
GENERAL STATEMENT
	
	FY 2002
	FY 2003
	FY 2004
	Increase or

	
	        Enacted
	Pres. Budget
	   Request
	Decrease

	Total, Approp. (BA)
	
	
	
	

	  Health Services
	$2,388,605,000 
	$2,453,835,000 
	$2,502,393,000
	+$48,558,000

	  Facilities
	     369,487,000 
	     362,571,000 
	     387,269,000
	+$24,698,000

	TOTAL 
	$2,758,092,000 
	$2,816,406,000 
	$2,889,662,000
	+$73,256,000

	
	
	
	
	

	Reimbursements
	534,835,000
	560,655,000
	567,620,000
	+6,965,000

	Diabetes 1/
	     100,000,000 
	     100,000,000 
	    150,000,000
	+50,000,000

	
	
	
	
	

	PROGRAM LEVEL
	$3,392,927,000 
	$3,477,061,000 
	$3,607,282,000
	+$130,221,000

	FTE
	        14,899 
	                   14,961 
	15,021
	+60


1/ The Balanced Budget Act of 1997 transferred $30,000,000 annually to IHS for diabetes prevention and treatment for FY 1998 through FY 2002.  An additional $70,000,000 a year came from the Treasury out of funds not otherwise appropriated and in FY 2003 the entire $100,000,000 is from Treasury.  In FY 2004, the Special Diabetes Program for Indians has been reauthorized for a new total of $150,000,000.
The Indian Health Service program is delivered to a service population of more than 1.6 million American Indians and Alaska Natives through 155 Service Units composed of 594 direct health care delivery facilities, including 49 hospitals, 231 health centers, 5 school health centers, and 309 health sta​tions, satellite clinics, and Alaska village clinics.  Within this system, Indian tribes deliver IHS funded services to their own communities with just over 50 percent of the IHS budget in 13 hospitals, 172 health centers, 3 school health centers, and 260 health stations and Alaska village clinics.  Tribes who have elected to retain the federal administration of their health services or to defer tribal as​sumption of the IHS program until a later time receive services in 36 hospitals, 59 health centers, 2 school health centers, and 49 health stations.  The range of services includes traditional inpatient and ambulatory care, and extensive preventive care, including focused efforts toward health promotion and disease prevention activities.
With the funding received in FY 2004, the IHS will address the following program elements:
· Staffing for newly constructed facilities at Ft. Defiance, Arizona; Pawnee, OK; and Winnebago, Nebraska. ($25.5 million and 255 FTE)
· Construction funding to complete the Piñon, Arizona and Metlakatla, Alaska projects; and partially complete the Red Mesa, Arizona and the Sisseton, South Dakota projects. (‑$2.1 million)
· Sanitation Facilities Construction funding to provide water, sewer, and solid waste facilities to an additional 600 new homes and 2,615 existing homes ($20.0 million).
· Federal pay costs increases for civil service, commissioned corps, and tribal program personnel. ($35.5 million)
· Contract health services to increase access to care not available in the direct service programs. ($24.9 million)
In addition, the IHS will realize savings from Rightsizing of $21.3 million through the reduction of 195 FTEs and from Information Technology of $9.3 million.   

These specific administrative and management cost reductions and other IHS actions, i.e., workforce planning, restructuring, and increased electronic commerce support the President’s Management Agenda and the Secretary’s One-HHS goals and objectives.  The IHS will maintain the special government-to-government relationship with Tribes throughout the implementation of these actions.  
United States Government and Indian Nations

The provision of Federal health services to American Indians and Alaska Natives is based on a special relationship between Indian tribes and the United States provided by Article I, Clause 8, of the United States Constitution.  Numerous treaties, statutes, and court decisions first expounded in the 1830’s by the U.S. Supreme Court under Chief Justice John Marshall have reconfirmed this relationship.  Principal among these is the Snyder Act (25 U.S.C.) of 1921 that provides the basic authority for most health services provided by the Federal Government to American Indians and Alaska Natives.

In order to develop stronger partnership between the government and tribal governments, the Department of Health and Human Services and IHS have conducted regional meetings with tribes on an annual basis since 1995.  The meetings fostered new partnerships between the government, State, and Tribes to meet the health needs of Indian people.  

The Indian Health Service and Its Partnership with Tribes

For more than 120 years, the responsibility of American Indian and Alaska Native health care passed among different government branches.  In 1955, the responsibility for providing health care to American Indians and Alaska Natives was officially transferred to the Public Health Service (PHS).

In the 1970's, federal Indian policy was re-evaluated by the Nixon Administra​tion, and the Indian self-determination policy was adopted.  This policy em​phasizes tribal administration of Federal Indian programs, including health care.  Self-Determination does not lessen any federal treaty obligation, but provides an opportunity for tribes to assume the responsibility of providing health care for their members.
The Indian Self-Determination and Education Assistance Act of 1975, as amended, and the Indian Health Care Improvement Act of 1976, as amended, gave new opportunities and responsibilities to the IHS and tribes in delivering care.  These included specific authorizations for providing health care services to Indian urban populations, an Indian health professions program, and the ability to collect from Medicare/Medicaid and other third party insurers.  Under the Indian Self-Determination Act, many tribes have assumed the administrative and program direction roles that were previously carried out by the Federal government.  Tribes through Self-Determination contracts or Self-Governance compacts administer over one-half of IHS resources. IHS facilities and providers for the direct provision of services to American Indians and Alaska Natives utilize the remaining resources where tribes have elected not to contract or compact their health program at this time, and to purchase care from private health care providers and facilities.

To continue strengthening the federal-tribal partnership, IHS implemented a new budget formu​lation procedure beginning with FY 1999 integrating the Government Performance and Results Act (GPRA), Public Law 93-638, and annual budget formulation into an iterative process that gives local I/T/U more opportu​nities for annual budget policy input and review.  This process was continued in developing the FY 2004 budget request.  Work sessions in all 12 Areas initiated the FY 2004 formulation process and established the health priori​ties with associated budget priorities on which the FY 2004 budget is based.  

The Mission, Goal, and Vision

The mission of the agency is to raise the physical, mental, social, and spiritual health of American Indians and Alaska Natives to the highest level, in partnership with the population served.

The Director of the IHS has articulated a vision for the Agency on an annual basis.  The IHS vision is to continue to be the best primary care, rural health system in the world.  A system that, with tribes, continues its goal of assuring that comprehensive, culturally acceptable personal and public health services are available and accessible to the service population.  To reach its goal, the clinical program is made up of many separate activities including maternal and child health; fetal alcohol syndrome; diabetes; alco​holism; mental health; emergency medical services; community health represen​tatives; hepatitis B; dental services; and many others.  These programs possess curative and preventive components to a degree unparalleled in any similar program.  In addition to these clinically based programs, the Agency also supports a community based environmental health program, sanitation facili​ties construction program and health facilities construction program.

In addition, various health care and referral services are provided to Indian people in off-reservation settings through 34 urban programs.  Another inte​gral part of the program is the purchase of services from non-IHS providers to support, or in some cases in lieu of, direct care facilities.  This Contract Health Services program represents approximately 17 percent of the IHS Budget.  
Service Units

Service Units, local administrative units, serve a defined geographic area and are usually centered on a single federal reservation in the continental United States, or a population concentration in Alaska.  Within these 153 administrative units, health care is delivered through 219 health centers, 7 school health centers, 123 health stations, 170 Alaska village clinics, and 49 hospi​tals by tribally and federally operated Indian health programs.

Area Offices

Twelve Area Offices provide resource distribution, program monitoring and evaluation activities, and technical support to all operations whether IHS direct or tribally operated.  They serve to support the Service Units and their points of service delivery.

Headquarters

The Headquarters operations are determined by statutes and administrative requirements set forth by the Department of Health and Human Services, the Administration, the Congress, and field operations (Area Offices and Service Units).  Headquarters is involved with the Department in formulating and im​plementing national health care priorities, goals, and objectives.  It is involved with the Administration through the Department in budget and legislative formulation, responding to congressional inquiries, and appropriate interaction with other governmental entities.  It provides Area Offices and Service Units with gen​eral program oversight and direction, policy formulation, and resource distri​bution.  It provides expert technical expertise, maintains national statis​tics and project trends and needs for the future.  

Accomplishments
Since its inception in 1955, IHS has demonstrated the ability to effectively utilize available resources to improve the health status of the American Indian and Alaska Native people.  During the past 10 years (1987-1989 to 1997-1999), dramatic improvements in mortality rates were realized including:

· Infant mortality reduced 30 percent

· Accidental deaths reduced 9 percent

· Homicide deaths reduced 13 percent

· Maternal mortality reduced 40 percent

· Tuberculosis mortality rate reduced 53 percent

It is indeed discouraging that recent mortality data (CYs 1997-1999) available from the National Center for Health Statistics show an upward trend in the deaths of American Indian and Alaska Native people since CYs 1994-1996 including:

· Malignant neoplasms mortality increased 6.8 percent
· Lung cancer mortality increased 9.4 percent
· Suicide mortality increased 3.6 percent
During the past 5 years major strides have been made in reducing traumatic injury among American Indians through the implementation of a broad array of public health measures.  These measures include injury surveillance; extensive training for community health practitioners, broad-based community coalitions and implementation targeted interventions.  Over the past thirty years, American Indian and Alaska Native death rates have declined nationally more than fifty percent.  The IHS Injury Prevention Program Plan describes the necessity of building basic tribal capacity in order to institutionalize change.  Injury Prevention is one of the Agency’s key health initiatives.  Since 1997, IHS has fostered the development of tribal injury prevention programs toward identifying community-specific injury patterns and in implementing targeted injury intervention projects.  Annually, more than 300 tribal health and IHS personnel are trained in injury prevention practitioner skills.  These people are working in their communities to reduce the incidence of severe injury and death.  Although significant progress has been made, much more could be done to reduce the major burden on the health and well being of Indian communities.  Even today, many reservations experience injury death and disability at rates 2‑5 times higher than other Americans do.  
Work on determining an acceptable methodology for measuring health needs of tribes and Indian people was completed in FY 2000 in fulfillment of Congressional direction to IHS.  A national tribal work group guided an economic analysis based on actuarial modeling by a health economics firm.  Additional technical support was provided by Agency for Health Care Policy and Research staff and IHS staff.  The successful conclusion of this project provides the tribal and federal Indian health policy makers with a method of estimating the benefits and costs of the personal medical services for the American Indian population in comparison to a mainstream health benefit package available through the Federal Employees Health Benefit Program (FEHBP).  This method known as the FEHBP Disparity Index (FDI) actually measures equivalence and/or disparity of IHS programs with the FEHBP. 

In 2003 and 2004, the IHS will continue to focus on strengthening business office management practices including provider documentation training, procedural coding, processing claims and information systems improvements.  In FY 2001 and FY 2002, IHS wide efforts to improve each hospital’s capability to identify patients who are eligible or may become eligible for third party reimbursement continued.  A major part of this initiative includes the identification of all children who may be eligible for participation in the Children’s Health Insurance Program (CHIP).  For 2003 and 2004, the IHS will continue working with Center for Medicare and Medicaid Services and the State Medicaid Offices to help ensure the success of this effort.
Research Coordination Council

The IHS does not have a line item budget specifically designated for research activity and relies on the coordination of activities with the other Operating Divisions within the Department of Health and Human Services to address many of the American Indian and Alaska Native research needs.  The IHS coordinates research priorities in consultation with the other HHS Operating Divisions and the American Indian and Alaska Native Tribes, collaborates on research and evaluation projects, and participates in surveys.  Through participation on the RCC, the agency has received support in developing an IHS Research Agenda through which the other Operating Divisions can assist the IHS in carrying out research, demonstration, and evaluation activities aligned with the Secretary’s and President’s Priority Areas. IHS participation on the RCC has helped identify many areas of joint interest and potential collaboration.  The activities and recommendations made by the RCC workgroups are summarized with a few specific examples of the IHS partnerships in research which is expanding as the collaboration with the other agencies is done.

· The RCC recommended that all agencies be encouraged to expand research collaborations with our agency.  We have initiated work with Health Resources and Services Administration (HRSA) Maternal and Child Health (MCH) bureau by establishing a partnership to address health risk behaviors and health status of American Indian Youth. This issue is also a research topic in our partnership with the Centers for Disease Control and Prevention. The MCH Bureau also has focused on addressing the issue of infant mortality by assessing the disproportionate impact of Sudden Infant Death Syndrome (SIDS) among American Indian and Alaska Natives. We are also working with HRSA’s HIV bureau to develop guidelines for grants applications on HIV services which include evaluation components of the services.  

· The RCC Health workgroup recommended better coordination of agencies to attract underrepresented minorities in the research fields. The National Institutes of Health (NIH) and the IHS, in partnership with the American Indian and Alaska Native tribes and University/academic institutions have established eleven Native American Research Centers for Health. The fiscal support for the initial phase of the program came from NIH. These centers have embarked on a project to increase the number of American Indian and Alaska Native researchers through training and providing opportunities for mentorship.  The added goal is to increase the number of research projects in American Indian and Alaska Native communities.  The intent is to allow greater American Indian and Alaska Native community input into the research activity and to focus on the health disparities noted in American Indian and Alaska Native people.  Healthy People 2010 objectives are used as a guideline in assessing the progress made in improving the health status of the Indian people.  There is a great need for more collaboration as the research agenda is fully realized among the other Operating Divisions.
· The RCC Science Workgroup recommended collaboration on clinical prevention efforts. With the IHS as the primary provider of health services to American Indian and Alaska Native communities, we have developed a network called “Friends of the Indian Health” to address the collaborative efforts in a broad stroke across several disciplines to increase our efforts in clinical prevention efforts.  This includes working with professional societies like the American Academy of Pediatrics, and public organizations like the American Dental Association and the American Diabetic Association, as well as public institutions to develop and implement culturally effective, relevant, preventive clinical services for our patients.   
· The IHS realizes that it is a rural health program and it needs to work with the Directors of the Rural Health Research Centers to better coordinate efforts to address health disparities. The IHS actively participates in these meeting as well as works with the Department’s Rural Health Initiative in address health services research concerns. 
· The IHS does not have the resources to conduct large surveys and relies on participation the work of the other agencies for this purpose.  In so doing much effort has been put forth to allow oversampling of American Indian and Alaska Native people to obtain much needed information.  
The IHS will continue to work with the RCC to ensure coordination of the Research, Development and Evaluation efforts as we move into FY 2004 and beyond.  
Special Concerns

Within the vast IHS program, there are certain categories of health conditions that are of special concern in FY 2004.  Specific disease entities identified as priority areas by the I/T/U and responsible for much of the health disparities in health status for American Indian and Alaska Native population are addressed by the proposed budget request through the Contract Health Services, Sanitation Construction and Diabetes funding.  Investments in public health infrastructure for Pay Costs and Staffing for New Facilities will also address the health priority problems.
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