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Tribal Leaders Diabetes Committee Meeting

Quarterly Meeting - May 27-28, 2003

Scottsdale, AZ

TLDC Members Present: Alternate Co-Chair, Buford Rolin, Nashville Area; Kermit Smith, Co-Chairperson, IHS; Jerry Freddie, Navajo Area;  Albert Manuel, Tucson Area; John Pipe, Member At Large; Dr. Judy Goforth Parker, Oklahoma Area; Lorelie DeCora, (Alternate for John Blackhawk), Aberdeen Area; Mike Jackson, Phoenix Area; David Garcia, Albuquerque Area, Bob Brisbois, Portland Area, Kelly Short-Slagley, California Area, and Cynthia Bender, Alaska Area (Alternate for Sally Smith)
Members Absent/Excused:  Alvin Windyboy, Billings Area, No rep appointed for Bemidj Area 

TWG Present:  Lorraine Valdez, NDP, althea Tortalita, NDP, Lisa John, Chickasaw Nation, Theresa Galvan, and Navajo Nation, 
Other Attendees:  Kelly Acton, Gary Hartz, Martia Glass, Cecelia Kayano, Becky Johnston, Kerri Lopez, Tammy Brown, Denise Exendine, Beverly Aussell Janet Reeves, Dave Rambeau, Dawn LeBlanc, Velma Maloney, Robin Thompson, Charles Rhodes, Marie Allen Dr. Charles Grim and Cecelia Shorty (Recorder,  

	Subject
	Discussion
	Responsibility

	Welcome, Roll Call and Introductions
	Day One – Tuesday May 27, 2003

Meeting called to order at 9:00 a.m.

Invocation given by Jerry Freddie, Navajo Area

Roll Call by Althea Tortalita


	

	Review of Agenda
	Items pointed out were the Area Consultations, TLDC recommendations, Protocol

K Short-Slagley offers a motion to consider making the agenda a “working agenda” J Goforth Parker seconds motion.  Motion adopted

Discussion

NDP – members leaving early tomorrow (Wednesday May 28, 2003).  The agenda was left broad, decide how best to approach items, i.e., consultation, protocol, need a proposed process, each area to address by their area these items.

B Rolin: Dr. Grim arrives tomorrow (Wednesday May 28, 2003).


	

	Consultation Reviews

Questions #1:

COMPETITIVE GRANTS - Should the $50 mil be distributed via competitive grants?

Discussion of distribution formula
Motion to utilize 2002 data

Motion that the Area distribution be addressed in a single formula

Question #3: Do you support increasing funds for urban programs?

Motion to set the urban set aside at $7.5 mil

Question #4, Administrative Set Aside

Motion by CA failed.

Question # 4 continued

Motion made that administrative cost remain at $3.8 mil 

Question #5:    Should there be a specific set-aside for data improvement?  
Data improvement at the Area level

Question #6 -  Should the CDC National Diabetes Prevention Center (NDPC) be funded?

Motion to give the NDPC, CDC project $1 mil
Question #7 - How should cost increases due to inflations be funded?

Motion to fight that the inflation be funded through the IHS process

Motion that an inflation factor of $15 mil be set aside from the SDPI funds.  
Motion to set aside $15 mil for an inflation factor that goes to the Areas for distribution to the grant programs
Question #8 is specifically the issue of new tribes.  How should the issue of new tribes be handled through the SDPI funds?  
Motion  to remove mortality data from the formula
Motion that  disease burden be  prevalence at 68% and prevalence rate of increase at 32%.

Wednesday, May 28, 2003 @ 7:30 a.m.

Motion to leave TSA at the same funding level at 2003 in specific dollar amount of $11,641,700
Motion to keep the TSA at 12.5%
Motion balance of the formula to be allocated, 70% disease burden and 30% user pop after the set asides
Motion to keep disease burden at 57.5% and user pop at 30%.

	K Short Slagley:  Don’t need to go area by area, do a review with timeframes involved.

B Rolin:  Do we want to go to the Matrix directly?  (Matrix from Ed Fox, Portland distributed to TLDC as a working document.)

L DeCora:  Matrix is not accurate – there are Areas missing who are important and should be included.  

L Valdez:  Information can be added. Each area’s complete statement has been shared.

S Welch:  Urban perspective needs to be clarified when the final report summary is completed.

B. Rolin - Nashville Area:

· We discussed the $12 mil be included for the distribution in the national formula.  

· We also recommended that the $21 mil be taken off the top for competitive grants.

· Need go back to Item #1 and add some caveats, which need to be addressed as far as the recommendation for the competitive distribution.

Motion by J Goforth Parker to support competitive grants, second by Aberdeen.  In favor? 4 Opposed ? 7   Absent?  3  Motion failed
J. Freddie - Navajo Area:

· The Navajo Area recommends using FY ’02 formula for the distribution of FY ’04 funding to speed process of distribution of funds as soon as possible.

·  For FY ’05 and subsequent years the recommendation is to change the formula is disease burden 50% and user population 50%. Changes current formula of disease burden at 57.5%, user population at 30% and TSA at 12.5%.  We recommend that disease burden be based 100% on prevalence and that mortality and TSA not be used in the formula for ’05 and the following years.

J Goforth Parker - OK Area: 

· OK recommends a single current formula based on the most current data available is the most appropriate method for distribution of current dollars.

· We recommend looking at the whole $150 mil under one formula divided up in the following manner using two factors:

· User population weight at 40%

· Diabetes prevalence weight at 60%

· The consensus is to take out mortality data for the same reasons we have always said to take out mortality data, and also remove TSA.

M Jackson - PHX Area:

· The PHX Area tribal consultation has resulted in the decision that disease burden would be at 57.5%, user population at 30%, TSA at 12.5%.  Back to the original formula designed for the SDPI.

· The $138.75 mil would be the national set-aside for 2005 only into the existing formula.

B Rolin:  We are talking about the $12.5 mil as far as how to recommend it be utilized to move it into the new formula for distribution.

For the record:   Recognize Jackie Reed from Nevada, the National Council of Urban Indian Health.  She would like to speak on the urban set aside.

J Reed:  Nevada: Thank you for allowing me to speak on behalf of the urbans.  The National Council of Urban Indian Health was recommending a 10% set aside, but in looking and hearing the discussions, seems that we were not getting a lot of support from the areas.  What we are respectfully requesting is that there be a set off of the top of the $50 mil.  We are also respectfully recommending that for any allocations made for inflation costs, that urban programs be considered.  

S Welch:  I’ll hold off comments on those other areas until you get to those questions.  Looking at the document, under the urban section, just to try and help us with the basic distribution.  It looks like almost every area made some sort of recommendational referral to the $5 mil that’s going to the urbans, just like for you to recognize that all of the tribes’ in their consultation, whether they agreed for an additional set aside or not, they still referred to the $5 mil, so we’re still back to that same question, the rest of Indian Country believe we’re getting a $5 mil set aside, when indeed, we’re not…so…

B Brisbois - Portland’s recommendations for whatever is decided will be distributed and for what amount, would be:  If the first amount is $70 mil:

· The TSA to be applied to the first $70 mil like the basic formula:

· User population at 30%

· Disease burden at 57.5%; would like to see this changed to 100% prevalence

If the amount distributed is over $70 mil:

· Increase user population and disease burden, proportionately, from the TSA’s 12.5 %

Ed Fox:  I’m not exactly sure where I came up with the $63 mil out of staffing and consultation.  We want to freeze the TSA at the amount it is at right now.  If there is additional money above the current level, we’d no longer use the TSA.  The logic there was, the TSA was to provide a basic amount and some start up monies.  We believe the start up should be taken care of by now, and any additional dollars don’t need to address the issue of what do you do for small tribes.  It’s exactly what we did in the Portland Area.  The first $30 mil we distributed 70% by user population and everyone got 30% of the money.  We gave everyone an equal amount.  When we got more money.  We did it by user population; we did it by area distribution.  So you shouldn’t always try to take care of the smaller tribes, no matter how much money you got, at some point it would be ridiculous. So we are saying freeze the TSA at the level’s it’s at right now.  And we’re not sure what amount that is.  $63 mil or $70 mil?

B Rolin:  $70 mil.  Mr. Fox, you make a good point.  When you say TSA you made me think of the concern that we have with new tribes.  I don’t see a whole lot of other areas that made that point.  I guess the question we need to deal with is, could we deal with that and TSA aspect of this, are they to be considered, or what.  With new tribes involved, how do they get resources?  It’s a question that we need to think about.  In the Nashville Area there are at least two new tribes and at least several others that are being considered.  Are they eligible for diabetes funding? 

L Valdez:  Just a reminder, each of the Areas, in their consultations, did make a comment to that particular issue and you have that.

Albert Manual - Tucson Area:    

· Under the disease burden, the Tucson Area is recommending the prevailing rate of 75% be changed to 80%

· Mortality go from 25% to 20%

· For the user population be FY ’02 data be used, and then for subsequent years the most current data be utilized.

· User pop at 30%

B Rolin (summary):

Should the basic formula stay the same?

· Leave the existing formula as is (with the exception of Aberdeen)

· Some caveats are added 

L DeCora:  According to the matrix, the majority of the Areas said no and they say what should not remain the same, and list changes, maybe we need to vote on that?

B Rolin:  That’s what we’re coming to.  It looks like that’s what we’re going to have to do.  If you look at the matrix, we have 4 areas out of 12 that said leave it as is, then we have 8 areas that said to change.  Navajo said consider change for 2004.  

K Short Slagley:  Makes a motion that the $100 mil be distributed using the 2003 formula, that includes the $30 mil as set-aside and the remaining $70 mil go out using current data.

B Rolin:  2002 data is the most recent.  I have a motion by CA to leave the present formula, utilize the 2002 data.  J Freddie (NAV) seconds the motion.

A Manuel:  The motion you’re referring to is the basic formula, how are we going to attend to those other recommendations in terms of the formula itself?

B Rolin:  That’s a good question. Some are very specific to areas.  

K Short Slagley:  Another answer is, this particular motion can die or be defeated and then you can make a motion to basically do this, but change the mortality to zero, that might be a better motion.  Let’s at least eliminate some of these options here so we can negotiate on some others.

L DeCora:  You didn’t say a timeline, when is this change happening, in ’04? 

K Short-Slagley:  2004.

L DeCora:  My question to Dr. Acton… What would happen if this passed and Dr. Grim agreed?  Would the grants have to be recalculated if the grant cycle is set back?

K Acton:  Yes, if you decide that the amount of money is fixed and you’re going to change the data, some areas will increase and some will decrease.  The way I read Mr. Nethercutt’s letter is that we are supposed to not hurt any programs.  So if we decided to use 2002 data, but you recommended to Dr. Grim that any increase, or any decrease in an area could be made up out of some of the new funds, then you wouldn’t have that happening and we could update to 2002 data.

L DeCora:  But would the cycle that’s calculated now still be set back and give grants management would have to recalculate…

K Acton:  That’s a no-brainer.  That would be easy to do.  

L DeCora:  Interesting, that easy things can be done by grants management when it comes to competitive grants…

Dr. Acton:  That’s different.  Its authorities vs. calculations.  We can easily plug numbers into the formula, once the formula is decided on and do that quickly.  The other is a DHHS level decision.

K Short Slagley:  To use the 2003 formula and in that $70 mil goes to the formula and then there was $30 mil that had set-asides in it, so that the TLDC can still run, grants management get their little bit.  Whatever that $30 mil is broken up to, that will stay the same using 2002 data.

M Jackson:  I think I’m missing something here.  Didn’t we get $150 mil?  

K Short Slagley:  Yes, but that’s the topic of more discussion is the $50 mil, the additional, what to do with that.

B Rolin:  We are talking about the original formula, which applies to the $100 mil.  Then there’s the additional $50 mil. These recommendations made from the various areas will have to be utilized.  Right now for this motion, she has recommended we utilize the existing formula. 

K Acton:  Kelly, are you referring to the $70 mil that was new money and the $30 mil that was the original balanced budget act funds?  So, actually if everybody just looks at 2003 we did the exact thing that you’re recommending.  It’s just the same thing that we’re doing this year.  

B Brisbois:  I just wanted someone to explain to me if we freeze it at $100 mil would that be doing us any harm?  What if it’s $120 mil for distribution, or $109 mil, or $122 or something?

B Rolin:  I think that’s the $50 mil discussion.  Her motion right now reflects the existing 2003 formula. 

B Rolin:  The only change we’ve talked is to use 2002 data.

L John:  I do for the notes…ok the basic formula factors include disease burden that includes prevalence and mortality, and I haven’t any percentages up there because I think your going to discuss that later.  TSA I’m not putting anything up there yet, but user pop she’s recommending 2002 data so I do have it up there.  And no weights assigned except to user population.

J Goforth Parker:  I’m telling you why now I’m going to vote no because, I think there are a lot of things included in this that we’d like to change, I know OK recommendation was to do the $150 mil, so this motion doesn’t make it…that’s why I’m voting no.

K Short Slagley:  We all have ideas of inflation, data improvement, we’re recommending technical assistance…we all have ideas on that extra $50 mil, it’s just to keep the programs as close as we can to status quo.

J Pipe asked for a roll call in order to make a clearer stand on where each area is coming from.

E Fox:  I know your voting on the basic distribution formula.  It seems to me that formula will be your product obviously applied to whatever it is you’re distributing. 

B Rolin:  But Ed what we’re talking about here, her motion is the basic formula that we’re using in 2003.  We’re going to have to come to the $50 mil.

E Fox:  From Portland’s perspective you can take out the upper limit or $100 mil and say whatever it is you distribute by formula that has this basic distribution. Or else when you come back later, the $50 mil may only have $20 mil to distribute. Then what are you going to do, hold a discussion about what is the basic distribution formula for that?  Why don’t you just take out the upper limit and say whatever you’re distributing, this is the formula you use. Why do you have the upper limit of $100 mil?

K Short Slagley:  Well for one was to get a decision out of this group.  Secondly, since CA’s idea of $30 mil of competitive grants is basically gone, now I have an extra $30 mil to discuss and it could be $100, $130 mil now, but again, its to keep the programs as close to status quo as possible. Our programs are good at $100 mil but there going to be even more superb at $150 mil.  But yet, inflation is a major issue.  We’re recommending $9 mil for inflation, but it might be $39 mil.  Again, that’s a discussion for later on.  Just to get something on the table so we can get moving, I’m recommending $100 mil, current formula, using 2002 data.

J Goforth Parker:  I’d like to call for the question.

B Rolin:  Question has been called for, all those in favor of the motion of using 2002 data as presented. Results:  8 No   3 Yes   3 Absent.  Motion failed.

J Goforth Parker:  Motion that the question be addressed under a single formula.  That’s my motion.

B Rolin:  Motion from the OK Area that the distribution be addressed in a single formula.  I have a second from Phoenix.  Is there any further discussion on the motion?  Question by Aberdeen.

L DeCora:  How would that motion read?  Because each area has different weights recommending?  

J Goforth Parker:  My idea was to simply look at them individually.  It doesn’t have anything to do with the weights.

B Rolin:  I thank you, certainly, certain areas, you have already heard CA, they recommended so much for competitive grants, that’s an area you’re going to have some new money.

L DeCora:  Aberdeen Area said “no” to the TSA.  So how do you address those different amounts? 

B Rolin recommended that they be addressed in a different motion.

K Acton:  Just for my clarification so that I may understand, are you proposing that the entire $150 mil be put up to a formula distribution?

J Goforth Parker:  No, it’s just how the whole formula would be looked at and then we have to talk about morbidity data, prevalence, user pop, TSA, all those issues.

K Acton:  I understand that, but that the whole $150 would be distributed by formula, is that what you’re saying?  J Goforth Parker responded by saying yes.

B Rolin:  And this would begin with the 2004 formula. Motion made by OK to use a single formula to distribute the total $150 mil and seconded by Phoenix.  Is there further discussion?  Ok, hearing none, all those in favor? 8  Opposed? 2 Abstentions?  1   (3 Absent)   Motion Carries.

B Rolin:  We have now before us a motion to discuss the distribution of $150 mil as opposed to the funding utilized in 2003.  
J Goforth Parker:  Under Robert’s Rule of Order, generally an abstention is because of conflict of interest…is that our definition of abstention?

B Rolin:  Well, I don’t know that I can answer that as far as what our rules are, but we’ve never questioned an abstention that I’m aware of.  If they chose to abstain, they abstained and if he wishes to clarify that, he may do so.

M Jackson:  If you abstained there, you were not part of the previous discussion on that subject.  If you were part of the discussion, then you would vote.

B Brisbos:  I haven’t received a rule book that shows the rules for voting yeah, nay, abstain.  I’ll just give you the comment from Portland Area.  I’m a delegate representing 43 tribes and I have to make clear their issues and documents.  And with this motion, there are too many unanswered questions for me to vote with a good conscience for those 43 tribes until the questions are answered. And that’s the end of Portland’s statement regarding the abstention.

K Short Slagley:  It’s up to each area to make that decision on the yes, no, or abstaining.  And while yes, we represent a lot of people, we have to go home and answer to them, plus we’ve got to look at the national level.  It is a hard decision to make, a yes, no, or even to abstain and I think I just commented that you did not have to comment, but I appreciate your comment, but to question another tribal leader, in that, I didn’t think that was appropriate.  

B Rolin:  In the absence of your tribal co-chair, I would just have to reflect the past, how we would handle voting and we have not questioned abstentions in the past. So, at this time, I think we would need to move and leave the vote as it stands.  

(Adjourned for lunch 1:15 pm)

B Rolin:  Recap a.m. – Regarding the issue of the distribution formula, we’ve decided against the use of the basic distribution formula.  Each area had some different concerns and this was defeated.  Stated as far as the competitive grants, we support it.  Then there’s also the issue of the inflation that we looked at.  One of the areas had voiced that we address the clinical data system, we addressed that.  The issue with new tribes, we also looked at the urban issue and recommendations for the new formula.  And our definitions, we need to take a quick look at all these and determine how and what it is we’re recommending relative to this formula.

K Short Slagley:  At lunch, I was thinking that I’m going to go down the road and think it through.  If we choose the $100 mil alright, I think the next question would have to be the set asides.  So lets go on to question #3 and have the next set of questions address those set asides.

B Rolin:  I understand that Dr. Parker’s (OK) motion was to take action, or are you talking about a third portion, was that your third question related to this, or are you saying go to the third question here?  I just want to make sure that I understand.

K Short Slagley:  What I understood from Dr. Parker was that instead of $100 mil it would be $150 mil.  The two questions from that are; set asides and the formula.  Now we can either do the formula now, or we can do the set asides.  I think it’s important to do the set asides first that way we get some idea of the residuals that go into the formula and that way it’d be pertinent to the user pop, prevalence, mortality or disease burden.

B Rolin:  Comments from anyone relative to Kelly’s suggestion.  Ok, does anyone disagree with moving on to the set asides?  Hearing none, lets move into the issue of set asides.  Question #3, do you support increasing funds for urban programs? (And by the way, Mr. Fox asked me before lunch to please don’t accept his matrix as being absolutely correct, he could have made some mistakes.  Ed, its an excellent document to work with and I thank you for that.)  If we look at question #3, we saw yes, then it got right down to an analysis, 5 no and 7 yes votes.  We do have a reservation here.

B Brisbois:  I’d like to point out, in Portland we support the $5 mil.  We don’t support the increase, unless there are competitive grants and we’d be eligible for that category.

B Rolin:  Portland is saying they would support the $5 mil that’s already there.  I may have to discard the old formula and just develop what it is when we’re talking about set asides.  Determine the set asides and then maybe come back to the amounts, what are the wishes of the committee?  How do you want to handle it? 

K Short Slagley:  I think the matrix addresses the set asides, if there’s any additional we can add that now.  We know there will to be an urban set aside, an administrative, data, possible NDPC and inflation and also new tribes.  

B Rolin:  Urban, Administrative, Data, NDPC, inflation and new tribes and by the way, that completes this list, 8 in all.  

K Short Slagley:  Well that’s the second part.  The first part that’s all the set asides, the second part is the formula itself and that’s where we’ll discuss the TSA, the disease burden, mortality…

L Valdez:  Under Administration there are several categories (where funds are being distributed to) they are the; National Diabetes Program, Grants Mgmt Office, TLDC and the twelve IHS Areas. 

B Rolin asked if it would it be helpful to know what the existing amounts are. K Short Slagley requested to add those. 

The question was asked if it was a set amount or a percentage.  B Rolin responds… “with the first go round it was just a set amount we agreed upon, they had asked for a percentage but we agreed upon a set amount”.  K Short Slagley added that the supplemental was a percentage.

K Acton:  Each area gets $82,000 plus there’s a national $82,000 so that adds up to $1.07 mil.

B Rolin:  I think we should start at 5% or $5 mil for the urban programs, administration was $3.8mil, data was $1.07, NDPC is $1 mil and we have the two new categories of set asides.

K Smith:  Excuse me, Mr. Chairman, I plead ignorance, I think I missed the initial discussion about the competitive grant aspect of the dollars.  Is that totally out?  Was there a vote?

B Rolin:  When Dr. Parker made her motion, she said the $150 mil, I would venture to say that in the discussion, the very set asides that could be added back. 

K Smith:  Yes, my question is, could we add competitive grants to this list of set asides?

K Short Slagley:  I think the prior motion before the formula discussion was…the no-s won, no competitive grants.  

B Rolin:  The vote was 4 yes and 7 no votes.

L DeCora:  I believe that there were enough areas that had buts.  And Dr. Parker wanted to bring those buts back after we did this.  

B Rolin:  So in essence what that means is that we may come back and change that to reflect…not change it but add to the buts.  Let’s go to our 3rd question, funding for urban programs.  Lets turn to that and we see 7 yes and several areas supported the urban programs for the amount of funding that is available, but certainly others wanted an increase so what is the wishes of the Committee?

L DeCora:  I think every area traveled here on behalf of the voting in their area and so I’d like to go area by area.  What was voted on in Aberdeen, 18 sovereign nations took the time to vote on these matters, so I’d like to see what we came up with, area by area.  

B Rolin:  That’s no problem if we’re making progress by addressing all these areas so for the record, let’s get specific beginning with the Aberdeen Area as far as support for urban programs.

L DeCora:  Mr. Chairman the Aberdeen Area voted yes for the urban set aside, but limited to 5% of the $50 mil.  Their main concern to be addressed and brought up at this table was all of us on the reservation at our clinics have to prove our enrollment and we believe that has to be across the board at urban clinics also.  We were told by the urban clinic representative that not all urban clinics require that.  Aberdeen Area was concerned that our enrolled tribal members are limited to their services because those who can’t prove, or don’t prove their enrollment are using these monies that it took elected tribal councils to raise these monies.  And they’re intended for our tribal members, our enrolled tribal members, whether they’re in the urban area or on the reservation. 

K Short Slagley:  So it’s not $7.5mil or up to $7.5 mil?

L DeCora:  No, it’s the 5% of the $50 mil and urban clinics must document tribal enrollment of people utilizing these monies.

S Welch: I’m asking for clarification from Aberdeen that they originally said the current distribution, which included urbans and then here it says Aberdeen votes to support an urban set aside at 5% from the $50 mil.

B Rolin:  We just want to make sure…so the 5% is for the $50 mil, plus the original? 

L DeCora:  No, they said in ’04, with this new money, they should begin with only 5% of that $50 mil.

S Welch:  That’s why I was asking for clarification because in the documentation in the official book it said Aberdeen supported the current distribution formula.

B Brisbois:  For the first year of ’04 and then these changes come in ’05 because we wanted a year for the cycles not to be set back.

C Bender:  I apologize for Sally Smith not being able to attend this meeting.  She has asked me to represent AK at this session for today and tomorrow.  Due to the Memorial weekend we were not able to get a hold of the alternate to make it in time for this meeting and I’m a voted official to come down here to record the minutes.

Question as to whether C Bender was a tribally elected official. She stated that she is an elected tribal leader and officially on the corporation. 

K Short Slagley:  Cynthia has also sat in for Sally Smith prior to this meeting as a voting member of this committee, so it’s nothing new.

B Rolin:  I just wanted everyone to thoroughly understand that and I want to make sure that everyone seated here is an official delegate.

C Bender:  The Alaska position is to support up to $7.5 mil, $5 mil from the original $100 mil balance and up to $2.5 mil of the $50 mil.  The AK tribes voted that they would support that and it just so happens that it works out to 5% but they specifically named dollar amounts.  They also asked that the tribes would like to see more specific reports regarding the use of the dollars and the outcomes from utilization of those dollars.

D Garcia:  We voted no increase to the urban programs.  The ABQ Area tribes position it to keep the funding at $5 mil and no increase.

B Rolin: Bemidji is not represented but they recommend an increase of $10 mil.  

K Short Slagley:  We had to re-look at our recommendations earlier, our plan was to keep them at their current funding but that they would also be included in the formula so it would be across the board.  Say there was in fact an inflation factor for set aside they would get increased $$.  Right now, we’ll say yes and have it at 5% of the $150 mil, which comes out to $7.5 mil.

B Rolin:  Nashville said yes and we agreed with the $5 mil residual and added one additional mil for a total of 6. 

Navajo - Mr. Freddie is not present but I see they voted yes.  Could we turn to $.5 mil, does that include the original five?  Navajo has recommended a total of $8.5 mil.  

Next is OK, they said yes, recommended $7.5 mil.  Dr. Parker is not here to comment there so we’ll just have to ask her what her intent was when she comes in. 

M Jackson:  Phoenix Area is looking at an increase, yes, but only in an inflationary manner and they would also like to see the reporting back to the Areas.  Reflect a 3.4% increase.

B Brisbois:  Portland Area tribes strongly supported a set aside for urbans.  Not an increase, some did say they would support a 7.5% but the majority voted to leave it at 5%.  All tribes did agree they would not oppose the urban programs participating in projects funded by competitive grants if we have those.  

A. Manuel: TUC Area have agreed to support the urban programs, it was however due to some differences in opinion in increases.  They elected to have the amount remain at 5% or $5 mil.  

B Rolin:  Question for J Goforth Parker regarding the statement in this section of the questions “only if all the funds distributed non-competitively”. We just want to make sure we understand what that means.

J Goforth Parker:  It says if no competitive grant process is implemented then urban programs should receive total of $7.5 mil.  If a competitive grant program is implemented then urban programs should receive no increase in funding.  

K Short Slagley:  I would like to make a motion then, to make the urban set aside at $7.5 mil.

B Rolin:  Ok, we have a motion by CA and a second by AK to set the urban set aside at $7.5 mil.  Is there further discussion.  Hearing none a question is in order.  Question has been called for by CA.  All those in favor? 6  Opposed? 5.  Motion passes. 
B Rolin:  Question #4, Administrative Set Aside.  Do you support same, more or less funding for the Administrative Set Aside?  Ok questions, comments from the committee?  

K Short Slagley:  Just for an explanation, Admin right now is at $3.8 mil and of that TLDC gets $250,000?  

K Acton:  TLDC we transfer $100,000 and our office spends between $100 – 150 per year for the committee so between $200 and 250.

K Short Slagley:  Ok and Grants Management?

K Acton:  They’ve asked for an increase and we did give that to them in 2003 and I believe its $257,000.  

K Short Slagley:  Dr. Acton what is your request (NDP)?

K Acton:  Currently, I don’t have all the figures right in my head, its $3.8 mil total.  $1 mil goes out to the Areas of this also, so it’s divided amongst the Areas, I can tell you how that’s divided and it’s not equal, it depends on the number of grants they have.  TLDC we say $200 to $250 mil, grants management $257 mil and then what’s left is what our office uses for administration plus evaluation and all the contracts that go into evaluation.  

K Short Slagley:  Is there anything that you can foresee or is there something that the TLDC is – that we haven’t covered or have had funding for?  

K Acton:  Our view in discussing this is that if we’re going to do a competitive grants process we will need additional funds to do that because its not something that our office has the staff to do.  Parts of it will have to be contracted out that are not the federal pieces of it.  But for what we are doing now, we feel what we’ve got is adequate.  If I had a wish list and I could say whatever I wanted, I would say the Areas could use a little bit more to support their technical assistance.  Our grantees are asking very strongly for more technical assistance and all of us are having a tough time meeting that request.  So if I could put more money at the Areas specifically for technical assistance to meet the grantees needs that would be the one thing I would ask for.  Did that answer your question?

K Short Slagley:  Yes, because we, TLDC members have attended the National Diabetes Conference in Denver, one of the main things that the programs did ask for was technical assistance. In CA’s proposal we wanted to include an extra $1 mil for TA, but we didn’t know how or who to give it to.  So, if your office is willing to take on that challenge, I will support that.  I hope we all would.

K Acton:  It wouldn’t be such a huge challenge to us, it would be a challenge to the whole program.  The Area Diabetes Consultants (ADCs) would be the people I would rely on to help us to turn that and a couple of other centers that we’re working with as well.  

K Acton is asked how the administrative $$ are spent.

K Acton:  $3.8 mil total goes to Admin.  TLDC costs between $200,000 and $250,000.  Grants Management Office as of 2003, gets $257,000.  Go to the bottom of Lorraine’s list, for the Areas we divide up $1 mil amongst the Areas, NDP gets $2.29 mil, out of that comes administration of the grant programs, a big chunk of it goes toward evaluation and special projects, data enhancement, the Portland Project that you all have heard about, materials, printing, etc.  The Congressional Report was the analysis of our evaluation and yes that is part of it.  I think that what we have set up in terms of evaluation, if we aren’t going to add anything additional to the $100 mil, we have enough to cover those contracts.

B Rolin:  Thus far we have $7.5 mil to the urbans, $3.8 for administration.  Dr. Acton is saying at this time, unless there are changes, $3.8 mil should be sufficient, so a motion would be in order to approve. 

K Short Slagley:  I’d like to make a motion.  I like round numbers, the amount I’m going to suggest encompasses that technical assistance, I think we need to listen to the programs.  If they tell you what they need, they’re not joking.

B Brisbois:  Portland didn’t have a dollar increase or an increase at all in mind.  We had some decreases in mind. 

L DeCora:  Mr. Chairman, I’m the same for the Aberdeen Area.  I feel like I’m getting railroaded here and from the Aberdeen Area, you can see it in the book, there’s very specific voting that occurred in Aberdeen on these different administrative items.  And all of a sudden there’s a motion on the floor and what happened to this process that each area went through?  What their recommendations were, I feel like all of a sudden there’s an increase there, and we didn’t get to hear from our areas, all of a sudden there’s a motion out…so it makes me feel like there’s a railroad going on here.  

B Rolin:  Let’s review those thoughts from everybody, that’s not the purpose of this discussion and that’s why were sitting here to discuss.  We’re not here to make this controversial in anyway.  We’re just trying to follow the actions of our Areas and I think they give us a little flexibility in that.  And she has just pointed out an area and if there is some changes, and if certain things happen, rather than just sticking to the $3.8 mil.  I think I heard Dr. Acton say, that $3.8 mil she could live with.  But certainly if these other areas and changes take place then there’s going to have to be some funding come from somewhere.  But the motion as I understand it from K Short-Slagely is to add a little money there in case there was, but I can see your point as well.  Your point is, you don’t want to see money lying around in any place when there’s a need in our communities, as I understand it.  And that’s why, certainly if we disagree with this motion that she’s made we do have a second, we can vote it down and certainly take a different look at it.   

J Goforth Parker:  Yes, I think probably one thing that threw us off is the process changes.  I think we need to go around the table.  In Oklahoma, I didn’t get much opportunity, if any, for flexibility, but one recommendation that was made was, if there was money left over at the end of the year, that we then were able to divide that up in the areas.  

C Bender: I just wanted to make a comment in support of us trying to think the process through.  Although Portland did a very nice job of putting this paper together its hard to understand especially in this section for the administrative set asides.

M Jackson:  I actually support what Portland said earlier.  Every area has a different perspective on each of the set-asides, are we going to follow through with that or are we just going to vote on the amount that we’re going to increase it to?

B Rolin:  Confusion of NDP and NDPC.  We should have just said it was administrative money for the existing national diabetes office and that’s what this is.  It has nothing to do with the NDPC as we remember it from the old days.  So is there any further discussion on this motion? 

L John reminds the committee that the motion by CA was for $5 mil for administrative set-aside, Albuquerque second the motion. 

K Acton:  I want to just be very clear about what I said.  I said if we are to continue to do what we are currently doing, we would not require additional money.  If we are going to run a competitive grant program, that will require additional money.  And, I don’t think what Kelly added in for technical assistance is what we would need to cover that.  It will depend on how much we put into that.  So depending on how large that grant program is, the scope of it, then we’d have to come back and tell how much that administratively would cost, so I just want to make sure that what we’re talking about here was additional technical assistance.

B Rolin:  The question’s been called for.  All those in favor of the motion by CA for the administrative set-aside for National Diabetes Office?  5  Opposed?  7  Motion Fails.  

B Rolin:  Ok, we’re back to question # 4.  Set-asides.  Dr. Acton I believe you discussed what the $3.8 mil represented?  That’s the existing amount that you have had for the past year.  The question we need to hear from you, then we’ll go into discussions for the areas is does that amount need to change?  Does that amount suffice for you this year?  

K Acton:  If we’re going to do the same thing that we’ve been doing then amount suffices.  If we are going to change and we’re directed to do something additional then I don’t think so.  A lot of what we’re doing with these funds are evaluation activities.  These evaluation activities are what contribute to and form the bulk of our Report to Congress and that requires that we spend dollars to get this done.  If we continue to do the same type of evaluation that we’re doing then I think we’ve got enough in our contracts to do that.  Is there another specific question that I need to answer on that?  Right now $1 mil is divided up amongst the areas and that is not a lot of money, but it was divided up amongst the areas based on the number of grants they have.  So the largest areas, such as Phoenix get the largest amount.  Tucson, the smallest gets $40,000.  The money was mainly several years ago when the ADCs told us they had so much trouble getting the administration of the grants done.  So this is NOT money going into technical assistance, at all, it’s really going into grants review, etc., administration help for the ADCs to help run these grants.  

J Goforth Parker:  I think everyone would feel better if we just said what our areas wanted.  I’m going to go ahead and say mine, ours is to leave it at the same level and if there’s any left over to distribute it out among the programs.

A Manuel:  Tucson recommends leave it the same. Portland? 

B Brisbois:  Although we did agree with the $5 mil, we do support the administrative set-aside with support for NDP and ADCs and support for the grants management office at a level of efficiency.  Also limiting TLDC to $100,000 per year and the Tribal Leader’s Technical Workgroup (TWG) should have one rep from each area.  

B Rolin asked B Brisbois if he totaled it out to a specific amount and B Brisbois said no.

B Rolin stated that Phoenix is recommending a $3.5 mil, Navajo recommends leave it at $3.8 mil, and Nashville recommends $3.5mil, but authorized to support existing amount of  $3.8mil. 

K Short Slagley:  Again, since the committee has changed, or decided to do $150 mil distribution rather than the $100 mil, we will support the $3.8 mil current budget, but also adding $1 mil for the administration and $1 mil for technical assistance for a total of $5.8 mil.

B Rolin:  Billings and Bemidji are not present.

D Garcia.  Although the matrix indicated no response from ABQ, ABQ tribal leaders did indicate that we would continue the funding at $3.8 mil.  With the stipulation that also additional funds will be made available to the Grants Mgmt Office with regards to providing additional staff.  That is something, I believe was heard by the TLDC in ABQ and we most certainly favor that position.

C. Bender:  Alaska Area recommends a total of $4.2 mil be provided for administration.

L DeCora:  Aberdeen voted no for the National Diabetes Center, they didn’t want any funding to go to them out of this SDPI money.  No to HQ Grants Mgmt Branch (GMO) - No to continued support beyond 2003.  Aberdeen does support an increase to the TLDC and the ADC, but they did not set an amount.

J Pipe:  I believe that NDP should receive an increase for admin to address what Nethercutt mentions in this letter.  Although I oppose an increase of $1.2 mil, I would support an increase of a different amount.  Other than that, I probably should see a motion to increase to $3.8 for a matter of record.

K Smith:  One of the things that Kelly A. mentioned earlier was technical assistance. In Denver, we sat and heard almost every one of the programs either at the microphones, or in the hallways, thanking us for the work that this group has done, but everyone of them asked for technical assistance.  I’m back to being just a regular doc at the service unit now, seeing patients fulltime.  Because I’m supposed to have some kind of expertise because I’m from this group, we have questions constantly about technical assistance.  I think we need to somehow implore that this group reconsider or in some way figure out how, because these are the people that we’re here for, this is the reason we’re here.  This is the one thing they’ve asked us for, we should somehow make some effort to provide them this technical assistance and its not inexpensive.  I’ve been asked to go to Matlakatla, Alaska and give them technical assistance and it’s very expensive, but some of these programs will not succeed without technical assistance.  

K Short Slagley:  J Pipe just to let you know, when you questioned the $$ amount.  When you divide a $.5 mil among the 12 areas that’s about $43,000 per area and that’s to cover all the programs in the one area.  Increasing it to $1.2  mil, that’s a $100,000 per area and that’s a good size assistance to each area in this one manner.  

Mr. Jackson:  All the areas got their recommendations in, can I ask a question why Kermit voted?  Because I don’t recall him voting before, but you had mentioned that he voted before.  How come IHS recommendations are not on here.  I consider it lobbying to get more votes and we shouldn’t do that.  We should only go with our recommendations from our area.  

B Rolin:  You may have a valid point, but when the Director of IHS appointed this committee, he appointed a Tribal and Federal Co-Chair.  Ever since I’ve been a member of this committee both of them have participated.  I don’t know of any exclusion that we’ve ever had.  You have a good point, and it’s come up before and no action has ever been taken.  We have an interim Director of the IHS who’s confirmation hearing is in about 10 days and he’s probably going to become the new Director of the IHS.  He’s asked that all committees appointed by the former director to report costs, the administration is impressing upon him to look at those. One of the areas of concerns is the roles and responsibilities of each of these committees. We could even go back and say we look at the At-Large member.  We have a Billings representative and an at-large member from Billings.  I know there are some areas of disagreement there.  I’m not disagreeing with anything you say, but under the present manner in which we operate, I don’t think it is your decision that we want to make any changes today.  I think change is imminent.  There will be some changes made but you bring a very valid point, and we will share that with the Interim Director for the future.  

L DeCora:  I’d like to speak in response to Dr. Smith’s very, very important statement.  Aberdeen Area addressed the lack of technical assistance.  That’s why they voted for an increase to the ADCs, because that’s the mechanism that has best worked for Aberdeen.  And they voted for an increase to the TLDC because they believe that the creativity of this body will also bring about that technical assistance given the wealth that this body is exposed to and all the federal programs.  I just wanted to make that clear, but I could not vote very clear the way the motion was read, because it included other things that Aberdeen Area said no to.

K Acton:  Some of you have been on the committee a long time and have heard me say this and for the new members I just want to digress with a little history for a minute.  Prior to 1998 when the Special Diabetes Program for Indians (SPDI) was created, we had a strong diabetes program which consisted of our office with a few folks in it and ADCs in each region.  And what those ADCs did back then was mainly technical assistance, that was their job.  It was mostly physicians and nurses. That was my job in the Billings Area prior to coming to this job and what we did was mostly technical assistance and some collection of surveillance data.  When the SPDI came along, that network was tapped into to become the grants management program arm and what the ADCs have been telling me for a number of years is that managing the grants takes up so much of their time. They are no longer able to be out there doing the technical assistance.  I’m looking at Chuck Rhodes, an endocrinologist, and this guy has a whole ton of medical knowledge but a lot of what he does is Grants Mgmt.  I’m not saying that that’s the wrong thing because he helps our programs manage their grants locally and at the same time do some of their programmatic work.  I’m not lobbying for additional funding, I’m just telling you the reality.  The reality is that since 1998, the technical assistance that we’ve done from our program has dropped significantly.  So its not even that it has held steady it has really dropped off.  I think if there were additional dollars put into it and we were able to have an ADC be a person who supervised someone to do all the grants mgmt stuff, and ADCs get back to doing the technical assistance they were trained to do then our programs would improve.

B Brisbois:  I just wanted to comment on your comment and say welcome to the boat of doing more with less.  Tribes have been doing that since day one.  So I can empathize with you when you say more for less, but that’s something we do everyday.  And if we can help you to do that other than give $2-3 mil more dollars.  Portland Area said fund them so they can do a sufficient job, not extravagant or have money left over.

J Pipe:  What I’d like to say is, I come to these meetings, as a member-at-large.  I’m an original member from the inception of this organization.  When we first met in Santa Fe back in ’97 and when I come to these meetings, sure I’m from the Billings Area, I have to look at the whole picture as a member-at-large.  For example, the vote that was just taken on the Urbans, an increase, I voted in favor of that.  If you look, Billings Area’s recommendation was to leave it at $5 mil.  Just because I’m from Billings Area doesn’t necessarily mean I’m voting for them all the time.  I’m saying this for a matter of record.  I look at the whole picture when I come to these meetings and when I vote on each issue.  I’ve been on some tough roads with this committee and I’ve always voted for what I thought was best for the diabetic people:  the grass roots people, as Jerry Freddie says, at home that can’t be at this meeting.  

L Valdez:  PHX Area requested to change their amount from $3.5 to $3.8.  So let’s change it to reflect that.

B Rolin:  We have 7 areas that specifically state $3.8, so we’ll go with that right now.

Motion made by J Pipe, a second by J Goforth Parker to reflect that administrative cost remain at $3.8 mil.  Any further discussion?  All those in favor? 10 All opposed? 3   Motion Passed.
B Rolin:  Let’s move over to question #5, should there be a specific set-aside for data improvement? 

C Bender:  Alaska tribes support a set-aside of $1.4 to $1.6 mil that equals the items in Mr. Pittman’s proposal less the $975,000 for staffing, presuming staffing questions are answered to the TLDC’s satisfaction and allows for a set aside for the National Clinical Data system shall be capped at a total of $2.6 mil from the $150 mil but we’re not talking about that anymore so I guess it will just be $2.6 mil.  

D Garcia:  Albuquerque Area supports that there should be a specific set aside for data improvement and that the distribution should be by Area and the dollar amount would be $150,000 per each area.  The issue on the national data improvement is something that the ABQ Area has other recommendations on.  They are not a part of this consideration.

M Jackson:  The Phoenix Area says yes to a set aside for data improvement funded at $2.6 mil, 1.7%, $150 mil and these funds go to national clinic data system improvements that specifically relate to the issue of diabetes and other complications of the disease.  And the IHS NDP will provide progress reports on the use of these funds.  

L DeCora:  Aberdeen Area voted no for a national data improvement system out of these funds, but they yes to the distribution to the Area levels for data improvement.  They didn’t set an amount.  

K Short Slagley:  California Area supports a national data system set aside at $3 mil and it encompasses Mr. Pittman’s request plus an additional amount.  Plus we’d also like to support an Area data system distribution of $2 mil.

B Rolin: Nashville Area supports the request of Mr. Pittman and we voted to support a $3 mil set aside.

J Freddie:  Navajo Area’s recommends a $5 mil set aside for data improvement and the entire amount be distributed to the 12 Areas according to the formula.  Navajo recommends that ITSC not be funded with a specific set aside.

B Brisbois:  Portland Area supports data at the national level with improvement with the addition that Areas be allowed to give meaningful input to the national program.  We’d also like to have input on the national data infrastructure and it should be infrastructure of the program being developed.  The Areas that have data programs should not be penalized and excluded from the process of funding from this data allowance.  Such as Portland, we’ve invested about $1mil in our data program and we’ve shared with one or two other Areas.  If there is competitive or disbursement of data funds that an Area not be penalized for our achievements in data, and funds also be allocated for upkeep and for improvements in the areas of data.  I’ve looked through, there’s no amount…I’ve been to the meetings and I’ve not heard an amount.  

A Manuel:  Supports the set-aside for data, but no specific amount indicated.

J Pipe asked which area recommended the highest amount.  B Rolin stated that Billings recommends $2.5 mil.  It said 1/3 to IHS and 2/3 to the tribes.  So they’re talking about both local and national. 

J Goforth Parker:  I know our amount.  Dr. Tolbert was pretty outspoken on this one and she really believes in the RPMS system that we have, that IHS is adequate and its more of figuring out how to work with it and that’s something that could be handled at the area level.  OK said if there was money to be used for that, that it should come out of administrative cost and so there was no support for data improvement at all.  No dollars.

L Valdez: Billings Area recommends $2.5 mil for data improvement and national clinical data systems and I added this in for their records.

K Short Slagley:  Clarification, CA said $6 mil, $4 mil would go to the national and $2 mil would go to the Areas.  

B Brisbois:  Portland Area would support the $2.6 mil but we have to have our conditions in there.  That we would not be penalized for our data improvement, that we already have, and the Areas be allowed to have input into a meaningful data project nationally.  

B Rolin:  Ok, now I believe for the first year, and I heard this through the AK comment, Mr. Pittman was requesting $1.4 mil?  

C Bender:  Yes.  He requested an amount of $1.4 to $1.6 mil and an additional $975,000 for staffing and AK held off from voting for the full amount unless there was clear justification for that.  The $975,000 requested for staffing must be supported by additional information in regards to what the duties are, the expected outcomes from the additional staffing, projects to be addressed and whether these positions are expected to be funded on a recurring basis in future years under SDPI funds.  He had specifically stated that there could be specific data clinical data improvements for diabetes.  So the $1.4 to $1.6 mil was for, in general, data improvement for the IHS system and then the additional was for diabetes.  

B Rolin:  Alright, at this point based on the summaries provided, we don’t have a clear cut recommendation, except for Bemidji who said no funding at all.  You see the analysis before you Committee, what is the recommendation?  Do we go forward with this summary to Dr. Grim and just include that in with our letter or what?  What is your recommendation for Data Improvement? 

K Short Slagley:  I move to set aside $2.6 mil for the data set aside for the national.  

B Rolin:  I have a motion from CA of $2.6 mil for the national set aside, second by Phoenix.  Alright, let’s move this thing on here.  Is there any further discussion?

J Freddie:  Yes, Navajo’s position is…. the real need is down at the local level to really improve the data.  Over the years that we’ve been meeting we always have a case with that.  Data improvement needs to happen where the action is.  That was the position, so Navajo supports a $5 mil set aside for data improvement and funds be distributed to the Areas.  That is our input at this time.

K Short Slagley:  My motion was just for the national set aside.  After that I will propose another one for the Areas.

D Garcia:  ABQ - Based on the letter that was given to us at the March 12th meeting, at the ABQ Area we did further analysis of the proposal request.  We find that in every Area there is duplication of efforts in regards to the RPMS activity.  We request clarification on the additional or I guess justification on the additional staffing. Tribal Leaders are asking, why additional staff to the amount of $975,000?  It needs further justification.  The other issues relative to, other improvements, those issues, I think require, additional supportive efforts or justification.  Basically, I mean earlier we talked about technical assistance and this Area is not an area that is being provided, technical assistance relative to data improvement.  That is one of ABQ Area’s concerns regarding data improvement.  Other issues such as referencing laboratory activities, interfacing, again, those are issues that require further clarification.  Basically, ABQ Area’s position on that was to support data improvement, however, to do it by Area and that there be no support to the national data improvement activity. 

B Rolin:  In quickly doing the math here for the 12 Areas, you’re suggesting $1.8 mil or each Area set aside $150,000 for their own?  D Garcia responded yes.

C Bender:  I just had a clarification question in regards to the data improvement, because I know that when we speak data, we are talking about two things.  This vote for Alaska is on the national clinic data system and there is some kind of inter-discussion going on here in regards to data improvement, which is part of the administrative discussion which we just passed and that equals about $1.07.  I just wanted to clarify that we’re talking about the national clinic data system.    I’d like to amend the original motion to state that the amount to approve is $1.2 to $1.4 mil and if the questions from Russ Pittman’s office are answered to the TLDC’s satisfaction that it be up to $2.6 mil.

B Rolin:  Second will stand. 

B Brisbois:  In that analysis, does that include in the staffing for the site managers, help-desk, programmers, telecommunications database analysis, etc. at $975,000?  Some Areas are already doing that.  It would be a double-funding if we fund that again.  

K Short Slagley:  That’s why she asked to amend the motion.  If they can prove that none of us do those specific ones, well then it can go up to the $2.6.  If they can’t, say we do it on our own, then it wouldn’t be accepted.

D Garcia:  Again, I think that the request by ABQ would be to see in detail particular staffing.  $975,000 is a lot of money to add on for additional staffing, we want to see details.  We want to see the specific task with what is being done with the RPMS.  We want to see specifically what data quality, what type of data exchange is happening.  

B Brisbois:  I just want to say one more thing about the staffing.  We were at the budget meeting several weeks ago, in DC and IHS is downsizing 196 positions.  So I just wouldn’t want to see a whole group of those transferred over to be funded by tribal congressional diabetes dollars.  

B Rolin:  I don’t disagree with what you’re saying folks, but please take it out of your mind right now.  I was almost ready to ask Mr. Hartz to comment, but I can’t do that now, there would just be more questions.  He asked if C Bender had any objections since she made the amendment.

J Goforth Parker:  One of the questions that we have that Mr. Pittman didn’t answer that day is what about the self-governance tribes that don’t even use that system.  And he sort of gave some answers well maybe you can do this or that and talked about different programs.  So could we add that to the list, specifically how we would tie that into that?  

B Rolin:  That’s a good point and certainly as a self-governance tribe and Alaska is very involved in that.  I think that they would make sure that’s included as well.  We can definitely, if there’s other areas of concern, I think the issue here is that we all have concerns and we all want them addressed and these resources utilized.  And that is why the motion was amended to ‘up to’ if these things get addressed.  Motion reads: Keep Administrative set aside funding level at $3.8 mil by At Large Member and second by Oklahoma? Any further discussion?  Ok hearing none all those in favor of the motion?  10 Opposed? 2   Motion passes.

Moving on to our next issue.  Question # 6, should the National Diabetes Prevention Center be funded?

B Brisbois:  Data improvement at the Area level needs to be addressed. Aberdeen said yes for local set aside for the Area for data improvement, but we didn’t set an amount.  So I don’t know another Area that wants to add that amount.

C Bender:  AK Tribes did in regards to under the Administrative Budget that the data improvement have a maximum of $1 mil to $1.5 mil set aside for local Areas.  Motion by Alaska for $1.5 mil for data improvement at the Area level.  

Second by Aberdeen.   

K Short Slagley:  Again, we just want to guarantee that Areas that have Epi Centers are not penalized by this.

C Bender:  And that’s through Dr. Acton’s office.  That occurs already through the consultation, it occurred through the $3.8 mil original. From the Area original formula, Alaska had considered that the data improvement dollars that had been distributed originally, but then they were combined in the third year.  And since then its just been distributed to the Areas.  

B Rolin:  Shall we go with the $1.5mil? That’s roughly 125,000 per Area.

B Brisbois:  $125,000 per Area in Portland is about $29,000, $28,000 a tribe if we went that way.   Portland Area wants to be assured that they are not going to be penalized for the $1 mil we’ve invested in data already.  That this be an equal distribution based on a needs-based formula.  And we also want to know that, Portland Area, $29,000 isn’t much, and we’ll all get together and see what we’re going to do with that money.  What we also will want to know is, are we getting the same bang for the buck?  With the possible $2.6 mil that the Feds are going to get when we request data from the Feds from this program.  We need to have response.

B Rolin:  Again, I wish we had the answers for those questions, and I think we have tried to cover that.  It’s going to be up to us to make sure that when we make these recommendations to Dr. Grim that we specify those kinds of things and are very clear with him on all that.

C Bender:  I’d like to clarify the motion.  AK moved for a $1.5 mil data set aside for Area distribution, and that the Areas who have already made improvements or investments not be penalized.  

B Brisbois:  I just wanted to clarify that the $1mil that Portland spends, it’s not grant or seed money, its 5% that the tribe is given, their allocation to the board through the workforce.  It’s not a special grant.

M Jackson: Yes, just as a note also…a caveat needs to be made also on the Area consultation process because some Areas like the Phoenix Area decides how those funds will be distributed at the Area level, that needs to be noted also.

B Rolin:  Well here again, the process has always been, that the Area is responsible on how those distributions take place and what is your concern there?  

M Jackson:  So there’s going to be equal distribution of $125,000 to each area?

B Rolin:  Yes that’s what we’ve got.  

L DeCora:  Mr. Chairman, I have a real concern with this amount of money not being equal to what the national was given. The national is not going to have the data unless its generated locally.  And the problem at the local level is data entry.  Most programs at the local level, if they don’t generate M&M or GPRA level kind of $$, they’re the lowest priority for entry.  And most of the SDPI grants are considered tribal data entry and they’re the last to be entered because they don’t get M&M collections so they don’t get entered. Unless we improve the local data entry we’re not going to have but a lot of nice software for the national but we’re going to have inaccurate $$ or inaccurate data going into that system.  And that’s why, to me, if we’re going to put $2.6 mil into the national there should be an equal amount because the need is there locally.  That’s starting from the local service unit and the Area which we would consider local.  If we’re going to buy some nice software nationally, we should buy the equal amount of software locally.

k Acton:  When Dr. Trujillo first put this data money together in 1998 and put it out to the Areas, a couple of Areas used it to put into data projects.  A majority of the Areas, however, did not do data projects.  They put it into other things.  If you decide to do this, I would like to ask that this committee please consider putting some specific ideas for Areas to consider.  How you would use these funds for data improvement, data coding, data entry, maybe you want training, etc.  But if you can put some parameters around so the Areas say, if they’ve contracted with a diabetes educator, and at the end of the year we’re not trying to report to the TLDC what they did with it.

M Jackson:  I’ve been yelling for years about data improvement.  You know the administrator here locally, Don Davis and Company.  It’s their responsibility, at the Area level to make sure all the service units are doing their job.  Every service unit has a Director, they have staff on hand, their job is to make sure they have the responsibility to do their job and that’s where it’s falling apart at. Here in Phoenix we have a computer center where they have hired a lot of staff, but that staff has to go out into the field to make sure they’re doing their jobs out there.  That’s not happening, so we’re at the same place.  Talking about new software, we have RPMS that everyone says works fine…it does it’s job…people are not doing their job working with the system itself.  So I think the problem goes much further than $$, its to make people responsible at their own service unit to do their job and do it right.  

L DeCora:  I have been an IHS employee and I know the reality of understaffing and disease burden beyond diabetes.  Maternal child health, pediatrics, cancer, we have all…and right now IHS’ funding level is for all diseases and disease burden that comes with diabetes.  If we want to keep peoples’ blood sugar under control they don’t have enough staff to cover.  Data entry, that’s needed for all of the clinical visits, all of the repair that’s required.  That’s why we have missing data or not enough staff to enter the data.  I understand that I worked there at several different service units and that’s why I’m advocating for the full amount to assist with that and I agree fully that we could include the list of what those improvements need to be to make it happen.  In Aberdeen, our 18 Chairmen want data improvement, if it means a staff member at one service unit or additional technical training, our Chairmen want that to happen.   

B Rolin:  Ok just a point here we’ve said the original motion from Alaska was from $1.4 to $1.6 mil and then we discussed the $975,000 as far as staffing and needs and all that.  Now this particular motion we’ve said $1.5 mil and I’m hearing our discussion about our needs within our communities.  I’m just wondering, do we need to add some additional resources here to reflect that. Because if you do, you’d want to at this point, I have no idea of what each Area needs are.  Are we capable of determining at this time what we really need?

K Short Slagley:  It is specific.  Data improvement.  Areas chose not to direct those $$ toward data for whatever their reasons.  To say specifically to use your data $$ for coders, or software, or whatever, that is an Area decision which needs to be maintained.  Its each Areas decision as to what they do with their data $$.  And some have really succeeded in their choices and others haven’t. Again, that’s why we need the technical assistance, to show them, look, this is a project that did very well in Portland, this is what they did.  

M Jackson:  I started in IHS as an assistant analyst, so I know the system well. There’s lack of responsibility, but if we’re going to move forward to add more $$ for staffing, is that what it needs to take?  We need to do some kind of report to see some kind of success rate over the next two years.  

B Rolin:  Whatever we do relative to data improvement whether its at the national or local level, Congress is going to hold us accountable and we need to be fully aware of that.  So whatever we are asking for, whatever we send in to them, we need to make sure that its going to be utilized and we can report it, lets point it out.  Lisa, for your information, it was Aberdeen who seconded this motion and John your up next.

B Brisbois requested to amend the motion and J Pipe suggested he offer a substitute motion to the main motion.  I just wanted to ask her (C Bender) about the $2.6 mil.  I suggest an equal amount that goes to national also go to the local.  

C Bender:  The authorization I have for this specific item is up to $1.5 mil.  So if there’s an additional amount that we vote on, I’ll recommend that there be a motion to replace mine.  (She withdrew her motion.)

L DeCora:  Yes, I would like to make a motion of $2.6 mil for data improvement set aside for the Area distribution, but that this distribution not penalize areas that have Epi centers. 

B Rolin:  I have a motion from Aberdeen to increase the money up to $2.6 mil for the Areas for data improvement and do I have a second?  Second by Navajo.  Discussion.
J Goforth Parker asked if L. DeCora wanted to add K. Acton’s suggestion to the motion.

L DeCora:  Yes, so that way it’s very clear.  Aberdeen Area actually listed all those as areas of concern by the Chairmen in our Area.  If in one Area needs more data entry people or if a service unit needs training or whatever the needs are for data improvement, our Chairmen gave examples of the needs from their different service units and so I have no problem with listing, having the caveat.

K Acton:  What we might consider doing is providing a menu of things that are out there.  You know, Portland for instance, has developed some really good training tools and modules.  And national area is also doing some, Kerri Lopez was just at their training and I think that there’s a variety of things that we could probably put on a menu list and tell people where to find them and how to buy them.  A menu of different options, things that they could purchase with their data money.  Training, tools, etc. that have already been developed and they just may not be aware of.  Those two I mentioned were just examples, I know there are others out there.  

C Bender:  Just for clarification, L DeCora’s motion not only just state data funds for training and development but, staffing, training and development.  L DeCora agreed.

B Rolin:  Vote in favor?  10  Opposed? 2 The motion carries.
Ok, next question (#6).  Should the CDC National Diabetes Prevention Center (NDPC) be funded?  Is this the Dominici Diabetes Center?  

L Valdez:  Yes.

B Rolin:  Alright, just quickly looking over here, I see this question #6.  I see 4 yes, and 8 no votes.  Is there any further discussion?  This is the $1 mil that was set aside and appropriated under the old formula for the NDPC that is in Gallup.  I have to say that Senator Dominici is opening doors for us.  Certainly, that’s the Senate side and we don’t know who’s going to support us on the Congressional side and it’s a political issue.  My Area was very clear in what they said.  I’ll have to abide by it, but I just wanted to mention that. 

L Valdez:  Look in your summary booklet.  This is the one that is in the Area Tribal Consultation packets.  There is a summary in there that does discuss the funding and it also discusses a little bit of the history.  There is a separation of the CDC National Diabetes Prevention Center from the Southwest Center at UNM.  There’s no longer a relationship, so we’re talking just the CDC National Diabetes Prevention Center.  Right now, there is currently $1 mil that comes from the SDPI funding.  There is also $2 mil that comes directly to CDC from Congress for this particular project for a total of $3 mil.  Their office is located in Gallup and they had the official opening.  Right now what they have done is contribute to the development, printing and dissemination of the Health for Native Life magazine, supported tribal education systems for the Diabetes Education in Tribal Schools competitive grant program, awarded funds to 8 tribal colleges, involved in a project of GIM mapping (geographical information systems mapping) of diabetes complications data, involved in an analysis of grantee input on NDP and the grants process, and are in the process of finalizing patient education materials called “Taking Care of Diabetes” (a log book they use as well as a community assessment program).  They have a number of projects that are completed, that are in the process and they utilize primarily Native American contractors.  They’ve also helped on the collaboration of national partnerships, like the Kidney Foundation, NIH, and projects with CDC. 

B Rolin:  We all know, those who have been here since the inception of the TLDC, what we went through for about 4 years with the University of New Mexico.  And its my understanding its been about 2 years since the Southwest in Gallup has been out on its own.  And I just want to share that with you, I’m not in any way advocating, my Area has made a decision and I have to go forth with that but in all fairness to those individuals there, we’ve heard some of the work that they have done, or are in the process of.  It’s an issue that’s before us, we need to move along with it, but thank you Lorraine for sharing that.

J Freddie:  Navajo’s position is not to fund.  What have we seen? We got caught in the middle of this.  There was a good initiative started and without consultation in Navajo.  The Southwest NDPC group did a 180 on us when we went to Atlanta.  So they said we’re involving Navajo and Zuni and then this other one, CDC National Diabetes Center, really what did we see in the community?  That’s the big question in my mind.  Sure, everything can be documented like this and put in libraries, what good does it do for my people?  A lot of them are predominately Navajo speakers who need people to interpret these documents so that they can provide community education.  One of the main things that I expected from the NDPC is for them to gather all types of research that goes on in the regions, in the United States, in the World and make it available to tribes.  My thing is that if it really makes an impact at the community level.  Yeah, I will value that.  But if its just at the program level and its just lingering up there and its not really filtering down from there. From Navajo, we didn’t want to recommend funding for these two projects.  I think, there can be a lot done, $3 mil or whatever amount, if there can be some training material, like video tapes, audio tapes and all these posters, if somebody can video tape them, narrate them to where it reaches the comprehension level of the people that have these problems.  I think that would be a good thing.  What is our expectation of this initiative? 

K Acton:  The Joslin Vision Network is plugging right along.  It’s actually going into ten sites this coming year and it’s showing some real substantial increases in eye exam rates in the places where its implemented.  So its’ not stalled at all, it’s really going forward.  What we want is Congress to fund it some more so we can put it into additional sites.

B Rolin:  You have the issue before you and we need to take some action on it. Should the CDC NDPC be funded?  The Areas have spoken.  What is the  wishes of the Committee?  Motion - K Short Slagley, CA moves to give the NDPC, CDC project $1 mil.  Second by Alaska.  Any further discussion?

K Acton:  I don’t know if I’m supposed to say this, but I’m just going to tell you anyway.  Last couple of years, when it comes time for us to do capability statements and other kinds of responses to Congress about the kinds of things we spend our money on, there is always something about this particular project in there from Senator Dominici’s  or one of his staff.  And I know you have to vote the way your Areas tell you to, but I think IHS may not be given a choice on this one if those things come across our desk.  So, I mean I don’t know how it works at the higher levels, Tribal Leaders work more at that level, but we certainly have to respond to this every year.  There’s someone who cares about it a whole lot.  FYI.

B Brisbois:  Portland Area supports the set-aside for NDPC, but at a reduced amount of $500,000 for similar reasons as what we spoke about.

D Garcia:  ABQ did vote to provide funding for NDPC.  However, after hearing all of the comments from the tribal leaders, the ABQ tribal leaders recommend that the NDPC be reorganized with new governing individuals.  Comments were expressed by the Navajo rep and strongly by the Governor and Council from the Zuni tribe that there should be new governing organization for the NDPC. 

B Rolin:  Question’s been called for.  All those in favor of the motion to fund the NDPC for $1 mil please raise your right hand.  6 Yes and 6 Opposed.  Motion Tie

Even though I mentioned the comments that I made, my Area was very explicit to vote no and I had to vote no.  Just for the record.  I didn’t approve of it because Senator Dominici has really worked hard for us, its not to say we can’t find another way to get some support.  We’re going to have to let our Director make that decision.  
Question #7 - How should cost increases due to inflations be funded? 

L DeCora.  Even though Billings or Bemidji Areas are not here, they still submitted their documentation, and I hope that its not in vain.  What they submitted on any of these issues should be taken into consideration.

B Rolin:  Yes, the recorder will receive a copy of this report.  Here again, this document that was submitted, I would have to ask Mr. Fox of the NW Portland Area Indian Health Board if he wishes this become an official document.  We have been using it today on a couple of occasions and he’s pointed out that he wanted to make sure that everyone clearly understood that even though he put this matrix together that he admitted there was a possibility of errors so we’ll deal with that issue.  Next issue is how should cost increase due to inflation be funded?  I have 8 Yes and ___ No comment, we have no, but we do have comments from several Areas relative to their “yes” or “no”.

K Short Slagley:  At our last meeting we asked the TWG to find out what an average inflation rate was.  

L Valdez: There was reference to a handful of inflation rates. References to cost of living increases and medical inflation increase.  Those are the two I remember.

K Acton:  We do know that there was a paper published in the Journal of Diabetes Care several months ago which said that for 2003, the cost of caring for one person with diabetes has gone up from $5000-$9000 per person per year which was the figure used in the mid 90s.  Now its $13,243 per person per year.  If you look at that in terms of the numbers of people we have with diabetes diagnosed today, that’s over a $1 bil that our agency would spend just on diabetes for people who have it.  Now, it doesn’t say anything about prevention, or people with pre-diabetes or anything else.  I don’t know if that figure helps, but we could use that.  

B Rolin:  Somehow or another in my Area I don’t know where we came up with this, we had a 12.3% medical inflation increase.

J Goforth Parker:  Regardless of inflation, it’s still the same amount of $$, we’re just dividing them differently.  Or what is the real point?  I figured in inflation we’re not getting more $$ on top of the $150 mil.

B Rolin:  That’s true.  I guess the point is, certainly from my Area, was that every year whatever minimal increase we get in the budget with IHS it’s never ever enough.  And certainly it never meets the medical inflation rate or the national inflation rate for that matter.  How you come up with the rate to take out of this, an amount to set aside out of this $50 mil, I don’t know.

J Goforth Parker:  What difference does it make if you take the amount out and then you give it back to yourself or you give it away.  You know it seems like a little circular to me, unless, I’m just not understanding the budget process.

K Smith:  I think when we were talking about the inflation rate that was going to be taken out of the 50 mil, now that we’ve gone beyond that, we’re now looking at just $150 mil, so it might be a moot point.

B Brisbois:  When you talk about taking it from yourself and giving it back to yourself, for Portland Area it makes a difference because the federal government has trust responsibilities and in this appropriation there’s no language in there that suggests we pay for our own inflation with this new money.  It’s not the responsibility of the diabetes grant to pay for inflation.  In fact, I haven’t read that portion so with that Portland Area will make the motion that the inflation be funded through the IHS Budget process and not the diabetes allocations.  

B Rolin:  I have a motion from Portland to fight that the inflation be funded/requested through the IHS process.  Second from Phoenix.  Further discussion? 

J Pipe:  It seems nice to pass it but how realistic is it?  

B Rolin:  We aren’t talking about reality.  But you make a good point.  You’re right.  Well, National Indian Health Board (NIHB) we all work in that.  There are some members of the NIHB that sit on this committee, and the work is hard and yes, that is a concern.  Gary Hartz would like to make a comment at this time. 

G. Hartz:  I think its already been said that maybe in the real world as it was referred to, but in a perfect world the motion would be correct.  But, I cannot think back to any year where we got inflation, population growth or anything included in the budget request.  We might have started it through the tribal formulation and the IHS process but I don’t recall it ever survived through the Department, or OMB, or through the President’s final budget request.  So, I mean, I’m not trying to influence you, I’m just going to tell you a fact and it can be documented.  

B Rolin:  Thank you Admiral Hartz.  Any further discussion?  And hearing none a question’s in order.  A question’s been called for.  All those in favor of the motion by Portland that IHS budget process and not the diabetes allocation fund inflation and seconded by the Phoenix Area, all those in favor of the motion?  7  Opposed?  5  Motion passed.  The point we’re making here in this motion I want it understood is, we realize that IHS cannot lobby Congress but we’re talking about the IHS budget process to where we put the budget together just as we have with the budget formulation and we go forward with a needs based budget, etc., and that’s how we’re addressing or have attempted to address inflation.  The comment was made earlier, no matter how we request it, we’ve yet to see it happen through the powers to be and those responsible for getting us these resources, the Congress, OMB, etc.  I think the point was made here, we want it to go on record that this be continued through the budget process.  

K Short Slagley:  I don’t want to change my vote, I was not part of the original discussion, nor did I hear what was stated.  But, is the committee suggesting that inflation be handled through the budget process? And, does that prohibit us also allowing for the inflation factor?  Because we can put forth a vote saying yes, or the majority of us believe that any inflation factor be handled in the budget process but in the real world, we are able with these new $$ to address inflation where it counts with diabetes. You know, we put in an amount at this amount, say…sending forth 2 messages instead of 1. 

B Rolin:  I see what you’re saying now.  You’re talking specific and relative to these resources, right?  And that’s how my Area addressed it because we did specify an amount to be utilized for inflation.  The question was, how should cost increases to the inflation be funded?  And, should cost increases be funded?  The 8 Areas specifically said, yes it should be.  Some Areas allowed for a portion of the diabetes funding because that’s what we’re dealing with here.  Specifically my Area stated the $50 mil, to use $12.5 mil of the $50 mil and I think some of the other Areas said likewise.  I’m assuming that that is reflective of the diabetes funding is how to address it, even though some of the Areas addressed it differently.  Now, I think a motion would be in order, if you wish to address that. 

L DeCora:  Whether we make a motion one way or another we still are using our money for the rate of inflation.  Look at the drugs, every year they go up, we don’t have any say over it, we have to still shell out.  And no act of Congress asks that question.  But we still have to shell out and as those drug costs go up, every year our people need them so we’re still buying them through our service units so that people can get the insulin or the other, whatever the costs are.  So whether or not they let us answer that question or not, we’re still paying for it with whatever $$ are there.  

A Manuel:  Why are we concerned about inflation and the $1mil when we have all the other concerns and how does IHS feel about it?  Annually inflation goes up as far as it goes, if Congress was really concerned about that they should have them do that, but the only thing that they increase are salary increases, annually.  And what they give to the Tribes in terms of $$ for IHS, social services, law enforcement there’s always some sort of question as far as it goes.  3%, they give them, make it look good, even while they are slapping us on the side there in the next column over.  They should consider these in the regular process and I think that’s what we’re talking about. If they’re concerned about it, be concerned across the board. I think we have a problem here as tribal leaders when we’re just focusing on one thing up here, when we have a whole gamut of issues related to health that we don’t bring up.  As tribal leaders we’re faced with that each and every day.  The social issues, mental issues to law enforcement issues, we should be concerned about everything across the board.  We should set aside our differences and look at what we can all work together on. 

C Bender:  I have a comment in regards to the original purpose and for us to reflect back and maybe for people who were at that meeting, but originally we talked about inflation because the $50 mil had two tags on it, data improvement and competitive grants.  The TLDC has considered, well if all the additional funds go to that the increase is worthless to the original $100 mil.  So that was the original discussion, some of the things that we considered for the additional $50 mil and you can see that reflected in all the comments, we kind of targeted on the $50 mil.  I think the second comment that I have is on reality and what kind of responsibility Indian Country has to ourselves, and the things that we have established.  And that is that we’ve established diabetes grants and programs throughout the nation and whether Congress is responsible to us or not, we have the responsibility to ourselves to ask, recommend that the TLDC consider inflationary increase at some level to continue our original programs.

B Rolin: When we were initially talking about this and I’ll piggyback to what you just said as far as the inflation aspect, we took the diabetes cost atleast as far as it gets back to the whole nation, I hate using this term, but when they talk about what we know with GPRA and everything else, we’re accountable for everything anyway.  The accountable aspect of it, we know already that the cost of healthcare for being a diabetic is $13,000 and that’s what we’re talking in terms of inflation factor when we talked about this.

K Short Slagley:  In looking over the Areas comments in both the matrix and the TLDC book, most of the Areas made a specific $$ amount they alluded toward.  I would like to make a motion that there be a inflation factor set aside in the amount of $15 mil.

B Rolin:  Motion from CAL, second from AK that an inflation factor of $15 mil be set aside from the SDPI funds.  

L DeCora:  How is that different the previous motion?  Did the motion fail.

B Rolin:  No, no it didn’t…

L DeCora:  The first one says that the IHS Budget process and not the diabetes funding should fund inflation.  It passed, so why are you making a motion? 

K Short Slagley:  That was the clarification I had asked.  I understand the Committee wants to make a statement that this is not the body and any inflation should come from the budget process, well, yes.  That’s fine.  But yet again, I don’t know if Dr. Grim visited each Area but he came to California and part of his discussion was the real world.  Inflation could be included in these $$ and that’s something we heard and we all have observed increases in pharmaceuticals and on down the line and I just think we owe it to our programs to offer an inflation factor.  We have the opportunity to do it with these new $$.  We have the resources and I think its only fair that we do that.  If you wait for the budget process, like Mr. Hartz stated, it isn’t going to happen.  And you can vote against it, but I stand by my motion.

L DeCora:  I was wondering if it’s out of order because this first motion says, not the diabetes allocations to fund inflation, so you’re making a motion to do that very thing after the first motion already passed.   Where are you going to get the money for your inflation?  You’re $15 mil?  Because, the first motion says “not the diabetes allocation”.

K Short Slagley:  From the $150 mil Congress appropriated.

L DeCora:  But that’s the first motion that just passed…that the IHS Budget Process and not the Diabetes Allocations fund inflation so that’s already been enacted.  So you’re motion is bringing back the same thing to come out of the same funds that the previous motion said not to use.  

C Bender:  I apologize for the actual, the original motion, because I’m an administrator and I pay very close attention to the details because I also take minutes for the TLDC, usually.  The motion did not say, not the diabetes allocations fund.  What the Portland representative stated was, that the IHS budget process be used for inflation, and that’s exactly what he said and he did not say and not the distribution.  So I just wanted to clarify.

B Brisbois:  I made the motion and I know exactly what I said.  That was the exact intent of that.  Because I said, don’t send the message to Congress that we’ll pay for our inflation when it is their responsibility, not ours, its their trust responsibility.  And as naïve as some of you think the budget process is, that’s the process for getting inflation.  If we don’t get it, someday, the right administration might be there and we might.

B Rolin:  I think the issue here is that we’re talking about two definitions.  This of course, we addressed and I concur was the big picture.  That’s what we’re talking about, is how it should happen.  But, here we have an opportunity to use some of this funding to specifically address the inflation issue that is before us and I think that’s what each of the Areas have acted upon.  And that is the difference.

L DeCora:  That first motion is very specific and it says, “that the IHS budget process and not the diabetes allocations fund inflation.”

S Welch: …where does it say we want inflation rates to come from the IHS budget process?  You couldn’t possibly do that because of the mechanism, of how they’ve funded this.  So if you want any kind of inflationary, you’d have to separate it out from the SDPI funds because the IHS budget does not have the diabetes funds in them.

J Freddie asked for clarification where is the inflation coming from.  K Short Slagely stated that the $50 mil would come out of the $150 mil.

Request was made by A Manuel (TUC) for a tally.

Recorder (L John):  Its $16.5 mil and possibly an addition of $1 mil for the NDPC then we’re at $17.5 right now.  So if we included $15 mil that would be $32.5 mil.    

A Manuel:  When we talk about inflation as far as that goes, if a program is getting x amount of $$ and the possibility of some more x amount of $$ is possible and then a matter of ways to determine what those cost factors are.  I would think that the program, in this case it would be five possibilities, would have to make a determination to determine how to adjust to meet those costs if you realize you’ve reached the set amount of $$ that you begin with.  So when we’re talking about the set aside for the inflation, we’re talking about the grant portion, right? I think the tribe should be the one to bring up the cost of inflation, they’re the ones to make that determination at that level because they have a better handle on it.  I think the problem is each Area might be different in terms of those cost factors.  It’s probably averaged out as far as that goes.  And I do recall that a lot of tribes have not utilized their total allocation too, so that is also a source for $$ on the side that could be utilized for that purpose.  What purpose do I get in terms of setting aside for cost inflation, will you take it off the top, or from the bottom?  Both will have an effect on that program, or that tribe.  Will they allow their budget to include that if they want that inflation factor?  That impacts from the top, where you allow that tribe to get the total amount of $$ that’s allocated to them and then give them that consideration.

K Short Slagley:  Data is a perfect example.  You put aside specific dollars for a specific issue, and it’s up to each area to do it.  Whether they do it or not, it’s proven they do what they want.  At least with inflation, you get it beforehand.  If you wait until after the formula, it will be less because, when it goes through the formula that’s when you take prevalence, user pop and TSA and all other factors.  So you get a less amount of $$. Yeah, it could work, but if it’s off the top you know at least you’re going to get a certain amount that would go towards inflation.

A Manuel:  But in terms of this overall effort in diabetes prevention.  Isn’t that the idea, to be like a tool for that individual so that his anticipated cost in terms of treatment would eventually go down?  As to the lifestyle changes, doesn’t that have an effect in terms of the $$ amounts or are we beginning to be just like rabbits out there, re-populating.  Or are we in terms of going out and paying this preventative program, to try and lower that cost to provide a service to the individual.  So if ten people, one hundred people, depending on what tribe, taking that lifestyle change they take it up themselves in terms of they have a job and everything else, and they begin to do that, so does that pre-empt those dollars, to try to address the other cost factor?  I don’t know, I’m just throwing this out.

C Bender:  I ask for another point of clarification with regard to Robert’s Rules.  I wonder if the original motion can be reconsidered, I know that you had asked that by Areas.  I’m only saying that in reflection in what is stated here, by all the Areas.  I have seven clear yes’ and one, Portland it says yes, but through the IHS budget process, but here on this piece of paper it says, seven Areas voted yes that inflation be addressed through this new $150 mil amount.  And if we don’t reconsider the vote that…the motion…however that is done through Roberts’ Rules that I would recommend a strong statement from TLDC with regards to what would one have to do with any increased dollars when it comes to our Areas to address inflation costs.

B Rolin:  The motion Portland that the IHS budget process and not the diabetes allocation fund inflation cost…seconded by Phoenix and the motion carried.  And this time, I’m asking the foreman there if they want it and if he doesn’t, fine.  

B Brisbois:  Mr. Chairman, Portland Area would like to rescind their motion and reopen this topic for discussion.  

B Rolin:  Portland has asked that the motion be rescinded and second was by Phoenix and I’ll refer to the second.  Oklahoma votes to rescind the motion.  We will move forward to address.  All those in favor to rescind? 9  Opposed?  3 The motion passed.  The motion is rescinded. 

J Goforth Parker:  Where this all came from is Dr. Grim’s letter of March 7th, he says, “I’m committed to ensure that all …..effective diabetes programs continue to receive the same level of funding, however, the IHS ….. consideration should be given the cost associated with inflationary increases”.  Actually, we really have been relying on the expertise of Ed Fox who knows about the budget process involved from the Portland Area. I learned a lot just in this discussion.  One of the reasons we brought this back is because we saw all the people who voted yes and five of the people who voted yes that they wanted this inflation issue looked at said it should come out of the $50 mil.  Well, if we go back to motion number two of the day that was included all together so it put it in a whole new perspective.  And I’m not suggesting that I have a motion, but I know that we’ve got a different issue because it doesn’t come out of the $50 mil, we’re now dealing with the $150 mil and its still to me whether you put it on the shelf and say its inflationary money, I do balance my checkbook at home and I’m on a bank board, so I’m learning about the budgeting process.  But is it not, putting aside our own money to help us?  I don’t understand unless we can go outside of the $150 mil, I don’t understand how it is helping us so much to, the money is still going to be divided, is it not?  I know what A Manuel was talking about, I mean you have some very good points.  Hopefully, when we keep ten people from getting diabetes we’ll save some money there but, it’ll cost us money to keep those ten people from getting diabetes.  But I really don’t understand how the issue is going to be helpful to us.  Setting aside or not, we’ll still have the same $$.  

B Rolin:  I think the issue gets back to here again, this is money specifically set aside for a specific area and the concern here is the cost factor.  And that’s why it was brought up for the Areas to specifically discuss among themselves.  If I go back and to me this means that it’s changed.  I look at my own Area, they recommend that $12.5 mil should be taken off the top to adjust inflation at a rate of 12.5%.  But there is the other part here that I have to add which means, I mean we decided that we were not going to utilize the existing formula so, the second part of this, in the second sentence is, these funds will be added to the $100 mil that is being distributed using the 2003 formula.  We decided not to use it, we are going to come and have a different formula here based on the fact that there’s a motion made to look at the $150 mil.  So I think that its better for us to have this discussion and follow through with what the intent of our Areas were and move forward than opposed to pass the buck to someone else to make that decision.  Yes, we can add strong statements and all that…

J Goforth Parker:  And I don’t object to that, I just want to learn a little bit more.  It still seems like a moot point, going from one hand to the other…

B Rolin:  Well, you’re right but this is the only way we can deal with it right now and that’s the point that Dr. Grim made.  And certainly if we can, if the inflation flag is in fact 12.5% then we have an additional 12.5% we can add to the cost of purchasing drugs related to diabetes for providing care.

L DeCora:  I still am trying to understand.  We didn’t change the pie, we still have the same pie and we’re only still going to be able to buy what we can buy with the same pie.  And whether we take something off the top, we still are going to have to use it, because we still have to buy the same drugs.  So I still don’t understand, if we take something off the top where is it going to go?  We still got to use the same $150 mil to buy and do all the things that we’re going to do.  Who gets the 12.5%?

B Rolin:  Well the tribes do, in this case, the Areas and the tribes.

B Brisbois:  I want to make a comment about, the young lady was reading the document of Dr. Grim’s about inflation.  IHS should pay particular attention.  When I read that it’s not the tribe’s pay particular attention, it’s IHS pay particular attention.  That’s the way I read it and I have to stand by that as an individual.  And Portland also stated that the inflation come from the budget process and Dr. Grim’s own words are, “IHS pay particular attention,” he’s not telling the tribes to.  

G Hartz: The result that came from the letter from Congressman Nethercutt ended up in that letter that Dr. Grim sent out and the feeling of the agency at the time that was written was that, point #1, from Congressman Nethercutt’s letter is that in the last paragraph, ‘to that end these funds should be used for 2 targeted activities conducted through competitive grant mechanisms as follows…’  Now I recognize that the very first motion out of the shoot here was to not go competitive.  The Director was faced with another position when he wrote that letter to you folks in that, he had guidance from Congress that said that IHS should design a competitive grant program that addressed the most compelling diabetes complications in American Indians and Alaska Natives (AI/AN) and IHS should design a competitive grant program to address primary prevention of diabetes in AI/AN using the latest scientific techniques and findings.  Dr. Grim sent Indian country a letter and the TLDC looking for input as to how he could work to design a process that would deal with the instructions of the congressman.  If he was reluctant to move forward in a competitive process, the only way that one could address that is not put the whole $50 mil as the congressman is suggesting in competitive grants, would be to use means by which you would identify information technology, ways that you could identify inflation and address other means for separating out some of that $50 mil for what the congressman appears to have intended that it all be competitive.   So, I know some of the thinking that went into try to allow him some of the flexibility and being able to respond to the congressman in a justifiable manner that would reflect the fact that you got all those years of money through the SDPI but there was no, never was a cost and I think that was a justifiable way to avoid having to use a full $150 mil, plus some other things that you’re looking at for competitive.  I know that you started out, going down the path of $150, I don’t know if time will allow but I wouldn’t mind at all, having kept my mouth shut most of the day to give some observations of how I’ve viewed some of these motions and how I found gaps that I could’ve driven a Mack truck through any number of the motions.  Only because how they could be looked at in so many different ways, if you’re coming from a different vantage point.  And I know you folks have deliberated long and hard and tremendously track input of something that is so key to Indian Country.  So, I just wanted to share what I know of Dr. Grim’s perspective in trying to deal with the Congressman, be responsive to him, be responsive to the Senate that is jerking our chain at the same time, but also trying to still deal with needs in Indian Country.

L DeCora:  In Aberdeen, the position of the 18 Chairmen is they want every $$ down to the grantees as possible.  Because they need the program money and to say that there is an inflationary set aside, you know who’s going to hold it?  The grantees aren’t going to get it.  

B Rolin:  That’s why we’ve asked for this discussion prior to us developing another motion and I think we should make sure we’re all clear.  So that’s a good point, you’re right, just so you understand it, the funding would go to the Areas.  

M Jackson:  We did pass that by motion to distribute the $150 mil. It seems like we’re just beating our heads all day for nothing we did make motions, we did pass them, we went the limit and the TLDC is a body that does have complications, like J Freddie says, at the grass roots level, this is what we’re all about.  I have a feeling that when we present this, this is not what’s going to happen.  It happened before, remember after all that hard work we went through and Dr. T didn’t take our recommendations.  It’s probably going to be the same thing. 

B Rolin:  Lets hope not.  Let’s think positive and that aspect of it.  I do want us to be perfectly clear and again, about our role here and that’s why we have to have this discussion.  This again is a very serious and critical issue and we know we all want the funding to come to our Areas and to our tribes and hopefully that’s what will happen here.  We’ll move forward if there is no further discussion at this point.

B Brisbois:  I need one clarification here.  When you spoke of Dr. Grim’s feelings, I hope you spoke of administrative feelings, vs., personal feelings. 

G Hartz:  Actually it’s probably a mixture of administrative and political.  If political becomes personal then I have erred.

B Brisbois:  I want it here on the onset, keep our personal feelings out.  Tribes and Feds right?

J Goforth Parker:  If we move toward setting aside inflationary expenses in some way we need to think about it as a per tribe and not Area, necessarily because some Areas have a lot more tribes and we need to have equal amounts to divide among the twelve to divide among the tribes.  Some of us will get more and some of us will get a little tiny bit.

B Rolin:  Well again, that is why I used my example, earlier.  That is what we, in our discussion of the $50 mil, and basically that’s what it all got down to.  But then we made a decision earlier today to address the entire $150 mil and we’re back to again the $50 mil aspect again.  We’re going to get this resolved  yet and I don’t know at this point to answer your question to resolve that other than to say whatever we recommend that certainly, the formula that is utilized or the process that’s utilized by us, that those funds get to those specific areas named.  Diabetes is a serious issue in all areas and when you have 40 tribes vs. 20 tribes does that mean the need is any greater.  That’s an issue we’re going to have to deal with.  And I’m sure we’re all concerned about that.

K Smith:  Just a comment, looking over the Area Diabetes Consultation questions, I don’t see anything in there that says that there was a discussion whether it was going to be $150 mil or $100 mil and I read over a lot of the consultation reports and I didn’t see any of those in there and so when the decision was made on the second vote today, to do the $100 mil, $150 mil or $50 mil, didn’t that just sort of change the whole complexion of the whole consultation process?  Because I didn’t see any of that in any of these questions or in any of these reports and by making that change, we’ve thrown all of these things off.  

K Short Slagley:  Here we are again, California would like to make the motion to set aside $15 mil for an inflation factor that goes to the Areas for distribution to the grant programs.  I think if we do it per capita it will benefit some Areas and won’t benefit others.  I think it needs to be an Area decision whether to go tribal or say individual diabetes.  Second by Navajo.  Further discussion of the motion.  Question by Dr. Acton.

J Pipe:  Need some clarification, now are we saying that this $15 mil is going to be divided by 12 or are we saying this $15 mil is going to be divided by 333 grantees?  Or are we saying this money is going to be distributed, split up through user pop?  If we go by each area splitting up, let’s say we divide the $15 mil by 12 Areas.  We got one Area that has two tribes, we’re looking at over $.5 mil per tribe.  And if we divide it by the grantees, its about 4 thousand a piece?  Somewhere in there.  Then you got a tribe in Alaska with ten people and a tribe in Aberdeen Area with 12 thousand people.  Oh we can’t forget Oklahoma …see what I’m saying?

C Bender:  I’m asking another clarification question of the motion.  But if we’re talking about inflation, aren’t we specifically talking about inflation of something?  We’re talking about the inflation cost to our original programs, so I think that if we want to be clear, then that’s what we should say.  The inflation cost to our original programs and it would be distributed fairly by increasing to the programs so whatever that rate is, or whatever it works out to be.  Pro-rata, per dollar, that would be my recommendation and I think that’s what Kelly meant.

K Short Slagley:  My intent was that it go to each grantee program so, if you divide the $15 mil by 333 programs it’s roughly about $45,000 dollars.  That’s why I thought it was real important at the last meeting we have some kind of inflation factor, because I’m sure it’s different out in CA than it is in other Areas.  I’m not saying higher or lower because I don’t know.  But just that we have an average and it’s an additional something to the programs that covers the inflation. 

B Rolin:  Motion made by CA to set aside $15 mil dollars for inflation factor to go to the Areas for distribution to each Area grantee program on a pro-rata basis.  Second by Navajo.  Further discussion. 

Chairman:  Well we specify the specific amount here.  Ok.  Question’s been called for.  All those in favor?  (7) Those opposed? (5).  Motion passed.
Question #8 is specifically the issue of new tribes.  How should the issue of new tribes be handled through the SDPI funds?  This question I don’t know that I can certainly say it did originate from our Area, but we certainly discussed and it may have originated. But, we’re just concerned about the new tribes coming on and specifically, if there’s a recommendation that we could make relative to the tribes.  It is my understanding that in the past, any new tribe that comes on, the way they have funded those and continue to fund those is through the CHS dollars.  And these are SDPI funds, I know in my Area we have two new tribes.  How do we address, our concern was how do we determine what amount of dollars out of this funding that we appropriate for our tribes.  Question?

K Acton:  It was Bemidji Area who requested this.  I’m not sure where it originated/came from.  Bemidji sent a notice to our program saying we have another recognized tribe, what are we going to do?   

B Rolin:  Ok, so then we have at least one in Bemidji and two in Nashville.  Kelly.

K Short Slagley:  I think it was two or three years ago, California had four additional tribes, but we did not receive additional dollars for them.  So that’s the history.

Chairman:  That’s the history, we know, but was that in the beginning of the diabetes funding?  Oh, so it was after.  Ok now that is a concern and that’s one of the questions that has been directed here.  Now how does the committee wish to handle it?  Do we have a recommendation?  Portland.

Ed. Fox (Portland):  Just as another specific example, in our Area as we’ve said before our tribes funded a data project we have and it was $255,000 per year, 5% of our grant.  And then one year, a new tribe came on board and we’re sitting trying to decide how to divide the money this year and the tribe started going back and forth about it and gee why didn’t the Congress give more money and why didn’t they get it nationally and the compromise that our board actually proposed was, we didn’t really like to do this, we just took $20,000 off our data project which the tribes funded and gave that $20,000 to the tribe.  So see, it was unfair to us reminder they’re not really new tribes, they are usually restored tribes. 

L DeCora:  What the IHS process is for new tribes…the CHS is what’s provided.  In Aberdeen Area we thought about the diabetes we have now, and we also thought about all the tribes that worked very hard on behalf of their diabetics to go to bat with Congress to get these $$.  And we have a sympathy for these new tribes, but on the other hand, if Congress was going to be recognizing these new tribes there should have been an appropriation that follows it.  And so, Aberdeen voted no to using any of this $150 million towards new tribes.

B Rolin:  Ok, in just looking at the summary here, we did have 4 Areas that specifically voted no, and the others were anything from the $50 million distribution.

K Short Slagley:  Well, California did not have an opinion because in the past when we had new tribes come on, we were not given an allocation, so it’s a done deal, basically for us.  Now, if you want to include new tribes, we would request you also recognize the tribes, not just in California but any new tribe that has not received any new $$ that they also have a chance at those new $$.

B Rolin:  Surely we’d want to put a timeframe on that.  We wouldn’t be talking about tribes 15 years ago.  

K Short Slagley:  Oh no, since the diabetes program either the BBA or the Supplemental.

M Jackson:  Phoenix Area voted no, although it’s not stated on this formulary.  And the reason being is that in earlier distributions, the formula that was developed was developed by user population that was from 1996, now that we’re using the 2002 data for doing the formula that would resolve any issues when it comes to incorporating new tribes into the budget process.

B Brisbois:  Portland’s recommendation for the new tribes is that the disease burden and estimated population at the national level be used and pass that down to the Area level for distribution.  

D Garcia:  I believe that in the consultation for the ABQ Area, the issue on our position was No.  We voted no.  In the packet that was sent out by Dr. Grim’s office regarding newly recognized tribes, we, the ABQ Area don’t anticipate any new Pueblos arising.  Not like the other Areas, so, our position from the ABQ Area is Congress appropriate funds for newly recognized tribes and in the succeeding years that Areas incorporate that newly recognized tribe through the formula process.  Thank you.

B Rolin:  Well, certainly we’re on record from my Area that same position.  But the only reason we asked was since we had the diabetes funding you know, if in fact, it could be included.  We certainly are willing to accept the recommendations of the Areas. I have a motion to, looks like out of the twelve Areas here, we have at least four resounding no, five no, Phoenix has corrected theirs and there again, you look over here in the comments you got at least six that’s no set aside funds.  So, that’s half of the Areas and really only one Area, that being my Area that recommended any specific amount. So, we just want to bring it to the Committee’s attention and we’ll accept whatever the wishes.  Do I have a motion to proceed with?

L DeCora:  No set aside for newly recognized tribes. 

B Rolin:  I have a motion from Aberdeen and second from Oklahoma for NO set aside of the diabetes funding for newly recognized tribes.  Any further discussion?  Hearing none, all those in favor? 10   All opposed?  0  Motion passed.  

Recorder (L John):  $32.5 million is left if the $1 mil is granted to the NDPC. 

B Rolin:  We have the disease burden prevalence only 57.5%, user pop 30%, tribal size adjustment 12.5% now I know that we’ve had some Areas with concern about tribal size adjustment, mortality, etc., and I think each of the position papers from the Areas reflect one way or another their concerns.  At this time, what I’d like to do is open it up for discussion to the Committee and see what your concerns are about this present formula and we’ll just go from there.  Discussion.

J Goforth Parker:  Mr. Chair, I’d like to make a motion that we remove mortality data from the formula. 

B Rolin:  Motion  by OK to remove mortality data from the formula and at this point, California seconds that.  The formula’s outline is disease burden is 57.5%, prevalence is 75% of 57%, mortality was 25%. User pop was 30% and tribal size adjustment is 12.5%.  I have a motion from Oklahoma and second by California to remove the mortality data from the use pop.  Discussion?  Phoenix?

M Jackson:  I think we have to consider when we talk about mortality, the issues that the funding was given to the tribes in the first place.  As it is a critical indicator of disease burden and that’s why it was placed in the formula to begin with.  As an identifier as to why it’s important for us to receive the funding.  I just wanted to make that known from the Phoenix Area that’s one of the reasons why we left it in there and we are requesting that it be at 50% disease burden and 50% prevalence.  

B Rolin:  Now the issue we have before us is that they’re recommending mortality be removed and what is specific about your discussion there?

M Jackson:  Was the fact that it was a direct indicator as to why we receive the funding from Congress, why it’s appropriated.  It’s an identifier of disease burden.  That was the main reason why Congress appropriated the funding to begin with.

K Short Slagley:  In the past, California and other Areas have demonstrated that their mortality data is not reliable.  We’ve documented that several times.  Actually at the last formulation meeting that we had with Dr. Trujillo, again, the TLDC recommended that mortality be zero, but he changed it, and that’s why were at the 25%, it used to be 50/50.

M Jackson:  Mr. Chairman, I just wanted to make that known from the Phoenix Area, because we felt that was important from the tribes from that Area.

B Brisbois:  Portland is in agreement with the disease burden part and doing away with the mortality.  We also would like to note that prevention and control activities serve 100% of the population whereas disease burden serves a specific amount and number of people.  If you have all the money in the other category you spend those funds in that area, if its not in the formula, it doesn’t mean that it can’t be spent that way.  

A Manuel:.  Tucson Area this morning was recommending that mortality be reduced by 5% making it 20%; prevalence be increased by 5%, making it 80%.  

B Rolin:  Ok, we have a motion on the floor to remove mortality data, we’ve had discussion from two Areas relative to mortality, including reducing mortality by 5% and adding 5% to prevalence, like an 80/20, is there other discussion?

K Short Slagley:  Dr. Roubideaux gave a presentation almost 2 years ago and at the time they were in the process of proposing a new death certificate that would be out nationwide and at that time it was supposed to be within 6 months.  It’s been 2 years and it’s still not in completion, so I wouldn’t count on it anytime soon.

A Manuel:  Well if we are recognizing that the mortality data is questionable and if that is an indicator to some extent of (inaudible) can’t we measure some of the (inaudible) in terms of getting that across?  

K Smith:  I just had to fill out one of them new death certificates last week as a matter of fact, in Montana.  It does give, I think, five causes of death and whether they’re going to capture them or not, I don’t know.  But, he said it was the new form and everyone is having a real hard time.  I don’t know, we should ask, but if it’s in Montana it should be everywhere else.

L DeCora: Mr. Chairman, the Aberdeen Area recommended that mortality be stricken, but we are also recommending that it be counted amongst the total disease burden, and we did that because, as we understand it, the purpose of these monies is to keep our people alive.  And we have with probably the exception of a few areas, some of the poorest people in the country, living on the most isolated reservations in the northern plains in Aberdeen.  And disease burden is some of the highest in the country amongst American Indians. Already as it is, I’ll give you an example, Pine Ridge has two dialysis units full.  Right now there’s 60 some patients on dialysis, and they’re projecting that within 5 years, if we continue at the rate of renal failure that we’re currently on, we’re going to have about 600 people on dialysis.  So for us, the goal is to utilize these monies to prevent that.  Prevent renal failure and prevent further complications.  And that’s why we recommended the shift on removing mortality as well as it not being accurate.  Thank you.

K Acton:  I don’t know if this is the right time to ask this question, but, if making these changes in the formula result in Areas or particular grantees, actually getting less, by this formula.  Does this Committee intend to let that stand or do you intend to somehow make it up to those folks or?  Earlier, this morning we talked about that and that is one thing in Congressman Nethercutt’s letter, he says he doesn’t want to see any grant programs reduced, so I’m just concerned about how we would operationally handle this so that, that doesn’t happen. 

B Brisbois:  If mortality is shifted to disease burden, would that still cause a decrease or an increase?  It could be significant or insignificant as it stands in Portland.  Would you run the numbers tonight?

K Short Slagley:  And actually that request did go to Cliff Wiggins to get mortality out of there and we were not provided that at our consultation and so it was our stance prior at formulations, consultations, and it continues to be, it does not work in California.  

M Jackson:  I was just informed that in the previous vote for the change in the formula, it was not supported to make that change and it remain the same.  That’s why we continue to argue the point that it needs to be 50/50.  We do believe in the Phoenix Area that it would be a significant change in funding if it was to be changed.  

K Short Slagley:  For clarification, the majority voted to remove mortality, at the time the formula was 50/50, and in compromise Dr. Trujillo did this hybrid, and that’s where the 25% came, it was 50/50 before that.  Or it was 50 before that and at last it was 25.  

J Freddie:  Navajo recommends using FY 2003 formula for FY 2004.  But it also recommends removing mortality.  So, one of the questions would be we’re going to change the formula what kind of number is that in aid to the Areas this is a primary concern.  Navajo does recommend in subsequent years from this year to change the formula we’re not recommending using mortality in disease burden.

D Garcia:  In Albuquerque Area our consultation, it actually came up as a vote.  The issue of prevalence vs. mortality and the tribal leaders there was a difference in the vote, so although some of the tribes did recommend or vote to remove mortality, the alternate vote was to keep it 50/50 based on the consultation.  Again, it was based on the current formula.  We understand that it would be a change in the formula and the amount of dollars that go to particular Areas.  

B Rolin:  Now Dr. Trujillo made the change to 75/25, the 50/50 was what had been originally voted on.  So you’re saying your Area proposes to rescind the 75/25 and go back to the 50/50?

K Acton explains mortality rates are constructed for each Area, just as Prevalence rates are for each Area and then Cliff Wiggins takes that particular rate and puts it into the formula with a 25% weight.  That’s how its done so each Area has a different mortality rate. Mortality is not calculated by IHS, the state calculates those rates and I believe the National Center for Health Statistics compiles them and IHS gets them from the National Center for Health Statistics.

K Smith:  For those of you who remember the formulas when we did them, the reason Dr. Trujillo made the decision to do the 25/75 instead of cutting it off, when we went from 50/50 to all prevalence, some of the Areas lost over $1 mil from their budget.  So when you look at the way he finally did it, the most significant hit was around $500,000 and some lost and some gained.  So its like all the others ones that we look at, somebody wins and somebody loses a little bit, but there was less hurt and I think that’s why he decided to do it this way.  Mortality rates are looked at by the world as a health status.

L Valdez:  And if I remember correctly, during that time there was a lot of concern and interest by tribes who wrote directly to the IHS Director about their concerns with age and the mortality issue.  So I believe weighing their concern that the TLDC put forth and trying to weigh that against the concern that the tribes from the different Areas is why he did the hybrid as well.  

B Rolin:  We don’t have the Cliff Wiggins report I understand as to what specifically has impacted each Area.  

Dr. Acton:  Dr. Rhodes, the ADC from Phoenix just looked at me and said he’s working on it.  He’s got some of Cliff’s data, is it the mortality data, or what do you have?   

Dr. Rhodes:  I have 2002 user pops.  The latest prevalence and mortality data that I’ve got available is 2001.  Now you may presume that, that is closer to current reality than 96 and 98 data but I don’t have 2002 tribal size adjustment, mortality and prevalence.  For those I have to go back to 2001.

B Brisbois:  Do any of our data gatherers in the room have any data that shows the trends in diabetes, mortality and prevalence?  Which Area is leveling off, which Area is growing the fastest?  Now that we’ve been gathering data for a few years?  Seems I read a report where the projections for the future are some of the Areas of high mortality are leveling off and prevalence are leveling off and some of the Area with low mortality and prevalence are predicted to increase and catch up as they say.

K Acton:  We’ve been looking at prevalence in that way but not mortality because of the data is unreliable.  And comparing between areas we can’t guarantee that the methodologies are the same between States.  But the prevalence we have looked at that, we’ve looked at trends over time and realized that the prevalence is leveling off in certain Areas, most notably in the Southwest.  And that in other Areas, while the prevalence is still low, in an absolute way, the rate of rise of the prevalence is still significant.  

B Brisbois:  The reason I asked that was for the equity question in this distribution formula.  If we’re going to spend the money in prevalence, then it seems like the Areas with the fastest rate of growth in prevalence would appreciate the change, but the Areas that are planed off, they wouldn’t appreciate that from a public health point of view. They quit their activities and exercises, prevention and education, and try to alleviate some of the disease burden that way.  That’s just my thoughts.

K Acton:  I do believe, if I remember correctly, this committee has considered at one time using the rate of rise prevalence in the formula, but a decision was not made about using that.

L DeCora:  I just had one other question I wanted to ask Dr. Acton, Dr. Smith or one of the doctors in the room and this is in regards to the DPP. What the impact that that diagnosis is going to have one way or the other.

Dr. Acton:  The cost analysis on that study has been done and actually they found that it costs $2100 per patient per year to give Metformin for prevention of diabetes and $2300 per patient per year for lifestyle change.  So it’s going to be an expensive proposition for us to prevent diabetes.  

C Bender:  I just wanted to give Alaska’s position in regards to that.  The matrix just says yes and I wanted to give details of AK’s position in regards to Mortality.  AK Area tribal leaders recommend that the IHS distribute, now this is one way to split the $100 million and the $50 million, distribute $93 mil using the same methodology as FY 2003 and that includes prevalence rate of 75%, disease burden at 25%, under mortality for disease burden.  We did have a contingency recommendation if the formula was going to change and that is, if the TLDC or the IHS Director considers a different method, Alaska tribal leaders strongly urge consideration of the alternate method previously recommended last year.  And that’s the disease burden be at 47.5% of the total $$ amount and prevalence at 68% and a prevalence increase at 32%.  

M Jackson:  I’d just like to make note that pretty much everybody’s come out and said that the data collected on Mortality, for one California has said they could provide the information, but there’s other Areas that don’t have clear data on Mortality or Prevalence and I think that’s a very important key to the factor of developing the formula.  And we need to clear that up before we start moving forward on this process.

B Rolin:  Have we heard from every Area relative to the motion on the floor?  I just want to state my Area certainly recommends that Mortality be removed and has for some time.  I’ll just for the record say it. Is there any further discussion?  Hearing none, question is in order.  Question has been called for.   Those in favor of removing mortality?  (7) And those opposed?  (4)  Motion passed.
C Bender:  The original motion just said to remove mortality, but we need to determine if we’re just going to use 100% for prevalence or add a factor we had talked about at TLDC several years now and that’s the rate of increased prevalence.  I’d like the TLDC to consider the rate of prevalence and by doing that I’d like to make a motion that the disease burden, portion of the formula, whatever that rate ends up being, under that, if it’s 100%, zero mortality, that it all be prevalence and that…my motion is that the disease burden be prevalence at 68% and prevalence rate of increase at 32%.

L DeCora:  …prevalence increase, rate of increase.  Because it costs, we’re trying to use this money to keep our people alive, that are already diagnosed.  Or at least a portion of these monies. What it’s saying here is, if your prevention efforts fail you, you get some more money.  

J Goforth Parker:  I was thinking Dr. Acton from the reports that you’ve done, Alaska was the one Area that was not increasing, is that right, do you remember?  

K Acton:  That was incorrect data and we corrected it, for the data it was increasing.  It was hopeful.

J Goforth Parker:  I haven’t really dealt with this, I know about prevalence, but the other 32%, how is that data collected?  The increase prevalence, give us like the definition of the two terms and how the data is collected.

K Acton:  Each year we’re measuring the prevalence of diabetes. We take the counts of all the people who have diagnoses diabetes in our RPMS system and we clean them up and un-duplicate them so you don’t count the same person twice, and then we apply the user population or a service population.  Remember we calculate two different prevalence rates, the one that gets used the most is the user population, and you’ve seen those side by side in the pyramid graphs that we’ve brought here.  We calculate the prevalence for those specific age groups, usually what we do is look at 20 and older (the data on children is still such small numbers) by Area based on the best counts we can do.  The ADCs are responsible to tell us each year which Service Units do not collect complete data, those are thrown out of the calculation.  For instance, when I was the Clinical Director at Crow Agency I knew that only 20% of the patients there were seen in our facility, the rest were contract.  Since I knew that their diabetes data was not complete, we threw them out of the Billings calculation.  For each Area, there are several changes to the data.  Then we give a national prevalence rate, we give a rate for each Area’s prevalence.  Now, we’ve been doing that for a number of years.  Our CDC Epidemiologist began several years ago to look at the change that’s occurring in the prevalence over time by Area.  She’s looking at the rate of rise from each year. So, if Oklahoma’s rate was 21% one year, 23% the next year, and 25% the next year, then you calculate a 2% mean each year. We can chart that and we can do that again by Area and it looks very different from what the prevalence rates looked like in terms of trends.  For instance, the Phoenix Area or Tucson Area, where the highest prevalence of diabetes exists, their rate of rise isn’t as great, so there’s a thought that that’s kind of maxed out.  Whereas, some of the Areas where the prevalence is lower we see substantial rates of rise.

J Goforth Parker:  So you have Areas that are suddenly better in diagnosing then they’d rise and go up.

K Acton:  Absolutely.  That’s why you would like to look at them over time and trend it because you know it’s probably got errors in it, but you assume the errors are the same every year.  

J Goforth Parker:  Do we have enough time, 2 years, to say that we can trend it and factor out those errors, statistical errors in calculation?

K Acton:  Yeah, we’ve at least 3-4 years with the data. We can calculate it back, I have it sitting in my computer in the office probably for the last three.  But I wouldn’t do that kind of thing.  I would get an Epidemiologist or a statistician who knows how to do that.

J Goforth Parker:  Do they take the number that you have and divide that by 100,000 in order to get this percentage right?

K Acton:  No, it’s a percentage.  

C Bender:  I just wanted to make a short response in regards to Alaska’s prevalence and rate of increase.  I don’t think that we’re alone and so I just didn’t want Alaska to say that that’s what will and won’t work.  Alaska has a focus on prevention, and all our programs in our statewide health plan are moving towards that.  A proposal for a statewide plan of prevention.  Trying to make a difference before they get to the hospital.  So that’s why the Alaska tribes voted the way they did for this formula question.  The only other comment is that I think that all of us vote area specifically for the most money that we can bring home for our tribal leaders and the issues in regards to finding $150 mil, $250 mil or $350 mil will never be enough to address the disease burdens that we face.

B Brisbois:  When you talk about your data, that some tribes don’t have service units who are turning in their data so you never know from one year to the next what’s going to be reliable, what’s going to be valid, so what is the standard deviation?  How do you mathematically calculate that for us?

K Acton:  It tends to stay the same for every year because it’s based upon whether care is delivered there and complete data collected.  So for instance, if you’re in a facility where all the care is delivered by your doctors who entered the data into the RPMS, then we know that the chances of our collecting very accurate data are high.  If on the other hand you have half your patients going to private doctors in the local community who don’t use RPMS then the chances of your data being accurate are probably lower, so we have never used those service units or facilities in our prevalence calculations.  It doesn’t change very much from year to year.

J Freddie stated that this was not one of the questions that they dealt with in their area consultations.  Is a concern and is difficult for Navajo to support this. J Goforth Parker also stated the same about the Oklahoma Area.

B Rolin:  I would have to say the same from my Area.  I’m concerned about it but I couldn’t support it without consulting my Area.  Any other discussion relative to this motion?  Question has been called for on the motion. The motion is made by Alaska to use the disease burden portion of the formula consisting of 68% prevalence, 32% prevalence increase, seconded by Portland.  All those in favor of the motion as presented? 0  All opposed? 11 and 1 Abstention.  Motion fails. 

Lengthy Discussion on TSA  
J Goforth Parker: I’m going to make this motion just to go ahead and get it out because I need to know that (inaudible) so I can vote with the rest of them that’s to remove tribal size adjustment, Oklahoma makes that motion.

B Rolin:  Well we do have the prevalence issue that we haven’t planned on. 

J Goforth Parker:  You can’t figure out prevalence is you don’t know the answer to that one.  I mean that, you could, but anyway that’s my motion.

B Rolin:  Ok.  I have a motion from Oklahoma, do I have a second?  I have a second from Aberdeen.  A motion to remove the tribal size adjustment.  Discussion?  California?

K Short Slagley:  The issue of TSA goes back and it’s historical and I just want to remind the group there is a lawsuit and we’re participants in it, we’re probably it, so, to ask the Director to remove TSA, I just want to let you know that’s reality but…

B Rolin:  That’s her motion, yes, I’m I thought you meant to rescind that…Ok any other discussion from the Areas?  Ok, Aberdeen.

L DeCora:  In the Aberdeen Area we voted against the national tribal size adjustment because we created our own within the Area.  Because my tribe is one of the small tribes and we created our own out of our allocation that came to our Area and we don’t think that small tribes, just because their small, you look at say Pine Ridge, where, or the whole Aberdeen Area.  Aberdeen Area is about 115,000 people and we have how many diagnosed diabetics, about how many, 30,000? To treat that are already diagnosed?  You see and there isn’t enough money in that because of the tribal size adjustment.  To treat people because smaller tribes who don’t have the same ratio of diagnosed diabetics and it’s just, our people are carrying the disease burden that we are, and that’s why Aberdeen said at least within our Area we’ve resolved that issue by creating our own tribal size adjustment to cover the smaller tribes out of our own allocation and not making the other Areas pay for it.  

C Bender:  Would I be remiss if I didn’t discuss TSA in regards to Alaska’s position?  If you look at the formula, in the Cliff Wiggins efforts in regards to showing us what user data, what new user data, I’m sure you can see it under TSA, it’s $3.4 mil if the formula were to stay the same.  With TSA now, it is a huge difference if TSA is eliminated from the formula.  We’d be averaging about a $2 mil loss in regards to our programs.  Under Alaska’s position we ask to keep the formula the same so that we can maintain the programs that exist and develop new ones and I believe California has experienced a very similar position in regards to the TSA portion of the formula.  Alaska would be willing to change the formula plan, I would have to state this, the primary representative Sally Smith is not here, to give her eloquent discussions in regards to the TSA, but I would advocate that we maintain some portion of TSA in the formula distribution of the $$.

B Brisbois:  Portland did make the comment this morning about the TSA and they wanted to hide the first $70 mil. So we’ll have to remain with the recommendation to apply it to the first $70 mil of the distribution.  

J Freddie:  We’re talking about a formula.  We’re talking about some programs that have been funded, they’re on-going.  And then there’s population growth, so we take the formula and try to tweak it, what does it do to the allocations?  Dr. Acton and Dr. Smith can you assist me in that question?  Navajo, through the consultation, recommended to keep the formula the same this year and will deal with this type of question sometime in the near future when we get the statistics and some of these concerns are addressed.  My primary concern f we tweak the formula, what does that ultimately do to the allocation?  

K Smith:  If we keep in line with the letters from Nethercutt and the Director, no program will get less money than they’re getting.  As was stated in Alaska’s position, if TSA is taken out they will lose, many will lose significant amounts of money.   We’re going to have to make up that money somehow and I imagine there’s more set asides coming out.  We have $35,000 or $32,000 already we’re looking at.  Eventually, we’ll have all $50 mil used up to keep things status quo.  I wish we would have had some kind of technical runs. That always seemed to guide us along when you’re working on numbers and formulas.  I don’t know how we can preserve programs and make some of these significant changes.  

K Acton:  I guess I would just say that you know some of these programs that we have as grantees started out way ahead of any others and they’ve done really fantastic, firecracker types of things that you could really brag about.  But I think some of the programs that had really nothing to start with, who now have something have really accomplished just as much in terms of moving further along the diabetes scale, and I would hate to see us decrease anybody’s funding if they’re using it.  And I think the vast majority of our programs are really doing a good job, there are always those few that we hear about, that are not performing, but, really that’s so few.  I think that if we send a message that we’re going to take money away from programs, that’s the really wrong message for any of us to send.  I think we need to find a way to make sure that no program suffers.

M Jackson:  Just in recognition of the fact that we’re going to look at making a change to the overall formula, in regards these discussions I’ve heard at previous TLDC meetings is to look at the benefit of all the tribes and not just individual tribes that sit here.  In looking at the Phoenix Areas’ comments for tribal size adjustment was to, in fact, take a look at the higher cost as more tribes incorporate and eliminate deficiencies that it provides.  And additionally, in the Phoenix Area we’ve been able to handle a lot of the added cost in our allocations, but that still doesn’t make a difference for some of the smaller tribes that will be affected by the formula change.  

Possible Deletion

J Pipe:  Earlier in the day we heard from Portland Area on a putting a freeze of some sort, so that, that way out of a certain portion we still receive some TSA but out of another portion that it wouldn’t…when TSA was given for infrastructure purposes and those tribes should have gotten the infrastructure together by now.  We’re trying to find a happy medium here, with the comment that Portland made earlier with the matter, a freeze, would that affect what we passed earlier?  The motion made with the 150?  Million?

Chairman:  Is that a question?

Mr. Pipe:  Yes, yes.

Chairman:  And the question is stated again so that we’re all clear.

Mr. Pipe:  Well, we passed a motion earlier saying we’re going to deal with 150 million, but if we talk about putting a freeze, like Portland suggested, is that going to contradict the motion that we passed earlier?

Chairman:  Looks like it would doesn’t it?  Certainly.

Portland:  What we proposed earlier was in tribal size adjustment.  It was to allow tribal size adjustment up to 70 million of the allocation and the other 30 million of the original 100 million be dealt with.

Mr. Pipe:  So that would be somewhere in the ballpark of 120 now?  Because we’re dealing with how much in dollars, minus the 33, nineteen?  So…

Portland:  We’re not talking about setting aside 70 million dollars.  We’re talking about applying that tribal size adjustment to it.

Mr. Pipe:  A portion?  So 70% that means 48,000 would be distributed among whatever we come up here with?  So I guess what I’m saying here is if a motion passes, not the motion on the floor, but if we’re going to include tribal size adjustment it would be on the 70 million, and not be included on the remaining 48 million.  

OK:  That’s just a recommendation.  No motion is…

Mr. Pipe:  There’s a motion on the floor…

Chairman:  There’s a motion on the floor…

OK:  Mr. Chair, TSA out.

Chairman:  TSA out.  

OK:  I will remove that motion, it’s not going to pass, I’d rather see us voting on something that can pass.

J Parker rescinds her motion to remove TSA

B Rolin:  I think most of the Areas have spoken, except Nashville Area and I need to tell you folks, and I’ve heard some comments that may be relative to it’s just like we’re forgetting, our little smaller tribes and I don’t think that’s our intent.  We want everybody to, do we know what the intent of the Nethercutt letter was and what we heard from Dr. Grim.  And that was to leave everything as it is.  If we take TSA out of this, you’ve taken the 19 tribes in the Nashville Area are affected by this and they lose.  And I cannot sit here as their representative and support that, the total removal of your TSA.  

Mr. Pipe:  That’s why I go back to Portland’s suggestion of leaving TSA in for the $70 mil and then leaving it out for the 48.

B Rolin:  But John, I hear your discussion and we do have a motion and I’ve had Oklahoma’s request to withdraw their motion and on the TSA, so…we’ve already discussed this, if you remove the motion…

J Pipe:   I’d like to mention its 7:45 pm right now and I don’t think any diabetic likes to eat this late.  Can we pick it up first thing in the morning?  I’ll offer a motion to recess until the morning.  

B Rolin:  A motion to recess.  Mr. Hartz is trying to get in touch with Dr. Grim, we may be in route here, but we also know that most likely he’ll need to get out of here tomorrow to head to Oklahoma for a funeral.  I think this will give us some more time to accurately discuss this formula and get our recommendation to him but it will also give us an opportunity to capture tonight’s discussion.  And we don’t know at this point how long he plans to stay.  We’re trying to find out what Dr. Grim’s schedule for tomorrow will be.  How much time do we think we need to deal with this?  The balance of this formula?

C Bender:  I think in reality we probably would reopen discussions like we are going through tonight to remind us of what we are doing?  If we only have TSA and user population to discuss, I would recommend that we try to finish up with those couple of areas and open up discussion for any changes.  

B Rolin:  You mean tonight?  Well, as John has just pointed out, there are several diabetics on this committee and its way past meal time for them.  And we do have some urgent concerns here and that’s why he’s concerned about recessing tonight and bringing back this discussion in the morning. 

K Short Slagley:  I think we all have in our heads it’s clear from the consultation information what everybody’s idea is on user pop and the TSA issue.  Maybe if we start a little earlier in the morning that is also an option. 

B Rolin:  That’s a good point and I that would certainly be my recommendation as well, for us to go ahead and recess tonight and then begin early. 

D Garcia:  I would agree with that we start early in the morning.  I, for one would like to voice some comments in regards to TSA and user population.  Knowing that I have to depart a little earlier than I intended, it’s important that I at least get in some comments on the issues in regards to ABQ tribes’ concerns to both TSA and user population.

B Rolin:  I think we’re in agreement that we need to recess tonight and begin early in the morning.  I have Portland recommending 7:30 a.m.  Hearing that recommendation w/o objections, we will recess tonight and reconvene at 7:30 a.m.

Invocation by B Rolin, Alt. Chair, and Introductions.

B Rolin:  Dr. Grim is here, he’s meeting with Dr. Acton, Dr. Smith and others who were at the meeting earlier.  When we are ready for him to come in we will get word to him to come in and he realizes that we have some work to finish as far as the formula   He does plan to be here most of the day, but he does have plans to go to Oklahoma for the funeral of Merle Boyd.

Review of yesterday’s accomplishments.  I briefly spoke to Dr. Grim and shared with him the work that we have done and I told him we don’t have a formal letter or anything to give to him but we could share with him the work that we have completed.   He said that’s fine and he looks forward to receiving the final product.

Before we get started again, I’d just like to offer any of our members the opportunity to comment and to know if people are being left out of the process, feel free to do so.  We’ll limit you to two minutes.

L DeCora:  I was thinking last night about decisions that we made yesterday and I felt really bad.  I told this to Dr. Acton yesterday that I wished I had known this process and maybe before we had set the tribal consultation work as a TLDC we should have had some of these discussions before we went to the Areas.  And maybe that’s a lesson learned.  I know that everybody has been making decisions based on what they believe is the best that they can do on behalf of our people back home that are affected by this disease.  So I just wanted to make that comment to everyone here.  We’re locked in by our Areas voting, but I believe that there is no intention to harm Indian people wherever they live.

K Short Slagley:  Thank you for those constructive words because they are very true.  I think you recall, I’ve been telling this committee, time and time again, that we’re always reacting, never pro-acting.  Even scheduling this meeting has been an issue.  And I’m sorry that our policies and infrastructure are not on the agenda because that is so pertinent to this issue.  If this committee makes a decision then it’s a step and I respected each Area’s opinion on rescheduling meetings but we need to respect the group.  Just to let you know, when we went to consultations in California, I sat in front of 170 tribal leaders, actually 250 tribal people, and sat there with a blank slate.  There was no recommendation from this body, there was very little guidance.

C Bender:  Hopes TLDC can come to a consensus that might meet the Congressional intent and also stated that Alaska supports competitive grants in the area of prevention.  Just for the record, I’d like to make that known for the Alaska Area tribes.

K Short Slagley:  Just for clarification, after the level for the competitive, non-competitive, we did say that we would bring it back for discussion.

B Brisbois:  Portland Area, I think we had one meeting for consultation for the tribal leaders.  Our diabetes staff brought 29 questions to the board to answer with the same information and asked if I would represent them.  So, I come to the meeting knowing that I have a little bit of variance in how I vote and that I understand the issues.  The most important thing for me when I get home, after Ed and I prepare the report for the board to my tribal membership, is have I done what I’m charged to do to help you manage your disease of diabetes?  I need to keep the principal in mind that I’m not only representing the tribes in the Portland Area but I’m here for my neighbor who has diabetes, who needs services and if I lose a few dollars in one area, maybe I’ll gain it in another area.  My thoughts are if the money is spent wisely in each Area to treat each patient, if we improve the quality of life, then we’re all winners for that patient.  I come with the patient in mind and I just want to say, I happened to make a couple of comments yesterday and I want you to know that I meant what was said.  I’m a firm believer in leaving it at the door, not bringing it in and not taking it out.  With that I hope we can finish on time today and all leave feeling pretty good.

B Rolin:  Ok, well I just want to add and say to you all that I know that it was a very stressful day.  1. We really started late, we were scheduled to kick off at 9:00 am and it was almost 10:00 am when we got started and 2. We were absent a Chair and a federal Co-chair and the alternate had to step in and I just appreciate the opportunity for me to work with you and all and I think overall we basically, we did our work.  We made some choices and we had the foresight to go back and make some changes because we knew that may conflict with the Areas and their positions and that’s important.  As a workgroup, the challenge that we have before us is to make sure that we are continuing to be responsible and respectable of the recommendations from our Areas.  But sometimes we have even with our Area decision.  I just want to commend you all and I think that we can move forward today.  Certainly, I admire you all and for some of the changes we made, we made sure we reflected what had been sent to us.  John Pipe you said earlier you had some comments and were prepared to make some motions so I’ll refer to you.  

J Pipe makes a motion to leave TSA at the same funding level at 2003 in specific dollar amount of $11,641,700.   Seconded by J Goforth Parker

Issues raised on the specific dollar amount by K Short Slagley (CA). C Bender (AK) also expressed concerns about capping the dollar amount to TSA 
B Rolin:  Any further discussion on the motion?  Ok.  Hearing none, all those in favor of the motion as presented, motion made by at-large member to keep the TSA at the same funding level from 2003 so that tribes won’t take the cut in TSA, and seconded by Oklahoma?  2   Those opposed? 7  Motion fails.  

K Short Slagley:  California makes a motion to keep the TSA at 12.5%.  

B Rolin:  I have a motion by California to keep the TSA at 12.5%, second by Alaska.  Any further discussion? 
B Brisbois:  I’m interested in getting the redefinition of TSA.

L Valdez:  I have information I can read that was shared by Cliff Wiggins in an email when he was addressing the subject. 

“TSA is a small graduated supplement to tribes of less than 2500 persons in recognition of fixed cost and lack of economies of scale.”  And that was the discussion about TSAs, six years ago and why it was included in the formula at that time.  He goes on to say that ‘the TSA approach was developed with a joint tribal/I H S workgroup for use in the self-determination context.  There is no requirement to use TSA in any other context.  However, a number of the I H S resource allocations, including the diabetes formula consider size of tribes, in determining allocation and because it makes programmatic sense.”  The National Diabetes formula does not specify amounts for any specific tribe or diabetes grant, which is done in the Area and this is relevant to the TSA amount.  

B Brisbois:  Is that user population, Contract Health population, or tribal enrollment population?  

L Valdez:  The primary element of the TSA and that’s 92% of it is a simple per capita division based on user count for each tribe.  In other words, larger tribes get more in the strict proportion to user count.  A secondary calculation which is 8% of the TSA is rather complex but essentially gives, again, the graduated supplement to tribes of less than 2500.  So it is based on user count.

J Goforth Parker asked if the motion could reflect whether it was 12.5% of the $117 mil or of the $150 mil.

K Short Slagley:  The intent of the motion was to apply the 12.5% of the residual after the set asides.  Just like the past formulas, the set asides get cut.  I wouldn’t propose to change the policy.

B Brisbois:  The reason I wanted the TSA revisited or to look at the data for TSA’s in our Area we do have tribes who by tribal enrollment qualify for TSAs.  But because of user count of the urban population that use the service unit, their population is too high and they don’t qualify. So, some of our direct service tribes are going to be penalized.  I know out of Portland Area we’ll vote on this issue, but that’s why I wanted to see if the committee would say, yes let’s revisit this and get a more definite definition because it’s Portland Area’s guess that tribal enrollment is dealing with tribal set aside, and if we’re not, then let’s call it the user set aside.

B Rolin:  I would only add to that that this had been brought up several times and its turned up in our workgroup and I don’t know if we’ve ever got any specific recommendations from them.  So, at this time we have to deal with exactly what we are working with, what we have.

J Freddie:  Navajo is recommending keeping it at 12.5, but also the other key factor would be the data.  In the future, we’re going to map some changes here, and data will also come into play here.

L DeCora:  If you look in the packet Aberdeen wrote a long discussion on this issue.  That’s why I have to vote no on any TSA because I believe it would be more equitable if it was created within each Area to meet their need. 

C Bender:  I just want to make one quick comment in regards to the TSA  If you look at the formula almost 90% does go to disease burden and user population and those do most definitely benefit the larger tribes.  TSA is a very small portion of the formula. TSA is the only way that we have right now to get the money to our Area.  We do have unique ways of sharing in our Area amongst the Alaska tribes, that’s 229 tribes, to make sure that everyone’s covered.  This is the only route that we have available to us right now, is the TSA.  

Lorriane:  If J Pipe’s motion is put into place what will happen is that since TSA has been decided at 12.5% that disease burden, the remainder, 70% of  the remainder comes up to 61.25% for disease burden and 26.25% for user population.

B Rolin:  So that the balance is 26.35?  Ok.  Is that your motion?  Ok.  Do we have a second to that motion?  I have a motion of the At-Large member for the balance of the formula to be allocated, 70% disease burden and 30% user pop after the set asides.  Essentially what we’re talking about here now, based on the percentages that were already in place, we’re talking about 26.25%.  Do I have a second?  I’ll call a third time, do we have a second to the motion?  Hearing none, the motion dies. 

K Short Slagley:  Was the intent to have the TSA as another set aside?  Because that’s what it looks like to me.  Because the residual after that you want to split at 100%, 70/30.

L Valdez:  No.  Of the $117 mil, this is the total that we’re now dealing with, because the TSA started the formula, the motion before this was, to accept TSA at 12.5% of this.  Mr. Pipe’s motion as I understand it was to split the remainder.

K Short Slagley:  That looks like a set-aside.  The formula is TSA, disease burden and user pop, and out of that, that’s where you split up the 100%.  So the way it was proposed, to me, it looked like another set aside.  Was that the intent? 

J Pipe:  I was just trying to deal with the remainder.  (26.5%)

K Short Slagley:  I think that’s why we stated yesterday that we have a set aside and we have a formula and TSA is part of that formula.  I have a motion.  California moves that we keep disease burden at 57.5% out of that disease burden will stay at 100%, user pop at 30%.
B Rolin:  I have a motion by California to keep disease burden at 57.5% and user pop at 30%, seconded by Alaska.  Discussion?  No discussion.  Question is in order.  Question has been called for.  All those in favor?  8 Those opposed? 2  Motion passed. 

B Brisbois:  Yeah, we’ll bring up the issue of revisiting TSAs and you said the workgroup hasn’t brought back anything from the Committee, so I would suggest that this Committee instruct the workgroup to accomplish and complete their task and if they don’t then assign it to somebody else to do.

L Valdez:  When you mentioned the workgroup earlier on the TSA topic were you talking about this workgroup or were you talking about the IHS workgroup?  

B Rolin:  We were talking about the IHS workgroup.  There were several and I know that was one of the issues that were going to be discussed.  I don’t know how active any workgroup is right now, but I know Dr. Grim will probably address that.  But that’s where it’s at. 

L Valdez:  Cliff Wiggins was prepared to attend the meeting until we changed it to this date and then he was not able to come at all so we are without the benefit of his expertise.

Portland:  If the IHS workgroup reconvenes or attempts to accomplish this task I would like to make sure there’s tribal leadership consultation in all of this? 

B Rolin:  We’ll certainly make that recommendation to the Director.  I know in the past its been the policy and I know with the Interim Director any workgroups that he has formulated, he’s had participation from all aspects, federal and tribal and I believe urban committees as well.  I’ll leave that for him to comment on relative to that issue, but we certainly can recommend it. 

(Break)

B Rolin:  The one issue that I know that we said we’d like to come back to, is competitive grants.  Even though I know what, the vote and all of that, it was discussed that we may want to add some additional comments there so at this time.  We’ll have an open mic just if any of our guests would like to make some comments, we certainly would like that as well. 

CA:  Well, actually my question was, once the money’s been  distributed, if an Area chooses to use a portion of that in competitive grants, would that meet the Congressional intent?  Alaska’s suggestion that a small portion of the 150 million should go toward competitive grants if it, let each Area make that individual choice.  

K Acton:  I’m not sure how each area would do that without grantee authority.  So you would suggest that Headquarters would administer twelve different competitive grant programs, one in each Area if they chose to do that?

K Short Slagley:  No, say that California chooses to use a portion of its money or dollars received, say 500,000 dollars and apply it to a competitive grant program.  Would you have to do a request at Headquarters to manage that, if that were possible, would that address the Congressional intent?  I’d refer to Seh.  

Seh:  I had a discussion with this in regards to the urban programs preliminary to this meeting with Crystal Ferguson’s office and one of the things Crystal said she did not want to do was 12 different RFPs.  However, if all the twelve Areas and/or the urbans included in that, decided to do a competitive grant based upon some sort of best practice in their Area, it would be fine to do as long as it was on one timeline.  Because as long as she could put it in the electronic federal register, that is done within 2 or 3 days, to get it on there and then it would be one RFP that would go out.  And say, if you are in California you could apply and these would be your target goals and objectives.  Let’s say for example, Aberdeen decided not to do that, then there would only be eleven sets, or ten sets, or six, or two, or maybe just one.  And that as long as it came back into Headquarters, to the GMO, under one timeline then that would be acceptable with her.  So, there is some flexibility, according to Ms. Ferguson, within her office.  Of course, she did say, the caveat with that of course, is that she would need the extra personnel that you’ve already agreed to, to manage all these other additional grants.  That was a big concern to her regardless of whether you went any kind of competitive or Area by Area, as long as it came under one RFP, one notification, she could set up one objective grantee team, etc., with the help of Dr. Acton.   I hope that’s helpful.

J Goforth Parker:  My concern is that I know that this is the first thing that we voted on and if we’re going to revisit it, it would almost have to be to the point of rescinding that motion, making a brand new one.  There were other motions that followed, other questions that I answered for the moment in response to the way that the first one was answered.  So we go back and change this, then I would probably have to ask that we go back and revisit some of the other ones.  I don’t know if that’s what your intent was.

B Rolin:  That’s not my intent.  Folks, I want to tell you, there’s going to be competitive grants whether you want it or not.  Now that’s a reality.  Look at the Congressional intent.  Even if the Director has to make that decision, there’s going to be some competitive grants.  And again, it just goes back to this whole issue of the letter that came from the Congressman, conversations with various people in Congress, staff and all have really been adamant that there’s going to be competitive grants.  This Committee has spoken, that’s not the issue, I’m just saying for those who want to at the end of this session make some comments, you can do that and that’s where we are.  

G Hartz:  I’d just like to reiterate some points that some of you have already heard before.  Even going back to the meeting that was held at the Willard Hotel in October of last year.  At that meeting there was appropriation staff at that meeting who had talked about the authorities and accountability and things like that to the entire group.  It was a precursor of some thinking of the Congress that’s what I thought it was when I sat there and listened.  Ultimately, when the bill passed, the additional monies were passed and Congressman Nethercutt laid it out. The agency is not in a position to not provide some competitive grants.  We have direct instructions from the Congress and he’s the leader of the largest caucus in the Congress.  Congressman Nethercutt, Diabetes is the largest caucus there on the hill.  We don’t know for sure at what point is the break point that would be acceptable.  That is yet to be determined, but I read that yesterday and I’d just like to quote it one more time.  It really would be helpful to us to get guidance from you folks as to how we could address, I know you don’t want it, we understand why you don’t want it, but we’re going to have to deal with it.  It sure would be nice if there was enough time to give some ideas of parameters because it says, “IHS should design a competitive grant program to address the most compelling diabetes complications and design a competitive grant to address primary prevention of diabetes.” So if we could get some guidance we would really appreciate it, some parameters that we could think about.

J Freddie:  There was some leeway that we recommended.  And very important is that we agreed that we need to address the competitive grant.  But there was some recommendations from the Areas on how we foresee doing that to get a win-win situation.  I just want to recommend maybe at this point in time, Mr. Chairman, that you go over the work that the committee has done.

L DeCora:  Just some closing comments to the TLDC.  There were two other items that we didn’t get to that were addressed in the Congressional Letter of Intent.  One of them was the issue of unsuccessful programs, those that are not performing according to the Congressional intent.  We didn’t get to discuss what the Areas voted on that issue.  And then there was an interesting comment at the end of the Congressional letter about use of the Boys and Girls club.  I mean, does that mean that we have to formulate the Boys and Girls club into our allocation as well, because it was in the Congressional letter?  Everyone said, “Boys and Girls Club,” but it’s in the Congressional letter so its going to be interesting how the agencies are going to address that one.  So that there would be some kind of direction, Aberdeen has suggested that the competitive grants program be run through the 12 Areas and serve primary or secondary prevention.  Because we know that IHS has to follow the Congressional Letter of Intent, so I just want to add those fine points.

B Brisbois:  Portland Area gave their recommendations yesterday, but I just want to address this letter of intent, now that it was brought to the surface.  There were instructions in there regarding compelling complications, primary prevention, scientific findings, new approaches and Boys and Girls Clubs.  If  those can all be addressed and primary prevention control, I see where you could enroll boys and girls in primary prevention and work with Type 1 diabetes in young people.  And the second finding would be compelling complications and new approaches for diabetes treatment to avoid complications of diabetes in the service unit or private clinic.  There are lots of ways to do this.  As an ex-provider of mental health services, I used to apply some of those top processes to this level to develop a program to help format a grant process.  It wouldn’t be that difficult for us to do it, but also from Congressman Nethercutt’s district and several of our Portland Area tribes vote was split.  When it was split, the majority said no, the minority said yes to competitive grants.  And the minority that said yes said they are writing letters to Congressman Nethercutt in support of this because they don’t want the Congressional intent overlooked and they don’t want to snub our national leaders who are supporting this initiative.  Although the national vote is no, you just need to know that there are tribes in the Portland Area that are writing to Nethercutt and to Dr. Grim and saying we support competitive grants, but we also want to be involved to help develop this.  

D Garcia:  First of all, let me say I value the comments and remarks of the other tribal leaders at this table.  But I came here with a positive thought, I came here on the issue that I stand by the votes I took, the comments I made.  I don’t have second thoughts about the positions, the comments, the votes that I’ve taken from my Area.  Yes, I understand the issues of the letter and I believe in my mind, the letter points out examples.  However, the position on going competitive is something the ABQ Area did support.  I have excellent grant writers, I will go after that money if it is competitive processing.  I would like to find out if IHS can indeed funnel funds to the 501(c)3 organization such as the Boys and Girls Club.  I’ve heard the reluctancy through the Department of Justice, for example, that they cannot funnel funds to a 501(c)3 organizations.  If it’s possible on the IHS side, then I will pursue those funds for the Boys and Girls Club.  We, in the ABQ Area, are always looking for new initiatives, new approaches and stand ready in support of the tribal leaders that say yes, we will go after those funds on a competitive basis and match dollar for dollar if I have to and go after those funds.  But again, I come to this table, not with secondary opinions or issues of undermining the positions, the votes that I’ve taken I come here ready to stand accountable for the decisions that I’ve made and stand behind those decisions. 

C Bender:  Alaska as I stated earlier, Alaska recognizes the political environment and the issues that the agency will have to face in regards to rehashing over the language of the new monies that came down for diabetes.   There were strong comments from the Alaska tribes in regards to competitive grants, and that’s that it be kept to a minimum.  There’s a lot of discussion about diabetes as a disease.  And it certainly is not a competitive disease, it’s not a disease that competes against any of us in regards to how we can face it or how long we can fight it, so their position was that it be kept to a minimum and we try to do as we have done and get the money out to our Areas to help us fight this burden.

K Short Slagley:  I think the point was to close this part here and invite Dr. Grim up.  The final thing is, I think we need to make some recommendations.  First, California would like to recommend that the statement using the most current data in the formula be made, two that we also recommended that the urban programs use, user pop for their distribution instead of a flat dollar rate for direct care.  Also, regarding the urbans, I did hear questions about eligibility and they include recommending that they verify eligibility.

A Manuel:  I’m in the same position as the ABQ rep who stated that we’ve made those decisions and we need to stand by those.  The Congressman is asking for some recommendations so perhaps we could still stand on our recommendations and pass that burden back on to the Director.

J Goforth Parker:  I know the record stands very clear that Oklahoma was against the competitive grant process but I’ve also listened to you for a minute and I’ve never seen it spoken about the politically wise, so I don’t change my vote. Mr. Hartz told us yesterday that it’s going to be done anyway.  But, we still don’t feel discouraged, we still work and I think we had a good day.  I do need to make just in comment to California’s recommendation for using the user pop for the urban programs, Oklahoma is adamantly against that.  We will definitely set that precedence we are not in favor of that. And that’s my comments.

S Welch:  Well good morning, I would like to first of all say that John and a few of us who came from the first meeting in 1997, this had been a long hard process and I would like to, as an Indian person, say thank you for your dedication to all of this.  And for all the lessons that you’ve provide to me during all those years.  I would also like to say, I’m sitting here on behalf of urbans, for so many years its been a struggle and I think that we built some bridges.  Particularly, comments that ABQ made regarding the Boys and Girls Club, this is the perfect time to partnership with the youth.  We’ve already partnered many times with our Boys and Girls Clubs in our own community.  And this may be one way that we can provide support and put to you to bring that issue to Nethercutt’s attention that we are providing that.  The $7.5 mil that you have set aside for urbans, we thank you for that.   It also finally puts to rest that restoration of the reallocation dollars from a number of years ago, the California correction.  So I think for the record we can say that this has been brought to closure and we thank you again for that.  The inflation, the data, the technical assistance, all the issues that you all lead me to and it’s a good thing that we’ve done this week, and quite frankly, the last several years, trying to move to this.  I wanted to say that we could incorporate competitive grants within the urban programs and that we will certainly try to work our best to make it as simple as possible with GMO based upon the Director’s directive.  I also wanted to make sure that I’m clear on the request from the TLDC regarding information from the urban programs.  First of all, I’m hearing the request to somehow incorporate user population into the distribution.  That certainly does not work in the Oklahoma Area because of the two Title V programs that are demonstrative, but we will look at that within our urban distribution and we can see how we can make it a win/win situation for everyone.  We do have some large urban programs that are serving a great number of diabetics and at the same time I’d like to confirm that I heard Aberdeen’s concerns and Nashville’s concerns about verifying eligibility.  In the Title V, of the Indian Health Care Improvement Act, it is very clear about who we are to be serving.  California urban programs have a concern with that as well.  We believe that it is up to the Area office when they do the annual site visits to verify who we are serving so we will take that back to the urban diabetes workgroup and make some recommendations back up to Dr. Grim.  We may ask Dr. Grim to assist us with the Area Directors to make sure that that is what’s happening.  Margo Kerrigan, our Area Office’s Director and her leadership, make sure that we are accountable in California.  The third request that I heard is from Alaska in the recommendation regarding the reports and K Acton and I can work with Alaska to get those same reports from GMO because I think what Alaska is looking for as I conversed is to make sure that you all have information based upon what is our distribution.  We have outreach and referral, limited and comprehensive, as you know from our PowerPoint presentation, so I think those are already given to GMO.  If you have any further suggestions, Chairman or Committee members, we’ll write them down and see what we can do about meeting your needs for information.  

Marie Allen:  I’m the nurse with the Special Diabetes Project from Navajo, I just really want to thank the TLDC and all the leaders at the table for all the hard work that you do and to the national office, Dr. Acton’s office, we appreciate the support that you give us.  And I think that we’re on the right track, I know that it’s hard to make some decisions but you have to arrive at that.  And I can really appreciate it, because we’re out with the workers who do the work, in the community, in the chapter, in the schools.  I think when we are talking about Boys and Girls Club, we’re talking about collaboration with all of the other community workers because we can’t do it alone just with the money we get.  We have to collaborate with the schools and all communities.  We have to be collaborators and communicators with our communities and our people.  I’m so committed to it, and I want to express my appreciation for your hard work, to Dr. Grim and IHS staff. 

B Rolin: Seeing no one else, let’s go ahead and invite Dr. Grim to go ahead and join us, if you would please.  Good morning Dr. Grim and welcome.  We appreciate you coming to meet with us.  I know that there are some real concerns when we do come to finalizing this process that we be able to have some discussions with you and have your input as well.  And maybe we’ll begin by having some open comments and then we can just review the questions that were addressed to us and then just follow what actually led up to this point.  

Dr. Grim’s comments under separate cover
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