James R. Shaw, M.D., was assignecl asa pu]olic health advisor
to the BIA in 1952. He became the {irst THS Director with
the transfer in 1955 and served until 1962 He focused
initial efforts on: 1) improving the quahty of clinical care,

2) expanding prevention programs, and 3) ]oridging the gap
between the Tribal members who needed care and the health
facilities to provicle it. Dr. Shaw recognized the importance of
health statistics and built on the 1957 THS Gold Book
baseline to measure progress. He established a professional
unit to provicle reports on Indian health (e.g., morl)idity
statistics and hospital and clinic data use). The first priority
was to establish competent and high-quality medical care.
Extensive recruitment of health professionals ; the remocleling
of health facilities; and the establishment of clinical laborato-
ries, racliological services, and surgical teams were undertaken.
Funds were made available to l)uy services from private
physicians and hospitals that provided the needed care for
Indian people. Preventive services including immunizations,
prenatal and weﬂ-ba})y care, and environmental sanitation were
provicled. The passage of the 1959 Indian Sanitation
Facilities Act (Pu]olic Law 86-121) enabled the THS to build
facilities for the provision of safe water and sanitary waste
disposal. This program was critical in improving living
conditions and reducing water- and waste-borne communicable
diseases.

The 1960s

With progress Leing made in estalolishing basic health services
during the 19505, the THS shifted its emphasis to health
program management, health planning, health professional and
health occupations training for Indians, and health manage-
ment training for THS administrators. Carruth J. Wagner,
M.D,, the second director of the [HS, served from 1962 to
1965 and focused on building management skills and training
personnel at all levels to lead the program. Medical and dental
residencies were established as well as training programs for
nursing, nutrition, and environmental health.

Under the 1966-1969 1eadersl’1ip of Erwin S. (Stu) Ral)eau,
M.D,, the third THS Airector, an innovative training center

was started (Desert Willow, near Tucson, Arizona) to train
Indian community members as community health representa-
tives (CHR). The CHR program was established in 1965 to
]Jridge the existing gap between patients in the community who
needed care and health clinics and hospitals to provicle it. In
1968 , Jche CHR program ]oecame Jche first {ormal assumption
]Jy an Indian Tribe of an IHS-supported program.

Dr. Rabeau believed s’crongly in the use of scientific data to sell
programs. Health services research (the Health Programs
Systems Center (HPSC)) was established on the San Xavier
Reservation near Tucson in 1967. In
1971, HPSC became a component of a
new organizational unit of the IHS, the
Office of Research and Development
(ORD). The basic mission of the ORD
was to increase the eﬁiciency and
effectiveness of IHS service units and
to expand the participation of the
Indian community in managing its

health affairs.
The 1970s

The decade of the 1970s was one of the
most revolutionary in the history of
Indian health services. President
Richard M. Nixon’s Indian Policy
Statement of July 8, 1970, had the
most significant effect on Federal-Tndian relations since the
end of the treaty-malzing era. The President noted that
Federal-Indian relations were based on the U.S. Constitution
and on treaties between the U.S. Government and the
Governments of Indian Tribes — a Government-to-Govern-
ment rela’tionship. He advanced the concept of Tribal “self-
de’cermina’cion,” proposing that Federal programs provided to
Tribes be “taken over” and managed Ly Tribal Governments.
These new Federal policies led to landmark 1egislation to
support self-determination and improve Indian health care.




Emery A. ]oiinson, M.D., the fourth THS clirector, served
from 1969 to 1981 and is iznown to have had superior and
iegenciary poiiticai skills. He immeciiateiy recognizeci that the
remarkable ciiange in Federal Indian poiicies had tremendous
potentiai for improving Indian health services. He worked the
poiiticai channels to expan(i, health care programs, iostering
Indian ieaclership to obtain funciing for new programs.

During this periocl, Congress established President Nixon's
Government-to-Government relationship poiicy in law tiirougii
the passage of the Indian Self-Determination and Education
Assistance Act (ISDEAA) (Pui)iic Law
93-638) in 1975. The ia,w provicieci
that any Indian Tribal Government
Couic],, on request, take over the

operation of any BIA or IHS function.

Congress also established two major
national goais in the Indian Health
Care Improvement Act (IHCIA)
enacted in 1976: 1) to ensure tiie
health status of Indian peopie is
elevated to the highest possii)ie ievei,

and 2) to achieve the maximum

participation of Indian peopie in the Indian health programs.
Additional innovations included the establishment of a
sciioiarsiiip program to support preparatory and gra,c],uate
education for AI/ANS, the construction of Indian health
facilities and sanitation systems for Indian homes and commu-
nities, and autiiority to receive reimbursement tiirougii
Medicare and Medicaid programs for care rendered to Indians
eiigii)ie for services under these programs.

In the iegisiation, Congress gave the ITHS a clear mandate not
oniy to provicie medical care but also to eliminate the existing
health ciispari’cies between Indian peopie and the generai U.S.
population. The THS efforts were directed toward cleveioping
an efficient and effective health-care cleiivery system while
promoting AI/AN participation in and management of their
own health-care systems.

Health committees formed i)y individual
Tribes or intertribal organizations
evolved into more formal Area-wide

iaoarcls. In 1972, tiie Area Heaitii
Boards formed the National Indian
Health Board (NTHB). The NIHB and
the American Indian Health Care
Association (AIHCA), formed i)y the
Urban Indian Health programs, were
the first national Indian-controlled
organizations directed toward their own
health-care programs. Another strategy
to assist Indian participation and
acceptance was the promotion of

collaboration between “Western” (e.g.,
[HS) and American Indian medicine.
Collaboration had i)egun carlier with
Dr. Shaw, the iounciing director of the IHS, who considered
native healers to be important participants in improving their

communities” health.

The 1980s

The 1980s were marked i)y great increases in i-unding for
Indian health programs, speciai empiiasis on proiessionai
exceiience, construction of modern health lcaciiities, and

movement towards greater Tribal involvement. In 1981,

Everett R. Ri’ioades, M.D. (Kiowa) (1981-1993), became the
first American Indian Director of the THS — a iea(iersiiip
landmark for the Agency. His proioun(i sense of service to
Indian peopie led him to leave a successful academic career to

lead the TH S.

The IHS was elevated to Agency status within the

United States Public Health Service (USPHS) in 1988.

It had iormeriy been a Bureau within the Health Resources
and Services Administration under the Department of Health
and Human Services. For the first time, a formal consultation

process between the IHS and Tribes was i)egun in the “Tulsa



One” meeting in the mid-l()SOs. Tribal Governments were
involved in establishing and designing allocation methodologies
to be used in annual appropriations.

Attention was focused on clisparities in the level of funding for
individual Tribal and community programs, and the concept of
equity in the allocation of resources was given major attention.
Further refinement of IHS mechanisms for measuring both
the “level of need funded” and a “resource requirement
me’chodology77 was useful not only in the formulation of the
[HS ]Judge’c but also in its execution.

The 1990s

The 1990s were characterized Ly the continued evolution of
the self-determination process and the conversion of the IHS
Director position from career pul)lic health officer to political
appointee. Michael H. Trujiuo, M.D. (Laguna), IHS Director
from 1994 to 2002 and the first politica.l appointee, was

known for his strong support of self-determination.

With the passage of the ISDEAA in 1975, legislation was in
place to support the process for Tribes to contract or assume
the responsﬂ)ility for programs 1Cormer1y managed Ly the THS.
As experience was gainecl in the 1980s, the process evolved
from “self-determination” into “self-governance." In 1994,
Congress passed 1egis1a’cion to extend Tribal self-governance on
a demonstration basis to allow Tribes to contract for the
programs, services, functions, and activities within the [HS
and BIA. The success of the demonstration perio& resulted in
permanent autl'lority in 2000.

With the continued evolution of the process, the total Indian
health system became identifiable Ly distinct sectors. These
sectors include those manage(l Ly the [HS, those managed by
Tril)es, and those categorized as Urban Indian health programs,
with the total system described as “I/T/U.” With the transfer
of THS programs to Tribal entities, IHS Headquarters and
Area Offices decreased clrama’cicaﬂy in size.

The Current Status of the THS

Provi(ling services in the community has always been a

hallmark of the THS program. Charles W. Grim, D.D.S,,
M.H.S.A. (Cl’lerolzee) (2002-present), the current IHS
Director, has advocated for and enhanced the two major and
fundamental achievements of the present system of health
care for AI/ANs: 1) the (levelopment of comprehensive,
community-orientecl care, with the consolidation of preventive,
curative, environmen’cal, and local management within a single
national program; and 2) the transition from a directly
operate(l Federal program to one under the control and
direction of the local Indian community. Fundamental
changes in Indian health services continue and are suppor’ced

})y Dr. Grim.

Emphasis is on decentralized operations that are integra’ced
through 12 regions, identified as Area Ogices, and THS
Hea(lquarters, located in Roclzviﬂe, Maryland. The basic
organizational element in the IHS health care program is the
service unit, which serves the local community. [t often is a
hospital-l)ased program with outlying clinics, but many service
units are made up of one or more aml)ulatory-care facilities.
The unique mission, goal, and emphasis on comprehensive
community-]oase(l care makes the IHS one of the most
complex organizations of any type for delivering health care to
the sovereign Indian Nations.

Presently, 34 Urban programs, generauy operatecl })y local non-
governmental and non-Tribal organizations, provide various
clinical services as well as active outreach programs to assist
urban Indians in gaining access to other programs. The Urban

programs are partiaﬂy supporte(l through contracts with tl'le
[HS.

The IHS Hea&quarters integrates the vast and myriad pro-
grams operating under very different circumstances across the
Nation into a coheren’c, unified program meeting the various
mandates set 1oy Congress. Area Offices provi(le valuable
support services on a regional basis to the service units within
their juriscliction.







Federal Paternalism

Since its Leginning as an independent nation, the United
States has assumed responsil)ility for (lealing with the
indigenous peoples of this country. Article 1, section §,
clause 3 of the U.S. Constitution regula’ces commerce “with
foreign Nations and among the several States, and with
Indian Tribes.” Article I1, section 2,
clause 2, the treaty clause, grants the
Federal Government the exclusive
autllority to make treaties on behalf of

’cl’le Unite(l States. These two clauses
esta]olish the cornerstone of Federal
Indian policy.

The Federal Government has a special

“The Government'’s long-range goal for

our Indian citizens -- economic self-sufficiency,
with access to good health services, good schools
and good housing, and participation on a basis of
equality in the life of the country and community.”

- 1957 IHS Gold Book

rela’cions}lip with the Tribal Govern-
ments it has recognized. It considers
them “(lepenclent" Nations within the United States and, in
turn, assumes a trust responsi})ility to these Indian Nations
based on treaties, court determinations, and Federal laws.
The Federal Government has provi(led services to Indians for
more than 200 years. The earliest Federal services provi(led
to Indians were based on treaties and were intended to
compensate Indians for the land cessions and other benefits
grantetl to the United States. This relationsl'lip continues to
carry immense 1ega1 and moral obliga’cions.




Transfer of the Indian Health Service to
the Public Health Service

In the early 1800s, the provision of Federal health services to
Indians was part of the U.S. Army’s responsiloili’cy to control
the spread of infectious diseases and, in particular, to protect
soldiers and other non-Indians 1iving nearl)y. It was not until
1832 that Congress first appropria’ce(l funds for health care to
Indian people specificauy for
the purpose ot purchasing
quantities of the smaﬂpox
vaccine to immunize the
Indians. While the responsi-
Lili’cy for Indian health care
Legan with the War Depart-
ment, that responsi})ility was
transferred to the newly
created Depar‘tment of the
Interior in 1849.

It was not until 1908 that
the Bureau of Indian Affairs
(BIA) within the Depart-

ment of the Interior began

to develop health services for
Indians. By 1910, Congress
Legan appropriations for
health care services administered Ly the BIA. In 1921,
Congress enacted the Snycler Act, au’chorizing {'uncling for
Federal Indian health programs for the relief of Ais’cress,
conservation of healtll, and employmen’c of pl'lysicians for
Indian Tribes as well as directing the BIA to administer
programs “for the Lenefi’t, care, and assistance for the Indians
throug}lout the United States.”

In 1926, commissioned corps officers of the United States
Public Health Service (USPHS) Legan to be assigned (lirectly
to Indian health programs. During the period that responsibil-
ity for Indian health remained with the BIA, Indian advocacy

organizations and pul)lic officials felt that health care could
better be served ]:)y the USPHS under the Department of
Health, Eclucation, and Welfare (HEW) , now the Depa,rl:men’c
of Health and Human Services (HHS).

In 1954, Congress enactecl the Tra.nsfer Act to move the
responsil)ili’cy for Indian health care to HEW. In 1955 , the
Indian Health Service (IHS) became an agency within the
USPHS. Since tl'le Transfer Act, l’lealth care to AI/ANs has
improvecl significantly. In 1959, the Indian Sanitation
Facilities Act enabled sanitation to become an in’cegral part of
the national THS pul)lic health program. The provision of safe

water and sanitation has clramaticaﬂy contributed to improving

the health status of AI/ANs.

1950s and 1960s: Termination of Fed-
eral Trustees}lip Over Indians

In the 19505, the termination policy of the Federal Govern-
ment was intended to assimilate Tribes into the broader society
]Jy the rapicl termination of the Tribal/ Federal Trust relation-
sl'lip, elimination of the reservations, and relocation of Indians
to urban areas of the country. It was believed that if Indian
people were relocated from their reservations to urban and
non-reservation areas, they would assimilate into the general
society more rapicuy, move away from their traditional ways of
living , ultimately become part of the larger culture and society,
and be free from Government control and oversight. It was
also anticipa’cecl that Indian people would become more
economicaﬂy successful and, there]ay, be released from the
poverty and unemployment that existed on many of the Indian
reservations.

The result of the termination policy was the sale of Tribal
lancls, assumption of juclicial authority l)y State governments
over the terminated Indian lancls, and the righ’c of States to tax
those terminated Indian lands. It also devastated Tribal
communities ancl, in turn, Tribal customs, languages, and
cultures. During the “termination periocl,” Congress enacted



legislation that terminated the Tribal/Federal Trust rela’cionship
with 109 Tri]oes and Bands. The effect was the termination of
Tribal sovereignty for these 109 Tribes and Bands. Fortu-
na’cely, Congress has not terminated a Tribe since 19606.

1960s and 1970s: Acculturation and

Integration

Acculturation and integration of Indians into the larger uU.s.
culture and society were always goals of the U.S. Government
since it was believed that the most appropriate way to improve
their educational, social, and economic status would be if Jchey
were to learn English and the skills of the larger culture of the
country. Unfortunately, this meant that Indians would lose
their individual languages and cultural and Tribal identities.

Government ]ooarding schools were established in the mid—lgt}‘
century with the specific agenda of stripping Indians of their
languages and cultures as a way to assimilate them into the
larger society and culture of the country. Throughout the
mid-19* and the 20% centuries, Congress, Tribes, Indian
advocacy groups, governmental stuclies, social policy makers ,
and scholars debated over the appropriate manner to diminish,
destroy, or conserve Indian culture.

By the 1960s, Indians ]Jegan to advocate for their own civil
rights and self-determination. By the early 1970s, the period
of “relocation” ended. The social and pohtical movements of
the 19605 and 1970s were not missed by AI/ANs. It was
during this period that the era of “self-determination” as a
Federal policy ]oegan to emerge. Self-determination meant
that Tribes could determine their own clestiny and manage their
own Federal programs in a manner that was appropriate to
their individual Tribal communities. During this era, Indian
activist groups and Tribal and Urban Indian leaders questioned
and chaﬂenged Federal policies towards AI/ANs while asserting
their rights under hundreds of treaties that promisecl rights,
]Jenefits, and services based on their relinquishment of millions
of acres of Indian lands and other benefits to the United
States.

Evolution of Tribal Self—Determination:
Where We Are Today

During the Administration of President Richard M. Nixon
Indian self-determination progressed quiclely. In 1970,
President Nixon's Special Message to Congress called for “self-
determination without termination.” In 1975, Congress
enacted the Indian Self-Determination and Education
Assistance Act (ISDEAA), Public Law (PL.) 93-638. This
Act heralded a new era in Indian policy, which Tribes promptly
embraced. During this period, Congress passecl legislation to
restore individual Tribes that had been terminated.

In 197(), Congress passed the Indian Health Care
[mprovement Act, PL. 94-437, which proviclecl
authority for specific directives, programs, and
activities. With the passage of these leey statutes,
Tribes }Jegan to contract under the ISDEAA
programs authorized ]oy the Indian Health Care

Improvement Act.

“Self-determination
without termination”

- President Richard Nixon
Special Message on Indian Affairs

In 1994, Congress passetl 1egisla’cion to extend Tribal self-
governance on a demonstration basis to allow Tribes to
contract for the programs, services, functions, and activities at
the BIA and the IHS. The demonstration program was so
successful that Congress passed legisla’cion in 2000 to make

self-governance a permanent autl'lority for t}le IHS and t}le
BIA.

A 12ey factor in the success of the policy of Indian self-
determination is that it authorizes Tribes to plan and deliver
services appropriate to their diverse demographic, economic,
and institutional needs. There are 562, federaﬂy recognized
Tri})es, and more than 50 percent of the THS laudget is
contracted to Tribes though the ISDEAA.
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