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Many American Indian Veterans struggle in navi-
gating Veteran Affairs Assistance. This research 
assesses if there are still barriers to Native American 
Veterans in receiving benefits within the healthcare 
system even after the Memorandum of Understand-
ing (MOU) between the Department of Veterans 
Affairs (VA) and Indian Health Services (IHS) and 
other programs aiming at bridging the gaps in needs. 
Participants consisted primarily of Veterans and 
Active Service Members throughout Minnesota and 
Wisconsin. The research focused on six key issues 
addressed in previous research as areas of improve-
ment (Access to Specialty Services, Family Care, 
Culturally Competent Care, Outpatient Care, Tele-
Health, and Transportation). The response rate was 
low; however, themes were identified from the data 
collected.  There will need to be further research 
conducted for a better representation.

Literature Review
My research is looking at needs and disparities 

in healthcare access for American Indian Veterans 
in Minnesota and Wisconsin. It also looks to see 
the impact of the Memorandum of Understanding 
(MOU) between the Department of Veterans Affairs 
(VA) and Indian Health Services (IHS). I will be 
using the term “American Indian” for Native Amer-
ican/Indigenous as that is what is used by the federal 
government in official documents and surveys such 
as the census and the following in the literature 
review.  The research addresses the current issues 
faced by American Indians Veterans. It will also look 
at what the Memorandum was attempting to address 
and any short falls. One issue this review focuses 
on is the absence of research in this area while high-
lighting that a need still exists.    

“Overview of the Government Health Care 
Programs” in the book Leadership by Example: 
Coordinating Government Roles in Improving 
Health Care Quality written in 2003 specifically 
looks at the fundamentals of the Veterans’ health-
care through both the Veterans Health Adminis-
tration and Indian Health Service, identifying the 
number of resources, the population that utilizes, 
and the common reasons of use. This pertains to my 
research as these two agencies target the specific 
population of American Indian Veterans though 
there are other options such as public health services, 
private health services, a combination, other kinds 
of services, or none of the preceding options.  

“Memorandum of Understanding between the 
Department of Veterans Affairs (VA) and Indian 
Health Service (IHS)” in the book Native Ameri-
can Veterans’ Access to Health Care: An Examina-
tion (2014) specifically looks at the Memorandum 
of Understanding (MOU) between these two enti-
ties. There were five goals set in place to build the 
bridge for better collaboration: 
1. Increase access to and improve quality of health 

care and services to the mutual benefit of both 
agencies. Effectively leverage the strengths of 
the VA and IHS at the national and local levels 
to afford the delivery of optimal clinical care. 

2. Promote patient-centered collaboration and 
facilitate communication among VA, IHS, Amer-
ican Indian and Alaska Native Veterans, Tribal 
facilities, and Urban Indian Clinics. 

3. In consultation with tribes at the regional and 
local levels, establish effective partnerships and 
sharing agreements among VA headquarters 
and facilities, IHS headquarters and IHS, Tribal, 
and Urban Indian health programs in support of 
American Indian and Alaska Native Veterans. 

4. Ensure that appropriate resources are identified 
and available to support programs for American 
Indian and Alaska Native Veterans. 

5. Improve health-promotion and disease-preven-
tion services to American Indians and Alaska 
Natives to address community-based wellness.” 
(Hobbs, 2014, p.59).
This pertains to my research as the MOU aims 

to close the gaps in needs for Native American and 
Alaskan Native Veteran population. This chapter 
also specifies in twelve steps and segments what 
these five goals would look like. The process 
focused heavily on additional training, outreach 
programming, and active communication in large 
part through information sharing. The first step 
is “access to services and benefits of IHS and VA” 
(Hobbs, 2014, pp.59-63). This included the expan-
sion of the Tribal Veterans Representative (TVR) 
program, assisting in appropriate referrals. The 
second looks at the coordination of care by devel-
oping a best practice that could be standardized 
between agencies in addition to access to electronic 
health records. The third step explores new ways 
of connecting by sharing of technology and infor-
mation. The fourth is using this advancing technol-
ogy to enhance the care capabilities by designing 
a new model of care. This aims at reaching those 



TRIO McNair Scholars Research Journal | Volume XXI 202030

in rural areas and providing easier access to tele-
health services. The fifth step really focused on shar-
ing and standardizing from language to policies. 
The sixth step aims to address availability whether 
through reimbursement or sharing resources. The 
seventh step looks specifically into sharing care 
processes, programs, and services. The eighth step 
addresses the cultural aspect of care, recognizing 
the unique culture and issues amongst American 
Indian Veterans. The ninth and tenth step focus on 
increasing training of staff as to best execute goals of 
both agencies and bringing education of resources 
and services. Bridging the shared knowledge of 
these agencies. The eleventh addresses “emergency, 
disaster, and pandemic preparedness and response” 
(Hobbs, 2014, pp.59-63). The goal being again look-
ing at those in “rural and vulnerable populations” to 
best aid these communities (Hobbs, 2014, pp.59-63). 
Finally, step twelve looks at how to best accomplish 
the above goals and plans by creating a task force 
and an annual report. This pertains to my research 
as part of the goal is to see if the MOU has made the 
desired outcome since its creation and adjustment 
in the past ten to five years.

Exploring Veteran Identity and Health Services 
Use among Native American Veterans (2005) specif-
ically looks at the usage of Health Services among 
Native American Veterans. Harada (2005) finds 
that “23.5% used both VA and IHS services, and 
28.2% used the IHS exclusively for their health care” 
(p.785). The significance they found lied in mostly 
the accessibility to the care in distance and time. 
This also highlighted the need and benefit for veter-
an-centered care as that aspect tends to lack from 
Indian Health Service care facilities. This pertains 
to my research as it shows the disparities and strug-
gles this population faces. It also presents the need in 
having a stronger collaboration to best meet Amer-
ican Indian needs.

Conducted in 2006 Barriers to Care Among 
American Indians in Public Health Care Programs 
specifically looks at the barriers for American Indi-
ans and Parents of Children compared to white 
adults. The barriers focused on were “financial, 
access, and cultural barriers, confidence/trust in 
providers, and discrimination” (Call et al., 2006).  
This pertains to my research as this addresses a need 
in development of knowledge and access for Amer-
ican Indians in general when receiving healthcare. 
This research is a base to examine if there is still a 
need for this population, in combination with the 
challenges faced by Veterans in receiving aid.

A study published by Pamela Johnson called 
Healthcare Disparities for American Indian Veter-
ans in the United States (2010) specifically looks at 
disparities in cost between American Indian health 

care services for American Indian Veterans and 
Hispanic or White populations. This pertains to my 
research because I am looking into what kind of 
disparities of needs exist in healthcare for the Amer-
ican Indian Veteran population. The difference here 
is two-fold, one being this research happened at the 
start of MOU so it did not really impact Johnson’s 
study. The second is that this focused on the cost but 
noted in its conclusion the need for expanding into 
other things such as “racial discrimination, cultural 
misunderstandings, family/work responsibilities, 
and transportation” (Johnson, 2010, pp. 563–569).  
This research will be used to build off to see what 
has possibly changed in the past nine years.

Kramer’s piece titled “Do Correlates of Dual 
Use by American Indian and Alaska Native Veter-
ans Operate Uniformly Across the Veterans Health 
Administration and the Indian Health Service?” 
(2011) narrows its scope on why American Indian 
Veterans utilize the health systems they do, look-
ing specifically at the Veterans Administration (VA 
and IHS). Similar to research by Harada (2005) 
that skims over the usage pattern, this article looks 
further into the “why.” This piece also addresses 
the goals of the MOU though briefly on how it aims 
at building aid for American Indian Veterans. This 
pertains to my research as it brings forwards further 
exploration into the needs of this population and 
some of the challenges they face in getting their 
needs met. 

“American Indian and Alaska Native Veterans: 
2013 American Community Survey” (2015) specif-
ically looks at demographics and socioeconomic 
status of American Indian Veterans recorded by 
the census in 2013. It compares Veterans of other 
ethnic backgrounds to the state of American Indian/
Alaskan Native (AIAN). Some key points this 
addressed were how “AIAN Veterans were more 
likely to lack health insurance and to have a disabil-
ity, service-connected or otherwise, than Veterans of 
other races” (Department of Veteran Affairs, 2015, 
p.2). This makes it essential for this population to 
be recognized. For the specific population of Amer-
ican Indian Veterans in Wisconsin and Minnesota 
the census data found that Wisconsin had a total of 
about 4,125 American Indian Veterans and Minne-
sota had a total of 2,957 American Indian Veter-
ans (Department of Veteran Affairs, 2015, pp.7-8). 
This number has likely varied in the last few years 
but this population is the targeted audience for this 
research. This also highlighted that about 63.5% of 
American Indian Veterans do not utilize the VA and 
that public health is more commonly used (Depart-
ment of Veteran Affairs, 2015, pp.14-15). This plays 
a role as this research since other pieces show the 
VA is equipped to best meet the unique needs of 
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veterans.
“The Effects of Race and Other Socioeconomic 

Factors on Health Service Use Among American 
Military Veterans” (2014) looks at socioeconomic 
impact on utilization of health services. This found 
that “ Native American/Alaskan Native veterans 
reported the greatest physical health problems and 
the most difficulties with activities of daily living 
(ADL) compared to veterans of other race groups, 
which may be related to the fact that Native Amer-
ican/Alaskan Native veterans were also the most 
likely to be living in a rural area” (Tsai, 2014, p.11). 
These findings have been found through many 
works but are important in the fact that they contin-
uously present themselves as an issue still. 

“VA And IHS: Further Action Needed To Collab-
orate On Providing Health Care To Native Amer-
ican Veterans”, in the book Veterans: Benefits, 
Issues, Policies, and Programs (2014) addresses 
some issues that existed in building communica-
tion between the two entities of the VA and IHS. 
This piece was published in 2014 six years prior to 
the research I will be looking at. This pertains to 
my research as following this time there was not 
much research showing improvement, leaving the 
question if issues addressed in the original MOU 
still exist. This chapter specifically highlights that 
there have been issues with needs not being met and 
have struggled with ineffective communication to 
the extent of only hearing actions taken after the fact 
(Roberts, 2014). These concerns were conveyed to 
the author by the Government Accountability Office 
(GAO), also known as the “congressional watch-
dog”. They are a nonpartisan agency that helps 
examine how programs are doing and if they are 
meeting the desired goals. GOA is a reliable source 
to gain this information from. This chapter’s conclu-
sion addresses that due to the lack of recording or 
tracking of how the MOU has impacted the popula-
tion, has made it challenging to see what may need 
improvement (Roberts, 2014). 

“Providing culturally competent services for 
American Indian and Alaska Native veterans to 
reduce health care disparities” specifically looks at 
American Indians Veterans and additional ways to 
work on bettering healthcare by addressing some 
of the issues. One goal of many of the programs 
addressed was enhancing culturally competent care. 
This was one of the questions posed and examined 
in this study, finding that “15% of respondents indi-
cated that their facilities provided traditional heal-
ing services for AI/AN veterans” (Noe, 2014, p.6). 
This is important as it shows that this need had not 
been addressed to the extent as intended by orig-
inal actions. My research will be aiming to see if 
the goals of these programs have been executed in 

this region. 
Tribal Veterans Representative (TVR) Training 

Program: The Effect of Community Outreach Work-
ers on American Indian and Alaska Native Veterans 
Access to and Utilization of the Veterans Health 
Administration (2014) looks at Native American 
Veterans recognizing the lack of utilization of VA 
benefits and services. It discusses the Tribal Veter-
ans Representative (TVR) program that tried in 
multiple ways to build outreach to these commu-
nities. Similar in the undertakings of the Memo-
randum of Understanding between the VA and IHS, 
this works to build better communications and 
outreach to Veterans not taking advantage of the 
resources they have. This pertains to my research 
as it addresses the need for having additional aid for 
this population that is largely underserved.

Memorandum of Understanding (MOU) Annual 
Report Fiscal Year 2014 (2014) reviews its goals 
and the challenges they have come across in the four 
years of execution and how they plan on amend-
ing and addressing the issues for the future. The 
Veteran Affairs (2014) report found that in its first 
years, the MOU faced many challenges including 
but not limited to: 

Computer access and internet connectivity in 
rural areas remains a major challenge,  Access 
to VA telehealth options remains limited, VA 
co-pay requirements for specific categories of 
eligibility for Veterans can be a challenge to 
VA access, Recruiting, hiring, and retaining 
qualified staff continues to be difficult in rural 
communities, Credentialing and privileging 
of providers across two agencies remains 
problematic, VA firewall creates commu-
nication challenges in its intent to protect 
patient privacy, Identification of eligible AI/
AN Veterans is an ongoing process due to reli-
ance on self-identification, and Recruitment 
of medical professionals continues to be chal-
lenging in rural areas and areas serving tribal 
communities...(pp.12-18). 

This also brings up the issues of sharing and stan-
dardizing across agencies. An additional concern is 
that funding required for the programs vary by year. 
These challenges were addressed with task forces 
and effort to deliver better healthcare in the future. 
This is critical to my research as it aims to examine 
this execution as following this there are no further 
reports on the progress. 

After reviewing the literature about Native 
American and Native Alaskan Veterans’ healthcare 
there appears to be a need for continued research 
on the topic. A core theme in the research of Amer-
ican Indian Veterans healthcare is that this popula-
tion needs further outreach and assistance in getting 
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their health care needs met.

Methodology

Participants
This survey consisted of 16 participants 

(Males=13, Females=2, and Unidentified=1). Partic-
ipants were recruited utilizing purposive sampling. 
By connecting with these Native American Veter-
ans through various Facebook communities inten-
tionally, as well as Veteran Centers throughout both 
Minnesota and Wisconsin. Participants were 18 
years of age or older, identified themselves as Native 
American/American Indian/Indigenous descent, and 
as a Veteran or Active Service Member. There was 
no drawing, give-away, or other incentive following 
the conclusion of this study. Participants accessed 
rather a voluntary electronic survey utilizing Qual-
trics.

Materials
The research utilized a survey developed in 

Qualtrics and distributed through email and Face-
book. The survey consisted of the following: 

Demographic portion of survey.The demo-
graphic portion of the survey consisted of 19-ques-
tions which asks participants general demographic 
information (e.g., age, gender), as well as questions 
about their Service and Tribal affiliation. 

Issue portion of survey. This section first 
addressed if there were noticeable changes in health-
care in the last ten years or if participants were aware 
of programs meaning to enhance care. Then, this 
section scaled participants opinion on some of 
the needs that were to be addressed through these 
programs. 

Expansion portion of survey. The expansion 
portion was included to allow participants to 
provide reasoning for their answers or share addi-
tional needs not currently being addressed.

Procedure
Prior to completion participants were informed 

of numbers to call for assistance and the purpose 
of this survey. Participants first completed ques-
tions pertaining to their demographics. Participants 
were directed to continue with the survey if they 
answered “yes” to question 1, 3, and 5:

Question 1: asked, “Are you at least 18 years 
of age?”, 
Question 3: asked “Are you a Veteran or 
Active Service Member?”, and 
Question 5: asked “Do you identify as Native 
American/American Indian/Indigenous 
descent?”  

If they respond with “no” to any of these 3 ques-

tions they would be sent directly to the end of the 
survey.  Questions 2, 4, 6, and 7 expanded on the 
previous questions. The expansion was looking to 
see if there were any correlations in needs being 
met through area resources or if their connection 
to healthcare service was impacted by branch of 
service or through tribal veteran outreach:

Question 2: “Which age group do you fall 
under?”
Question 4: “Branch of service?”
Question 6: “Are you affiliated with a tribe 
in Minnesota or Wisconsin?”
Question 7: “Tribe affiliation:” 
Question 8: “Gender?” was the final question 
for the demographic section. 

Following this the participant was prompted to 
select all health care coverage they currently have, 
with the options as follows: Indian Health Services 
(IHS), Veteran Affairs (VA) Healthcare Services, 
Private Healthcare, Public (Medicare and Medic-
aid), All Above, Other (with a fillable box), or No 
Healthcare coverage.  The following question looks 
more at the age and outreach, “Have you heard of 
or know what the Memorandum of Understand-
ing (MOU) between The Veterans Affairs (VA) and 
Indian Health Services (IHS) is?” if they answered 

“no” or “maybe” they would be sent directly to, “Do 
you feel your health care needs are being met?” on 
a 5 option scale of “definitely yes” to “definitely 
not.” If they answered, “yes” then they would be 
asked if they noticed a change and then if they 
were satisfied with the past ten years of outreach 
and services provided. Then through a matrix table 
they were asked if they, “agree that today, with your 
experience, these needs are being met?” referring 
to, “access to specialty services, culturally compe-
tent care, family care, tele-health, transportation, 
and outpatient care”. Then they were asked if they 
would like to expand on any of these needs. If they 
answered, “no” they would be sent to the next ques-
tion asking if there were “any other challenges you 
have encountered not listed on previous questions 
that you would like to expand on?”. If they answered, 

“no” they would be sent to an additional comments 
and questions fillable box. If they answered “yes” 
to either of the expansion questions a fillable box 
would be presented that they could expand in. This 
would then conclude the survey. 

Approach
 A quantitative approach was used for this 

study because a quantitative survey would yield 
measurable data that would be easier to reflect on. 
A quantitative survey would also allow for more 
response to be collected than a qualitative approach. 
The overall approach and rationale for the distri-
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bution design via e-mail and Facebook targeting 
Native American and Veteran groups was in part due 
to COVID19 as it increased the challenge to obtain 
surveys.

 Researcher biography/positionality 
I am not a veteran or active service member. I 

have, however, worked in a Veteran center for the 
past two years. Prior to this I was actively involved 
with the American Legion Auxiliary. I am not an 
active member or associate of any tribal organiza-
tions. I am pursuing a degree in Social Work with 
an interest in working with Veterans. I was aided 
in my research by my mentor and Professor Cherie 
Dakota whose research area is Native American 
Higher Education. This study is developed through 
the University of Wisconsin-Superior McNair 
Scholars Program. 

Ethical and Political Considerations 
Ethical and political considerations taken for 

this research consist of the following: Participants 
would not be subject to harm through research in 
any way. To prevent any discomfort, the consent 
form lays out resources and information on how 
the survey is voluntary with no repercussions for 
stopping at any time. The resources provided are 
phone numbers for veteran lines for any assis-
tance they may need, including (White House VA 
Hotline:  1-855-948-2311, Health Care:  1-877-222-
8387, Benefits:  1-800-827-1000, Veterans Crisis 
Line:  1-800-273-8255, MyVA311 (other):  1-844-
698-2311). Within the consent form it describes the 
survey and how it will be conducted on Qualtrics 
with a link to the Qualtrics privacy policy. To protect 
confidentiality, no names or specific locations will 
be tied to individuals though participants live within 
the Wisconsin, Minnesota, or surrounding areas. 
The questions are designed to display respect for 
the participants. 

Results

Figure 1. 
Bar Graph 1. This figure shows American Indian Veterans’ 
feelings about their healthcare

Figure 2. 
Bar Graph 2. This figure shows American Indian Veterans’ 
overall responses to specific needs (Access to Specialty 
Services, Family Care, Culturally Competent Care, 
Outpatient Care, Tele-Health, and Transportation) and 
if they agree with the fulfillment of that need today.

Figure 3.
Pie Chart 1. This figure shows the percentage for health-
care coverage as singular service or combination use. 

Figure 4. 
Bar Graph 3. This figure shows specific responses to the 
question of if ‘access to specialty services’ need is being 
met
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Figure 5. 
Bar Graph 4. This figure shows specific responses to the 
question of if ‘culturally competent care’ need is being met.

Figure 6.
Bar Graph 5. This figure shows specific responses to the 
question of if ‘family care’ need is being met.

Figure 7. 
Bar Graph 6. This figure shows specific responses to the 
question of if ‘Tele-Health’ need is being met. 

Figure 8. 
Bar Graph 7. This figure shows specific responses to the 
question of if ‘transportation’ need is being met.  

Figure 9. 
Bar Graph 8. This figure shows specific responses to the 
question of if ‘outpatient care’ need is being met.  

Participants consisted of 16 American Indian 
Veterans or active service members (Male=13, 
Female=2, and Unidentified=1). Participants were 
asked what their healthcare coverage looked like 
(Indian Health Services (IHS)= 9, Veteran Affairs 
(VA) Healthcare Services= 8, Private Healthcare= 
5, Public (Medicare and Medicaid)=4, All Above=2, 
Other (with a fillable box)= 2 (Both being “Tricare”), 
or No Healthcare coverage= 0). Participants were 
able to multi-select therefore providing more than 
16 responses for each need question break down. 
The combination ratio helps to show the grouping 
of data (1 of the 4= 4, 2 of the 4 combined= 6, 3 
of the 4 combined= 4, and combination of  IHS, 
VA, Private, and Public= 2). Each question of need 
(Access to Specialty Services, Family Care, Cultur-
ally Competent Care, Outpatient Care, Tele-Health, 
and Transportation) had an additional option of “not 
applicable” which was utilized in all but ‘Access 
to Specialty Services’ (optimal completed graph= 
36, Culturally Competent Care= -4, Family Care= 

-8, Tele-Health= -8, Transportation= -4, Outpatient 
care= -5).

The hypotheses for this research was that the 
presenting themes would vary but likely have some 
areas still needing aid and others that may have been 
impacted and bettered through the Memorandum 
of Understanding between the Veterans Affairs and 
Indian Health Services and other efforts. 

Access to Specialty Services, showed that 
5 participants strongly agreed (IHS= 1, VA= 1, 
Private= 1, Public= 1, Other: Tricare= 1), 14 partic-
ipant agreed (IHS= 5, VA= 3, Private= 2, Public= 3, 
Other: Tricare= 1), 9 participants somewhat (IHS= 
2, VA= 3, Private= 2, Public= 2, Other: Tricare= 
0), 5 neither agreed nor disagreed (IHS= 1, VA= 
2, Private= 2, Public= 0, Other: Tricare= 0), 0 
somewhat disagreed, 3 disagreed (IHS= 2, VA= 
1, Private= 0, Public= 0, Other: Tricare= 0), and 
0 strongly disagreed that this need was being met 
(figure 4). 

Culturally Competent Care, showed that 0 partic-
ipants strongly agreed, 5 participant agreed (IHS= 
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1, VA= 1, Private= 1, Public= 2, Other: Tricare= 0), 
8 participants somewhat (IHS= 3, VA= 3, Private= 
1, Public= 1, Other: Tricare= 0), 8 neither agreed 
nor disagreed, (IHS= 2, VA= 2, Private= 2, Public= 
1, Other: Tricare= 1), 0 somewhat disagreed, 8 
disagreed (IHS= 3, VA= 3, Private= 1, Public= 0, 
Other: Tricare= 1), and 3 strongly disagreed (IHS= 
1, VA= 1, Private= 1, Public= 0, Other: Tricare= 0) 
that this need was being met (figure 5).

Family Care, showed that 5 participants strongly 
agreed (IHS= 1, VA= 1, Private= 1, Public= 1, 
Other: Tricare= 1), 11 participant agreed (IHS= 4, 
VA= 3, Private= 2, Public= 1, Other: Tricare= 1), 5 
participants somewhat (IHS= 1, VA= 2, Private= 
1, Public= 1, Other: Tricare= 0), 6 neither agreed 
nor disagreed (IHS= 2, VA= 1, Private= 1, Public= 
2, Other: Tricare= 0), 0 somewhat disagreed, 1 
disagreed (IHS= 1, VA= 0, Private= 0, Public= 0, 
Other: Tricare= 0), and 0 strongly disagreed that 
this need was being met (figure 6).

Tele-Health, showed that 3 participants strongly 
agreed (IHS= 1, VA= 1, Private= 0, Public= 0, 
Other: Tricare= 1), 9 participant agreed (IHS= 4, 
VA= 3, Private= 1, Public= 1, Other: Tricare= 0), 1 
participants somewhat (IHS= 0, VA= 0, Private= 1, 
Public= 0, Other: Tricare= 0), 8 neither agreed nor 
disagreed (IHS= 2, VA= 1, Private= 2, Public= 3, 
Other: Tricare= 0), 6 somewhat disagreed, (IHS= 
2, VA= 2, Private= 1, Public= 1, Other: Tricare= 0), 
1 disagreed (IHS= 1, VA= 0, Private= 0, Public= 0, 
Other: Tricare= 0), and 0 strongly disagreed that this 
need was being met (figure 7).

Transportation, showed that 0 participants 
strongly agreed, 8 participant agreed (IHS= 1, 
VA= 1, Private= 3, Public= 2, Other: Tricare= 1), 9 
participants somewhat (IHS= 3, VA= 3, Private= 1, 
Public= 2, Other: Tricare= 0), 7 neither agreed nor 
disagreed (IHS= 2, VA= 2, Private= 2, Public= 1, 
Other: Tricare= 0), 1 somewhat disagreed (IHS= 1, 
VA= 0, Private= 0, Public= 0, Other: Tricare= 0), 5 
disagreed (IHS= 2, VA= 2, Private= 0, Public= 0, 
Other: Tricare= 1), and 2 strongly disagreed (IHS= 
1, VA= 1, Private= 0, Public= 0, Other: Tricare= 0), 
that this need was being met (figure 8).

Outpatient Care, showed that 3 participants 
strongly agreed (IHS= 1, VA= 1, Private= 0, Public= 
0, other: Tricare= 1), 12 participant agreed (IHS= 4, 
VA= 2, Private= 2, Public= 3, Other: Tricare= 1), 
13 participants somewhat (IHS= 3, VA= 4, Private= 
4, Public= 2, Other: Tricare= 0), 0 neither agreed 
nor disagreed, 3 somewhat disagreed (IHS= 2, 
VA= 1, Private= 0, Public= 0, Other: Tricare= 0), 0 
disagreed, and 0 strongly disagreed that this need 
was being met (figure 9).

Discussion
The purpose of this study was to see if there 

are still issues present today here in the Minnesota, 
Wisconsin and neighboring areas for American 
Indian Veterans in accessing and receiving health-
care. The results found some clear themes for access 
to specialty services, family care, and outpatient 
care, while culturally competent care, tele-health, 
and transportation were too spread apart to deter-
mine any themes with current information. In addi-
tion, there were some comments that addressed 
needs not mentioned in this research. 

Access to Specialty Services, had a clear theme 
that the majority of participants found that access 
to specialty services need was being met. Only 3 
participants had disagreed with this finding (IHS= 
2 and VA= 1) (figure 4). There was one additional 
comment found on this specific need, identifying 
that the, “Specialized services are far” (Participant 
1).

Culturally Competent Care, did not present 
a clear theme as at evenly spread from agree to 
strongly disagree. It could be inferred that as it leans 
more towards the disagree end that there is still an 
issue present. There was one additional comment 
found on this specific need, identifying that the, 

“Needs to be better culturally competent care. Inte-
gration of Native medicines and ceremonies as an 
option” (Participant 3).

Family Care had a clear theme that the major-
ity of participants found that access to specialty 
services need was being met. Only one participant 
had somewhat disagreed with this finding (IHS= 2 
and VA=1) and there were no additional comments 
found on this specific need (figure 6).

Tele-Health did not present a clear theme as at 
evenly spread from strongly agree to disagree. It 
could be inferred that as it leans more towards the 
agree end that there is not as much of a problem 
across healthcare services. There was one additional 
comment found on this specific need, identifying 
that the, “VA telehealth is great!” (Participant 5).

Transportation did not present a clear theme as 
at evenly spread from agree to strongly disagree. 
There was one additional comment found on this 
specific need, identifying that the, “there is no 
reasonable transportation… Specialized services 
are far. Unless you drive its quite difficult to receive 
services” (Participant 1).

Outpatient Care had a clear theme that the major-
ity of participants found that access to specialty 
services need was being met. Only one participant 
had disagreed with this finding (IHS= 1) and there 
were no additional comments found on this specific 
need (figure 9).

The additional comments addressing needs not 
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mentioned in this research were, “The electronic 
records between VA, Tricare and tribe are incompat-
ible this makes managing care harder than it should 
be in the digital age” (Participant 2) and “Teach 
VA and Tribal Health Directors how to advertise 
and strengthen use of their facilities” (Participant 
4). This was interesting to find as it was some-
thing addressed as goals of the Memorandum of 
Understanding (MOU) between the Veteran Affairs 
and Indian Health Services. As MOU has not had 
updates in the last five years, I had hypothesized 
these to have been needs met by actions from the 
organizations. The final comment was on overall 
care, “I have been well cared for—at least as much 
as I allowed. VA covers audiology dermatology and 
ENT services along with private doctors” (Partic-
ipant 6). There was a combination of positive and 
negative insights given by participants. 

Some limitations to this study are that it does not 
cover the whole United States but just the Wiscon-
sin and Minnesota region. This region does not fully 
represent the American Indian Veteran population. 
This provides room for expansion of this research 
to capture a greater number of participants, or to 
identify differences based on region of the Country. 
There was a small portion of women represented in 
this study. One goal that was not accomplished with 
the collection was to make correlations between 
branch of service or location to needs being met.  
An unexpected challenge was the Coronavirus 
Pandemic which made distribution of surveys and 
data collection challenging. Many Tribal Veteran 
Centers were closed at the time of this survey’s 
distribution, limiting communication and internet 
access to rural areas. 

In future research it may be beneficial to lengthen 
the survey to separate each individual health care 
coverage option (Indian Health Service, Veteran 
Affairs, Private Healthcare, Public Healthcare, or 
Other). It may beneficial to do research similar to the 
one I have created but sent to VA officers/staff, IHS 
officer/staff Tribal Veteran Service officers. It would 
also be beneficial to see a National Scale version this 
to find if and what may still be needs not being met 
for American Indian Veterans. though the results are 
not entirely clear, it does present that there are some 
still experiencing issues in getting their healthcare 
needs met therefore continuing data such as this 
would be beneficial. 
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