births in California, 
were to women under age 20. The proportion 
was especially high in the primarily non-feder­
ally recognized counties (20.7 percent). The 
pattern for the counties rated by access to IHS 
contract clinics indicates that births to teenagers 
are most common in the areas where Indian 
clinics are least available. Of special concern 
are births to school-age women under age 18, 
who are known to be at risk for social and 
economic reasons. Among Indian births, 6.6 
percent were to women under 18, compared 
with 4.0 percent of total births. In Indian 
counties without access to an IHS contract 
clinic, 10.2 percent of Indian births were to 
women under 18. These findings indicate a 
need for further information on the availability 
of family planning services, appropriate ma­
ternity care services for teenage women, and 
educational and employment oppottunities for 
young Indian women. 

MATERNAL EDUCATION 

Among Indian births in California, mothers' 
educational levels were found to be lower than 
for the State as a whole, and especially low 
for births in the primarily non-federally recog­
nized counties. Statewide, Indian births were 
no more likely than total births to occur among 
women with less than a high school education. 
However, 5.6 percent ofIndian births, compared 
with 15.2 percent of total births, were to women 
who had completed college. More than 41.0 
percent of Indian births in the primarily 
non-federally recognized counties were to 
women without a high school education, and 
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only 2.9 percent were to college graduates. 
These figures reflect in part the likelihood of 
births to teenagers in the non-federally recognized 
counties; early childbearing is a predictor of low 
educational attainment and restricted economic 
opportunities. 

BIRTHWEIGHT 

Low birthweight, related to premature delivery 
and/or small size for gestational age, is the 
most important predictor of infant mortality 
and a critical health status indicator.6 Infants 
weighing 2,500 grams (approximately 5.5 
pounds) or less are almost 40 times more likely 
to die in the first month of life than heavier 
babies.7 Those low-birthweight babies who 
survive have increased risks of congenital 
anomalies, mental retardation, growth and 
development problems, respiratory problems, 
blindness, autism, cerebral palsy, epilepsy, and 
other conditions.8 In Healthy People 2000: 
National Health Promotion and Disease Pre­
vention Objectives,9 issued by the U.S. Public 
Health Service, one of the maternal and child 
health objectives is to "Reduce low birthweight 
to an incidence of no more than 5 percent of 
live births... ". The baseline for this objective 
is . the national rate of 6.9 percent low 
birthweight in 1987. 

The percentage of low birthweight among 
American Indians in California from 1986 to 
1988 was 6.4 percent; this was higher than the 

rate for all races in California (6.0 percent) 
and considerably higher than the rate of 5.2 
percent for whites and Hispanics (excluding 
Indians). Low birthweight among American 
Indian infants in California also exceeded the 
Indian rate nationwide (6.1 percent). In Cali­
fornia, as in the United States, Indian women 
have lower rates of low-birthweight infants 
than women of all races in the younger age 
groups, but the pattern reverses among older 
women. Potential explanations to be explored 
are the effects of high parity, the cumulative 
effects of poverty, and the influence of diabetes 
and gestational diabetes on infant birthweight 
among older Indian women. 

PRENATAL CARE UTILIZATION 

Table 2 presents birth certificate information 
on utilization ofprenatal care for Indian births. 
The Healthy People 2000 objective pertaining 
to prenatal care is to "Increase to at least 90 
percent the proportion of all pregnant women 
who receive prenatal care in the first trimester 
of pregnancy... " (baseline: 76 percent of live births 
in 1987). Though the 1987 baseline for 
American Indian/Alaska Native women was 
considerably lower (60.2 percent), the same 
target of 90.0 percent for the year 2000 was 
set for American Indians as a special population. 
In California from 1986 to 1988, prenatal care 
was initiated in the first trimester for 68.3 
percent of Indian births v. 74.4 percent of total 
births. Late (third trimester) or no care was 



received for 7.8 percent of Indian births and 
5.8 percent of total births. 

Delayed prenatal care appears to be a severe 
problem in the primarily non-federally recog­
nized counties. Late or no care was received 
for 9.1 percent of the Indian births in those 
counties, compared with 5.7 percent of total 
births in the same counties and 7.6 percent of 
Indian births in primarily federally recognized 
counties. (For all races combined, receipt of 
care was better in the non-federally recognized 
counties.) Furthermore, an extremely high 
percentage (14.4 percent) of Indian women 
giving birth in the counties without access to 
an IHS contract clinic had delayed prenatal 
care. Although the contract clinics do not always 
provide prenatal care services, they may serve 
a gateway function to facilitate entry into care. 

INSURANCE STATUS 

Figure 1 documents the insurance coverage of 
childbearing women in California for prenatal 
care in 1989. Mothers of Indian children were 
less likely to be uninsured than all mothers 
(6.4 percent v. 12.9 percent). However, Indian 
mothers were much more likely to rely on 
Medi-Cal (45.5 percent v. 27.6 percent) and 
much less likely to have private insurance 
coverage (39.7 percent v. 52.7 percent). 

In primarily non-federally recognized coun­
ties, 66.2 percent of Indian births were covered 
by Medi-Cal. Only 22.7 percent of Indians 
were privately insured in primarily non-fed­
erally recognized counties, compared with 
31.7 percent in the primarily federally recog­
nized area. The lack of private insurance for 
Indians is not surprising due to low socio­
economic status, high unemployment rates, 
and concentration of employment in nonpro­
fessional and nonmanagerial occupations. 

Medicaid has been credited with major 
improvements in utilization of prenatal care 
for underserved groups. During the period 
of initial implementation of Medi-Cal in 
California from 1968 to 1978, increases in 
early prenatal care were greater for Medi­
Cal than for non-Medi-Cal births in all 
racial/ethnic groups.l0 However, Medicaid's 
accomplishments have been constrained by 
a mixture of administrative and financial 
factors, and receipt of prenatal care by 
Medicaid clients is far from optimal. From 
1986 to 1987, the U.s. General Accounting 
Office conducted a national survey on prenatal 
care among Medicaid recipients and uninsured 
women. ll Poor care (defined as entry in the 
last trimester or completion of fewer than 
four physician visits) was reported for 24 
percent of the uninsured and 16 percent of the 
women on Medicaid in that study, compared 
with 2 percent among a group of privately 
insured patients. Other studies have found 
poorer utilization among Medicaid patients 
than among uninsured women. 12,13 

The relationship between insurance status 
and utilization· appears to vary across 
racial/ethnic groups14 and needs to be. 
better understood for the American Indian 
population. In particular, geographic avail­
ability of Medi-Cal providers and delays 
in Medi-Cal eligibility determination must 
be examined for Indian women throughout 
California. The impact of recent Medi-Cal 
maternity eligibility expansions and en­
hanced Medi-Cal maternity benefits should 
be evaluated with attention to the special 
needs of California Ind ians. 



INFANT MORTALITY 

The most widely used indicator of maternal 
and child health is the rate of infant 
mortality. Infant deaths in the first year of 
life correlate with many risk factors shared 
by vulnerable populations. These factors include 
poor maternal health and nutritional status, 
inadequate health care, poverty, low educational 
levels, and unfavorable environmental condi­
tions. Infant mortality is also sensitive to the 
uneven distribution of income and social 
resources and the organization of health and 

15 S . . h'we1£are systems. orne Illnovatlve researc III 

California has recently revealed that Indian 
infant mortality may be a problem of much 

. d h . I . d 16greater magmtu e t an prevIOus y recogmze . 

The national objective set by the U.S. Public 
Health Service for the year 2000 is to "Reduce 
the infant mortality rate to no more than 7 
per 1,000 live births" (baseline of 10.1 per 
1,000 live births in 1987). Because of racial 
variations in infant mortality, special population 
targets were set in the Public Health Service 
objectives. For American Indians/Alaska Na­
tives, the objectives are 8.5 per 1,000 live births 
for infant mortality, i.e. deaths in the first year 
of life (1987 baseline: 12.5) and 4.0 per 1,000 
live births for postneonatal mortality, i.e. deaths 
from 28 days until the end of the first year 
(1987 baseline: 6.5). 

California's reported Indian infant death rates 
have been extremely low in recent years. According 
to calculations by the Indian Health Service and 
the National Center for Health Statistics, Cali­
fornia's infant mortality rates for American 
Indians/Alaska Natives from 1984 to 1986 were 
3.3-3.9 per 1,000 live births, compared with 
rates of 9.2-10.3 for Indians in the United States. 
The numerator data for these rates were taken 
from infant death certificates, and denominators 
were drawn from birth certificates. Using a Birth 
Cohort File containing linked birth and infant 
death certificate data, Watson and Oreglia16 

recalculated California's Indian infant mortality 
rate for the same time period and found that the 
rate roughly tripled. Classifying infants as Indian 

-------_._.-_._._-­

if either parent was recorded as Indian on the 
birth certificate, they obtained an infant mor­
tality rate of 10.3 deaths per 1,000 live births. 
A similar effort by the Centers for Disease 
Control and Prevention using a national Linked 
Birth-Death File revised the U.S. Indian rate 
for 1983 upward from 10.7 to 14.4.17 

The 1989 California study by Watson and 
Oreglia16 offers convincing evidence of severe 
underreporting of American Indian/Alaska Na­
tive identity on infant death certificates, and 
cautions against complacency in relation to the 
problem of Indian infant mortality. Figure 2 
presents California infant death rates for the 
period 1984-86 using the State's Linked Birth­
Cohort Files. In these analyses, Indian infants 
were defined as those with mother and/or father 
recorded as Indian on the birth certificate, 
including Hispanics. It is proposed that these 
methods present the truest approximation of 
Indian infant mortality in California. 

Indian infant mortality (10.3 deaths per 1,000 
live births) in California from 1984 to 1986 
was higher than the statewide rate (9.3) and 
considerably higher than the white rate of 8.5, 
though much lower than the rate of 17.0 for 
blacks. The rate of neonatal death (under 28 
days of age) was the same for Indians and 
whites, 5.3, compared with 10.4 for blacks. 
The postneonatal death rate for Indians was 
alarmingly high. Postneonatal mortality for 
California Indians was 5.1 deaths per 1,000 
live births, compared with 3.2 for whites. The 
black postneonatal mortality rate (6.5) was more 
than double the white rate, but the gap in 
postneonatal deaths between American Indi­
ans/Alaska Natives and blacks was much 
narrower than the difference in neonatal mor­
tality. Once the California Indian rates are 
adjusted in this way, they are higher than the 
published U.S. Indian rates for infant and 
neonatal deaths and comparable for postneo­
natal deaths. Presumably, these U.S. rates are 
underestimated and will achieve greater accu­
racy with the use of linked files. Comparisons 
between California and the United States as a 
whole should thus be deferred, and public 
health officials should be alerted to the 
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likelihood of underestimation of Indian' 
infant mortality in vital statistics. 

The heightened risk of postneonatal mortality 
highlights the social and economic causes of 
Indian health problems, since environmental 
factors are most critical in the postneonatal 
period. Nearly half (45.9 percent) of infant 
deaths to California Indians were to babies in 
the normal birthweight range (2,500-3,999 
grams or approximately 5.5-8.75 pounds). 
Deaths to infants of all races were more 
concentrated among low-birthweight babies; 
the normal range accounted for 36.8 percent 
of deaths. This provides further evidence that 
preventable deaths may be occurring to 
medically low-risk Indian infants due to adverse 
socioeconomic conditions. Aggressive followup 
of mothers and infants during the postpartum 
period and throughout the first year of life 
appears critical for reducing infant mortality 
among American Indians. A comprehensive 
range of medical and nonmedical services is 
indicated, including economic and social sup­
ports as well as educational programs.• 
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Other Mortality
 

METHODS AND DATA ISSUES 

I 
ndian mortality rates at all ages based 
on census denominator data in California 
and other States are implausibly low. IS 

By examining proportions of. deaths in 
particular age groups and proportions of deaths 
attributable to various causes, this study avoided 
biases that would have resulted from the use 
of unreliable and outdated census population 
counts to calculate mortality rates. However, 
data drawn from death certificates are also 
subject to certain limitations. 

The likelihood of California Indians having 
Hispanic surnames and living off reservations 
increases the chance of racial/ethnic misclassifi­
cation in death certificates. Based on Watson and 
Oreglia16 and Watson et a1.'s19 evidence of 
underreporting of Indian identity in California's 
infant death certificates, special studies are justified 
to assess the underreporting of Indian deaths at 
all ages. Problems with the reliability and validity 
of death certificate data have been a cause for 
concern at the national level. The National 
Committee on Vital and Health Statistics convened 
a workshop in 1989 to assess the quality of 
cause-of-death data in death certificates and to 
make recommendations for future improvements. 
To improve the accuracy and utility of death 
certificates for research purposes, racial/ethnic 
coding should be examined in conjunction with 
evaluation of causes of death. 

AGE DISTRIBUTION 

The age distribution of reponed deaths is a 
useful -indicator of health status and can be 
easily compared between different populations. 

Figure 3 provides stark evidence of prema­
ture death among the California Indian 
population. Following the pattern for the 
United States, deaths occur among American 
Indians in California at much younger ages 
compared with the total California popula­
tion. From 1986 to 1988 in California, 
Indian deaths were more than twice as likely 
as deaths statewide to occur before the age 
of 45 (28.4 percent v. 13.3 percent). In fact, 
11.2 percent of Indian deaths were to young 
people under the age of 25, compared with 
5.3 percent of total deaths. Indian males in 
California were particularly likely to die before 
the age of 45 (32.7 percent v. 17.6 percent 
for all races), and only 38.8 percent of Indian 
male deaths occurred at age 65 or over. Over 
three-quarters (76.6 percent) of total female 
deaths in California were to women age 65 
or over, while half (49.3 percent) of Indian 
female deaths were within that age group. 



CAUSES OF DEATH 

The age distribution of Indian deaths implies 
that causes of death are different when com­
pared with the general population. Likely causes 
of death vary by age, and early death eliminates 
the possibility of dying from causes related to 
aging. The skewing of mortality towards 
younger age groups is a distressing commentary 
on the life experience of American Indians in 
the United States; it indicates great need and 
opportunity for intervention activities to address 
preventable mortality. 

Underlying causes of death were investigated 
from California death certificates for deaths 
occurring to California residents during 1986­
88." Table 3 indicates that the 10 leading 

causes of death from 1986 to 1988 were the 
same but ranked differently for Indians in 
California, Indians in the United States, and 
all races in California. In ranked order for 
California Indians, these causes were: diseases of 
the heart; malignant neoplasms; accidents (motor 
vehicle and all other); chronic liver disease and 
cirrhosis; cerebrovascular disease; homicide and 
legal intervention; diabetes mellitus; pneumonia 
and influenza; suicide; and chronic obstructive 
pulmonary diseases. California Indians appear to 
be more similar to U.S. Indians than to California's 
total population. 

As Table 3 shows, chronic liver disease and 
cirrhosis, which are alcohol-related causes of 
death, caused a higher proportion of Indian 
deaths in California (6.7 percent) compared 
with U.S. Indians (4.3 percent) or California's 

* All causes of death were analyzed for this study using California death certificates and published U.S. data from 
the Indian Health Service and the National Center for Health Statistics. The classification system of diagnostic codes 
from the International Classification of Diseases, 9th Revision (ICD-9), which is routinely used by the Indian Health 
Service's Office of Planning, Evaluation, and Legislation, was applied to the California data for the sake of consistency 
and comparability. 
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total population (1.9 percent). Within Califor­
nia, homicide and legal intervention, diabetes 
mellitus, and suicide accounted for higher 
proportions of Indian v. total deaths. Homicide 
and legal intervention caused 8.3 percent of all 
Indian male deaths from 1986 to 1988, 
compared with 2.2 percent of total male deaths. 
Cerebrovascular disease, pneumonia and influ­
enza, and chronic obstructive pulmonary disease 
were all somewhat more prominent as causes 
ofdeath among the total population than among 
California Indians. 

As seen in Figure 4, the proportion of deaths 
due to injury was lower for California Indians 
than for U.S. Indians (12.6 percent v. 16.1 
percent), but much higher for Indians than for 
the general population in California (5.1 
percent). Accidents were especially prominent 
as a cause of death among Indian boys and 
men in California (15.1 percent of male deaths 
v. 8.4 percent of female deaths). Motor vehicle 
deaths alone accounted for 9.4 percent of all 
deaths to Indian males. In the primarily 
non-federally recognized counties of California, 
nearly a quarter (22.7 percent) of deaths to 
Indian boys and men were caused by accidents. 

The effects of tobacco. and alcohol on Indian 
mortality were further investigated using meth­
odologies published by the CDC to calculate 
smoking-attributable and alcohol-related mortal­
ity.20, 21 Although the number of Indian deaths 
involved was small, the findings were alarming. 
Figure 5 shows that 41.7 percent of deaths to 
Indian women and 37.4 percent of deaths to 
Indian men were attributable to cigarette smoking 
from 1986 to 1988, compared with 12.4 percent 
and 17.8 percent, respectively, of deaths to women 
and men of all races. The higher proportion of 
smoking-attributable deaths to women v. men is 
notable among Indians, given the reverse situation 
among the total population. 

Alcohol-related mortality for California Indians 
was found to be comparable to mortality due to 
smoking from 1986 to 1988, although the effects 
appeared to be greater for men, as seen in Figure 6. 
(See p. 16.) One-third (33.6 percent) of deaths 
to'Indian women and more than two-fifths (42.1 
percent) of deaths to Indian men were alcohol­
related. The contrast with deaths for all races is 
stark; the comparable proportions for the total 
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population were 4.3 percent for women and 
8.4 percent for men. 

Proportionate mortality is a relative, not an 
absolute measure, and its interpretation can be 
complex. However, these findings have broad 
implications for health promotion and disease 
prevention among California Indians. Strategies 
for reduction of tobacco and alcohol consum'p­
tion, education and prevention programs to 
lower rates of heart disease, cancer screening 
programs, and accident prevention appear to 
be urgent priorities. 

This information also highlights the need to 
improve the quality of data needed to calculate 
mortality rates for the California Indian popu­
lation. Age- and sex-specific information is 
needed on the particular diseases of the heart 
that claim Indian lives prematurely, the specific 
sites of cancer, the types of motor vehicle and 
other accidents, the relationships between 
tobacco and alcohol and the major causes of 
death, and the interactions between different 
conditions common to Indian people. • 
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Non-Federally 
Recognized 

California Indians 
ASSESSMENT OF NON-FEDERALLY
 

RECOGNIZED INDIANS OF CALIFORNIA
 

A 
ccording to Indian Health Service 
registration records, approximately 
one-fourth of currently registered 
American Indians at California 

Indian tribal health clinics are not members of 
a federally recognized Indian tribe of California. 
Information was collected on current insurance 
status, current use of tribal health programs 
and other providers, and financial and other 
barriers to receipt of care among a sample of 
adults 18 years and older selected from contract 
clinic patients identified as non-federally 
recognized Indians of California (NRICA) in 
March 1991. 

Out of an original sample of 1,013 identified 
registrants at 12 participating clinics, it was 
possible to analyze data on 348 respondents. 
The other 60 percent of potential subjects were 
eliminated from the sample because they had 
died, declined to participate, could not be 
contacted, or failed to meet the inclusion criteria. 
Respondents were more likely to be older and 
female compared with nonrespondents. Infor­
mal notes made by the survey team identified 
about half of the nonrespondents as unavailable 
at the time of the survey for reasons including 
moving away or being incarcerated. The tribal 
health programs contacted 123 respondents (30 
percent) by phone and 284 respondents (70 
percent) in person. No marked differences were 
noted in the age and sex distributions between 
these two groups. 

The study instrument was adapted from the 
1987 Survey of American Indians and Alaska 
Natives (SAIAN), which was developed and 
conducted by the Agency for Health Care Policy 

and Research of the U.S. Public Health Service. 
The SAIAN was designed to produce statistically 
unbiased estimates that were representative of 
the civilian population living on or near 
reservations and eligible for IHS services. It 
was conducted as a companion to a larger 
national survey, the 1987 National Medical 
Expenditure Survey (NMES). 

Only 11 percent of the NRICA study population 
possessed education beyond high school. Nearly 
half (47 percent) had at least one child under 
age 16 in the household, and 58 percent reported 
annual household income under $12,000. Three­
quarters (75 percent) of the NRICA respondents 
reported that they had a usual source of medical 
care. Nearly three-fifths (58 percent) of the 
NRICA respondents reported three or more 
visits to a health care provider in the past year, 
with an annual average number of visits of 6.5 
for the entire group. Thirty-six percent also 
reported a visit during 1990 by a Community 
Health Representative, a type of home health 
aide trained and utilized extensively in the IHS 
system. Over half of the NRICA respondents 
did not pay any out-of pocket expenses for 
health care in 1990, but the average payment 
in 1990 for the entire group was $356. . 

The majority of NRICA respondents held some 
type of health care coverage, as shown in Table 
4. (See p. 19.) The most common was Medicaid 
(28 percent), followed by private insurance (24 
percent) and Medicare (14 percent). One-third 
(33 percent) had no form of health insurance. 
Respondents were also asked, "If you applied, 
would you be eligible for any of the following 
health payment sources?" A small increase in 
coverage was indicated for both private and 
public insurance, but 29 percent of the NRICA 
could not identify any form of coverage for which 
they would be eligible. 

_.. _-..._-----~ 
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Sixty percent of the NRICA survey population' 
identified the local tribal health program as their 
usual source of care, compared with 24 percent 
reporting a doctor's office or group practice. The 
remainder reported various sources, such as hospital 
outpatient clinics, emergency rooms, urgent care 
clinics, and community clinics. In reporting on 
alternate resources for health care, 38 percent of 
the NRICA group indicated that they would use 
a tribal health program. The major expected shift 
in care was to county indigent programs, commu­
nity clinics, and emergency rooms. There was no 
anticipated shift to private physicians in the 
community. Seven percent reported that they did 
not know where they would go. 

One-third of the NRICA respondents reported 
at least one unmet health care need during 1990. 
The most frequently mentioned need was dental 
care, reported by 22 percent; followed by types 
of supplies (e.g. diabetic supplies, orthopedic 
supplies, and eyeglasses), reported by 19 percent; 
and prescription medications, reported by 18 
percent. Factors in the choice of health care that 
were named as very important by more than 50 
percent of respondents were: respect and kindness, 
dental care, affordability, help in obtaining other 
services, understanding of lHnerican Lr-ldian ways, 
and ease in getting to the clinic. 

POPULATIONS OF SPECIAl. CONCERN . 

There are a number of subpopulations that are 
of special concern to policy makers and health 
care providers. Statistically significant informa­
tion cannot be derived from the small NRICA 
sample, but descriptive information on these 
subgroups is summarized here: 

Pregnant women. Twenty-three out of 122 
women age 18 to 45 reported a pregnancy 
during 1990. Nine of those women reported 
difficulties in obtaining prenatal care. 

Persons with chronic conditions. More than a 
quarter of the respondents reported one or 
more chronic conditions. This group was 
generally older than the total sample and more 
likely to report unmet health care needs. 

Elderly Persons. Increasing age was associated 
with poorer health status and more chronic 
conditions. Less than 5 percent of the NRICA 
age 65 or older lacked health insurance, but 
half of those on Medicare were also on 
Medicaid, indicating extreme poverty among 
Indian elders. 

Uninsured persons. One-third of the respon­
dents had no health insurance. Compared 
with those who had some form of health 
coverage, they were twice as likely to lack a 
usual source of medical care. Of those who 
did report a usual source of care, 70 percent 
reported using the tribal health program; the 
remainder used emergency rooms for their 
care. Ease of payment for care was an 
important factor in the choice of health care 
provider for the uninsured. Members of the 
uninsured group were more often young and 
male, reported fewer chronic conditions, and 
enjoyed better health status than the total 
group; none reported an unmet health care 
need during 1990. 

Persons with no usual source ofcare. Approxi­
mately one-fourth reported that they did not 
have a usual source of care. This group was 
more likely to be male than the total group 

. and reported finances as a major barrier to the 
receipt of health care. 
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DISCUSSION 

Despite the small sample size and other 
limitations, this assessment produced a number 
of important findings. The NRICA population 
has a similar age distribution and health status 
but less college education compared with 
American Indians and Alaska Natives living on 
and near reservations throughout the United 
States. Their annual family income level is low, 
and they have an extremely low rate of private 
health care coverage. Over one-third report 
unmet health care needs, especially for dental 
care, diabetic and orthopedic supplies (such as 
special shoes to prevent amputations), and 
prescription medicines. 

The health care sites for this population are 
strongly influenced by their financial resources 
and health care coverage. Only one-fourth had 
private insurance, which would provide the 
readiest access to the private practice commu­
nity. Almost half of the NRICA had some form 
of public insurance, but reportedly few providers 
are willing to take new Medicaid and Medicare 
patients. A third had no insurance coverage 
at all, making their options severely limited. 

The other alternatives these individuals were 
able to identify, such as community health 
clinics, county health programs, and emergency 
departments, are already serving at or beyond 
capacity and are threatened by cutbacks and 
closures. Thus, accessible and acceptable alter­
native providers for this population outside the 
tribal health programs seem to be very limited. 

The assessment indicates that the NRICA 
population of California depends heavily upon 
the tribal health programs for medical care, 
with 60 percent of respondents reporting 
those programs as their usual source of care. 
That dependence is even greater for the 
uninsured. However, the tribal health program 
was not viewed as the place of last resort for 
care by the NRICA. Over half of the 
individuals with private health insurance or 
Medicare, who presumably could have sought 
care from the private medical community, 
indicated that the tribal health program was 
their usual source of care. Respondents 
indicated that having staff who are sensitive 
to American Indian ways is important in the 
choice of health care, and this feature was 
rated as more important than financial 
considerations.• 
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Conclusions
 

T 
his study documents the need for 
further research to improve the 
quality of data on California's 
American Indian and Alaska Native 

population, to assess their health status more 
accurately, and to evaluate the effectiveness 
and appropriateness of specific interventions 
and modes of health care service delivery. 
Additional research on the availability, 
accessibility, and acceptability of alternative 
resources is also needed to assess the potential 
impact of IHS eligibility changes. Both health 
status and health care access must be evaluated 
in the context of current fiscal conditions. 
California's deficit-ridden economy will dictate 
policies aimed at cost-containment for the 
foreseeable future. 

Evidence presented in this report strongly 
suggests that there are many unmet health needs 
for both federally recognized and non-federally 
recognized California Indians. Health risks for 
Indian mothers and babies, disease and death 
caused by tobacco and alcohol use, and the 
disproportionate occurrence of preventable 
health problems all deserve aggressive public 
health action. Currently, the health status of 
non-federally recognized California Indians 
appears to be no better than that of federally 

recognized California Indians. Since California 
tribal health programs are the primary source 
of health care for non-federally recognized 
California Indians and members of this group 
have very limited access to other sources of 
care, continued access to the tribal health 
programs is essential to maintaining even their 
current health status. 

The current fiscal climate implies decreased 
availability of alternate resources for people 
who depend on services supported by the Indian 
Health Service. For the majority of such persons, 
loss of IHS benefits would undoubtedly increase 
dependence on public programs that are already 
greatly stressed. Various proposals are currently 
being developed to create universal health 
coverage in California and nationally, but the 
onset and nature of future programs are 
uncertain. The immediate need to maintain and 
expand coverage for all American Indians in 
California is urgent, but financial coverage 
alone will not ensure appropriate and acceptable 
care for the Indian population. Recent expansion 
of clinical services in California's tribally 
operated programs has led to a higher level of 
utilization, indicating both unmet need and a 
desire to obtain services in an Indian-specific 
environment.• 
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