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ABSTRACT 

Posttraumatic stress disorder (PTSD) is a debilitating mental health condition that 

is estimated to affect 6% of American adults. Research suggests that racial/ethnic 

minority groups have elevated risk for experiencing trauma and developing PTSD and 

they are also less likely to receive treatment. To address this problem, we examined the 

relationship between treatment utilization for PTSD, race/ethnicity, and health insurance 

coverage. Data were obtained from a nationally representative dataset (National 

Epidemiologic Survey on Alcohol and Related Conditions-III). Two series of hierarchical 

logistic regression models were conducted to estimate likelihood of treatment utilization 

among varying racial/ethnic groups and insurance status, after first including education 

and income in models. Results found that insured individuals had more than twice the 

odds of utilizing PTSD-specific treatment. Black participants were significantly less 

likely to utilize treatment regardless of insurance status. A significant interaction was also 

found, where American Indian/Alaska Native participants without insurance were 

significantly more likely to utilize care compared to White participants without insurance. 

Centralized healthcare services available to individuals who identify as American 

Indian/Alaska Native may explain this finding and suggests a model for reducing other 

group-based disparities. 
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I. INTRODUCTION 

An estimated 6% of the American population suffers from post-traumatic stress 

disorder (PTSD) at some point in their lifetime, equating to over 14 million people 

(Pietrzak et al., 2011). However, many in need of PTSD care do not receive treatment 

quickly, if at all. Prior research has found that only 59.4% of individuals with lifetime 

PTSD seek at least one type of treatment, with an average treatment delay of 4.5 years for 

those who do (Goldstein et al., 2016). Furthermore, those from Black, Hispanic, and 

American Indian/Alaska Native populations have been observed to have greater exposure 

to traumatic events and PTSD rates overall (Stephens et al., 2010; Bassett et al., 2014). 

These groups are also more likely to encounter both barriers to treatment and mental 

health stigma, which has been associated with mistrust of the mental health care system 

(Masuda et al., 2009; Masuda et al., 2012; Diala et al., 2000; Whaley, 2001). Lack of 

medical insurance is another common obstacle to mental health treatment, and it is likely 

to be important in PTSD as well. Specifically, insured patients are more likely than 

noninsured patients to receive treatment for a serious mental illness (Walker et al., 2015). 

Given that demographic minority groups are often less likely to have access to quality 

health insurance (U.S. Census Bureau, 2021), increased insurance access could help 

reduce observed PTSD treatment disparities. However, few studies have examined these 

factors in tandem, which limits our ability to understand the possible equalizing effect of 

insurance on the disparities in treatment utilization among diverse racial/ethnic groups. In 

this study, we seek to contextualize prior work and add new and comprehensive 

information to inform this issue. 
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PTSD Treatment Utilization and Race/Ethnicity 

Across multiple studies, evidence has shown disparities in the PTSD care received 

by racial/ethnic minority populations. Roberts et al. (2011) used a nationally 

representative sample to assess racial/ethnic differences in treatment utilization for PTSD 

and found that racial/ethnic minority participants were less likely to have received 

treatment compared to White participants. For those who sought treatment, all 

racial/ethnic minority groups were less likely than White patients to have received help 

from a doctor, counselor, or hospital. These findings are concerning as a meta-analysis 

found that evidence-based treatments, such as CBT, are more successful and have larger 

effect sizes compared to medication-only and group-based therapies (Haagen et al., 

2015). Spoont et al. (2009) found American Indian/Alaska Native veterans with PTSD to 

exhibit lower odds of receiving psychiatric medication, while Black veterans with PTSD 

exhibited lower odds of receiving a medication trial and higher odds of participating in 

counseling sessions. In a later study, Spoont et al. (2017) found that among veterans 

recently diagnosed with PTSD, Hispanic veterans were less likely to receive any 

psychotherapy. Among all participants who sought treatment, individuals from 

racial/ethnic minority groups were less likely to seek individual psychotherapy compared 

to White veterans. Reasons for lower prevalence of treatment utilization may relate to 

barriers stemming from historical injustices in health care provisions, such as the deep-

rooted racism and segregation in healthcare, and unequal quality of resources (Penner et 

al., 2007). Recurrent disparities in treatment seeking may further be attributed to 

structural barriers such as limited access to transportation, care facilities, and health 

insurance.  
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PTSD Treatment Utilization and Insurance 

 Literature suggests that there is an additional relationship between insurance 

coverage and treatment utilization in individuals with PTSD. Hale et al. (2018) utilized a 

sample of individuals diagnosed with PTSD and coded individuals as insured if they had 

any type of insurance within the last 12 months. Results from this study indicated that 

insured individuals had elevated rates of treatment utilization compared to noninsured 

individuals. Further, results from Wang et al. (2005) evidenced that unmet need for 

mental health treatment was elevated for uninsured individuals meeting criteria for a 

mental health disorder. However, neither study investigated an interaction between 

race/ethnicity and health insurance coverage as a predictor for PTSD-focused treatment. 

Goldberg et al. (2020) utilized a veteran and civilian sample to assess the relationship 

between military health care coverage and treatment utilization in individuals with either 

PTSD, alcohol use disorder, or major depressive disorder. Veterans from racial/ethnic 

minority backgrounds with VHA/TRICARE were most likely to seek treatment for either 

PTSD, alcohol use disorder (AUD), or major depressive disorder (MDD), and they also 

had a shorter delay in seeking treatment. Comparatively, civilians from racial/ethnic 

minority groups were the least likely to seek treatment, suggesting a possible buffering 

effect of insurance coverage against racial/ethnic related barriers to care. Overall, the 

existing literature points to insurance as a key factor for treatment utilization in 

individuals with PTSD and other mental illnesses, but further research is necessary to 

investigate the possible equalizing effect of insurance on racial/ethnic differences in 

treatment utilization.  
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Present Study 

More information is needed to address disparities in PTSD treatment for those 

from racial/ethnic minority backgrounds. Research that has looked at group differences 

and possible ameliorating roles of health insurance has tended to have small sample sizes, 

include veteran samples only, or include outdated samples that rely on DSM-IV or other 

older diagnostic criteria. The present study aims to address these gaps in the literature by 

employing a nationally representative sample that includes participants who meet DSM-5 

diagnostic criteria for PTSD. Results accordingly will yield disparity estimates reflective 

of the overall American population and comprehensively evaluate whether any observed 

treatment disparities are reduced by insurance. 
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II. METHODS 

Participants and Procedures 

 The study sample included 2,339 participants who met criteria for lifetime PTSD 

that enrolled in the National Epidemiologic Survey on Alcohol and Related Conditions-

III (NESARC-III; N=36,309). The NESARC-III epidemiological study is a nationally 

representative survey approved by the National Institutes of Health and Westat 

Institutional Review Boards (Goldstein et al., 2016). Survey data was collected via in-

person interviews from 2012-2013 from participants providing informed consent. 

Participant selection was conducted using multistage probability sampling (for details 

regarding the sampling design, see Grant et al., 2014). Participants were civilian, non-

institutionalized U.S. residents over the age of 18 (M=43.33, SD=15.43; 71.0% female). 

Information regarding a participant’s self-identified race/ethnicity was obtained using the 

corresponding survey item within NESARC-III. Among participants, 56.2% of 

participants identified as White (non-Hispanic) 20.5% as Black (non-Hispanic), 1.8% 

Asian/Native Hawaiian/Other Pacific Islander (non-Hispanic), 3.3% as American 

Indian/Alaska Native (non-Hispanic), and 18.2% as Hispanic and any race. 79.5% of the 

sample had public or private insurance coverage in the last 12 months.  

Measures and Instruments 

Lifetime PTSD 

Participants were screened for lifetime PTSD using the National Institute on 

Alcohol Abuse and Alcoholism Alcohol Use Disorder and Associated Disabilities 

Interview Schedule-5 (AUDADIS-5; Grant et al., 2014). The AUDADIS-5 is a 

semistructured interview for DSM-5 diagnostic criteria for mental disorders, including 
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PTSD. Reliabilities of past year and prior to past year diagnosis of posttraumatic stress 

disorder are fair (kappa=.41 – .44), (Grant et al., 2015). A lifetime diagnosis was 

determined using interview items confirming past year and prior to past year experience 

of psychopathology. Participants who met criteria for lifetime diagnosis were coded as 

having lifetime PTSD, and participants not meeting these criteria were omitted from the 

present analyses. 

Treatment Utilization 

Utilization of treatment was assessed in two categories; PTSD-focused 

psychotherapy and any mental health treatment. PTSD-focused psychotherapy included 

PTSD-specific psychotherapy provided by a clinician, and it was coded as affirmative if 

the participant responded “yes” to receiving outpatient psychotherapy for PTSD. Any 

mental health treatment was assessed using a composite of treatment receipt across 

multiple mental health conditions (including PTSD, depression, dysthymia, bipolar 

disorder, agoraphobia, social anxiety disorder, specific phobia, panic disorder, and 

generalized anxiety disorder). Receipt of any mental health treatment was coded as 

affirmative if the participant responded “yes” to receiving at least one type of treatment 

which included self-help, outpatient psychotherapy, inpatient, ER, and medication. A 

composite of treatment utilization was used to account for high prevalence of multiple 

comorbidities with PTSD (Goldstein et al., 2016), and including treatment for PTSD 

alone would severely underestimate actual care received.  

Insurance 

Insurance coverage was assessed using a composite of participant responses to 

insurance-related survey items. The present study included Medicare, Medicaid, military 
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healthcare, and private insurance. Insurance coverage was coded as affirmative if the 

participant responded “yes” to having at least one of the included insurance types. 

Income and Education  

Income and education were included as covariates within models and were coded 

using deviation effect coding, allowing comparison of deviations from the grand mean. 

Income was defined as the participants total household income and consisted of several 

income brackets, including less than $20,000, $20,000 to $34,999, $35,000 to $49,000, 

$50,000 to $79,999, and $80,000 to $100,000. Income of greater than $100,000 was 

assigned as the group never compared to. Education was defined as participants’ highest 

level of education from 1 out of 5 categories, including less than a high school degree, 

high school diploma/GED, some college, associate/technical 2-year degree, and 

bachelors. Education of a master’s degree or higher was assigned as the group never 

compared to.   

Data Analysis 

Two series of hierarchical logistic regression models were employed to assess the 

likelihood of treatment utilization. In the first series of hierarchical logistic regression 

models, the observed outcome was the likelihood of receiving PTSD-focused 

psychotherapy. In the second series of models, the assessed outcome was the likelihood 

of receiving any type of treatment for a mental health disorder. Both sets of logistic 

regression models consisted of a base model with two nested models. The first base 

model included income and education. The second model added race/ethnicity, in order 

to evaluate variance explained in treatment utilization above and beyond income and 

education. The third model added insurance and interactions between insurance and 
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race/ethnicity. In the case of significant interaction terms, a follow-up simple slopes 

analysis (Aiken & West, 1991) was conducted to investigate the directionality of the 

relationship. Deviation coding was used for income and education, while dummy coding 

was used for race/ethnicity and insurance. 

To evaluate effect size magnitudes, anchors provided by Cohen (1988) were 

employed. For overall model effect sizes, R2 values of .01, .09, and .25 corresponded to 

small, medium, and large effect sizes respectively. For individual coefficients, conversion 

formulae provided by Borenstein et al. (2021) to convert from Cohen’s d to odds ratios. 

Small, medium, and large effect sizes respectively corresponded to odds ratios of 1.44, 

2.48, and 4.27 for odds ratio increases, and 0.70, 0.40, and 0.23 for odds ratio decreases. 

To compare overall models, scaled corrected chi-square difference tests were conducted 

to compare model fit differences between sequential models in each series. All model 

differences and coefficient-based hypothesis tests were evaluated at the p<0.05 level. 

Complex sampling design variables, including AUDADIS full-sample weight, primary 

sampling unit, and stratum, were used in all models to account for multistage probability 

sampling and ensured results were reflective of the United States population.  
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III. RESULTS 

PTSD Focused Psychotherapy 

53.5% of the sample utilized PTSD-focused psychotherapy. Fit of the base model 

was significant (R2=0.05) indicating that income and education accounted for 5% 

variance in utilization of PTSD-focused psychotherapy. Adding race/ethnicity in a second 

model significantly improved model fit (ΔR2=0.02; overall model R2=0.07), indicating 

race/ethnicity accounted for 2% variance beyond the base model. Adding insurance and 

interaction variables in a third model further improved model fit (ΔR2=0.02; overall 

model R2=0.09), indicating these variables accounted for 2% variance beyond the model 

including race/ethnicity, income, and education. Results from this third model are 

referenced in Table 1. 

Coefficients from the survey-weighted logistic regression indicated a main effect 

that participants identifying as Black, non-Hispanic were significantly less likely to 

utilize PTSD-focused psychotherapy (B=-1.04, p=0.001, OR=0.35). Further, participants 

identifying as American Indian/Alaska Native were significantly more likely to utilize 

PTSD-focused psychotherapy (B=1.59, p=0.037, OR=4.90). Other main effects of 

race/ethnicity were nonsignificant. A main effect of insurance was significant such that 

insured individuals were more likely to utilize PTSD-focused psychotherapy (B=0.71, 

p<0.001, OR=2.03). The likelihood of Black participants to utilize PTSD-focused 

psychotherapy was not significantly moderated by insurance (B=0.58, p=0.115). 

However, the likelihood of American Indian/Alaska Native participants to utilize this 

treatment was significantly modified by insurance (B=-1.91, p=0.021). A follow-up 

simple slopes analysis revealed that uninsured American Indian/Alaska Native 
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participants were more likely to seek treatment compared to uninsured White participants 

(B=1.59, p=0.037, OR=4.89). Though, insured American Indian/Alaska Native 

participants were not significantly more or less likely to utilize treatment compared to 

insured White participants (B=-0.32, p=0.367, OR=0.73). No other significant interaction 

effects were recorded for Asian/Native Hawaiian/Pacific Islander and Hispanic 

participant groups.  

Any Mental Health Treatment 

Roughly 80.7% of the sample utilized any mental health treatment. Fit of the base 

model was significant (R2=0.04), indicating income and education accounted for 4% 

variance in utilization of any mental health treatment. Including race/ethnicity in a second 

model significantly improved model fit (ΔR2=0.03; overall model R2=0.07), indicating 

race/ethnicity accounted for 3% variance in utilization of any mental health treatment 

beyond the base model. Adding insurance and interaction variables in a third model 

further improved model fit (ΔR2=0.14; overall model R2=0.22), indicating these variables 

accounted for 14% variance beyond the model including race/ethnicity, income, and 

education. Results from this third model are referenced in Table 2. 

Results indicated that participants identifying as Black were significantly less 

likely to utilize any mental health treatment (B=-1.14, p=0.001, OR=0.32). Additionally, 

participants identifying as American Indian/Alaska Native were significantly more likely 

to utilize any mental health treatment (B=9.69, p<0.001, OR>20). Other main effects of 

race/ethnicity were nonsignificant. Insured individuals were more likely to utilize 

treatment (B=0.59, p=0.038, OR=1.80). Though the likelihood of Black participants to 

utilize any treatment was not significantly moderated by insurance status (B=0.64, 
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p=0.156), the likelihood that American Indian/Alaska Native participants utilized any 

treatment was (B=-9.51, p<0.001). As revealed in a follow-up simple slopes analysis, 

uninsured American Indian/Alaska Native participants were more likely to seek treatment 

compared to uninsured White participants (B=9.69, p<0.001, OR>20), while insured 

American Indian/Alaska Native participants were not significantly more or less likely to 

utilize treatment (B=0.18, p=0.681, OR=1.20). No other significant interaction effects 

were recorded for Asian/Native Hawaiian/Pacific Islander and Hispanic participant 

groups.  
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IV. DISCUSSION 

 The findings of the present study found several significant main and interaction 

effects above and beyond overall income and education. Black participants’ odds for 

receiving treatment were about 65% less than uninsured White participants, regardless of 

insurance status or whether treatment was PTSD-specific or not. On the other hand, 

uninsured American Indian/Alaska Native participants had more than 4 times the odds of 

receiving treatment compared to uninsured White participants. Beyond income and 

education, insurance continued to have a small-to-medium sized effect on likelihood of 

treatment receipt across all groups, which only showed significant moderation in the 

aforementioned case for American Indian/Alaska Native participants.  

The disparity in treatment receipt for Black participants is consistent with other 

findings, where the overall rates at which Black Americans access trauma-focused care 

and professional mental health services remain low (Davis et al., 2008; Jackson et al., 

2011) despite Black populations having one of the highest prevalence rates of PTSD 

(Roberts et al. 2011; Alegria et al., 2013). In particular, research has shown increasing 

disparity over time in access to mental health care for Black and Hispanic populations 

(Cook et al., 2017). Other studies have found that when Black patients do seek mental 

health services, they more often will reach out to primary care providers than mental 

health providers and have fewer sessions which can drastically affect the quality of care 

received (Snowden & Pingitore, 2002; Lasser et al., 2002; Kearney et al., 2005).  

Possible reasons for this lack of treatment utilization may stem from stigma and 

lack of trust in the mental health system associated with historical injustices in care 

provision, including observations that Black patients with symptoms of a mental illness 
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are more likely to be involuntarily admitted into hospitals with extended duration 

(McKenzie & Bhui, 2007). Black individuals are also more likely to face structural 

barriers to mental health care such as transportation issues, lack of time, and lack of 

sufficient information about where to seek care (Alang, 2015). Further, Black individuals 

who have experienced trauma endorse greater avoidance coping (Weiss et al., 2016) and 

are less likely to disclose trauma (Jacques-Tiura et al., 2010) which are factors that delay 

treatment. These findings emphasize the necessity for improved treatment outreach and 

resources that can ameliorate these specific barriers to treatment. In past, such approaches 

have included individual-level reeducation, implementing cultural competence training 

and educational sessions to increase understanding of different cultural groups. However, 

success of such procedures has been limited (Wyszewianski & Green, 2000). Instead, the 

dismantling racism model considers complexity of the issue and asserts a systems change 

approach to identifying racial inequities at each level of healthcare service (Griffith et al., 

2007). These approaches are predominately applied in medical healthcare services, and 

future research may evaluate effectiveness of these methods in mental health care 

settings. 

 Further, findings reflect that insurance coverage had an overall positive 

association with treatment utilization for all racial/ethnic groups. This is not surprising as 

insurance, whether public or private, acts as a valuable means to care. Though it is 

important to consider the inequalities that exist in insurance coverage, as data from the 

U.S. Census Bureau (2021) reveals that ethnic minority groups are less likely to be 

insured, with Hispanic populations having the highest uninsured rates. As such, though 

insurance is a key advantage to accessing care, variable rates of those insured hinder 
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actual care received. Additionally, though individuals may be insured, some evidence 

suggests that type of insurance can determine whether an individual is denied care, 

specifically if the individual has Medicaid (Wiznia et al., 2017). This suggests that 

insurance type may pose as an additional barrier to treatment utilization. However, 

further research is needed to ascertain whether type of insurance affects likelihood of care 

receipt. 

 In comparison, a nuance in this relationship was found with a significant 

moderation effect of insurance on the likelihood for treatment utilization for American 

Indian/Alaska Native participants, such that those not insured were more likely to have 

utilized clinician-provided psychotherapy for PTSD, as well as any mental health 

treatment. This finding mirrors evidence from Emerson et al.  (2019) finding that 

American Indian/Alaska Native participants meeting criteria for AUD were more likely 

to seek AUD treatment compared to White participants. These findings may be indicative 

of possible protective factors that stem from available community resources specific to 

American Indian/Alaska Native communities, such as services provided by the Indian 

Health Service (IHS). These services include IHS-affiliated hospitals, health centers, and 

behavioral health facilities located on or near reservations, and the purchase/referred care 

(PRC) program which improves care accessibility by purchasing services from private 

health care providers in limited situations.  

However, further evidence suggests that these resources are not a cure-all for 

addressing racial/ethnic disparities. Although the federal government makes efforts to 

provide accessible health care for American Indian/Alaska Native patients through 

supporting IHS-and tribe-managed facilities, these services can vary widely and be 
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limited due to chronic inadequate funding (Kheptal et al., 2022; Zuckerman et al., 2022). 

Additional challenges are associated with the transitioning of services from federal to 

Tribal control, and a need for services to be culturally sensitive (Kruse et al., 2022). 

Further, Jaramillo and Willging (2021) evidenced additional barriers to care in American 

Indian populations that include long wait times and high provider turnover at healthcare 

facilities, worry about future programs for American Indian patients, and associated costs 

and complexity of health insurance plans. Similar barriers to care are seen in mental 

health services provided by the VA, where veterans have expressed concern with slow 

clinic response, lack of available providers, navigating use of their benefits, among other 

concerns (Cheney et al., 2018). Altogether, data suggest that centralized care services can 

provide substantial value and also require continued refinement. 

Although Hispanic and Asian/Native Hawaiian/Other Pacific Islander groups did 

not differ significantly in treatment utilization in the present study, other literature has 

evidenced that these groups do experience lower likelihood of treatment receipt. For 

example, Hispanic populations are less likely to receive any psychotherapy (Spoont et al., 

2017) and Black and Hispanic populations with PTSD have shown greater number and 

severity of symptoms compared to White populations (Alcantara et al., 2013; Kaczkurkin 

et al., 2016). In a Latino and Asian sample (Bauer et al., 2010), individuals with limited 

English proficiency were less likely to identify need for mental health care and used 

fewer mental health care services. Asian-American patients are also less likely to utilize 

any type of mental health service compared to the general population (Abe-Kim et al., 

2007; Kam et al., 2019). Though this relationship varied by nativity and generation 

statuses such that third- and later-generation Asian-American participants had higher 
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rates of mental health care utilization. Factors such as stigma, discrimination, and 

acculturation have been found to have influence on racial/ethnic differences in PTSD 

symptoms and treatment course (Asnaani & Hall-Clark, 2017), though research is 

limited. While we found odds ratios that reflected a potential for notable effects in these 

populations, substantial variance observed may have prevented detection of significant 

findings. 

 The present findings must be interpreted in the context of several notable 

limitations. First, this study relied on self-report data from an adult, civilian sample. This 

may introduce self-selection bias and instabilities in respondent self-appraisal, which may 

explain the lower reliability of the resulting PTSD diagnoses (Grant et al., 2015). Second, 

the overall sample contained unequal subgroup sizes. This could impact ability to detect 

significant effects through inflated standard errors. A third limitation was that while 

overall model effects were statistically significant, some of the models had modest R2 

values (Cohen, 1998). Although race/ethnicity and insurance are important factors, they 

are not exclusive predictors of treatment utilization, and inclusion of additional variables, 

such as severity of symptoms, and research approaches will be needed to further improve 

explanation of treatment utilization rates. Next, the present study focused solely on 

treatment receipt. While a group may be more or less likely to utilize treatment, treatment 

quality can vary widely, and it is possible that the treatment itself is unsuitable for the 

specific needs of a distinct racial/ethnic group. Lastly, we are unable to fully disentangle 

the effects of race/ethnicity and insurance from the broad factors of income and education 

levels. While we included income and education as covariates, and as a result found 

incremental variance accounted for by demographic and insurance status beyond these 
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variables, fully causal inference is prevented by the observational nature of the 

NESARC-III data. 

Taken together, our findings inform future approaches to improving PTSD 

treatment access for diverse sociocultural groups. Overall, health insurance was 

consistently associated with increased rates of treatment receipt across demographic 

groups, and centralized healthcare services available to American Indian/Alaska Native 

patients may serve as a model for reducing disparities in particular. Developing similar 

resources for Black and other underrepresented demographic groups can address the 

persistent disparities in treatment utilization for these groups, which exist above and 

beyond overall income and education factors.  
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Table 1. 
Model results using race/ethnicity and insurance status to predict receipt of PTSD-
focused psychotherapy. 

Variable B SE p OR 

Black -1.04 0.31 0.001 0.35 

AIAN 1.59 0.76 0.037 4.90 

ANHPI -0.49 0.73 0.515 0.61 

Hispanic 0.05 0.26 0.847 1.05 

Insurance 0.71 0.19 <0.001 2.03 

Black*Insurance 0.58 0.37 0.115 1.78 

AIAN*Insurance -1.91 0.83 0.021 0.15 

ANHPI*Insurance -0.91 0.83 0.269 0.40 

Hispanic*Insurance -0.06 0.29 0.056 0.95 

Simple Slopes Analysis     

     AIAN, Uninsured 1.59 0.76 0.037 4.89 

     AIAN, Insured -0.32 0.35 0.367 0.73 

Note. AIAN=American Indian/Alaska Native; ANHPI=Asian/Native Hawaiian/Other 
Pacific Islander; SE=standard error; OR=odds ratio; all model coefficients reflect 
models where income and education were included as covariates. 
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Table 2. 
Model results using race/ethnicity and insurance status to predict receipt of any mental 
health treatment. 

Variable B SE p OR 

Black -1.14 0.35 0.001 0.32 

AIAN  9.69 0.40 <0.001 >20 

ANHPI 0.71 1.28 0.579 2.03 

Hispanic -0.39 0.33 0.247 0.68 

Insurance 0.59 0.28 0.038 1.80 

Black*Insurance 0.64 0.45 0.156 1.89 

AIAN*Insurance -9.51 0.64 <0.001 <0.01 

ANHPI*Insurance -2.50 1.37 0.068 0.08 

Hispanic*Insurance -0.01 0.42 0.981 0.99 

Simple Slopes Analysis     

     AIAN, Uninsured 9.69 0.40 <0.001 >20 

     AIAN, Insured 0.18 0.44 0.681 1.20 

Note. AIAN=American Indian/Alaska Native; ANHPI=Asian/Native Hawaiian/Other 
Pacific Islander; SE=standard error; OR=odds ratio; all model coefficients reflect 
models where income and education were included as covariates. 
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