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Tuesday, October 16, 2007
Call to Order:  Linda Holt, Chairman, called the meeting to order at 8:45 am.

Invocation:  Dottie Chamblin, Makah Tribe gave the invocation.

Posting of Colors:  Lummi Color Guard; David Jefferson, Lucky Joe Boyd, Larry Washington, Frank Cordero posted the colors. 
Welcome: Evelyn Jefferson, Chair welcomed everyone 

Roll Call:  Stella Washines, Secretary, called roll:
	Burns Paiute Tribe – Present
	Nisqually Tribe – Absent


	Chehalis Tribe – Present

	Nooksack Tribe – Present


	Coeur d’Alene Tribe – Absent

	NW Band of Shoshone – Present


	Colville Tribe – Present

	Port Gamble Tribe – Present


	Grand Ronde Tribe – Present

	Puyallup Tribe – Absent


	Siletz Tribe – Present

	Quileute Tribe – Present


	Umatilla Tribe – Present

	Quinault Nation – Present


	Warm Springs Tribe – Absent

	Samish Nation – Present


	Coos, Lower Umpqua & Siuslaw Tribes – Present (late)
	Sauk Suiattle Tribe – Present


	Coquille Tribe – Absent 
	Shoalwater Bay Tribe – Present


	Cow Creek Tribe – Absent

	Shoshone-Bannock Tribe – Present (late)

	Cowlitz Tribe – Present

	Skokomish Tribe – Present


	Hoh Tribe – Absent

	Snoqualmie Tribe – Present


	Jamestown S-Klallam Tribe – Absent

	Spokane Tribe – Present


	Kalispel Tribe – Absent

	Squaxin Island Tribe – Present


	Klamath Tribe – Present

	Stillaguamish Tribe – Present


	Kootenai Tribe – Absent

	Suquamish Tribe – Present


	Lower Elwha Tribe – Absent

	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

	

	


There are 30 delegates present, a quorum is established.

Indian Health Service Area Director Report:
Doni Wilder: You all know by now, of course, that Dr. Grim withdrew his nomination.  He had agreed to a second term.  I think the real boss said ‘no, you are going to come home.’  His wife has been in Oklahoma this whole time.  He had planned to stay through the end of the administration.  He is at home now and he is still with Indian Health Service because he is a member of the Commissioned Corp and he is working out of the Hastings Hospital and he has a headquarters-level position doing some national policy issues.  I did at the request of the Health Board staff try to get him here but he is just settling in and so he really didn’t think he could travel.  He did say that he would try to get to the January meeting.  They do not expect the President to nominate anybody to be the new Director.  Bob McSwain, who was the Deputy Director, is the Acting Director.  He is a regular civil service employee; so once there is a new Director he will go back into his position as Deputy Director.  Chris Mandregan is now in Headquarters as the Acting Deputy Director.  

A few new assignments that I am sure you all will be aware of soon.  Hankie Ortiz, has been named the new Director for the Office of Tribal Self-Governance.  She will be great in that job; she is an Indian woman that is a lawyer from Oklahoma who has good experience with the Office of General Counsel and I think you will really like working with her.  Randy Grinnell is the Deputy Director for Management Operations.  He oversees all of our administrative activities at the Headquarters level and interacts with the Department all the time.  So it is a very visible important position.  Kimberly Pendleton is the Director of Grants Operations and Senior Grants Management Officer.  William Tibbitts is the Acting Director for the Division of Regulatory Affairs, Office of Management Services.
We are all just sitting and waiting to see what Congress is going to do.  The longer we wait the worst, in my view, the probable outcome will be.  Jim is probably going to update you more but nobody expects there to be a separate appropriation bills; it will probably we an Omnibus bill again.  As we all know we are on a continuing resolution until November 16th.  Omnibus bills haven’t been good to us in the past particularly.  
I am sure Jim will tell you more about what is going on with the Indian Health Care Improvement Act.  I am sure tribes are strategizing now as to trying to tackle it now or wait until the new Administration.

I think we were as disappointed at IHS as any place that the SCHIP legislation was vetoed.  I have given you a copy of the Kaiser Foundation report on the increase in the number of children that are uninsured.  One of the things that it points out is that the biggest change in the number of uninsured occurred in that population between 200-300% of the poverty level, which was where the increase was targeted. Hopefully they will be able to capitalize and at least have some expansion in the program.
I think most of you know this by now, but in case you don’t, in ’06 two tribes contracted the CHS program for the first time; Makah and Kalispel.  Then we had some buyouts which I reported to you earlier and retirements.  Two of those were part of the Area Office CHS program.  So now there are only five programs; three pretty small ones, one medium size one and a larger one that are directly operated by IHS.  We just felt like we couldn’t justify a full-time CHS consultant any more and there are no funds to support it.  We really needed to see how we could deliver those program services better.  So as of November 29, 2007 we are not going to have a full time consultant.  We have spread the remaining services out amongst the remaining staff.  The CHEF program will be through the Office of Health Programs; specifically the business office.  CHS data issues will also go to the business office.  We have been advertising to increase the business office because it has become more and more important.  Then appeals for those tribes that are directly operated will be handled in the business office.  We researched it and in the last twelve months we have only done five appeals; so you can tell that the work load has gone way down.  A letter went out this week and it is in your packets.  
Just a reminder, the deadline is coming up, November 2nd for the submission of your RPMS data.  I say this every year – no exceptions.  I think we are down to one tribe this year.  Because that is what the Fund Distribution Group always says to me ‘why don’t you require everybody to submit data so the playing field is the same’?  Do not wait until the last minutes; last year we had some log jam issues that impacted some people’s user numbers.  I have also been asking that you make sure your CHS data is coming in because that is what the Fund Distribution wants to use to distribute any CHS increases.  People were really interested in the Data workshop that we had this summer; we had over 70 people attend.  We are interested if you want us to do another one next summer.  You can email me or Terry Dean.

The Area Director Performance contract – Portland did very well.  We met 31 of the objectives and exceeded on 20 of them.  There was only 1 that we did not meet and it had to do with acquisitions.  You have a copy in your packet.  
It looks like we are going to have about an 8% increase in Primary Care Provider visits and we think those are data issues.  You are really doing an excellent job and obviously making your resources go as far as possible.  We had a 3% increase in collections at the federal sites.  We need a hospital; some of the Areas had a 70% increase in collections.  We do not benefit from any of that, so we struggle along with our benefits package.  We have 17 sites with the Electronic Health Records; we are way out in front in implementing EHR.  Vista Imaging, we have implemented it at all the Federal service units and I think a couple of tribes are going to begin doing that soon.  We have a new federal performance management appraisal system.  We had huge IT security requirements this year and we have met all those.  That was an Area initiative which was an RPMS application that allows you to track all your public health activities, which is a big deal for us because you want to measure provider productivity and all you measure is the clinical piece or patients seen, you really miss a big chunk of the work that we do in Indian Health Service on the prevention side.  
We prepared for the implementation of the UFMS, which is our financial management system.  It is going to integrate budget, finance, procurement and property all in one system.  We are what they call ‘the dead zone’, the government is not buying anything right now and we are not buying anything.  We go live on the October 18th.  

We have significantly reduced prior year OEHE funds and that is a really good thing because that gets looked at.  
GPRA results, Mary is going to talk about those later, but we have 31 tribes reporting now and that is 5 more than last year.  That is 89% of the Area users population represented.  That is great.  We achieved 55% of the national objectives.  Some of the best locations are: federal sites were Warm Springs and Western Oregon and the tribal programs were Makah and Nez Perce.

Contract issues; I know there are a few people we have been negotiating with.  You know you are going to be charged if your clinicians are using Up-to-date.  There are charges for using HHS mail servers for email; I think we have resolved that.  There are only a few tribes.  I keep talking about FISMA (Federal Information Security Management Act) and that is being held at Headquarters waiting for them to finalize the policy and get some consultation on the policy.  At some point we will be asking you to sign some interconnectivity agreements, which should be pretty simple; just saying you agree to keep your virus software up to date and access controls up to date.

We want to congratulate people that were selected for the Director’s Award, this is the national awards.  The only individual was Tony Lodge from the Spokane Native Project.  She is an amazing woman that was able to put together from about 6-8 different sources money to build a new urban clinic in Spokane.  The group awards went to the Makah Water Crisis Team that dealt with the water shortage on the Makah Reservation.  Another one that went to Makah is for the group that worked on the transition from direct service to 638 assumptions.  The Wellpinit Service Unit transitional team was recognized; sort of a total administrative change out there.  The Warm Springs IT/Medical Records staff and then the CPHAD workgroup.  The ceremony is December 13th in Rockville.

Senator Gordon Smith held a roundtable in Celilo last week.  I think all the tribes were there this year except for Klamath.  He suddenly has an interest in Indian health and that is very good.  IHS has been working with an organization called Institute for Healthcare Improvement, they are an international organization that looks and does research and examines ways to improve the delivery of health care.  Much of the chronic disease initiative is based on some of the principles of that.  Headquarters has been working with them and they had their conference review and they agreed to do one whole day for Indian Health Service.  They also gave Indian Health Service a number of scholarships because tuition for this conference is over $1000.  Every Area did get some scholarships and one service unit person and Cowlitz will be attending, along with some from the Area Office.  

I am still waiting on some nominations for the FAAB; I think this is going to continue to be an important workgroup.  There are still some items needing attention; with the Agency policy and then with what is going on with the Indian Health Care Improvement Act.  Then there is the Behavioral Health Initiative, we were asked a while back for this and Karen Schmidt from Klamath, who is the Director of the Treatment Program there.  But we were asked for an Alternate.  If there is someone who has some experience with behavioral health programs, we would appreciate it if you would be willing to sit on this.  (A power point presentation was presented)

Pearl Capoeman-Baller: Are there going to be any significant changes with Dr. Grim leaving and Mr. McSwain as the Acting Director?

Doni Wilder: He told me that that was the question that they asked him in the Department.  He told them that he had been involved in helping Dr. Grim identify those issues, his initiatives, and he had no intention during this year and half to not continue to focus on those.  What you might see is the Director’s Executive Council, which was working on some policy issues for Dr. Grim and they were just getting ready to present some recommendations to him.  But that is a continuation of what Dr. Grim would have done anyway.  
Pearl Capoeman-Baller: Are there going to be any increases/decreases to the budget that tribes can expect this year?

Doni Wilder: I do not think there was much in the facilities line.  I think there was an increase in M&I, because with all the new facilities the M&I budget gets smaller and smaller. 
Jim Roberts:  There isn’t, actually there is less facilities money in the House mark; in the Senate mark there is more facilities money across the board.  M&I actually took a hit in the Senate and the House.  Sanitation 2% increase on the Senate mark and the same as last year on the House mark.  There is an increase for construction over what was funded, not very much.  
You mentioned that you are going to have an audience with Secretary Leavitt and I was wondering if there might be an opportunity to talk about some of the issues in his HHS letter to the Finance Committee.  I am pretty sure that the Area Directors nationwide do not agree with the things conveyed in the letter and I know you probably officially cannot state that on the record.  

Doni Wilder: I will have about 2 minutes with him.  No, we didn’t even get it; I got the letter from Linda.  It has not been discussed amongst us at all.  They asked for hot topics yesterday.  I sent in that of course, tribes are interested in getting the budget passed, the Indian Health Care Improvement Act, and one other thing.  I do not think that he is going to be available for any public things, but I guess he is going to do a press conference.  If I have a chance I certainly will talk with him.  You know the other person that has lots of opportunities these days to talk to the Secretary is James Whitfield because he has him in there acting in Regina’s old position.  If you have concerns written up I will make sure that James gets a copy also.  
Jim Roberts: We are going on close to 3 years now when the FAAB initially submitted their recommendations to Dr. Grim and it took the Agency almost 5 years to respond to the congressional directive to revise the priority system in the first place. So here we are 7-8 years after Congress directed the Agency to revise the priority system; so now we think that Dr. Grim is going to make the decision and actually it would have been a good time for Dr. Grim to make a decision because he wouldn’t have had to deal with the politics.  Where is the Agency at on that? I really do not think that Mr. McSwain is going to make a decision of this political significance.  I think we are stuck until after the election next year and a new IHS Director.  Is that kind of your impression internally?

Doni Wilder: Yes.  Gary Hartz was out for a month and a half on personal time in his transition between being Commissioned Corps and civil service.  There were a couple other things that I was hoping Dr. Grim was going to do before he left.  I think he made the decision so quickly - we were told initially that he would be there until the end of November.  I think the Department said when you are done you are done and he was in Oklahoma three weeks later.  I think it was too bad that it didn’t get signed too.  I think you are right, I do not think that Mr. McSwain is going to do it.  

Jim Roberts: Dr. Grim reported at some forum, I think it was the Direct Service Tribes meeting that he had received the recommendations from the FAAB, he has kind of decided what to do and he sent his recommendations into this body within HHS called the Infrastructure Investment Review Board and he felt that if he sent it to this group and he could get the buy in of this group he doesn’t have to go through the OMB review.  On the FAAB teleconference call when I had mentioned that, they didn’t have any idea that that had been done.  What was reported was that nothing has been provided to the Department at all.  I know there are five other Areas that are just as concerned about it as we are.

Doni Wilder: We talked about it at the beginning when all the work was being done and they got tired of hearing from Portland.  But no we haven’t talked about it for a long time.  We have a meeting in December and I can ask for it to be on the agenda to see where it is.  

Jim Roberts: Have you heard anything on contract support costs?  The workgroup is convening a meeting next month.  The group hasn’t been together in a couple of years; the last time there were a couple of significant changes to the contract support cost circular that we opposed vigorously.

Doni Wilder: I have not heard any internal discussion of any proposed changes.  I think they probably want to get the group back together to see if there are any unresolved things that need to be worked on again.  There is not any internal talk about contract support cost policy that I have seen.

Jim Roberts:  I do not know if you can talk about this because it is an issue that is in litigation; the Southern Ute contract support cost and the language that is being imposed on tribes; are we in the Portland Area opposed to that language on the tribes in negotiations of some of the new agreements?

Doni Wilder: Yes, we have to.  For new tribes, in particular, that is where it comes up and it is a problem and there is no money.  Tribes have to seriously think about whether they want to take on new responsibilities without any contract support costs.  It is an issue.
Julia Davis-Wheeler:  In your report from the July meeting it states ‘GPRA a low part score, OMB recommendation is to put GPRA reporting requirements in 638 contracts/compacts.’ The score that you are talking about is that the part of the federal government that is now asking tribes and organizations to fill out those forms?
Doni Wilder: The OMB Performance Assessment Results tool; government wide it picks portions of the programs in agencies.  In IHS health care, construction, direct service program, the urban program and tribally operated program were all parted now.  The tribal programs had a pretty low score.  One of the big things was that the tribes do not report data; that is the law; there is no requirement that they report data.  So their argument was how does the government know it is getting its money worth if we do not get any data.  One of their recommendations was that the Agency when they negotiate with tribes put in the AFA the language that says the tribe will report GPRA data.  We were asked to see if tribes would agree to do that and several tribes did agree to do that.  We are never going to get 100% because we have a few tribes that are primarily just CHS operated.  

Executive Director Update
Joe Finkbonner: We have had a really good year; even though it is only October, it is the end of our fiscal year.  (A power point presentation was presented)

BREAK
Legislative Update
Jim Roberts: As Doni already reported we are under a Continuing Resolution now through November 16th, which holds all spending levels at the previous years’ funding levels.  There is a lot of speculation about what is going to happen with appropriations this year.  The House has approved all of their bills.  The Senate has completed appropriations on three, maybe four of its appropriation bills by this time.  Based on what I am hearing, I talked to Mike Mahsetky as well to get his perspective of what is happening internally with appropriations is that neither the House or Senate are going to conference any of their bills until they get them done.  They will probably package them as an Omnibus.    The recommendation to the Interior Appropriations Conference Committee is adopt the Senate recommendations, add $15 million in Meth funding per House approved budget to Alcohol and Substance Abuse line item, increase $2 million in contract support costs and cut facilities construction account by $20 million and provide increase to IHCIF.  
Something we need to talk about is the Area Budget Formulation meeting dates.  The tribal consultation policy and IHS policy sets a time line that the area budget formulation happens sometime in November or December.  Do you want to try and set this date right now?  (The week of December 3rd or December 10th)  We will talk with the Area Office about the week of December 10th.  (A power point presentation was presented). 
LUNCH
Panel Discussion with Northwest Congressional Staff
Mary McBride, District Staff Director for Senator Patty Murray: As you know I have had a great opportunity to sit in and listen to your discussions at several of your past meetings.  I will tell you that it has been, from our perspective, very helpful in not only providing information to Senator Murray about the work that you are doing but to also emphasize the priorities that you have on your agendas, as well as the focus of the board.  I am here to do three things, not only at Linda’s request but Senator Murray’s request.  One is to provide an update to you on issues that the Senator is working on.  The second thing is just to highlight some broad issues that she is working on in the Senate and to give you a heads up of some of the things that we expect to take place over the next few weeks that might be of interest to you.  Thirdly, and what the Senator really emphasizes as perhaps the most important from her perspective and the most important reason that I am here is to listen.  Yes, she has heard from your leaders about the priorities.  
I want to start with a message that the Senator has asked me to bring from her, “I have been particularly disappointed that this Administration continues to fund tribal programs and services below their level of need.  The budget that was presented this year is deceptive.” As she has looked at this budget it is not what it appears to be.  ‘Yes there are minor increases in some of the programs and yes there are cuts in others.’  The things that continue to really disappoint her is the position the Administration has taken that with those minor increases that tribal needs will be met across this nation.  When you add in inflation the increase and needs and demands on services and the fact that we are so far behind in our obligations that this budget that we are dealing with is bad news for Indian country.  The impact will be felt in the tribal hospitals, the clinics, the classrooms and in the services all of you are working so hard to provide.  She asked me to convey to you that she will continue to fight on your behalf on the budget appropriation committees to meet the needs throughout Indian country.  She goes on to say that, of course, you work with a number of very strong advocates here in the delegation across the state.    
 A couple of issues that she has asked me to update you on.  One of those is the Indian Health Care Improvement Act that addresses specifically health care issues.  The Senator has been and is a co-sponsor and believes that this is an obligation that we need to fulfill.  Senator Reid had actually promised time on the floor before the end of this year.  What we are hoping is that in fact we can get this passed this year, although there are some tactics going on that may delay it.  One of the things that I am hoping to hear from you today is in regards to Senator Smith amendment.  When we talk about health care; again, it is not just looking at the health care improvement act but it is making sure that we walk our talk and when we look at resources out there that we make sure that we support those resources that in fact do create the situations for healthy families and healthy individuals.  

Another area that the Senator has worked on, and I am sure that my colleague from Senator Cantwell’s office will mention it, sponsored an appropriation funding to establish a national meth center to be located in Tacoma.  This meth center would not be a place where you would go for treatment but a place that local professionals, local resource providers including law enforcement, could tap into for information, training, for best practices, to learn what resources are available, what other communities have done to put the foundations in place to deal with this critical issue.  Senator Murray has identified working with tribes as a central part of that legislation and is a priority.  Recently she met the Olympic Peninsula tribes and clearly one of the things that came out of that discussion was the impact of meth to their communities.  
A couple of other things that are going on in the Senate right now that might be of interest to you; even as we speak the Senate is working on the congress appropriation bill and as an amendment added $110 million to a program known as the COPS program.   The reason that I bring this up is for many of you in your local communities this is about having resources available to have law enforcement on the ground and provide flexible tools for them to do the job.  The language specifically states that tribes will have access to meth related resources under the COPS program.  Without that particular language tribes were not listed specifically and were not eligible to tap into that.
A last thing I want to talk to you about is sort of a ‘one step forward half a step back’, under the leadership of the Democrats there have been budget increases to both BIA and IHS and we are the first ones to say that those increases have been very minor as  compared to what the needs are.  
Sara Crum, Deputy District Director for Congressman Norm Dicks: He really enjoys his relationship working with all of you for the last 30 years in Congress.  He has been on the Appropriations Committee his whole career and this year he is now Chairman of the Interior Sub-committee of Appropriations; which he is very excited about and is able to work on a lot of issues that I know are of concern to all of you.  I will highlight a few of the budget issues.  We are really here to listen to all of you and take your concerns back to our boss in DC.  
The over BIA budget; the House passed appropriations bills currently $118 million over the President’s budget; which puts the House total a little over $2.3 billion.  For the Indian Health Service budget the House bill is $113 million more than the President’s request; which puts the House passed version at $3.34 billion.  A highlight to the BIA budget that I wanted to point out is it provides $20 million above the President’s request for combating meth in Indian country.  It provides $43 million above the request for improving Indian education for a total of $54 million above the enacted level.  It also includes a full restoration of the $22 million for the Johnson O’Malley assistance grants.  BIA budget also provides $49 million in restoration for housing improvement program, Indian child welfare act, trust natural resource program, the fire protection program and community and economic development program.  
Some highlights to the Indian Health Service bill in the House are to restore $34 million for the urban health program.  The Administration in the FY08 budget had proposed no funding.  It also provides $25 million above the President’s request for the Indian Health Care Improvement Fund.  It provides $15 million above the request for treatment for meth use.  It provides an additional $10 million above the request for contract health services; $5 million for the loan repayment program and $3 million for contract support cost.  

Sally Hintz, Northwest Washington Director for Senator Maria Cantwell:  Senator Cantwell does not serve on Appropriations, but she does serve on the Senate Indian Affairs Committee, as well as the Senate Finance Committee.  She is also very heavily involved in the fight against meth.  I am very proud to say that our delegation is really quite well joined in trying to do everything they can to support you in that fight.  

I wanted to share with you a couple of statements that the Senator has made recently dealing with the issues we have here today.  When the reauthorization of the Indian Health Care Improvement Act was brought in in May the Senator made a statement to the Senate floor stating ‘let me begin by expressing my strong support for the long overdue reauthorization of the Indian Health Care Improvement Act’ and she is a co-sponsor of that.  ‘We are developing a bi-partisan bill that will improve health outcomes for an extremely vulnerable population.  American Indians and Alaska Natives continue to suffer from disportionately high rates of alcoholism, diabetes and tuberculosis.  The rate of suicides approximately double that of other groups and the life expectancy of American Indians in the state of Washington is approximately 4 years shorter than the rest of the population.  Now is the time to refocus our commitment to this important population by coming together to pass the reauthorization.’  Senator Murray approaches her business as a Senator from two different directions and this really captures both.  She looks at the suffering and the inequities that are on Indian country right now and the lack of support for the health care system.  She also looks at things from economic standpoint and whether they make sense or do not make sense.  It doesn’t make sense not to provide preventive care to people and only to bring people in when it is a life or death situation and only to be able to provide minimal health care to people because we’ve proven it again and again that we can save money for everyone in this country if we provide preventive care.  This is something that she has been working on with the recent portion of the Indian health care improvement act; and is pushing to have more members of the native communities enrolled in Medicaid and in the SCHIP for children and would also cover any co-pays and premiums that might have been encountered in those programs.  We need to have those cost protections in the bill and that is something that we are working on.  It is not easy right now in the climate that we are in Washington, DC with very, very tight funding.  
Linda Holt: As Chair of the Board I would like to address some issues that the Board has broadly that all of you can take back to your respective Senators and Congressman.  Of course, the SCHIP reauthorization is something that we are watching very closely.
The Special Diabetes Program for Indians reauthorization; we feel that this may be a little bit of trouble along the Administration line, but we would really like to see this reauthorization elevated.  This money has proven in Indian country what Indian country can do with a little bit of funding.  We have brought some really dramatic results and I think the TLDC report to Congress has shown the excellent results that Indian country has been able to achieve with this funding.  We need the funding to continue to achieve the results that need to be met.  We need to help our children; Type II diabetes is showing up in children.  We would like really strong support for that reauthorization at the $200 million requested for 5 years.
The facilities issues that the Northwest tribes have and the inequity of IHS’s facilities construction and how that has impacted the Portland Area, as well as the California Area, Bemidji Area, and Oklahoma Area on lack of facilities.  The recommendation was passed by Congress in 2003 for IHS to develop the new facility plan and the FAAB certainly met their obligation to Dr. Grim and submitted their recommendations to him.  We would like to see those FAAB recommendations adopted by IHS and have them make that decision to finally adopt them.
Again, the budget increases, certainly thank them for their consideration of budget increases, but as you know it is not enough.  It is not only the lack of health care; it is the lack of funding for that health care to even provide the basic needs that our tribal members need.  In conjunction with that is the rescissions that we have to face at IHS and because we are impacted by two budgets, we got hit with two rescissions at one time.  We would like to see appropriations language that exempts IHS from rescissions because we are funded at such a low level we cannot afford these rescissions any longer.  I know that VA has received exemptions from rescissions and we are a medical care service just as they are.
Veterans, we are increasing the number of veterans that we have in alarming numbers and their medical conditions are increasing in alarming numbers.  There too, we face the lack of facilities for our veterans.  Look at the facilities we have in Seattle and Walla Walla; especially Walla Walla, that has been there for so long and needs so much, but it is a facility that needs to stay open.  We certainly thank Senator Murray for her strong work with the Veterans Administration in fighting that fight for Indian country.  We need to get this MOU between the VA and IHS on the road and implemented in Indian country.  It was authorized and signed in 2003.  We need to get a really strong working relationship between IHS and the VA and we need help doing that because we can’t seem to get them together on our own.  Any help from your bosses would be really wonderful.  We are certainly willing to step up in any way that we can from the Health Board here to help facilitate those kinds of meetings.  
CPHAD Computerized Public Health & Annual Portland Area GPRA Awards
Mary Brickell:  I am going to talk about the new RPMS package that is called CPHAD, computerized public health activities data system.  It is an RPMS application and it allows you to quickly and easily enter and track the time spent on public health activities and the nature of those activities and the health concerns that they addressed. (A power point presentation was presented).

The GPRA awards were presented.  This year was the biggest GPRA year; we had 88.6% of our overall user population represented in our GPRA report.

BREAK
Public Employee Benefit Board Program Update
Craig Bill: I am the Executive Director for the Governor’s Office of Indian Affairs for Washington State.  I understand that my office hasn’t been involved with the Health Board so I definitely welcome the opportunity to be here to afford a relationship.  I would like to introduce Jan Ward-Olmstead who is the Tribal Liaison with the Washington State Health Care Authority.  We are here to discuss the passage of Senate Bill 5640, which is extending public employee benefits to tribal governments.  The Health Care Authority has been really key in the passage of this bill.  (A power point presentation was presented). 
Jim Roberts: One of the reasons why we invited these folks to make this presentation is because we have had similar discussions on a nation level.  I think with Washington accomplishing what it did in this state by granting tribes access to this program it kind of sets a foundation for us to try and get this done nationally.  I also think we need to start trying to do this in Oregon.  I think it would be more difficult to get done in Idaho, not to say that we can’t work on it.  How many would be interested from Idaho and Oregon to try to get tribal access to the benefit program at the State level like they have done in Washington?   
Native American Coordinator – CMS
Cecilia Greenway: I am the Native American Coordinator for Region X CMS; I have taken the position that Ernie Kimball had.  There are a variety of issues within CMS and IHS that I wanted to touch on.  The Washington State MAM agreement was sent to CMS; the regional office agreed with it and the central office had concerns.  The tribes in Washington, the Governor and DSHS have requested a consultation.  CMS came back yesterday with a date sometime the week of December 5, 2007.  I talked with Deb Sosa last night and she has recommended December 3, 2007.  It is not confirmed yet.  

When I took over Ernie’s office there was nothing there; nothing that identifies tribal leaders, health directors, so I will be doing a lot of contacting people to try to create contact lists and really understand from each tribe who they want to be the primary contact.  

One of the specific responsibilities under the MOU between IHS and CMS regarding the encounter rate is IHS creates a list of all tribal facilities that can bill for Medicaid services; that goes to CMS and CMS uses it to determine which facilities can get the encounter rate and which facilities that deliver that the state can receive 100% FM.  The list I got I do not think is very accurate or complete.  This is one of the issues that are specifically in there; at this point it is not being challenged at this point.  So it is really critical that all facilities be identified.  This is primarily an IHS responsibilities and Leah Tom is working on it and has stated that she will send me an updated list this week.  
The Portland Area did a spectacular training on Medicare like rates last month.  I am continuing to get lots of call and questions; please continue letting me know what your concerns and issues are, and then if you have any solutions those as well.  I expect that as tribes implement this more and more, the need for additional training will come forward.  My guess is that there will not be anything for awhile; until you all and the hospitals deal with the issues and solutions.  The Seattle Regional Office will be actually doing some initial training and at this point that seems almost premature to me until we know more what the problems are.   Currently in Texas there is already one hospital that has refused services people who are being paid under Indian Health Service.  The Agency is looking at consequences and actions.  If your hospitals are denying services it is specifically prohibited. Please let me know about it. 

The Part B open enrollment starts in mid-November; there is no grace period after the first of the year, so if people who are eligible do not sign up then the penalties goes on for the rest of their life.  Do your best to get people enrolled.

CMS and IHS have developed another MOU regarding training; where CMS provides funds to IHS to do an annual training in each of the Areas.  This is expected to be an ongoing thing.  Please let me know what you would like to have covered.  CMS thinks what primarily should be covered is Medicaid/Medicare 101; how to sign up to be a provider.  My sense from this group is that is not what is need is; but I need to hear that from you.  My phone number is 206/615-2428.  Thank you.
Wednesday, October 17, 2007
Call to Order:  Andy Joseph, Vice-Chairman, called the meeting to order at 9:05 am

Invocation: Dan Gleason, Chehalis Tribe, gave the invocation.

Tribal Updates

Lummi Tribe – Barbara Finkbonner:  (A power point presentation was presented).  
I invited our Social Services Program to come and share some information about the Lummi CARE Suboxone Outpatient Treatment Program.  Because our community is trying to address drugs and alcohol, we tried to figure out what is the most popular drug or the drug that is causing the most problems and here on our reservation it was oxycontin.  We have a physician who received some additional training and certification and we are now running a suboxone clinic.  It has been in existence for about 6 months, it is a very expensive medication; but we feel at this point it has been a very successful program.  We thought it was going to be a pilot program, maybe 20-25 people, and they opened the doors and now have about 60 people signed up.  It is very strict and structured; it is doctor administered every day.  It is a very controlled environment.  The people that are participating in that program look very good; they are getting their life back together.  They do cultural activities associated with their program.  
Port Gamble S’Klallam Tribe – Danette Ives:  I want to update you on some of the issues that Port Gamble S’Klallam has been working on.  In 2006 we were struggling with our tribal-wide budgets so we put together a service improvement plan and called it “Focus on Excellence”.  We wanted to define the needs of our community and focus our services to them.  We wanted to look at the quality of care by implementing evidence-based strategies, defining standards of care, developing guidelines for processing and adding assurance and quality improvements built into those issues and protocols.  In the area of accountability we wanted to have processes to know whether we produced desired results, identified indicators to measure results and track process over time.  We wanted to develop a way to inform the community and tribal council on how we were doing in our programs.  The last thing we wanted to work on was maximizing our limited resources that we have; illuminate duplication efforts within our health programs, coordination of care across all programs and work as one department.  We have medical, dental, community health, wellness which includes chemical dependency, mental health treatment and CHS business office.  We were seeing a lot of territorial issues going on, even within our one health department.  We really wanted to work as ‘one team – one department’.  We got a plan together and we contracted with a firm from Seattle in May 2006 to help us with our mission.  In August 2006 our finance department let us know that we were looking at a large deficit for 2007 so we had to switch gears and restructured the staffing and the services we provided to meet the patient needs and maximize reimbursement wherever possible.  So our main focus has been really looking at our staffing.  We lost a few FTEs, but there are positives out of it also.  We were able to reorganize our community health into our clinic and have more integrated services with our nurses and our providers by getting our CHRs certified as Nursing Assistants.  We lost a few nurses in the reorganization.  We did 1 nurse working with our elders and replaced that position with an ARNP so they could do some billing in that position also.  We have another nurse working with the elders and we are in the process of hiring a Maternal Child nurse.  I am happy to say that our 2007 budget is on track and our 2008 budget we just turned in and it is on track also.  

Now we can turn our attention to the data plan.  We have identified our outcomes and such that we want to work on as a team. 
We are in final negotiations for a new software system.  We have seen about seven vendor demos over the past few years and we have selected a couple, but one that we really like that we have worked with for quite awhile.  We had the hardest times with some of the barriers that we were up against.  Getting the reporting requirements from IHS to let our vendors know exactly what we needed to report.  We finally got information from the national IHS data warehouse program.  Another area was to get the vendors to put in writing exactly what we needed from each program.  

The last thing I wanted to talk about the tribal eligibility determination project.  Port Gamble was selected to work in partnership with the start.  The tribe will run the local office and tribal staff will perform certain activities for basic food and Medicaid programs for families, children and pregnant women.  We had our first meeting in July.  The State Medicaid Plan was completed at the end of July and the state informed CMS that they would like to do an informal review of it before it is given to Port Gamble S’Klallam.  If it works well for us then hopefully it should work well for the other tribes.  Colleen Cawston did an update at the NIHB and other states are watching closely.  

BREAK

Jim Roberts: I want to talk to you all about something that Joe and I and Linda have been talking about since Linda became Chair; I think we’ve talked about it with Julia and some other people as well.  The USET, which is another area health board in Nashville Area, does this program called ‘Impact Week’ and it usually done either a week before or after NCAI.  We had talked about doing kind of a Portland Area ‘impact week’ in Washington, DC that could be scheduled either concurrently with one of our quarterly board meetings.  NCAI is traditionally the last week of January, first week of February and it is a really good time to DC because you have a lot of Indian health advocates and tribal leaders coming to town that hit the Hill.  A lot of activities are going on during that time.  We had talked about maybe organizing a quarterly board meeting and because of the activities and how busy we would be, we might have to restrict our board meeting to one day during that January session and then maybe another day to bring in congressional members.  We have to work on the financing piece because we do not want to jeopardize any of the funding that we have, so we have to be very clear from an accounting standpoint and work to make sure that it was clearly transparent in terms of what resources are covering this.  With our 638 contract that supports the quarterly board meetings, maybe that is a quarterly board meeting where your tribe might have to pick up the cost of travel for you to come to that board meeting.  I do not know if that is feasible for many of you.  But we have to work on the financing mechanism of this.  I would be interested to hear from the rest of you whether you would be interested in seeing us host something like that.  Because of the nature of the activity, it might mean we meet twice in the first quarter of the year, I do not know, or maybe we could do it in conjunction with one of the board meetings.  With that I will turn it over to Linda and Andy and let them engage you all in discussion of it.  If you think it is something we’ll do I will talk to Joe and Verne about how we can make this happen.
Andy Joseph: I know that if we do have a meeting in DC that my tribe would definitely send me.  I think that we should set up a meeting like that and do not have it as one of our quarterly meetings just make it a health issues meeting.
Veterans Panel  
David Jefferson, Tribal Veteran Representative for Lummi; Frank Cordero, Governor’s Committee for Veterans Affairs and is from Suquamish; Lucky Joe Boyd, Tribal Veteran Representative for Suquamish.
David Jefferson: The TVR program was established by Frank Cordero along with Tulalip, Colville, Quileute and the Yakama tribes quickly followed recognizing the unmet needs of their Veterans.  The Lummi Tribe’s mission state is ‘The mission of the Lummi Tribal Veterans Representatives Program is to provide assistance to Lummi tribal veterans, his/her family members and surviving dependents in accessing and securing services and benefits from the US Department of Veterans Affairs, Washington State Department of Veterans Affairs and Watcom County”.  (A power point presentation was presented).

Frank Cordero: I would like to talk a little bit about the Memorandum of Understanding between the VA and IHS.  In February 2003 the two agencies signed the MOU to try to share in services for Native American veterans.  We came up with an idea on a trial basis with four tribes; Lummi, Swinomish, Port Gamble and Lower Elwha.  Those four tribes signed MOUs.  So far only Lower Elwha has shown any steady progress of implementing the MOU.  What we hope to do today is put a plea out to the Board to start looking at implementing this MOU on a broader basis.  Since the VA is here also, we would like to ask them to start broadening out to some of you.  We think the MOU is a godsend for us to help cut costs, to help share and get better care out to our communities.  We think that the telemedicine is good for the rural areas and if we could get something going for them it would be great.  What we are afraid of is that we have Native vets going to IHS and to the VA and they have to different records; so if we could get the electronic record sharing going.  We are hoping that we can get a better understanding of the MOU and what it can do for us from both sides and start working on broadening it.
Linda Holt: Sonciray has updated the list of tribal veteran representatives and will get it out to everyone.  One thing that I have started working on, on a national level also, is to get the TVRs recognized and also to get funding for them.  I believe that the government should fund these positions and I believe that every tribe is entitled to one.  
Frank Cordero: At your Veterans Committee meeting yesterday we talked about continuing this, we would like to be invited to future meetings.  We would like to get together more and start sharing some of this information.  Whenever we can we look forward to sitting down with you folks again.   

VISN 20 Update
Dennis Lewis: Thank you for allowing me to come and speak to you.  I did promise that in the future we would always have some veteran representatives here; whether it was myself or whether another Director from a hospital.  Each of you have received a packet.  The Veterans Integrated Service Network (VISN) 20 is a federally funded, integrated healthcare system providing direct medical, psychological and rehabilitative services to veterans in Alaska, Idaho, Oregon and Washington and one county each in California and Montana.  There are 22 VISNs across the country.  We will continue Camp Chaparral, it is a good thing.  (A power point presentation was presented).   

Jim Roberts: I have a question related to the co-pays for services that might be negotiated under some of these MOUs between tribes, IHS and VA.  Can you point me to the authority either in statute or regulations that stipulate that VA has to charge co-pays and then secondly it appears in some instances that the VA has administrative authority to waive the co-pays for certain reasons.  I think that there is some concern, at least from our perspective, the Indian Health Service and the VA both being federal providers of care, it is what you call a ‘shifting the costs’ from one entity to the other.  It doesn’t cost the federal government anymore money.  In the instance that IHS pays the co-pay it still costs the federal government.  In the case that the VA might waiver the co-pay it’s still costing the federal government.  So it doesn’t cost have any financial impact.  I think the imposition of co-pays on veteran services serves as a barrier to care for some of our Indian veterans.

Dennis Lewis: You are right, cost neutral.  Each department gets a budget and they do not easily trade dollars between one another.  I cannot give you the exact reference on the co-pays.  I do know that whenever that discussion comes up a lot of people tend to disappear behind doors in Washington and the lawyers say absolutely not.  But you are right, there are references to hardships.  

John: We do not have local authority to waive co-payments because the benefits are for all veterans, based upon their administrative eligibility.  Can we waive some; the answer is yes; it depends on the veterans’ income, below the VA pension rate which is around $10,000 for a single veteran.  But it is a veteran by veteran determination.    
Jim Roberts: In terms of the co-payments, what has been the outcome of their request for waiver of that co-payment?  
John: It depends on their income and they have to file an annual financial statement.

Linda Holt: This is one of the areas that has a very big concern for me and a stumbling block for our tribal members.  I want to get this into statutory authority; there is no reason why VA and IHS can’t exchange this money.  I know that there are territorial issues to deal with between agencies; but I think that there is a way for that to meet.  It is the same pot of money regardless.  There is no reason why if you have a Native American veteran that has co-pay that should be sent to the tribe and let IHS pay for it; they shouldn’t be charging the veteran at all.  I am working on this with our delegation in Washington DC.  Also, I would like to remind you that the federal government has a trust responsibility to Native Americans to provide health care to every Native American.

Dennis Lewis: If I were to negate the co-pay for Native Americans I would negate the co-pay for all veterans.

Linda Holt: No you wouldn’t because they do not have a trust responsibility, unfortunately, to every veteran.  They have a moral obligation and should not have any co-pay for any veterans.    
I think if the VA has that capability of sending bills out to any other federal agency that the patient is receiving benefits from they should be capable of sending the bills to Native American clinics to receive payment also.  It is not that hard to get a list of Native American clinics.  I think you need to add that to your list of areas that you could go to to collect co-pays for Native Americans.  And you need to be sure that they are tracking Native Americans when they come in and apply for benefits; that they are adequately classified as a Native American.  I am working on that issue also.  It would help you in your agency to have that data.

Dennis Lewis: I do not disagree with you necessarily, because it would be a very helpful piece of information.  We have actually talked to Indian Health Service about trying to get numbers just giving us some idea of what we can do.

Part of the problem with this discussion is that the contract health service delivery area doesn’t cover 100% of tribal members so that if there is a tribal veteran who lives outside of that tribe’s delivery area and goes to a Veterans Administration facility we still are not going to pay.  The person is ineligible for the co-pay on the Indian Health side.  
Washington State University Native American Health Sciences Program
Robbie Paul: I am here to talk about a brand new program that I just became the Director of at Washington State University; it is called Native American Health Sciences Program.  The purpose is to increase the number of Native Americans entering into the health professions at WSU.  I will coordinate the WSU health science programs for recruiting and retention of Native Americans.  (A power point presentation was presented).

MRSA Infections in Tribal Communities
Frank James:  I am the Medical Director at the Nooksack Tribe.  MRSA is something that has been in the news the past few days.  MRSA stands for Methicillin-resistant Staphylococcus Aureus.  Some staph bacteria are resistant to antibiotics.  MRSA is a type of staph that is resistant to antibiotics called beta-lactams.  While 25-30-% of the population is colonized with staph, approximately 1% is colonized with MRSA. (A power point presentation was presented)

Tobacco Prevention & Control: Funding Update
Jennifer Kovarik: (A power point presentation was presented)

Project Red Talon Update
Stephanie Craig-Rushing: (A power point presentation was presented).

NARCH & Center for Healthy Communities Updates
Tom Becker: (A power point presentation was presented).
Maternal Child Health
Tam Lutz: (A power point presentation was presented).

Thursday, October 18, 2007
Call to Order: Meeting called to order by Linda Holt, Chair at 9:10 am

Invocation:  Andy Joseph, Colville Tribe, gave the invocation.

Chairman’s Report
Linda Holt: (A written report is attached).

Committee Reports
Elders – Dan Gleason: (A written report is attached)

Veterans – Julia Davis-Wheeler: (A written report is attached)

Public Health – Barbara Finkbonner: (A written report is attached)
Behavioral Health – Debbie Wachendorf: (A written report is attached)

Personnel – Whitney Jones: (A written report is attached)

Andy Joseph: Last week I attend the Health Promotion/Disease Prevention meeting last week.  One of the things that came out of the meeting was that each Area needs to submit their priorities for HP/DP.  If you could email those to Sonciray and she can put the list together for the next meeting.  I attended as the Direct Service Tribes representative.  I think that the meeting was very good and I would encourage other northwest tribes to attend if they can.
Legislative – Linda Holt: (A written report is attached).

Resolutions
#1 Support for the Establishment of a National Tribal Organization on Alcohol and Substance Abuse – Motion by Dan Gleason, Chehalis Tribe; seconded by Cassandra Sellards-Reck, Cowlitz Tribe.  Motion carried.

#2 Support for an Application to American Legacy Foundation Funding for National Tribal Tobacco Prevention Network – Motion by Julia Davis-Wheeler, Nez Perce Tribe; seconded by Wanda Johnson, Burns Paiute Tribe.  Motion carried.

#3 Support for Data Sharing Agreement for Collection and Analysis of State Tribal WIC Data – Motion by Andy Joseph, Colville Tribe; seconded by Cassandra Sellards-Reck, Cowlitz Tribe.  Motion carried.
#4 Support Continued Funding for Camp Chaparral to Provide AI/AN Veteran Services – Motion by Julia Davis-Wheeler, Nez Perce Tribe; seconded by Ronda Metcalf, Sauk Suiattle Tribe.  Motion carried.

Minutes
Motion by Julia Davis-Wheeler, Nez Perce Tribe; seconded by Dan Gleason to accept the July 2007 quarterly board meeting minutes.  Motion carried.

Future Board Meetings
Linda Holt: For our July 2008 meeting I have a request from Pearl to nominate Quinault.  (YES by consensus)
Julia Davis-Wheeler: We would like to host the October 2008 meeting.  (YES by consensus)

FAAB Workgroup 

Linda Holt:  We need a representative for the FAAB workgroup; do I have a volunteer?
We will nominate Julia Davis-Wheeler for the representative.  (YES)

We need a representative to the Advisory Group for the Office of Justice Programs.  Ronda Metcalf, Sauk Suiattle Tribe was nominated and accepted.  Joe will send a letter to Gena Tyner-Dawson.

Adjourn at 11:30 am
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