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Good morning and welcome back from your break.  Earlier, I gave a general update on our progress in improving the Indian Health Service (IHS).  Now, I will focus on health care reform activities related to the Affordable Care Act and the Indian Health Care Improvement Act, and what it all means to the IHS.   
Thank you to Rima Cohen from the Department of Health and Human Services (HHS) for a great summary of the Affordable Care Act.  Rima mentioned four key changes to the U.S. health care system contained in the Act’s provisions:

· Holding insurance companies accountable;
· Making insurance more affordable through the Exchanges;
· Bringing down the cost of healthcare and controlling future increases; and
· More efficient, effective delivery system and payment reforms.

It is so important for all of us to understand the Affordable Care Act and the impact it may have on our healthcare system.  As I mentioned in my update, we have set four priorities to guide our work as we change and improve the IHS.  The Affordable Care Act relates mostly to our second priority, “bringing reform to the IHS.”  However, it actually relates to all of our priorities, especially our third priority.
As I mentioned before, we are grateful for passage of the Affordable Care Act because it will make quality, affordable healthcare accessible to all Americans, including our First Americans. It is designed to increase access to health insurance, help those who have insurance, and reduce healthcare costs.  It includes insurance reforms, Medicaid reforms, and healthcare delivery system reforms, all of which are relevant to us.  
The Affordable Care Act has the potential to benefit American Indian and Alaska Native individuals by making insurance a more affordable option for those that choose to purchase it in the exchanges and for those who qualify for the Medicaid expansion.  I know that we have patients who would purchase health insurance if given an affordable option.  I also know that many of our patients will benefit from the expansion of Medicaid that raises the income level and removes the condition-specific requirements.  This can benefit our patients because they will have more choices, and if we provide care for them, we can benefit from increased reimbursements, save on Contract Health Services (CHS) costs, and invest our increased revenue in increased access to services for everyone.  
Tribes have a lot to gain from the Affordable Care Act as employers, because they may have more affordable options to cover their employees and or their members.  They also have a lot to gain as providers, because they manage our healthcare facilities and can benefit from increased third-party reimbursements. Our Indian health system facilities can benefit from increased third-party reimbursements and better coverage of our patients as well.  
The delivery system reforms that focus on payment for quality rather than numbers of patients seen could benefit both our patients and our facilities and return the focus to quality rather than speed.  Redesign of our system towards more of a medical home model and with more quality improvement activities certainly can help make our care more patient-centered.
There is so much in the Affordable Care Act that can benefit us as a system.
However, our efforts to change and improve are even more important because we must make sure we are competitive and that our patients continue to see us if they have better access to insurance coverage.  They might just take their new coverage elsewhere.  If we don’t demonstrate how we are improving quality of care, we might not benefit as much from reimbursements or have trouble with accreditation or certification.  So it is in our best interest to learn all we can about the Affordable Care Act and start planning now – 2014 isn’t that far away.
HHS is taking the lead on implementation of the Affordable Care Act, and IHS is working closely with HHS on the provisions that impact American Indians and Alaska Natives.  We have been conducting consultation activities with Tribes on many parts of the Affordable Care Act through outreach calls, meetings, and listening sessions.  There are facts sheets and other information on www.healthcare.gov, and we have provided information in tribal leader letters.  
One of the things we need to do, and I think the councils can help us greatly, is to have more discussions about the Affordable Care Act within the IHS system – among providers, administrators, and programs.  We need to be strategic in our thinking of how we will adapt and change.   
Tribal consultation input has been very helpful in the implementation of the Affordable Care Act.  For example, the State Exchanges will ready by 2014 to make purchasing affordable insurance easier for individuals and small businesses.  So tribal consultation is now required for states applying for State Exchange establishment grants.  There are a number of “special provisions for Indians” in the law that apply additional benefits for Tribes and American Indian/Alaska Native individuals, such as monthly enrollment periods, no cost sharing, etc.  One problem with the law is that there are three definitions of who is an Indian in the law that apply to different provisions, and fixing this will require legislation to ensure there is no confusion in enrollment or implementation of the Exchanges.  We will have to think about how our business offices are going to teach our patients about their options regarding the Exchanges, insurance, and Medicaid enrollment and how we incorporate that into our referral and billing practices.  So we have a lot to do just based on what the Tribes have been discussing.  
We also have a lot to do to prepare for the delivery system reforms.  We will talk about how we will be a part of the Partnership for Patients initiative to reduce harm in our hospitals.  We need to learn more about the accountable care organization efforts and what our role might be in these groups of providers that are working to improve quality and lower costs.  And we need to discuss how we are going to improve our ability to demonstrate quality improvements as payments are more aligned with quality.  So we need to start discussing what this means for IHS.  Again, I think the councils are a great forum for these discussions.  
One big question I have been getting is what will happen if the Affordable Care Act is repealed?  While congressional efforts are ongoing, there are challenges in the courts in several states.  However, we are continuing to implement the law – both the Affordable Care Act and the reauthorization of the Indian Health Care Improvement Act.  So we need to continue to prepare for its implementation.  I hope the sessions today have been helpful in getting everyone engaged in this important conversation.  
The other great thing about the Affordable Care Act is the inclusion of the reauthorization of the Indian Health Care Improvement Act– which is great for Indian Country because this law is the main legislation that authorizes Congress to fund health care services for American Indians and Alaska Natives.  And it permanently reauthorizes the Indian Health Care Improvement Act. 
The Act updates and modernizes the IHS.  The provisions are numerous, but many of them give IHS new authorities.  IHS is the lead on implementation and is working quickly to implement provisions of the law, in consultation with Tribes.  We are working with national Indian organizations on outreach as well.
I listed some of the new authorities in my previous presentation:
· New and expanded authorities for behavioral health prevention and treatment services;
· New and expanded authorities for urban Indian health programs; 
· Authorities for the provision of long-term care services; 
· Authorities for various demonstration projects, including innovative health care facility construction and health professional shortages;
· The authority for provision of dialysis services;
· Authorities to improve the CHS program;
· Authorities to improve facilitation of care between IHS and the Department of Veterans Affairs; and 
· Designation of Tribal Epidemiology Centers as Public Health Authorities.
These are just examples of what is in the new law.  
Some provisions went into place at the time the law was passed, some provisions require more work, and some require funding to be implemented.  Many of these provisions already do or will impact your work on a daily basis.  
On July 5, I sent a letter to all Tribes with an update on our implementation of the Indian Health Care Improvement Act reauthorization. We used the summary table provided in the May 2010 letter to tribal leaders and added a "Progress" column so that it would be easier to track progress on implementation of the many provisions in the law.  I encourage you to review this and our letters that explain some of the provisions.  
For example, Section 113 extends the federal exemption from payment of licensing fees to employees of tribal health programs and urban Indian health organizations. This is a self-implementing authority.  On July 22, 2010, a letter was sent to tribal leaders indicating that the Drug Enforcement Administration has notified their field offices and the IHS that it will no longer charge tribal providers for this fee.
Section 123 gives new authority for the provision of dialysis.  However, we don’t have appropriations yet.  Section 124 provides authority for long-term care; but again, we have no appropriations for it.  We held a long-term care conference last November and got some great tribal recommendations.  Tribes have indicated they want primary control of long-term care, with IHS providing support in areas such as legal issues and interagency policy issues.  
Section 125 covers the extension of third-party collections to tribal health programs and urban Indian health organizations.  This is a self-implementing authority.  Letters have been sent to tribal leaders and urban Indian programs explaining this authority. What this means for us is that there are no longer going to be bailouts or transfers of collections from one program to the other.  Everyone gets their collections, and therefore everyone has to find a way to balance their budgets every year.  
Section 134 extends state licensure exemptions to employees of tribally operated health programs.  This is also a self-implementing authority.  So if a provider has a license in one state, they can work anywhere in IHS.  This was previously only true for IHS facilities.  It is now true for tribal programs.
Section 141 covers the facility construction list.  You may know that we have a health facility construction priority list, and given our limited appropriations, we have not made much progress on it.  This provision in the Indian Health Care Improvement Act required a congressional report on the total need, which is estimated at $2.4 billion for the current priority list, plus an additional $5 billion for the entire system need.  It is hard to make progress on that with only $29 million per year of construction funding.  
Sections 146 and 147 are examples of how the Indian Health Care Improvement Act gives authorities for demonstration projects, but implementation would require additional appropriations.  Section 157 authorizes compacting/contracting tribal programs and urban Indian health organizations to purchase federal health and life insurance for their employees.  There is a lot of interest in this provision.  The Office of Personnel Management is currently consulting with Tribes on implementation.
Section 163 directs the HHS Secretary to “confer” with urban Indian organization on matters related to Title V.  Implementation is in progress.
Section 171 authorizes the Director of IHS to facilitate advocacy for Indian health policy and promote tribal consultation.  It gives me more authority on American Indian/Alaska Native issues at the HHS level, and I have been taking advantage of that a lot by having a greater presence in HHS business.  This is self-implementing.
So there is a lot in these new laws that impact what we do on a daily basis.  We recognize that education and communication are priorities at this time. So we are taking steps to keep everyone informed:

· You can find updates on our implementation process on my Director’s Blog at www.ihs.gov;
· HHS has a website – www.healthcare.gov – that helps the public understand how health reform benefits them;
· The National Indian Health Board, National Congress of American Indians, and National Council of Urban Indian Health are helping IHS with outreach and education; and  
· We are using Dear Tribal Leader Letters to keep everyone updated.  

I am encouraging everyone in the Indian health system to learn everything they can about this important new law and its impact on Indian health care.  
The Affordable Care Act, and the reauthorization of the Indian Health Care Improvement Act, will help Tribes and the IHS provide better care to American Indian and Alaska Native people.  But we must be competitive so that our patients will still choose to use our healthcare services.  Everyone needs to learn more about this law and how it impacts us.  And we need to be planning now to make sure the impact on the Indian health system is positive and beneficial to our patients and our facilities.  
Thank you.
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