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INDIAN HEALTH CARE IMPROVEMENT ACT OF 1992

Avucust 27, 1992.—Ordered to be printed

Filed under authority of the order of the Senate of August 3 (legislative day, July
23), 1992

Mr. INOUYE from the Select Committee on Indian Affairs,
submitted the following

REPORT

[To accompany S. 2481]

The Select Committee on Indian Affairs, to which was referred
the bill (S. 2481) having considered the same, reports favorably
thereon with an amendment and recommends that the bill as
amended do pass.

PURPOSE

The purpose of S. 2481 is to reauthorize the Indian Health Care
Improvement Act. The Indian Health Care Improvement Act de-
fines, in terms of authorizations, the programmatic structure for
the Indian Health Service. S. 2481 would seek to stabilize the pro-
grams authorized by the Indian Health Care Improvement Act
through the year 2000, in the same manner as the reauthorization
initiatives for the National Health Service Corps and Maternal/
Child Health Block Grant. Specific health care objectives set forth
in S. 2481 are drawn from the Surgeon General’s “Healthy People
2000 Report” of the Department of Health and Human Services
which set national health promotion and disease prevention objec-
tives. The reauthorization would set more stringent standards by
which to measure progress toward the goal of raising the health
statu? of American Indians and Alaska Natives to the highest pos-
sible level. .
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BACKGROUND

The United States’ responsibility to Indian tribal governments
and their members for the provision of health care was established
in numerous treaties with Indian tribes in which the United States
agreed to provide such services. For example, in Article 2 of the
1854 Treaty with the Rogue River Indians (10 Stat. 1119), the
United States agreed that “* * * provision shall be made * * * for
a hospital, medicines, and a physician.” The responsibility has been
further delineated and defined by numerous status and administra-
tive regulations. Based upon the Constitution, historical develop-
ment, treaties, and statutes, the United States has assumed a legal
and moral obligation to provide adequate health care and services
to Indian tribes and their members.

The Federal government has provided health care services to
American Indians since the 19th century. As early as 1802, U.S.
Army doctors worked to cure smallpox outbreaks among the Indi-
ans living near military posts. In 1849, the responsibility for pro-
viding health care shifted from the military to civilian authority,
when the Bureau of Indian Affairs was transferred from the War
Department to the Department of Interior.

With the enactment of the Snyder Act (25 US.C. 13) in 1921,

formal authorization for Indian health appropriations became

public law. The Snyder Act authorized the Bureau of Indian Af-
fairs to provide certain services, including those for “relief of dis-
tress and conservation of health.” Under this general authority,
Indian health programs were administered by the Department of
Interior until 1955, when they were transferred to the Division of
Indian Health (now the Indian Health Service) in the Department
of Health, Education and Welfare (now the U.S. Department of
Health and Human Services), pursuant to the Transfer Act (42
U.S.C. 2001).

In response to documented deficiencies in the health status of
American Indians and Alaska Natives, the Congress, in 1976, en-
acted the Indian Health Care Improvement Act (P.L. 94-437). This
legislation authorized additional funds for Indian health care, in
part to reduce unmet needs under existing programs, and in part
to establish new program efforts, such as manpower training and

- urban health clinics. A major purpose of the 1976 Act was to raise
the health status of American Indians and Alaska Natives over a
seven year period, ending in fiscal year 1984, to a level comparable
to that of the general population. Since the 1976 Act provided only
a three-year authorization, the Congress, in 1980, revised and ex-
tended the legislation through September 30, 1984 (P.L. 96-537).
The Act was again revised and extended in 1988 (P.L. 100-713).

In the concluding days of the 101st Congress, three major health
bills which amend the Indian Health Care Improvement Act were
enacted into law (P.L. 101-630). These amendments provide statuto-
ry authorization for a comprehensive and community based mental
health program, authorization for demonstration of innovative
health care delivery systems and expansion of the urban Indian
health programs. Unfortunately the funding to implement these
new programs authorized under P.L. 100-713 and P.L. 101-630, in



3

the amount of $55 million, has not been proposed in the fiscal year
1993 President’s budget request for the IHS.

HEeALTH STATUS OF AMERICAN INDIANS AND ALASKA NATIVES

The Federal government has a unique historical and legal rela-
tionship with the Indian people, whose health status is substantial-
ly inferior to that of the general U.S. population. There are ap-
proximately 1.6 million American Indians and Alaska Natives, of
whom about one third live on reservations or historic trust lands,
and about half live in urban areas. The Indian population is di-
verse, encompassing over 550 tribal governments and Alaska
Native villages, each with its own traditions and cultural heritage.

When the Indian Health Care Improvement Act was first en-
acted in 1976, the overall goal was to improve the health status of

" Indians. While the health status of the Indian people has improved

since 1976, it remains inferior to that of the U.S. population as a
whole, as documented by the Office of Technology Assessment in
“Indian Health Care” (1986).

According to the Indian Health Service, the mortality rates of
American Indians and Alaska Natives continue to exceed that of
the U.S. All Races group. For example, in 1987, the Indian age-ad-
Jjusted mortality rates for the following causes exceeded those for
the U.S. All races population by the following percentages:

Percent
Tuberculosis 400
Alcoholism 332
Diabetes mellitus 139
Accidents 139
Homicide 64
Pneumonia and influenza : 44
Suicide 28

In 1990 the Department of Health and Human Services issued
“Healthy People 2000,” a statement of health promotion and dis-
ease prevention objectives for the nation for the coming decade.
The Department notes that, relative to other populations, the
American Indian and Alaska Native population is young and im-
poverished, with more than 1 in 4 living below the poverty level.
The Department goes on to explain: “One reason for the youthful-
ness of the population is the large proportion of the population who
die before age 45. Most of the excess deaths—those that would not
have occurred if American Indian death rates were comparable to
those of the total population—can be traced to 6 causes: uninten-
tional injuries, cirrhosis, homicide, suicide, pneumonia, and compli-
cations of diabetes.” The Department’s 1991 report, “Health Status
of Minorities and Low-Income Groups: Third Edition,” documents
the higher death rates and shorter life expectancies of American
Indians and Alaska Natives vis-a-vis the U.S. Caucasian popula-
tion. '

A March 1992 report entitled “The State of Native American
Youth Health”, drawn from a survey of 14,000 Indian youth, re-
ported that suicide has emerged as a way for native youth to deal
with emotional distress and hopelessness that is characteristic of
many of their lives. The University of Minnesota report further
found that regular use of tobacco and heavy use of substances, par-
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- ticularly, alcohol and marijuana, is linked to every single risk be-
havior found in the survey. In addition, the survey found that 20
percent of the youth felt their health is only fair to poor.

The Indian Health Care Improvement Act is administered by the
Indian Health Service (IHS) within the Public Health Service of
the Department of Health and Human Services. The IHS considers
itself responsible for providing care to “approximately one and one
half million” American Indians and Alaska Natives living on or
near reservations in 33 States. In FY 1992, appropriations to the
IHS totalled $1,701,017,000. This included $1,426,666,000 for health
services (both direct and contract care) and $274,351,000 for health
facilities construction. The President’s budget for fiscal year 1993
proposes a total of §1,651,452,000 for the IHS in budget authority, a
decrease of $49.5 million or 3 percent under the fiscal year 1992
budget in actual budget authority.

The THS delivers health care to eligible Indians through three
different mechanisms. It does so directly through its own facilities,
including (as of January 25, 1992) 42 hospitals, 65 health centers, 4
school health centers, and 52 smaller health stations. The tribal
health delivery system administered by tribal governments and
tribal groups through contracts with IHS operates 8 hospitals, 93
health centers, 3 school health centers, 63 smaller health stations
and satellite clinics, and 178 Alaska village clinics. In addition, the
IHS funds 34 urban Indian organizations operating programs in 41
sites to deliver outpatient health and referral services to urban In-
dians. Where services are not offered directly through IHS or tribal
facilities, limited funds are available in each area for the purchase
of care on a contract basis from non-federal, non-tribal hospitals,
clinics physicians and dentists. '

The Committee recognizes that the task of improving the health
status of American Indians and Alaska N atives, begun with enact-
ment of the Indian Health Care Improvement Act in 1976, is not
yet complete. The Department’s “Healthy People 2000” sets forth
85 health status objectives for the U.S. population generally, in-
cluding 31 targeted specifically at American Indians and Alaska
Natives. The Committee Amendment would revise and reauthorize
the Indian Health Care Improvement Act through FY 2000 to
enable the IHS and the tribal governments to achieve both the tar-
geted and some non-targeted objectives over the next 8 years.

LEeGisLATIVE HiSTORY

S. 2481 was introduced on March 25, 1992 by Chairman Inouye
for himself, Vice-Chairman McCain, Senators Daschle, Domenici,
Burdick, Murkowski, Simon, Cochran, Stevens, Akaka, DeConcini,
Kassebaum, Wellstone, Reid, and Kennedy, and was referred to the
Select Committee on Indian Affairs. The first hearing on S. 2481
was held in Washington, D.C. on April 1, 1992. Four field hearings
were held in: Lower Brule, South Dakota (April 16, 1992); Anchor-
age, Alaska (May 23, 1992); Bethel, Alaska (May 24, 1992), and
Phoenix, Arizona (May 29, -1992). The House companion bill, H.R.
3724, has been the subject of two Washington D.C. hearings and
one field hearing in North Dakota. The House Energy and Com-
merce Committee’s Subcommittee on Health and Environment re-
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ported H.R. 3724 to full committee on March 25th, 1992 and the
bill was considered for report in full Committee on April 7, 1992. -
The House Interior and Insular Affdirs Committee favorably re-
ported on H.R. 3725 on April 29, 1992. (H. Rept. 102-643).

SuMMARY oF MaJor ProvisioNs oF THE EXISTING AcT

Title I of the THCIA was designed to accomplish two related
goals: (1) to increase the number of Indians trained in the health
professions and (2) to provide a larger pool of health professionals
to serve Indian people. To accomplish these goals, the title estab-
lishes several programs: (a) a recruitment program to encourage
young Indians to pursue medical careers; (b) a preparatory scholar-
ship program to assist Indian students to orient toward a medical
career; (¢) a scholarship program to support Indian students in
graduate schools of medicine; (d) an extern program to provide
summer experience in IHS for Indian medical students; and (e) a
program for continuing education of IHS personnel among others.
A special nursing program and incentives for health professionals
are also included.

Title II of the IHCIA is a congressional mandate to IHS to begin
an incremental program to raise the health status of Indians to a
level equal to the rest of the Nation. Health services includes
direct and indirect patient care, dental care, mental health, alco-
holism treatment, and maintenance and repair. A Catastrophic
Health Emergency Fund; a Diabetes Prevention, Treatment and
Control Program; and a Mental Health Program are also included
in the Act.

Title III of the IHCIA pertains to the construction of health fa-
cilities, including hospitals, clinics, and health stations including
necessary staff quarters, and to the construction of sanitation fa-
cilities for Indian communities and homes.

Title IV of the Act relates to the collection and use of Medicare/
Medicaid reimbursements by the Indian Health Service. The Act
establishes a program of grants and contracts with tribal organiza-
tions to assist eligible Indians in obtaining Medicare or Medicaid
benefits.

Title V of the Act, as amended by the 1980 amendments, author-
izes grants to urban Indian organizations to provide outreach and
referral services to Indians in urban and other areas. ,

Title VI provides for organizational improvements in the Indian
Health Service. -

Title VII requires the Secretary to report to the Congress on the
status of Indian health and also provides for Miscellaneous pro-
grams including eligibility provisions for California Indians.

SuMMARY OoF MaJOR Provisions orF S. 2481
DECLARARTION OF HEALTH OBJECTIVES

The Committee Amendment amends section 2 to include an addi-
tional finding regarding the unmet needs of tribal programs oper-
ating under Indian Self-Determination contracts and notes that
- these Public Law 93-638 contract resources are varied, yet should
be provided in a fashion which allows for maximum flexibility for
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tribal governments in carrying out health programs to address
their respective local needs. “

The Committee Amendment reinstates the declaration of policy
language to underscore the fundamental legal obligation of the
United States government to raise the health status of American
Indians and Alaska Natives, including urban Indians, to the high-
est possible level, and to provide the necessary resources to carry
out this policy. The policy further provides that the Indian health
Service, including tribal health care programs, is responsible for
providing comprehensive health care delivery at all developmental
stages of life and must assure access to the same fundamental
health care benefits for all eligible Indian patients. In an effort to
better implement this policy, the Committee included in the
amendment 69 health status objectives. These objectives serve two
goals: (1) they provide a measuring device for comparing the cur-
rent health status of Native Americans to their health status and
the health status of other Americans in the year 2000, and (2) be-
ginning three years from the date of enactment of the Act, the
health status objectives will serve as a resource driving mechanism

for the Indian Health Care Improvement Fund and other resource

allocation methods.

The health status objectives were derived from a publication of
the U.S. Department of Health and Human Services, Public Health
Services, entitled “Healthy People 2000: National Health Promo-
tion and Disease Prevention Objectives” (DHHS Publication No.
(PHS) 91-50212). This report was released in 1990 and involved 22
expert working groups, 300 national health organizations, and all
state health departments in its development. The report recom-
mends numerous health objectives for the general population and

only 22 health status objectives specific to the Native American .

population. In an effort to more comprehensively address all devel-
opmental stages of life and the complete array of diseases most
prevalent among the Native American population, the Committee
adopted additional health status objectives from the Surgeon Gen-
eral’s report.

It is the intent of the Committee that the Indian Health Service
submit a substantial and well documented report on the progress
toward achieving these objectives annually. The health status ob-
Jectives will be utilized to assess the need for the resources re-
quired to allocate the Indian Health Care Improvement Fund. The
Amendment provides that the Indian Health Service will be al-
lowed a three year period to implement this new method of allocat-
ing the Fund. While the Committee expects that regulations will be
developed by the agency to implement the gathering of this infor-
mation, it expects that these regulations will not be overly complex
or overly burdensome for Indian tribal governments and those who
are involved in the provision of health care services or the oper-
ation of health care programs. The Committee suggests a minimum
burden be placed on Community Health Representatives and other
health care providers in the field in executing duties and that the
development and updating of epidemiological data be the responsi-
bility of the Area epidemiology centers authorized under the

Amendment. Finally, because health problems and their degree of .

' severity vary among tribal communities nationwide, each tribal
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government should determine the appropriate tribal-specific health
promotion and disease prevention goals that address a particular
tribe’s needs.

Four new definitions have been added to the Act, including
“Service area”’, ‘“Health profession”, “Health professional”’, and
“Substance abuse”. It is the Committee’s desire to clarify Title I of
the Act, by defining “Health Profession” to include those profes-
sions eligible for scholarship assistance under the 1988 Amend-
ments and to add the following new professions: Podiatric medi-
cine, geriatric medicine, marriage and family therapy, and chiro-
p;actic medicine. ‘“Substance abuse” is defined to include inhalant
abuse.

TITLE I—INDIAN HEALTH MANFOWER

Indian health manpower programs and scholarship assistance

The Committee considers the acute shortage of health profession-
als available to Indian and Alaska native communities, and in par-
ticular the acute shortage of Native health professionals, to be a
priority policy issue. The ability of tribal governments to provide
accessible and acceptable health care for their citizens is an impor-
tant part of achieving self-determination. In working to accomplish
this goal, tribal governments and tribal organizations have made
clear to the Committee their strong desire that health manpower
programs, to the extent possible, emphasize community-based
training, recruitment and retention of tribal people. Health care
must be available, accessible, and more importantly, acceptable.
Witness testimony noted that health care provided by people of
one’s own culture is the most appropriate, and results in better uti-
lization of health care services.

Indian and Alaska Native people lag far behind the general pop-
ulation in achieving parity in terms of their representation in the
primary health professions. While the numbers of Native people
employed as nursing aides, orderlies, attendants, licensed practical
nurses, and physicians attendants are consistent with their per-
centage in the population, Indian and Alaska Native people are se-
verely under represented in many of the primary health profes-
sions including positions for physicians, registered nurses, dentists,
optometrists, pharmacists, podiatrists, dental hygiene, and speech
therapists. (Source: “Minorities and Women in the Health Fields,”
1990 Edition, U.S. Department of Health and Human Services.)

Tribal governments and tribal organizations have voiced concern
that more opportunities must be developed for Native people to
enter into the health professions. Many of the current federal or
state programs which enhance opportunities for students to enter
the health professions are not specifically directed at meeting the
needs of Native students. The Indian Health Service also experi-
ences constraints in this area due to limited resources and lack of
sufficient recruiting personnel. The Committee believes that if the
problems of clinical staffing shortages are to be addressed on a long
term basis it is vital that concentrated efforts be made to draw
more Native people into service in the IHS.

A study assessing the supply, geographic and specialty distribu-
tion of American Indian physicians was conducted by the Universi-






