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Tuesday, January 16, 2007
Call to Order:  Linda Holt, Chairperson, called the meeting to order at 9:10 AM.  

Invocation: Linda Holt, Chairperson gave the invocation.
Welcome: Leonard Forsman, Suquamish Chairman welcomed the NPAIHB delegation.
Roll Call: Stella Washines, Vice-Chairperson called roll:

	Burns Paiute Tribe – Absent
	Nisqually Tribe – Absent


	Chehalis Tribe – Present
	Nooksack Tribe – Absent

	Coeur d’Alene Tribe – Present

	NW Band of Shoshone – Absent


	Colville Tribe – Present

	Port Gamble Tribe – Absent


	Grand Ronde Tribe - Absent
	Puyallup Tribe – Absent


	Siletz Tribe – Absent
	Quileute Tribe – Present


	Umatilla Tribe – Present

	Quinault Nation – Present


	Warm Springs Tribe – Present
	Samish Nation – Present


	Coos, Lower Umpqua & Siuslaw Tribes – Present

	Sauk Suiattle Tribe – Present


	Coquille Tribe – Present

	Shoalwater Bay Tribe – Absent

	Cow Creek Tribe – Present
	Shoshone-Bannock Tribe – Present


	Cowlitz Tribe – Present

	Skokomish Tribe – Absent


	Hoh Tribe – Absent

	Snoqualmie Tribe – Absent


	Jamestown S-Klallam Tribe – Present
	Spokane Tribe – Absent


	Kalispel Tribe – Absent

	Squaxin Island Tribe – Present


	Klamath Tribe – Present

	Stillaguamish Tribe – Absent


	Kootenai Tribe – Absent

	Suquamish Tribe – Present


	Lower Elwha Tribe – Present

	Swinomish Tribe – Present


	Lummi Nation – Present

	Tulalip Tribe – Present


	Makah Tribe – Present

	Upper Skagit Tribe – Absent


	Muckleshoot Tribe – Absent

	Yakama Nation – Present


	Nez Perce Tribe – Present

	

	
	


NOTE: Grand Ronde Tribe arrived Tuesday evening; Port Gamble S’Klallam Tribe arrived Tuesday evening.

There are 25 delegates present, a quorum is established.

Indian Health Service Update
Robert McSwain: I want to thank Jim Roberts for sending us a list of issues that he believes you want to hear about and I will speak to those.  Before I get into topics I think it is important just to point out a few things to give a little bit of context to some of the things that have been going on with Indian Health Service in the last year.  
The first thing that I would like to report is that this is an agency that is probably funded at approximately 56% of its level of need; but what we are able to do with that 56% is really exceptional.  The Department, from the last three years, has been conducting what they call an ‘organizational assessment’ of all the operating divisions in the Department of Health and Human Services.  When they first started out everyone was sort of checking out how we’re doing and we were rated totally successful.  We worked hard.  Two years ago we were one of two original agencies, but eventually four agencies that were graded as exceptional.  What that means is we have performed exceptional on the Secretary’s priorities, some twenty odd priorities plus another sub-set of objectives.  In fact two years ago Dr. Grim met with the Deputy Secretary and said ‘I am looking for some feedback, how did we do’?  He said you did very well and continue to do what you have been doing and you will be fine.  This past year we went up again and again we were rated as exceptional.  That is fairly significant for an agency that has to do so many different things.  The exceptional rating for the agency says a lot about what the tribes, the Indian Health Service and the urban programs are really doing and how successful we have been able to do those.  

One of the things that is obviously changing just recently and I am sure that you all have kept track of it is the political landscape has changed.  Since November there has been a whole lot of discussion about what the future is going to hold.  I think there was a comment about our legislative agenda.  Clearly we have got some new players.  One thing I find I recognize over my career is that the Indian Health Service is quite political.  
If you were to ask Dr. Grim or Secretary Leavitt they would tell you that there are 733 days left in this Administration and so the sense of urgency to get a lot of things done is very clear.  The Secretary and Dr. Grim have been speaking to these issues in sort of a renewed vigor.  There are nine priorities that the Secretary has identified and those priorities match very well with the Indian Health Service.

The first one is health transparencies; it is slightly different with us, but generally speaking it has to do with patients and consumers knowing about the cost and quality of the care they are getting.  This is something that Indian Health Service is very concerned about as well and we are working on how we become more transparent in terms of the care that we are providing across the country.
Health information technology; uppermost with health information technology is the Indian Health Services’ RPMS program and certainly the implementation of the Electronic Health Record.  When we started off with this the Department became intensively interested in what we were doing and how we were doing this.  They became quite interested in how we are actually using such an electronic system to automate all our of health records.  A fair amount is being looked at and we are a significant player in the Secretary’s health information technology aspect.  The only thing that differs from what we are able to do versus what the Secretary’s expectation is is that patients have a clear connection with the health care provider and their medical records and how they know what they are getting in terms of quality of care.
The other one is Medicare prescription drug; there was a big push, as you all know, I think the Secretary was traveling around the country with the enrollment of Medicare part B.  We still wrestle with that piece because of the nature of the ability to pay for the premiums and the fact that we have been advised by counsel that we cannot use our appropriation to pay for premiums.  We are still working on some other aspects of it.  There was some legislation to enable us to use our appropriated funds to pay those premiums and therefore enable all Indian people to be covered.  The interesting thing about that whole effort is that many Indian people I run into say ‘why should I even bother signing up, I have been getting my drugs for free, are you telling me you are going to take that away from me?’ And the answer is no.  There is a disconnect between the national policy on Medicare part B and the Indian health system.

Medicaid Modernization is clearly an area that the Indian Health Service is extremely interested in because $653 million a year is collected for Medicaid/Medicare private insurance to supplement the Indian Health Service appropriations.  
The New Orleans health system, this is an objective the Secretary has taken on.  We have done extremely well, I think, in supporting the efforts in the Gulf.  In fact the Chief Medical Officer for the Phoenix Area has been down there for 6 months helping.  It is interesting to go into an area such as the Gulf and realize they have no public health infrastructure.  The infrastructure that we have and we deal with everyday is something they do not have, so they would like more of what we’ve got.  So we are providing a great deal of leadership.
Emergency Response and Commission Corp renewal; the Secretary is trying to up the level of Corp.  I know there has been a lot of discussion and perhaps Admiral Broderick can speak to more of this than I can.  But the whole notion of deployments; anytime there is a national need for commissioned officers, they are all on a deployment roster and we need more of them.  The idea behind the Emergency Response is to be able to respond to any health emergency in the United States and as we are finding out, in the world.  Dr. Vanderwagen, who use to be our Chief Medical Officer, now has moved up into the Office of the Secretary and become the Assistant Secretary for Public Health Emergency Preparedness.  It has been his work around the world, as indicated to us very concretely, that our system of providing care is a good system and everyone would like to imitate it.
Prevention; I need not say too much about prevention because we link up very well.  Dr. Grim’s health promotion/disease prevention initiative, as well as everything else the tribal people are talking about.  The best way to take care of chronic care is to prevent.  Clearly, prevention measures are upper most and Indian Health Service ranks right up there with a lot of activities going on in our communities.
Pandemic Preparedness; as you know a couple years ago the Secretary got excited about what was going to come with the pandemic flu.  They prepared every Area and I believe almost every tribe has got the template for establishing a response plan for any pandemic flu that should occur.

Personalized health care is really about the patients taking more responsibility for their own care; whether they are looking at providers or looking at the options that come to close when you go to purchase care or have it provided to you that you have more of an active role in the care that is provided to you.

Those are the nine priority areas that the Secretary has adopted and is pushing the entire Department to focus on.  The one piece that he mentioned at the meeting could actually be number ten and that is something he referred to as global health.  It is not worked out but we, the United States and Department of Health & Human Services and to some respect the Indian Health Service has been asked to participate in some international activities.  Dr. Grim has traveled internationally to Austria, New Zealand, Mexico, Canada and other locations to share how we deliver care.   In fact, I was privileged enough to meet with the Health Administrator of Viet Nam and they wanted to know, of all things, how does the US government deal with tribal governments.  They have seven distinct separate tribes in Viet Nam and they want to be able to have a relationship with them.  It is interesting that the people around the world want to know what we are doing and how we are doing them.

Special Presidential Directive 12; it has to do with security for not only just federal employees but the contractors and the need for background checks.  They are talking about SMART cards, which are cards that will tell them where they can go and can’t go.   That is where we are going and it is going to cost a lot of money.  Having said that, the senior staff right now is looking at what we consider to be ‘hard cost” and “soft cost”.  There are things that IHS is going to do that we are going to have to defer on.  The hard costs get sent to us, either by the Department or the Office of Management & Budget or the White House; and we will have to find a home for them.  Even with that Dr. Grim and I both have had the opportunity to meet with folks in the Department to say ‘look some of this has got to stop unless you are going to help us get an appropriation to handle these extra costs we can’t pay it – because to pay it is taking away from patient care.’  I say that to you simply because you need to hear that Dr. Grim is our biggest advocate.  He is making it very clear and of course he has the authority to talk to the Secretary and Deputy Secretary and share with them first hand what the impact of some of these costs is.  We are still working through some of these costs and to the extent that we also share with them something that is a little difficult for other parts of the Department and other parts of government to understand is we can’t pass that cost on excepting if tribes agree.  I think it is important for you all to know when you are dealing with this department is we have some of operating divisions that are heavy grant makers and provide funds through contracts and grants.  Very few of them actually have people like we do that actually provide medical care or health care services.  That is the assessment charges and how they are passed on to Areas and we have had a fair amount of discussion.  I will tell you one of the toughest one in all of Indian Health Service to get a dollar assessment past is your Area Director.  She does not let anything go unnoticed, she presses us very quickly to justify why, how much and why does it come to the Area.  I just want to share with you that Ms. Wilder keeps us fairly honest in Rockville.  
The last item was the status of the CSC claims and the CSC circular methodology.  Dr. Grim has been having some discussions about where we can get support for contract support costs in Congress.   To get that, it turns out that he hit upon something that was referred to as not simply 100% for new and expanded but an averaged amount.  So a person coming in door doesn’t get 100% of their contract support costs but they get averaged in at the national level of need.  That is sort of the simple terms of how the new policy will begin to address the new and expanded portion of our contract support costs.  Now, the claims, for a lack of a better terminology, you can quote me on this, “is eating our lunch.”  We currently have 450 claims and about $250 million; we are working those through and spending a fair amount of time, I think the average is about 5-6 years of claims per tribe and we are managing all of those.  What we are doing is managing in such a way, and I think it is safe to say, that Dr. Grim manages those in such a way that they move through the system and get paid for by the judgment fund.  The judgment fund folks have told us very clearly that at some point they are going to send us a bill and at that point we are going to take to Congress to help us with the claims.  Dr. Grim has always held that if we owe the tribes any amount of money, we will find some way to get.  If we can’t get it through the appropriation process then we should use whatever means is possible.
Those are my remarks.  I would welcome any questions that you might have.

Cecile Greenway:  I know that you can not give us details about the 08 budget; but are there programs similar to last year that are looked at to being slated out like the urban health programs?

Bob McSwain: You will have to wait for February 5th on that one.  There are probably programs across the government that was slated to be moved out.  
Billie Jo Settle: Weren’t we supposed to have Dr. Grim here?  I really feel that there is a lack of consultation with the tribes and I would like to see more communication with Dr. Grim, himself.

Bob McSwain: I am here on behalf of Dr. Grim.  Dr. Grim was not able to be here; we are having a real struggle in balancing his need to be downtown meeting with the Congress, meeting with the Secretary and being in the field.  As you can imagine, I rarely see him anymore because he is either out in the field or he is downtown at the Humphrey Building or on the hill.  While I am his Deputy I also manage his calendar to a large extent; so if there are particular issues that you would like to see us improve on let me know and I will make sure that he knows.  He tries to attend as many meetings as he can.  He tends to attend the national meetings and some Areas have an annual meeting in which we set him up to attend those.  The other thing is how do we make that balance with making sure he attends these meetings, while at the same time Congress wants to see him, not me as well as the Secretary wants to see him and not me.  So we try to balance that as much as we can.
Pearl Capoeman-Baller: We really do appreciate having you out here.  As you went through the Secretary’s nine priorities did I understand you correctly to say that Indian Health Service basically mirrors those nine priorities that you identified?  One of my concerns was as you identified all these issues, you also recognize that some of the mandates that are coming down from headquarters, like the electronic health record, there is not adequate resources yet we are mandated to have these in place.  Pandemic preparedness, prevention, chronic care, emergency response; those issues are all being touched on but because of the unique location of the Portland Area tribes, I do not believe that there is adequate thought given to the decisions that are made for some of these issues.  I certainly hope that it is Headquarters’ thought to work closely with tribes and consult more with tribal leaders on some of these areas.  It is all well and great to identify the issues but to really get down on the tribal level and understand how they will impact tribes; there is obviously a lot of work that needs to be done.  There are a lot of resources that are needed here that are not being touched on.  I think that you could be here for the remainder of the agenda addressing some of these issues because they are critical to us.  So, I am not sure that you really addressed the infrastructure assessments and for me that would be helpful if you could address that one more time.  How you came about that decision, how you consulted with with tribes and how that is going to affect the tribes.
Bob McSwain: What you just described would be helpful as to how Dr. Grim can address these particular issues.  I know that with the assessments we are working on a “Dear Tribal Leader letter” that says here are the assessments, this is kind of what we are having to wrestle with and these are the things that are coming to us in the form of an assessment to us and we are having to either pass it on or absorb it in some fashion.  We have this $100 million list and we are working down now.  You can break that list down in terms of what can we defer; are there soft assessments.  And there are hard assessments; which is a system acquired cost of doing business in this Department and we just need to list those out so that you know what those costs are.  That is one thing.  There is a fair amount going on with meth.  I wan to make it real clear that these nine projects that the Secretary has put forward; we in fact are saying what is it that we do that will fit into that so that we are not doing something new.  Classic point is pandemic preparedness; we want to be prepared across the country, especially in Indian country, if it were to occur.  Do we have the right number of doses of vaccine available to ensure that Indian people get them the same as someone in New York or Chicago would get them?  So, every one of these we have looked and said what are we doing? We are doing all of these things; so we will put forward what we are doing in all of these.  Prevention, every Director that I can recall has been about prevention, about a healthy lifestyle.  We are doing health promotion/disease prevention activities.  We have a council that is advising Dr. Grim as to where we would take these initiatives.  We are addressing what the Secretary’s priorities are but we are not going to replace what we currently have going on. 

Julia Davis-Wheeler: I wanted to talk about the CHS increases, application of the new formula.  This is so important to us, as tribes, because we rely on contract health services here in the Northwest.  I want to hear more on the SAMSHA consultation.  We authorized remarks for the SAMSHA policy and I do not know if Indian Health Service is aware that we are concerned about that.  The other item is the reauthorization of the Indian Health Care Improvement Act; as the past co-chair of the steering committee on the Indian Health Care Improvement Act, I think that this is an effort that is wholeheartedly supported by tribes.  I think it would be important to hear from you, as representative of Dr. Grim, on how he feels about the Indian Health Care Improvement Act; give us some kind of a report on how you feel about this.   
Bob McSwain: When you said new formula for CHS; we have never activated the old formula, the one that was consulted on CHS.  We never had enough increases to really kick it in.  So Dr. Grim has chosen to kind of split it 50/50; using one as just simply inflation increase plus using the formula on half of it.  You said ‘new’, I have got to go back and see what new is in the works now.  There have been some reviews going on on the CHS program.  We have had some discussions internally about CHS.  As we begin to move then we have had discussions with some of the committee staffers.  I think it is safe to say that in all future requests because of the nature of replacing facilities, for example.  We are replacing hospitals with health centers, which means we are moving for more dependence on CHS.  Actually the packages on staffing new facilities are including the CHS portion.  You are making the case that that the CHEF fund has got to be dealt with.  We are out of money by May because of high cost cases.  We will probably need to tell you what our priorities are as quick as we can for the 08 budget, simply because you will be in talking with your respective congress people and they need to know that we match up.
The steering committee on the Indian Health Care Improvement Act; Dr. Grim has convened the steering committee in a couple weeks.  They haven’t met for about 3 years.  We are pulling them together with the idea that they’ll be together and hopefully around the time that, I assume, Chairman Dorgan is going to be dropping the new bill into this session and that there will be some discussion about what the pros and cons are.  As you know, there has yet to be an administrative position on the Indian Health Care Improvement bill, any bill.  
Jim Roberts: With respect to the CHS formula that Julia asked you about; you indicated the 50/50 split.  That is the issue that we have concerns with is that the requirements of the new formula before it is ever implemented from the CHS workgroup was that you meet the cost of inflation, any earmarks and one other requirement and any money that was left over then would be applied using the new formula.  The issue is that there has never been enough money to apply the new formula and then carte blanche to make the decision to use a new version of the formula using 50% under the old and 50% under the new isn’t right.  I think you need to make the inflation cost and earmarks and any money that is left over would then be applied to the new formula consistent with what the CHS workgroup recommended 3 or 4 years ago.  That is the concern we have.  

Bob McSwain:  Thank you for the clarification.  I thought I understood what Julia was saying.  The issue has been that we have never had enough to have it kick in.  

Debbie Wachendorf: Thank you for attending our board meeting here in Suquamish.  The Makah will be hosting in April and I think that Dr. Grim needs to visit reservations and I really would like to invite Dr. Grim to Makah.  There is 3 months until the April meeting; that is time for you to talk to him about making a visit.  He really needs to visit the Northwest Portland Area Indian Health Board.
Bob McSwain: What are the dates?  I will give him the message and baring a request from the Secretary or President.

Jim Roberts: We talked about this in our tribal health directors meeting yesterday; I think I know what the status of Medicare like rates is.  I do believe that it is at the Office of the Secretary and Dr. Grim has approved regulations.  I haven’t heard that officially from IHS or CMS, but can you give us an update on where they are at and what the timeline is for implementation.  Secondly, what does the Agency plan on doing in terms of working with tribes to provide the training and some of the fiscal intermediary responsibilities that are affected by Blue Cross/Blue Shield of New Mexico for those tribes that adjudicate their own claims?  What is the plan to work with tribes so that they can benefit from these?
Bob McSwain: It has bounced back and forth.  Worst case scenario was that it would be out in December.  There were several issues with Medicaid and Medicare that we feel is important enough to have Dr. Grim meet with the CMS Acting Administrator, Leslie Norwalk, to begin to address a number of issues.  We are talking about Medicare like rates and we are real, real close to getting those at least cleared and through OMB now.  They had to go one more time downtown just to make sure that there has not been any significant change from their last clearance.  I will tell you one thing for sure that Medicare like rates, when it was hitting the airwaves, I received at least a dozen or more calls from the small hospitals around the country that felt like they were waking to the notion that they might be held to a cap rate and all of a sudden they are seeing that and they are looking at their bottom line.  We want to get the rates up and out as fast as possible since they have went through the first cycle of comments and cleared through OMB, because as time lingers these folks are beginning to wake up and start to look at their cost elements.  It is something that we have to watch very carefully.  I will check with Carl on the rollout of Medicare like rates.

Jim Roberts: Can you clarify the comment you made about the all inclusive rate; is that being raised by OMB or CMS issue?

Bob McSwain: It is an issue that sort of begun to raise it heads simply because of the relationships with, essentially, states.  Each state does all inclusive rates slightly different into what they allow; so they want to re-visit it.  It is a good republican thing to do, how the states manage their own decisions as opposed to us trying to cause some uniformity.  
Jim Roberts: In our health director meeting yesterday we talked about some concerns the Portland Area tribes are having with respect to getting user populations right.  I am looking at some of the health directors around the table right now, so if you can perhaps talk about some of the challenges that you all are going through on this.
Cecile Greenway: We have a user population of 812, we have a GPRA population of 1350; which actually has a more restrictive definition then the user population definition, and those are people that we provide services to, yet that is not how we are funded.  Some of the other issues that came up at the health directors meeting were data not being appropriately counted, tribes that don’t use RPMS that use other data systems not be able to appropriately or accurately enter that into the system.
Bob McSwain: I am aware of the interface problem you’re having with the data warehouse; and I think Ms. Wilder is aware of it.  There are a number of non-RPMS users having some difficulties with the interface.  I have asked Dr. Church to go back and review the interfaces just to be able to make sure that whatever the data logic is such that they are getting the full count.  Having said that, with the data warehouse moving away we are experiencing not only user pop issues but we are also beginning to experience trend lines are different coming out of both systems; which means some of our GPRA indicators may be a little off.  We are working on it.  The only thing that is going to save us, unfortunately, probably a negative more than a positive, is the fact we will not be worrying about the use of user pop this year.  But hopefully we will continue to work on the interfaces.  
Cecile Greenway: What year user pop is being used?  I thought part of the whole system was to annually update the user pop and using the most current numbers available.

Bob McSwain: We have been sort of talking about if we are having such a hard time with ‘06, then maybe drop back to ‘05 because that was the last agreed upon user pop.  The ‘06 is just all over the board for some Areas.  The overall numbers are not the issue; it is the numbers within the Areas where you have a swing.  

Cecile Greenway: When will that decision be made?

Bob McSwain: We are working on it right now.  They are issuing the final numbers for 06 out of the data warehouse right now.  

Jim Sherrill: What we saw yesterday in our health director’s meeting was a sheet that showed the growth or decline by percentage by tribe in this Area.  Some of those numbers are gross rates as high as 40%; loss is as high as 20%; but that kind of fluctuation in one year’s time does not make sense.  There is no clear explanation as to why.   To explain the degree in which that kind of change has occurred in the Portland Area is very difficult right now.  Some of them are probably quite legitimate, that it is due to growth.  So to not accept them where there is real growth is a financial burden on the tribe that has experienced that real growth.  But to rely on 2 years back user pop when there has been actual growth and user pop drives our funding formula that is restricting the capacity of the tribe that has the growth.  We really need to somehow get that system to work in a timely and accurately manner.
We have a need to reauthorize the special diabetes funds.  That is a clear area of health disparities in Indian Country and that authorization needs to be reauthorized and needs to be increased.  I am not real clear if IHS has taken a real strong position with us on that.

Bob McSwain: With regards to diabetes, we actually took it up with the ‘08 budget and we are told that we will take it up in ‘09.  The Department is certainly on notice that we are looking at ways to increase it over the $150 million.  The only other thing is we want to have some discussion about where that money comes from because it came off line before; we do not want them to drop it in our allocation.  

Jim Sherrill: The one other point to diabetes when that does get reauthorized is the issue that I have with the competitive piece.  The competitive piece eliminates small tribes; they don’t have the numbers to go out and qualify as a competitor for that portion of the diabetes funding.  Either eliminate that or bump it up enough that we can fully implement on small tribes’ level.

Bob McSwain: This might be something that you also need to talk to your congressional folks.  Thank you again.

Linda Holt: Thank you very much, Mr. McSwain, for coming here and being with us.  We appreciate it very much and hope that you will take all of our concerns back to Dr. Grim and let him know that Portland is really hammering to bring him out here.  

BREAK

SAMHSA Update 
Dr. Eric Broderick: Good morning, it certainly is nice to be back in the northwest.  I have been away from the Indian Health Service now for about a year and spent some time in the Secretary’s office.  I found it very interesting to hear your presentation, Bob and the recurring important issues that continue to confront us all.  As I heard the questions it like I could have been here a year ago, two years ago.  

We have some news that I need to update you on before I proceed.  I am happy to tell you that as of January 8, 2007 I had the distinct pleasure to swear in our new Administrator.  Dr. Terry Cline was nominated by the President and confirmed by the Senate in December.  He very much wants to come to Indian Country and visit.  He is very familiar with tribal issues; he was commissioner of mental health and substance abuse in Oklahoma, also concurrent to that he was the Secretary of Health.  He is very familiar with both public health issues and behavioral health issues.  
Our vision at SAMHSA is a life in the community for everyone.  Americans, aged 12 or older, people with addiction and serious mental illness; people who typically in this country have now voice, have no place in the community, have no place to go struggling to deal with very fundamental issues in their lives.  SAMHSA is committed to creating opportunities for folks to have a normal life, have a life in the community that we all take for granted.  SAMHSA is not a terribly large agency, we have a budget of over $3 billion and there are about 50 million people in this country with either a serious mental illness or substance abuse problems.  SAMHSA does a grant system where we provide funds to state, local and tribal communities to address a number of issues around substance abuse and mental health to foster and follow our agenda.

Given that brief glimpse of what our resources are and what the challenges are, we absolutely rely on partnerships.  I am happy to say that Dr. Cline shares my commitment and need to partner and collaborate.  Without doing that there is no way that any one entity, either large or small, can make a difference in people’s lives who are in the grips of addiction and who are faced with serious mental illness.  We reach out on a very regular basis with many entities.  One of the reasons that I came to SAMHSA was at the request of our formal Administrator to increase the emphasis on SAMHSA tribal agenda.  We continue to pursue a very robust tribal agenda that includes partnerships with tribes.

I would like to describe some of the highlights of that agenda.  Last summer a group of four tribal representatives, Linda being one of them, came to SAMHSA for about a week and read line by line nine of our grants from 2005.  They made their comments and we incorporated them into our 2007 RFA’s.  I am very happy to say that that has helped; it is not the end of the process though.  We will ask either that same group of a different group to come and look at what we issued this year.  We released grants to tribes in 2006 in the amount of about $52.8 million in new grants and an additional $13 million in supplemental grants.
We also created a cultural competence in eliminating disparities workgroup earlier this year.  Serious mental illnesses doesn’t discriminate in terms of where you might live.  We are making every attempt to make sure that a cultural competent component becomes integral in all of our policies, grants and programs that we support.

Last October I was in Sacramento at NCAI at the invitation from Assistant Attorney General for the Office Justice Program, Regina Schofield, to join her and some of her staff in a breakfast that she held with tribal leaders.  As we talked with tribal leaders about what their needs were particularly around issues tat dealt with substance abuse.  Methamphetamine came up very quickly in that group as something the tribal leaders were very concerned about.  One of the things that tribal leaders asked and suggested that we is provide technical assistance to tribes to help them be more successful as they compete for resources both from the Department of Justice and the Department of Health & Human Services.  We were joined by a number of other federal partners.  In mid December the first of four technical assistance sessions was held in Palm Springs.  The session was attended by nearly 200 participants.  We received a number of great comments and feedback, which will form our additional three sessions.  One of the things that were said was that they appreciated the opportunity to have the chance to speak with multiple federal agencies that deal with the same thing.  

There are a number of issues that SAMHSA is focused on based on feedback that we have gotten from tribal leaders at the HHS consultation sessions over the last several years.  Two principle ones are methamphetamine abuse in Indian country and the need to address suicide and suicide prevention in Indian country.  I would like to talk a little bit about both of those issues and what we have underway with regard to them.    
Methamphetamine abuse; the Department of Justice has a number of programs.  The Office of National Drug Control Policy has a number of programs, as well as the Office of Intergovernmental Affairs.  There are a lot of people who are aware of the problem and working on many different aspects of us.  There is a clear need to coordinate and collaborate on our efforts to make sure that in the end everything that we can do to fight this is done.  The initiative within the Department of Health and Human Services was begun last summer and is lead by the Office of Minority Health.  The Office of Minority Health, SAMHSA and National Institutes of Health and the Indian Health Service formed a partnership in the last fiscal year.  We contributed resources to a meth initiative.  The Northwest Portland Area Indian Health Board is a partner in this; along with the United South and Eastern Tribes and the National Congress of American Indians all providing the technical assistance.  The One Sky Center in Portland is providing some technical expertise and five tribes are involved in the project at this point in time; the Crow Tribe in Montana, the Northern Arapaho Tribe in Wyoming, the Navajo Nation in Arizona/New Mexico, the Winnebago Tribe of Nebraska and the Choctaw Nation of Oklahoma.  Those funds were obligated at the end of last fiscal year and are being worked through the Association of American Indian Physicians.  I believe the funds are just about to arrive at Portland.  Hopefully very soon those funds will be applied and we will be able to start that project.  I believe that the project is going to take several years.  Obliviously there will need to be funds obligated from year to the next.  The project that has been designed thus far is a 3-year project.  As time goes we will increase the number of federal partners that bring resources to the table but also the number of tribes who are actively engaged in the project.  We have very high expectations.  One individual whom will be engaged in that process is Trudy Anderson, who was the former Executive Director of the Alaska Health Board.  She is housed at the Northwest Portland Area Indian Health Board as the overall Project Coordinator on the tribal side.  Within HHS I have asked the Senior Advisor for Substance Abuse, Beverly Watts Davis to help coordinate from the Federal side all the federal partners and to work with tribal communities as well.  Those of you who may be engaged in project will no doubt see and meet Beverly very soon, as well as Trudy.  We have others who are interested and we will engage them as the budget situation for this fiscal year becomes more clear.  It clearly will require more resources.  

The interesting thing about the other project that I mentioned, the project that is led out of the White House Intergovernmental Affairs and is headed by the Office of National Drug Control Policy.  Of the four tribes that they selected competitively, two of those tribes are the same tribes that HHS selected; the Navajo Nation and the Crow Tribe.  We have had a number of meetings with ONDCP about how to bring these projects together and coordinate more closely the work that we are both doing.  

We have also had other partnerships with various entities around meth.  We collaborated with the Office of National Drug Control Policy, the Office of Justice Programs, Bureau of Justice Assistance within the Department of Justice and the National Alliance for Model State Drug Laws on regional planning to address meth use.  Through this partnership four regional planning events have been designed to help states with legislative and policy efforts to combat meth use.  We are working very diligently to make sure that tribes are included in these sessions and in fact tribal representatives are being sought for the 21-person state team that are dealing with this particular issue.  These teams are multi-disciplinary and also include representatives of the substance abuse programs, law enforcement agencies and the criminal justice system, community coalition and county, state and local and tribal municipalities to address meth in a coordinated way.    

We also continue to co-sponsor the annual national behavioral health conference with the Indian Health Service.  We use this conference to open avenues for collaboration in Indian country.  That conference will be held this year in June in San Diego.  It will be the fifth national conference that we have collaborated with the Indian Health Service on.  It has resulted in many good partnerships and networks that have reached across tribes, as well as our two agencies.  
For the first time the annual National Native American Law Enforcement Association training conference, which was held in November, included a major collaboration between law enforcement and behavioral health agencies to develop a methamphetamine abuse training track.  

To effectively prevent methamphetamine abuse we must involve our communities and focus our prevention resources.  To bring focus to our prevention efforts SAMHSA launched a prevention framework which we call Strategic Prevention Framework (SPF) incentive grant.  This year we took the grant program that has been around for a couple of years; public health approach for substance abuse prevention.  It begins with a needs assessment and a project plan and then implementation and evaluation.  This year about 18 grants were awarded and of the 18 that went out one third went to tribes.  The two entities that scored the highest in the independent review of those grants were tribal organizations.  It is very rewarding to me to see that tribes are able to compete for grants and to see tribes making good headway in SPF program in terms of representation and acquisition of new awards.  

While it is critical to keep prevention services at the top of the priority list it is also critical to understand how treatment works.  Many many people I have talked to over the last year or so are very concerned about it.  There is an urban legend that ‘you can’t treat meth’; I am here to tell you you can treat meth.  There are some promising practices that we know work; there are some things that you need to do differently then the way you treat alcohol abuse, for instance.  It takes long to treat them, it takes intense treatment and often times if they have been a meth user for a long time, when they are done with treatment and recovery they are not quite the same person as the person who was there before.  Recovery support services are extremely important.  It is critical, critical, critical that the programs that are designed include recovery support services.  
Let me turn now to talk a little bit about suicide prevention.  The second issue the tribal leaders have wanted to hear about is their concern for and request for assistance around suicide prevention.  In 2004, 106,000 people visited emergency rooms as a result of drug related suicide attempts.  A number of tribal communities have experienced this particular tragedy and it has become a focus for SAMHSA in terms of application of resources for those communities, both after they have been affected, which is not how it should work, with even human resources or fiscal resources to help those communities address that.  We have also focused grant programs around suicide prevention.  We have issued about eight suicide prevention grants to tribes this past fiscal year and look forward to doing similarly next year.  We also operate through a grant program a suicide prevention hot line, 1/800-273-TALK, which is a 24-hour toll free suicide prevention hotline available to anyone in suicidal crisis. The way it works is that anyone can call that number in the Country and it is routed to a network of about 120 suicide prevention counseling centers and is routed to the one that happens to be closest to their home.  We are working with a number of tribes to improve the life line as part of their suicide prevention program in their communities.  
In 2002 SAMHSA convened a group of experts to develop a national plan on suicide prevention and one of the things that the plan called for is the establishment of an Executive Steering Committee.  I am happy to tell you that we are committed to making sure that native people are represented on that steering committee.  I have had a number of people approach me with an interest in participating.  The group is just now in the formative stages.  If you are interested in participating please feel free to contact me.  Mo decisions have been made but we have gone on record that Indian people will be represented on that group.  
Another program that has an important component with regard to suicide prevention is the Access to Recovery Program.  Of the 106,000 people I spoke of earlier 41% of them had a documentable mental health diagnosis.  There is a huge issue of co-occurring disorders around suicide and around people with mental health and addictive disorders in general.  We know that you cannot treat one and not treat the other and expect the person to get well.  We have a couple of grants that deal with co-occurring disorders, specifically our co-occurring disorders incentive grant.  We are in the process this year of doing a tribal policy academy around co-occurring disorders to help tribes that choose to participate in that policy academy develop the capacity to run associate grants and apply for them.  The details will be made later in the fiscal year.

The other one is a program that is already in place, our Access to Recovery Program.  The ARP allows people to pursue recovery through many different personal pathways; that includes transforming power to faith and culture.  There are fourteen of these grants and one of them is the CRIHB and they are showing very good progress with regards to using Indian culture as a very important component of the recovery process.  

There are two other items I would like to mention as part of our tribal agenda.  One is the revision of SAMHSA consultation policy.  As you know, Secretary Thompson was trying to revise HHS consultation policy in January 2005.  Last year we took that policy and we developed a draft, if you will.  We then took the draft document and convened a group of tribal folks to provide technical expertise to us to provide guidance until the revision was processed.  They worked for about 3-4 days last summer to make revisions and completed that process in the fall.  The document was sent out to all tribal leaders with a comment period which ended December 31, 2006.  We are in the process of compiling those comments.  We have just taken those comments that we received and sent them back to the individuals who assisted us and they will make some further revisions to the draft policy based upon the comments we received.  It is my goal to have the policy in place in February.

I cam to SAMHSA to work on tribal issues and I guess things being what they were I never really had a chance to do it full time.  I was there a very short period of time when I was asked to be the Acting Deputy and then the Administrator and I was the Acting Administrator.  So what I did was hire some more people to work on it.  We have two full time staff now working on tribal issues.  We also have a group of liaisons at SAMHSA to help coordinate across our Agency tribal issues.  One thing we are working on right now is the formation of a tribal advisory group similar to the one that is in place with CDC, NIH, IHS and CMS.  We have gotten quite a few people who either nominated others or volunteered to participate.  We hope to form that advisory committee very soon.  

There is much activity at SAMHSA around tribal issues.  There is much that remains to be done and we very much look forward to the opportunity to work with you on a regular basis to confront these very important issues in Indian country.  Thank you.

Cecilia Greenway: We provide a lot of chemical dependency service, about 35% of the patients in our chemical dependency program have meth as their primary substance abuse and we actually have had slightly better outcome for meth then we do for alcohol.  When you talk about recovery services that are critically important, but trying to find resources to implement recovery services is substantially harder and with the recent changes in the DRA that affect state TANF programs that is going to actually deem it harder.  How is SAMHSA working ACF in implementing those new guidelines and are there any funds available.         
Dr. Broderick:  Within SAMHSA we’ve got two grant programs that deal with recovery support.  The biggest one is the AER program.  It focuses on the inclusion of vouchers to allow them to provide recovery support services.  It has been fairly controversial, to say the least, in the Congress.  If we end up with an annual CR one of the weird things is that because AER was authorized in 2006 and funded in 2006 and we get a 2006 budget in 2007 we will have the authority to do AER.  We do not have one yet.  There is a component of $25 million specifically for AER for meth.  At this point in time I am more optimistic; we will know once the Congress acts.  With regards to TANF programs and how we can use that set of regulations to its full benefit to make funds available within the TANF program for that.  I do not know how we will come out at this point; we will have an ongoing working dialogue with ACF to try addressing it as best we can.  It is something that we are all aware of.  
Department of Justice Update
Gena Tyner-Dawson:  Thank you for inviting me here and on behalf of Regina Schofield she sends her greetings too.  We have a lot going on at the Department of Justice.  She brought me on board in September 2006 and one of Regina’s top priorities is to expand our outreach to tribes and to improve tribal access to our resources and increase the access to resources and for us at the Department of Justice and in the office of Justice Programs.  I have given all of you the OJP Strategic Plan for our office.  Our mission overall is to increase the public safety and improve the Administration of Justice.  At the Office of Justice Program we have a budget of about $3.5 billion.  As stated earlier, we too are on a Continuing Resolution.  Meanwhile, we have chosen to go ahead and put our grant notifications out there and try to make sure we continue on as best we can, so that we can be ready.  

Our Bureau of Justice Assistance, Tribal Courts Assistance Program we have awarded about 300 grants totaling about $60 million to help tribes plan, enhance, and implement core populations.  The Indian Alcohol and Substance Abuse Programs; we have awarded 65 grants to tribes to help them reduce and control crime associated with alcohol and controlled substances.

We are working with 23 tribes to plan and construct correctional facilities on tribal lands.  There’s the facilities issue, does it involve treatment centers?  We really have not gone down that track with the Office of Justice Program; that mostly lies in the hands of the Bureau of Indian Affairs.  But we do coordinate and work with the Department of the Interior and Bureau of Indian Affairs on planning, designing and doing renovations in construction on Indian land.  

Another area that Ms. Schofield has focused on is getting our own house in order internally.  She established a Justice Program Council on Native American Affairs soon as her arrival there.  We will meet again January 29, 2007 internally.  

We must also take a look at our own statistics in Indian Country and I want to share just a few of them with you.  I think it is important that we look at some of these statistics; we have to look at these areas in order to effect change and bring it to the attention of everyone.  From 1976 to 2001 an estimated 3,738 American Indians were murdered; among American Indians age 25-34, the rate of violent crime victimizations was more than 2 ½ times the rate for all persons the same age; and rates of violent victimization for both males and females were higher for American Indians than for all races.  Approximately 45% of all violent victimization against American Indians was against women.  Native women experience victimization double the rate, 86 per 1000, compared to 35 per 1000, for women of all other races.  American Indians were victims of rape or sexual assault double the rate for members of all other races.  American Indian victims were more than likely to be forced by an offender who was under the influence of alcohol at the time of the crime.  Overall about 62% of American Indian victims experienced violence by an offender using alcohol compared to only 42% for the national average.  As you can see there are gross disparities again.  We are looking forward to working with all of you on changes. 

We also want to know how we can get information to you more quickly; how we can provide you with better training and how we can make sure our funding responds to your needs.  

You emphasized the need to improve tribal capacity and infrastructure through tribal training and technical assistance to tribal communities.  Dr. Broderick mentioned this earlier this morning.  There is a series of four TT/TA sessions that will be held across the country, beginning in December 2006 and concluding in August 2007.  The next one will be March 27-29, 2007 at Mystic Lake, Minnesota.  We will focus on tribal priorities related to public safety for your families and communities, and address drugs, tribal court systems, multi-jurisdictional coordination and communication, sexual offender registry, and other law enforcement areas.  The March session will focus on methamphetamine training, so we will set up pre-sessions to these days, probably focusing on day long trainings.  We want it to be multi-displinary, we know that it needs to impact law enforcement officers and judges, we know that it needs to be training that has meaning to health providers, mental health providers.  Whatever we can bring together in those days preceding our tribal training, technical assistance sessions we are willing to do so and we just want to give you an advance notice it will include meth.

Certainly for us the impact of meth on children and youth is an important part of our efforts.  Our Office of Victims and Crime has developed a national drug endangered children resource center.  We are trying to focus on how drugs are impacting our children and youth.  The resource center will provide current information to tribes, as well as state and federal agencies on how to help children hurt by drugs, including meth.  We hope that the center will be an invaluable tool for the communities; certainly for those who are most vulnerable to meth abuse.  We are also responsible for methresources.gov at the Department of Justice; we have the primary responsibility for that.  If you do not already have it as an active web link please insert it.  

Our National Institute of Justice also does research and studies on American Indian/Alaska Native population and administers grants along with that process.  We work on telecommunications and infrastructure; right now broadband and telecommunications in Indian country is less than 15% per the FCC.  Basic telephone services run about 68% and in some Indian communities only 34%.  We realize the limitations on technology that is out there and we are trying to address that.

We have what is called is the Global Justice Information Sharing initiative and it is designed to include tribal, federal, state, local and international organizations that will work together to become the chief justice information sharing. It is a critical important part of communications infrastructure in Indian Country that your law enforcement jurisdictions are able to communicate across the boundaries.  

In July we launched the national sex offender public website; that offers members of the public immediate and centralized access to information about sex offenders throughout Indian country.  It provides a critical tool for parents to protect their children from sexual predators.  Our goal is certainly to get the tribes brought on line and we are working on this.  We have all 50 states, District of Columbia and Guam on line; several tribes are already working to developing registries and our objective is to link these and other tribes to the national site.  

We are responsible for implementing the Adam Walsh Child Protection & Safety Act that involves this registry.  The Office of Justice Programs is setting up the SMART office and the new person in charge of that office is Laura Rogers.  We anticipate much more information about it at the March session.  It does have Indian specific information that they will discuss.  
The other area is AMBER alert; Ms Schofield is the national AMBER Alert Coordinator for missing children.  AMBER is responsible for recovering about 305 children to date and most of those have happened in the last 4 years because jurisdictions are cooperating.  It wasn’t something thought about much in Indian country until recently at Red Lake, we had 2 little boys that went missing.  It did not qualify as an AMBER Alert because there was not an actual predator or abductor seen and that is one of the criteria to fit AMBER, no matter what the jurisdiction; but it caused everything else to be implemented.  We have an entire infrastructure, communication network that goes into place when a child goes missing and that was all put into place for those two Indian children from the Red Lake Reservation.  One of the things that Ms. Schofield has done is she has set aside $5 million where she is going to try and help tribes develop AMBER alert plan so that they can be brought into this national AMBER alert system.  She held a session last July in Albuquerque for tribal leaders on this topic.  We have heard back from tribes that they are interested.  There are a lot of requirements to implement it though.  I look forward to sharing more information with you about that in the future.

I mentioned earlier the Office for Victims of Crime and Office of Juvenile Justice and Delinquency Prevention.  That is who primarily serves our youth and then we follow with the Children Justice Act.  This year we awarded some $3.5 million to support 30 additional tribal victim assistance programs and of improving handling of child abuse cases.  We have expanded our outreach to all federally recognized tribes.  We now make sure that tribes in PL280 states with high populations have access to these programs.  We are hoping that with Promising Practices we awarded funds to 8 tribes to help them tap base faith organizations and counseling projects.  
Through the tribal youth program we have funded 177 tribes for 6 years to support youth development efforts and juvenile accountability.  The tribal youth program is an important part of our outreach.  The Boys and Girls Club has been an important partner for us.  We will convene a national meeting in Florida in mid-February to further strengthen those programs through the Department of Justice.  

Ms. Schofield made a promise to tribal leaders; so she launched a tribal justice and safety in Indian Country website on November 28, 2006.  This is being accessed and being used quite a bit already; most of the inquires come to my desk and a webmaster’s desk.  I hope it is a valuable resource to all of you.  We tried to make the web site user friendly; there is even a kid’s page.  The address is www.tribaljusticeandsafety.gov.

Ms. Schofield is currently looking forward to working with all you on health matters as well as public safety matters.  She is a friend to you in Indian country.  Thank you for your time.  

Cecilia Greenway: The Adam Walsh law appears like it is going to change the ability of many tribal families to be foster parents for tribal kids, with the reduction in age, the inclusion of infants who may be in the home and I am very concerned.  Some foster parents I have talked to said they are not going to have their 12 year old children have to go through that process.  Is there any flexibility in implementation that may address the difference dynamics within Indian Country?
Gene Tyner-Dawson: I do not know, as far as the area you are speaking to.  You may make a direct inquiry to our office and I will be happy to give you the contact information.  You are welcome to attend the March session and that is an excellent topic for discussion.
Jim Sherrill: I may be the representing the only tribe in the country that fits this category, but we are an on reservation-based tribe with no court system.  When I see grants that have some appeal to me as the Health & Human Services Director I send it to the grant writer and I get a response back saying we are not eligible because we do not have court system and that includes those that look like they might be good treatment programs for those Indian people who reside in our service area that are going through county court.  I think there is something we could be doing there if we had access to those grants.  My request, from our perspective, is to allow tribes that do not have their own court system to enter into a collaborative approach with whatever court system they use to apply for those grants.

Gena Tyner-Dawson: Ms. Schofield is having us take a very close look at the current grant policy of the Office of Justice Program and the eligibility requirements.  Everything from how long it takes to get an application in to further clarifying who is eligible, who is not.  Certainly there are statutory requirements on those that are eligible as far as federally recognized tribe and we have not typically administered grants for non-federally recognized or state tribes.  It comes down to the nuance of whether or not you have a court system, or whether or not your law enforcement is provided the Bureau of Indian Affairs or under contracting 638 or self governance compacting; all impact how you may wish to apply.  There is more often discretion in that area that you are raising than in others and that is part of what we are looking at.  I do not want to overstate what the Bureau of Justice Assistance may have already sent out and I have a feeling that is what you are referring to.  It could be juvenile justice as well.  Please know that we are looking at all of our grants, I have actually have a list of 80+ grants, to look at where we have discretion and perhaps create that flexibility that may not be there today.  Perhaps in the ’08 grant process and we once again ask you to come to our session.  

LUNCH

Pandemic Flu Exercise

Whitney Jones: On October 18, 2006 we, in conjunction with Mason County, had an emergency preparedness full scale exercise.  I was actually at the board meeting and Ed was the representative for Squaxin who participated in the exercise.  One of the reasons we had Ed listed on the agenda were so that he could answer any questions that you might have had about what happens there; so I will not be able to answer those because I was here at the board meeting.  But, included in your packet as #1 is the Squaxin Island Tribe’s Pandemic Flu Plan; specific to when we are in an emergency exercise. (Attachment #3)  

Area Director Report
Doni Wilder: A power point presentation was given (Attachment #4)  Bob McSwain mentioned and Pearl asked about assessments because I think the last time we were together I advised you that we had been tapped for over $200,000 last year for unexpected assessments.  We did have a meeting where Area Directors talked about it and they are going to have a workgroup that is going to take a closer look at those and I had volunteered to be on it.  I understand what they are; I understand why they have to pass those down to Areas and hopefully can support all the methodology they use for the individual line, if they have to do another assessment this year.  

Yesterday the health directors met with some of our staff to talk about the facilities priority system.  We do have a February 15, 2007 due date for all Area data to be in.  There is a copy of that letter in your packet.  What that means for us is we have been focusing on the regional facility concept and regional hospital concept and so for us it means that we have to, as an Area, with as much input as possible make some of these preliminary decisions on what workloads we are going to say would use those particular facilities.  We have talked about this with the work group a little bit.  This is phase I and we are just going to have to make some decisions now that we may never have to live with.  We’ve looked at a lot of different scenarios about how these would be scored, what the likelihood of who would access these regional facilities.  If you weren’t at the Tribal Health Director’s meeting I would encourage you to visit with the members of the committee or our staff and we are looking for your feedback.  I think you have decided to have a workgroup meeting, but we will need to have all your information in by February 15, 2007.  We will have to say in a written document what the user population that we expect, what the workload we expect would use a regional facility.  

I thought I would this up front and get it out of the way.  This is the year, even though it has been worked on for a long time, where the Agency was transitioning from the National Patient Information Registration system to the National Data Warehouse.  Both systems collected data this year but we were told ‘this will be the year when workload and user count will come from the information submitted to the National Data Warehouse.’  We put many, many pieces of information out to tribes – reminders to get your workload data in and we did a really good job in the Area of getting out data in.  It was a problem on our end, we don’t think, in terms of getting data sent but there are still problems, I think big problems.  We have concerns about the how the CHS data is received and counted for.  We have evidence that there were some transmissions made that didn’t show up.  It is an issue that we need to work on.  So time was running out and we had to ask for an adjustment, we would have had to ask for an adjustment for about half the tribes because that was how big the differences were.  Also, we had a total overall decrease for the Area and that was our other concern, which we didn’t feel could be the case.  We ended up asking for just a flat overall increase across the board and they said yes.  That is where we are.  The reason we did that is because there is probably not going to be a pot of money that gets distributed this year based on user count.  If we get any money it will be mandatories, payouts, and those do not use user counts.  So if there is we will bring everybody in and take a look at it.  There is going to be a national discussion when the Area Directors meet.

Barbara Finkbonner: I do not understand why you couldn’t use our local RPMS data on that; our numbers are very different than others.

Doni Wilder:  One of the reasons, and there are probably more than one, is because you would duplicates, you have people seen in different places.  The idea is to have single use user count.  I think that was the proposal, was that everyone would certify their own user numbers.  Because it is suppose to consistent nationwide, I do not know what the whole answer is on that; but there would be duplications obviously.
Pearl Capoeman-Baller: So we have to accept your inconsistent data rather than what the tribes could provide?

Doni Wilder: Yes, I do not know what to tell you.  The percentage adjustment, 1.2% increase over your’05 figure.  

Cecilia Greenway: We know that there has been growth; we had 21 births last year, which equals more than 1.2% increase; is that irrelevant?

Doni Wilder: It is not irrelevant, if we get some money that’s distributed based on user count we will bring a group in and take a hard look at the numbers.  But, it was hard for me to put out figures; it wasn’t something we were comfortable with.  This was sort of the lesser of two evils.  If we end up using it for any purpose this year we will bring the group in and will go back and look at the hard data that came in.

Mark Johnston: We all need to remember that the user counts are a combination of your CHS, which shouldn’t fluctuate very much, but the other part of the user count is your workload; where you get a percentage of the non-affiliates and depending on the year that you have that could significantly change year end user population.  Is it possible for us to actually see the data that you are talking about, these large fluctuations, so we can see what you guys are actually seeing and possibly look and see if it is something locally for us that we could be doing better at our site and correct any problems on our end.

Doni Wilder: We use to have the workload data regularly, so you should have seen all of the workload data.

Mark Johnston: I am not just talking about workload data; I am talking about the whole formula.  What did we get for CHS, what did we get for workload and how did that relate to how many of the non-affiliated we received in each county.  All we have here is the 1.2% increase.

Doni Wilder: Yes, we can show you how we made that distribution for ’05; but for ’06 we need to go back and re-calculate because we just got that percentage increase, so we didn’t do the recalculation on the unaffiliated based on workload.  

Mark Johnston: As a dental only site we do not get workload numbers sent to us; is there a possibility of adding dental to the ABC1A, so we can see that on a monthly basis?

Doni Wilder: We have sent out dental before; if you aren’t getting it regularly Dr. Crow was suppose to be sending that out.  

I talked several times about the OMB part and the tribal programs, as you know, were scored and only got a score of 69.  The reasons cited for that low score was the lack of data and measuring performance.  OMB made some recommendations to the Agency and those are described in a letter that is in your packet from Dr. Grim to Area Directors.  Their recommendations was that the Agency increase proportion to tribal programs providing performance data to a minimum of 90% of program by FY 08 and that IHS should negotiate and require performance data when renewing contracts, compacts and funding agreements.  When you read the letter you will see obviously Dr. Grim recognizes that we do not have the authority to unilaterally negotiate and require that data.  But he is asking the Area Directors to approach their tribes and to try to negotiate that into ’08 funding agreements and we are basically talking GPRA data here.  That might require a little more than just the telephone call negotiations next year.  Most of you are doing it now; so if you don’t have any objections about doing that I would encourage you to do that.  Portland Area – 58% of tribes report GPRA data and 67% of the tribes that operate a clinic report GPRA data.  The 67% covers 79% of our user population so we are a little short.  If we get a couple of tribes that do not report right now to report we would be close; I think the problem is a couple of them do not use RPMS.  
Tomorrow Dr. Becker is going to talk about this, but I just wanted to let you know what the Agency, what the Portland Area is doing about the HPV vaccine for girls.  It has been recommended and protects against types of human papillomavirus, responsible for most of the cases for cervical cancer and genital warts.  It does not eliminate the need for regular Pap smears, but it definitely provides some protection.  The America Indian death rate for cervical cancer is higher than for US all races; except that is not the case for the Portland Area, we are lucky in that sense but that isn’t a reason to not do it.  IN the Area Office we decided to adopt a goal for the federal service units that by September 30, 2007, 50% of 11-18 year old females at IHS facilities will have received at least the first HPV immunization.  That is a series of three shots.  We want to challenge all of you guys.  We might refine that goal a bit depending on what things are occurring in terms of the vaccine.  The states are going to receive vaccine from CDC.  Oregon is already supplying IHS and tribal sites; we have already done our first immunizations.  Idaho will start providing the vaccine to tribes in February.  We are working with Washington to get that commitment; they say they need to have their legislature meet first.  I just saw an email yesterday from CDC that is giving the states some instructions to address high risk populations.  
For those of you that purchase your pharmaceuticals through the prime vendor that you would have to begin accessing that through the National Service and Supply Center in Oklahoma, because that was the instructions that we were given.  Other than an effort to have some fairness across the country because those areas and tribes, and there are some from the Portland Area who have access through the NSSC, have through the fee that they paid been supporting the work of the National Pharmaceutical and Therapeutics Committee and also been physically flat footing the bill for some contracting that has gone on within the Agency for some lower cost on specific drugs that are lower than what is negotiated nationally by VA.  We were advised that we were going to have to make this move and that no longer would you come through us.  We sent out a letter advising you of that and then we learned that NSSC wasn’t ready to assume this function and so we sent you another letter telling you to continue to come through us.  We didn’t withhold any money because the change was going to happen.  We will just have to keep you advised and they tell us that it will be February when that transition takes place.

The Computerized Public Health Activities Data System (CPHAD), this is a real feather in the Portland Area cap and something that we thought of and worked.  This came out of a continued request from the Department; who wanted to look at the productivity of providers.  We do all these public health activities that they don’t do and our providers do a lot of that.  People felt a little bit uneasy about just looking at productivity in terms of patients seen, but also felt the need to somehow collect and be able to demonstrate the public health activities that our providers to.  We had a group that worked on this and we developed a new RPMS package and it tracks how much time is spent on public health activities.  It tracks the hours devoted to important public health issues and analyzes time to implement specific initiatives.

Mr. McSwain talked about this and I imagine Jim will too; so you do not need to hear it again from me regarding the FY07 budget and continuing resolution.  Loretta Beaumont retired and I think many of us in this Area that worked with Loretta for years and years.  From some emails I received it seems she is looking for some consultant work in her retirement years; so if there is any interest I am sure she would welcome it.

We had our first consultation meeting on the ’08 budget in December.  I think we only had about 14-16 tribes show up.  The national meeting is in February.  I was assured by Don Hornback that the narrative is being worked on and finalized.  We have Andy and Linda going to the national meeting.

It looks like they are going to have their regional consultation meeting March 21-22, 2007 in Seattle.  We want to link the All Tribes meeting to that so it looks like that will be March 20, 2007.    
There is a new bill, S.85, Indian Tribes Methamphetamine Reduction Grants Act of 2007.  It has been introduced in the Senate.  

Performance contracts – Dr. Grim’s final performance contract for ’07 is in your packet.  It is a little late.  The Agency evaluation was rated exceptional for last 2 years.

Mark Johnston: A couple weeks ago I was meeting with a tribal council member going through our AFA and explaining the negotiation process and the question came up about how difficult a process is that and I was thinking it is really not anymore and it reminded me of what it was like 12-13 years ago during negotiation process.  I just want to acknowledge your staff, for us they are incredibly responsive and I think they have a true heart for Indian people.  People like Roselyn, Cheryl, Gene and Rich and I am sure I am leaving a ton of them out, but I think it is a reflection of your leadership and I just wanted to thank you for that.

Doni Wilder: Just to let you know one of the things we are doing in that shop is training people because it is a place we are going to have some changes.  Denise Imhold, she is taking on some Project Officer responsibilities.  We are probably going to have another spot before we lose any more of that brain power expertise out of the Area Office.  Thanks, Mark and I will let those folks know.

Executive Director Report
Joe Finkbonner:  A power point presentation was given.  (Attachment #5)
IHS Annual Portland Area GPRA Awards
Cheryl Bittle and Mary Brickell:  Presentation of awards were given to the following tribes:
Coeur d’Alene Tribe

Warm Springs Tribe

Shoalwater Bay Tribe

Yakama Tribe

Makah Tribe

Quinault Tribe

Lummi Tribe

Cow Creek Tribe

Shoshone Bannock Tribe
Siletz Tribe

Western Oregon Service Unit

Colville Tribe

Muckleshoot Tribe

Nez Perce Tribe

Quileute Tribe

I have to share with you, I was looking for how much it would cost in the Portland Area for a case of pnenomia, so I called Shoalwater Bay thinking they had a clean data base and could easily give me the number.  They tried to find an admitting diagnosis of pnenomia only, they didn’t have one in the last 2 years; so that gives you an idea of getting the nunivac shot, what could be beginning to helping your patients have less disease.  We are going to be working with your CHS folks to see if we can’t get some data out of that.  We will be working with all three urban sites reporting on certain selected indicators this year.  If you do not use RPMS we will be working on trying to come up with ideas about that too, because we do not want to leave anybody out at this point.  I think the more we can look at what you’re doing in your clinic the more we can get it in the database, the better we are all going to be and the better we are all going to look.  Just remember 82% of all the GPRA measures were met by the Portland Area reporting tribes and that is with 60% funding.  

Linda Holt presented a Pendleton blanket to Cheryl Bittle on behalf of the Health Board on her retirement from the Indian Health Service.
Wednesday, January 17, 2007
Call to Order: Andy Joseph, Vice-Chairman, called the meeting to order at 9:15 AM.

Invocation: Rose Purser, Port Gamble S’Klallam Tribe.

TLDC Update
Linda Holt: The Tribal Leaders Diabetes Committee met in San Francisco in November.  There were several issues that came out; the first was the carry over issue.  There are still a lot of tribes that have not expended their diabetes grant money; this is the non-competitive grant.  Jim has a report of all of the tribes in the Portland Area with their carryover money.  One of the concerns of the committee is when we go to Congress and ask them for another $50 million, in addition to the $150 million; that they are going to look at that carryover.  We are working with the diabetes coordinators in the twelve areas to make sure that this gets accomplished.  

There was a lot of discussion on the reauthorization.  As you all know the diabetes money expires in 2008 and we are working with the National Indian Health Board on the reauthorization and try to determine how we are going to address the reauthorization. It is very important for our tribal leaders to mention the reauthorization to their congressional members when they go back to Washington, DC.  It is very important for tribes to get this money reauthorized; we have come a long ways in meeting some of the needs of our diabetics but we certainly are not anywhere close and our children are developing type II diabetes at alarming rates.  One of the resolutions that Portland has carried forward to ATNI and NCAI is the getting the diabetes money included in your compacts, subject to PL 93-638 contracting.  There are concerns on a political level because there are quite a few people that think this could be harmful to the reauthorization if we make this one of the requests.  The TLDC meets again in March in Washington, DC.  The draft report to Congress for 2005 is in the process right; we are reviewing it now and will go back to the Committee in March for further recommendations.  
Tribal Updates
Nez Perce Tribe – Julia Davis Wheeler: I am proud to announce that I am the newly elected Chair of the Niimiipuu Health Board and because of my new responsibility I must apologize to you all ahead of time as I have to leave tomorrow morning to get home for a health board meeting.  All departments of health clinics gave statistics on number of patients seen in different clinical environments; dental, medical, substance abuse, behavioral health.  Our Executive Director, for the Niimiipuu Health Board, recently left the tribe and went to the State of Idaho.  She was appointed the Regional Director; so she is now our Director for the Department of Health & Welfare; which is a plus for us because now we have someone in the state system we can identify with and work with.  Written report submitted for Nez Perce.
Pearl Capoeman-Baller: I just want to acknowledge that Washington State elected its first female Native American State Senator, Claudia Kaufman, and a Nez Perce Indian.  That was a great victory for Washington State.  

Suquamish Tribe – Linda Holt/Barbara Hoffman: I serve as the Secretary of the tribal council and have been in that position for 2 years and prior to that I served as the vice-chair of tribal council for 2001.  Two years I was hired full time by the tribe to be the full time council member and to do policy work and lobbying for the tribe.  They felt that when I was elected as the Chair of Health Board that that fit in really well with that position.  We are very happy and very proud to have all of you here in Suquamish.  We have risen so much in the last few years from a little tiny tribe that had absolutely nothing.  We were set up as a demonstration project with IHS and it was decided that Port Gamble would have the clinic and that we would be allowed to purchase health insurance for our tribal members. We do not have a clinic on this reservation and we do all of our health benefits through private insurance carrier.  We also insure out out-of-state students that are attending college with the private insurance.  We are an allotment tribe; all of our property was done as allotments to the head of the household.  During that time several of the families chose to sell their property to non-natives; so we are a checkerboard reservation and something that has brought a lot of problems and challenges to the tribe in that process.  It is mandated by tribal council that they have to purchase so much property every year and so we continue to buy up property as it becomes available.  For the canoe journey in 2009 we will be hosting it; so we will be building a long house prior to that.   Barbara did a power point presentation
Buddy West, Grand Ronde Tribe council member: I would like to talk to you about spiritualism; spiritual healing, we need to come together as people.  I am proposing that we, as Native American people, come together and have a spiritual healing conference training.  We would like to hold this conference the first week in June.  You can contact Wesley West, tribal council member, 800/422-0232 ext 2353; another council person is Val Shaker-Robinson, 503/434-1865.  We will be sending flyers to the health board so that they can get sent out to everyone.
BREAK

FAAB Update

Gene Kompkoff: I am going to talk briefly about what is in our master plan and how this system works.  This is live data – you can go to www.dfpc.ihs.gov/prioritysystem/index - user population.  In our master plan we have three regional health centers that were put into the plan and supported by resolution from the health board about 2 years ago.  We have three regional specialty clinics and one area-wide hospital.  We were directed by Headquarters to come up with a total number of users that would need care.  We have the northwest, southwest and northeast region.  We have projected numbers for every tribe.  What we do not have is the deficiency information.  If you have issues with your user population and you did your master plan on your own; we will need a letter, at least, that says this is what our user population should be.  It is projected out to 2015; we have the approved user population numbers for every tribe in Portland Area that I use.  In five years you will have the opportunity to update this information in the master plan; it will be re-prioritized.  
Jim Roberts: With the revision of the priority we tried to address some of those issues.  Will it impact those projects that are currently being built – maybe?  There is the grandfathering issue – if they have grandfathering all those projects that are on the list from 1991 would go to completion.  This new system would never get off the ground, what we are talking about here would be mute point.  There is about $1.5 million on the current priority system and at the current rate of appropriations of $100 million a year for facilities construction it would take 20-30 years to clear that list.  
Legislative Update
Jim Roberts: I really wanted to just talk to you about the legislative plan.  A Power point presentation was given.  (Attachment #6)  The plan was just handed out.  It is a document in work right now, there is a budget section that deals with the FY08 budget, of course the President hasn’t released his budget that comes out in February.  Once we know the figures we will do a mini analysis on what that budget is, we will write our recommendations initially into the legislative plan.  There are a couple of items that the Executive Committee suggested being included in the legislative plan.  I will update that information and we will re-present that back to you at ATNI and at ATNI we will pass a formal resolution supporting the priorities that are included in the legislative plan.  When we go back to NCAI we take a couple hundred copies with us and I will send electronically to you all so that you can use the same information when your tribal leadership goes back.

LUNCH
National Coalition of STD 

Scott Tulloch: I am Director of the National STD Program with IHS; this is highlights some new collaborative efforts that our organization and NCSP is engaging in to promote STD prevention in Indian country.  A Power point presentation was given.  (Attachment #7) 

Mary McBride: Good afternoon, I am here today representing Senator Patty Murray as her Regional Director for this area.  Senator Murray sits on a number of committees that are important to the needs that you are talking about here today.  I am here today to just listen to some of the discussions here this afternoon. I am not here to make any promises, the budget situation in DC is pretty challenging.  I look forward to working with all of you in the future.  
Next Generation Electronic Health Records
Jim Roberts: Over the last six months we have been talking about the electronic health record; we had a presentation then about what the IHS electronic health record was.  Some of you had expressed concerns that you wanted to look at alternatives that were out there; especially during the Tribal Health Directors meeting.  We have invited NextGen, who also has an electronic health record that is being utilized by a number of California tribes.  CRIHB has worked with them to develop some custom features for their tribes in terms of what they are doing and have negotiated a contract with NextGen for purchasing this software.  We have invited them to demonstrate some of the software to you in terms of what their EHR can do.  In your packets is a side by side analysis of about some of the features compared to RPMS EHR.  This is an opportunity for you to talk to the NextGen people.  (Attachment #8)
Power point presentation was given – went through the whole electronic medical record software demo.
Northwest Tribal Dental Support Center
Dr. Jeff Hagen - Dr. Bonnie Bruerd – Dr. Woody Crow: There are 8 dental support centers around the country; Oklahoma, Phoenix, Albuquerque, Alaska, Portland, Billings, Aberdeen and USET in the Nashville Area and California just got one.  A power point presentation was given.  (Attachment #9)
Motion by Julia Davis-Wheeler, Nez Perce Tribe to support the Northwest Tribal Dental Support Center with the concern on vacancies of dental prevention to include HP/DP training, area wide trainings and area dentist; seconded by Shawna Gavin, Umatilla Tribe.  Motion carried.
BREAK

Northwest Center for Public Health Practices
Jack Thompson: A power point presentation was given.  (Attachment #10)
Tribal Epi Center Consortium
Bridget Canniff: A power point presentation was given.  (Attachment #11)
Quadrivalent HPV Vaccine 
Dr. Tom Becker & Dr. Donnie Lee: A power point presentation was given.  (Attachment #12)
Thursday, January 18, 2007
Call to Order: Linda Holt, Chair called the meeting to order at 9:05 am
Chairperson Report
Linda Holt: My commitment to veteran issues is still very important to me. I met with Max Lewis in November in Vancouver and he wasn’t very aware of the VA problems, he wasn’t too familiar with it, but we had a good meeting.  We asked him to come to this meeting and he wasn’t able to fit it into his schedule; we even asked him to come to the ApriI meeting and he wasn’t able to attend that one either.  We will continue to pursue and have the board pursue our veteran issues and getting the VA to meet their responsibilities to our tribal veterans.  
The National Indian Health Board is doing work on the reauthorization of the diabetes money.  I have attended the Tribal Leaders Diabetes Committee meetings and that is their focus at the meetings also.

The meth issue will remain on the forefront nationally and regionally for us.

I have a personal request of you regarding my sister-in-law; she has been battling bladder cancer for the last year and we have just been informed recently that there is nothing more they can do for her; so I just ask for your prayers for my sister.  

Julia Davis Wheeler: I would like to be seated as the alternate to the TLDC.  Leta Campbell has spoken to Norma Peone, Coeur d’Alene, who is the alternate listed and she has no problem with Julia becoming the alternate for TLDC.

Motion by Dan Gleason, Chehalis Tribe; seconded by Cassandra Sellards-Reck, Cowlitz Tribe to replace Norma Peone with Julia Davis-Wheeler as the alternate to the TLDC.  Motion carried.

Committee Reports
Elders Committee – Dan Gleason: The committee report is attached.  (Attachment #13)
Motion by Stella Washines, Yakama Nation to send Dan Gleason and the staff person, Chandra Wilson, to the NICOA conference; seconded by Leta Campbell, Coeur d’Alene Tribe.  Motion carried.

Linda Holt: Joe, would you look into getting someone from AARP to one of our meetings?  Also, look at getting assisted living housing on a future agenda.

Veterans Committee – Leo Stewart: The committee report is attached.  (Attachment #14)
Linda Holt: We will send a letter to Mr. Lewis stating he needs to meet his obligations to us.  I am also going to request a meeting with the Secretary of VA for one of the times that I go back to DC and let him know that we are having problems out here in Indian country that are not being met by his Agency and get a commitment from him.  I did talk to Mary McBride yesterday about talking to Senator Murray also about the needs that aren’t being met and Mary is going to speak to the Senator.  

Public Health Committee – Barbara Finkbonner: The committee report is attached. (Attachment #15)
Behavioral Health – Debbie Wachendorf – The committee report is attached. (Attachment #16)
Linda Holt: Sonciray, wasn’t there a meth toolkit available to Indian country?  There was an email from the Task Force that you can go to the website and access it, can you get a hold of that so that we can get it out to the delegates?

Personnel Committee – Joe Finkbonner: The committee report is attached. (Attachment #17)
Resolution Committee – Linda Holt: The committee report is attached.  (Attachment #18)
Resolutions:
 07-02-01 – Research on Rural Mental Health and Drug Abuse Disorders.  Motion by Dan Gleason, Chehalis Tribe; seconded by Ronda Metcalf, Sauk Suiattle Tribe to accept this resolution.  Motion carried.
07-02-02 – Community Based Participatory Research at the National Institute of Mental Health (NIMH).  Motion by Dan Gleason, seconded by Shawna Gavin, Umatilla Tribe to accept this resolution.  Motion carried.

Resolution “Recommendation for Institutions of Higher Education to Require Cultural Competency Training to Health Care Professionals”  Motion by Stella Washines, Yakama Nation; seconded by Dan Gleason, Chehalis Tribe to defer the resolution to the next meeting.
07-02-03 – Refining and Testing Mental Health Intervention and Services for Youth with Mental Illness Who Are Transitioning into Adulthood.  Motion by Ronda Metcalf, Sauk Suiattle Tribe; seconded by Dan Gleason, Chehalis Tribe to accept this resolution.  Motion carried.

07-02-04 – Supporting the Dental Health Needs of Indian Country.  Motion by Andy Joseph, Colville Tribe; seconded by Stella Washines, Yakama Nation to accept this resolution.  Motion carried.

Approval of Minutes
Move for consensus of Board to approve the minutes from October 2006; so moved.
Elections
Motion to keep the officers of Vice-Chairman and Treasurer the same; seconded by Billie Jo Settle, Samish Nation.  Motion carried.

Future Board Meetings
Barbara Finkbonner: The Lummi Nation would like to host the October 2007 board meeting.

Motion to go to Lummi for the October 2007 quarterly board meeting; seconded by Stella Washines, Yakama Nation.  Motion carried.
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