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Introduction

Chairman Dorgan, and Vice-Chairman Barrasso, and distinguished members of the
Senate Indian Affairs Committee, | am Rachel Joseph, a member of the Lone Pine Pauite-
Shoshone Tribe of California and Co-Chair of the National Steering Committee (NSC)
for the Reauthorization of the Indian Heath Care Improvement Act (IHCIA). | appreciate
the opportunity to testify before this Committee and present views on the advancement of
Indian health care.

I have served as a Chairperson and Vice Chairperson of the Lone Pine Pauite-Shoshone
Tribe and served ten years on the Board of the Toiyabe Indian Health Project, a
consortium of nine Tribes, in Mono and Inyo Counties in central California. | represent
the California Area on the Indian Health Service (IHS) National Budget Formulation
team and was elected by the East Central California Tribes to the IHS California Area
Tribal Advisory Committee.

The following recommendations are made to advance and improve the Indian health care
delivery system.

First and foremost, passage of the IHCIA reauthorization is a vital component of
any health care reform so that the underlying authorities for the operation of the
Indian health system reflect 21 century health care practices.

Secondly, the Indian health care delivery system needs to be fully funded, and
specifically, full funding is needed for contract support costs (CSC) and contract
health services (CHS).

And finally, the Committee should explore extending health care coverage to IHS
beneficiaries through the Federal Employees Health Benefit Program or through
universal health care coverage established under any health care reform
legislation that might be enacted.



REFORM OF INDIAN HEALTH CARE NECESSARY TO ADDRESS HEALTH
CARE DISPARITIES IN INDIAN COUNTRY:

No other segment of the American population is more negatively affected by health
disparities than the American Indians and Alaska Natives (Al/ANSs) population; and, our
people suffer disproportionately higher rates of chronic disease and other illnesses.

13 percent of AI/AN deaths occur in those younger than 25 years of age, a rate three
times higher than the average U.S. population. The U.S. Commission on Civil Rights
reported in 2003 that “American Indian youths are twice as likely to commit
suicide...Native Americans are 630 percent more likely to die from alcoholism, 650
percent more likely to die from tuberculosis, 318 percent more likely to die from
diabetes, and 204 percent more likely to suffer accidental death compared with other
groups.” These disparities are largely attributable to a serious lack of funding sufficient
to advance the level and quality of health services for AlI/AN.

A travesty in the deplorable health conditions of AI/AN is knowing that the vast majority
of illnesses and deaths from disease could be prevented if additional funding and
contemporary programmatic approaches to health care was available to provide a basic
level of care enjoyed by most Americans. It is unfortunate that despite two centuries of
treaties and promises, American Indians endure health conditions and a level of health
care funding that would be unacceptable to most other U.S. citizens. Over the last thirty
years, progress has been made in reducing the occurrence of infectious diseases and
decreasing the overall mortality rates. However, Al/ANs still have lower life expectancy
than the general population.

REAUTHORIZATION OF THE IHCIA IS A VITAL COMPONENT OF INDIAN
HEALTH CARE REFORM:

On behalf of the NSC and Indian Country, | want to express our upmost appreciation for
your leadership, in bringing S. 1200 to the Senate Floor and securing its successful
passage in the 110" Congress. Although we were not successful in obtaining passage of
the House companion bill, the work you did raised the awareness of Indian health care
needs. And, we believe the progress made by this Committee and the Finance Committee
in the 110™ resulted in certain important provisions in Title Il of the IHCIA being
included in the Children’s Health Insurance Program Reauthorization Act of 2009 and the
pending American Recovery and Reinvestment Act of 2009.  The amendments to the
Social Security Act (SSA)* will result in increased access to and enrollment of American
Indians and Alaska Natives (AlI/AN) in the CHIP and Medicaid programs. We appreciate
Senate and House leadership including Indian health specific provisions in these major
pieces of legislation. We respectfully request your continuing support to ensure these
provisions stay in the economic stimulus legislation.

! The SSA amendments include: grants for outreach and enrollment of Indian children in CHIP,
recognition of Tribal enrollment cards as Tier 1 documentation for Medicaid citizenship purposes,
Medicaid cost-sharing exemptions for Indians, exemption of Indian trust property and resources from
eligibility and estate recovery act purposes, and provisions to ensure Indian health participation in Medicaid
managed care programs.



Our work is never done — the NSC strongly believes reauthorization of the IHCIA is a
vital component in advancing and improving the Indian health care system. The IHS,
Tribal, and urban Indian programs need modern and updated authorities in order to
provide the same opportunities for health care to Indian people that are standard practice
for the rest of our Country. Legislation to reauthorize the IHCIA should be introduced
early in this 111™ Congress and should not be postponed pending further examination on
how to advance Indian health care.

In 1999, the Director of IHS established the NSC, comprised of representatives from
Tribal governments and national Indian organizations, for consultation and to provide
assistance regarding the reauthorization of the IHCIA, set to expire in 2000. When the
NSC began its work, the NSC had many options: it could have recommended
reauthorization of current law, plus additional amendments to address specific health care
issues, or it could have presented a concept paper and let Congressional legislative
counsel draft the legislation. However, since 1992, when the IHCIA was last
reauthorized, the Indian health delivery system changed considerably with the enactment
of the Indian Self-Determination Education and Assistance Act Amendments of 1994,
providing the Tribes with more flexibility and empowerment to operate their health
programs. It was important for the NSC to incorporate the emergence of Tribally-
operated programs throughout the bill. Thus, the NSC drafted proposed legislation, which
reflected the tribal consensus recommendations developed at area, regional and a national
meeting.

For the last ten years, the Senate and House have introduced IHCIA legislation based on
the original bill drafted by the NSC. Throughout the years, the NSC has continued as an
effective tribal committee by providing advice and “feedback” to the Administration and
Congressional committees regarding the IHCIA reauthorization bills. Although there
were “compromises” to the bill we still remain committed to our position that there
should be no regression from current law.

The IHCIA reauthorization is a necessary first step to any reform of Indian health care
because any reform must ensure access to modern systems of health care. Since the
enactment of the IHCIA in 1976, the health care delivery system in America has evolved
and modernized while the AI/AN system of health care has not kept up. For example,
mainstream American health care is moving out of hospitals and into people's homes;
focus on prevention has been recognized as both a priority and a treatment; and,
coordinating mental health, substance abuse, domestic violence, and child abuse services
into comprehensive behavioral health programs is now standard practice.

Reauthorization of the IHCIA will facilitate the modernization of the systems of health
care relied upon by 1.8 million AI/ANs. The IHCIA reauthorization bill authorizes
methods of health care delivery for AI/AN in the same manner already considered
standard practice by “mainstream” America. Although not an exhaustive list, the
following are some of the provisions that were contained in S. 1200 that, if enacted,
would bring about advancements and improvement in Indian Country:



Expanded Authorities for Mammography and Other Cancer Screening:

We need to expand authorities for the IHS and Tribal programs to provide
mammographies and other cancer screenings, consistent with recommendations of the
United States Preventive Services Task Force.

AIl/ANs have the poorest cancer survival rates compared to other U.S. populations due to
genetic risk factors, late detection and lack of timely access to diagnostic and treatment
methods. The cancer mortality rates for Al/ANs are highest in Alaska and the Northern
Plains. The American Cancer Society statistics indicate that detection of cancer results
in higher survival rates. Providing for preventive cancer screenings, would improve, and
save, the lives of Al/ANs.

New Authorities for Long Term Care:

At the Committee’s Oversight Hearing on Proposals to Create Jobs and Stimulate Indian
Country Economies, a question was asked regarding infrastructure needs to address long
term care for the elderly. While infrastructure needs for long term care, such as nursing
homes, is needed in Indian Country, it is important to clarify that long term care
authorities in Indian Country do not reflect long term care practices available to the
general population.

Section 213 of S. 1200 would have provided for the authorization of IHS and Tribally-
operated health systems to provide hospice care, assisted living, long-term care, and
home and community based services. Indian elders need to receive long term care and
related services in their homes, through home and community based service programs, or
in tribal facilities close to friends and family. We need necessary authorities to provide
long term care and related services to our elders that are currently available to the general
U.S. population.

Expansion of Indian Health Care Delivery Demonstration Projects:

We need new authorities to establish convenient care demonstration projects to provide
primary health care, such as urgent services, non-emergent care services, and preventive
services outside the regular hours of operation of a health care facility. This provision
would enhance the health care delivery options; reducing the need for contract health
services (CHS) and emergency visits.

National Bipartisan Commission:

We have consistently recommended a National Bipartisan Commission on Indian Health
Care. During the reauthorization process, our recommendations have been modified
several times and now reflect general authority for a Commission to study the provision
of health services to Indians and to identify needs of Indian Country by holding hearings
and making funds available for feasibility studies. The Commission would make
recommendations regarding the delivery of health services to Indians, including such
items as eligibility, benefits, range of services, costs, and the optimal manner on how to
provide such services.




A Commission would provide a mechanism for this Committee to advance Indian health
care by requiring a Commission to study the health care needs in Indian Country and to
identify and make recommendations to improve the Indian health care delivery system.

Behavioral Health Services:

The NSC and Indian Country strongly support authorizing comprehensive behavioral
health programs which reflect tribal values and emphasize collaboration among alcohol
and substance abuse programs, social service programs and mental health programs. We
need to address all age groups and authorize specific programs for Indian youth,
including suicide prevention, substance abuse and family inclusion.

Enhancements in an IHCIA reauthorization bill needs to facilitate improvements in the
Indian health care delivery system. Health services need to be delivered in a more
efficient and pro active manner that in the long term will reduce medical costs, will
improve the quality of life of AI/ANs, and more importantly, will save lives of AI/ANs.

On behalf of the NSC, | respectfully request that as part of this Committee’s endeavor to
advance Indian Health Care, that legislation to reauthorize the IHCIA be introduced early
in the 111™ Congress. Indian Country does not want to lose the momentum and all of the
progress we made in the 110" Congress. After almost ten years, Tribal consensus in
support of the IHCIA reauthorization remains strong. At Tribal Leader meetings with
President Obama’s Transition Team, there was a resounding appeal for the need to
reauthorize the IHCIA. The NSC is committed to working with this Committee in
making recommendations and providing input to advance the IHCIA reauthorization in
the 111™ Congress.

FULL FUNDING OF THE INDIAN HEALTH SERVICES IS NECESSARY TO
ADVANCE THE HEALTH OF INDIAN PEOPLE

I represent the IHS California Area on the I/T/U Budget Formulation Workgroup. As part
of the budget formulation process, the IHS established a Level of Need Funded
workgroup to measure the proportion of funding provided to the Indian health system,
relative to its actual need, by comparing healthcare costs for IHS beneficiaries in relation
to beneficiaries of the Federal Employee Health Benefits (FEHB) plan. This method uses
actuarial methods that control for age, sex, and health status. In 2002, per capita
healthcare spending totaled $2,130 for Al/ANs, compared to $3,903 in other public sector
financing programs serving the non-elderly population.

It is estimated that the IHS system is funded at less than 60% of its total need. To fully
fund the clinical and wrap-around service needs of the Indian healthcare system, the IHS
budget would need an additional $15 billion dollars. This estimate uses standard
economic and actuarial forecasting methods that take into consideration actual inflation
rates to measure growth and inflation. OMB routinely uses non-medical inflation
estimates to calculate budget increases for the IHS budget which vastly underestimates
true healthcare inflation rates. Applying the Federal Disparities Index (FDI) to estimate



the true health care needs of Indian people corroborates the long-held view that less than
50% of true need is funded by the IHS budget.

In FY08, the IHS appropriations were $3.3 billion — which falls short of the level of
funding that would permit the Indian health programs to achieve health and health system
parity with the majority of other Americans.

Contract Support Costs Need to be Fully Funded:

Contract Support Cost (CSC) funding provides resources to Tribes and Tribal
organizations, that operate health programs under the Indian Self-Determination and
Education Assistance Act, to cover infrastructure and administrative costs associated with
the delivery of health care services. Approximately 70 — 80% of CSC funding is used to
pay salaries of Tribal health professionals and administrative staff. Without adequate
CSC funding, Tribal health programs are forced to reduce the levels of health care in
order to absorb the infrastructure and salary costs. In most instances, cutting health care
services is the only alternative to financing these costs. Chronic under funding has
resulted in a substantial shortfall of CSC funding in the amount of $285 million (FY 2009
-$132 million and FY 2010 - $153 million).

Contract Health Services Need to be Fully Funded:

Contract Health Services (CHS) services are provided at private or public sector facilities
or providers based on referrals from the IHS or tribal CHS program. Due to the severe
underfunding of the CHS program, the IHS and tribal programs must ration health care.
Unless the individual’s medical care is Priority Level 1 request for services that otherwise
meet medical priorities are “deferred” until funding is available. Unfortunately, funding
does not always become available and the services are never received. For example, in
FY 2007, the IHS reported 161,750 cases of deferred services. In that same year, the IHS
denied 35,155 requests for services that were not deemed to be within medical priorities.
Using an average outpatient service rate of $1,107, the IHS estimates that the total
amount needed to fund deferred services, denied services not within medical priorities,
and Catastrophic Health Emergency Fund (CHEF) cases, is $238,032,283. This estimate
also does not capture deferred or denied services from the majority of tribally operated
CHS programs (nearly one-half of all tribes).

EXPLORE ALTERNATIVES FOR EXTENDING HEALTH COVERAGE TO IHS
BENEFICIARIES

The chronic under funding of the Indian health programs, annual appropriations for FY
2008 and FY 2009 are at $3.3 billion and projected level of need funding is estimated at
$9 to $15 billion. This suggests that alternative funding streams and additional health
care coverage is needed to address health care for AI/ANs. The Federal government has
not lived up to its trust responsibility to provide health care to Indians — this is evidenced
by Indian people suffering from higher health care disparities than the rest of the U.S.
population.



The current Indian health care delivery system that provides culturally competent health
care to AI/ANs, who reside in the most remote, isolated and poorest parts of this Country
must be retained and modernized. What is needed is expanded coverage of AI/ANs
through existing health care coverage, such as the Federal Employees Health Benefits
Program (FEHBP). An earlier draft of the IHCIA contained a provision that would
explicitly authorize the Tribes and Tribal organizations to purchase health care coverage
under the FEHBP. The Committee should consider re-examine this provision and require
the Federal government to extend coverage to all AI/ANs under the FEHBP. The IHS,
Tribal and urban Indian health care programs would be designated participating providers
of the FEHBP. This would allow the Indian health programs to bill and receive
reimbursements from the FEHBP to supplement annual appropriations. For services not
available at an IHS or tribal facility, coverage under FEHBP could serve as an alternate
resource for payment of services under the CHS program.

Reauthorization of IHCIA would put in place new services and authorities in the Indian
health system. With better services and facilities, Indian Country can then participate in
discussions about national health reform which will focus on the financing of available
services from various health systems.

We look forward to working with this Committee to explore how to advance and improve
the Indian health care system. Health care reform legislation must include Indian-
specific provisions to assure that reform options can work in a self determination and self
governance health delivery system. Health care reform must address the chronic
underfunding of the Indian health system and must include full funding and/or
mechanisms to achieve full funding. Renewal should not turn into code for continuing to
be told to do more with less. The Indian health system (I/TU) have already proven
themselves experts in that. It is time to give the Indian health system a chance to prove
how well it could work if fully funded.

In closing, it is exciting to be apart of the federal/tribal partnership and all of us working
together can make it better. Thank you for this opportunity and | will be happy to
respond to any question.



National Indian Health Board

Annual Consumer Conference
September 22 - 25, 2008

“Renewing the Indian Health Care System”
by

Robert G. McSwalin

Director, Indian Health Service
September 23, 2008

Greetings and welcome to National Indian Health Board’s 25th Annual Consumer
Conference. My remarks today will focus on ideas for improving and renewing the Indian health
system. It is not that our system is “broken” but that that our system needs to able to adapt
readily in response to serious present and future challenges.

Powerful forces have at been at work over the past few decades that have shaped and
changed the face of health care in this country. | am sure all of you here today are aware of
many if not all of these forces: escalating medical costs; rapid technology advances; the
emergence of chronic health condition as the pervading health issue of our times; and increased
service populations, to name a few.

We are getting set to transition in a new administration. It is a time of change for the
nation and I think it is a time to consider change in the Indian health system. We need to start
positioning ourselves now to adapt and improve our system to meet the needs of the future. We
want to focus on changing what is not working as well as it should, while preserving what does
works well.

| want to emphasize that nothing has been decided yet. | will present some ideas we
might want to explore, together with our tribal partners, in order to be ready for the future of
Indian health. We didn’t decide just this month to examine our system. We’ve been watching
and listening for a long time. We heard about both successes and failures. Some voices we’ve
heard:

» From nurses about the national nursing shortage — especially in critical care.
» From doctors about risk of deferred care, recruitment in crisis, shortages in family
practice.

The text is the basis of Mr. McSwain’s oral remarks at the National Indian Health Board Consumer Conference on Sept. 23, 2008. It should be
used with the understanding that some material may have been added or omitted during presentation.
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From pharmacists about accelerating drugs costs, insufficient time to counsel patients.
From patients about denials and losses to creditors because CHS could not pay bills.
From communities worried about facility closure or desires for a new facility

From tribal leaders, some who say our system is floundering and ask us to try something
different.

From CEQOs who wonder if some sites will remain sustainable in 5 years.

From employees who are stressed by mounting work and are concerned about jobs.
From patients who say they can’t get appointments and who ask: “Why can’t IHS pay
for care my doctor says | need?”

From elders about waiting rooms filled with descendents less connected to the
community.

From community members questioning “Why isn’t more done for kids to preserve their
health?” or “Why are scarce CHS dollars spent for chronic alcohol abusers?”

From business partners who want to work with us, but can’t if we can’t pay for their
service.

YV VWV VYV VVV VVVY

We’ve been considering what we saw and heard. We have formed some initial ideas we
want to discuss with you. Some of our ideas are pretty clear. Other ideas are sketchy. You may
be able to help clarify or offer better ideas. We hope to give a fair picture of the condition of our
system so that you may provide well informed ideas of your own. I think we need to start by
examining what works well and what doesn’t in our present system. And a good place to start is
by observing the encouraging signs.

Total healthcare services provided by the Indian health care system have gradually
expanded over decades. Our system serves more American Indians and Alaska Natives today
than ever before. And like medical trends nationwide, our services have evolved to include less
hospital care and more comprehensive ambulatory care.

Congress has continued to support IHS programs, although major budget increases in
recent decades have been rare. It is worth noting that our model has a high reputation both
within the U.S. and internationally.

Our programs are geographically spread out and our facilities are often on or near
reservations. Because our model is the only source for services in many isolated places, this
accessibility factor is an important feature.

A broad spectrum of programs and services are provided that include medical services to
individuals and also public health and environmental programs that benefit communities.

Our healthcare model is focused on American Indians and Alaska Natives — their unique
needs, cultures, and circumstances. We place a high importance on respecting traditional beliefs
and integrating traditional healing practices with recent medical science. This has resulted in a
medical environment that is more comfortable and welcoming to all Indian people.

Our healthcare system has contributed to spectacular health gains in health status in many
ways, especially in establishing access to primary care services located in the Indian
communities, lowering the high rates of infectious disease, and improving safe water and
community sanitation facilities.

Our programs are operated with a large degree of local autonomy while sharing
administrative and support functions through Area and national offices. Even more autonomy is
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achieved through self-determination, which has been very successful in the Indian health system,
with about half of the IHS budget currently being administered by Tribes.

Advances in technology, transportation, and communications are reducing some of the
delivery problems linked with isolation. Innovations in tele-health, remote sensing, and online
linkages among healthcare sites are improving both cost efficiency and quality of care.

People are a core asset of our model. To put it simply, we have great people working for
us! Their commitment to Indian people and our mission has been extraordinary even under
stressful and trying conditions. One important aspect of our workforce is that it is predominantly
Indian — 71% of our entire workforce is Indian, and the percentage of American Indians and
Alaska Natives in our medical professions continues to rise.

Turning our attention from encouraging to troubling signs: Many sites through out our
system are experiencing difficulties making financial ends meet. Financial troubles are, of
course, prevalent throughout healthcare in the U.S. But the immediate consequences to Indian
people are more pressing because many Indian people have few fall-back options. Couple this
with an ever-increasing service population and drastic inflation in medical costs, and you have a
severely strained system. The results of this can be as drastic as temporary shut-downs of
facilities and cut-backs in services.

Payments are strictly limited by law to available CHS funds, which results in thousands
of patient referrals without any source of payment. CHS funds regularly run out before year end.
This produces hardships for patients and undermines relationships with hospitals and other
providers.

At many sites in our system, essential services are unavailable. If available, limited staff,
equipment, and facility space often result in deferring services. These deficiencies contribute to
backlogs that result in more severe health problems over the long run. And the inequity of
services across the system is an issue that needs to be addressed.

Another troubling sign: clinic space and equipment use in our facilities are often strained
beyond capacity, especially in ambulatory care. The space for exam and treatment rooms,
staffing, equipment, etc., are especially limited in ambulatory settings. Our overall space
configuration was created in an era when hospital admissions were the norm, which is a
mismatch for the high-volume ambulatory care practices of today.

Recruitment and retention of a highly skilled medical workforce has always been
challenging due to geographically dispersed and remote sites. We simply cannot fulfill our
mission without them, so we need to find ways to remove barriers and increase incentives for
hiring and retention of qualified professionals.

Strained relations with partners outside our model are rising. Some are a legacy of racial
and community tensions. But other strains are directly related to referrals without means of
payment.

Although we strive to serve any Indian person who seeks services without regard to tribal
affiliation, the shear volume of demand and the incapacity to meet it have forced some Tribes to
reconsider whom they can serve.

Other troubling signs are more directly health-related. Rates of obesity and problems
linked to lifestyle are epidemic in America. Too often such problems are more pronounced
among Indian people. These trends point to grim prospects for declining health and even greater
demands on our already over-extended healthcare system.
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Perhaps the most troubling sign is that the overall health status of Indian people remains
below that for most Americans, and in some places that gap appears posed to widen further.
Recent studies have detected rising rates of diabetes, heart disease, and cancer among Indian
people, which are almost certainly related to changing lifestyles and environments. For decades,
significant advances in raising health status have been documented in our statistics. Now it is
clear our model is no longer producing the big gains it once did, largely because of the shift in
health problems from infectious disease and sanitation control patterns to lifestyle-related
chronic conditions.

We have just examined some of the strengths and weaknesses of our present health care
system. We now turn to some ideas for renewing this system, which I hope we can consider
together as we prepare ourselves and our health care model for a historic transition period.
Please realize that we are not considering a dismantling of the present system, but a variety of
ideas for renewing and strengthening it.

It is important to keep in mind that both tribal and federal sites experience the conditions
and forces that we have discussed, often in tandem. Equally important, Self-Determination law
recognizes that tribally-operated sites may respond to these conditions differently than the IHS
may respond. We encourage all Tribes to fully consider all the ideas for renewal. Self-
Determination allows tribal sites to choose to participate or not participate. Participation by
tribal partners in renewing and adapting our system is welcomed but not required.

This partnership effort will also include the active participation of patients with the entire
health system as we renew our common vision for a patient-centered, compassionate,
comprehensive, and culturally appropriate model of health care. Before we talk about some
ideas for renewal, we need to restate some essential principles and goals that may guide us in
thinking about these ideas. These include:

»  Securing a healthcare system for Indian people that fulfills our mission, goal, and
foundation;

Strengthening our core model of a community-oriented primary care;
Transforming but not diminishing services;

Equalizing access to healthcare services;

Seeking consultation on policies that affect Indian people; and

Honoring tribal choice.

YVYVYYVYV

The future of our health system requires continuing evolution and adaptation to historic
and emerging health challenges. Before discussing new ideas, it is important to acknowledge
renewal efforts that are already underway and making impressive progress.

Many individual sites in our system have launched efforts to more successfully adapt
clinical and administrative operations to local conditions. | endorse these important, often
innovative, efforts. For instance, pilot projects underway in the “Chronic Care Initiative” are
producing some exciting results. I will not offer more details on these locally driven efforts this
morning, but much more information is available upon request.

Rather, I will focus the balance of my talk on ideas for renewal of our system as a whole,
for as we have seen, many of the forces that stress individual sites go well beyond local
boundaries. Even sites with the most favorable local conditions can not effectively address all of
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these issues. That is why it is timely for all of us to have a national dialogue about the whole
Indian health care system.

The patient is at the center of our ideas for renewal. The key idea is a package of services
that surrounds every patient. This concept, which is based on the Indian health system already in
place now, includes:

» Core services — Community oriented primary care is the central core of the service package.
Core services should be accessible in or near Indian communities to maximize their
effectiveness. We think primary prevention services should have highest priority because
we see them as providing the greatest contributions to improved health status for the entire
Indian population now and in the future. The core package combines primary care services
that are focused on individuals with essential public health programs that are focused on the
community.

> Intermediate and advanced medical services for individuals would be delivered through
regional/in-network referral facilities that can provide high quality care efficiently. Most
advanced services would be purchased.

A closely connected idea is an integrated delivery system in which each type of service is
provided in manner that is most efficient and effective.

Core primary care services should be broadly available and accessible in or near Indian
communities. This includes routine ambulatory, screening, diagnostic, and treatment services;
basic preventive care; covered prescription medications; some dental services; and some mental
health and substance abuse services. Much of the success of our model can be linked to these
types of services. These services usually would be delivered in a Monday-Friday clinic in or
near the community.

Intermediate services include 24/7 inpatient professional services, advanced ambulatory
screening, diagnostic and treatment services, vision, hearing, PT, orthopedic, and both non-
complex ambulatory and inpatient surgery. Intermediate services would be provided through an
interlocking network of centers that accept and support the core community sites.

Advanced services such as highly specialized diagnostic, surgical, and treatment services
include transplants and sophisticated surgery. These would usually be purchased from centers of
excellence to the extent that funding allows, or in some cases maybe obtained from in-network
medical centers.

We have a firm idea of the overall integrated framework, which builds on and extends
successful features of our present system, but there are many details that require study:

» Timing - Even though this integrated concept builds on our present model, we realize this
involves transformation of frontline sites as well as behind the scenes support systems. This
is not a quick fix. We think it will take a long time to fully achieve.

» Thresholds for facilities - As we try to enhance community access to core services, we also

need to consider costs when establishing community size thresholds for core sites and we
need to consider realistic and practical groupings for referral networks.
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» HFPS - we need to see if the Health Facilities Priority System is aligned with this
framework.

> Resource Formula - We may need to align budget and resource allocation formulas.

» Reimbursement - We think that spreading costs of secondary services through a referral
system offers significant gains in efficiency and quality. But we will need a way to fairly
reimburse the in-network referral centers for costs.

» Conversion Costs - We know there will be one-time costs for converting. We must estimate
conversion costs and options.

» Infrastructure - These costs may include investments in infrastructure such as Electronic
Health Record, beneficiary ID, communications and transport capacity, etc.

For the integrated model to function coherently and fairly, CHS funded services and
policies should be aligned to fit. One challenge involves authorization policies known as CHS
medical priorities. CHS funds could be used to fill some gaps in core services to promote wider
and more consistent availability of primary care services. Currently, the CHS policy prioritizes
urgent medical treatment over primary and prevention services.

Eligibility rules differ for CHS and direct care. We think eligibility should be consistent
for both. We need to decide if the uniform eligibility should follow the CHS model, the Direct
Services model, or some other. CHS funds have long been treated as fixed, immovable, and tied
to sites. There is no inherent reason to bind CHS funds to particular sites, particularly as we
move towards a more integrated, mutually supporting network. We should consider aligning
CHS management, authorization policies, and funds within the integrated framework. This
could involve aligning some CHS funds within core community sites to plug gaps in primary and
preventive services and align other CHS funds at a regional (or Area) level for intermediate and
advanced services. Some issues that need to be addressed include:

> Integrating Services - The implications and impacts of an integrated service package on the
CHS medical priorities must be considered as well as affects on present CHS users.

» Balancing Priorities — While everyone can support the idea of expanding availability and
access to core primary services, if CHS spending on core services reduces funds for urgent
care, some people may find such a tradeoff disturbing. We will need to thoroughly consult
on this complex ethical issue.

> Eligibility - We need more exact numbers for unifying direct services eligibility rules and
CHS eligibility rules. Roughly, 250,000 persons are direct service users in our present
system who are not CHS eligible. Most of these reside in cities and counties adjacent to
reservations but are not members of the local Tribes.

> Budget - We also need to forecast budget implications for the eligibility unification options.
Expanding CHS eligibility could create addition funding needs.
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» Management Options - Realigning management of CHS to reflect an integrated layered
delivery system has logical appeal, but we have not yet explored operational implications. It
should be noted that a previous attempt to apply CHS uniformly for an entire state (Arizona)
could not be fully implemented because of insufficient funding.

The future of our health system requires continuing evolution and adaptation to historic
and emerging health challenges. Our vision is to work in partnership with tribal governments;
Indian people; and federal, state, and local governments to respond in every way possible to
preserve and improve our health system for future generations of Indian people.
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How the Indian Health Care Improvement Act addresses Health Issues in Indian Country

The Indian Health Care Improvement Act (IHCIA), first enacted n 1976, is the underlying statutory authority for the Federal
Government to provide health care to American Indians and Alaska Natives (AlI/ANs). The government’s responsibility to
provide health care is based on the U.S. Constitution and is carried out by the Indian Health Service (IHS), an agency within the
Department of Health and Human Services. The IHCIA has not been reauthorized since 1992 — 16 years ago. New and
expanded authorities contained in the IHCIA reauthorization bills (H.R. 1328/S. 1200) will address health care disparities and
improve the quality of life, and save the lives, of 1.9 million AI/ANs living in some of the most isolated areas of the U.S.

Health Issue Current Problem IHCIA Solution
Health Care High Vacancy Rates of Health Professionals | Strengthens programs that help to recruit and
Provider at IHS and tribal sites are primarily the result | retain health professionals for the IHS and tribal
Shortage of the remote geographic locations of the sites:
sites. e Scholarship and Loan Repayment Programs similar to the
o Dental Professionals =31% National Health Service Corps recruitment programs
o Nurses =18% e Specific programs to recruit Indian students into medical,
o Physicians - 17% nursing, psychology, an_d behavioral health pr_of_essions
o Pharmacists - 11% e Community health provider programs and training for
community health providers at tribal colleges
Facilities & IHS and tribal health care Authorizes innovative ways to overcome
Sanitation facilities/equipment and sanitation deficient and non-existent health care facilities
facilities are old or non-existent: and sanitation systems.
e Average age of IHS facilities
. ;Sj@’;?;ﬁ ﬁ;’gz:;‘t(‘jrféquipmem Updates existing authorities for the construction
=12 yrs (vs. 6 yrsin U.S.) of health facilities and sanitation facilities
e Lack safe & adequate water supply
= 11% of Indian Homes Provides authorities for innovative approaches
* Lack basic sanitation facilities for facility construction and funding through
= up to 35% of Indian Country .
grants, joint venture agreements, and loan
programs
Elder/Long Lack of authority and facility space to Authorizes the creation of elder care programs
Term Care provide care to the elderly and the that focus on behavioral health and in
disabled home/community care.
e Nursing homes and assisted living centers are not
o ;\I/Z;IribIZn?jnde(:t:I;ZSE;\gtlt?)ntsravel hundreds of miles to Authorizes programs for hospice, assisted “Ving’
obiain oare long-term care and home &community based
e AI/AN Elders will need potential home care Services.
= 14-40%
e AI/AN Elders (over 65 yrs) have difficulty dressing,
bathing, or getting around the home. = 14 %
Cancer Lack of authority to provide cancer Expands preventive services to cover cancer

screenings, except mammograms
e Poorest cancer survival rates among all ethnic groups due
to:
0 Genetic risk factors
o Late detection of cancer
o Lack of timely access to diagnostic and/or
treatment methods
e Cancer mortality rates for AI/ANs are highest in Alaska
and Northern Plains
e Cervical cancer is #2 cause of death for Al women and
leading cause of death for AN women

screenings based on national standards and
recommendations of the United States Preventive
Services Task Force. Some of the new cancer
screenings would include:

e Prostate Cancer

e Cervical Cancer

e Skin Cancer

e Colon Cancer

American Cancer Society statistics document early
detection of cancer results in higher survival rates and
saves lives.




Diabetes

Al/ANs die at higher rates than other

Americans from diabetes.
o Al/ANs diagnosed with diabetes
= 2.6x higher
o AI/AN deaths from diabetes
= 190% higher

Reauthorizes effective diabetes projects, such as
screening and prevention activities, and creates
the ability to manage diabetes through culturally
appropriate IHS and tribal programs

Medicare & Lack of access to Medicare & Medicaid Updates existing authorities for IHS and tribal
Medicaid services due to rural and remote locations of | facilities to provide services and collect Medicare
(M/M) tribal communities & Medicaid reimbursements, grant opportunities
Under-enrollment of AI/ANs in Medicaid for Medicare & Medicaid enrollment and
programs, especially on reservations which outreach activities, and to collect reimbursements
have high poverty rates. from other third party payors.
e Percent of people below poverty
= 27.2% Al/ANs on and off reservations Removes barriers that prevent AI/ANs from
being eligible for, and enrolling in, Medicare &
Medicaid
Behavioral Lack of authority to create new programs | Consolidates existing authorities to provide for a
Health to address rising need for services and comprehensive approach to behavioral health
treatment for mental health, alcoholism, and | assessment, treatment, and prevention.
substance abuse.
¢ Death from Suicide Expands grant opportunities for behavioral
. ;i;?]zth:gth:gf U suicide health programs to include youth suicide and
— AI/ANS (age group of 15-24 yrs) other new prevalent behavior health problems not
e 2" Jeading cause of death for AI/AN youth previously listed.
e Death from alcoholism
=510% higher
e Percent of AI/ANs population who use Methamphetamine
=1.7%
Infant Lack of modern authorities to address Authorizes health promotion and disease
Mortality & maternal and infant health issues: prevention programs:
Maternal e Low incidences of Prenatal Care

Health Rates

=69 % in 2000 (vs. 85% white non-Hispanic women)

o Death of AI/ANs infants
= 150% greater

o Incidence of Sudden Infant Death Syndrome (SIDS)
= 3-4x greater than white infants

o The prevalence of Fetal Alcohol Spectrum disorder in
Alaska
= 5.6 per 1,000 live births for AI/ANs (vs. 1.5 per 1,000 in
the State overall).

e To provide prenatal, pregnancy and infant care

e To avoid fetal alcohol spectrum disorders through educational
health programs

e To prevent SIDS and to reduce infant mortality

Unintentional
Injuries

Lack of modern authorities to address

high incidence of unintentional injuries:

o Injuries are the leading cause of death for AI/AN ages 1 to
44 & the 3" leading cause of death overall

o Leading cause of death for AlI/ANs 19 yrs. and younger
= Motor vehicle crashes

e Injures result in 41 % of Years of Potential Life Lost for
Al/ANs

Authorizes the IHS and tribal Epidemiology
Centers to access data, data sets, monitoring
systems, delivery systems, and other protected
health information for the purpose of preventing
and controlling disease, injury or disability.

Authorizes programs to provide first aid and
CPR training.

Promotes the elimination, reduction, and
prevention of contaminants that create unhealthy
household conditions.




	Rachel Joseph testimony
	NIHB_2008_Sept22-251
	IHCIA_QualityofLife_Chart_July%202008[1]

