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• 2015 Tribal Leaders Meeting: Discussion on Changing the PRC 
Formula

• Tribal Leaders: Established a Committee to study issue  and report 
back to the Tribal Leaders

• Committee Members:

▫ California Representatives to National PRC Workgroup 

▫ Tribal Health Program Leadership and Staff

• Support Function

▫ CRIHB

▫ Dr. Mark LeBeau, CEO, CRIHB



Background

• Government Accountability Office (GAO) reports for 1982, 1991,and 
2012 indicated the PRC Formula was not equal across all 12 areas 
(GAO 12-446)

• Reason base funding accounted for 82% of total PRC Funding (Step 1)

▫ Cost Adjustment Factor

 18% through Step 2 and Step 3 is used to achieve equity

• Legally under Rincon vs. Harris court case required IHS to “establish 
and consistently” have a reasonable standard for limited health 
services and facility budget.



Background cont’d.

• In 2009 the PRC workgroup recommended to not change the formula 
because of anticipated increases in 2010 PRC formula, specifically Tier 
2 and Tier 3.

• In January 2016 the National PRC Committee voted to not change the 
formula.

• See Chart (next slide)





Purchased/ Referred Care 

Appropriations, 2009-2015
• Below is a schedule which shows our analysis:



PRC Findings 7 - Year Trend (2009-2015)

National California
CA Compared to 

National Comments

PRC Base Funding  Increase (Year 2009-2015) 51.60% 68.30% 16.70%

PRC increase in Total Allocation of funding 44% 57% 13%
Difference due to 2013 
Sequestration

Net Average Annual Growth (7 Years) 2% Including Sequestration years

Average Annual Growth (4 Years) 3.00% Excluding Sequestration Years

Tier 3 Distribution in Year 2012 $2.8 Mn

PRC Increase in Year 2014 $2.95 Mn

Other Observations

California is not major benefactor of CHEF currently

Other areas receive PRC tier 3 who do not have close access to 
hospitals. 

There was some thought we had to reach 
$70,000,000 in order for PRC to hit tier 3 or no 
access to hospitals

Tier 3 is not determined by Area, but by access to hospitals



Recommendation
• Continue to monitor issue

• Recommend no change to formula (at this time)

• Focus on Step 2 & 3 as formula “Northwest Portland Area” has done 
on medical inflation category and health price index

• Work on Step 2 “Annual Adjustment” in order to receive PRC equity  
(1st priority)

• See Chart



Issues on the Horizon

• States who have not implemented Medicaid Expansion are 
discussing changing the PRC formula (Oklahoma)

• Premise: By generating 3rd party revenue (Medicaid and Affordable 
Care Act) this can be used to offset PRC costs

• State which did not implement Medicaid have less funding to pay for 
all levels of care under PRC

• We will need to monitor this issue

• We are not maximizing CHEF Funds



Summary

• We are recommending the following:

▫ No change to PRC Formula at this time

▫ Advocate for increased in Step 2 & 3 PRC Formula

 Medical Inflation 

 Price Index

 Access to Hospitals

▫ Monitor discussion on the Medicaid question (Medi-Cal)

▫ Improve CHEF claims

 $44 million allocated annually 

 California accesses on average less than ½ million




