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1993

$1,524,990 

$1,540,087 

$15,097 

1994

1,646,088

1,644,195

-1,893

1995

1,707,092

1,744,221

37,129

1996

1,745,309

1,847,113

101,804

1997

1,807,269

1,945,326

138,057

1998

1,841,074

2,060,512

219,438

1999

1,950,322

2,274,992

324,670

2000

2,074,173

2,411,496

337,323

2001

2,265,663

2,610,497

344,834

2002

2,389,614

2,630,009

240,395

2003

2,475,916

2,644,996

169,080

2004

2,530,364

2,661,614

131,250

2005

$2,596,492 

2,804,211

207,719

2006

$2,692,099 

2,880,546

188,447

2007

$2,822,500 

3,045,478

222,978

Total Real Resources Lost 

FY 1993-2007

$2,676,328 

IHS  Health Services Account: 

FY 1993-FY 2005

(Dollars in Thousands)
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NPAIHB Legislative Priorities for the 110th Congress
Delivered to the National Congress of American Indians

FY 2007 IHS Budget 
Congress adjourned in December by passing a third continuing resolution that will extend funding for government operations at the FY 2006 level (or a lower rate approved by any Congressional action) through February 15, 2007.  This is unfortunate for Indian Health Service (IHS) since the House approved and Senate recommended budgets hold respectable increases for Indian health programs.  This means that woefully under-funded Indian health programs will not receive the needed funding to cover the costs of inflation and population growth.  Tribes will be forced to absorb these mandatory costs and cut health services to do it.  There is simply no other way to cover these costs.  
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The full House approved the Interior Appropriations (H. Rpt. 109-465) bill which included a $148.3 million increase (4.9%) for the IHS budget.  The Senate’s Appropriations Committee has recommended an increase of $147.5 million for the IHS (S. Rpt. 109-275); however the full Senate has not taken action.  Preliminary estimates by the NPAIHB indicate it will take $436 million to maintain current services in FY 2007.  Congressional action indicates that IHS could receive an increase of at least $147 million, leaving $289 million in unfunded mandatory costs.   Since 1993, the IHS has absorbed approximately $2.4 billion in mandatory costs.  Continuous lost purchasing power has lead to the diminishment of medical services to Indian people, putting their health and lives at risk.  

There is speculation that FY 2007 appropriations will continue to stall in the 110th Congress and a continuing resolution through the end of the fiscal year is likely.  If the Indian Health system is to meet the health needs of Indian Country, the IHS appropriations must be finalized; or an increase for IHS programs must be included in subsequent continuing resolutions.  
Recommendation: (1) Congress must provide IHS a budget increase similar to the House approved amount of $148 million; (2) Given the significant health disparities for Indian people, Congress should restore past year’s rescissions and unfunded mandatory costs by restoring at least $200 million to the IHS budget.  
CMS, Medicare and Medicaid 

The Medicare and Medicaid programs will continue to see changes in the 110th Congress, which will have a direct effect on Indian health programs.  It is expected that Congress will look to programs where savings can be reduced in order to reduce spending and control the deficit. This means the Medicare and Medicaid programs will be scrutinized for cost savings.  The Deficit Reduction Act of 2005 (DRA) will cut $39 billion in the Medicaid program over the 2006 to 2010 period, while the President’s FY 2007 budget proposed $36 billion in Medicare cuts over the next five years and a number of cost saving proposals for Medicaid.  These two important health programs have been gutted enough.  
The most significant Medicare/Medicaid concern for Indian health programs is that the unique status of Indian people as members of Tribes has been challenged by the Executive branch.  The Centers for Medicare and Medicaid (CMS) has informed states that it will not approve waiver amendments containing special provisions for American Indian and Alaska Native participation in Medicaid.  This is a departure from past CMS policy, in which American Indian people were allowed special provisions for participation in the Medicaid and SCHIP programs.  CMS indicated that such treatment would have consequences related to the Civil Rights Act of 1964.  The former CMS policy is one that acknowledges the federal government’s unique legal responsibilities under the trust obligation to provide recognized privileges to American Indians and Alaska Natives.  In recognition of the trust obligation, the Indian Health Care Improvement Act of 1976 states: 

“federal health services to maintain and improve the health of the Indians are consonant with and required by the Federal government's historical and unique legal relationship with, and resulting responsibility to, the American Indian people.”  

This standard holds that the federal government’s unique legal responsibilities under the trust obligation provide recognized privileges to American Indians and Alaska Natives.  It is a standard that permits American Indians and Alaska Natives to be treated differently in federal programs because of the political status of Tribes as sovereign nations and is the standard that should be followed by CMS in determining eligibility, access to services and cost sharing issues for American Indian and Alaska Native people.  

Moreover, Congress acknowledges the Federal trust responsibility for Indian health on a continuing basis through annual appropriations to the Department of Health and Human Services for the operation of Indian Health Service programs, in FY 2007, a total of $3.2 billion was provided for health services in Indian Country.  This budget is supplemented by $684 million collected by Indian health programs from Medicare, Medicaid and other third-party insurance sources.  By including Medicare and Medicaid collections in the IHS appropriations, Congress expects that these resources will be available to IHS and Tribes in order to provide health services to American Indian and Alaska Native people.  
Recommendations:  (1) American Indians should be exempted from premiums, deductibles, and co-payments in the Medicare and Medicaid programs; (3) Congress should introduce legislation to allow Tribal resources to be applied to “true out-of-pocket” (TROOP) costs and count toward catastrophic coverage (i.e. donut-hole) in the Medicare Part D program; (4) Since Medicaid enrollment is mandatory in the IHS Contract Health Service program, Indian people need to be assured of the following when enrolling in Medicaid:  (a) Indian people must be exempt from premiums and co-pays; (b) They will be able to choose an IHS program as their provider and that provider will able to collect an equitable payment for services provided, and; (c) Their estate will not be subject to Estate Recovery proceedings; (5) The Executive Branch and Congress should grant the necessary exemptions to Indian people to insure that Medicaid and Medicare programs not undermine the federal commitment to provide health care services to Indian people, and: (6) CMS should promulgate new regulations accepting Tribal enrollment documents and Certificate of Degree of Indian Blood as proof of U.S. Citizenship and identification.  

Indian Health Care Improvement Act 

The Indian Health Care Improvement Act (IHCIA), along with the Snyder Act of 1921, serves as the key federal laws that authorize appropriations for Indian Health Service (IHS) programs.  The IHCIA establishes the basic programmatic structure for delivery of health services to Indian people and authorizes the construction and maintenance of health care and sanitation facilities in Indian Country.   

The IHCIA died in the 109th Congress when a Department of Justice (DOJ) white paper released to Senate offices in the last hours of the pre-election session literally killed the bill.  The DOJ white paper was relied upon by members of the Republican Steering Committee to prevent passage of the bill by unanimous consent.  The IHCIA was cleared for passage after clearing the Senate Committees on Indian Affairs, Health, Education, Labor, and Pensions, and Finance.  The National Steering Committee (NSC) for the reauthorization of the IHCIA has been requesting the Administration’s view on the Indian health legislation for over three years.  In November, the Board arranged a meeting with Rueben Barrales, Deputy Assistant to the President and White House Director of Intergovernmental Affairs, to discuss the Administrations concerns and the issues presented in the DOJ white paper.  Unfortunately, DOJ and Administration officials, whose attendance had been requested, were not at the White House meeting because they were meeting with congressional committee staff separately on S. 1057 issues.  

Throughout the 108th and 109th Congresses, Tribes have negotiated in good faith to revise and delete certain provisions of the bill in order to accommodate the Administration’s concerns.  For example, all significant Medicare provisions have been stripped from the bill, removal of FTCA coverage for urban programs, revisions to Medicaid and SCHIP provisions with the Senate Finance Committee, and other compromises with the HELP Committee.  Despite Indian Country’s willingness to cooperate, the IHCIA was sabotaged by an anonymous DOJ white paper and gave two Senators reason to hold up passage of the bill.  

Recommendations:  (1) Since the IHCIA was not reauthorized, all of the IHCIA programs should be continued by Congress (2) Congress should immediately pass the IHCIA legislation in the 110th Congress and if it can not be passed as an entire bill, proposed programs should be considered for separate legislation (3) Leadership from the IHS, CMS, DOJ, and others responsible for legislative review should be directed to meet with the IHCIA National Steering Committee and its technical and legal support staff to discuss any concerns the Administration may have and provide a bill report that can be used by the responsible committees of jurisdiction.  

Special Diabetes Program for Indians 

Congress established the Special Diabetes Program for Indians (SDPI) in the Balanced Budget Act of 1997 to provide for the prevention and treatment services to address the growing problem of diabetes in Indian Country.  The SDPI provides a comprehensive source of funding to address diabetes issues in Tribal communities by providing grants to 318 programs in 35 different states that successfully provide diabetes prevention and treatment services for AI/ANs and that have resulted in short-term, intermediate, and long-term positive outcomes.  These critical programs expire October 1, 2008 and in order to continue the important work of the SDPI, the legislation must be reauthorized in the upcoming Congress.  Congress should begin to work with Tribal leaders to accomplish the reauthorization of this program.  

Recommendations:  (1) Congress should introduce legislation to reauthorize the SDPI at $200 million a year for a period of five years (FY 2009 – FY 2013); (2) the funding allocations for the newly authorized program and any special set-asides should be made through Tribal Consultation, and; (3) that funding provided by the Special Diabetes Program for Indians be subject to contracting requirements of P.L. 93-638.  

Title VI Self-Governance Legislation

When Congress enacted the Self-Governance legislation, it included a provision requiring the Department to carry out a study of the feasibility of Tribes and tribal organizations assuming responsibility for non-IHS programs of the Department of Health and Human Services.  The Title VI Self-Governance feasibility study found that such a demonstration is feasible for eleven programs of the Department.  In addition, the Secretary recommended he have authority to add as many as six additional programs during the course of the demonstration project. Tribal leaders have since developed draft language for a bill to authorize a non-IHS, HHS self-governance demonstration project. 

Recommendations: (1) The Secretary should endorse and encourage the Administration and Congress to move swiftly to enact a non-IHS self-governance demonstration project; (2) It is imperative that the Secretary instructs HHS staff to sit down with tribal leaders to work through any objections the Administration may have to the tribal bill; and (3) The Department should begin to work with Tribes in the demonstration design of Self-Governance projects for some or all of the 11 programs identified in the feasibility study. 

Transfer of the IHS Budget from Interior Appropriations Committee to the Labor-HHS Education Appropriations Committee

Both, the National Congress of American Indians (NCAI) and the Affiliated Tribes of Northwest Indians (ATNI) support moving the IHS budget from the Interior Appropriations Sub-Committee to the Labor, Health and Human Services, and Education (LHE) Appropriations Sub-Committee.  The LHE Committee handles health care related bills, and therefore understands the problems associated with health care delivery, such as medical inflationary rates.  The Interior Appropriations Subcommittee is responsible for national parks, reclamation projects, mining activities, fish and wildlife, and other natural resource programs.  It is reasoned that the IHS appropriation would benefit by being in the same pool of health expenditures that programs like Medicare, Medicaid, SCHIP, and other health programs appropriated out of the LHE Appropriations Subcommittee.  The Labor-HHS-Education subcommittees have almost always been allocated appropriation increases that match or exceed health inflation indexes.  While the Interior Appropriation Subcommittee allocations reflect natural resource program inflation rates, which generally fall below health inflation.  

Recommendation:  HHS and the Department of Interior should work to identify the feasibility and benefits/cons related to this transfer.  

Special Appropriation for Northwest Regional Youth Treatment Program

Regional Youth Treatment Centers provide drug and alcohol treatment for adolescents who are enrolled members of federally recognized Tribes.  American Indian and Alaska Native Youth are at a considerably higher risk and suffer the effects of alcohol and substance abuse at a higher rate than other non-Indian youth.  The Klamath Tribe of Oregon receives approximately $1.2 million from the Indian Health Service (IHS) to operate the Klamath Alcohol Drug Abuse (KADA) program, and is the only dual diagnosis [mental health and drug and alcohol addiction] facility for Indian youth in the United States.  KADA is currently located in a 6,500 square foot house that is over 30 years old and in considerable need of repair.  The current facility is less than adequate for housing the youth services provided by KADA.  The Klamath Tribe has had to lease an adjoining mobile trailer to house its administrative operations.  The Klamath Tribe has recently purchased approximately 6 acres of land for a future KADA building at a cost of $120,000--however does not have the necessary resources for construction of a new facility.  A new facility is drastically needed to continue to provide a safe, compassionate, healing environment for the KADA program.  

Recommendation: The NPAIHB requests Congress make a special appropriation of $5 million to the Klamath Tribe for the construction of a new facility for the Klamath Alcohol and Drug Abuse program.  This request is supported by a resolution of 43 Tribes passed by the Affiliated Tribes of Northwest Indians.  
Veterans Health Issues

The Board has long recognized the growing concerns and frustrations of American Indian and Alaska Native veterans in obtaining health services from the Indian Health Service (IHS) and Veterans Administration (VA).  The Board has passed previous resolutions supporting improved communication, information sharing, and data exchange in order to improve the quality of health services provided to veterans by the IHS and VA.  Often there are redundancies in treatment when veterans obtain health services at an IHS or VA facility.  American Indian veterans have advocated that the VA and IHS accept one another’s diagnoses without the requirement of additional diagnoses for referrals.  These conditions cause an undue burden on veterans when seeking services and are causing unnecessary costs to both the IHS and VA.  This stress often serves as a barrier to seeking health care and illness goes untreated.    Recognizing the growing importance of addressing Veteran’s health issues the VA and IHS recently signed a memorandum of understanding.  There is much work that can be done under the VA/IHS Memorandum of Understanding.  Indian Veterans have requested that the VA look at the feasibility of satellite clinics located on reservations, possibly working through the IHS to serve as a host.  

Recommendations:  (1) Working under the auspices of the VA/IHS MOU, the agencies should work to identify needs and gaps in services and develop and implement strategies to provide care to Indian Veterans; (2) The agencies should work to develop strategies for information sharing of patient records and data exchange so patients do not have to undergo a duplication of service for referrals; and (3) Finally, an interagency workgroup of representatives from the IHS, VA, and tribal health programs should be developed to oversee the implementation of the MOU.  (4) The Northwest Portland Area Indian Health Board reiterates its strong opposition to the closing of the Walla Walla VA hospital.
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