








 

 
 

 

 

 

 
 

 
  

    
  

     
 

 
 

 

 

 

 
 

 

 

community. Each of the support centers approaches the target based on the assessed 
needs of their Area but all strive towards providing the technical support, training and 
assistance needed for the improvement of access of care and quality of care provided to 
the AI/AN. The current support centers continue to develop and implement the unique 
and innovative programs to address the needs of the AI/AN community.  The FY 2007 
activities of the Support Center includes but not limited to: 
� Coordinated the dental referral and recall appointments for expectant mothers, 

caregivers, infants and preschoolers 
� Increased Tribal infrastructure to deliver community-based primary prevention and 

oral health education programs 
� Conducted ongoing oral health assessments in Tribal communities where prevention 

programs are in place 
� Conducted fluoridation advocacy for area communities that do not have fluoridated 

water 
� Increased access through partnership with public/private organization to provide 

dental care 

Support Center States Area 
1 AK Native Tribal Health Consortium AK Alaska 
2 All Indian Pueblo Council NM Albuquerque 
3 Intertribal Council of Arizona AZ, UT, CO Phoenix/Tucson 
4 Northwest Portland Area Indian Health Board OR, WA, ID Portland 
5 Salish & Kootenai Tribes of Flathead MT, WY Billings 
6 CA Rural Indian Health Board CA California 
7 Aberdeen Area Tribal Chairmen’s Health Board ND, SD, NB Aberdeen 
8 Nashville Area Dental Support Center TN Nashville 

For FY 2007, the Dental Program placed approximately a quarter of a million sealants to 
the teeth of roughly 90,000 patients.  One of the challenges that the program will face is 
that many adolescents already experience a higher prevalence of dental sealants, making 
it increasingly difficult to maintain current levels of sealant placement production.  This 
represents a significant victory for IHS Dental Program, as greater percentage of eligible 
tooth surfaces have been protected by dental sealants.   

FUNDING HISTORY 

Fiscal Year Amount 
2004 $104,513,000 
2005 $109,023,000 
2006 $117,731,000 
2007 $125,396,000 
2008 Enacted $133,637,000 

BUDGET REQUEST 

The FY 2009 budget request is $137,944,000; an increase of $4,307,000 over the 
FY 2008 Enacted level. The request provides funding for preventive, basic, and 
emergency dental care to the AI/AN population.  The total funding will provide: 
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•	 Approximately $81.387 million will be distributed for provision of direct health care 
services to the approximately 1.9 million AI/ANs throughout the 12 Areas.  
Including: 
o	 $2.189 million / 24 FTE for staffing and operating costs for 2 new facilities -- 

Phoenix Indian Medical Center Southwest Ambulatory, Phoenix, AZ, and Lawton 
Hospital Expansion, Lawton, OK. Funding these new and expanding facilities 
allows IHS to increase basic dental care and emergency care to the AI/AN 
population. 

Facility Amount Federal FTE Tribal Positions 
PIMC SW Ambulatory Center, Phoenix, AZ $1,400,000 16 0 
Lawton Hospital Expansion, Lawton, OK 789,000 8 0 

Grand Total: $2,189,000 24 0 

•	 Approximately $56.555 million, or 40 percent, is contracted and/or compacted by 
Tribes. The Tribes utilized the funding to provide basic and emergency dental care to 
their members.  For example, the tribes in the Oklahoma Area are using a portion of 
the funding to support the Oklahoma Dental Clinical and Preventive Support Center 
with their community and school based prevention programs. 

Under the President’s Health Information Technology Plan initiative, the IHS expects to 
continue the implementation of the Electronic Dental Record (EDR) in FY 2009 to: 
•	 Increase patient safety 
•	 Reduce medical/dental errors  
•	 Increase patient visits through improved scheduling and diagnostic capabilities. 
•	 Increase third party revenues through more effective and efficient billing practices  
•	 Improving patient tracking and clinical functionality. 

The requested budget amount will allow for the implementation of the community and 
clinic based oral health programs, such as dental sealant programs, topical fluoride 
programs, and additional program designs to increase access of care for the AI/AN 
population. The budget will result in: 
•	 5,400 fewer Topical Fluoride placed 
•	 12,000 fewer dental sealants placed 
•	 1% few patient receiving dental services 
•	 50,000 fewer patient visits 
•	 154,000 fewer dental services provided 

The plans for FY 2009 are to increase emphasis on the oral health promotion and disease 
prevention programs with activities such as school-based dental sealant programs, 
community water fluoridation programs and periodontal treatment programs for high-risk 
patients; to increase collaboration with the Dental Clinical and Preventive Support 
Centers to increase awareness and education with community-based and school-based 
prevention programs; and to expand the collaboration with the American Dental 
Association (ADA) on oral health promotion and disease prevention initiatives identified 
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at the recent oral health summit held jointly between the ADA, IHS and American Indian 
and Alaska Native community members.  The specific examples of the utilization of the 
support centers to achieve the goals for FY 2009 included but not limited to: 
•	 Provide biannual comprehensive dental program reviews, with emphasis on 

improving the efficiency and effectiveness of the dental programs to each of the eight 
IHS and tribal dental programs in the Billings Area. 

•	 Increase access to dental care to Diabetic patients in the Phoenix Area by establishing 
two periodontal treatment programs for diabetics. 

•	 Provide training and technical assistance in sealant application to at least two staff 
members at 18 dental clinics in the Aberdeen Area. 

•	 Maintain the original 5 pilot sites of Health Start Programs currently using Xylitol 
gum in their classrooms in the Aberdeen Area.  Plans to increase Xylitol gum 
programs to all sites in the Aberdeen Area. 

•	 Maintaining the 43 (out of 55) fluoridated community water systems in the Aberdeen 
Area. 

•	 Conduct fluoridated advocacy for communities who do not have fluoridated water in 
the Oklahoma Area. 

•	 Increase access through partnership with the public/private organization to provide 
care in a mobile dental clinic in the Oklahoma Area. 

•	 Provide programs about the effect of tobacco on the oral health. 

Outcome Table 

# Key Outcomes 

FY 
2004 

Actual 
FY 2005 
Actual 

FY 2006 FY 2007 
FY 2008 
Target 

FY 
2009 

TargetTarget Actual Target Actual 
Long-Term Objective 1: By 2010, improve the oral health of the AI/AN population. 

12 

Topical 
Fluorides1: 
Number of 
American Indian 
and Alaska Native 
patients receiving 
at least one topical 
fluoride 
application. 

+0.1% 113,3242/ 
85,318 85,318 95,439 95,439 107,934 107,934 102,537 

13 

Dental Access: 
Percent of patients 
who receive dental 
services. 

24% 24% 24% 23% 24% 25% 25% 24% 

14 Dental Sealants3: 
Number of 
sealants placed per 
year in AI/AN 
patients. 

287,158 249,882 249,882 246,645 246,645 245,449 245,449 233,177 

1The FY 2005 measure target included both number of applications and number of patients. Prior to FY 2005 this measure calculated 

increase in number of individuals with access to fluoridated water. 

2The number of topical fluoride applications. In 2006, (measure changed to only track number of patients).
 
3Data source changed from NPIRS to CRS in FY 2005; the FY 2004 CRS sealant result is 230,295.
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Output Table 
(data and dollars in millions) 

# Key Outputs 
FY 2004 
Actual 

FY 2005 
Actual 

FY 2006 FY 2007 FY 2008 
Target/ Est. 

FY 2009 
Target/ Est.Target 

/ Est. Actual Target 
/ Est. Actual 

Dental Vacancy 
Rates 22% 21% 18% 28% 21% 34% 

Patient Visits 1.0 1.0 NA 1.0 1.0 

# of Services 3.0 3.0 NA 3.2 3.3 
Appropriated 
Amount $104.5 $109.0 $117.7 $125.4 $133.7 $137.9 

Area Allocation 

Dental -- Allocation by Area 

SERVICES 
FY 2007 

Actual 
FY 2008 
Enacted 

FY 2009 
Estimate

 Aberdeen 12,442,415 12,989,096 13,194,937 
Alaska 17,346,780 18,108,944 18,395,921 
Albuquerque 7,770,545 8,111,959 8,240,511 

  Bemidji 3,651,336 3,811,764 3,872,170 
  Billings 6,658,532 6,951,087 7,061,243 

California 1,310,051 1,367,610 1,389,283 
Nashville 2,394,722 2,499,939 2,539,556 
Navajo 26,316,787 27,473,065 27,908,437 

  Oklahoma 23,721,989 27,495,970 28,720,704 
Phoenix 10,583,415 11,048,418 12,623,503 
Portland 7,140,560 7,454,294 7,572,424 
Tucson 1,602,806 1,673,229 1,699,745 
Headquarters 4,456,062 4,651,848 4,725,567 
Undistributed Funds 0 0 0 

Total, Dental 125,396,000 133,637,222 137,944,000 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Indian Health Service 


Services – 075-0390-0-1-551 

MENTAL HEALTH 

FY 2007 
Enacted 

FY 2008 
Enacted 

FY 2009 
Estimate 

FY 2009 
+/- FY 2008 

BA $60,882,000 $63,531,000 $65,824,000 +$2,293,000 
FTE 279 279 288 +9 

Authorizing Legislation ........................................25 U.S.C. 13, Snyder Act, P.L. 83-568, 
Transfer Act 42 U.S.C. 2001 

FY 2009 Authorization ..................................................................................Expired 2000 


Allocation Method.................................... Direct Federal/Intramural Contract; Grants and 

P.L. 93-638 Self-Determination Contracts 

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS 

The purpose of the Mental Health/Social Service (MH/SS) program is to support the 
unique balance, resiliency, and strength of our American Indian and Alaska Native 
(AI/AN) cultures. We strive to support AI/AN communities in eliminating behavioral 
health diseases and conditions by:  1) maximizing positive behavioral health and 
resiliency in individuals, families and communities; 2) improving the overall health care 
of AI/ANs; 3) reducing the prevalence and incidence of behavioral health diseases; 
4) supporting the efforts of AI/AN communities toward achieving excellence in holistic 
behavioral health treatment, rehabilitation, and prevention services for individuals and 
their families; 5) advocating for and supporting Tribal behavioral treatment and 
prevention efforts; 6) promoting the capacity for self-determination and self-governance; 
and 7) advocating for AI/ANs and service providers by actively participating in 
professional, regulatory, educational, and community organizations at the National, State, 
urban and Tribal levels. 

The MH/SS program is a community-oriented clinical and preventive mental health 
service program that provides inpatient hospitalization, outpatient mental health and 
related services, crisis triage, case management, prevention programming, and outreach 
services. The MH/SS program provides general executive direction and recruitment of 
MH/SS program staff to 12 Area Offices (regional) that, in turn, provide resource 
distribution, program monitoring and evaluation activities, and technical support to 
163 Service Units. These Service Units consist of IHS and Tribal programs whose 
MH/SS staffs are responsible for the delivery of comprehensive mental health care to 
over 1.9 million AI/AN.  Mental Health is crucial for the well being of AI/AN individuals 
and their communities.   
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The most common MH/SS program model is an acute, crisis-oriented outpatient service 
staffed by one or more mental health professionals.  Many Tribes have administrative 
control over and delivery of the majority of mental health and substance abuse programs 
through tribal contracts and compacts.  Such local programs are community based and 
have direct knowledge of their population and what interventions can be effectively 
implemented.  Many of the I/T/U mental health programs that provide services in times 
of crises do not have enough staff to operate 24/7.  Therefore, when an emergency 
occurs, the clinic and service units will often have to contract out to non-IHS hospitals 
and crisis centers. Inpatient services are often purchased from non-IHS hospitals or 
provided by State or County mental health hospitals.  Medical and clinical social work 
are usually provided by one or more social workers who assist with discharge planning 
and provide family intervention for child abuse, suicide, domestic violence, parenting 
skills, and marital counseling. 

Director’s Behavioral Health Initiative: Behavioral Health is an integral part in the 
promotion, treatment and prevention of diseases.  Many health conditions are linked to 
life-long behavior patterns, and therefore can be prevented by a change in lifestyle.  By 
focusing on effective behavioral health techniques and integrating Tribal traditions and 
customs, we can bring proven behavioral health strategies and specific health promotion 
and disease prevention programs to American Indian and Alaskan Native (AI/AN) 
communities.  Significant disparities exist within the AI/AN communities that can lead to 
behavioral health problems.  Issues such as substance abuse, domestic violence, forced 
cultural change, education, poverty, lack of economic opportunity, and isolation can lead 
to physical and psychological problems.   

The objective of the director’s Behavioral Health Initiative is to improve the physical, 
mental, social, and spiritual well-being of AI/AN people by implementing strategies that 
will integrate and adapt various types of behavioral health techniques on a Federal, Urban 
and Tribal level, by focusing on the following areas: 

•	 Methamphetamine Reduction: Methamphetamine use in Indian country can be 
described in a single word “Crisis”.  It is a crisis for individuals, families, 
communities, agencies and tribal governments.  Most of the services for 
methamphetamine prevention programs are on the Tribal community level.  The IHS 
is supporting Tribal programs through funding, national networking, training, and 
educational services. In the IHS system, clinical services are provided. 

•	 Suicide Prevention: Suicide for AI/ANs in the IHS service area is 3 times higher 
than the national average. Suicide clustering is also a phenomenon known to occur in 
Indian country, affecting entire communities. Most of the suicide prevention 
programs are on the Tribal community level.  The DBH focuses efforts in the areas of 
emergency preparedness, training, national networking and educational services. 

•	 Child/Family Protection: Domestic violence affects all communities, but AI/AN 
women and children are particularly vulnerable to abuse.  With AI/AN children 
having the second highest rate of maltreatment and 1 in 3 AI/AN women will be 
physical/sexually abused in their lifetime.  To help victims of violence, the IHS 
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provides advocacy, interagency consultation and collaboration with other federal 
agencies to provide child/family protection services to AI/ANs. 

•	 BH Management Information System (MIS): Used to provide direct clinical 
services, as well as sharing patient care documents and electronic charts across wide 
geographic areas in real-time (in accordance with HIPPA regulations).  In 2006, a 
GPRA indicator for Depression Screening was implemented on order to screen for 
depression, potential suicide risk and suicide clustering, providing clinicians with 
more accurate data and documentation tools in order to develop a comprehensive 
treatment plan and intervention. 

Current and Recent Activities -- IHS has several programs that target suicide, such as:   

A. The IHS National Suicide Prevention Program (NSPN) -- The IHS National Suicide 
Prevention Network (NSPN) project benefits AI/AN communities by  providing them 
with culturally appropriate information about evidence-based and promising practices, 
training opportunities, suicide prevention education, and other relevant information and 
tools to create or tailor to their own suicide prevention needs and programs. 

•	 In 2007, provided five IHS Areas with the highest rates of suicide (Aberdeen, Alaska, 
Bemidji, Billings, and Tucson Areas) with $20,000 each to develop Area-wide 
suicide prevention strategies and assist communities in crises with train the trainer 
training in evidence-based and promising suicide prevention practices.  These areas 
are to begin implementing this program in FY 2008. 

•	 One product of the NSPN project is the IHS Community Suicide Prevention website 
which can be found under the IHS.gov website at 
http://www.ihs.gov/NonMedicalPrograms/nspn/ 

•	 Another NSPN activity is providing AI/AN communities in crises (e.g., experiencing 
clusters) or in need of suicide prevention, with training or funding for training and 
other activities, as determined by the Tribe, which are based on culturally appropriate 
promising and/or evidence-based practices in the area of suicide prevention education 
and intervention. For example, IHS is collaborating with Tribal, State and Federal 
agencies, as well as private organizations, to implement and adapt the Applied 
Suicide Intervention Skills Training (ASIST) in several communities across Indian 
Country. The ASIST program is listed on the evidence based registry by the Suicide 
Prevention Resource Centers (SPRC) website, an organization funded by SAMHSA.  
One promising practice that has been used in several Areas is the Native Hope 
curriculum.  In 2006, the IHS NSPN project provided training opportunities to 
approximately 15 communities, and 4 Area wide trainings to the 4 Areas with the 
highest rate of suicides. 

B. The Emergency Medical Services/Preparedness Division -- The ES is benefiting 
AI/AN Communities by utilizing the IHS Emergency Response to Suicide Model to 
assess, respond, augment, mitigate and stabilize communities experiencing significant 
suicide clusters and epidemics.  For example, in FY 2006 - 2007, the IHS Emergency 
Services staff coordinated and managed the deployment of PHS mental health clinicians 
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through the Office of Force Readiness and Deployment (OFRD) to the Confederated 
Tribes of Colville reservation from August 2006 – March 2007. 

C. Inter-Agency and Other Collaborations -- IHS’ collaboration with Tribal, local, State, 
Federal and other organizations (e.g., Indian Health Boards) benefits the Tribes by 
sharing scarce resources to provide national and area wide suicide prevention awareness 
campaigns, suicide prevention conferences and trainings.  Some of these collaborations 
included:  the Joint IHS & SAMHSA National Behavioral Health Conference (5th annual) 
which provided training on a variety of behavioral health topics, including co-occurring 
disorders, methamphetamine and suicide prevention/intervention training, was held in 
Albuquerque, NM, June 2007 to a record attendance of over 500 participants; working in 
collaboration with the National LifeLine (1-800-SUICIDE crises line) and the Suicide 
Prevention Resource Center (SPRC) to develop and disseminate culturally appropriate 
information and resources for suicide prevention in Indian Country both which are 
funded by SAMHSA; IHS established a National Tribal Advisory Workgroup on 
Behavioral Health and Alcohol and Substance Abuse in 2007; through an Interagency 
Agreement with ACF, the IHS conducted staff training for IHS, Tribes, and other 
agencies and organizations to provide child protection services to AI/AN children and 
families. 

D. Resource Patient Management System (RPMS) -- The Suicide Reporting Form (SRF) 
in the Resource and Patient Management System (RPMS) provides aggregate report 
options that can be analyzed and interpreted to inform program planning activities in 
support of Agency and Department suicide prevention and behavioral health initiatives. 
The reports are helpful in understanding the use and value of the suicide form in practice, 
and in understanding the problem of suicide in Indian country. Health care providers are 
instructed to complete a SRF when they become aware of a patient that has attempted or 
completed suicide or who reports suicide ideation with intent and plan. This provides 
useful information to health care providers for treatment planning and care coordination. 
In addition, in 2007 IHS implemented the GPRA Indicator for Depression Screening of 
adults ages 18 and over. The system is now deployed and in operation in over 
250 clinical sites across the country. Depression screening improves detection, referral, 
and treatment of mental health needs. 

FUNDING HISTORY 

Fiscal Year Amount 
2004 $53,294,000 
2005 $55,060,000 
2006 $58,455,000 
2007 $60,882,000 
2008 Enacted $63,531,207 

BUDGET REQUEST 

The FY 2009 budget request of $65,824,000 is an increase of $2,293,000 over the 
FY 2008 Enacted level of $63,531,207. The total funding will provide: 
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•	 Approximately $34,886,720 will be distributed for provision of direct health care 
services to the approximately 1.9 million AI/ANs throughout the 12 Areas in 
Federally operated health care facilities and Headquarters, including $1.286 million / 
14 FTE for staffing and operating costs for 2 new and expanding facilities -- Phoenix 
Indian Medical Center Southwest Ambulatory, Phoenix, AZ, and Lawton Hospital 
Expansion, Lawton, OK. Funding for these facilities allows the IHS to expand the 
provision of health care in those areas where capacity has been expanded to address 
critical health care needs. 

Facility Amount Federal FTE Tribal Positions 
PIMC SW Ambulatory Center, Phoenix, AZ $906,000 11 0 
Lawton Hospital Expansion, Lawton, OK $380,000 3 0 

Grand Total: $1,286,000 14 0 

•	 Approximately $30,937,280, or 47 percent, of the total request is contracted and/or 
compacted by the Tribes.  The Tribes utilize the funding to provide basic and 
emergency mental health and social services treatment, rehabilitation and prevention 
services to their members. 

The Indian Health Service (IHS) FY 2009 target for Suicide Surveillance is to increase 
the incidence of suicidal behavior reporting by healthcare providers to 1,846 completed 
Suicide Report Forms (SRF). Data collection, training (i.e., webex), and aggregate 
reporting for I/T/U facilities will increase the use of the Suicide Report Form and 
contribute to understanding suicides in Indian country and gaps in data.  

The FY 2009 target for depression screening for patients over age 18 is 24 percent. Data 
collection, management, training, and improvement efforts at I/T/U facilities will 
increase and improve depression screening rates. Indian Health Service will continue to 
provide useful tools and training materials on the Indian Health Service website to 
improve depression screening rates. 
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 FY 2004 FY 2005 
 FY 2006 FY 2007 

FY 2008 FY 2009 
Key Outputs   Actual Actual Estimate Actual Estimate Actual Estimate  Estimate 

 
Outpatient Visits  204,560 372,337  276,200   276,200 283,105 279,900
 

 Inpatient Days 253 252  269  279 279 288 
Appropriated Amount 

($ Million) $53.3 $55.1 $58.5 $60.9 $63.5 $65.8 

 

     

    
    

     
     
 

    

     
   

    
    
    

     

     
 

 

Outcome Table 

# Key Outcomes FY 2004 
Actual 

FY 2005 
Actual 

FY 2006 FY 2007 

Actual 

FY 
2008 
Targ 

et 

FY 2009 
TargetTarget Actual Target 

Long-Term Objective 1: By 2010, decrease YPLL by 20 percent over the 2002 level. 

29 

Suicide Surveillance: 
Increase the incidence of 
suicidal behavior reporting 
by health care (or mental 
health) professionals. 

Plan Integrated 
(Met) Baseline 1,603 1,603 1,674 1,758 1846 

Lon
enhanced automated health syst

g-Term Objective 2:  By 201
ems to all I
0, improve treatment and 

HS direct, Trib
prevention ef
al and Urban

fectiveness 
sites using 

through d
RPMS. 

evelopment and deployment of 

18 

Behavioral Health1: 
Proportion of adults ages 18 
and over who are screened 
for depression.

 IHS-All 

+7%2 +4% Baseline 15% 15% 24% 24% 24% 

18 Tribally Operated Health 
Programs N/A N/A Baseline 14% 14% 21% 21% 21% 

1Prior to 2006 this measure tracked the number of programs reporting minimum agreed-to behavioral health-related data to 

warehouse.
 
2Revised from 2.3 percent, 5/2005; changes FY 2004 performance from Not Met to Met.
 

Output Table 
(dollars in millions) 

 

Area Allocation – Mental Health 

SERVICES 
FY 2007 

Actual 
FY 2008 
Enacted 

FY 2009 
Estimate 

  Aberdeen 8,156,146 8,429,551 8,563,137
  Alaska 5,906,926 6,104,934 6,201,681
  Albuquerque 4,124,236 4,262,486 4,330,035
  Bemidji 2,081,404 2,151,175 2,185,265
  Billings 3,590,110 3,710,455 3,769,256  
  California 1,417,317 1,464,828 1,488,041
  Nashville 1,460,483 1,509,440 1,533,361  
  Navajo 13,119,299 13,559,076 13,773,950
  Oklahoma 8,736,639 9,637,862 10,170,595
  Phoenix 5,957,646 6,157,355 7,160,929
  Portland 3,948,812 4,081,182 4,145,858
  Tucson 1,341,556 1,386,526 1,408,499
  Headquarters 1,041,426 1,076,336 1,093,393
  Undistributed Funds 0 0 0 
Total, Mental Health 60,882,000 63,531,207 65,824,000 

CJ-85



 
 
 

 

 

 

 

 

 

 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Indian Health Service 


Services – 075-0390-0-1-551 

ALCOHOL AND SUBSTANCE ABUSE 

FY 2007 
Enacted 

FY 2008 
Enacted 

FY 2009 
Estimate 

FY 2009 
+/- FY 2008 

BA $148,226,000 $173,243,000 $161,988,000 -$11,255,000 
FTE 162 191 187 -4 

Authorizing Legislation ........................................25 U.S.C. 13, Snyder Act, P.L. 83-568, 
Transfer Act 42 U.S.C. 2001 

FY 2009 Authorization ..................................................................................Expired 2000 


Allocation Method.................................... Direct Federal/Intramural Contract; Grants and 

P.L. 93-638 Self-Determination Contracts 

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS 

The purpose of the Alcohol and Substance Abuse Program (ASAP) is to raise the 
behavioral health status of American Indians/Alaska Natives (AI/ANs) to the highest 
possible level through the provision of preventive and treatment services at both the 
community and clinic levels. These programs provide alcohol and substance abuse 
treatment and prevention services within rural and urban communities, with a focus on 
holistic and culturally-based approaches. The ASAP exists as part of an integrated 
Behavioral Health Team (BHT) that works collaboratively to reduce the incidence of 
alcoholism and other drug dependencies in AI/AN communities.  Approximately 
5 percent of the employees in IHS-funded ASAP are Federal staff with Tribal and Urban 
staff comprising 95 percent.  The reported certified counselor and professional licensure 
rates continue at 85 percent.  ASAP measures its ability to raise the behavioral health 
status of AI/AN by ensuring that Youth Residential Treatment Centers (YRTC) are 
licensed and/or accredited and that mothers to-be receive the appropriate screenings for 
Fetal Alcohol Syndrome (FAS). 

The 12 Residential Treatment Centers provide substance abuse and co-occurring mental 
health treatment services to AI/AN.  Presently there are 11 operating Youth Regional 
Treatment Centers (YRTC) and 1 Adult Treatment Center.  Congress authorized the 
construction of youth regional treatment centers in each IHS Area but some Tribes have 
elected to run their own programs.  Some IHS areas such as Alaska, California and 
Navajo, divided their funds to provide residential services for two programs.  The YRTCs 
that are congressionally authorized for the California Area IHS are in the implementation 
stage with Program Justification Documents approved by IHS Headquarters.  An 
additional youth residential treatment center is being constructed in Nevada as a satellite 
of the Arizona YRTC. 

CJ-86



 
 

   
  
 

 

 

 

 
 

 

 

 

 

In FY 2007 all but two centers continued to be accredited by either the Joint Commission 
on Accreditation of Healthcare Organizations (JCAHO) or the Commission on 
Accreditation of Rehabilitation Facilities (CARF). One of the remaining two is licensed 
by the state, and the other is pending state licensure while negotiating tribal sovereignty 
issues with the state. This accreditation ensures that AI/AN youth receive the appropriate 
care and treatment for their addiction. The YRTCs in conjunction with IHS Headquarters 
have monthly teleconferences to share information and encourage licensure and/or 
accreditation.   

In addition to the RTCs, many of the approximately 300 Tribal and Urban alcohol 
programs are State-licensed/certified and/or accredited.  There are more than a dozen 
AI/AN alcohol and substance abuse adult residential treatment centers, including two 
serving pregnant women and/or women with children. 

Alcohol & Substance Abuse - Youth and Adult Regional Treatment Centers 
Name Town State IHS Area 

1 Graf-Healing Place Fairbanks AK Alaska 
2 Raven’s Way Sitka AK Alaska 
3 *Desert Visions Sacaton AZ Phoenix 
4 Hayool K’aal Hooghan Adult TC  Chinle AZ Navajo 
5 *Unity Cherokee NC Nashville 
6 *New Sunrise San Fidel NM Albuquerque 
7 Shiprock Adolescent TC Shiprock NM Navajo 
8 Jack Brown Tahlequah OK Oklahoma 
9 Wemble Naalam T’at’aksni House Klamath Falls OR Portland 
10 *Chief Gall Mobridge SD Aberdeen 
11 Healing Lodge of Seven Nations Spokane WA Portland 
* Federally operated 

TeleBehavioral Health activities in FY 2007 revolved primarily around identifying the 
scope and extent of TeleBehavioral Health implementation (20+ active programs varying 
in size from several hours per month to a primary care site to complex programs serving 
multiple sites), clarifying and establishing TeleBehavioral Health data sets including a 
retrospective review of use from 2003 through 2007 that suggests a marked ramp-up in 
service provision (24 contacts in 2003 to 1659 contacts in 2007), proposing a 
TeleBehavioral Health clinic code to improve tracking in the future that has since been 
approved and is ready for implementation, reviewing existing MIS processes and 
identifying changes needed to support TeleBehavioral Health implementation, modeling 
potential funding models to improve scalability of TeleBehavioral Health services, 
negotiating funding policy changes with states resulting in significant improvements in 
potential TeleBehavioral Health funding support in at least one state (Arizona), and 
establishing a national level project manager for TeleBehavioral Health services. 

Ongoing behavioral health data systems and software development are program priorities 
for IHS which includes the widely deployed Behavioral Health System v3.0.  The 
Behavioral Health GUI focuses on the Data Entry module of BHS v3.0 with the goal of 
facilitating direct provider entry of clinical data including alcohol screenings. Data 
collection, management, training, and improvement efforts include expansion of the 
behavioral health management information system to I/T/U facilities to increase and 
improve alcohol screenings.  Two integrated behavioral health clinical documentation 
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and data platforms have been deployed and there are currently over 340 clinics and Tribal 
programs reporting to the IHS National Database using one of these platforms.  The 
FY 2007 target for alcohol screenings to prevent Fetal Alcohol Syndrome (FAS) was 
28 percent. Due to these efforts, not only was IHS able to meet the target but IHS 
exceeded the target by 13 percent.   

Even with the focused activities undertaken in FY 2007, significant disparities among 
AI/AN (relative to the general population) exist across the spectrum of substance abuse 
problems.  The AI/AN drug-related death rate is 18 percent higher than the rate for the 
overall U.S. population. Among youths aged 12 to 17, the rate of current illicit drug use 
was highest among AI/ANs (23.0 percent for combined 2000 and 2001 data). 

FUNDING HISTORY 

Fiscal Year Amount Program Increase (non-add) 
2004 $138,250,000 
2005 $139,073,000 
2006 $143,198,000 
2007 $148,226,000 
2008 Enacted $173,242,587 $13,781,600 -- Methamphetamine 

BUDGET REQUEST 

The FY 2009 budget request of $161,988,000 is a decrease of $11,255,000 in 
unrequested funds over the FY 2008 enacted level of $173,243,000.  The funding will 
provide: 

•	 Approximately $21,868,380, or 13.5 percent, will be distributed for the provision of 
direct health care services to the approximately 1.9 million AI/ANs throughout the 
12 Areas in Federally operated health care facilities and Headquarters.  Of that, 
$30 million is provided from the Omnibus Appropriations Act of 2001 for the 
prevention and treatment of alcohol and substance abuse for AI/ANs -- $15 million is 
allocated to the Alaska Area Office for the Alaska Natives and the remaining 
$15 million allocated to the remaining 11 Areas according to the former Alcohol and 
Substance Abuse Workgroup’s recommendations. 

•	 Approximately $140,119,620, or 86.5 percent, is contracted and/or compacted by 
Tribes. The Tribes utilized the funding to provide alcohol and substance abuse 
prevention and treatment services to their members. 

•	 In FY 2008, Alcohol & Substance Abuse received a program increase of $13,781,600 
for the methamphetamine and suicide prevention and treatment initiatives.  Activities 
funded in FY 2008 include: 
o	 $6,600,000 to fund a three-year grant program to establish or enhance 


methamphetamine prevention and treatment programs for I/T/Us;  

o	 $2,400,000 to fund a three-year grant program to establish or enhance suicide 

prevention programs for I/T/Us;  
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o	 $1,200,000 to fund the existing Residential Treatment Centers’ methamphetamine 
and suicide initiatives;  

o	 $1,800,000 to enhance the TeleBehavioral Health program;  
o	 $700,000 for the administration of these new grants and to provide evaluation 

over the three-year grant program; 
o	 $500,000 to fund the Suicide Intervention Pilot Project at the designated five IHS 

Area Offices; 
o	 $300,000 to help fund the Emergency Medical Services/Preparedness; and 
o	 $281,000 to help fund the IHS Sexual Assault Pilot Project. 

The FY 2009 target for Residential Treatment Centers is that 100 percent will be 
accredited.  There are 11 programs that are accredited and/or licensed with 1 program 
pending licensure. In order to meet the FY 2009 target, the 11 programs will maintain 
licensure and the 1 program will become licensed by their State.  The programs will 
maintain state licensure and accreditation through compliance with standards of care set 
forth through their licensing and accrediting bodies with technical assistance provided by 
the IHS Division of Behavioral Health and Area Offices. One program is negotiating with 
the State to become licensed and is ready to submit their licensing application once the 
negotiation has been agreed upon. 

Indian Health Service (IHS) recognizes the importance of screening and prevention of 
Fetal Alcohol Syndrome (FAS) and has an established an alcohol screening GPRA 
measure.  The FY 2009 target for FAS prevention is to screen for alcohol use in female 
patients ages 15-44 at a rate of 41 percent.  Data collection, management, training, and 
improvement efforts at I/T/U facilities will increase and improve alcohol screening rates. 
Indian Health Service will continue to provide useful tools and training materials on the 
Indian Health Service website to improve alcohol screening rates. 

Outcome 

# Key Outcomes FY 2004 
Actual 

FY 2005 
Actual 

FY 2006 FY 

Target 

2007 

Actual 
FY 2008 
Target 

FY 
2009 

TargetTarget Actual 

Long-Term Objective 1: Assure quality and effectiveness of Youth Regional Treatment Centers. 

10 

RTC 
Improvement/Accreditation: 
Accreditation rate for Youth 
Regional Treatment Centers (in 
operation 18 months or more). 

+2% 100% 100% 100% 100% 91% 100% 100% 

Long-Term Objective 2:  by 2010, reduce the rate of Fetal Alcohol Syndrome through appropriate screening and 
intervention for alcohol dependence in women of childbearing age. 

11 

Alcohol Screening (FAS 
Prevention): Alcohol-use 
screening (to prevent Fetal 
Alcohol Syndrome) among 
appropriate female patients. 

IHS-All 

7% 11% 12% 28% 28% 41% 41% 41% 

11 Tribally Operated Health 
Programs 9% 11% 12% 27% 27% 37% 37% 37% 
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FY 2006 FY 2007 

Key Outputs 
FY 2004 
Actual 

FY 2005 
Actual Estimate Actual Estimate Actual 

FY 2008 
Estimate 

FY 2009 
Estimate 

Out-
Year 

Target 

Out-
Year 

Target 

Outpatient Visits 63,957 64,000 60,800 62,300 56,400 n/a n/a

Inpatient Days 2,879 3,000 2,900 3,000 2,700 n/a n/a

The proportion of 
methamphetamine 
patients who 
received enhanced 
treatment 
interventions within 
6 months of 
implementation of 
the enhanced 
treatment program. 

n/a n/a n/a n/a Baseline +7% +10%

Reduce the 
incidence of 
suicidal activities 
(ideation, attempts) 
in AI/AN grantee 
sites through 
prevention, 
training, 
surveillance, and 
intervention 
programs. 

n/a n/a n/a n/a 

Baseline -2% -3% 

Reduce the 
incidence of 
methamphetamine 
abuse in the AI/AN 
grant sites. 

n/a n/a n/a 
n/a 

n/a Baseline -2% -4%

The proportion of 
youth who 
participate in 
evidence-based 
prevention 
interventions. 

n/a n/a n/a 
n/a 

Baseline +7% +10%

Establishment of 
trained suicide 
crisis response 
teams. 

n/a n/a n/a n/a n/a 20 n/a

Increase 
telebehavioral 
health encounters.* 

n/a n/a n/a 
n/a 

Baseline +10% +15% n/a

Appropriated 
Amount 

($ Million) 
$138.2 $139.1 $143.2 $148.2 $173.2 $162.0 n/a n/a 

 

 

 

 

* Measures will be limited to  funded sites only.  ta from the initiative can  be  utilized to develop  best 
practices and performance measures that can potentially be generalized to  the population served  by the  
Indian Health Service and national performance measures.   
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Output Table 
(dollars in millions) 
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Area Allocation 

Alcohol & Substance Abuse -- Allocation by Area 

SERVICES 
FY 2007 

Actual 
FY 2008 
Enacted 

FY 2009 
Estimate

 Aberdeen 12,164,290 12,922,465 12,082,966 
Alaska 27,422,942 29,132,157 27,239,607 
Albuquerque 10,678,767 11,344,353 10,607,375 

  Bemidji 8,946,643 9,504,269 8,886,830 
  Billings 9,784,425 10,394,268 9,719,011 

California 9,863,644 10,478,425 9,797,701 
Nashville 7,461,832 7,926,913 7,411,947 
Navajo 17,195,412 18,267,167 17,080,453 

  Oklahoma 13,228,229 14,052,717 13,139,792 
Phoenix 12,569,988 15,349,812 14,352,622 
Portland 14,705,450 15,622,011 14,607,138 
Tucson 2,683,039 2,850,268 2,665,102 
Headquarters 1,521,339 1,616,161 1,511,168 
Undistributed Funds 0 13,781,600 12,886,288* 

Total, A&SA 148,226,000 173,242,587 161,988,000 
*The $12.886 million in the undistributed funds for FY 2009 are the undistributed funds (P.L. 106-914). 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Indian Health Service 


Services – 075-0390-0-1-551 

CONTRACT HEALTH SERVICES 

FY 2007 
Actual 

FY 2008 
Enacted 

FY 2009 
Estimate 

FY 2009 
+/- FY 2008 

BA $543,099,000 $579,334,000 $588,161,000 +$8,827,000 
FTE 2  2  2  +0  

Authorizing Legislation ........................................25 U.S.C. 13, Snyder Act, P.L. 83-568, 
Transfer Act, 42 U.S.C. 2001 

FY 2009 Authorization ..................................................................................Expired 2000 


Allocation Method................... Direct Federal, P.L. 93-638 Self-Determination Contracts  
and Compacts 

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS 

The IHS CHS program originated under the Department of Interior, Bureau of Indian 
Affairs when authority to enter into health services contracts for American Indian and 
Alaska Natives (AI/AN) was provided under the Johnson O’Malley Act of 1934; then  
transferred to the Department of Health, Education, and Welfare in 1955 when IHS was 
established. 

The contract health services (CHS) are used to supplement and complement other health 
care resources available to eligible AI/AN).  The CHS program is administered through 
the 12 IHS Area Offices that include 163 IHS and Tribal service units.  The CHS 
program purchases health care services for IHS beneficiaries from non-IHS providers.  
Purchasing health care services from non-IHS providers is essential to the overall IHS 
health care delivery system as many IHS hospitals and clinics cannot provide these 
services. These services are critical for Tribes and Service Units that do not have access 
to needed clinical services.  Such programs are dependent on the CHS program to 
provide health care. 

The CHS funds are used in situations where:  
• No IHS direct care facility exists,  
• The direct care facility cannot provide the required emergency or specialty services, 
• The direct care facility has an overflow of medical care workload. 

The CHS budget supports essential healthcare services from non-IHS or Tribal facilities 
and include, but are not limited to, inpatient and outpatient care, routine and emergency 
ambulatory care, medical support services including laboratory, pharmacy, nutrition, 
diagnostic imaging, and physical therapy.  Some additional services include treatment 
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and services for diabetes, cancer, heart disease, injuries, mental health, domestic 
violence, maternal and child health, elder care, refractions, ultrasound examinations, 
dental hygiene, orthopedic services, and transportation.  These programmatic activities 
indirectly contribute towards measures within H&HC.  

The CHS average patient daily load in FY 2007 was 208.  The estimates for FY 2008 and 
2009 are higher because the IHS is replacing its hospitals with outpatient care facilities.  
This trend has resulted in an increased reliance on the CHS resources for hospital-based 
care. 

In FY 2007, the number of one-way trips for patient and escort travel was 35,700; in 
FY 2008 the estimated number of trips increases to 40,200.  However, in FY 2009 the 
estimated number of one-way trips decreases to 39,100.  This will continue to be a 
challenge for the CHS because access to care in remote areas of reservations will remain 
a challenge, and the increased cost of fuel places an additional financial burden on CHS 
resources. 

The number of dental services provided in FY 2007 was 58,200.  In FY 2008 the 
estimated number of dental services increases to 65,700.  However, in FY 09 the number 
of dental services decreases to 63,000. Again, the rising cost of health care plays a 
critical role in the number of dental services that can be purchased.  In addition, dental 
services provided must meet the highest medical priority in order to be funded.   

The allocation of CHS funds from Headquarters to the Areas and from the Areas to the 
field are based on each area/service unit and tribes recurring historical base.   

•	 Approximately $280.722 million would be distributed to the direct health care 
programs in the 12 Areas for Federally operated facilities. 

•	 Approximately $307.439 million, or 52 percent, would be distributed to the contract 
or compact Tribes.   

The CHS budget request also includes a Catastrophic Health Emergency Fund (CHEF) in 
the amount of $25,000,000 that provides funding for high cost cases and catastrophic 
costs that impact CHS programs.  The CHEF offsets high cost contract care.  The table 
below demonstrates what services were paid for in FY 2006 using the CHEF. 
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CHEF Payments by DIAGNOSIS  FISCAL YEAR 2006 
ICD-9-CM  CATASTROPHIC ILLNESS 

  CODE   OR EVENT No. 
CHEF 

AMOUNT 
Organ

Transplants 
 390-459.9  Diseases- Heart, Circulatory System 165 $    4,664,799  1 Heart* 
 800-999.9  Injuries & Poisonings / MVA, GSW, Assaults 136 $    2,895,403  
 140-439.9  Neoplasms (Cancer)  103 $    3,000,059  
 520-573.9  Diseases-Digestive System  61 $    1,516,363  1 Liver** 
 580-589.9  End Stage Renal/Genital Diseases 31 $    1,722,314  
 710.739.9  Diseases-Musculoskeletal system  42 $    775,771  
 460-519.9  Diseases-Respiratory System  23 $    588,223  
 240-279.3  Diabetes, Endocrine/Immunity Disorder  21 $    668,578  
 780-799.9  Symptoms, signs & ill-defined conditions 20 $    352,317  
 320-389.9  Diseases-Nervous System  14 $    329,549  
 680-709.9  Diseases-Skin & Subcutaneous Tissue 14 $    239,234  
 290-319.9  Mental Disorders/Substance Abuse 13 $    226,451  
001-139.9  Infections & Parasitic Diseases 12 $ 504,675 

 630-779.9  Pregnancy Complications/Premature Infants 7 $    110,771  
 740-759.9  Congenital Anomalies 6 $   99,532  
 280-289.9  Diseases-Blood Forming Organs 3 $   41,138  

 TOTAL  671 $  17,735,177  
* Billings Area, Northern Cheyenne 
**Alaska 

To assist the CHS program in maximizing its annual resources the program contracts 
with Blue Cross/Blue Shield of New Mexico as its fiscal intermediary (FI) to ensure that 
CHS payments are made in accordance with the IHS payment policy and the Medicare-
like rates requirements as well as provide quality control.  In addition, the FI coordinates 
benefits with other payers to stretch the CHS dollar.  The FI also calculates payment rates 
as set forth in negotiated provider contracts.  An important and integral function of the FI 
is to provide highly effective management reports relative to the provision of services to 
our patient population and provision of services by health care providers from the non-
IHS community.  These management reports are necessary to ensure the appropriateness 
of care and compliance with the intent and purpose of the use of CHS funds and overall 
effectiveness and management of the CHS program.  The FI monitors data, processes 
payments, provides workload and financial data in support of the IHS statistical and 
financial program needs.   

The IHS/CHS FI reports demonstrate that the annual medical costs continue to increase 
while the level of services provided annually is decreasing as follows: 
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• 	 From FY2001 to FY2006, CHS purchased professional services decreased 6,041 
or 2% from 367,071 to 361,030 units.   

• 	 At the same time, costs per visit increased $130 or by 35% from $373 to $503. 

• 	 From FY 2001 to FY 2006 CHS Inpatient admissions declined by 11% from  
15,277 to 13,601 

• 	 At the same time, inpatient billed costs per admission increased 64% from 

$13,420 to $22,065 


 
In FY 2007, the CHS program successfully implemented Section 506 of the Medicare 
Modernization Act (MMA). The regulation requires Medicare participating hospitals to 
accept Medicare-like rates as payment in full.  The IHS, Tribes, and Urban (I/T/U) health 
programs no longer have to pay full billed charges for inpatient services to hospitals that 
participate in the Medicare program.  The Medicare-like rates will alleviate some 
inpatient costs. 
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FUNDING HISTORY 


Fiscal Year Amount Program Increase (non-add) 
2004 $479,070,000 
2005 $498,068,000 
2006 $517,297,000 
2007 $543,099,000 
2008 Enacted $579,334,000 $18,704,000 – CHS and CHEF 

BUDGET REQUEST 

The FY 2009 budget request is $588,161,000; an increase of $8,827,000 over the 
FY 2008 Enacted level of $579,334,000. The amount set aside for the CHEF funding is 
$25 million in FY 2009, this is a $2 million decrease from FY 2008.  This budget request 
will provide essential healthcare services from non-IHS facilities that include inpatient 
and outpatient care for both IHS and Tribal CHS programs.   

The CHS efforts also address the Departmental and Agency goals of health promotion 
and disease prevention and the HHS strategic goal to reduce the major threats to the 
health and well-being of Americans and increases access to health care services while 
addressing the Secretary’s 500-Day Plan and the President’s Management Agenda that 
include wellness and prevention activities: 
•	 HHS Strategic Objectives 1.2: Increase health care service availability and 

accessibility, 
•	 HHS Strategic Objectives 1.3: Improving health care quality, safety, cost and value; 

and supports HHS priority of value-driven health care. 
•	 Program activities directly support the HHS Strategic Goal 2: Provide accessible, 

quality health care, and 
•	 Strategic Goal 3 HHS: Foster collaboration and innovation across the Indian health 

networks specifically supporting community-based approaches to decrease the health 
gap in the AI/AN population. 

Outcome -- The CHS funds are used to supplement the IHS services that are not 
provided at the local IHS or Tribal facility.  The CHS program supports all the GPRA 
objectives that address health care services. 
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