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I. INTRODUCTION

Of the various statutes, which form the foundation of the U.S. Indian Health Service (IHS), the Indian Health Care Improvement Act is one of the most comprehensive and significant in terms of contemporary federal policies.  First enacted in 1976, the IHCIA was authorized the IHS “…to implement the Federal responsibility to care and education of the Indian people by improving the services and facilities of Federal Indian health programs and encouraging maximum participation of Indians in such programs and for other purposes.” The IHCIA was amended over the years four different times, most recently in 1992.  At that time the IHCIA was extended through the end of Fiscal Year 2000, when it is scheduled to expire.  

The Director of the Indian Health Service is committed to ensuring that IHS, tribal and urban (I/T/U) providers are fully consulted during this next year and throughout the process to reauthorize the Indian Health Care Improvement Act.  Only through a comprehensive I/T/U consultation process can the IHS ensure that appropriate language is built into the Indian Health Care Improvement Act, which addresses the changes in the current health care environment and reflects the concerns and priorities of the I/T/U systems.   It is the hope that this comprehensive consultation process will help promote a unified position on the reauthorization of the Indian Health Care Improvement Act.  The theme of this effort is “Speaking with one voice”.
For this reason, the IHS launched a series of four regional consultation meetings held across the United States to incorporate the major policy issues and recommendations from I/T/U’s in each of the twelve areas of the IHS.  Prior to regional meetings, each IHS Area convened I/T/U’s in their Area for the purpose of reviewing the Indian Health Care Improvement Act and developing specific recommendations.  At the regional consultation meetings the Areas had the opportunity to discuss their issues and recommendations with I/T/U’s from other Areas, in an effort to reach consensus and resolution.  The results of each regional meeting have been consolidated into Draft Regional Reports.  After all four Regional Meetings have been conducted a Final National Report will be issued.  The goals and objectives of this consultation process were identified as follows:

GOAL:
To conduct a comprehensive consultation process which will result in Indian Country reaching consensus on key policy issues that will be reflected in the reauthorization of the Indian Health Care Improvement Act.


OBJECTIVES: 

1. Present Area policy issues and recommendations;

2. Identify cross-cutting and emerging policy issues;

3. Build consensus on major policy issues of the IHCIA;

4. Identify and develop collaborative relationships with key partners (Area, regional, national) in the reauthorization process;

5. Further the consultation process to include all stakeholders in Indian health.

The regional meeting for I/T/U’s in the Albuquerque, Navajo, Phoenix and Tucson Areas was held in Las Vegas, Nevada.  It was the third of four regional meetings across the United States.  A total of 243 participants, representing a broad range of affiliations registered for the Las Vegas meeting.  A list of all participants is attached to this report. The meeting was facilitated by IHS contractor, Kauffman and Associates, Incorporated (KAI) and coordinated by the IHS 437 Team and IHS 437 Coordinators from each of the Areas. 

Currently, the following Regional Meetings have occurred:

Regional Meeting Site
Dates

Areas Involved
Area Coordinators


Rapid City, SD
January 12, 13

Aberdeen
Claudia Valandra







Billings
Pete Conway




Reno, NV

February 1, 2

Alaska

Dave Schraer, Jim Armburst







California
Rachael Joseph, A. Nelson







Portland
Clark Marquart



Las Vegas, NV
March 30, 31

Albuquerque
Anthony Yepa







Navajo

D. Hutchinson, A. Roanhorse







Phoenix
Chuck Grimm








Tucson

Robert Price, Juana Casilla


New Orleans, LA
April  6,7

Bemidji
Charlene Red Thunder







Nashville
Bill Drew







Oklahoma
Luke McIntosh

The IHS approach to regional consultation on the Reauthorization of the Indian Health Care Improvement Act is a direct result of the feedback received from Indian health experts and tribal leaders convened earlier in the year for an IHS roundtable discussion.

The IHS convened health experts from Indian and non-Indian communities to begin discussing the reauthorization of the IHCIA and alternative approaches for a consultation process.  During this roundtable discussion, the participants reached consensus that the IHS consultation process with I/T/U’s should include the following features:

· Meeting should promote a partnership environment

· Need to be cognizant of the government-to-government relationship

· Keep meetings positive; keep communications open

· Work toward consensus

· Need to take a new look at how we approach the Act; encourage creativity and new ideas

· Keep an approach simple and documentation brief

· Provide results of the meetings to tribal leaders for feedback
The initial analysis conducted by the IHS roundtable, served as one of several resource documents for the participants at the Regional Consultation Meetings.  The regional consultation meetings were very much shaped by the recommendations from the participants in the IHS Roundtable on Reauthorization.  The agenda for the consultation meeting provided time and resources for participants to ask questions of speakers and panel presenters.  The facilitators encouraged questions or statements from the audience.  

Written materials were available for all registered participants to assist in their review and consideration of the Indian Health Care Improvement Act and related Indian health policy issues.  In each packet were the following materials:

· Agenda 

· IHS Roundtable Report on Reauthorization of IHCIA

· IHS Status Report on IHCIA section-by-section

· Annotated Codification of the IHCIA (as amended through 1996)

· Current Issues in Indian Health Policy (Roubideaux)

· Medicaid Managed Care Issues and Recommendations (NIHB)

· “How a bill becomes a law” (Government Affairs Institute)

· Timeline for FY 2001 Budget Formulation (IHS)

· Meeting evaluation form

In keeping with the recommendations of the IHS Reauthorization Roundtable, the agenda was presented in two phases.  The first day, participants were provided the opportunity to give input on key policy issues and recommendations related to the specific titles of the existing IHCIA.  Workgroups during included the following:

Day One Workgroups:

· Health Professions (Title I)

· Health Services (Title II and Title VII)

· Health Facilities (Title III)

· Access and Miscellaneous (Title IV)

· Urban Health (Title V)

· Preamble and Organizational Improvements (Title VI and VIII)

The second day, participants were asked to think beyond the restrictions of the existing statute and examine new and emerging issues.  

Day Two Workgroups:

· Entitlements, Benefits Package and Health Disparities

· Behavioral Health Issues (mental health and substance abuse)

· I/T/U Partnerships for the Future

· Medicaid and Managed Care

· Other Emerging Issues

Consensus based recommendations were developed in each of the workgroups.  When possible consensus statements are included in this report.  In cases where consensus was not reached or a final recommendation is not suggested, a summary of the discussion issues is provided.

The theme of “Speaking with one voice”, was integrated into the facilitation of each workgroup.  Participants were advised that the goal of the workgroups was to identify those key policy issues and recommendations around which consensus could be built. The workshop also identified those issues or recommendations where no consensus was reached and attempts to articulate the perspectives of the group. 

The Las Vegas consultation meeting began with a keynote address from the Director of the IHS, Dr. Michael Trujillo.  His presentation emphasized the importance for unity and consensus building in the reauthorization process.  Following an overview of the legislative process by IHS staff, each of the IHS Areas was provided time for tribal and urban programs to make presentations on their Area specific recommendations.

Each of the four Areas had already held several planning meetings prior to the regional consultation meeting.  Each Area had already developed written recommendations for the various sections of the Indian Health Care Improvement Act.  Copies of the Area specific recommendations are attached to this draft regional report.  The Phoenix and Tucson Areas combined their Area consultation process and produced one report for both areas.  The Navajo and Albuquerque Areas produced their own Area-specific reports.

The Albuquerque Area Panel presented a brief overview of their concerns from the perspective of tribal leaders and urban providers.  Tribal leaders Everett Vigil, Stanley Peno, and Joe Moquino summarized their concerns regarding the reauthorization, including issues such as, support for the Community Health Representative (CHR) program, flexibility to establish hospital “swing beds”, competition with other health resources and the need for unity and compassion.  Urban health program director, Trula Brenninger discussed the need for facility leases, accreditation and improved data systems for urban programs. The Albuquerque Area panel summarized their concerns by highlighting problems created by insufficient funding for IHS as a discretionary federal program and urged support to fully fund Contract Support Costs, emergency medical services and to elevate per capita expenditure for IHS beneficiaries to $3,000 annually.

The Navajo Area panel next presented an overview of the facilitated workshops they used to elicit IHCIA recommendations.  The Navajo Area presentation included the following participants:  The Honorable Vice President, Dr. Taylor McKenzie; The Honorable Speaker of the Council, Edward T. Begay; The Honorable Councilman and Chairman of the Health and Social Services Committee, Mr. Jerry Freddy; Thomas Christy, Navajo Division of Justice; Mary Beard, Health Administrator for the San Juan Southern Paiute Tribe; and Navajo Area IHS 437 Coordinators Anslem Roanhorse and Dee Hutchison.  The Navajo Area engaged in a comprehensive consultation process covering several meetings.  From this process several overriding recommendations were made including, increased funding for IHS; comprehensive health care; prohibition of using Medicaid and Medicare funds to off-set IHS appropriations; amendments to allow a Tri-State Navajo Medicaid Agency; Facilities; IHS Beneficiary Insurance Coverage; research on entitlement issues; no unfunded mandates; human resource development; transfer of authority to local levels; full Contract Support Cost funding and expanded health promotion.  Specific recommendations for each existing title in the law were also provided.

The Phoenix and Tucson Areas reported jointly regarding their Area consultations and related recommendations. Both areas participated in a joint consultation process.  The two areas were represented by Alida Montiel, Howard Ruben and Muriel Segundo.  Specific changes to each of the existing titles of the Indian Health Care Improvement Act were provided.   Some of the recommendations from the Phoenix and Tucson Areas included, revising Title I to make loan repayments tax exempt; expanding the CHR to population ratio; revising Title II to adjust CHEF for rural areas; focus on communicable diseases; revise Title III to access environmental funding from HUD; amend Title IV to allow billing tribal self-insurance plans and waive all co-pay requirements; amend Title V to expand provisions; make Title VI changes to improve the infrastructure of IHS, tribal and urban programs; revise Title VII to a “behavioral health” focus; and revise Title VIII to better describe the Public Health function of tribal health departments.

A panel on “Strategizing Politically” provided a forum for tribal and urban leaders to share information and concerns about the whole reauthorization process.  Prior experiences to enact Indian health legislation were shared by participants.  The theme of unity and “speaking with one voice” was emphasized by all participants during this panel presentation.

The afternoon sessions were dedicated to workgroup sessions, during which participants sought to achieve consensus on major recommendations for each title of the existing Act.  On the second day, presentations were made from each workgroup summarizing their recommendations.  The last set of workgroups focused on “cross-cutting and emerging issues”.  Each of these major sections are summarized in this Draft Report.

II. BACKGROUND ON THE INDIAN HEALTH CARE IMPROVEMENT ACT REAUTHORIZATION

The United States maintains a legal and moral responsibility to provide health services to America’s Indian and Alaska Native population.  These obligations are based upon numerous treaties signed between the U.S. and tribes which ceded millions of acres of land in exchange for certain reserved rights and basic provisions guaranteed by the United States, including health care.  The unique relationship between tribes and the Unites States is underscored in the U.S. Constitution (Article I, Section 8).  Federal laws and court decisions have confirmed the unique relationship between tribes and the federal government, and upheld the obligation of the United States to provide health services to American Indians and Alaska Natives. 

In 1921, President Hoover signed into law the Snyder Act, which provides the underpinning for a variety of federal Indian programs, including the Indian Health Service.  The Snyder Act provided, “…such sums as Congress may from time to time appropriate for the benefit care and assistance of Indians”.  The transfer of these responsibilities to the U.S. Public Health Service in 1955 sparked the beginning of the U.S. Indian Health Service, and a slow but measured rebound in the health status of American Indians today.  The legislative history of Indian health care can be traced back to the Snyder Act in 1921.  Only the Indian Health Care Improvement Act has provided more direction and foundation for the improvement of Indian health status.

· The Snyder Act of 1921 (25 U.S.C. 13)
The Snyder Act authorizes Congress to appropriate funds for the “relief of distress and conservation of health and for the employment of physicians” for Indians through-out the United States.  It represents permanent statutory authority for Indian health programs.

· The Johnson O’Malley Act of 1934, Amended 1936 (25 U.S.C. 452)


The JOM Act authorizes the Secretary of the Interior to contract with states and other local governments to provide education, medical attention, agricultural assistance and social welfare for Indian people in hardships related to the allotment process or other hardships related to Indians living off the reservation.

· The Transfer Act of 1954, Amended 1973, (42 U.S.C. 2001 et seq.)

The Act established the U.S. Indian Health Service under the Department of Health, Education and Welfare, and removed responsibilities for Indian health services from the Department of Interior.

· Indian Health Facilities Act of 1957 (42 U.S.C. 2005)


This Act provides the IHS with the authority to fund construction of hospitals for the benefit of Indian tribal patients.

· The Indian Sanitation Facilities and Services Act of 1959, (42 U.S.C. 2004)


This federal law expanded the duties of the IHS to ensure public health requirements were being met, including safe and sanitary drinking water, sewer systems, drainage facilities, waste and access to of water and sewer systems for Indian homes.

· Public Law 91-224 of 1970, (16 U.S.C. 459; 33 U.S.C. 446; 31 U.S.C. 529; 

41 U.S.C. 5)


This law provided authority for the Departments of Interior and Health and Human Services to collaborate on demonstration projects, which would provide central community systems for safe drinking water in Alaska Native villages.

· The Indian Self-Determination and Education Assistance Act of 1975, Amended in 1988 and 1994, (25 U.S.C. 450 et seq)


The Act authorizes federally recognized Indian tribes the means to contract with the federal government for the purpose of administering and operating federal programs, services, functions and activities which were established to serve that tribe.  

· The Indian Health Care Improvement Act of 1976, Amended 1980, 1988, 1990, 1992 and 1996 (25 U.S.C. 1601 et seq)


This is landmark legislation, which elevated and invigorated Indian health care improvement measures to a higher level within Indian communities and within the federal government.  The Act provided clear policy for the Nation to elevate the health status of Indians and Alaska Natives to the highest possible level.  The current IHCIA provides a “Declaration of Health Objectives”, which it proposes be met by the year 2000.  The Act set out specific new programs and initiatives, including 

(Title I “Health Professions”(Recruitment, Scholarships, Externs, Continuing Education, Community Health Representatives, School Loan Repayment, Advanced Training, Nursing Recruitment and Schools, Tribal Culture/History, INMED Program, Community Colleges, Incentives Ruse Residency, Alaska Community Health Aid, Matching Grants to Tribes, Tribal Health Administration, U of South Dakota Program) 

(Title II “Health Services” (Indian Health Care Improvement Fund; Catastrophic Health Emergency Fund; Health Promotion and Disease Prevention Services; Diabetes Prevention, Treatment and Control; Hospice Care Feasibility Study; Reimbursement from Certain Third Parties; Crediting of Reimbursements; Health Research; Mental Health Prevention and Treatment Services; Managed Care Feasibility; California CHS Demonstration; Mammography Screening; Patient Travel Costs; Epidemiology Centers; School Health Education; Indian Youth Grants; Indians into Psychology Program; Tuberculosis Control; Contract Health Service Study; Prompt Payments, Electronic Payments Demonstration; Liability for Payment, Office of Indian Women’s Health)

(Title III “Facilities”, (Consultation on closure of facilities; Safe Water and Sanitary Waste Disposal Facilities; Indian preference on Firms; Soboba Sanitation; Expenditure of non-Service funds for renovation; Grants for Construction, Expansion of Ambulatory Care Facilities; Indian Health Care Delivery Demonstration Project; Land Transfers and Buy American applicability.)

(Title IV “Access to Health Services; (Treatment of payments under Medicare; Treatment of Payments under Medicaid; Report Requirements; Grants and Contracts with Tribal Organizations; Demonstration for Direct Billing; Emergency Contract Health Services)

(Title V “Urban Health”; (Contacts and Grants to Urban Indian Organizations; Contracts and Grants for Health Care and Referral Services; Contract and Grants to Determine Unmet Needs; Evaluations and Renewals; Other Requirements; Limits on Authority; Facilities Renovation; Urban Programs Branch; Alcohol and Substance Abuse; Treatment of Certain Demonstration Projects and Urban NIAAA Transferred Programs)

(Title VI “Organizational Improvements”; (Establishment of the IHS as an agency of the Public Health Service; and Automated Management Information System)

(Title VII “Substance Abuse Programs”; (Defines IHS responsibilities; IHS Programs; Indian Women’s Treatment; IHS Youth Treatment; Training and Community Education; Gallup ASA Treatment Center; Fetal Alcohol Syndrome grants; Pueblo Substance Abuse Treatment; Thunderchild Treatment Center; Counselor Education Project; Gila River Alcohol Treatment Facility; Alaska Native Drug and Alcohol Abuse Demonstration)

(Title VIII “Miscellaneous Provisions”, (Leases with tribes; Limitations of use of funds; Nuclear Resource Development Health Hazards; Arizona CHSDA; Eligibility of California Indians; California CHSDA, Contract Health Facilities; National Health Service Corps; Health Services for Ineligible Persons; Infant and Maternal Mortality and FAS; CHS for Trenton Service Area; IHS/VA Facilities and Sharing of Services; Reallocation of Base Resources; Demonstration Project for Tribal Management; Child Sexual Abuse Treatment Programs; Tribal Leasing; Home and Community-based Demonstrations; Shared Services Demonstration; Priority of Indian Reservations.)

· Indian Alcohol and Substance Abuse Prevention and Treatment Act, (Subtitle C of the Omnibus Drug Act o f1986:  P.L. 99-570, Amended in 1988, 1990 and 1992)


This Act provided specific authorizations to address the problem of alcoholism, alcohol abuse and drug abuse in Native American communities.  Each tribe developed an action plan to combat addictions, and inpatient treatment centers for Indian adolescents were authorized.

The IHS is an agency established under the U.S. Public Health Service within the Department of Health and Human Services (DHHS).  The mission of the IHS is to provide a comprehensive health service delivery system for American Indians and Alaska Natives.  The range of services provided through the IHS includes a broad spectrum of preventive, curative, rehabilitative and environmental services. The IHS has developed a model of service delivery, which incorporates direct outpatient and inpatient facilities, contracting for the provision of services from the private sector, contracting with tribes and urban providers of health services.  The IHS approach is comprehensive and includes public health nurses, community health representatives, sanitation initiatives and housing quarters for providers in rural remote areas.
The IHS provides health services through 144 Service Units which are composed of more than 500 direct healthcare delivery facilities, including 49 hospitals, 190 health centers, 7 school health centers, and 287 health stations, satellite clinics, and Alaska village clinics. 

In addition to direct services provided by IHS, within the system 1) Indian tribes deliver IHS funded services to their own communities with about 35 percent of the IHS direct services budget in 11 hospitals, 129 health centers, 3 school health centers, and 240 health stations;  2) various health care and referral services are provided to Indian people away from the reservation settings through 34 urban center programs; and, 3) the purchase of contract health services from non-IHS providers to support, or in some cases in lieu of, direct care services that IHS is unable to provide in its facilities.  Services are administered directly by the IHS, Tribes or urban providers (I/T/U). 
Many of the American Indian and Alaska Native people served by the IHS live in some of the most remote and poverty stricken areas of the United States. For them, the IHS represents the only source of health care available.  Others reside in larger communities but face cultural or financial barriers to care.  While the IHS represents the primary health resource for most Indian people in the U.S., Indian people are also eligible for a variety of alternate resources, such as Medicaid, Medicare, state programs and private insurance.  The IHS requires beneficiaries to exhaust these alternate resources before expending contract health resources.  For federal, tribal and urban providers of services under the IHS, this myriad of alternate resources and requirement makes providing vital health services to American Indians and Alaska Natives a challenge.

American Indians and Alaska Natives, while gradually improving in health status, remain one of the most vulnerable populations in the United States, dying at rates higher than other racial groups in America in many categories.

· The median age for Indians living in the 34 reservation States is 24.2 compared to 32.9 for the U.S. All Races and 34.4 for the White Race. 

· For Indians, 33 percent of the population was younger than 15 years and 6 percent was older than 64 years.  For the U.S. All Races population, the corresponding percentages were 22 and 13, respectively.

· According to the 1990 Census, the median household income in 1989 for Indians residing in the current Reservation States was $19,897, compared with $30,056 for the U.S. All Races population.  During this period, 31.6 percent of Indians lived below the poverty level, in contrast to 13.1 percent for the U.S. All Races population.

The Indian Health Care Improvement Act represents this nation’s commitment to improving the health status of American Indians and Alaska Natives.  The U.S. Indian Health Service has conducted its’ own assessment of the provisions of the IHCIA and provided these materials to I/T/U participants during the consultation process.

III. MAJOR POLICY ISSUES AND CONSENSUS RECOMMENDATIONS

A. Specific Titles of the Indian Health Care Improvement Act

1. Health Professions (Title I)

The Indian Health Manpower Title I, commonly referred to as Health Professions, has twenty three (23) sections which describe methods of increasing the number of Indians entering the health professionals to the Indian Health Service, Indian Tribes, Tribal organizations, and urban Indian organizations that are involved in delivering health care to Indian people.  

· Health Professions Recruitment Program for Indians: In this section grants are made to public or nonprofit private health or educational entities or Indian tribes or tribal organizations to assist such entities in meeting the costs of identifying Indians with a potential for education or training in the health professions and encouraging and assisting them in the process of preparation to enroll and study for a health career.  

The work group wanted the grants awarded to include applicants that emphasized Jr. High & High School level science programs.  The group wanted the Title name to be changed to Indian Health Human Resources and Development.  The grantees should be required to recruit from the whole region not just one tribe or immediate area and that the grant awards should take in account the geographic distribution of awards.  The work group wanted to include urban Indian health programs be eligible entities under this section.  They wanted this section moved to sections 103 and 104, ensuring that 1st year applicants do not compete with 2nd, or 3rd year applicants. The work group did not come to consensus on combining section 102 with other sections in this title as the Navajo Nation recommended.

· Health Professions Preparatory Scholarships for Indians: The purpose of this section is to provide scholarships for undergraduate degrees leading towards a field of study in a health profession.  Yearly re-applications are required.  The work group stated that they wanted the eligibility the same as Section 104(d).  They wanted to make these scholarships tax exempt.  The work group wanted to change the term “grant” to “award” to streamline the award and distribution process. Include Information Technology (IT) professional and technical support level training to the list of eligible degree programs.  In addition include development of human resource and capacity for organizational management and leadership such as health care accounting, fiscal management ambulatory services, and other types of management type of degrees.  The work group had a difference of opinion over centralization Vs decentralization of responsibility for the program.  No consensus was reached. 

· Indian Health Profession Scholarships: This scholarship is awarded with an active duty service obligation.  The work group wanted the term “grant” changed to “award” when it referred to scholarships.  In addition they wanted to change service obligation

From “serving obligation” to “serving a substantial number of Indians.” They stated that they wanted the language for eligibility to be changed back to the language contained in the 1988 amendments.  They stated that the recipients should be exempt from federal taxes for tuition/fees and other reasonable cost.  The work group stated that there should be authority to have administrative costs paid from funds allocated for health profession scholarships.  The funds should be appropriated as authorized in Section 108A, Scholarship and Loan Repayment Recovery Fund.  These scholarships should include doctorate level education and not stoop at master’ level; i.e. nursing. The work group wanted to continue the “back home” language to this section to assist with placement of scholarship recipients at their own reservation or tribal sites.  In addition they wanted to change the language under service obligation to “health professional shortage area and serving a substantial number of Indians or serving a substantial number of Indians”

· Indian Health Service Extern Program: This section allows for scholarship recipients to be entitled to employment in the I.H.S during any nonacademic

period of the year.  The work group wanted to change “grant” to “award.”  They wanted the language changed that makes tribes and urban sites/programs available for externs.  In addition they wanted the sites to be expanded to other health agencies such as National Institutes for Health (NIH), Center for Disease Control (CDC) and possibly the private sector.  This included a program for traditional Indian medicine internship for health professionals.  They stated that they wanted more funding and they wanted travel funds for the externs covered by this authority.  The work group wanted a Junior HCOP developed for Indian children to enable them to participate early in an externship/professional mentoring opportunity.  

· Continuing Education Allowance: This section grants continuing education funds to health professions in order to encourage them to provide health services in the rural and remote areas where Indian people reside.  The work group stated that sufficient funds should be appropriated to ensure all health professional and paraprofessionals have access to CEA funds. They stated that they wanted the funds based on resource shortage criteria.  They also stated that there needed to be a funding increase.

· Community Health Representative Program: This section provides for the training of CHR’s and sets out the standards for such training.  The work group stated that they wanted the training for CHR's to allow for state certification as home health aides, nurse assistant so they could receive third party reimbursement.  They wanted the appropriations increased.  Navajo recommended moving the Community Health Aide program for Navajo to Title II.  The work group wanted to establish a Native American Medicine component to this section.  They wanted this section to include Urban Indian programs and that transportation services to be recognized as an essential service to access needed health care.  They wanted increased funding instead of a reduced budget.  It was recommended that the population ratio of  1 CHR:500 be changed to 1 CHR:350.
· Indian Health Service Loan Repayment Program: this section provides for eligible applicants to receive funds for their education and then fulfill an obligation to the Indian Health Service for a period of time as a loan forgiveness mechanism.  The work group stated that they wanted this authority to extend to tribal and Indian clinics as well as Indian Health Service facilities.  They stated that if the applicant is funded the first year, funding for their entire program should be guaranteed.  They wanted the funds increased and the program expanded to include all health professionals and manpower shortage areas.  The work group wanted the authority decentralized from IHS headquarters to the I.H.S. Area Offices to allow area offices to design their own system that meets the local health manpower need.  In addition they wanted category specific funding distribution of loan repayment funds because the health manpower needs are different at each service area.  They also stated that tribes or service units that use their own funding to provide loan repayment should be allowed to fund whatever discipline/individual they desire/need without adherence to the national percentages for the disciplines.  The work group stated that funding appropriated for the administration of Section 108 may be used for the administrative expenses of Section 102, 103, 104, and 108A.  They wanted this section to be tax exempted for loan repayment that would increase funding by 35%.  The group could not come to consensus on the recommendation to remove the “mandatory” reduction of bonuses for 437 scholarships.  
Scholarship and Loan Repayment Recovery Fund:  

Nursing Program and Nursing Schools: This section provides grants to higher education institutions to recruit and train nurses, nurse midwifes, and nurse practitioners to provide or continue to provide health care services to Indians.  The work group stated that it was not generally known what institutions had been awarded grants and they wanted a list of the schools with grants to be communicated to Indian country.  They also stated that the grant length should be extended to five (5) years.

2. Health Services and Substance Abuse (Title II and VII)

This workgroup had a large number of participants.  Upon review of the issues, it was the decision of the group to divide into two (2) workgroups.  One to deal with Title II issues and the other to address issues related to Title VII.  A summary of the recommendations from the Title II discussion follows: 

· Section 201-Indian Health Care Improvement Fund:  The workgroup recommended to reauthorize this section and to add provisions for long term care, hearing aids, and eye care to the list of services identified in Section 102 of the Act.

· Section 202-Catastrophic Health Insurance Fund:  The consensus recommendations were to move this section to Title IV “Access to Services” and to establish a new provision, which would authorize a federal “reinsurance” fund to be established.  It was also agreed that the threshold for CHEF funding should be reduced and annual increases for CHEF appropriations should be provided as well as “adjusters” for rural areas and other high cost considerations.

· Section 203-Health Promotion and Disease Prevention:  There was strong support for the reauthorization of this section, with renewed emphasis on primary prevention activities at the local level.  A comprehensive definition of primary prevention activities was proposed consolidating the priorities from all three Area Reports.

· Section 204-Diabetes Prevention, Treatment and Control:  There was overwhelming support for the reauthorization and expansion of this section to incorporate continued funding for the national Diabetes Initiative which began under the Budget Act.  Some of their recommendations included integration of the western medicine model with culturally appropriate models; expansion of services for school age children, increased funding for research, and provisions for a diabetes initiative for every service unit or tribe.

· Section 205-Hospice Care Feasibility Study:  It was the consensus of the workgroup to delete references to “feasibility studies” in section 205, and proceed to develop specific services for “end-of-life” issues, including hospice care, nursing homes, and pain control.

· Section 206-Third Party Reimbursement:  The workgroup recommended that section 206 be moved to Title IV and new provisions be included to allow for direct billings and collections for all I/T/U’s.  Further, the group recommended that “free-standing outpatient facilities” be allowed to bill Medicare.  The group endorsed Area recommendations to authorize reimbursement for home health, palliative, hospice services for all I/T/U facilities.

· Section 207-Crediting of Reimbursements:  The workgroup recommended reauthorization and moving section 207 to Title IV “Access to Services”.

· Section 208-Health Research:  This section should be reauthorized.  The workgroup also supported specific provisions recommended in the Phoenix and Tucson reports, including technical assistance to tribes, increased collaboration, identification of research areas, and support for local and area Institutional Review Boards (IRB).  The workgroup also recommended moving this section to Title VII.

· Section 209-Mental Health Prevention and Treatment Services:  The workgroup reached consensus that this section should be transferred to Title VII and consolidated with Substance Abuse services to create a new Title on “Behavioral Health”.  The group also supported new language to allow for construction of facilities for adolescent psychiatric inpatient care.

· Section 210-Managed Care Feasibility:  Consensus was reached to recommend elimination of “feasibility studies” in this section, and create new authorities specifically to eliminate barriers for I/T/U’s to becoming managed care organizations (MCO), such as the “Anti-deficiency Act”, limited or restricted provider networks, HCFA/State barriers, dual accreditation requirements and insufficient I/T/U management information systems.  Recommendations were also agreed to regarding the elimination of co-pay requirements for IHS beneficiaries in managed care systems, options for demonstration programs under managed care, and authorization for I/T/U’s to purchase private insurance or pay for MCO coverage for patients.

· Section 211 California Contract Health Service Demonstration Program:  The workgroup recommends deleting this section.

· Section 212 Coverage of Mammography Screening:  The workgroup reached consensus that this section should be re-focused to address “Cancer Screening” and include all types of cancers, not just breast cancer. New authorities should be added to provide for training and technical assistance to I/T/U’s and purchase of screening equipment at the local level.

· Section 213 Patient Travel Costs:  Consensus was reached to reauthorize this section and to include new provisions which would address related issues, such as support for emergent and non-emergent ground and air transportation.  Special focus should be included for dialysis patients, compliance with JCAHO/CARF standards, driver training, and air contracting flexibility.  Consideration for reimbursement of travel costs should also be included.  Costs associated with transportation should be taken out of the CHS budget and shown separately.

· Section 214 Epidemiology Centers:  Consensus that this section is important and should be reauthorized.  Each Area has not yet been funded, and should be required to be funded under the Act.

· Section 215 Comprehensive School Health Education Program:  There was consensus that this section should be rewritten and refocused to delete “curricula development” and focus on “implementation” of comprehensive school health education programs.  Specific findings regarding the importance of school health education should be included in the “findings section” of the Act.

· Section 216 Indian Youth Grant Program:  The group reached consensus that this section should be reauthorized as the “Indian Youth Wellness Program” and integrated throughout the I/T/U system based on population, not as a competitive grant program.

· Section 217 Indians Into Psychology:  This section should be moved to Title I and expand participation to more universities and colleges.  The group also supported new authority to provide for a Psychology Internship program.

· Section 218 Prevention, Treatment and Control of Tuberculosis:  Consensus was reached to change the title of this section to “Communicable Diseases” and include all health concerns such as tuberculosis, AIDS/HIV, hepatitis, sexually transmitted diseases, etc.  New authority to fund a national program for disease surveillance and treatment for all communicable diseases was recommended.

· Section 219 Contract Health Service Study:  Recommended that this section be deleted.  Provisions should be made in Title IV to authorize payment of nominal fees for patients similar to the State of Arizona’s AHCCCS program.

· Section 220 Prompt Action for Payment of Claims:  The law should be amended to clarify the intent of the “5-day rule”.  It was to require contractors of IHS to be notified within a certain time frame.  There was no consensus regarding how much time, but suggestions ranged from 10 days to 30 days.

· Section 221 Demonstration Electronic Claims Processing:  Delete (this section is no longer needed).

· Section 222 Liability for Payment:  This section should be reauthorized and moved to Title IV.  New provisions should be added to ensure the “consumer protection” function of the IHS and federal law.  New language should state that the IHS, tribe or patient is not liable for a bill if not billed within a certain timeframe, similar to provisions in Medicaid and Medicare.  Federal law should be added prohibiting any I/T/U contractors from turning patient accounts over to collection agencies for services rendered on behalf of the IHS.

· Section 223 Office of Women’s Health:  Recommend reauthorization and expansion with greater flexibility including grants for women’s health programs, older women’s health initiatives and grant writing assistance.

· New Provision for Emergency Medical Services:  There was consensus that a new section addressing emergency medical services should be created to support EMS and EMT’s in the field.

In addition to developing consensus recommendations for Title II, the workgroup broke off into two groups and also addressed substance abuse issues under Title VII.  The following is a summary of the consensus recommendations reached under Title VII.

· Section 701 IHS Responsibilities:  It was the consensus of the group that Title VII should be renamed “Behavioral Health Programs” and consolidate substance abuse and mental health issues.  Provisions should be added to require that a study on the “scope of the problem” be conducted.  Wording in this Title amended so that references to “tribes” should be reworded to say “I/T/U’s”.  

· Section 702 IHS Programs:  Consensus was reached to amend Title III to provide authority for alcohol and substance abuse facility construction projects.  Wording changes are recommended to address community inclusion and technical assistance. Specific technical bill language was proposed by this workgroup covering a variety of issues including, health promotion; acute medical detoxification, acute psychiatric hospitalization; inhalant abuse; FAS; outpatient services; intensive outpatient treatment; day treatment programs; residential behavioral health treatment facilities; continuity of care facilities; transitional living; family retreat centers; shelters for women and their children; and contract health service coverage.  

· Section 703 Indian Women Treatment Program:  Delete this section and cover women’s treatment programs under “Comprehensive Prevention and Treatment Programs”.

· Section 704 IHS Youth Program:  Bill language is proposed which provides for additional youth regional treatment centers in each IHS area and deletion of the multi-drug abuse study.

· Section 705 Training and Community Education:  Detailed bill language was developed which calls for revisions to this section, highlighting specific community education models, such as “Gathering of Native Americans (GONA)” and training for Primary Care Providers (PCP).

· Section 706 Gallup ASA Treatment Center:  Reauthorize.

· Section 707 Reports:  Consensus recommendations to delete the current CDMIS reporting system and replace it with “core data” requirements for behavior health programs.  Also recommending basic reporting requirements for I/T/U’s operating behavior health prevention and treatment programs on a quarterly basis.

· Section 708 Fetal Alcohol Syndrome and Fetal Alcohol Effect Grants:  Consensus recommendation to delete FAE and focus program on FAS, eliminating grants and providing ample funding to the entire I/T/U system, including a national FAS registry.

· Section 709 Pueblo Substance Abuse Treatment Project for San Juan Pueblo, NM:  Delete special programs and cover all services under Section 702 “Comprehensive Prevention and Treatment Programs”.

· Section 710 Thunderchild Treatment Center:  Delete all special programs and cover under Section 702.

· Section 711 Substance Abuse Counselor Education Demonstration Project:  Change the title to “Certification, Education, and Training of Behavioral Health and Substance Abuse Counselors”.  Detailed bill language was drafted by this workgroup highlighting training, education, certification and continuing education.

· Section 712 Gila River Alcohol and Substance Abuse Treatment Facility:  Delete special programs and cover under Section 702.

· Section 713 Alaska Native Drug and Alcohol Abuse Demonstration Project:  Delete special programs and cover under Section 702.

· Section 714 Authorization for Appropriations:  Language is recommended to require increased funding.

· New Section on Traditional Alternative Healing:  A new section is recommended to support tribal efforts to utilize traditional healing approaches to behavioral health, including the use of Contract Health Service funds.

3. Health Facilities (Title III)

Health Facilities (Title III) of the IHCIA describes the methods of funding for new and replacement facilities.  There are provisions for tribal consultation, reporting to congress and methods for implementing the Indian self-determination Act.  It includes safe water and sanitary waste disposal facilities provision and other alternative methods for funding facilities.   

· Accreditation: The current document identifies Joint Commission Accreditation of Hospital Organizations (JCAHO).  The work group stated that the wording needed to be changed “not identifying” JCAHO as the specific accreditation authority as there are several other IHS approved accrediting authorities.  In addition they stated that there were other accreditation issues needing to be considered throughout the law.  In the current law it states that a new facility must be accredited by JCAHO within one year after construction is completed.  Again, the work group stated that the new facility construction should meet the IHS standards of construction.  The law should not specifically refer to JCAHO.  It should refer to an IHS approved accrediting authority. 

· Health Facility Priority System: The work group stated that congress does not have an accurate picture of all unmet health facility needs.  The current method favors hospitals and large facilities.  An accurate and fair reporting system needs to be developed that reports annually clearly identifying the needs of smaller ambulatory facilities.  Hospital rate higher on the construction priority list as compared to ambulatory health care facilities.  The work group stated that the “agency” should not build hospitals where there is excessive bed space in urban areas so that construction resources can be re-allocated to ambulatory clinics.  Existing resources must be best-utilized in existing health facilities in urban areas.  There has always been universal allocation of funding.  Most IHS Areas go without construction funding while other IHS Areas get funding for new construction consistently.  The work group wanted the current IHS priority system changed to allow equity in the distribution of new construction funds.  They recommended that decisions should be made at the local (IHS Area) level as to the allocation of construction of new facilities.

· Grant Program for the Construction Expansion and Modernization of small Ambulatory Care Facilities: The work group stated that this section had never been fully funded because congress does not realize the scope of the unmet needs.  Appropriations will never be identified without proper documentation.  It was recommended that IHS be required to provide an annual report to Congress that will ensure equity and proper consideration for ambulatory facilities.  In some cases tribes are funding their own construction through commercial or guaranteed loans:  It was recommended that funds be made available to reimburse 100% of tribe’s obligation for loans for health care facilities.  

· Safe Water and Sanitary Waste Disposal Facilities: The work group stated that Housing and Urban Development (HUD) would not accept “ our environmental reviews.”   It was recommended that there needs to be a better-coordinated effort between IHS and HUD to meet health, safety, and environmental reviews.  At the tribes request the IHS should be deemed the regulating agency. IHS funds can not be used for sanitation facilities for HUD constructed homes.  The relationship needs to be strengthened between IHS and HUD.  HUD must clearly know that it has the responsibility for providing funds for sanitation facilities for homes they construct.  IHS needs to continue providing technical assistance’s.

· Sanitation Deficiency System (SDS): the tribes do not have input into the total system.  Even though the tribes have input into their own community needs, they have no input into the system when it reaches the Area/HQ levels.  It was recommended that the tribes have more involvement in the total process including input on the reports that are generated at the IHS Area and Headquarters levels. 

· Maintenance and Improvement (M&I ): M&I funding has not increased over the past several years yet the amount of health facility space does increase.  As more health facility space is approved for M&I eligibility, the existing health facilities get less funds when they are already under funded.  There needs to be assurance that new health facilities will be funded with M&I funds through additional appropriations from congress.

· Medicaid and Medicare Construction: The appropriations committee currently must approve use of M&M funds for renovation and construction projects over $1 million dollars.  The work group stated that congress should be notified as a “need to report” however approval for expenditures over this threshold should be changed. 

· Leasing: The IHCIA authorizes IHS to lease health care space from tribes under a twenty-(20) year lease.  However the Balance Budget Act requires that the full amount of these leases be “scored” in the first year of the lease.  New language in the IHCIA should waive the requirement that the full lease amount be “scored” in the first year.

· Matching Fund Requirement: Agencies that require matching funds do not permit funds from other federal agencies to be used as meeting the “matching dollar requirement(s)”.  IHS should be allowed to use appropriated federal funds to comply with the matching requirements of state, federal and other funding agencies.

· Other Avenues for funding health facilities: There are not enough ways to get health facilities built.  The agency needs to have multiple ways to get health facilities constructed such as on-time revolving loan programs and authority for guaranteed loan programs.

· Definition of health facility:  A clear definition of health care facilities is needed.  Current IHS definition does not include the variety of health care services provided.  The definition should include mental health, elder care, rehabilitation services, and alcohol/drug abuse. 
4. Access to Health Services (Title IV)
The workgroup on Title IV developed consensus recommendations related to Medicaid, Medicare and access of I/T/U delivery systems to these resources. The group examined existing recommendations from the three Area reports to determine where there were commonalities, conflicts and unique recommendations.  After facilitated discussion, the following  is a summary of their consensus recommendations:
· Section 401 Treatment of Payments under Medicare:  There were no areas of conflict among participants regarding this section. All three Areas recommended changing the name of this title to a more appropriate description. There was also agreement for amendments which would allow I/T/U’s to be designated as managed care organizations (MCO’s) and provide authority for waivers under the Anti-deficiency Act for I/T/U participation in Medicare or Medicaid managed care systems.

· Section 401 and Section 402 Medicare and Medicaid:  Consensus recommendations overlapping both sections included, amendments to allow for direct reimbursement for all I/T/U’s including freestanding clinics; provisions for 100% FMAP reimbursement to states for case management services provided by I/T/U’s; waivers for all co-payment or premium requirements for IHS beneficiaries; guaranteed reimbursement for all Medicare or Medicaid covered services; requirement for managed care organizations to reimburse I/T/U’s for out-of-plan services; Medicare reimbursement to all I/T/U facilities; and guaranteed 100% reimbursement to states for Medicaid services provided by I/T/U’s regardless of provider or location of provider.

· Section 402 Medicaid:  Areas of common agreement included recommendations for free standing clinics to be able to bill Medicare; waivers for cost sharing or co-payments; increase use of Medicare/Medicaid revenues for construction from $1 million to $5 million.  Unique recommendations for which there was support and consensus, included authorization to implement the Navajo Tri-state Medicaid Agency; recognition of I/T/U’s as managed care organizations and elimination of the term “facility” in law.  There was no consensus reached regarding proposals for I/T/U’s to bill HCFA directly or to allow for I/T/U’s to accept risk-based contracts.

· Section 403 Reports:  There was no consensus as to whether this section should be reauthorized or deleted.  There was consensus that reporting requirements should receive further study.

· Section 404 Grants and Contracts with Tribal Organizations:  There was consensus that this section should be reauthorized and additional education and information provided through these contracts and grants to improve reimbursement under the Child Health Insurance Program (CHIP).   The group also recommended provisions to ensure payments for any and all co-pay, premium or deductible requirements was made by IHS or waived entirely.

· Section 405 Direct Billing Demonstration:  The Phoenix/Tucson Area report suggests detailed bill language for consideration.  Overall, there was consensus that direct billing should be allowed throughout the I/T/U system, bypassing managed care organizations.  Reporting requirements should be reduced in frequency and HCFA should initiate funding to conduct actuarial studies for services to Indian patients in rural areas.

· Section 406 Emergency Contract Health:  Consensus to reauthorize. 

· Section 407 Appropriations:  The workgroup recommended consideration of payment for Indian lands as a starting point in calculating appropriations.

· New Sections Under Title IV:  There was consensus to address several new provisions under this Title, including, provision for 100% FMAP by HCFA for emergency and on-emergency transportation provided by I/T/U’s; Medicaid and Medicare reimbursement for “out-of-plan” services provided by I/T/U’s; reimbursement under Medicare/Medicaid for multiple visits occurring in the same day; direct reimbursement from HCFA to I/T/U’s for pharmacy services; authorization to reimburse through Medicaid/Medicare for translator and outreach services; authorization to bill for traditional native healing services; and authorization to bill tribal self-insurance plans with the tribe’s consent.

5. Urban Health (Title V)

The purpose of this title is to establish programs in urban centers to make health care services more accessible to urban Indians.  The discussion was primarily on national issues and methods of inclusion.  

· Memorandum of Agreement: Urban Indians are not included in the Health Care Finance Administration (HCFA) Memorandum of Agreement (MOA) regarding universal rates for Indian Health Service facilities and tribes.  The work group stated that the urban Indians should be included.

· Title V Continuing: The work group discussed whether the urban programs should be dispersed throughout the IHCIA in other titles or remain in Title V.  The work group stated that the Urban Programs should remain in Title V however Title V should specify that Urban programs are eligible to participate in other sections with new funds to provide for professionals, facilities, services, etc.

· National data on Urban Indians: There is a lack of national data on Urban Indians.  An Epidemiological Center for Urban Indians should be established to develop data, provide technical assistance to urban programs, and conduct needs assessments.  This Urban EPI Center could be included in one of three or four “Centers of Excellence”.

· Identification of new Urban sites: Many urban areas with large Indian populations do not have urban Indian Health programs. The agency needs to conduct an assessment for potential new program sites using current data. (socio-demographic variables: age, gender, and tribe, etc.).

· Consultation process: I/T/U and affiliated Indian engaged in the consultation process at the area level producing recommendations for IHCIA.  The work group wanted the recommendations from the area to be carried forward in the consultation process.

· NIAAA programs: These programs have authority to be converted to Title V. IHS has not completed the process.  The work group stated that the conversions of all NIAAA programs should be completed by the year 2001.

· Relationships: There is a need for dialogue/relationship building process between the Tribes and Urban Programs in order to “speak with one voice.” The major issues that need to be worked out are eligibility-enrollment status, federally recognized vs. affiliate Indians, and members from other tribes.  In addition there are access problems.  There are many inconsistencies in access regulations that leave many Indians not served.

6. Preamble, Organizational Improvements and Miscellaneous (Title VI and VIII)

· Preamble:  The workgroup participants agreed that the existing law contains too many health objectives in the preamble which are meaningless to Indian communities and outdated.  The group supported the rewrite proposed by the Navajo Area which specifies 27 health objectives.  There was consensus that the preamble should also identify the need to raise the per capita spending for Indian health to that of the general public.  

· Section 602 Automated Management Information System:  There was consensus that the system should not just be automated, but integrated and available to all I/T/U’s.  The system should be refocused on current challenges, such as integrated financial and clinical care data.  
· Section 603  Appropriations:  A percentage set-aside should be mandated for MIS.  There was no consensus as to how much should be set-aside.  
· Section 803 Plan of Implementation:  The Plan of Implementation should be moved to the beginning of the Act and tied to the I/T/U consultation process.
· Section 806 Limitation on Funds:  This section should be reauthorized but moved to Title II.
· Section 807 Nuclear Health Hazards: This section should be moved to Title II Health Services and more focus programs and activities.
· Miscellaneous Provisions:  There was general consensus to reauthorize Sections 808, 809, 810, 811, 812, 813, 814, 815, 818, 819, 821, 822, 823, and 825.  Section 817 should be clarified to eliminate confusion and substitute 5% reallocation with a limit of 1-% reallocation authority.  Section 824 should expand language to include other federal agencies locating on Indian lands.  Section 802 should be amended to conform with  existing negotiated rule making procedures in the Indian Self-Determination Act.
B. Cross-Cutting and Emerging Issues

1.
Medicaid and Managed Care

This work group discussed several concerns and issues that directly impact reimbursement for I.H.S., tribal and urban health programs. I/T/U’s seek Managed Care Organization (MCO) status for purposes of contracting with states which required MCO administration of Medicaid resources.  The benefits of such an arrangement include:

· The funds would go directly to I/T/U;

· Patients would see same provider; 

· There are existing funds available; 

· I/T/U programs are more culturally sensitive;

· There would be more control at the I/T/U level.

The Negative impacts are:  

· Inherit costs for non-CHS eligible patients; 

· high risk and high cost patient population; 

· there may not be sufficient fund to pay for a suit against the MCO.

Recommendation: Medicaid funds should be allocated directly to I/T/U.  The state would be eliminated as a pass through agency under Medicaid.

There is a need for one agency to administer all I/T/U reimbursements of federal funding sources. There would be less bureaucracy, more timely payments, and all I/T/U’s would benefit, strengthen national policy on sovereignty and promote local governance. The negative impacts include, the impact of such a major change or reorganization of current programs, funding methodology may be capped.

Recommendation:  The concept of a single agency administration of federal health resources should be included in the reauthorization of the IHCIA.

Many states automatically assign American Indians to Managed Care Organizations (MCO) and they do not understand access and payment issues related to the I/T/U’s. There are no benefits on auto assignment for patients. The negative impacts are uninformed choices for patients.  This creates an unnecessary complexity in Medicaid reimbursement.  The continuity of care and cultural competency is lacking in non-Indian MCO’s.  In Arizona the I/T/U’s absorb the costs when MCO patients continue to use I/T/U’s.  American Indians continue to visit I/T/U’s even when they are assigned to a private MCO.  Secondary and/Tertiary referrals and payment are complicated.  

Recommendation: There needs to be “protection” for American Indians and I/T/U’s in IHCIA against automatic assignments of their patients to MCO’s under state plans.  This should be a section in Title IV.

Tribes should be authorized other means to collect monetary payments and penalties for services provided. 

Recommendation: It is recommended that Title IV section 206 be revised to authorize tribes to enforce right of recovery in Tribal Courts.

Recommendation: Contract Health Service (CHS) providers who serve patients referred by an I/T/U should be considered to be part of the IHS provider network, and those services eligible for full 100% FMAP reimbursement to the state.
2. Behavioral Health and Indian Communities

Issues related to “mental health and substance abuse” were addressed in this session.  A variety of recommendations were agreed upon, including the following:

· Mental Health Prevention and Treatment Services:  A new Section 716 should be added for “Mental Health Prevention and Treatment Services” which would authorize funding for mental health services, staffing and facilities for all I/T/U’s.  It would also provide for increases in Contract Health Services for treatment of sexual offenders, residential care, hospitalizations and day treatment.

· Holistic Community Wellness:  A new provision under Section 702 is recommended to authorize research and development of holistic community wellness models.

· Family Preservation Program:  A new Section 717 should be added for a “Family Preservation Program” to develop family skills, problem solving, roles, and traditions.

· Reorganization:  Section 209 from Title II should be moved to Title VII, Section 716 (new) to consolidate mental health services under behavioral health.  

3. I/T/U Partnerships for the Future

This work group began by stating that I.H.S. vs. tribe’s concept needed to move towards a partnership with direct communication beginning with understandable reports from the agency.  Several participants talked about how do we put the I/T/U formula to work to unite people to come together to educate and reach congress.  They identified the partners that we have now:

· Local- 
Health boards, County and state(Medicaid and Medicare)

· Regional-
Tribes, Urban and IHS

· National-
National Indian Health Board and National Congress of American    Indians

An analogy was used that we are looking at issues as a bird such as a hawk or turkey looks at them.  These serious issues needed to be looked at from an eagle’s highflying view.  It needed to be viewed from an eagle’s viewpoint so that everything can be seen at once and given equal understanding of what the role is for each group.  The group saw the strength in Native Health.  They felt that coming together and discussing issues produced ownership. Another strength that they named was the fact that the director of I.H.S was American Indian.  They stated that we have to form partnerships in order to survive.  

The work group recognized that everyone needed to watch for areas that create division.   These areas should identified so that the conflicts can be resolved.  In addition the issues that the three groups can partner on should be identified.  Each group could share information and expertise with each other.  Information should be shared openly.  

It was discussed on how issues should be resolved.  It was okay locally to ‘agree to disagree’ and have open debate on issues but to present a unified partnership front before Congress and the world.  It was decided that there needed to be a strategy-planning document on partnerships.  The group recommended that a manual be written and revisited yearly. 

4. Entitlement, Benefits Package and Health Disparity

The subject of changing the Indian health system from one funded as a “discretionary” component of the Congressional budget, to an “entitlement” program received extensive discussion and analysis.  The group defined “entitlement” as consisting of:

· A defined benefits package

· A defined list of eligible beneficiaries

· An open ended budget

Other entitlement programs of the federal government include Medicare, Medicaid and Social Security.  There are advantages to an entitlement program, such as not longer competing with other agencies under the Interior Appropriations process for funding.  There are also disadvantages, such as defining who is eligible on a national and not tribal specific basis, or perhaps requiring “means testing” for low-income eligibility.  The participants, however, felt that Congressional approval of an entitlement to Indian health would finally recognize the fulfillment of the federal government’s trust responsibility and obligation to provide health care.  Further consideration of the pros and cons of pursuing entitlement authorization should be conducted.

· It was agreed by consensus of the group that a team of I/T/U representatives should be assembled to consider and draft “entitlement language” for consideration in reauthorizing the Indian Health Care Improvement Act.  

5. Other Emerging Issues

The final workgroup report summarizes the discussions and consensus recommendations reached on “other emerging issues”.  There were a variety of topics raised in this workgroup and when possible, consensus recommendations were formulated.  The following summarizes those discussions.

· Emergency Medical Services:  There was support to reaffirm the recommendations made under Title II regarding the need for increased Emergency Medical Services.

· Long Term Care:  Also under Title II of the IHCIA there should be sufficient focus on the long-term care needs of American Indian patients. The bio-ethical issues surrounding end-of-life care should be examined.  It was recommended that Title II provide language supporting services and facilities for long term care.

· Environmental Health Hazards:  The IHCIA should address hazardous waste sites located on or near Indian lands, including those related to military or other federal installations.  Better interface with Environmental Protection Agency, Department of Energy and other related agencies is important.  Recommend establishing a new environmental title in the Act.

· Policy Development:  A health policy technical assistance resource is needed for I/T/U’s, similar to Kaiser Foundation or Udall Center.  It was recommended that the IHCIA address the need to develop a “think tank” resource on Indian health policy.  It was also recommended that the IHCIA Preamble be strengthened to better articulate the federal trust responsibility.

· Congressional Moratorium:  There was discussion about how to protect I/T/U’s against further intrusion by Congress, such as the moratorium on 638 contracting.

· Traditional Medicine:  It was recommended that traditional medicine and healers should be covered under Medicaid and CHIP for reimbursement.

· Insurance Programs:  It was recommended that the IHCIA provide authority under Title IV for I/T/U’s to purchase private insurance and to pay deductibles, to expand options available for I/T/U’s.

· Per Capita Funding:  It was recommended that that the Congress be required to fund Indian health at a per capita rate comparable to the general public, such as $3,400 annually per capita.  Congress should make findings in the Act regarding the huge disparities in Indian health funding and make efforts to correct the problem.

· Economic Development: The group recommended examining ways to use the IHCIA to expand Indian economic development through provision of services, construction and other means.

· Urban Issues:  It was recommended that there be a forum for the review and discussion of “tribal shares” and how this impacts urban Indian health programs.

· Training and Education:  Authority should be provided in the IHCIA to allow the IHS to receive charitable contributions for development of expanded training and education through donations from private foundations and corporations.

Summary

Of

Consensus Recommendations

Reauthorization of the Indian Health Care Improvement Act

Regional Meeting March 30 & 31, 1999, Las Vegas, Nevada   

TITLE I:
RECOMMENDATIONS

102 Health Professions: Recruitment Program for Indians
1. Amend to include grants to applicants that emphasize junior high & high school level science programs.

2. NO CONCENSENSUS:  Forward NAO position to combine Section 102 with other Sections – 114, 115, 121, & 122.

3. NO CONCENSENSUS: Forward PAO/TAO/AAO position not to combine Section 102 with Section 114, 115, 121, & 122.

4. Change Title name to:  “Indian Health Human Resources and Development”.

5. Need geographic representation & distribution of grants.

6. Request that grantees recruit from whole region, not just tribe or immediate Area.

7. Include urban Indian health program’s eligible entities.

8. Move to section 103 & 104. 

9. Ensure that 1st year applicants do not compete with 2nd or 3rd year applicants.

103: Health Professions – Preparatory Scholarship 

Program for 

Indians
1. NO CONCENSUS:  Retain centralized process. (PAO/TAO/AAO)

2. NO CONCENSUS:  Decentralize funds to each Area Office (NAO)

3. Make eligibility requests the same as Section 104(d).

4. Adopt Phoenix Area (PAO) recommendations(?).

5. Adopt Navajo Area (NAO) recommendations(?).

a.  Make scholarship dollars exempt from federal taxes.

b. Change term “grant” to “award” to streamline the award & distribution process.

c. Recommend increase funds & decentralize the funds to each Area Office based upon IHS service population distribution formula for the specific IHS area.

d. Tribes & local Indian communities can identify & prioritize their health/human resource development & capacity needs for the their local health service organization & service population.

e. Include information technology (IT) profession & technical support level training to the eligible degree programs (e.g.: chief information officer, wireless engineer, software development manager, software programmers, computer systems architect, database manager, computer engineer, systems analyst & others that support this infrastructure).

f. Include human resource development & capacity building for organizational management, leadership to operate health care organizations such as, but not limited to, health care accounting, fiscal management, human resource development, ambulatory services management, business management & other organizational management type degrees.

g. Include development of human resource for rehabilitation & “quality of life” health professionals, including home health care professionals.

h. Change (b)(3)(iv) as follows: from “…individual is a recipient of an Indian Health Scholarship, be met in full-time practice, by service in private practice of the applicable profession if…”,  to “placement in an IHS or Tribal health organization”.

i. Establish “Advance Training Grant” of $200,000 per year for 5 years, per IHS Area Office, to develop concept of community preparedness for change, transition from treatment behaviors to promoting health behaviors & living healthy.

104:  Health Professions – Indian Health Professions Scholarship
1. Change “grant” to “award” in Section 103 & 104.

2. Make Language change under service obligation from “serving obligation” to “serving a substantial number of Indians”.

3. Adopt PAO, NAO, TAO.

a. Continue eligibility criteria for scholarships, legal terms of scholarship agreement, active duty service obligation, placement policy, etc.

b. Continue eligibility criteria for scholarships, legal terms of scholarship agreement, active duty service obligation, placement policy, etc.

105: Health Profession- Indian Health Service Extern Programs
1. Adopt all recommendations:  PAO, TAO, NAO, AAO

2. Recommend continuation.

3. Change language “grant” to “award”.

a. Change language that makes tribal & urban site/program available for externs.

b. Increase funding for this program.

c. Clarify that  travel costs for externs are covered by this authority.

d. Provide funds to support student internship & preceptor programs & expand this work experience beyond IHS & tribal operated facilities (e.g.: CDC, HCFA, NIH, international health & possibly include the private sector).  

e. Include placement of students from these non-IHS entities into the IHS.

f. Include a program for traditional Indian medicine internship for health professionals.

106: Health Profession – Continuing Education Allowance
1. Adopt all recommendations of PAO, TAO, NAO, AAO.

2. Recommend continued authority & funding increase.

3. Recommend continuation & expansion.

4. Recommend tax exemption for loan repayment, will increase funding by 35%.

5. Continue program to be administered at central location.

6. Recommend that I/T/U’s have a role in deciding % of awards for disciplines annually.

7. Recommend adding language that provides funding “available until expended” or similar language as found in Section 108A.

8. Funding appropriated for the administration of Section 108 may be used for administrative expenses of Section 102, 103, 104, 105 & 108A.

9. Retain 25% for nursing.

10. Recommend authorization for IHS primary care providers to be eligible for PHS (NHSC) loan repayment programs.

11. Increase funds, expand this authority to include other professions & para professionals (e.g.: nurses, physician assistants, nurse practitioners, physical rehabilitation therapists, medical technologists/technicians, & other professionals that are difficult to recruit & retain).

12. Human resource shortage funds should be distributed to a field level service area based on a criteria plan that documents, identifies need & impact of that field-level service.

13. Determine which professional & non-professionals “fit” the aforementioned criteria plan & distribute funds accordingly.

108:  Indian Health Service Loan Repayment Program
1. NAO recommendation – forward “For 437 scholarships”, remove “mandatory reduction of bonuses”. TAO, PAO, & AAO do not agree.

2. Adopt all other recommendations from PAO,TAO, NAO & AAO.

3. Recommend continuation & implementation.

4. Reauthorize – increase funding.

5. If applicants are funded in 1st year, funding for entire program should be guaranteed.

6. Service payback should include Tribally operated clinics as well as IHS facilities.

7. Increase funds for & expand Loan Repayment Program to include all health professional & Manpower.

8. Decentralize loan repayment authority & funds from IHS headquarters to the IHS Area Offices, to allow Area Offices to design their own system that meets the local health manpower need.

9. Eliminate category specific funding.

10. Distribution of loan repayment funds because the health manpower needs are different at each service area.

11. For 437 scholarships, remove “mandatory” reduction of bonuses.

12. Tribes or service units that use their own funding to provide loan repayments should be allowed to fund whatever discipline/individual they desire/need without adherence to the national percentages for the disciplines. 

108A: Scholarship & Loan Repayment Recovery Fund
1. Forward recommendations from PAO, TAO, NAO and AAO.

2. Recommend continuation & implementation.

3. Reauthorize.

4. Funding recovered should be returned back to IHS Loan Repayment Program to expand eligibility to additional health professions.

5. Enable IHS to use a collection agency, as HRSA does, to recover dollars of program defaulters.

6. Reauthorize & collect on all delinquent accounts.

109: Recruitment Activities


1. Forward all recommendations.

2. Continuation with the following language change.  In Section 109(a) after “Service” add “Indian tribes and tribal and Indian organizations.”

3. Change language of 109(b) after “service” add “Indian tribes and tribal and Indian organizations.”

4. Reauthorize & amend to fund adequately (IHS has set aside funds for recruitment activities).

110: Tribal Recruitment & Retention Program 
1. Move NAO Title 38 recommendations to new section 124.  Following is NAO text:

2. “Make salaries commensurate with the private sector for all health professionals, including but not limited to: physicians, nurses, physical therapists, podiatrists, speech therapists, audiologists, occupational therapists, dentists, registered dietitians and psychologists, psychiatrists, optometrists, ophthalmologists, medical social workers, facilities engineers, pharmacists, medical technologist, and other areas of health professional manpower shortage, then there may no need for “special” incentive pays to recruit and retain health professionals, unless retention/recruitment remains difficult at significant isolated and rural sites.

3. Fund repaid for breach of contract for retention are returned to specific field program (service unit program) that funded the contract.

4. Grant IHS the authority to administer complete Title 38 – compensation authority to all health professionals, if the wages of all health professionals cannot be brought up to the national competitive level and/or prevailing geographic areas.

5. Decentralize this authority to the Area Offices to design a system that will meet the needs of the local health professional manpower need or deficit.

6. Include Information Technology (IT) professionals like Chief Information Officer, Wireless Engineer, Software Development Manager, Computer Systems Architect, Database Manager, Computer Engineer, System Analysts and other IT manpower shortage.  

111:  Advance Training & Research
Forward all recommendations.

1. Continuation of this authority.

2. Authorize & fund.

3. Reauthorize.

4. Include funds for advancement of career opportunity for technicians & assistants to transition to health professional status through degree programs.

112:  Nursing Program
1. Forward recommendations from all Areas.

2. Provide grant funds to ensure training of tribal members in the areas that Indian communities and tribes have identified as priorities through tribal consultation process and require public or private schools, and Indian Colleges to compete for these funds based upon a grant allocation process.  Part of the funding process will include an evaluation mechanism that reflects the number of graduates and their placements in Indian health organizations.

3. Increase the number of nurses, nurse midwives, and nurse practitioners who deliver health care services to Indians. Tribal colleges, public or private schools of nursing are funded under this program to recruit nurses, provide training scholarships, and to provide continuing education to nurses, nurse midwives and nurse practitioners.  Preference for the grants should be to programs, which have a large Indian enrollment, train midwives or nurse practitioners, and to programs that are conducted in cooperation with a center for gifted and talented Indian students.

4. In all competitive grant programs for health care professional, graduates shall receive preference in hiring by IHS and tribal health organizations.

5. Continuation and increase funding.

6. A provision be added to allow for the service obligation incurred under this section to be served at one of the grant recipient institutions as a project director or faculty appointment working directly for this grant project.

7. Reauthorize

8. Include “urban” Indian programs.

112A: Nursing School Clinics
1.  Delete.

113: Tribal Culture and History
1. Adopt AAO, PAO and TAO recommendations.

2. Support concept of NAO recommendations except for the specific naming of “Navajo Dine College”.

3. NAO will forward all recommendations.

4. Reauthorize and amend to provide operational funding

5. Include accredited colleges/university with Indian Studies Program where there are no tribal controlled colleges.

6. Continue and fund that would establish formal and effective programs. Change language: “Service, tribes and tribal organizations.”

7. NAO:  Provide funds in the amount of $100,000 per year for 5 years to the Navajo Nation Dine College to pilot a program for the education of physicians and other staff involved in delivering health care services to the Navajo Nation in the areas of culture, language, health care values/beliefs, practices and philosophy.

8. Provide funds in the amount of $100,000 per year for 5 years to the Navajo Nation Dine College to pilot a special center/program on Navajo, specifically for traditional healing practice.  Part of this initiative would be train and educate native people to practice as native healers.

114: In Med Program
1. Support recommendations of all areas, PAO, TAO, AAO, NAO except for combining Section 114 with Section 102.

2. Continuation and increase funding to open a program in the Southwest.

3. Reauthorize and amend to provide additional funding.

115:  Health Training Programs of Community Colleges
1. Support all recommendations except NAO recommendation to move it to Section 102.

2. Continuation of authorization and fund.

3. Increase base program funding to retain graduates of programs for payback purposes.

4. Ensure grant program available to all colleges that provide courses leading to health professional careers.

116: Additional Incentives for Health Professionals
1. Agree with NAO’s recommendations.

2. Forward recommendation of NAO.

3. Increase the funds and decentralize the funds to the IHS Area Offices for designing a system that meets the local manpower needs.

4. Expand the authority to include funds for all health professionals, especially to those working in rural and under-served areas.

5. Remove the $12,000 cap, if the salaries of professional health care providers are not commensurate with the private sector.

117:  Retention Bonus
1. Support NAO & AAO recommendations.

2. Increase the funds and decentralize the funds to the IHS Area Offices for designing a system that meets the local manpower needs.

3. Expand the authority to include funds for all health professionals, especially to those working in rural and under-served areas, if the salaries are not commensurate with the private sector.

4. Reauthorize and fund

5. Amend to include all health professionals and to include flexibility by Area.

6. Devise retention bonus for GS-9 Clinical Nurses based on experience and performance or a method of promotion to reward or pay the “clinical” specialists.

7. Should be dropped if there are no agency plans to implement.

118: Nurse Residency Program
1. Support PAO/TAO and AAO language.

2. Reauthorize and increase base funding to retain graduates for payback purposes.

3. Professional education should expand to include doctorate level education for nurses.

4. Should be Indian Preference.

5. Continue authority

6. Expand language to include nursing doctoral programs and MS in public health (nursing track).

7. Exempt from tribal shares

8. Change language to have Indian preference apply in the selection of participants for this program.

9. Direct appropriation of funds for this activity.

10. Administration remain centralized. 

119: Community Health Aides Program for Alaska
OK.  Support Alaska’s CHA Program.

120: Matching Grants to Tribes for Scholarship Programs
1. Disagreement with moving Section “120” to “103”.

2. Support all other recommendations.

3. Continue and separate funding from 104. Needs to be funded from other funds, not 104 funds.

4. Language change Section 120 (d)(1) after “located”, add “or at the option of the Indian tribe obligate such recipients to serve in an Indian health program as defined in Section 108(a)(2) in the service are of an Indian tribe or tribal organization.”

5. If cannot get separate funding, recommend increasing available percentage to 10% from the current 5% of section 104 funds available for grants.

121: Tribal Health Program Administration
1. Forward all recommendations. Disagreement on combining with 103.

2. Continue and fund.

3. Reauthorize.

122: University of South Dakota Pilot Program
1. Adopt AAO language.

2. Expand to include all Tribal and Urban programs.

123: Reauthorization of Appropriations
Yes!

124: Title 38 Authority (Add New Section)
1. Endorse Title 38 Authority. (PAO/TAO recommendations.)

2. Recommend adding a new section to authorize the Service to have full access to all the authorities of Title 38 of the U.S. Code.

125: Contracts and personal services
Forward PAO/TAO recommendations.

1. The workgroup is recommending the following language to give the Agency the proper authority and tort coverage for volunteers, students, and personal service agreements.  “The Secretary may, for purposes of all laws administered by the department, accept uncompensated services, and enter into contracts or agreements with private or public agencies or persons (including contracts for services of translators without regard to any other law), for such necessary services (including personal services) as the Secretary may consider practicable. The Secretary may also enter into contracts or agreements with private concerns or public agencies for the hiring of passenger motor vehicles or aircraft for official travel whenever, in the Secretary’s judgement, such arrangements are in the interest of efficiency or economy.”

2. Need to make sure tribes, tribal organizations and urban programs are included in the new language.

3. Also ensure that Service Units may make excess or vacant housing temporarily available to students, volunteers/others, in exchange for temporary work assignments or rotations.

126: Waiver of State licensure requirement
Support for PAO/TAO/NAOAAO concept and add tribal government option to establish their own professional licensure standards.

1. Add a Section that provides language which would allow tribes and tribal organizations to have the same licensure requirements as the Service, and that this be acceptable to the states for all purposes, same as the Service.

2. Provide funds to allow tribal governments to plan and implement standards for certification and licensing for professional and paraprofessionals that are employed on their tribal reservations and/or employed in a tribal controlled health care organization.

3. The Federal Health Care and finance Administration (HCFA) and the State Medicaid Programs, along with other “certifying” bodies that may accredit or certify a tribal controlled health facility, to recognize the tribal authority to license and certify professionals and para-professionals. Thus, any form of party collections initiated by tribal controlled facilities/organizations will not be compromised or impacted in a negative way.

217:  American Indians into Psychology Program to Title I (ADD Section)
Move to Title I

824: Priority for Indian Reservations
Defer back to Title VIII.

New Section: AAO 
RECOMMENDATIONS of AAO:  Add  a provision to authorize Areas to offer health professions scholarships (as in Title 42) to non-Indian applicants.  No consensus on this recommendation.

TITLE II
RECOMMENDATIONS

201:  Indian Health Care Improvement Fund
Recommend to reauthorize this section and add Long Term Care, Hearing Aids, Eye Care and eyeglasses to the list of services used to target certain health status objectives.

202: Catastrophic Health Insurance Fund
Recommend moving this section to Title IV.  

Decrease the threshold for CHEF funding.  

Tie increases in CHEF funding levels.  Include CEF “adjusters” to cover rural areas.

 Create new legislation to implement CHEF as a “reinsurance” program through the federal government.

203: Health Promotion Disease Prevention
Recommend reauthorization. 

Emphasis should be for funding at the local level.  

Emphasis should be on primary prevention.  

The definition section should include a definition for primary prevention.  

The definition will incorporate the priorities described in the 3 Area recommendations:

Lifestyle changes that include but are not limited to:  physical activities, nutrition ,stress reduction, coping skills, tobacco education, cultural issues and youth programs should be funded as standard health promotion/disease prevention; sexual education, parenting skills, prevention research funding, education on coronary artery disease efforts.  Integrate concepts and practice of HP/DDP and alternative medicine care approaches, including traditional Indian health practices, values/beliefs, and philosophies, into all types, levels and scope of health care/treatment and services, including community level activities.    

204:  Diabetes Prevention, Treatment and Control
Recommend reauthorization.  

Add the new Diabetes Initiative from the Budget Act. 

 Support the continuation of support and services for diabetes patients from prevention to end stage. 

Adopt and support the recommendations from all 3 Areas related to Diabetes.

Integrate into the western model, culturally appropriate teaching for wellness, cultural relevancy and sensitivity, develop appropriate Native medical terminology for diabetes, treatment, care, and prevention, impact on life-style, including individual, family, and tribal community responsibility.

Implement partnership and collaboration with the Diabetes Grant Funds resources, to not duplicate efforts and resources.

Expand to include the school age children in diabetes education, mostly well being and prevention of diabetes instructions.

Increase funds for diabetes research, especially prevention.

Add home health care, nursing home, hospice and palliative services

Become part of IHS budget.

Every service unit/tribal program need to have a model program in place, or access to one.

Continue funding model diabetes programs, however, funding must be done in conjunction with the tribal diabetes grants program

Model Diabetes Program in Sacaton, Arizona focusing on foot disease and reduction of amputations.  Diabetes Center of Excellence at PIMC, with a focus on obesity in children, as well as breast feeding augmentation. 

205:  Hospice Care Feasibility Study
Recommend deleting “feasibility study” aspect and expand this section to include all “end-of-life” issues, such as hospice, home care, and pain control.  

This section should focus on implementation.  

Support recommendations from all 3 Area reports.

Expand to palliative services. Change to Palliative Medicine and End of Life Care Services Fund.

Add pain control, grieving, home care of terminal, AIDS patients

Find a more culturally sensitive term to replace “Hospice”

Fund as requested but with intent of addressing actual implementation as well as feasibility.

Consider a separate section under Title II for supplemental and support care programs and facilities such as:  hospice center, respite center, home health center, long term care center (skilled and non-skilled nursing care), physical rehabilitation center that include speech therapy, occupation therapy, physical therapy, recreational therapy, and other routine services and higher level of services that are specified to restorative care services and for maintaining the “quality of life” type, scope, and level of services.

206: Third Party Reimbursement
Recommend transferring to Title 4.  

Recommend adding new provision to allow direct billings/collections for all I/T/U’s, and not routed through the IHS system.  

Freestanding outpatient facilities should be allowed to bill Medicare. 

Support the consolidation of recommendations from all 3 Area reports.

Add reimbursement for home health, palliative, hospice.

IHS/Tribal/ITU facilities as participants in MCO, HMO.

Bill like private sector

207: Crediting of Reimbursements
Recommend reauthorization and moving to Title IV.

208: Health Research
Recommend reauthorization.

Support and endorsement of Phoenix/Tucson recommendations.

Develop more collaborations with other research institutions.

Provide tribes with technical assistance to do research.

Continued funding of the Research and Evaluation Program. 

Steps need to be taken to encourage more research by tribal, IHS, and academic programs on significantly under-studied health problems for Indian communities.  These would include such topics as behavioral health, lifestyle changes, and prevention programs that work.

Support of Area IRBs; in the PAO this would require a full-time FTE.

Transfer to Title VII.

209: Mental Health Prevention and Treatment Services
Should be transferred to Title VII and consolidated with Substance Abuse to form a new section on Behavioral Health

The workgroup also recommends adding to section 209, authorization for construction of facilities for adolescent psychiatric care.

210: Managed Care Feasibility Study
Recommend elimination of “study” and create new authorization for legislation to eliminate barriers to IHS, tribes, and urbans becoming managed care organizations, such as Anti-deficiency Act; networks with providers, HCFA/State barriers, dual accreditation requirements, insufficient MIS.

Support for 3 Area recommendations, with exception of clarification that “consideration of co-payments” refers to federal law to allow waiving of co-payments for Indian beneficiaries. 

Study on managed care taking into account the special needs of Native American cultures.

Consider captation – demonstration program

Consider co-payments

Allow I/T/U to purchase insurance or MCO coverage.

211: California Contract Health Service Demonstration Program
Recommend deleting this section.

212: Coverage of Mammography Screening
Recommend changing the focus of this section to “Cancer Screening” for all types of cancers, including breast cancer.

Recommend expansion to include training and technical assistance and purchase of screening equipment at the local level.  

Support recommendation of Phoenix/Tucson to apply to all cancers.

213: Patient Travel Costs
Recommend reauthorization and consolidation of all 3 area report recommendations.

Include emergent and non-emergent patient transportation for both ground and air transports. Consideration should be provided to dialysis patients under a specific defined guidelines.

Make costs associated with transport in accordance with JCAHO/CARF standards.

Remove costs from law enforcement and tribes

Training for drivers.

Include transportation of deceased if referred by IHS/Tribal

Move to Title IV, keep recommendations

Separate transportation costs from current CHS allocations to address this critical service.

Allow flexibility to establish appropriate air ambulance contracts on a local or regional basis. 

Contracts could result in cost savings rather than paying on a “case by case” or “as needed” basis.

Capability for reimbursement for such services.

Patient travel be performed by tribes under CHR transportation program.

214: Epi Centers
Recommend reauthorization and mandate that one Epi Center will be funded in each Area.

215: Comprehensive School Health Education Program
Recommend reauthorization of section, but delete the “curricula development” focus and replace it with implementation focus.  Add a section in the “findings” of the legislation which will address the health needs of children and adolescents and the early onset of chronic disease in Indian populations.

216: Indian Youth Grant Program
Recommend changing the name of this section to the “Indian Youth Wellness Program”.  Recommend eliminating the focus on “grants” and integrate Youth Wellness into total I/T/U programs.

Recommend consolidating the specific recommendations of all 3 Area reports.

Grants to communities

Mechanism to access tobacco monies.

Grants to I/T/U’s based on census distribution with the integration of existing school, community health programs. This means no new programs but add to CHR, PHN, clinic, tribal, social services, schools, etc.

Additional funds be appropriated for this section.

Funding to upgrade existing facilities and fund for staffing, training and community education.

Annual appropriations for tribal community wellness centers and programs to promote community wellness and HPDP concepts for school age children and their families.

Create a section for Grants under Title VI – Organizations improvements and relocate all “non-educational institutions and non-health professionals” grants initiatives under this newly created section.

217: Indians Into Psychology
Recommend moving this section to Title I and expand participation to more universities.

Also recommend authorization for funding of Psychology Internship programs.

218: Prevention, Treatment and Control of Tuberculosis
1. Recommend changing title and focus from tuberculosis to all “Communicable” diseases, including tuberculosis, AIDS/HIV, Hep B, STDs, etc.  

2. Incorporate all recommendations from the 3 Areas that are consistent with this approach.

Integrate surveillance and treatment of all communicable diseases.

Funding should be provided for a national program.

219: Contract Health Service Study
1. Recommend deleting this section. 

2. Title IV should be amended to allow for IHS to pay nominal fees for patients, similar to State of Arizona’s AHCCCS program as done through the Quimby Law. 

220: Prompt action for Payment of Claims
1. Recommend reauthorization, but change of the “5-Day Rule” and clarify its intent.

2. Amend the law to require that contractors of IHS need to be notified within a certain time frame.

3. There was NO consensus on how much time

4. Suggestions that IHS notify providers of obligations to pay for CHS services within 10 to 30 days of notification.

221: Demonstration  Electronic Claims Processing
1. No longer needed.  

2. Delete.

222: Liability for Payment
1. Recommend reauthorization.

2. Add new language that would state, if a contractor doesn’t bill the IHS or tribe after a certain period neither the IHS nor the patient are liable for payment.

3. Recommend the same language be adopted as is used for Medicaid or Medicare, whichever period is shorter.

4. Recommend adding language to establish federal law prohibiting contractors from turning patients over to collection agencies for services rendered on behalf of IHS.

5. Recommend new language which will ensure the consumer protection function of the IHS and federal law.

6. Recommend moving this section to Title IV.

223: Office of Women’s Health
Recommend reauthorization and support for the recommendations from the Phoenix/Tucson report, to expand section using the VA women’s health program as a prototype, greater availability for mammography, grants for women’s health programs, older women’s initiatives and grant writing assistance.

XXXX: Emergency Medical Services
1. Recommend establishment of a new section for Emergency Medical Services (EMS). 

2. Support and endorsement for the recommendations from the Phoenix, Tucson, and Albuquerque Areas for further development and support of EMS and EMT’s.

TITLE VII
SUBSTANCE ABUSE PROGRAMS

701:  IHS Responsibilities
We propose changing the name of Title VII to “Behavioral Health Programs”.  Our working definition of behavioral health is: Behavioral health is a function of knowledge, attitudes, thoughts, prayers, ceremonies, and activities that promote a rich and balanced wellness in all four areas of the Medicine Wheel (physical, spiritual, mental/emotional, social/cultural) throughout the life cycle. Behavioral Health Programs would be a truly blended, cross-trained, Behavioral Health model incorporating alcohol and substance abuse, mental health, social services and other related programs.

An update needs to be completed on the scope of the problem.
Increase funding to provide a full range of behavioral health services.

Where Title VII reads "Indian tribes" change to "I/T/U.”

Change the overall language from that indicating that "the Service (IHS) is responsible for providing…" to "the Secretary shall provide technical assistance (expert administrative consultation) and direct clinical consultation through the Service (IHS) and ample funds for I/T/Us, and to provide… (various services)"  


702:  IHS PROGRAMS
Under Title III, include specific language for alcohol and substance abuse facility construction methodology and for formulation of ASA Program Justification Document and Program of Requirement.  

Page 132, SEC. 702, 1st sentence:

Change the end of the sentence to: "the Service shall provide technical assistance and the Secretary shall provide ample funds and resources for Indian tribes, tribal organizations, urban Indian programs to assume responsibility for…"

Change language addressing "key" or "critical" members of Indian communities to "Indian community members" since each member is key and critical.

Page 132, SEC. 702. (a) COMPREHENSIVE PREVENTION AND TREATMENT PROGRAM

Change (1) to: "The Secretary shall provide technical assistance through the Service and ample funds (funds formally authorized under P.L. 99-570, P.L. 100-690, and P.L. 102-573 as CHS funds will now be known as “Behavioral Health CHS Funds) and resources for I/T/Us to assume responsibility for providing directly or through accredited public or private contracting agencies a full continuum of care for individuals affected directly or indirectly by behavioral issues including mental health and alcohol /substance abuse issues. 

Change Sec 702 (a) (1) A through E to:

(A) Health promotion and behavioral health-related disease prevention to address spiritual/bio/psycho/social components of health for all ages through a variety of interventions. These may include educational presentations, creative arts, music, drumming, dancing and other spiritual/cultural ceremonies & activities, recreational and sports activities, mentoring, tutoring & college preparatory programs, rich educational opportunities, transportation & scholarships for vocational training and all levels of education for any major or degree at any accredited community college, four-year college, university, or institute.  There shall be a special emphasis on primary prevention of problems such as fetal alcohol syndrome, child sexual abuse, domestic violence, and gang violence.

(B) All components of care listed below shall include access to quality psychological/psychiatric evaluation and treatment as indicated for conditions such as dual diagnosis.

(C) Acute medical detoxification and social detoxification as needed.  Each Service Unit shall directly provide acute medical detoxification and social detoxification may be provided in community based programs, the Secretary shall provide ample funds for I/T/Us to utilize accredited contracted agencies to provide such medical detoxification services when the Service Unit detoxification beds are filled.

(D) Acute psychiatric hospitalization.

(E)  Inhalant Abuse treatment track in all components.  There should be special emphasis on prevention activities focusing on inhalant use and abuser treatment.  This should be geared toward both adults and youth.

(F) Special treatment tracks for individuals with FAS, developmental disabilities and head injuries shall be provided in all treatment components as needed.

(G) Outpatient services to include intake, assessment, treatment planning, counseling, couples and family therapy, pre- and post detoxification/hospitalization/day & residential treatment, as well as patient advocacy, case management, and referrals. Ideally outpatient behavioral health services would be provided by one counselor per client to maximize user-friendly continuity of care, increase retention rates, and positively affect outcomes.  However, when referrals to other providers or components of care are necessary, the client’s primary counselor shall provide case management for continuity of care.  Clients shall have the opportunity to access treatment outside of their local community by provision of ample funding to refer to the outside facilities.

(H) Intensive Outpatient Services (IOP) Many times, individuals are reluctant to enter into treatment.  Specific funding for IOP should be appropriated.  IOP would offer an alternative to individuals who do not want to or cannot leave their local communities.  (See L).

(I) Day Treatment Programs

(J) Residential Behavioral Health Treatment Facilities. Ample funding will be provided for I/T/Us at each Service (IHS) Area to build, staff, operate, and manage separate and accredited facilities for:

         i)       men (emphasis on Domestic Violence prevention)

         ii)      women (emphasis on Fetal Alcohol prevention)

         iii)     pregnant and post-partum women and their children 

                   (emphasis on Fetal Alcohol prevention)

         iv)     female youth (emphasis on Fetal Alcohol prevention)

         v)      male youth (emphasis on Domestic Violence prevention)

vi) (i - v) above to include intensive family and extended family intervention and      

          treatment as well as Child Abuse prevention)

For the purpose of this subsection, there shall be ample funding to provide all 5 residential facilities described above in each Area of the Service.  Ample funding will be available to I/T/Us to refer clients to outside facilities as needed.

The Tucson Area shall be considered a separate Area.  California shall be considered two Areas offices.  Due to the tremendous landmass, the Alaska Area and the Nashville Area shall each be considered two Areas.

(K) Continuity of care facilities  (satellite RTC units) to enhance family participation in pre and post youth treatment services.

(L) Transitional Living - to include ample funding for Indian tribes, tribal organizations, urban Indian programs, and IHS programs in at least each Service (IHS) Area to build, staff, operate, and manage separate and accredited facilities for:

            i)         men (emphasis on Domestic Violence prevention)

            ii)        women (emphasis on Fetal Alcohol Prevention)

            iii)       pregnant and post-partum women and their children 

                        (emphasis on Fetal Alcohol Prevention)

            iv)       female youth (emphasis on Fetal Alcohol Prevention)

            v)        male youth (emphasis on Domestic Violence prevention)

vi) (i - v) above to include intensive family and extended family intervention and                                     

treatment as well as Child Abuse prevention)

Services in Transitional Living facilities shall include relapse prevention, vocational and educational opportunities, assistance with entitlement programs, coordination with behavioral health outpatient services and referrals to other outside agencies as indicated.

(M) Family Retreat Centers.  The Secretary shall provide ample funding for I/T/Us in at least each Service Area to build, staff, operate, and manage a Family Retreat Center for families to participate in intensive education, therapy, recreation, and spiritual/cultural activities to learn healthy communication and interdependence in a setting conducive to restoring balance, wellness, and wholeness.  Alcohol Contract Health Service funds were authorized and appropriated previously under P. L. 100-690 for the alcohol program.  These funds were to be used to assist family members in receiving alcohol and drug use treatment services from public or private service providers.  Specials provision should be made to focus on treating the whole family unit.  Mandated family treatment plans needs to be implemented at the local level.  Financial provisions for participation of family members in clients treatment programs needs to be addressed.  Specific language needs to be developed and funds need to be authorized and appropriated to address this issue.  CHS should include provisions to meet the needs of special populations such as Fetal Alcohol Syndrome and mentally and physically challenged.  Also at times, there are clients who do not fit into the client populations at the RTCs appropriately.  Provisions should be made to address this need.

(N) Shelters for women and their children involved in domestic violence situations requiring safe lodging, intervention, access to medical and legal assistance, education & therapy to address behavioral health issues affecting them directly or indirectly, and advocacy, education & therapy to address domestic violence issues. There shall be a special emphasis on primary prevention of problems such as fetal alcohol syndrome, child sexual abuse, and domestic violence.

Page 132 - SEC. 702, (a) (2) delete (this is covered above under Sec. 705 above.

Page 133 - SEC. 702  (b) CONTRACT HEALTH SERVICES

(1) Change to " The Secretary will provide technical assistance through the Service and ample funds and resources for I/T/Us so they may enter into contracts with accredited public or private psychiatric hospitals and alcohol and substance abuse services for the purpose carrying out the full continuum of care for individuals affected directly or indirectly by behavioral health problems required under subsection (a).

 (2) Change to "In carrying out subsection (a), all public and private psychiatric hospitals and alcohol and substance abuse services entering into contracts with I/T/Us must meet tribal standards and in addition, must have either up to date licensure by the state and/or accreditation by CARF (Commission on Accreditation of Rehabilitation Facilities) and/or accreditation by JCAHO (Joint Commission on the Accreditation of Healthcare Organizations).

(3) Change “GRANTS FOR MODEL PROGRAMS “ to “DEMONSTRATION PROJECTS FOR MODEL PROGRAMS”, start up funds to design and implement “model programs” should be authorized and funds appropriated with provision for continued funding for programs with demonstrated effectiveness.


703:  Indian Women Treatment Program
Page 133 - 134 - SEC 703. (a) Delete (this is covered above under SEC. 702 (a) COMPREHENSIVE PREVENTION AND TREATMENT PROGRAMS.  Ample funding would make grant applications unnecessary.



704: IHS Youth Program
Increase funding to acknowledge increase of complexity in treating dually diagnosed adolescents.

INDIAN HEALTH SERVICE YOUTH PROGRAM

Page 134 - 136 - SEC 704. Delete (a) and (c) through (f).  Change (b) to: The Secretary shall build, staff, operate and manage additional youth regional treatment centers in each IHS Area as described above in revised Sec 702.

 Page 136 SEC. 704. (f) MULTIDRUG ABUSE STUDY delete (this information will be produced by data collection in an ongoing manner as indicated below in SEC. 707)



705:  Training 

and Community

Education   


Page 136 - SEC. 705 (a) through (c) change to: 

Comprehensive community education to include extensive behavioral health training of employees of tribal and IHS administration and programs, health, education, judicial, law enforcement, legal, social services programs, Indian community members at large and other agencies who serve the Indian community, whether on reservation or in urban settings. Community oriented education programs, such as “Gathering of Native Americans” (GONA) are valuable and effective in the process of educating and healing Indian communities.
Provision should be made for each IHS Area to provide specialized Primary Care Provider (PCP) training for I/T/U medical personnel.  Funds for revision of the PCP training manual should be authorized and appropriated.

An evaluation of the effectiveness of the community and Primary Care Provider training should be completed.



706:  Gallup ASA Treatment 

Center   
Page 137 - 138 – SEC. 706.   Re-authorize and appropriate ample funding.



707:  Reports
Delete CDMIS.  Establish a minimal core data set for behavioral health programs that will provide vital information yet allow flexibility in the methodology of data collection. 

REPORTS

Page 138 - SEC. 707. (a) COMPILATION OF DATA. Change to: I/T/Us operating or contracting for comprehensive behavioral health prevention and treatment programs shall be responsible for collection of a quarterly minimum data set including:

1)   the number of clients served and their tribal enrollment status, gender, and age range:

      A)  children up to age 11

      B)  adolescent youth 12 – 17

      C)  young adults 18 – 24

      D)  adults 25 – 44

      E)  older adults 45 – 59

      F)  elderly 60+

2) top three DSM IV alcohol and substance abuse diagnoses (alcohol/substances of choice)                    

       by age range

3) top three DSM IV mental health diagnoses (other than alcohol/substance abuse        

       diagnoses) by age range

4)    services provided to each client

5)     outcome measures of program efficiency, outcome effectiveness, and satisfaction

(b) REFERRAL OF DATA. Delete (this is covered in (c) below.)

(c) COMPREHENSIVE REPORT Change to: The data compiled under subsection (a) shall be provided quarterly to the affected tribe, program board of governors, the Service Behavioral Health Director, the Service Area Director and Service Headquarters.



708:  Fetal 

Alcohol 

Syndrome & 

Fetal

Alcohol Effect Grants
Change title of Sec 708 to FETAL ALCOHOL SYNDROME. 

Page 139 - 141 - SEC. 708 delete the phrase FETAL ALCOHOL EFFECTS, delete grants, provide ample funding for intervention and treatment of individuals affected by FAS and move all (but the portion addressing identification of high risk women and prevention) to Title II. Identification of high-risk women and prevention of FAS are covered in SEC 704 COMPREHENSIVE PREVENTION AND TREATMENT PROGRAM.

A national FAS registry needs to be developed and implemented.
Ample funds will be made available to each service area to provide dysmorphology clinics to secure accurate diagnosis of FAS.

709: Pueblo 

Substance Abuse

Treatment

 Project for San 

Juan Pueblo, NM
Page 141 - 143 SECs 709 & 710- delete (these are covered under SEC 702 and with ample funding to provide COMPREHENSIVE PREVENTION AND TREATMENT PROGRAMS, there is no need for individual grants)



710: Thunderchild Treatment Center
Page 141 - 143 SECs 709 & 710- delete 

(these are covered under SEC 702 and with ample funding to provide COMPREHENSIVE PREVENTION AND TREATMENT PROGRAMS, there is no need for individual grants)



711:  Substance 

Abuse Counselor

Education Demonstration Project
Page 141 - SEC 711 change title to:  "CERTIFICATION, EDUCATION, AND 

TRAINING OF BEHAVIORAL HEALTH/SUBSTANCE ABUSE COUNSELORS"

Change sections (a) through (h) to:

(a) The Secretary shall provide ample funds for I/T/Us to provide or contract for training, education, certification, and continuing education for all behavioral health/substance abuse counselors, trainees, program management, and other staff. 

(1) All behavioral health program managers and staff employed by I/T/Us shall be certified and/or licensed by any tribal, state, governmental, or private certifying board that is nationally or internationally recognized as a standard of counselor excellence.

Employees hired to work as behavioral health/substance abuse counselors who are not yet certified shall be designated "trainees/counselor interns" and have 2 years from the date of hire to acquire proper certification, and until then shall be directly supervised by a properly certified clinical supervisor. The Secretary shall provide ample funding to I/T/Us to provide or contract for training necessary for counselors and counselor trainees to obtain proper credentialing/licensure, to apply for and renew counselor certification and/or licensure, and to obtain required Continuing Education credits.

(2) All behavioral health/substance abuse counselors, counselor interns/ trainees, and other staff employed by behavioral health programs of I/T/Us may be allowed, at the respective tribe’s discretion, work hours and ample funding to participate in tutoring & college preparatory programs, and all levels of education for any behavioral health-related major or degree at any accredited community college, four-year college, university, or institute. Related areas of study are broad and may include but are not limited to: alcohol and substance abuse treatment, psychology, counseling, sociology, nursing, medicine, social work, Native American studies, Fine Arts (art, music, dance, theater) and Media Arts (photography, communication, journalism, and radio-television-film).

I/T/Us may develop payback and retention programs.

712:  Gila River Alcohol and SA

Treatment Facility
Page 143 - SEC. 712 delete 

(with ample funding to provide COMPREHENSIVE PREVENTION AND TREATMENT Programs, there is no need for individual grants)



713:  Alaska 

Native Drug and Alcohol Abuse Demonstration 

Project


Page 143 - SEC. 713 delete

(with ample funding to provide COMPREHENSIVE PREVENTION AND TREATMENT Programs, there is no need for individual grants)



714:  

Authorization of Appropriations


Page 143 - SEC. 714. (a) Change to: There are authorized to be appropriated such ample sums for each fiscal year through the year 2010 to carry out the provisions of this Title.

Add: (b) The Secretary shall increase funding from 25 percent up to 50 percent to demonstrated, truly blended, cross-trained, Behavioral Health Model programs incorporating alcohol and substance abuse, mental health, social services and other related programs.

NEW : 715 
Traditional

Alternative 

Healing 


Comprehensive behavioral health treatment for Indian people shall relevant local native healing and teaching practices, beliefs, and cultural values involving families.  These services should include support services for families whose members are in treatment.

Tribes should have the ability to explore and utilize this area of their belief system in addressing substance abuse problems.  To assist tribes, funding for transportation to and from traditional/alternative healings should be authorized and appropriated.

There should be ample Behavioral Health Program Contract Health Service (BHCHS) funds to provide payment for traditional healing services.  These funds should be specifically identified as BHCHS funds. budget and would require an increase in the current level of CHS appropriations.  Additional CHS funds should be authorized and appropriated for these services.  


A. TITLE III 

B. 
HEALTH  FACILITIES  RECOMMENDATION

C. 

301: 

Consultation, 

Closure of 

Facilities; Reports 
· IHS, in consultation with urban and tribal programs, shall annually assess and report to Congress the total need for healthcare facilities.

· Keep the current priority lists and add other categories to the priority system, i.e., mid sized outpatient facilities, small primary health center, and specialty facilities.  IHS funds could be used as “match” for other federal, non-federal, or tribal construction funds.



302 Safe Water & Sanitary Waste Disposal

Facilities
· Increase community sanitation facilities rather than building individual systems.

Comment:  too many septic tanks – contamination of water.  Get away from septic tank system to regular sanitation system.

· The Secretary shall develop and implement a plan to provide safe sanitation facilities to Indian homes.

· Develop standard templates for sanitation facilities with a tribal option to use the template.

· Develop standardized templates for facilities construction.  Templates will not be used to develop construction costs without tribal approval.

· In Section 302.b.2 (sanitation facilities) change “operation and maintenance” (O&M) 

       to financial/technical assistance.   

303: Preference to Indians & Indian Firms
· Section 303 should be revised to allow tribes the option to use or not use Davis Bacon (to waive) wage rate or local prevailing wage rates.



304: Soboba Sanitation 

Facilities
· If Section 304 identifies a problem across Indian country, this section should apply to all tribes.



305: Expenditure 

of Non-Service 

Funds for 

Renovation
· The Secretary, acting through the Service, shall have a mechanism to allow joint financial partnerships to occur between the IHS and other non-federal entities and other federal agencies for design and construction of facilities reflected on a national priority list.

· Develop authorizing language that would allow for partnership (government/tribal) that might include matching funds.

306: Grant

 Program for the Construction, Expansion, & Modernization of Small Ambulatory Care Facilities
· Loan guarantee program for construction be authorized.  The loans could be used as matching funds for other federal funds that tribes might qualify for.

· Tribes should all have authority to use 638 carryover funds to assist in augmenting federal and non-federal sources of funds for the purpose of construction, modernization and expansion of ambulatory health care facilities.



307 Indian Health Care Delivery Demonstration 

Project
· Authorize joint venture projects with funds distributed on a competitive basis using the grants funding mechanism for all size, type, level and scope of health services facilities.  

· Demonstration programs will correspond with the IHS National Health Facilities Priority Lists established in Section 301 of Title III. 

·  IHS and tribes shall participate in joint resource ventures with non-federal entities and other service facilities demonstration programs, including subsequent recurring funds for staffing and maintenance of these programs and facilities.  

· The Secretary shall consult with tribes/tribal organizations regarding criteria for multi-resources funding for the purpose of design and construction of health service demonstration programs including subsequent recurring funds for staffing and maintenance of these programs and facilities.  

· Demonstration programs include, but limited to hospice facilities, long term care facilities, Health Exercise Wellness Centers, Traditional Healing Centers, Substance Abuse Treatment Centers, Child Care Centers for federal and tribal health staff, helipads, mobile clinics, staff quarters, and other families that will benefit tribal communities and improve the well-being of Indians include the traditional inpatient and outpatient facilities.



308: Land 

Transfer
· Make section 308, (which applies to transfer of land from the Chemawa school to IHS) a general statement so that it does not apply to just one tribe or to land.

· Revision should include transfer of all land and improvements.

309: 

Authorization of Appropriations
· Reauthorize section 309 to increase funds, and authorize through 2010.

· The amount of funding made available will be consistent with the methodology currently used by the Agency to determine routine maintenance costs (Oklahoma Formula).

310: Applicability of Buy American Requirement
· Delete this section.



Innovative 

Programs
· Need program to support tribes who are innovative and who take the initiative to develop ideas. 

Add to Title III
· Space authorized by this legislation for adding to the current inventory of health care facilities through new construction expansions, conversion of facilities, will have funds appropriated to maintain, improve, and/or operate these facilities. 



Joint ventures
· Joint venture –Provision to allow tribes to proceed with new outpatient (clinic) construction in accordance to recognized planning protocol, and still be eligible for funding consideration for new equipment, staffing, maintenance and operations.

· Reduce the no-cost lease from 20 to 10 years for joint venture.

· IHS and tribe must have some agreement on what happens under joint ventures after end of 10-year no-cost lease.

Tort Claims
· Strengthen tort claims to include all patients at IHS and tribal facilities.   



Section 804: 

IV. Lease with 

Indian Tribes
· Leasing with Indian tribes under section 804 should be reauthorized and moved to Title III.



Section 820: 

Tribal Leasing
· Move section 820 from Title VIII and reauthorized in Title III.

Facility 

Expansion
· Provide more flexibility for major expansion of a facility.

Staffing
· The 85% staffing of new facilities should be increased to 100% of RRM needs.

Metric 

Requirement
· IHS should have a waiver from the metric requirement in all construction.

Staff quarters

Maintenance &

Repair 
· Advocate for M&I for staff quarters maintenance and repair.  

· Do not use M&M funds for staff quarters repair or construction.  

· IHS should have more flexibility in purchasing replacement or new staff quarters.



Technical 

Assistance
· IHS shall provide technical assistance to tribes for planning and engineering of facilities at no cost.

Deep Look 

Surveys
· Deep look surveys shall to be completed for I/T/U facilities every three years. Used to prioritize construction need.

QMIS
· Eliminate QMIS (Quarters Management Information System) for quarters rental rate determination and allow local rate setting.

638 Contracts
· Phased funding may increase 638 costs.  If so, IHS should request additional funds to cover those costs.

· For 638 contracts, authorize lump sum to tribe up to 100% of appropriation.  Payments should be made within 30-60 days of appropriation.

TITLE IV ACCESS
RECOMMENDATIONS

401 
Change in Title (Name) and Sections

I/T/U’s be an MCO (Managed Care Organization)

Allow HCFA waivers of Anti-deficiency Act for M & M.

402
Free standing providers able to collect Medicare

Construction limit for M/M funds from $1 million to $5 million.

Waive cost sharing by Indians – co-pay, deductions, and premiums.

404
Direct billing by passing MCOs (Institutionalize demo project).

Reduce frequency in reporting.

HCFA to provide money to do actuarial studies (cost based reimbursements) for services in 

rural areas.

406
Reauthorize 406.

407
Reauthorize 407.

To begin payments for Indian lands (at current market).

ALL NEW SECTIONS
1. 100% reimbursement by HCFA for emergency & non-emergency transports.

2. M/M reimbursement to I/T/U’s out of plan.

3. Reimburse for multiple visits (in one day).

4. Renaming act and section (Phoenix & Tucson).

5. Direct reimbursement from HCFA to I/T/Us for pharmacy.

6. Reimbursement for Indian speaking translators providing outreach services.

7. Traditional healing services to be 100% reimbursed by I/T/Us.

8. Permission to bill self-insured tribes necessary (Tribes).

9. Eliminate limitations for use of M/M within health sphere.

10. New section to address contract health services.

ISSUES: HCFA, STATE, ITU 


Legal Organizational Relationship 

Direct government to government consultation and policy formulation.

ISSUES: NEGOTIATE


Accept risk contracts for all contract (e.g.: M & M, Commercial)

Tribes 638 IHS (no prohibition in accepting risk).

ISSUES:

Reports in 403 used contrary to 401 &

402 to offset IHS dollars
Use language proposed by Phoenix/Tucson (No citation attached.)  



TITLE V:  URBAN HEALTH
RECOMMENDATIONS

ISSUE: Insurance Cards
Navajo Nation recommendation to issue insurance cards to eligible Indians, which would guarantee a level of health benefits to Indians.  Issue was very controversial; pros and cons were listed:


PROS:

· Provides same or minimum quality of services to Indians who live off the reservation.

· Core benefits package should be available to Indians wherever they happen to be, services follow the individual vs. services following the organization.

· Provides Tribe with health data on their members who are in urban areas. This data can be used to justify need to Congress.

· Urban program lacks government to government relationship

· Urban programs could continue by providing core benefits package services, providing services to non-beneficiaries, and providing services not provided in core benefits package.
CONS:

· Jeopardizes existing Urban programs and their capacity to leverage $$ - for every IHS $ they get 2-3 additional $.

· Urban program provides culturally appropriate care, and is the only authority IHS has to provide services to Urban Indians.

· Urban programs use their funds to leverage other resources and have a diverse payor mix, including funding as a non-profit.  Are also able to take care of non-enrolled Indians.

· Theory is good but proposal may be defeated as a result of not having enough resources to fund.

· There are no apparent economies of scale in the plan.

· We are all competing for the same pot of money. Puts AI/AN in competition when Title V is not funded.

· Level of funding and the part of the HCFA MOA, etc. should be the focus of the reauthorization work.



ISSUE: Insurance Cards
Navajo Nation recommendation be forwarded as a demonstration project to be phased in gradually.

Eliminate “termination” language from Navajo proposal regarding Title V.

Within ___ time, IHS will look at core benefits package for all Indians, reservation and urban.

(Section 512)
Section 503 – change language “outreach and referral” to “comprehensive health care delivery”, but there are still Urban programs that are outreach and referral which need to elevated to at least primary care provider level. 

Access to MM Rates
Urban programs should be eligible for federal MM rates – 100% FMAP and access to GSA resources, (federal travel rates and components) and indirect costs.

FTCA
Urban programs should have coverage under FTCA.

Section 504
Section 504 needs clarification as to intent and applicability to urban programs.

Section 505
Section 505 needs to be modified to permit HCAHO accreditation in lieu of annual on-site evaluations by IHS.

Section 506
Section 506 needs to be modified to permit use of grant and contract funds interchangeably in emergent situations impeding cash flow.  They should also have the capacity to have carryover funds. They should also be eligible for lump sum awarding of contracts and grants.

Section 507
Section 507 should be changed to semi-annual vs. quarterly reporting and an audit consistent with the Single Audit Act. Delete 1992 report to Congress requirement in 507D and re-write reporting to Congress language appropriate to what is needed and practiced.

Section 508
Section 508 adopt Phoenix-Tucson recommendation:  

· Agreement with the existing language as written with the following recommendations:

· Expand the authority to grants and change the title to “LIMITATION ON CONTRACT AND GRANTS AUTHORITY”.

· Change the first paragraph to read “Section 508. The authority of the Secretary to enter into contracts or grants under this title shall be the extent, and in an amount provided for in appropriation Acts.”

Section 509
Section 509 Adopt Phoenix-Tucson recommendation and research adding 638 language provisions for facilities issues.

Facilities Renovation:  Delete in its entirety and replace with the following:

“The Secretary shall make funds available to contractors or grant recipients under this title for renovation, purchase or construction of facilities including but not limited to leased facilities to assist such contractors or grant recipients in meeting or maintaining the Accreditation Association for Ambulatory Health Care (AAAHC) standards or like certifying body approved by IHS .”

Page 125, Section 509 delete word: “RENOVATION” from the title.

Page 125 Section 509 delete in its entirety and insert the following:  Congress authorize and appropriates funding for purchase or construction of facilities.

a) Add after JCAHO “or like certifying body approved by the service” i.e. AAAHC AND

Section 510
Each service area, in consultation with its Urban programs, will be responsible for development of appropriate levels of support and infrastructure to support health care delivery to Urban Indian population.  Add Phoenix-Tucson language regarding Centers of Excellence and changing name of HQ office to “Office of Urban Indian Health” (delete: “Branch”)

P/T language: Page 124, Section 510(b) delete the last sentence starting on line 4 and insert the following:  “Congress shall authorize and appropriate funds to establish Urban Regional Centers of Excellence with staffing.  The Secretary shall provide 1 Urban Program Coordinator for each Area Office of the IHS.  Congress authorizes and appropriates funding for purchase or construction of facilities.

a) Add after JCAHO “or like certifying body approved by the service” i.e. AAAHC AND

b) ADD establish regional Urban centers of excellence and staff.  See Attachment A (from Ralph F.) NOTE:  No attachments received with the P/T recommendations.

Section 511
Adopt Phoenix – Tucson recommendation, delete reference to CDMIS.

Congress should provide appropriate funding for urban Indian health programs to acquire and maintain automated systems hardware/software, and technical support) to implement an appropriate behavioral health data reporting system.

Page 126, Section 511 the paragraph after (c ) (6) line 1, insert after the word “methodology” insert the words “in consultation with Urban Indian Health Programs” and on line 2 after the word “criteria” insert with “in consultation with Urban Indian Health Programs.”

Page 126, Section 511(a) issue is local to Oklahoma Area, and this workgroup will not be making any recommendations on this Section.

Other Urban clinics should be able to attempt to reduplicate these demonstration projects, including in CA.

Section 513
Adopt 1st Phoenix-Tucson recommendation, delete 2nd recommendation.

Convert all NIAAA programs to the service.

Section 514
Adopt Phoenix-Tucson recommendation.

Page 127, Section 514(a), Delete the 1st paragraph and insert the following: “There are authorized mandatory appropriations of adequate funds as required for each fiscal year through fiscal year 2010 to carry out this title.”

Title II
Title II should reflect needs of Urban Indian Health Programs.

Title VII, Title IV, & MISC.
RECOMMENDATIONS

Section  803
Move to introduction and include I/T/U consultation process.

Section 805
Reauthorize

Section 806
Reauthorize.  

· If supported will limit funding. Cross cutting concern.

· Recommend to refer to Title II.

Section 807
Relocate to Title II (Study was conducted)

Will extra care be provided?

Expand those diagnosis to include more things (benefits)

More programs and activities to address.

Focus on RECA rather that in 437.

RECA needs to be expanded to include Indian people.

Section 808
Reauthorize Appropriate in Section 8

Specific laws to funding. Request for more funding.

Pescua Yaqui is a federally recognized tribe. Funded by CHS dollars. Funding has to do with mechanism.

Section 809
Bernie: “We are I/T/U. Has become issue in Tucson when it comes to eligibility issue for California Indians. Federally recognized vs. other Indians.”

 Reauthorize this.

Section 810
Reauthorize

Section 811
Reauthorize Include emergency vehicles and equipment. Add language to number 4.

Section 812
Reauthorize

Section 813
Reauthorize Key word is “Eligible services.”  

Move to introduction.

Section 814
Reauthorize

Transfer certain pieces to Section III and Title 7 seems appropriate.

Section 815
Reauthorize.

Section 816
Reauthorize.

Add language to allow – I/T/U same ability to network…move to Title V.

Section 817
Misunderstanding provisions, protecting us from reduction.  Substitute 5% with 1%. Up to 5% or more to incorporate 1%. Cross cutting issue. Maybe statement requesting more information with today’s climate with self-governance. Budget Formulation Team may review it.

Section 818
Reauthorize and mover to section VI.

Section E portion is ok to leave at Section 8, because its one time demo project, and relocate to Section III.

Section 819
Reauthorization.

Recommendation language…Demonstration portion. Delete A and could be relocated to Title VI.  Renamed it to “Behavioral Health”.

Section 820
Move to Section 804, Title III

Section 821
Reauthorize.

Section 822
Reauthorize and move to Title VI.

Section 823
Reauthorize and move to 801.

Section 824
· Reauthorize.  

· Expand language to include other agencies. Does not talk about services. 

· Maybe another section including other federal service to provide research and other business dealing with Indian people, to locate, at request of tribe, on Indian land. 

Section 825
Reauthorize and extend the date as appropriated.

Section 602
· All agree to have a system.  

· Put timeframe to complete.

· Delete dollar amount

· System needs to be automated and integrated.

· Source of funding needs to be available.

· Focus on enhanced financial system-not on existing funding to combine clinical and data.

· Agree with demonstration project but to not specify the area.

· System available to all I/T/U’s

· Broad statement enough for demonstration project.

· Tribes managing own health care system have own system.

· Integrate the smaller system into overall system.

· Need to include timeframe.  Should be an integrated system not just an automated system.

· The information needs to be shared with management.

· Be specific in goal and objective in integrated system and use specific terms.

· Will it replace what is already in place. 

Section 802
· The negotiated rule making process to be adaptable to Title V Reg Neg.

· To include a process to obtain waivers.

· Adopt language in Title I (Self-Determination Act).

Section 603
· 1.8 – 2 % of IHS budget used on automated MIS.

· 10% of budget

· 4-6% of budget

· 4% of IHS is recommended by Phoenix/Tucson area.

· If no new development, training, designs, travel of patients, patients can stay home-tele-medicine could be used.

· Use amount as a goal for achievement “Such sum as maybe necessary to support provision”.

· Additional and increased funding the I/T/U MIS at (such sum as maybe necessary commiserate with *)  to develop MIS program on an annual recurring basis to impact, enhance and to integrate an automated financial and consumer/clinical data and information system.

PREAMBLE
· There is no “Healthy 2010 Objectives”.

· What is the status of the existing 61 mandated objectives.

· Concur with Navajo Nation position, because there are too many objectives and some are irrelevant, and hard to monitor.

· Raise the per capita to the general spending.

MEDICAID & MANAGED CARE
RECOMMENDATIONS

Title IV
Bill for referred patients & collect 100% pass through to pay providers

Recommendation:

1. Contract providers who serve referred patients are considered to be part of the IHS  

        Provider Network.

Title IV
State automatically assigns Native Americans to Managed Care Organization (MCOs) and they don’t understand (access & payment issue).

Recommendation

1.   Fits in Title IV Access

2.   Protection for Native Americans in IHCIA against auto assigns.

Title IV Section 206 (Revised)
To impose monetary penalties in an effort to enforce TPA’s to reimburse I/T/Us (OSNA)

Recommendation:

1. Title IV Section 206 (revised)

2. Authorize tribes to enforce right of recovery in Tribal Court.

Reauthorization Law
One agency for all Tribal Reimbursement of Federal Funding Sources.

Recommendation:   In the Reauthorization Law.

MCO Status
IHS/Tribes/Urbans seek Managed Care Organization (MCO) status.

Recommendation:  Funds be allocated directly to tribe, eliminate state as pass through

Mental Health & Substance Abuse
RECOMMENDATIONS

Add to Title VII

(from title II, Section 209)
New Section 716 Mental Health Prevention and Treatment Services

Provide funding for the Mental Health Prevention and treatment Services section, and include the Suicide Prevention and Intervention Program and the Prevention and Treatment of Child Abuse and Family Violence Act. (We would differ from the recommendation given by Headquarters for 100 new providers and ask that the original provision in the section for 500 new providers be maintained.)

Provide funding for mental health specialty providers including case managers, community psychologists, neuro-psychologists, family therapists, child specialists and behavior therapists, psychiatric nurses, and psychiatric nurse practitioners. Mental health data support staff at Area Offices and Headquarters should be provided.

Include funding for mental health programs in urban areas.

An increase in CHS funds to allow for the treatment of sexual offenders, residential care, partial hospitalization, and day treatment care. 

Under Section 702 Add:
(o) Research and development of holistic community wellness models shall be authorized and ample funds appropriated.  Funds may be used to support collaborative efforts for the development, implementation and continue activities of community wellness committees.

Family Preservation Program
Family Preservation Program should be addressed under Title VII and include roles of traditions, values and rituals in behavioral health problems in treatment.

Add to Title VII:
New Section 717

Family Preservation Programs

Provide funding for the development and implementation of a Family preservation program component. Preservation would develop family skills to do problem solving within our families. Focusing with the families on roles of traditions, values, beliefs and rituals to re-establish healthy families, communities, and tribes.

Title VII
Add new Section 716 which includes all of the language from Title II Section 209.

Section 209
Last paragraph of Section 209 add:  “Staff training for management of psychiatric patients should be authorized and ample funding to carry out this training.”


Program/providers are always doing crisis counseling instead of trying to do education and prevention, i.e., teach people skills in dealing with situation that could develop into crisis.


Include Behavioral health services in Entitlement package.


Include funds for research and development of holistic community wellness models.


NSF

I/T/U Partnerships
ISSUES COMMENTS

IHS vs. Tribes
Move towards partnerships

Communication
Direct communication ( reports that are understandable

Communication
Uniting people, come together, how do we put this formula to work.  How do we reach congressional people?  A formula to help everyone.

What kind of partners do we have?


Assess what we have now for I/T/U partnership. Locally – Health Board – County – (states) Medicare, Medicaid

· Regional – Tribes & Urbans & IHS (Southwest

· National – NIHB, NCAI

· Strengths – Native Health  Produces ownership (professionals (our director – Indian)

· Does there have to be an issue before we form partnerships? We must understand each other. We must understand our issues.

· Has to be a partnership to survive.

· Watch for areas that create division and be able to identify and work through this conflict and be able to identify and work through this conflict.

· What are the issues we can partner on? ( tribes and urbans.

· Urbans – provide models on what they have been doing M & M. Political strategy together. Area Health Board “seat”.

· Look at the language we use when working together.

· Now and in the future, information shared openly – communicate.

· What is the mechanism to let people know – outside world – know – awareness developed.

· ISSUE – contract support cost.

Eligibility

           Sovereignty

           How do we form partnerships to solve them?

· Locally ( agree to disagree

· However, present a unified partnership front before Congress and world.

· Strategy planning document on partnerships.  Write up a manual and revisit yearly.     



Entitlements & Benefits Package
ISSUES & RECOMMENDATIONS

Definition
What is “Entitlement”?

· Defined Package

· Defined Beneficiaries

· Open-ended budget

· Payroll Taxes pay SSA & Medicare

· Medicaid is paid by General Revenue

Discussion:  Other entitlement programs have to be restructured in such a way that you have to be restructured.

· We have discretionary appropriations – we have always been able to argue that beneficiaries are entitled to other structures for payment.

· We already have a 100% pass through – good base already in existence.  The 100% pass through the off reservation take advantage of it.

If we did achieve entitlement for Indian Health – what are the parameters that we are talking about?

· Entitlement is a total health care for Indian people. 

· In exchange for real property we are assured through various treaties because of the prevailing climate of political philosophy – we have trust involved, loyalty = common thread through the philosophy = put your money where your mouth is.

· We want total health care and because we can’t have it – the Navajo Nation proposed the benefits package. 

· We can’t accomplish the way to achieve it in two (2) hours, but at least we brought it to the table. The Aberdeen/Billing brought it to the table.

· But we do have time to identify a team of individuals:  To develop a language – opportunity is here and we have to jump on it.  Will be difficult.

Criteria for Eligibility Indian Health Entitlement  
Health, Education, Welfare covered 

(opens door to concept)

What is it going to look like?  


 No longer in competition with DOI Bureaus 

Who is the Beneficiary?




· Total Health Care for the People         

· Fulfillment of Federal Trust

· “Per Capital Equity”

· Recognition of Treaty & Loss of Lands

· Guaranteed Benefits Package (equal to U.S. cost/capital)

· Not easy to accomplish

· Needs to be same definition across Indian Country.  
· Tribal Government

· Individuals

· I/T/U’s



Questions
Wasn’t there a study already done for health care package?

What are you entitle to?

What we are talking about is separating the “A to Z” and separate them out.

Responses
Medicaid & Medicare programs are put into managed care packages. Those that are eligible almost 400-500 different services.  The Federal Government gives money to the State. 

Strengths
· Give clear picture of inequity.

· Guarantee certain per capita funding.
· Treaties protected
· If to individual there’s more choice
· If Tribal entitlement control authority

Weaknesses
· Multiple eligibility criteria or U.S. Congress defines eligibility (such as blood quantum).

· Attract “Wannabees”.

· Tribal “Means Testing” to be eligible by Feds.

Benefits
· US keeps its word

· Clarify Eligibility

· All Indians Covered

· Trade off existing services?

Risks
· Means testing (poverty bases)
· Eligibility defined by Congress

· Some Indians might become ineligible

· Loss of Benefits from other state or federal programs

· Change the system we know

Conduct Assessment on Entitlement
· Funding (discretionary/entitlement)

· Eligibility

· Scope of services.

· Other issues

Promote entitlement provision
· A plan development

· Options with pros and cons

· Composed of Tribes

· Analyze other models like Medicaid (Pros/Cons)

· Need to define benefits

· Entitlement in terms of funds (equity) vs. services.

Framework for Entitlement
Build a Framework for Entitlement and build on it at Tribal/Regional Meetings.

Statement in Principle
American Indians/Alaska Natives are entitled to, as a minimum, the same level of health expenditures per person as the general public.



Team of Representative
A team of representatives from each area be formed to draft “Entitlement Language”.

EMERGING ISSUES
ISSUES AND RECOMMENDATIONS

General Discussion & Comments
A. Status of previous meetings with DHSS Assistant Secretary

What are the results?

Issues:  funding, HCFA, equity,  M&M, consultation, and a lot more.

Incorporate into 437 discussion

Need to finalize the document

 Sort by tribes, issues

Could be summarized for 437 activities.

Recommend:  Finalize the report for July 1999

                       Reaffirm Title II (Regarding: EMS)  Emergency Medical Services
B. How will the list of emerging issues be incorporated into the 437 reauthorization?

Important that all recommendations included in the write up

How do these recommendations link to 437 reauthorization

Specific Issues

EMS
Reaffirm EMS under Title II

Long Term Care
A. Issue:  “Right to die”

· Bio-ethical issue, i.e., right to life, right to die, abortion, organ donors.

· Euthanasia

· Need for policy.

B. Facilities include financing of facilities

· Services Need Comprehensive service, i.e., DD, elderly, etc.

· Recommend: Incorporate authorization language

· Indirect

· Facilities

· Location

· Include financial

· Support 
· LTC (Long Term Care) 

· Recommendation: Include in Title II

Policy Area/Issues
A.  Fully support Government to Government position.

· Use effective state models, i.e. Washington                          




B. Environmental Effects

· Recommend:  Include in 437 Reauthorization

          Hazardous Waste sites

          Military established near Indian Reservations

          Effects of oil drilling

          Resources for solid waste dumps

          Safe Water

          Interface with EPA

· Recommend:   Establish new title for environmental


C. Establishment of or Technical Assistance for Health Policy

          Document of support and unique Tribal project

          Allow for “Think Tank”

          Funding for Tribally operated center, i.e. Kaiser Foundation, Udall Center, etc.

· Recommendation:  Go forward with this.




D. Tribal Health Policy

Clarify Indian HC Policy.  Where is it at today?  Where is it heading? 

· Support Government to Government

·  Look at effective models, i.e. State of Washington

· Recommendation:  Strengthen the Preamble section in 437 Reauthorization, i.e. trust responsibility, specific authority, sacred trust responsibility, etc., consultation
· Strong Federal, State, and Tribal working relationship


E. Congressional Moratorium

· Potential Lawsuits against Federal Government

· Moratorium – congressional action perceived “illegal”

· Violated government to government relations

· How do we protect against

Traditional Medicine 
Questions: Will western medicine acknowledge or integrate traditional medicine?

Need for legal and policy authorization for traditional/alternative medicine.

How do you certify Indian Medicine persons? How do you get certification?

Need for legal and policy authorization for traditional/alternative medicine

Need for clear IHS Policy Language

Reluctance because of Tort Claims

· Recommend:  Include in Medicaid and CHIP.

Insurance Programs
Include M& M CHIP, Private Insurance, etc.

Ability to purchase private insurance, i.e. done by approximately 3 compact tribes

Components:  Ability to buy, pay deductibles

        Authorization and control by Indian Tribes

Enhance HC options for Native Americans

· Recommend: Move to Title IV

Health Care Per Capita for Funding Equity
Minimum of  $3,400

IHS @ $1,200 vs. $3,400

· Recommend: Correct inequity/disparity

Economic Development
Impacts of economics in facility planning, construction, location

Enforce “Buy Indians Act”.

How can we promote economic development as part of P.L. 94-437?  Address economic development and unemployment.

· Recommend: Move to Indian Policy

Urban Issues
Provide a Forum regarding “Tribal Shares”.

Can Urban Indians get Tribal Shares.

· Recommend:   Provide a Forum regarding “Tribal Shares”.

Training and Education
· Recommend:   Need authority to receive private and public foundation funds (to IHS).
· Must address federal and Tribal bureaucracies; often the charitable organizations give to organizations.

· Recommend: Move to Health Professions 

Summary

Of

Recommendations

Submitted by

Individuals

Individual Recommendations

Indian Health Manpower

TITLE-I
ISSUES
RECOMMENDATIONS

Section 102
Professional Recruitment Program for Indians
1) Expand the scope of the Health Professionals Preparatory Scholarship Program for Indians, the Indian Health Professions Scholarship program, and the Health Training Program for Community Colleges to include non-degree or certificate programs such as Dental Assisting, Nurse’s Aid, Medical Transcriptionist, etc., training programs to increase the availability of qualified Indians for these positions.

2) Expand the Loan Repayment program to cover all health professions and locations where vacancies have been traditionally hard to fill.

3) Extend the IHS more flexibility in determining how Loan Repayment appropriations are allocated to improve recruitment and retention in more hard-to-fill sites.

4) Re-implement the Indian Health Service Scholarship Program in Medicine and Dentistry.

Section 103
Health Professionals Preparatory Scholarship Program for Indians
· That “Health Educator” be qualified on a Bachelors level.  In today’s health work force Health Educators are growing in demand.  

· People look at CHR’s as those “Health Educators” for their tribes.  

· Maybe 10 years ago people weren’t able to follow-through with their obligations of repaying IHS with this degree, today, I feel there are many tribes that would employ Health Educators as the key to much needed education & prevention methods.

Section 104

Indian Health Professions Scholarship
With tribes becoming more involved in or taking over programs there is a need to train Native Americans in the business aspects of medical care
· Language the specifically includes degrees in business, MBA, Hospital Administration, etc., as being eligible for these scholarships.  

· This also applies to Section 103 and all other sections of Title-I.

Section 107

CHR Program

Albuquerque area should de-emphasize the training and concentrate on service provision- including outcomes.

Section 112

Nursing Programs
Nursing Schools give money to Non Indians to receive scholarships
Nursing Schools must award scholarships to Indian Students.  Needs to have the same eligibility requirements as Section 103 and 104.

Title-I

Health Professions
Health Careers
May need orientation (basic training) No matter the professional background.  

Title-1

Health Professions
All personnel (nurses, physicians, computer technicians, business office personnel) required orientation to key documents (e.g. Snyder Act, P.L. 437), budget, IHS structure, broad education on health needs.  Staff can be best Public Relations locally (replace complaints mode with awareness) regionally/nationally. Up front training will send message of value to staff. Curriculum consists of general to more specific, hands on skills, develop network. Environmental health does this in some form.


Wide spread orientation for all incoming I/T/U personnel, such that no matter what profession a basic orientation training would be available for 1-2-4 weeks.

Health Services

Title-II
ISSUES
RECOMMENDATIONS

Title-II
IHS cannot now accept private grants to develop new services, nor will they “partner” with private entities to develop services.
· Need language that secretary develop policy which allows/requires(?) IHS to develop innovative partnerships including joint funding, with Tribes, Urban’s and non-federal, non-governmental agencies/organizations to develop health services.  

· The language offered for Section, Title 3 for same idea for construction projects could be used.

200 series

Health Services
Recurring funding for Elderly long-term care facilities are not included in PL94-437 reauthorization.
· The Medicaid Perspective Payment system does not reimburse or pay additional services which are identified as required for elderly support.  

· The IHS is reporting that years of potential life has been increased by 54% and, thus, Native Americans are living longer.  Elderly people are experiencing more chronic diseases (arthritis, Alzheimer’s, Parkinson’s, etc.) rather than acute and infectious diseases.  

· Annual recurring of funding will assist in maintaining a higher “quality of life” for our elderly

Section 203

Health Promotion and Preventive Medicine
This area of the act was never funded
1) As stated, the disease spectrum has changed in Indian Country.  Today’s problems are best affected by general preventive measures and health education.

2) Long term cost control depends on future prevention rather than expensive treatment after the fact.

Section 204

Diabetes Prevention, Treatment, and Control
Renewal of the IHS Diabetes Programs
· These programs play an important role in the care of Indian patients with diabetes.  

· Continued funding for these programs is essential to continue prevention and treatment of the single-most common disease in Native Americans.

Section 209

Mental Health Prevention and Treatment Services
Mental Health Services
· A major complaint of most tribes is inadequate access to mental health services.  

· This is an important issue as it relates to medical problems, substance abuse, child abuse and general overall community welfare.

Sec 210-211

IHCIA has several broad areas that need to be adequately addressed in any reauthorization.
Managed Care and Contract Health Service Funds.  Key Areas:
1) Sections of the current law are written in such a manner that over time they decrease the funds automatically (ie):  catastrophic health emergency funds.  IHS tribal costs increase but there are no corresponding increase in funds.

2) Overall funding is inadequate.  IHS and Tribal patients cannot even get the level of care afforded Medicaid patients.

3) While overall health and Indian country has greatly improved since the original IHCIA, the problems facing Native Americans today (ie):  increasing rates of heart disease, are more costly and require more funding.

4) IHS has been a leader in managed care and cost effectiveness.  Currently, the average funding is well below the $3000 per capita national average.  This results in a rationing of care that is considered unacceptable by any other state, federal or private program.

Section 213

Patient Travel Costs
Patient Travel Costs
Any renewal of the IHCIA needs to take into account, the costs associated with the rural locations of most Indian reservation including both the emergent and no-emergent transfer of patients to urban areas.

TITLE-II  Health Services

TITLE II
ISSUES
RECOMMENDATIONS

Section 213

Patient Travel Costs
When patients are flown off-reservation for specialized medical care, usually family members follow later. Due to its emergency nature, family members do not adequately prepare for transportation and lodging costs.  Thus, they usually need funds to get home.
Make funds available for family members to return to the reservation.

Section 214

Epidemiology Centers
Epidemiology Center’s funding
Please add the following line:  

· Increase funding for all existing Epidemiology Centers.

For reference, please see Phoenix/Tucson area recommendations for this section (214) under Title-II.

Section 223

Office of Indian Women’s Health
Women’s Health
The original act placed a high priority on women’s issue.  However, this was not followed up with funding.  Whether handled separately or as part of the whole, women’s health should remain a high priority.

The tribes, IHS and urban programs are currently working on more detailed recommendations.  Indians deserve and are entitled to the same level of care as the rest of the country.  In addition, they have unique problems like the high rate of diabetes that need to be specifically addressed.

TITLE-III  Health Facilities 

TITLE III
ISSUES
RECOMMENDATIONS

Section 306
Diabetes Prevention, Treatment Control Continued and increased funding is needed for the MDP to provide adequate personnel and facilities (through either adding to existing buildings or development of new ones) to counter the diabetes epidemic facing this and other Native American Communities.
The Indian Health Care Improvement Act, PL 94-437, was amended in 1980 with PL 102-573 (section 204) which prescribed measures to address diabetes prevention, treatment and control among Native Americans.  

· Initially, five model diabetes programs (MDP) were developed by tribes and their respective IHS Service Units.  Over the years the number of MDP increased.  In 1990 PL 102-573 was amended to provide for a program in the state of Utah- which was placed at Fort Duchesne.  

· Currently, there are 19 MDP in 23 IHS and Tribal sites.  As with the other, MDP, U&O’s program has been progressed in developing unique interventions and tools, which address diabetes in the Fort Duchesne Service area.  A few examples follows:

· Treatment:  Weekly comprehensive diabetes clinics, provided by an interdisciplinary team of clinicians and educators, utilizing IHS standards of care and principles of stated diabetes management; follow-up and referral to/by DCP staff for on-going patient and family education and clinical care; and provision and education of benefiting from self monitoring of blood sugars.  

· Prevention:  On-going community interventions focused at youth, adult and seniors such as the summer and winter youth programs, school lessons and activities; weight loss and lifestyle improvement classes; and aerobic and an open gym.

The following examples indicate how the need to provide resources and intervention which address diabetes in this community has increased since 1990.  The number on the diabetic registry has grown from 222 to 362 in 1998, percentage with diabetes less than 10 years is 71% (highest in the Phoenix IHS area); in 1980; 6 patients were on dialysis- now there are 23, with 66 patients having been on dialysis between 1980 and 1998.  Nearly 70 percent of the local Ute school children are overweight or Obese.

TITLE-IV
ISSUES
RECOMMENDATIONS

Section 401

Access to Health Services
Definition of ENCOUNTER
· The Northern Ute Tribe and the Uintah & Ouray Service support the recommendations made at the Phoenix/Tucson Area Consultant Meeting on February 24-25th.  

· We strongly support the recommended changes in Section 401 and the clarification of the definition of ENCOUNTER.  This will allow the Utah facilities to bill Medicaid for more than one encounter during a visit to the facility.

Section 400 and others

Throughout Document
Language is not inclusive of other federal programs in addition to Medicaid and Medicare.
The language for exemption of co-pays and the use of FMAP funds needs to cover M&M programs such as stand alone CHIP programs and other potential or existing federal programs that may be used to provide services to American Indians.  In particular, those programs that are administered by states.

TITLE-VII
A high rate of turnover in SA counselors is creating a reduction of qualitative services
· A recommendation that a nationwide entry level for S A counselors be at a GS pay rate of (GS-7).  (most S A Counselors do not maintain professional degrees, but are considered as comperent due to on training and certification in a state credentialing entity, or international credentialing Consortium.) 

· If considered, this would promote professionalism and overall, improvement in the quality of care provided to PTS.

Miscellaneous

TITLE-VIII
ISSUES
RECOMMENDATIONS

Title-VIII


IHS hospitals and clinics as direct care provides and medical education providers lack access to public and private (other than IHS) funding to support clinical/medical education (rotations, residencies, etc.) and special clinical initiatives.
· Provide the authority in Title 8 to IHS hospitals and clinics to receive public and private funds that are not IHS authorized:  This authority would provide mechanisms to receive public and private funds to support clinical residencies rotations, and other medical education activities.

· This authority would extend to special clinical and prevent initiatives that would lead to the development of unique care and treatment interventions.                                          

Section 824(a)

Priority for Indian Reservations
The current language in Section 824(a) may potentially conflict with recommendations adopted at the southwest regional consultation meeting.
· Presently, 824 gives priority for locating facilities or projects on Indian lands.  These should be discussion whether or not there might be a potential conflict with certain projects or services to be provided at facilities that serve reservation and off reservation Indians, that are located in an urban setting.  

· An example is the proposed renovation project at the Phoenix Indian Medical Center, within the project, however, there is a proposal to establish satellite ambulatory centers outside the PIMC campus, one on-reservation and one off reservation location.  Another potential conflict with the current language is the urban AI proposal to allow them the ability to use third party collections to build health facilities in urban locations in the future.

Emerging Issues
Emerging Issues
· Euthanasia 

· National Organ Procurement- HCFA made no exemptions to consider Tribal beliefs, culture.

TRIBAL RECOMMENDATIONS

TITLE
ISSUES
RECOMMENDATION

Preamble
Need for statutory linkage language needs to be added that makes all programs and services authorized under the IHCIA fully and automatically accessible to tribes under ISDA Title I or Title III.
Possibly add ISA typed wording to an IHCIA preamble or policy finding such as the following: 

· “To enable open participation by Indian people in the planning, conduct, and administration of all programs and services authorized under the IHCIA to the extent such participation is sought by each tribal government.

· “to provide the quantity and quality of health services necessary to elevate the health status of American Indian and Alaska Natives to the highest level possible and to encourage and enable the maximum participation of tribes in the planning, conduct and management of all these services.
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