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REAUTHORIZE THE INDIAN HEALTH CARE
IMPROVEMENT ACT

WEDNESDAY, JULY 28, 2000

U.S. SENATE,
COMMITTEE ON INDIAN AFFAIRS,
Washington, DC.
The committee met, pursuant to other business, at 2:11 p.m. in
room 485, Senate Russell Building, Hon. Ben Nighthorse Campbell
(chairman of the mmmttegﬁm ing.
Present: Senators Campbell, Inouye, and Dorgan.

STATEMENT OF HON. BEN NIGHTHORSE CAMPBELL, U.S. SEN-
ATOR FROM COLORADO, CHAIRMAN, COMMITTEE ON IN-
DIAN AFFAIRS
The CHAIRMAN. I will submit my complete opening statement for

the record on 5. 2526, since we have a short amount of time.
[Text of S. 2526 follows:]

(1)



TR S, 2526

To amend the Indian Health Care Improvement Aet to revise and extend
such Act.

IN THE SENATE OF THE UNITED STATES

May 8, 2000

Mr. CAMPRELL (for himself and for Mr. INOUYE) introduced the following bill;
which was read twice and referred to the Committee on Indian Affairs

A BILL

To amend the Indian Health Care Improvement Aet to revise
and extend such Aet.

1 Be it enacted by the Senate and House of Representa-
tives of the United States of America in Congress assembled,
SECTION 1. BHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as the
“Indian Health Care Improvement Act Reauthorization of
2000".

(b) TABLE OF CONTENTS.—The table of contents for

G0 =1 on L B W R

this Act is as follows:
See. 1. Short title,

TITLE I—REAUTHORIZATION AND REVISIONS OF THE INDLAN
HEALTH CARE IMPROVEMENT ACT
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See, 101. Amendment to the Indian Health Care Iniprovement Act.

TITLE [I—CONFORMING AMENDMENTS TO THE S0CLAL
SECURITY ACT

Subtithe Jn—MuIie!mr

20). Limitations on eharges.
. Indian health programs.
203. Qualified Indian health program.

Bubtitle B—Medicaid

211. Payments to Federally-qualified health centers,

212, State consultation with Indian health programs.

213. Fmap for services provided by Indian health progranis.
214. Indian Health Serviee programs.

Subtitle C—State Children's Health Insurance Program

221, Enhanced fmap for State children's health insurance program.,
222, Direct funding of State children’s health insurance program.
“See. 2111. Direct funding of Indian health prograns.

FEEE  FEE
g

£f

Subtitle D—Authorization of Appropriations
See. 231, Authorization of appropriations.
TITLE III—MISCELLANEOUS PROVISIONS

Bee. 301. Repeals,
See, 302, Severnbility provisions,

TITLE I—REAUTHORIZATION
AND REVISIONS OF THE IN-
DIAN HEALTH CARE IM-
PROVEMENT ACT

SEC. 101. AMENDMENT TO THE INDIAN HEALTH CARE IM-

PROVEMENT ACT.
The Indian Health Care Improvement Act (25 U.S.C.

1601 et seq.) is amended to read as follows:

“SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

“(a) SHORT TITLE.—This Act may be cited as the

‘Indian Health Care Improvement Aet’.
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1 “(b) TABLE OF CONTENTS.—The table of contents

2 for this Act is as follows:

“Hee. 1. Short title; table of contents.
“See. 2. Findings.

“Hee. 3. Declaration of health objectives.
“Her. .4, Definitions,

“TITLE I—INDIAN HEALTH, HUMAN RESOURCES AND

“SHee. 101.
“Hee. 102
“Her. 103,
“SHee. 104.

“Bee, 105
“Hew. 106.
“Ber. 107.
“Hee. 108,
“Hee. 108,
“Bee, 110,
“Hee. 111,

B
“Sip,
“Bine.
“See,
“Bee. 210
“Ber. 211

«8 1538 I8

ikl
SESEREERE

DEVELOPMENT

Purpose.

General raquirements.

Health professions recruitment program for Indians.

Health professions preparatory scholarship program for Indi-
ans,

Indian health professions seholarships.,

American Indians into psvehology program.,

Indian Health Serviee extern programs.

Continuing education allowances,

Community health representative program.

Indian Health Service loan repayment progrin.

Seholarship and loan repayment recovery fund.

. Recruitment activities.

. Tribal reernitment and retention progranm,

. Advanced training and research.

. Nursing programs:; Quentin X. Burdick American Indians into

Nursing Program.

. ‘Tribal rulture and history,

. INMED program,

. Health training programs of community colleges,

. Retention bonus,

. Community health aide program for Alaska,

. Tribal health program administration,

. Health professionnl chronie shortage demonstration propect.

. National Health Service Corps.

. Bubstance abuse counselor education demonstration project.
. Mental health training and comnumity edueation.

. Authorization of appropriations.

“TITLE ll—HEALTH SERVICES

Indian Health Care Improvement Fund,
Catastrophie Health Emergency Fund,

Health promotion mwd disense prevention services,
Digbetes prevention, treatment, and control.
Bhared services,

Health servives research.

Mammography and other cancer sereening.
Patient travel costs.

Epidemiology centers.

., Comprehensive school health education programs.
. Indlisn youth progran.
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Prevention, eontrod, and elimination of communicable and infec-
tioas disenses,
Authority for provision of other services,

. Indian women's health eare.

. Environmental and miclear health hazards,

. Arizona as a contract health service delivery area,

. California contract health services demonstration program.
. California as & eontract health service delivery area.

. Programs operated by Indian tribes and tribal organizations.
. Licensing.

. Authorization for emergeney contract health serviees,

. Prompt action on payment of elaims.

. Linbility for payment.

. Authorization of appropriations,

“TITLE HI—FACILITIES

. Safe water and sanitary waste disposul facilities.

Preference to Indians and Indian firms.

Expenditure of nonserviee funds for renovation.

Funding for the eonstroction, expansion, and modernization of
small ambulatory care facilities.

. Indian health eare delivery demonstration project.

. Land transfer.

. Lenses.

. Loans, loan guarantees and boan repayment.

. Indian Health Service/tribal facilithes joint venture progran.
. Location of facilities.

. Maintenance and improvement of health care facilities.

. Tribal management of Federally-onwned quarters.

of buy American requirement.

. (ther funding for facilities.
. Authorization of appropriations.

“TITLE IV—ACCESS TO HEALTH SERVICES

407,
408,
05,

410,
111,

+8 2598 18

. Treatment of payments under medicare program,

Treatment of payments under medicaid program.

Report. _

Grants to and funding agreements with the serviee, Indian
tribes or tribal organizations, and urban Indian organiza-
thons,

. Direet billing and reimbursement of medicare, medieaid, and

other third party payors,

Reimbursement from certain third parties of costs of health
HETViees,

Crediting of reimbursements.

Purchasing health care covernge.

Indisn Health Service, Department of Veteran's Affairs, and
other Federal ageney health facilities and services sharing.

Payor of last resort.

Right to recover from Federal health eare programs.
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Tuba city demonstration project.

Access to Federal insurance.

Consultation and rulemaking,

Limitations on eharges.

Limitation on Seeretary’s waiver suthority,

Whaiver of medicare and medicaid sanctions.

Meaning of ‘remoneration’ for purposes of safe harbor provi-
sions; antitrust immunity,

Co-insurnnee, eo-piyments, deductibles and premiums.

Inclosion of income and resources for purposes of medieally
needy medicaid eligibility.

. Estate recovery provisions,

. Medical ehild support.

. Provisions relating to managed care.
. Navajo Nation medicaid ageney.

. Indian advisory eommittees.

. Authorization of sppropriations.

“TITLE V—HEALTH SERVICES FOR URBAN INDIANS

“Ep
“lan
B,

" Bes,
“Gee,
-
“ e,
-
“iec.
“Bee.
s
“SBec.
“Bee.
“Bee.
“Bec,
Ly
“Bee.
“SHee.
“See.
“Een,

501,
502,
503,

. 504

505,
508,
507.
508,
508,
510,
511,
512,
613,
514,
615.
516,
517.
als.
519,
520,
621,

Purpose,

Contracts with, and grants to, urban Indian organizations.

Contracts and grants for the provision of health eare and refer-
ritl services.

Contracts and grants for the determination of unmet health
eare needs.

Evaluations; renewals.

Other contract and grant requirements,

Reports and records.

Limitation on contract authority.

Facilities,

Office of Urban Indian Health,

Grants for alechol and substance abuse related services.

Treatment of certain demonstration projects.

Urban NLAAA transferred programs,

Consultation with urban Indian organizations,

Federal Tort Claims Act coverage.

Urban youth treatment eenter demonstration.

Use of Federal government facilities and soorces of supply.

Grants for diabetes prevention, treatment and control,

Community health representatives,

Authorization of appropriations.

“TITLE VI—ORGANIZATIONAL IMPROVEMENTS

601,

. B2,
. 603,

Establishment of the Indian Health Service as an agency of the
Public Health Service.

Automated management information system,

Authorization of appropristions.

“TITLE VII—BEHAVIORAL HEALTH PROGRAMS

. T01.
. TO2.

Behavioral health prevention and treatment services,
Memorandum of agreement with the Department of the Inte-
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713
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715,

BOL.
B2,
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B4,
BOG.

B0,
BOT.
BOA.
B0,
B10.
Bl1.
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. Comprehensive behmvdoral health prevention and treatment pro-

gram.
. Mental health technician program.
. Lacensing requirement for mental bealth eare workers,
. Indian women treatment programs,
. Indian youth program.
. Inpatient and eommunity-based mental health facilities design,

construction and staffing assessnwnt, —

., Training and community education.

Behavioral health program.

Fetal aleohol disorder funding.

Child sexial abuse and prevention trentment progrms,
Behavioral mental health research,

Definits

Authorization of sppropristions,

“TITLE VIII—MISCELLANEOUS

Reports.

Regulations.

Plan of iniplementation.

Availability of funds.

Limitation on use of funds appropriated to the Indian Health
Service,

Eligibility of Californta Indisns,

Health services for ineligible persons.

Realloeation of base resources,

Provision of services in Montana,

Moratorium,

Tribal employment.

Prime vendor.

National Bi-Partisan Commission on Indian Health Care Enti-
tlement,

Appropriations; availability.

Authorization of appropriations.

1 +“SEC. 2. FINDINGS.

2
3
4
5
6
7
B
9

“Congress makes the following findings:
(1) Federal delivery of health services and

funding of tribal and urban Indian health programs

to maintain and improve the health of the Indians

are consonant with and required by the Federal Gov-

ernment’s historical and unique legal relationship

with the American Indian people, as reflected in the

Constitution, treaties, Federal laws, and the course

«5 3538 I8
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of dealings of the United States with Indian Tribes,
and the United States’ resulting government to gov-
ernment and trust responsibility and obligations to
the American Indian people.

“(2) From the time of European oecupation
and colonization through the 20th century, the poli-
cies and practices of the United States caused or
contributed to the severe health conditions of Indi-
ans.

“(3) Indian Tribes have, through the cession of
over 400,000,000 acres of land to the United States
in exchange for promises, often reflected in treaties,
of health care secured a de facto contract that enti-
tles Indians to health care in perpetuity, based on
the moral, legal, and historic obligation of the
United States.

“(4) The population growth of the Indian peo-
ple that began in the later part of the 20th eentury
increases the need for Federal health care services.

“(5) A major national goal of the United States
is to provide the quantity and quality of health serv-
ices which will permit the health status of Indians,
regardless of where they live, to be raized to the
highest possible level, a level that is not less than
that of the general population, and to provide for the
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maximum participation of Indian Tribes, tribal orga-
nizations, and wurban Indian organizations in the
planning, delivery, and management of those serv-
ices.

“{6) Federal health services to Indians have re-
sulted in a reduction in the prevalence and incidence
of illnesses among, and unnecessary and premature
deaths of, Indians.

“(7T) Despite such services, the unmet health
needs of the American Indii_m people remain alarm-
ingly severe, and even continue to increase, and the
health status of the Indians is far below the health
status of the general population of the United
States.

*(8) The disparity in health status that is to be
addresses is formidable. In death rates for example,
Indian people suffer a death rate for diabetes
mellitus that is 249 percent higher than the death
rate for all races in the United States, a pneumonia
and influenza death rate that is 71 percent higher,
a tuberculosis death rate that is 533 percent higher,
and a death rate from alcoholism that is 627 percent
higher.
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1 “SEC. 3. DECLARATION OF HEALTH OBJECTIVES.
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“Congress hereby declares that it is the poliey of the

United States, in fulfillment of its special trust respon-

gibilities and legal obligations to the Ameriean Indian

people—

*(1) to assure the highest possible health status
for Indians and to provide all resources necessary to
effect that policy;

“(2) to raise the health status of Indians by the
year 2010 to at least the levels set forth in the goals
contained within the Healthy People 2000, or any
successor standards thereto;

“(3) in order to raise the health status of In-
dian people to at least the levels set forth in the
goals contained within the Healthy People 2000, or
any successor standards thereto, to permit Indian
Tribes and tribal organizations to set their own
health care priorities and establish goals that reflect
their unmet needs;

“(4) to inerease the proportion of all degrees in
the health professions and allied and associated
health professions awarded to Indians so that the
proportion of Indian health professionals in each ge-
ographic service area is raised to at least the level

of that of the general lmlmlatiun;'

«3 1538 I8
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“{5) to require meaningful, active consultation
with Indian Tribes, Indian organizations, and urban
Indian organizations to implement this Act and the
national policy of Indian self-determination; and

“(6) that funds for health care programs and
facilities operated by Tribes and tribal organizations
be provided in amounts that are not less than the
funds that are provided to programs and facilities
operated directly by the Service.

10 =SEC. 4. DEFINITIONS.

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

“In this Act:

“{1) ACCREDITED AND ACCESSIBLE.—The term
‘aceredited and aecessible’, with respect to an entity,
means a community college or other appropriate en-
tity that is on or near a reservation and accredited
by a national or regional organization with aceredit-
ing authority.

“(2) ArRea OFFICE.—The term ‘area office’
mean an administrative entity including a program
office, within the Indian Health Serviee through
which services and funds are provided to the service
units within a defined geographic area.

“(3) ASSISTANT SECRETARY.—The term ‘As-
sistant Secretary’ means the Assistant Secretary of
the Indian Health as established under section 601,
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“(4) CONTRACT HEALTH SERVICE.—The term
‘contract health service’ means a health service that
is provided at the expense of the Service, Indian
Tribe, or tribal organization by a public or private
medical provider or hospital, other than a service
funded under the Indian Self-Determination and
Education Assistance Act or under this Act.

“(5) DEPARTMENT.—The term ‘Department’,
unless specifically provided otherwise, means the De-
partment of Health and Human Services.

“(6) FunD.—The terms ‘fund’ or ‘funding’
mean the transfer of monies from the Department
to any eligible entity or individual under this, Act by
any legal means, including funding agreements, con-
tracts, memoranda of understanding, Buy Indian
Act contracts, or otherwise.

*¥(7) FUNDING AGREEMENT.—The term ‘fund-
ing agreement’ means any agreement to transfer
funds for the planning, conduet, and administration
of programs, functions, services and activities to
Tribes and tribal organizations from the Secretary
under the authority of the Indian Self-Determination
and Edueation Assistance Aet.

“{8) HEALTH PROFESSION.—The term ‘health

profession’ means allopathic medicine, family medi-



L7 =T - - T I - O T - L "X I

Mg““““l—ll—ll—lmmmmwmm
Lh W k2 = D O 00 =] S b B W R = O

13

12
cine, internal medicine, pediatrics, geriatric medi-
cine, obstetrics and gymecology, podiatrie medicine,
nursing, publie health nursing, dentistry, psychiatry,
osteopathy, optometry, pharmacy, psychology, public
health, social work, nmrriagg and family therapy,
chiropractic medicine, environmental health and en-
gineering, and allied health professions, or any other
health profession.

“(9) HEALTH PROMOTION: DISEASE PREVEN-
TION.—The terms ‘health promotion’ and ‘disease
prevention’ shall have the meanings given such
terms in paragraphs (1) and (2) of seetion 203(c).

“(10) INplAN.~—The term ‘Indian’ and ‘Indi-
ans' shall have meanings given such terms for pur-
poses of the Indian Self-Determination and Edu-
cation Assistance Act.

“(11) INDIAN HEALTH PROGRAM.—The term
‘Indian health program’ shall have the meaning
given such term in section 110(a)(2)(A).

“{12} InpIAN TRIBE.—The term ‘Indian tribe’
shall have the meaning given such term in section
4(e) of the Indian Self Determination and Education
Assistance Act.

*“(13) RESERVATION.—The term ‘reservation’

means any Federally recognized Indian tribe's res-
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ervation, Pueblo or colony, including former reserva-
tions in Oklahoma, Alaska Native Regions estab-
lished pursuant to the Alaska Native Claims Settle-
ment Aet, and Indian allotments.

“(14) SECRETARY.—The term ‘Secretary’, un-
less specifically provided otherwise, means the See-
retary of Health and Human Services.

“(15) SERVICE.—The term ‘Service' means the
Indian Health Service.

*{16) SERVICE AREA.—The term ‘service area’
means the geographical area served by each area of-
fice.

“(17) SERVICE UNIT.—The term ‘service unit’
means—

"“(A) an administrative entity within the

Indian Health Serviee; or

“{B) a tribe or tribal organization operat-
ing health eare programs or facilities with funds
from the Service under the Indian Self-Deter-
mination and Edueation Assistance Aet,
through which services are provided, directly or
by econtract, to the eligible Indian population
within a defined geographie area.

“{18) TRADITIONAL HEALTH CARE PRAC-

TICES.—The term ‘traditional health care practices’
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means the application by Native healing practition-
ers of the Native healing sciences (as opposed or in
contradistinetion to western healing sciences) which
embaodies the influences or forees of innate tribal dis-
covery, history, description, explanation and knowl-
edge of the states of wellness and illness and which
calls upon these influences or forees, including phys-
ical, mental, and spiritual forees in the promotion,
restoration, preservation and maintenance of health,
well-being, and life’s harmony.

“{19) TRIBAL ORGANIZATION.—The term ‘trib-
al organization’ shall have the meaning given such
term in section 4(l) of the Indian Self Determination
and Education Assistance Act.

“{20) TRIBALLY CONTROLLED COMMUNITY
COLLEGE.—The term ‘tribally controlled community
college’ shall have the meaning given such term in
section 126 (g)(2).

*{21) URBAN CENTER.—The term ‘urban cen-
ter' means any community that has a sufficient
urban Indian population with unmet health needs to
warrant assistance under title V, as determined by

the Secretary.
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“22) UrBan INDIAN.—The term ‘urban In-

dian’ means any individual who resides in an urban
center and who—

“(A) regardless of whether such individual

lives on or near a reservation, is a member of

a tribe, band or other organized group of Indi-

ans, including those tribes, bands or groups ter-

minated since 1940;

“(B) is an Eskimo or Aleut or other Alas-
kan Native;
“(C) is considered by the Secretary of the

Interior to be an Indian for any purpose; or

(D)} is determined to be an Indian under
regulations promulgated by the Secretary.

“(23) URBAN INDIAN ORGANIZATION.—The
term ‘urban Indian organization’ means a nonprofit
corporate body situated in an urban eenter, governed
by an urban Indian controlled board of directors,
and providing for the participation of all interested
Indian groups and individuals, and which is capable
of legally cooperating with other public and private
entities for the purpose of performing the activities
described in section 503(a).
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“TITLE I—INDIAN HEALTH,

HUMAN RESOURCES AND DE-

VELOPMENT
“SEC. 101 m

“The purpose of this title is to increase, to the maxi-
mum extent feasible, the number of Indians entering the
health professions and providing health services, and to
assure an optimum supply of health professionals to the
Serviee, Indian tribes, tribal organizations, and urban In-
dian organizations involved in the provision of health serv-
ives to Indian people.

“SEC. 102. GENERAL REQUIREMENTS.,

*{a) SERVICE AREA PRIORITIES.—Unless specifically
provided otherwise, amounts appropriated for each fiscal
year to carry out each program authorized under this title
shall be allocated by the Secretary to the area office of
each service area using a formula—

*(1) to be developed in consultation with Indian

Tribes, tribal organizations and urban Indian orga-

nizations; and

“(2) that takes into account the human re-
source and development needs in each such service
area.

“(b) CONSULTATION.—Each area office receiving

funds under this title shall actively and eontinuously con-
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sult with representatives of Indian tribes, tribal organiza-
tions, and urban Indian organizations to prioritize the uti-
lization of funds provided under this title within the serv-
ice area.

“(e) REALLOCATION.—Unless specifically prohibited,
an area office may reallocate funds provided to the office
under this title among the programs authorized by this
title, except that scholarship and loan repayment funds
shall not be used for administrative functions or expenses.

“(d) LiMrTATION.—This section shall not apply with
respect to individual recipients of scholarships, loans or
other funds provided under this title (as this title existed
1 day prior to the date of enactment of this Aect) until
such time as the individual completes the course of study
that is supported through the use of such funds.

“SEC. 103. HEALTH PROFESSIONS RECRUITMENT PROGRAM
FOR INDIANS.

“{a) In GENERAL.—The Secretary, acting through
the Service, shall make funds available through the area
office to public or nonprofit private health entities, or In-
dian tribes or tribal organizations to assist such entities
in meeting the costs of—

(1) identifying Indians with a potential for
education or training in the health professions and

encouraging and assisting them—
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“{A) to enroll in eourses of study in such
health professions; or

“(B) if they are not qualified to enroll in
any such courses of study, to undertake such
postsecondary education or training as may be
required to qualify them for enrollment;

#(2) publicizing existing sourees of financial aid
available to Indians enrolled in any course of study
referred to in paragraph (1) or who are undertaking
training necessary to qualify them to enroll in any
such course of study; or

*(3) establishing other programs which the area
office determines will enhance and facilitate the en-
rollment of Indians in, and the subsequent pursuit
and completion by them of, courses of study referred
to in paragraph (1).

“{b) ADMINISTRATIVE PROVISIONS.—

“(1) AppLICATION.—To be eligible to receive
funds under this section an entity described in sub-
section (a) shall submit to the Secretary, through
the appropriate area office, and have approved, an
application in such form, submitted in such manner,
and containing such information as the Secretary

shall by regulation prescribe.
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*(2) PREFERENCE.—In awarding funds under
this section, the area office shall give a preference
to applications submitted by Indian tribes, tribal or-
ganizations, or urban Indian organizations.

“(3) AMOUNT.—The amount of funds to be
provided to an eligible entity under this section shall
be determined by the area office. Payments under
this section may be made in advance or by way of
reimbursement, and at such intervals and on such
conditions as provided for in regulations promul-
gated pursuant to this Aet.

“(4) TErRMs.—A funding commitment under
this section shall, to the extent not otherwise prohib-
ited by law, be for a term of 3 years, as provided
for in regulations promulgated pursuant to this Aet.
“{e) DEFINITION. —For purposes of this section and

sections 104 and 105, the terms ‘Indian’ and ‘Indians’
shall, in addition to the definition provided for in seetion

4, mean any individual who—

*“(1) irrespective of whether such individual
lives on or near a reservation, is a member of a
tribe, band, or other organized group of Indians, in-
cluding those Tribes, bands, or groups terminated
gince 1940,
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“(2) is an Eskimo or Aleut or other Alaska Na-

tive;

“(3) is considered by the Secretary of the Inte-
rior to be an Indian for any purpose; or

“(4) is determined to be an Indian under regu-
lations promulgated by the Secretary.

“SEC. 104. HEALTH PROFESSIONS PREPARATORY BCHOL-

ARSHIP PROGRAM FOR INDIANS.
“(a) IN GENERAL—The Secretary, acting through

the Service, shall provide scholarships through the area

offices to Indians who—

*(1) have successfully completed their high
school education or high school equivaleney; and

*(2) have demonstrated the capability to sue-
eessfully complete courses of study in the health pro-
fessions.
“(b) PurrosE.—Scholarships provided under this

section shall be for the following purposes:

*(1) Compensatory preprofessional education of
any recipient. Such scholarship shall not exeeed 2
years on a full-time basis (or the part-time equiva-
lent thereof, as determined by the area office pursu-
ant to regulations promulgated under this Act).

“(2) Pregraduate education of any recipient

leading to a baccalaureate degree in an approved
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course of study preparatory to a field of study in

a health profession, such scholarship not to exceed

4 years (or the part-time equivalent thereof, as de-

termined by the area office pursuant to regulations

promulgated under this Act) except that an exten-
sion of up to 2 years may be approved by the Sec-
retary.

“(¢) USE OF SCHOLARSHIP.—Scholarships made
under this section may be used to cover costs of tuition,
books, transportation, board, and other necessary related
expenses of a recipient while attending school.

“{d) LiMrraTioNs.—Scholarship assistance to an eli-
gible applicant under this section shall not be denied solely
on the basis of —

“(1) the applicant’s scholastic achievement if
such applicant has been admitted to, or maintained
-good standing at, an aceredited institution; or

“(2) the applicant’s eligibility for assistance or
benefits under any other Federal program.

“SEC. 105, INDIAN HEALTH PROFESSIONS SCHOLARSHIPS.,

“(a) SCHOLARSHIPS.—

#(1) IN GENERAL.—In order to meet the needs
of Indians, Indian tribes, tribal organizations, and
urban Indian organizations for health professionals,

the Secretary, acting through the Service and in ac-



=T - -EES - T T I T

Hg“““”“l—ll—ll—ll—b—h—lh—u_
L W b = O D D0 =] % ot B W B e o

23

22

cordanee with this seetion, shall provide scholarships
through the area offices to Indians who are enrolled
full or part time in accredited schools and pursuing
courses of study in the health professions. Such
scholarships shall be designated Indian Health
Scholarships and shall, except as provided in sub-
section (b), be made in accordance with section
33BA of the Public Health Service Act (42 U.S.C.
2541).

“(2) No DELEGATION.—The Director of the
Service shall administer this section and shall not
delegate any administrative functions under a fund-
ing agreement pursuant to the Indian Self-Deter-
mination and Education Assistance Aet.

“(b) ELIGIBILITY.—

“(1) ENROLLMENT.—An Indian shall be eligible
for a scholarship under subsection (a) in any year in
which such individual is enrolled full or part time in
a course of study referred to in subsection (a)(1).

“(2) SERVICE OBLIGATION.—

“(A) PUBLIC HEALTH SERVICE ACT.—The
active duty service obligation under a written
contract with the Secretary under section 338A
of the Public Health Service Aet (42 U.S.C.
2541) that an Indian has entered into under
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that section shall, if that individual is a recipi-

ent of an Indian Health Scholarship, be met in

full-time practice on an equivalent vear for vear

obligation, by serviee—

“(i) in the Indian Health Service;

“(ii) in a program conducted under a
funding agreement entered into under the
Indian Self-Determination and Education
Assistance Act;

“(iii) in a program assisted under title
V; or

“(iv) in the private practice of the ap-
plicable profession if, as determined by the
Secretary, in accordance with guidelines
promulgated by the Secretary, such prac-
tice is situated in a physician or other
health professional shortage area and ad-
dresses the health care needs of a substan-
tial number of Indians.

‘“(B) DEFERRING ACTIVE SERVICE.—At

the request of any Indian who has entered into

a contract referred to in subparagraph (A) and

who receives a degree in medicine (including os-

teopathic or allopathic medicine), dentistry, op-

tometry, podiatry, or pharmacy, the Secretary
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shall defer the active duty service obligation of
that individual under that contract, in order
that such individoal may complete any intern-
ship, residency, or other advanced clinical train-
ing that is required for the practice of that
health profession, for an appropriate period (in
vears, as determined by the Secretary), subject
to the following eonditions:

“{i) No period of internship, resi-
deney, or other advanced clinical training
shall be counted as satisfying any period of
obligated service that is required under
this section.

“(ii) The active duty serviee obligation
of that individual shall commence not later
than 90 days after the completion of that
advanced clinical training (or by a date
specified by the Secretary).

“(iii) The active duty service obliga-
tion will be served in the health profession
of that individual, in a manner consistent
with eclauses (i) through (iv) of subpara-
graph (A).

() NEW SCHOLARSHIP RECIPIENTS.—A

recipient of an Indian Health Scholarship that
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is awarded after December 31, 2001, shall meet

the active duty service obligation under such
scholarship by providing service within the serv-
ice area from which the scholarship was award-
ed. In placing the recipient for aetive duty the
area office shall give priority to the program
that funded the recipient, except that in cases
of special circumstances, a recipient may be
placed in a different serviee area pursuant to an
agreement between the areas or programs in-
volved.

“(D) PRIORITY IN ASSIGNMENT.—Subject
to subparagraph (C), the area office, in making
assignments of Indian Health Scholarship re-
cipients required to meet the active duty service
obligation deseribed in subparagraph (A), shall
give priority to assigning individuals to service
in those programs specified in subparagraph
(A) that have a need for health professionals to
provide health care services as a result of indi-
viduals having breached contracts entered into
under this seetion.

“(3) PART-TIME ENROLLMENT.—In the case of

an Indian receiving a scholarship under this section
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who is enrolled part time in an approved course of

study—

“(A) such scholarship shall be for a period
of years not to exceed the part-time equivalent
of 4 years, as determined by the appropriate
area office;

“(B) the period of obligated service de-
seribed in paragraph (2)(A) shall be equal to
the greater of—

“(i) the part-time equivalent of 1 year
for each year for which the individual was
provided a scholarship (as determined by
the area office); or

“(ii) two vears; and
*(C) the amount of the monthly stipend

specified in section 338A(g)(1}(B) of the Publie
Health Service Act (42 U.S.C. 254l(g)(1)(B))
shall be reduced pro rata (as determined by the
Secretary) based on the number of hours such
student is enrolled.

“{4) BREACH OF CONTRACT.—

“{A) IN GENERAL—An Indian who has,
on or after the date of the enactment of this

paragraph, entered into a written contract with
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the area office pursuant to a scholarship under

this section and who—

“{i) fails to maintain an acceptable
level of academic standing in the eduo-
cational institution in which he or she is
enrolled (such level determined by the edu-
cational institution under regulations of
the Secretary);

“(ii) is dismissed from such edu-
cational institution for disciplinary reasons;

“(iii) voluntarily terminates the train-
ing in such an edueational institution for
which he or she is provided a scholarship
under such contract before the completion
of such training; or

“(iv) fails to accept payment, or in-
structs the edueational institution in which
he or she is enrolled not to accept pay-
ment, in whole or in part, of a scholarship

under such contract;

in lien of any service obligation arising under

such contract, shall be liable to the United

States for the amount which has been paid to

him or her, or on his or her behalf, under the

contract.
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“(B) FAILURE TO PERFORM SERVICE OB-

LIGATION.—If for any reason not specified in
subparagraph (A) an individual breaches his or
her written contract by failing either to begin
such individual’s service obligation under this
section or to complete such service obligation,
the United States shall be entitled to recover
from the individual an amount determined in
accordance with the formula specified in sub-
section (1) of section 110 in the manner pro-
vided for in such subsection.

*{C) DEATH.—Upon the death of an indi-
vidual who receives an Indian Health Scholar-
ship, any obligation of that imdividual for serv-
ice or payment that relates to that scholarship
shall be canceled.

*(D) WAIVER.—The Secretary shall pro-
vide for the partial or total waiver or suspen-
sion of any obligation of service or pavment of
a recipient of an Indian Health Scholarship if
the Secretary, in consultation with the appro-
priate area office, Indian tribe, tribal organiza-
tion, and urban Indian organization, determines

that—
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(i) it is not possible for the recipient
to meet that obligation or make that pay-
ment;

“(ii) requiring that recipient to meet
that obligation or make that payment
would result in extreme hardship to the re-
cipient; or

“(iii) the enforcement of the require-
ment to meet the obligation or make the
payment would be unconseionable.

“(E) HARDSHIP OR GOOD CAUSE.—Not-
withstanding any other provision of law, in any
case of extreme hardship or for other good
cause shown, the St-:a(:r'laft.ﬂlr:\\r may waive, in whole
or in part, the right of the United States to re-
cover funds made available under this section.

“(F) BaNkrUPTCY.—Notwithstanding any
other provision of law, with respect to a recipi-
ent of an Indian Health Scholarship, no obliga-
tion for payment may be released by a dis-
charge in bankruptey under title 11, United
States Code, unless that discharge is granted
after the expiration of the 5-vear period begin-
ning on the initial date on which that payment
is due, and only if the bt;nkmptey court finds
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that the nondischarge of the obligation would

be unconscionable,

“{¢) FUNDING FOR TRIBES FOR SCHOLARSHIP PrO-

GRAMS.—

“{1) PROVISION OF FUNDS.—

“(A) IN GENERAL.—The Secretary shall
make funds available, through area offices, to
Indian Tribes and tribal organizations for the
purpose of assisting such Tribes and tribal or-
ganizations in educating Indians to serve as
health professionals in Indian communities.

“(B) LiMITATION.—The BSecretary shall
ensure that amounts available for grants under
subparagraph (A) for any fiseal year shall not
exceed an amount equal to 5 percent of the
amount available for each fiseal year for Indian
Health Scholarships under this section.

*(C) APPLICATION.—An application for
funds under subparagraph (A) shall be in such
form and contain such agreements, assurances
and information as consistent with this section.
“(2) REQUIREMENTS.—

“(A) IN GENERAL.—An Indian Tribe or
tribal organization receiving funds under para-
graph (1) shall agree to provide scholarships to
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Indians in aecordance with the requirements of

this subsection.

“{B) MATCHING REQUIREMENT.—With re-
spect to the costs of providing any scholarship
pursuant to subparagraph (A)—

“(i) 80 percent of the costs of the
scholarship shall be paid from the funds
provided under paragraph (1) to the In-
dian Tribe or tribal organization; and

“(ii) 20 pereent of such costs shall be
paid from any other source of funds.

“(2) EL1GIBILITY.—An Indian Tribe or tribal
organization shall provide scholarships under this
subsection only to Indians who are enrolled or ac-
cepted for enrollment in a course of study (approved
by the Seeretary) in one of the health professions
described in this Aet.

“(4) ConTrRACTS.—In providing scholarships
under paragraph (1), the Secretary and the Indian
Tribe or tribal organization shall enter into a writ-
ten contract with each recipient of such scholarship.
Such contract shall—

“{A) obligate such recipient to provide
service in an Indian health program (as defined

in section 110(a)(2)(A)) in the same service
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area where the Indian Tribe or tribal organiza-

tion providing the scholarship is located, for—

“(i) a number of years equal to the
number of vears for which the scholarship
is provided (or the part-time equivalent
thereof, as determined by the Secretary),
or for a period of 2 years, whichever period
is greater; or

“(ii) such greater period of time as
the recipient and the Indian Tribe or tribal
organization may agree;

“(B) provide that the scholarship—

“(i) may only be expended for—

“(I) tuition expenses, other rea-
sonable educational expenses, and rea-
sonable living expenses incurred in at-
tendance at the educational institu-
tion; and

“(II) payment to the recipient of
a monthly stipend of not more than
the amount authorized by section
338(g)(1)(B) of the Public Health
SBervice Act (42 U.8.C.
254m(g)(1)(B), such amount to be re-

duced pro rata (as determined by the
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Secretary) based on the number of

hours such student is enrolled, and

may not exceed, for any vear of at-

tendance which the scholarship is pro-

vided, the total amount required for

the vear for the purposes authorized

in this clause; and

*“(ii) may not exceed, for any vear of
attendance which the scholarship is pro-
vided, the total amount required for the
vear for the purposes authorized in clause

(i)

*(C) require the recipient of such scholar-
ship to maintain an acceptable level of academic
standing as determined by the edueational insti-
tution in accordance with regulations issued
pursnant to this Aet; and

(D) require the recipient of such scholar-
ship to meet the educational and licensure re-
quirements appropriate to the health profession
involved.

“(5) BREACH OF CONTRACT.—
“(A) Ix GENERAL.—AN individual who has

entered into a written contract with the See-
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retary and an Indian Tribe or tribal organiza-

tion under this subsection and who—

“(i) fails to maintain an acceptable
level of academic standing in the education
institution in which he or she is enrolled
(such level determined by the educational
iustitution under regulations of the See-
retary);

*(ii) is dismissed from such education
for disciplinary reasons;

*(iii) voluntarily terminates the train-
ing in such an educational institution for
which he or she has been provided a schol-
arship under such contract before the com-
pletion of such training; or

“(iv) fails to accept payment, or in-
struets the edueational institution in which
he or she is enrolled not to accept pay-
ment, in whole or in part, of a scholarship
under such contract, in lieu of any service

obligation arising under such contract;

shall be liable to the United States for the Fed-

eral share of the amount which has been paid

to him or her, or on his or her behalf, under

the contraet.
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*(B) FAILURE TO PERFORM SERVICE OB-

LIGATION.—If for an}r-reason not specified in
subparagraph (A), an individual breaches his or
her written contract by failing to either begin
such individual’s service obligation required
under such contract or to complete such service
obligation, the United States shall be entitled to
recover from the individual an amount deter-
mined in accordance with the formula specified
in subsection (I) of section 110 in the manner
provided for in such subsection.

*(C) INFORMATION.—The Secretary may
carry out this subsection on the basis of infor-
mation received from Indian Tribes or tribal or-
ganizations involved, or on the basis of informa-
tion collected through such other means as the
Secretary deems appropriate.

“(6) REQUIRED AGREEMENTS.—The recipient

of a scholarship under paragraph (1) shall agree, in
providing health care pursnant to the requirements
of this subsection—

“(A) not to discriminate against an indi-
vidual seeking care on the basis of the ability
of the individual to pay for such care or on the

basis that payment for such care will be made
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pursuant to the program established in title

2 XVIII of the Social Security Act or pursuant to
3 the programs established in title XIX of such
4 Aet; and
5 “(B) to accept assignment under section
6 1842{b}{3)(B){ii) of the Social Security Act for
7 all services for which payment may be made
B under part B of title XVIII of such Act, and to
9 enter into an appropriate agreement with the
10 State agency that administers the State plan
11 for medical assistance under title XIX of such
12 Act to provide service to individuals entitled to
13 medieal assistance under the plan.
14 (7} PAYMENTS.—The Secretary, through the
15 area office, shall make payments under this sub-
16 section to an Indian Tribe or tribal organization for
17 any fiscal year subsequent to the first fiscal vear of
18 such payments unless the Secretary or area office
19 determines that, for the immediately preceding fiscal
20 year, the Indian Tribe or tribal organization has not
21 complied with the requirements of this subsection.
22 “SEC. 108. AMERICAN INDIANS INTO PSYCHOLOGY PRO-
23 GRAM.
24 “(a) INn GENERAL.—Notwithstanding section 102,

25 the Secretary shall provide funds to at least 3 colleges and
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universities for the purpose of developing and maintaining
American Indian psychology career recruitment programs
as a means of encouraging Indians to enter the mental
health field. These programs shall be located at various
colleges and universities throughout the country to maxi-
mize their availability to Indian students and new pro-
grams shall be established in different locations from time
to time.

“(b) QUENTIN N. BURDICK AMERICAN INDIANS
INTO PSYCHOLOGY PROGRAM.—The Secretary shall pro-
vide funds under subsection (a) to develop and maintain
a program at the University of North Dakota to be known
as the ‘Quentin N. Burdick American Indians Into Psy-
chology Program’. Such program shall, to the maximum
extent feasible, coordinate with the Quentin N. Burdick
American Indians Into Nursing Program authorized under
section 115, the Quentin N. Burdick Indians into Health
Program authorized under section 117, and existing uni-
versity research and eommunications networks.

“(c) REQUIREMENTS.—

“(1) REGULATIONS.—The Secretary shall pro-
mulgate regulations pursuant to this Act for the
competitive awarding of funds under this section.
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“(2) ProGRAM.—Applicants for funds under
section shall agree to provide a program which,
minimum—

“(A) provides outreach and recruitment for
health professions to Indian communities in-
cluding elementary, seeondary and aceredited
and accessible community colleges that will be
served by the program;

“(B) incorporates a program advisory
board ecomprised of :gpreseutativea from the
Tribes and communities that will be served by
the program;

“(C) provides summer enrichment pro-
grams to expose Indian students to the various
fields of psychology through research, clinieal,
and experimental activities;

‘(D) provides stipends to undergraduate
and graduate students to pursue a career in
psychology;

“(E) develops affiliation agreements with
tribal community colleges, the Service, univer-
sity affiliated programs, and other appropriate
aceredited and accessible entities to enhanee the

education of Indian students;
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1 “(F) utilizes, to the maximum extent fea-
sible, existing university tutoring, counseling
and student support services; and
“(@) employs, to the maximum extent fea-
sible, qualified Indians in the program.

2
3
4
5
6 “(d) AcTIvE DuTY OBLIGATION.—The active duty
7 service obligation prescribed under section 338C of the
8 Public Health Service Act (42 U.S.C. 254m) shall be met
9 by each graduate who receives a stipend described in sub-
10 seetion (e)(2)(C) that is funded under this seetion. Such

11 obligation shall be met by service—

12 “(1) in the Indian Health Service;

13 “(2) in a program conducted under a funding
14 agreement contract entered into under the Indian
15 Self-Determination and Eduecation Assistance Act;

16 *(3) in a program assisted under title V; or

17 “(4) in the private practice of psychology if, as

18 determined by the Seecretary, in accordance with
19 guidelines promulgated by the Secretary, such prac-
20 tice is situated in a physician or other health profes-
21 sional shortage area and addresses the health care
22 needs of a substantial number of Indians.

23 “SEC. 107. INDIAN HEALTH SERVICE EXTERN PROGRAMS.
24 “(a) In GENERAL.—Any individual who receives a

25 scholarship pursuant to section 105 shall be entitled to
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employment in the Service, or may be employed by a pro-
gram of an Indian tribe, tribal organization, or urban In-
dian organization, or other ageney of the Department as
may be appropriate and available, during any nonacademie
period of the year. Periods of employment pursuant to this
subsection shall not be counted in determining the fulfill-
ment of the service obligation incurred as a condition of
the scholarship.

“{b) ENrOLLEES IN COURSE OF STUDY.—Any indi-
vidual who is enrolled in a course of study in the health
professions may be employed by the Serviee or by an In-
dian tribe, tribal organization, or urban Indian organiza-
tion, during any nonacademic period of the year. Any such
employment shall not exceed 120 days during any calendar
year.

“(¢) HIGH SCHOOL PROGRAMS.—Any individual who
is in a high school program authorized under section
103(a) may be employed by the Service, or by a Indian
Tribe, tribal organization, or urban Indian organization,
during any nonacademic period of the year. Any such em-
ployvment shall not exeeed 120 days during any calendar
year,

“(d) ADMINISTRATIVE PROVISIONS.—Any employ-

ment pursuant to this section shall be made without re-

gard to any competitive personnel system or agency per-

of 1538 18
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sonnel limitation and to a position which will enable the
individual so employed to receive practical experience in
the health profession in which he or she is engaged in
study. Any individual so employed shall receive payment
for his or her services comparable to the salary he or she
would receive if he or she were employed in the competitive
system. Any individual so employed shall not be eounted
against any employment ceiling affecting the Service or
the Department.

“SEC. 108. CONTINUING EDUCATION ALLOWANCES.

“In order to encourage health professionals, including
for purposes of this section, community health representa-
tives and emergency medical technicians, to join or con-
tinue in the Service or in any program of an Indian tribe,
tribal organization, or urban Indian organization and to
provide their services in the rural and remote areas where
a significant portion of the Indian people reside, the See-
retary, acting through the area offices, may provide allow-
ances to health professionals employed in the Serviee or
such a program to enable such professionals to take leave
of their duty stations for a period of time each vear (as
prescribed by regulations of the Secretary) for professional

consultation and refresher training courses.
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1 “SEC. 108. COMMUNITY HEALTH REPRESENTATIVE PRO-
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GRAM.
“{a) In GENERAL.—Under the authority of the Act

of November 2, 1921 (25 U.S.C. 13) (commonly known
as the Snyder Act), the Secretary shall maintain a Com-
munity Health Representative Program under which the

Service, Indian tribes and tribal organizations—

“(1) provide for the training of Indians as com-
munity health representatives; and

“(2) use such community health representatives
in the provision of health care, health promotion,
and disease prevention services to Indian commu-
nities.

“(b) AcTIvVITIES.—The Secretary, acting through the

Community Health Representative Program, shall—

(1) provide a high standard of training for
community health representatives to ensure that the
community health representatives provide quality
health care, health promotion, and disease preven-
tion services to the Indian communities served by
such Program;

“(2) in order to provide such training, develop
and maintain a eurriculum that—

“(A) combines education in the theory of
health care with supervised practical experience
in the provision of health care; and

«8 3538 18
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*(B) provides instruction and practical ex-
perience in health promotion and disease pre-
vention activities, with appropriate consider-

ation given to lifestvle factors that have an im-

pact on Indian health status, such as aleohol-

ism, family dysfunction, and poverty;

“(3) maintain a svstem which identifies the
needs of community health representatives for con-
tinuing eduecation in health care, health promotion,
and disease prevention and maintain programs that
meet the needs for such continving edueation;

“(4) maintain a system that provides close su-
pervision of community health representatives;

“(5) maintain a system under which the work
of community health representatives is reviewed and
evaluated; and

“(6) promote traditional health care practices
of the Indian tribes served eonsistent with the Serv-
ice standards for the provision of health care, health
promotion, and disease prevention.

“SEC. 110. INDIAN HEALTH SERVICE LOAN REPAYMENT
PROGRAM.
“(a) ESTABLISHMENT.—

“(1) IN GENERAL.—The Secretary, acting

through the Service, shall establish a program to be
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known as the Indian Health Serviee Loan Repay-
ment Program (referred to in this Act as the ‘Loan
Repayment Program') in order to assure an ade-
quate supply of trained health professionals nee-
essary to maintain acereditation of, and provide
health care services to Indians through, Indian
health programs.
“(2) DEFINITIONS.—In this section:

“(A) INDIAN HEALTH PROGRAM.—The
term ‘Indian health program’ means any health
program or facility funded, in whole or part, by
the Service for the benefit of Indians and
administered—

“(i) directly by the Service;
“(ii} by any Indian tribe or tribal or

Indian organization pursuant to a funding

agreement under—

*“(I) the Indian Self-Determina-
tion and Educational Assistance Aect;
or .

*(II) section 23 of the Act of
April 30, 1908 (25 U.S.C. 47) (com-
monly known as the ‘Buyv-Indian

Act’); or
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“(iii) by an urban Indian organization
pursuant to title V.
“(B) STATE.—The term ‘State’ has the
same meaning given such term in  section

331(i)(4) of the Public Health Service Act.

“(b) ELIGIBILITY.—To be eligible to participate in
the Loan Repayment Program, an individual must—

“(1)(A) be enrolled—

*(i) in a course of study or program in an
accredited institution, as determined by the
Secretary, within any State and be scheduled to
complete such course of study in the same year
such individual applies to participate in such
program; or

*(ii) in an approved graduate training pro-
gram in a health profession; or
“(B) have—

“(i) a degree in a health profession; and

“(ii) a license to practice a health profes-
sion in a State;

“(2)(A) be eligible for, or hold, an appointment

as a commissioned officer in the Regular or Reserve
Corps of the Public Health Service;
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“(B) be eligible for selection for civilian service
in the Regular or Reserve Corps of the Publie
Health Service;

“(C) meet the professional standards for eivil
service employment in the Indian Health Service; or

“(D) be employed in an Indian health program
without a service obligation; and

*(3) submit to the Secretary an application for
a contract described in subsection (f).

“(e) ForRMS.—

(1) IN GENERAL.—In disseminating applica-
tion forms and eontract forms to individuals desiring
to participate in the Loan Repayment Program, the
Secretary shall include with such forms a fair sum-
mary of the rights and liabilities of an individual
whose application is approved (and whose contract is
accepted) by the Secretary, including in the sum-
mary a clear explanation of the damages to which
the United States is entitled under subsection (1) in
the case of the individual's breach of the contract.
The Secretary shall provide such individuals with
sufficient information regarding the advantages and
disadvantages of service as a commissioned officer in
the Regular or Reserve Corps of the Public Health
Service or a civilian employee of the Indian Health
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Service to enable the individual to make a decision
on an informed basis.

“(2) FORMS TO BE UNDERSTANDABLE.—The
application form, contract form, and all other infor-
mation furnished by the Seeretary under this section
shall be written in a manner caleulated to be under-
stood by the average individual applying to partici-
pate in the Loan Repayment Program.

*(3) AVAILABILITY.—The Secretary shall make
such application forms, contract forms, and other in-
formation available to individuals desiring to partici-
pate in the Loan Repayment Program on a date suf-
ficiently early to ensure that such individuals have
adequate time to carefully review and evaluate such
forms and information.

“(d) PRIORITY.—

“(1) ANNUAL DETERMINATIONS.—The See-
retary, acting through the Service and in accordance
with subsection (k), shall annually—

“(A) identify the positions in each Indian

health program for which there is a need or a

vacaney; and

“(B) rank those positions in order of prior-
ity.
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“(2) PRIORITY IN APPROVAL.—(Consistent with

the priority determined under paragraph (1), the
Secretary, in determining which applications under
the Loan Repayment Program to approve (and
which contracts to aceept), shall give priority to ap-
plications made by—

“(A) Indians; and

*(B) individuals recruited through the ef-
forts an Indian tribe, tribal organization, or
urban Indian urganizati_un.

“(e) CONTRACTS.—

“{1) I¥ GENERAL—An individual becomes a
participant in the Loan Repayment Program only
upon the Seeretary and the individual entering into
a written contract deseribed in subsection (f).

“(2) NOTICE.—Not later than 21 days after
considering an individual for participation in the
Loan Repayment Program under paragraph (1), the
Secretary shall provide written notice to the individ-
ual of—

“(A) the Secretary's approving of the indi-
vidual’s participation in the Loan Repayment
Program, including extensions resulting in an
aggregate period of obligated service in excess
of 4 years; or



50

49
“(B) the Secretary's disapproving an indi-
vidual's participation in such Program.

“(f) WRITTEN CONTRACT.—The written contract re-
ferred to in this section between the Secretary and an indi-
vidual shall eontain—

*(1) an agreement under which—
“(A) subject to paragraph (3), the Sec-
retary agrees—

o0 =1 3 b B W B e
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“(i) to pay loans on behalf of the indi-
vidual in accordance with the provisions of
this section; and

“(ii) to aceept (subject to the avail-
ability of appropriated funds for carrying
out this section) thel individual into the
Service or place the individual with a tribe,
tribal organization, or urban Indian orga-
nization as provided in subparagraph
{B)(iii}; and
“(B) subjeet to paragraph (3), the individ-

ual agrees—

(i) to accept loan payments on behalf
of the individual;
“(ii) in the case of an individual de-

seribed in subsection (b)(1)—
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“(I) to maintain enrollment in a
eourse of study or training deseribed
in subsection (b)(1)(A) until the indi-
vidual completes the course of study
or training; and

(II)  while enrolled in such
course of study or training, to main-
tain an acceptable level of academic
standing (as determined under regula-
tions of the BSecretary by the edu-
cational institution offering such
course of study or training);

“(ii1) to serve for a time period (re-
ferred to in this section as the ‘period of
obligated service’) equal to 2 years or such
longer period as the individual may agree
to serve in the full-time clinical practice of
such individual's profession in an Indian
health program to which the individual
may be assigned by the Secretary;

“(2) a provision permitting the Secretary to ex-
tend for such longer additional periods, as the indi-
vidual may agree to, the period of obligated service
agreed to by the individual under paragraph

& (1)(B)(iii);
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“{3) a provision that any financial obligation of
the United States arising out of a contract entered
into under this seetion and any obligation of the in-
dividual which is conditioned thereon is contingent
upon funds being appropriated for loan repayments
under this section;

*(4) a statement of the damages to which the
United States is entitled under subsection (1) for the
individual's breach of the contract; and

“(5) such other statements of the rights and li-
abilities of the Secretary and of the individual, not
inconsistent with this section.

“(g) LOAN REPAYMENTS.—

“(1) IN GENERAL.—A loan repayment provided
for an individual under a written contraet under the
Loan Repayment Program shall consist of payment,
in accordance with paragraph (2), on behalf of the
individual of the principal, interest, and related ex-
penses on government and commercial loans received
by the individual regarding the undergraduate or
graduate education of the individual (or both), which
loans were made for—

“(A) tuition expenses;



Mo 00 =) O th B W b e

ugNNNNH‘-HHHI—DI—EI—II—EH
W MK o= O W e = St B W R = O

53

a2

“(B) all other reasonable educational ex-
penses, including fees, books, and laboratory ex-
penses, ineurred by the individual; and

“(C) reasonable living expenses as deter-
mined by the Secretary.

“(2) AMOUNT OF PAYMENT.—

“(A) IN GENERAL.—For each year of obli-
gated service that an individual contracts to
serve under subsection (f) the Secretary may
pay up to $35,000 (or an amount equal to the
amount specified in section 338B(g)(2)(A) of
the Public Health Service Act) on behalf of the
individual for loans deseribed in paragraph (1).
In making a determination of the amount to
pay for a year of such service by an individual,
the Secretary shall consider the extent to which
each such determination—

(i) affects the ability of the Secretary
to maximize the number of contracts that
can be provided under the Loan Repay-
ment Program from the amounts appro-
priated for such contracts;

“(ii) provides an incentive to serve in
Indian health programs with the greatest
shortages of health professionals; and
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1 “(iii) provides an incentive with re-

2 spect to the health professional involved re-

3 maining in an Indian health program with

4 such a health professional shortage, and

5 continuing to provide primary health serv-

6 ices, after the completion of the period of

7 obligated service under the Loan Repay-

8 ment Program.

9 “(B) TIME FOR PAYMEXNT.—Any arrange-
10 ment made by the Secretary for the making of
11 loan repayments in accordance with this sub-
12 section shall provide that any repayvments for a
13 vear of obligated service shall be made not later
14 than the end of the fiscal year in which the n-
15 dividual completes such year of service,

16 “(3) SCHEDULE FOR PAYMENTS.—The See-
17 retary may enter into an agreement with the holder
18 of any loan for which payments are made under the
19 Loan Repayment Program to establish a schedule
20 for the making of such payments.

21 “{h) CouxTiNGg OF INDIVIDUALS.—Notwithstanding

22 any other provision of law, individuals who have entered
23 into written contracts with the Seeretary under this see-

24 tion, while undergoing academic training, shall not be
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counted against any employment ceiling affecting the De-
partment.

“(i) RECRUITING PROGRAMS.—The Secretary shall
conduet recruiting programs for the Loan Repayment Pro-
gram and other health professional programs of the Serv-
ice at educational institutions training health professionals
or specialists identified in subsection (a).

“(i) NONAPPLICATION OF CERTAIN PROVISION.—
Section 214 of the Public Health Service Act (42 U.S.C.
215) shall not apply to individuals during their period of
obligated service under the Loan Repayment Program.

“(k) ASSIGNMENT OF INDIVIDUALS.—The Secretary,
in assigning individuals to serve in Indian health programs
pursuant to contracts entered into under this section,
shall— _

“(1) ensure that the staffing needs of Indian
health programs administered by an Indian tribe or
tribal or health organization receive consideration on
an equal basis with programs that are administered
directly by the Serviee; and '

*(2) give priority to assigning individuals to In-
dian health programs that have a need for health
professionals to provide health care services as a re-
sult of individuals having breached contracts entered

into under this section.
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“{1) BREACH OF CONTRACT.—

“{1) IN GENERAL.—An individual who has en-
tered into a written contract with the Secretary
under this section and who—

“(A) is enrolled in the final year of a
course of study and who—

“(i) fails to maintain an acceptable
level of academic standing in the edu-
eational institution in which he is enrolled
(such level determined by the educational
institution under regulations of the Sec-
retary);

“(ii) voluntarily terminates such en-
rollment; or

“(iii) is dismissed from such edu-
cational institution before completion of
such course of study; or
*(B) is enrolled in a graduate training pro-

gram, and who fails to complete such training

program, and does not receive a waiver from

the Secretary under subsection (b)(1)(B)(ii),
shall be liable, in lieu of any service obligation aris-
ing under such contract, to the United States for the
amount which has been paid on such individual’s be-
half under the contract.
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“(2) AMOUNT OF RECOVERY.—If, for any rea-
son not specified in paragraph (1), an individual
breaches his written contract under this section by
failing either to begin, or complete, such individual's
period of obligated service in accordance with sub-
section (f), the United States shall be entitled to re-
cover from such individual an amount to be deter-

mined in accordance with the following formula:

A=3Z(t-s/t)
in which—

“(A) ‘A is the amount the United States
is entitled to recover;

“(B) ‘Z' is the sum of the amounts paid
under this section to, or on behalf of, the indi-
vidual and the interest on such amounts which
would be payable if, at the time the amounts
were paid, they were loans bearing interest at
the maximum legal prevailing rate, as deter-
mined by the Treasurer of the United States;

*{C) 4’ is the total number of months in
the individual's period of obligated service in
accordance with subsection (f); and

“(D) ‘s’ is the number of months of such
period served by such individual in accordance

with this section.
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a7
Amounts not paid within such period shall be sub-
jeet to collection through deductions in Medicare
payments pursuant to seetion 1892 of the Social Se-
curity Act.
“(3) DAMAGES.—

“(A) TIME FOR PAYMENT.—Any amount
of damages which the United States is entitled
to recover under this subsection shall be paid to
the United States within the 1-year period be-
ginning on the date of the breach of contract or
such longer period beginning on such date as
shall be specified by the Secretary.

“(B) DELINQUENCIES.—If damages de-
seribed in subparagraph (A) are delinquent for
3 months, the Seeretary shall, for the purpose
of recovering such damages—

“{i} utilize collection agencies con-
tracted with by the Administrator of the

General Services Administration; or

“(ii) enter into contracts for the re-
covery of such damages with collection
agencies selected by the Secretary.

“(C) CONTRACTS FOR RECOVERY OF DAM-
AGES.—Each contract for recovering damages

pursuant to this subsection shall provide that
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the eontractor will, not less than once each 6

months, submit to the Secretary a status report

on the success of the contractor in collecting
such damages. Section 3718 of title 31, United

States Code, shall apply to any such contraet to
< the extent not inconsistent with this subsection.
*(m) CANCELLATION, WAIVER OR RELEASE.—

“(1) CANCELLATION.—Any obligation of an in-
dividual under the Loan Repayment Program for
service or payment of damages shall be canceled
upon the death of the individual.

“2) WAIVER OF SERVICE OBLIGATION.—The
SBecretary shall by regulation provide for the partial
or total waiver or suspension of any obligation of
service or payment by an individual under the Loan
Repayment Program whenever compliance by the in-
dividual is impossible or would involve extreme hard-
ship to the individual and if enforcement of such ob-
ligation with respeet to any individual would be un-
conscionable.

“(3) WAIVER OF RIGHTS OF UNITED STATES.—
The Secretary may waive, in whole or in part, the
rights of the United States to recover amounts
under this section in any case of extreme hardship
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1 or other good cause shown, as determined by the
2 Secretary.

i *(4) RELEASE.—Any obligation of an individual
4 under the Loan Repayment Program for payment of
5 damages may be released by a discharge in bank-
6 ruptey under title 11 of the United States Code only
7 if such discharge is granted after the expiration of
8 the 5-year period beginning on the first date that
9 payment of such damages is required, and only if
10 the bankruptey court finds that nondischarge of the
11 obligation would be unconseionable.

12 “(n) REPORT.—The BSecretary shall submit to the
13 President, for inclusion in each report required to be sub-

mitted to the Congress under sectii:lm 801, a report con-

[P
th b

cerning the previous fiscal year which sets forth—
16 “(1) the health professional positions main-

17 tained by the Service or by tribal or Indian organi-

18 zations for which recruitment or retemtion is dif-
19 ficult;

20 “(2) the number of Loan Repayment Program
21 applications filed with respect to each type of health
22 profession;

23 “(3) the number of contracts deseribed in sub-
24 section (f) that are entered into with respect to each
25 health profession; -

=8 1538 I8
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“(4) the amount of loan payments made under
this section, in total and by health profession;

“{5) the number of scholarship grants that are
provided under section 105 with respeet to each
health profession;

“{6) the amount of scholarship grants provided
under section 105, in total and by health profession;

“(7) the mumber of providers of health care
that will be needed by Indian health programs, by
loeation and profession, during the 3 fiscal years be-
ginning after the date the report is filed; and

“(8) the measures the Secretary plans to take
to fill the health professional positions maintained
by the Service or by tribes, tribal organizations, or
urban Indian organizations for which recruitment or

retention is difficult.

17 *=BEC. 111. BSCHOLARSHIF AND LOAN REPAYMENT RECOV-

18
19

ERY FUND.
“(a) EsTABLISHMENT.—Notwithstanding section

20 102, there is established in the Treasury of the United
21 BStates a fund to be known as the Indian Health Scholar-
22 ship and Loan Repayment Recovery Fund (referred to in
23 this section as the ‘LERF"). The LRRF Fund shall con-

24 sist of—
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*(1) such amounts as may be collected from in-
dividuals under subparagraphs (A) and (B) of see-
tion 105(b)(4) and section 110(1) for breach of con-
tract;

“(2) such funds as may be appropriated to the
LRRF;

“(3) sueh interest earned on amounts in the
LERF; and

*(4) such additional amounts as may be col-
lected, appropriated, or earned relative to the
LRRF.

Amounts appropriated to the LRRF shall remain available
until expended.

“(b) Use oF LRRF.—

“{1) IN GENERAL—Amounts in the LRRF
may be expended by the Seeretary, subject to section
102, acting through the Service, to make payments
to the Service or to an Indian tribe or tribal organi-
zation administering a health care program pursuant
to a funding agreement entered into under the In-
dian Self-Determination and Education Assistance
Act—

“(A) to which a scholarship recipient under
section 105 or a loan repayment program par-
ticipant under section 110 has been assigned to
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meet the obligated service requirements pursu-
ant to sections; and
“(B) that has a need for a health profes-
sional to provide health care services as a result
of such recipient or participant having breached
the eontract entered into under section 105 or

section 110,

“{2) SCHOLARSHIPS AND RECRUITING.—An In-
dian tribe or tribal organization receiving payments
pursuant to paragraph (1) may expend the payments
to provide seholarships or to reeruit and employ, di-
rectly or by eontract, health professionals to provide
health eare services.

“{e) INVESTING OF FUND.—

“{1}) In GENERAL.—The Secretary of the
Treasury shall invest such amounts of the LRRF as
the Secretary determines are not required to meet
current withdrawals from the LRRF. Such invest-
ments may be made only in interest-bearing obliga-
tions of the United States. For such purpese, such
obligations may be acquired on original issue at the
issue price, or by purchase of outstanding obliga-

tions at the market price.
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“(2) SALE PRICE.—Any obligation aequired by
the LRRF may be sold by the Secretary of the

Treasury at the market price.

“SEC. 112. RECRUITMENT ACTIVITIES,

“(a) REIMBURSEMENT OF EXPENSES.—The Sec-
retary may reimburse health professionals seeking posi-
tions in the Serviee, Indian tribes, tribal organizations, or
urban Indian organizations, ineluding unpaid student vol-
unteers and individuals considering entering into a eon-
traet under seetion 110, and their spouses, for actual and
reasonable expenses incurred in traveling to and from
their places of residence to an area in which they may
be assigned for the purpose of evaluating such area with
respect to such assignment,

“(b) ASSIGNMEXNT OF PERSONNEL—The Seecretary,
acting through the Service, shall assign one individual in
each area office to be responsible on a full-time basis for
recruitment activities.

“SEC. 118. TRIBAL RECRUITMENT AND RETENTION PRO-
GRAM.

“(a) FUNDING OF PROJECTS.—The Secretary, acting
through the Service, shall fund innovative projects for a
period not to exceed 3 vears to enable Indian tribes, tribal
organizations, and urban Indian organizations to recruit,

place, and retain health professionals to meet the staffing
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needs of Indian health programs (as defined in section
110(a)(2)(A)).

“(b) ELIGIBILITY.—Any Indian tribe, tribal organi-
zation, or urban Indian organization may submit an appli-
cation for funding of a project pursuant to this section.
“SEC. 114. ADVANCED TRAINING AND RESEARCH.

“(a) DEMONSTRATION PrOJECT—The Secretary,
acting through the Service, shall establish a demonstration
project to enable health professionals who have worked in
an Indian health program (as defined in section 110) for
a substantial period of time to pursue advanced training
or research in areas of study for which the Secretary de-
termines a need exists.

“{b) SERVICE OBLIGATION.—

“(1) Ix GENERAL.—An individual who partiei-
pates in the project under subsection (a), where the
educational costs are borne by the Serviee, shall
ineur an obligation to serve in an Indian health pro-
gram for a period of obligated _sen"tce equal to at
least the period of time during which the individual
participates in such project.

“(2) FAILURE TO COMPLETE SERVICE.—In the
event that an individual fails to complete a period of
obligated service under paragraph (1), the individual
shall be liable to the United States for the period of
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service remaining. In such event, with respect to in-
dividuals entering the project after the date of the
enactment of this Act, the United States shall be en-
titled to recover from such individual an amount to
be determined in aceordance with the formula speci-
fied in subsection (1) of section 110 in the manner
provided for in such subsection.

“{e) OPPORTUNITY TO PARTICIPATE.—Health pro-
fessionals from Indian tribes, tribal organizations, and
urban Indian organizations under the authority of the In-
dian Self-Determination and Education Assistance Act
shall be given an equal opportunity to participate in the
program under subsection (a).

“SEC. 115. NURSING PROGRAMS; QUENTIN N. BURDICK
AMERICAN INDIANS INTO NURSING PRO-
GRAM.

“(a) GrANTS.—Notwithstanding section 102, the
Secretary, acting through the Service, shall provide funds
to—

*(1) public or private schools of nursing;

*(2) tribally controlled community colleges and
tribally controlled postsecondary vocational institu-
tions (as defined in section 390(2) of the Tribally
Controlled Vocational Institutions Support Act of
1990 (20 U.S.C. 2397h(2)); and
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“(3) nurse midwife programs, and advance
practice nurse programs, that are provided by any
tribal college aceredited nursing program, or in the
absence of such, any other public or private instito-
tion,
for the purpose of inereasing the number of nurses, nurse
midwives, and nurse practitioners who deliver health care
services to Indians.

“(b) USE OF GRANTS.—Fumnds provided under sub-
section (a) may be used to—

“{1) recruit individuals for programs which
train individuals to be nurses, nurse midwives, or
advaneed practice nurses;

“(2) provide scholarships to Indian individuals
enrolled in such programs that may be used to pay
the tuition charged for such program and for other
expenses ineurred in connection with such program,
ineluding books, fees, room and board, and stipends
for living expenses;

“(3) provide a program that encourages nurses,
nurse midwives, and advanced practice nurses to
provide, or continue to provide, health eare serviees

to Indians;
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“(4) provide a program that increases the skills
of, and provides coutinuing eduecation to, nurses,
nurse midwives, and advanced practice nurses; or
“(5) provide any program that is designed to
achieve the purpose deseribed in subsection (a).
“(e) APPLICATIONS.—Each application for funds

under subsection (a) shall include such information as the
Secretary may require to establish the connection between
the program of the applicant and a health care facility

that primarily serves Indians.

“(d) PREFERENCES.—In providing funds under sub-

section (a), the Secretary shall extend a preference to—

(1) programs that provide a preference to In-
dians;

“(2) programs that train nurse midwives or ad-
vanced practice nurses;

“(3) programs that are interdisciplinary; and

“(4) programs that are conducted in coopera-
tion with a center for gifted and talented Indian stu-
dents established under section 5324(a) of the In-
dian Eduecation Act of 1988,
“(e) QUENTIN N. BURDICK AMERICAN INDIANS INTO

23 NursING PROGRAM.—The Secretary shall ensure that a
24 portion of the funds authorized under subsection (a) is

25 made available to establish and maintain a program at the
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University of North Dakota to be known as the ‘Quentin
N. Burdick American Indians Into Nursing Program'.
Such program shall, to the maximum extent feasible, co-
ordinate with the Quentin N. Burdiek American Indians
Into Psychology Program established under section 106(b)
and the Quentin N. Burdick Indian Health Programs es-
tablished under seetion 117(b).

*(f) BERVICE OBLIGATION.—The active duty service
obligation preseribed under section 338C of the Public
Health Service Aet (42 U.S.C. 254m) shall be met by each
individual who receives training .ur assistance deseribed in
paragraph (1) or (2) of subsection (b) that is funded
under subsection (a). Such obligation shall be met by
service—

“(1) in the Indian Health Service;

“{2) im a program conducted under a contract
entered into under the Indian Self-Determination
and Education assistance Act;

*(3) in a program assisted under title V; or

“(4) in the private praetice of nursing if, as de-
termined by the Secretary, in accordance with guide-
lines promulgated by the Seeretary, such practice is
sitnated in a physician or other health professional
shortage area and addresses the health care needs of

a substantial number of Indians.
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“SEC. 118. TRIBAL CULTURE AND HISTORY.

2 “(a) In GENERAL.—The Secretary, acting through
3 the Service, shall require that appropriate emplovees of
4 the Service who serve Indian tribes in each service area
5 receive educational instruetion in the history and culture
6 of such tribes and their relationship to the Service.

7 “(b) REQUIREMENTS.—To the extent feasible, the
B educational instruction to be provided under subsection
9 (a) shall—

10 “(1) be provided in consultation with the af-
11 fected tribal governments, tribal organizations, and
12 urban Indian organizations;

13 “(2) be provided through tribally-controlled
14 eommunity colleges (within ihe meaning of section
15 2(4) of the Tribally Controlled Community College
16 Assistance Act of 1978) and tribally controlled post-
17 secondary voeational institutions (as defined in sec-
18 tion 390(2) of the Tribally Controlled Voeational In-
19 stitutions Support Act of 1990 (20 US.C
20 2397h(2)); and

21 “(3) ineclude instruetion in Native American
22 studies.

23 “SEC. 117. INMED PROGRAM.

24 “(a) GRANTS.—The Secretary may provide grants to

25 3 colleges and universities for the purpose of maintaining

26 and expanding the Native American health careers recruit-
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ment program known as the ‘Indians into Medieine Pro-

gram' (referred to in this section as ‘INMED’) as a means
of encouraging Indians to enter the health professions.
“(b) QuENTIN N. BURDICK INDIAN HEALTH PRrO-
GRAM.—The Secretary shall provide 1 of the grants under
subsection (a) to maintain the INMED program at the
University of North Dakota, to be known as the ‘Quentin
N. Burdick Indian Health Program’, unless the Secretary
makes a determination, based upon program reviews, that
the program is not meeting the purposes of this section.
Sueh program shall, to the maximum extent feasible, co-
ordinate with the Quentin N. Burdick American Indians
Into Psyehology Program established under section 106(b)
and the Quentin N. Burdick American Indians Into Nurs-
ing Program established under section 115.
“(e) REQUIREMENTS.—
“(1) IN GENERAL.—The Secretary shall develop
regulations to govern grants under to this section.
“(2) PROGRAM REQUIREMENTS.—Applicants
for grants provided under this section shall agree to
provide a program that—
*“(A) provides outreach and recruitment for
health professions to Indian communities in-

cluding elementary, secondary and community
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colleges located on Indian reservations which

will be served by the program;

“(B) incorporates a program advisory
board comprised of representatives from the
tribes and eommunities which will be served by
the program;

“(C) provides summer preparatory pro-
grams for Indian students who need enrichment
in the subjects of math and seience in order to
pursue training in the health professions;

“(D) provides tutoring, counseling and
support to students who are enrolled in a health
career program of study at the respective col-
lege or university; and

“(E)} to the maximum extent feasible, em-
ploys qualified Indians in the program.

“SEC. 118. HEALTH TRAINING FPROGRAMS OF COMMUNITY
COLLEGES.
“(a) ESTABLISHMENT GRANTS.—

“(1) IN GENERAL.—The Secretary, acting
through the Service, shall award grants to aceredited
and aceessible community colleges for the purpose of
assisting such colleges in the establishment of pro-
grams which provide education in a health profes-

sion leading to a degree or diploma in a health pro-
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fession for individuals who desire to practice such
profession on an Indian reservation, in the Service,
or in a tribal health program.

“(2) AMoOUNT—The amount of any grant
awarded to a community college under paragraph
(1) for the first yvear in which such a grant is pro-
vided to the community college shall not exceed
$100,000.

“(b) CONTINUATION GRANTS.—

“(1) IN GENERAL—The Secretary, acting
through the Service, shall award grants to aceredited
and aceessible community colleges that have estab-
lished a program deseribed in subsection (a}(1) for
the purpose of maintaining the program and recruit-
ing students for the program.

“(2) ELIGIBILITY.—Grants may only be made
under this subsection to a community college that—

“(A) is aceredited;

“(B) has a relationship with a hospital fa-
cility, Service facility, or hospital that could
provide training of nurses or health profes-
sionals;

“(C) has entered into an agreement with
an accredited college or university medical
school, the terms of which—
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“(i) provide a program that enhances
the transition and recruitment of students
into advanced bacealaureate or graduate
programs which train health professionals;
and

“(ii) stipulate certifications necessary
to approve internship and field placement
opportunities at health programs of the

Serviee or at tribal health programs;

“{D) has a qualified staff which has the
appropriate certifications;

*(E) is capable of obtaining State or re-
gional acereditation of the program deseribed in
subsection (a)(1); and

“(F) agrees to provide for Indian pref-
erence for applicants for programs under this
section,

“(e) SERVICE PERSONXNEL AND TECHXNICAL ASSIST-
ANCE.—The Secretary shall encourage community colleges
deseribed in subsection (b)(2) to establish and maintain
programs described in subsection (a)(1) by—

“{1) entering into agreements with such col-
leges for the provision of qualified personmel of the

Service to teach courses of study in such programs,

and
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*(2) providing technical assistance and support
to such colleges.

“(d) SpECIFIED COURSES OF STUDY.—Any program
receiving assistance under this section that is conducted
with respect to a health profession shall also offer courses
of study which provide advanced training for any health
professional who—

“(1) has already received a degree or diploma
in such health profession; and
*(2) provides clinieal services on an Indian res-
ervation, at a Service facility, or at a tribal clinie.
Such courses of study may be offered in conjunction with
the college or university with which the community college
has entered into the agreement required under subsection
(b)(2)(C).

“(e) PrIORITY.—Priority shall be provided under this
section to tribally controlled colleges in service areas that
meet the requirements of subsection (b).

“(f) DEFINITIONS.—In this section:

“(1) CoMMUNITY COLLEGE.—The term ‘com-
munity college’ means—
“{A) a tribally controlled community ecol-
lege; or
“(B) a junior or community college.
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“(2) JUNIOR OR COMMUNITY COLLEGE.—The
term ‘junior or community college” has the meaning
given such term by section 312(e) of the Higher
Education Act of 1965 (20 U.S.C. 1058(e)).

“(3) TRIBALLY CONTROLLED COLLEGE.—The
term ‘tribally controlled college’ has the meaning
given the term ‘tribally controlled community college’
by section 2(4) of the Tribally Controlled Commu-
nity College Assistance Act of 1978,

“SEC. 118. RETENTION BONUS.

“(a) IN GENERAL.—The Secretary may pay a reten-
tion bonus to any health professional employed by, or as-
signed to, and serving in, the Service, an Indian tribe, a
tribal organization, or an urban Indian organization either
as a civilian employee or as a commissioned officer in the
Regular or Reserve Corps of the Public Health Serviee
who—

“(1) is assigned to, and serving in, a position
for which recruitment or retention of personnel is
difficult;

“(2) the Secretary determines is needed by the
Service, tribe, tribal organization, or urban organiza-
tion;

11{3} h“_
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“(A) completed 3 years of employment
with the Service; tribe, tribal organization, or
urban organization; or
“(B) completed any service obligations in-
curred as a requirement of—
“(i} any Federal scholarship program;
or
“(ii) any Federal education loan re-
payment program; and
“(4) enters into an agreement with the Service,

Indian tribe, tribal organization, or urban Indian or-

ganization for continued employment for a period of

not less than 1 year.

*(b) RATES.—The Secretary may establish rates for
the retention bonus which shall provide for a higher an-
nual rate for multivear agreements than for single year
agreements referred to in suhseu‘.:ﬁml. (a)(4), but in no
event shall the annual rate be more than $25,000 per
annum,

“{e) FAILURE To CoMPLETE TERM OF SERVICE.—
Any health professional failing to complete the agreed
upon term of service, except where such failure is through
no fault of the individual, shall be obligated to refund to
the Government the full amount of the retention bonus

for the period covered by the agreement, plus interest as
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determined by the Secretary in accordance with section
110(1)(2)(B).

“(d) FUNDING AGREEMENT.—The Secretary may
pay a retention bonus to any health professional employed
by an organization providing health care services to Indi-
ang pursuant to a funding agreement under the Indian
Self-Determination and Education Assistance Act if such
health professional is serving in a position which the Sec-
retary determines is—

“(1) a position for which recruitment or reten-
tion is difficult; and
“(2) necessary for providing health care services
to Indians,
“SEC. 120. NURSING RESIDENCY PROGRAM.

“{a) ESTABLISHMENT.—The Secretary, acting
through the Service, shall establish a program to enable
Indians who are licensed practical nurses, licensed voca-
tional nurses, and registered nurses who are working in
an Indian health program (as defined in seetion
110{a)(2)(A)), and have done so for a period of not less
than 1 year, to pursue advanced training.

“(b) REQUIREMENT.—The program established
under subsection (a) shall include a combination of edu-
cation and work study in an Indian health program (as
defined in section 110(a)(2)(A)) leading to an associate



=T - - B R - O L FY N

B OB B B B R s e s e e s s s
o = B - - I T~ T T S Y —1

79

78
or bachelor’s degree (in the case of a licensed practical
nurse or licensed voeational nurse) or a bachelor’s degree
(in the case of a registered nurse) or an advanced degrees
in narsing and publie health.

“(e¢) SERVICE OBLIGATION.—An individual who par-
ticipates in a program under subsection (a), where the
educational costs are paid by the Service, shall incur an
obligation to serve in an Indian health program for a pe-
riod of obligated service equal to the amount of time dur-
ing which the individual participates in such program. In
the event that the individual fails to complete such obli-
gated service, the United States shall be entitled to recover
from such individual an amount determined in aceordance
with the formula speeified in subsection (1) of section 110
in the manner provided for in such subsection.

“SEC. 121. COMMUNITY HEALTH AIDE PROGRAM FOR
ALASEA.

“(a) IN GENERAL.—Under the authority of the Aet
of November 2, 1921 (25 U.S.C. 13; commonly known as
the Sunyder Act), the Secretary shall maintain a Commu-
nity Health Aide Program in Alaska under which the
Service—

(1) provides for the training of Alaska Natives

as health aides or community health practitioners;
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“(2) uses such aides or practitioners in the pro-
vision of health care, health promotion, and disease
prevention services to Alaska Natives living in vil-
lages in rural Alaska; and

“(3) provides for the establishment of tele-
conferencing eapacity in health clinies located in or
near such villages for use by community health aides
or community health practitioners.

“(b) AcTIviTIES.—The Secretary, acting through the

10 Community Health Aide Program under subsection (a),

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

shall—

¥(1) using trainers accredited by the Program,
provide a high standard of t]l'aining to community
health aides and community health practitioners to
ensure that such aides and practitioners provide
quality health care, health promotion, and disease
prevention services to the villages served by the Pro-
gram;

“(2) in order to provide such training, develop
a curriculum that—

“(A) combines education in the theory of
health care with supervised practical experience
in the provision of health care;

“(B) provides instruction and practical ex-

perience in the provision of acute care, emer-
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gency care, health promotion, disease preven-

tion, and the efficient and effective manage-

ment of clinic pharmacies, supplies, equipment,
and Facilities; and
“(C) promotes the achievement of the

health status objective specified in section 3(b);

“(3) establish and maintain a Community
Health Aide Certifieation Board to certify as com-
munity health aides or community health practition-
ers individoals who have successfully eompleted the
training deseribed in paragraph (1) or who can dem-
onstrate equivalent experience;

(4} develop and maintain a system which iden-
tifies the needs of community health aides and com-
munity health practitioners for continuing education
in the provision of health care, including the areas
deseribed in paragraph (2)(B), and develop pro-
grams that meet the needs for such continuing edu-
cation;

“(3) develop and maintain a system that pro-
vides close supervision of community health aides
and community health practitioners; and

“(6) develop a system under which the work of
community health aides and community health prae-

titioners is reviewed and evaluated to assure the pro-
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vision of quality health care, health promotion, and

disease prevention services.

“SEC. 122 TRIBAL HEALTH PROGRAM ADMINISTRATION.

“Subject to Section 102, the Secretary, acting
through the Service, shall, through a funding agreement
or otherwise, provide training for Indians in the adminis-
tration and planning of tribal health programs.

“SEC. 123. HEALTH PROFESSIONAL CHRONIC SHORTAGE
DEMONSTRATION PROJECT.

“{a) PiLor ProGrRAMS.—The Secretary may,
through area offices, fund pilot programs for tribes and
tribal organizations to address chronic shortages of health
professionals,

“(b) PURPOSE.—It is the purpose of the health pro-
fessions demonstration project under this section to—

“(1) provide direct clinical and practical experi-
ence in a service area to health professions students
and residents from medieal schools;

“(2) improve the quality of health care for Indi-
ans by assuring access to qualified health eare pro-
fessionals; and

*(3) provide academic and seholarly opportuni-
ties for health professionals serving Indian people by
identifying and utilizing all academic and scholarly

resourees of the region.
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“(e) ApvisorY BOARD.—A pilot program established
under subsection (a) shall incorporate a program advisory
board that shall be composed of representatives from the
tribes and communities in the service area that will be
served by the program.

“SEC. 124. SCHOLARSHIPS.

“Scholarships and loan reimbursements provided to
individuals pursuant to this title shall be treated as ‘quali-
fied scholarships’ for purposes of section 117 of the Inter-
nal Revenue Code of 1986.

“SEC. 125. NATIONAL HEALTH SERVICE CORFPS.

“{a) LIMITATIONS,—The Secretary shall not—

“(1) remove a member of the National Health

Services Corps from a health program operated by

Indian Health Service or by a tribe or tribal organi-

gation under a funding agreement with the Service

under the Indian Self-Determination and Education

Assistance Act, or by urban Indian organizations; or

*(2) withdraw the funding used to support such

a member;
unless the Secretary, acting through the Service, tribes or
tribal organization, has ensured that the Indians receiving
services from such member will experience no reduction

in services.
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“(b) DESIGNATION OF SERVICE AREAS a5 HEaLTH
PROFESSIONAL SHORTAGE AREAS.—AIll service areas
served by programs operated by the Service or by a tribe
or tribal organization sunder the Indian Self-Determina-
tion and Edueation Assistance Act, or by an urban Indian
organization, shall be designated under section 332 of the
Public Health Service Act (42 U.S.C. 254e) as Health
Professional Shortage Areas.

“le) Fron Tmme EqQuivaLEsT.—XNational Health
Service Corps scholars that qualify for the commissioned
corps in the Public Health Service shall be exempt from
the full time equivalent limitations of the National Health
Serviee Corps and the Service when such scholars serve
as commissioned corps officers in a health program oper-
ated by an Indian tribe or tribal organization under the
Indian Self-Determination and Edueation Assistance Aet
or by an urban Indian organization.

“SEC. 128. SUBSTANCE ABUSE COUNSELOR EDUCATION
DEMONSTRATION PROJECT.

“(n) DEMONSTRATION PROJECTS.—The Secretary,
acting through the Serviee, may enter into contracts with,
or make grants to, aceredited triballv eontrolled commu-
nity colleges, tribally controlled postsecondary vocational

institutions, and eligible accredited and accessible commu-
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nity colleges to establish demonstration projects to develop
educational curricula for substance abuse counseling.

“(b) Use oF Fuxps—Funds provided under this
section shall be used only for developing and providing
educational curricula for substance abuse counseling (in-
cluding paying salaries for instructors). Such eurricula
may be provided through satellite campus programs.

“(e) TERM OF GRANT.—A contract entered into or
a grant provided under this section shall be for a period
of 1 vear. Such contract or grant may be renewed for an
additional 1 year period upon the approval of the Sec-
retary.

“(d) REVIEW OF APPLICATIONS.—Not later than 180
days after the date of the enactment of this Aet, the Sec-
retary, after consultation with Indian tribes and adminis-
trators of aceredited tribally controlled community col-
leges, tribally controlled postsecondary vocational institu-
tions, and eligible aceredited and accessible community
colleges, shall develop and issue eriteria for the review and
approval of applications for funﬂjng‘ (including applica-
tions for renewals of funding) under this section. Such eri-
teria shall ensure that demonstration projects established
under this section promote the development of the capaecity

of such entities to educate substanee abuse eounselors.
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“{e) TECHNICAL ASSISTANCE.—The Secretary shall
provide such technical and other assistance as may be nee-
essary to enable grant recipients to comply with the provi-
sions of this section.

“{f) REPORT.—The Secretary shall submit to the
President, for inclusion in the report required to be sub-
mitted under section 801 for fiscal year 1999, a report
on the findings and eonclusions derived from the dem-
onstration projects condueted under this section.

“(g) DEFINITIONS.—In this section:

“{1) EDUCATIONAL CURRICULUM.—The term
‘educational curriculum’ means 1 or more of the fol-
lowing:

“(A) Classroom education.
*(B) Clinical work experience.
(C) Continuing education workshops.

#(2) TRIBALLY CONTROLLED COMMUNITY COL-
LEGE.—The term ‘tribally controlled ecommunity col-
lege’ has the meaning given such term in section
2(a)(4) of the Tribally Controlled Community Col-
lege Assistance Act of 1978 (25 U.S.C. 1801(a)(4)).

“{3) TRIBALLY CONTROLLED POSTSECONDARY
VOCATIONAL INSTITUTION.—The term ‘tribally con-
trolled postsecondary vocational institution’ has the

meaning given such term in section 390(2) of the
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Tribally Controlled Voeational Institutions Support
Act of 1990 (20 U.S.C. 239Th(2)).

“SEC. 127. MENTAL HEALTH TRAINING AND COMMUNITY

EDUCATION.
“(a) STUDY AND LIST.—

“(1) IN GENERAL.—The Secretary and the Sec-
retary of the Interior in consultation with Indian
tribes and tribal organizations shall conduet a study
and compile a list of the types of staff positions
specified in subsection (b) whose qualifications in-
clude or should include, training in the identifica-
tion, prevention, edueation, referral or treatment of
mental illness, dysfunctional or self-destructive be-
havior.

*(2) PosiTioNs.—The positions referred to in
paragraph (1) are—

“(A) staff positions within the Bureau of

Indian Affairs, including existing positions, in

the fields of—

“(i) elementary and secondary edu-
cation;

“(ii) social services, family and child
welfare;

“(iii) law enforcement and judicial

services; and

<8 3588 18
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“(iv) aleohol and substance abuse;

“(B) staff positions within the Service; and

“(C) staff positions similar to those speci-
fied in subsection (b) and established and main-
tained by Indian tribes, tribal organizations,
and urban Indian organizations, including posi-
tions established pursuant to funding agree-
ments under the Indian Self-determination and
Education Assistance Act, and this Act.

“(3) TRAINING CRITERIA.—

“(A) IN GENERAL.—The appropriate Sec-
retary shall provide training eriteria appropriate
to each type of position speeified in subsection
{b)(1) and ensure that appropriate training has
been or will be provided to any individual in any
such position.

“(B) TRAINING.—With respect to any such
individual in a position specified pursuant to
subsection (b)(3), the respective Secretaries
shall provide appropriate training or provide
funds to an Indian tribe, tribal organization, or
urban Indian organization for the training of
appropriate individuals. In the case of a fund-

ing agreement, the appropriate Secretary shall

«8 2838 18
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ensure that such training costs are included in

the funding ag‘reemen't., if necessary.

“(4) CULTURAL RELEVANCY.—Position specifie
training criteria shall be culturally relevant to Indi-
ans and Indian tribes and shall ensure that appro-
priate information regarding traditional health care
practices is provided.

“(5) COMMUNITY EDUCATION.—

“(A) DEVELOPMENT.—The Service shall
develop and implement, or on request of an In-
dian tribe or tribal .organization, assist an In-
dian tribe or tribal organization, in developing
and implementing a program of community
education on mental illness.

“(B) TECHNICAL ASSISTANCE.—In carry-
ing out this paragraph, the Service shall, upon
the request of an Indian tribe or tribal organi-
zation, provide techmical assistance to the In-
dian tribe or tribal organization to obtain and
develop community educational materials on the
identification, prevention, referral and treat-
ment of mental illness, dysfunctional and self-
destruetive behavior.

*(b) STAFFING.—
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“(1) IN GENERAL—Not later than 90 days
after the date of enactment of the Act, the Director
of the Service shall develop a plan under which the

Service will inerease the number of health care staff

that are providing mental health services by at least

500 positions within 5 years after such date of en-

actment, with at least 200 of such positions devoted

to child, adolescent, and family services. The alloca-
tion of sueh positions shall be subject to the provi-

sions of section 102(a).

“(2) IMPLEMENTATION.—The plan developed
under paragraph (1) shall be implemented under the

Act of November 2, 1921 (25 U.5.C. 13) (commonly

know as the ‘Snyder Act’). .

“SEC. 128. AUTHORIZATION OF AFPROPRIATIONS.

“There are authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal
year 2012 to carry out this title,

“TITLE II—HEALTH SERVICES
“SEC. 201, INDIAN HEALTH CARE IMPROVEMENT FUND.

“(a) IN GENERAL—The Secretary may expend
funds, directly or under the authority of the Indian Self-
Determination and Edueation Assistance Act, that are ap-

propriated under the authority of this seetion, for the pur-

poses of —

«8 2538 I8
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“(1) eliminating the deficiencies in the health
status and resources of all Indian tribes;

“(2) eliminating backlogs in the provision of
health eare serviees to Indians;

“(3) meeting the health needs of Indians in an
efficient and equitable manner;

“(4) eliminating inequities in funding for both
direet care and contract health service programs;
and -

“(5) augmenting the ability of the Service to
meet the following lmaith'sewine responsibilities with
respeet to those Indian tribes with the highest levels
of health status and resource deficiencies:

“({A) clinical care, including inpatient care,
outpatient eare (including audiology, clinical eye
and wvision care), primary care, secondary and
tertiary care, and long term care;

*“(B) preventive health, including mam-
mography and other cancer sereening in aecord-
ance with section 207;

*(C) dental care;

“(D) mental health, including community
mental health services, inpatient mental health
services, dormitory mental health services,

therapeutic and residential treatment centers,

«8 1538 18
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and training of traditional health care practi-

tioners;

“(E) emergency medical services;

“(F) treatment and control of, and reha-
bilitative care related to, aleoholism and drug
abuse (including fetal aleohol syndrome) among
Indians;

“(G) accident prevention programs;

*“(H) home health care;

“(I) community health representatives;

“(J) maintenance and repair; and

“(K) traditional health care practices.

“{b) UsE oF FUNDS.—

(1) LaMITATION.—Any funds appropriated
under the authority of this section shall not be used
to offset or limit any other appropriations made to
the SBerviee under this Act, the Act of November 2,
1921 (25 U.S.C. 13) (commonly known as the ‘Sny-
der Aet’), or any other provision of law.

*(2) ALLOCATION.—

“(A) IN GENERAL.—Funds appropriated
under the authority of this section shall be allo-
cated to service units or Indian tribes or tribal
organizations. The funds allocated to each tribe,

tribal organization, or service unit under this
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subparagraph shall be used to improve the

health status and reduce the resource deficiency

of each tribe served by such service unit, tribe
or tribal organization.

“(B) APPORTIONMENT.—The apportion-
ment of funds allocated to a service unit, tribe

or tribal organization under subparagraph (A)

among the health service responsibilities de-

seribed in subsection (a)(4) shall be determined
by the Service in consultation with, and with
the active participation of, the affected Indian
tribes in accordance with this section and such

rules as may be established under title VIII.

“(e¢) HEeEALTH STATUS AND RESOURCE DEFI-
CIENCY.—In this section:

“(1) DEFINITION.—The term ‘health status
and resource deficiency’ means the extent to
which—

“{A) the health status objective set forth
in section 3(2) is not being achieved; and

“{B) the Indian tribe or tribal organization
does not have available to it the health re-
sources it needs, taking into account the actual

cost of providing health care services given local
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geographic, climatic, rural, or other cir-

cumstances,

“(2) RESOURCES.—The health resources avail-
able to an Indian tribe or tribal organization shall
include health resources provided by the Service as
well as health resources used by the Indian Tribe or
tribal organization, including services and financing
systems provided by any Federal programs, private
insurance, and programs of State or local govern-
ments.

“(3) REVIEW OF DETERMINATION.—The Sec-
retary shall establish procedures which allow any In-
dian tribe or tribal organization to petition the Seec-
retary for a review of any determination of the ex-
tent of the health status and resource deficiency of
such tribe or tribal organization.

“(d) ELIGIBILITY.—Programs administered by any
Indian tribe or tribal organization under the authority of
the Indian Self-Determination and Education Assistance
Act shall be eligible for funds appropriated under the au-
thority of this section on an equal basis with programs
that are administered directly by the Service.

“{e) REPORT.—Not later than the date that is 3
vears after the date of enactment of this Act, the Sec-

retary shall submit to the Congress the current health sta-
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1 tus and resource deficiency report of the Service for each
2 Indian tribe or gervice unit, including newly recognized or
3 acknowledged tribes. Such report shall set out—
4 (1) the methodology then in use by the Service
for determining tribal health status and resource de-
ficiencies, as well as the most recent application of

5
6
7 that methodology;
8 “(2) the extent of the health status and re-
9

source deficiency of each Indian tribe served by the

10 Service;
11 “(3) the amount of funds necessary to eliminate
12 the health status and resource deficiencies of all In-

13 dian tribes served by the Service; and

14 “(4) an estimate of—

15 “(A) the amount of health serviee funds
16 appropriated under the authority of this Act, or
17 any other Aet, including the amount of any
18 funds transferred to the Service, for the preced-
19 ing fiscal vear which is allocated to each service
20 unit, Indian tribe, or coniparable entity;

21 *(B) the mumber of Indians eligible for
22 health services in each service mnit or Indian
23 tribe or tribal organization; and

24 (C) the number of Indians using the
25 Service resources made available to each service
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unit or Indian tribe or tribal organization, and,

to the extent available, information on the wait-

ing lists and number of Indians turned away for
services due to lack of resources.

“(f) BUDGETARY RULE.—Funds appropriated under
the authority of this section for any fiscal year shall be
included in the base budget of the Service for the purpose
of determining appropriations under this seetion in subse-
quent fiscal vears.

“{g) RULE oF CONSTRUCTION.—Nothing in this sec-
tion shall be construed to diminish the primary respon-
sibility of the Service to eliminate existing backlogs in
unmet health eare needs or to discourage the Serviee from
undertaking additional efforts to achieve equity among In-
dian tribes and tribal organizations.

“(h) DESIGNATION.—Any funds appropriated under
the authority of this section shall be designated as the ‘In-
dian Health Care Improvement Fund'.

“S8EC. 302. CATASTROFPHIC HEALTH EMERGENCY FUND.

“{a) ESTABLISHMENT.—

“(1) IN GENERAL.—There is hereby established
an Indian Catastrophic Health Emergeney Fund (re-
ferred to in this section as the 'CHEF') cousisting
of—
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“(A) the amounts deposited under sub-

section (d); and

“(B) any amounts appropriated to the
CHEF under this Act.

“2y ApMINISTRATION.—The CHEF shall be
administered by the Secretary solely for the purpose
of meeting the extraordinary medieal costs assoei-
ated with the treatment of vietims of disasters or
catastrophic illnesses who are within the responsibil-
ity of the Service.

“(3) EQUITABLE ALLOCATION.—The CHEF
shall be equitably allocated, apportioned or delegated
on a service unit or area office basis, based upon a
formula to be developed by the Secretary in con-
sultation with the Indian tribes and tribal organiza-
tions through negotiated rulemaking under title
VIII. Such formula shall take into account the
added needs of service areas which are contract
health service dependent.

“(4) NoOT SUBJECT TO CONTRACT OR
GRANT.—No part of the CHEF or its adminis-
tration shall be subject to contract or grant
under any law, including the Indian Self-Deter-
mination and Education Assistanece Act.
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“(5) ADMINISTRATION.—Amounts pro-
vided from the CHEF shall be administered by
the area offices based upon priorities deter-
mined by the Indian tribes and tribal organiza-
tions within each service area, including a con-
sideration of the needs of Indian tribes and
tribal organizations which are contract health

service-dependent.

“(b) REQUIREMENTS.—The Secretary shall, through
the negotiated rulemaking process under title VIII, pro-
mulgate regulations consistent with the provisions of this
section—

(1) establish a definition of disasters and ecata-
strophic illnesses for which the cost of treatment
provided under contract would qualify for payment
from the CHEF;

“(2) provide that a service unit, Indian tribe, or
tribal organization shall not be eligible for reim-
bursement for the cost of treatment from the CHEF
until its cost of treatment for any victim of such a
catastrophic illness or disaster has reached a certain
threshold cost which the Secretary shall establish
at—

“(A) for 1999, not less than $19,000; and



O 00 ~ O W b W B =

[ B R B R e - -
mguMwamEEEMAmE:Q

99

98
*(B) for any subsequent vear, not less

than the threshold cost of the previous year in-

creased by the percentage increase in the medi-

cal care expenditure eategory of the consumer
price index for all urban consumers (United

States city average) for the 12-month period

ending with December of the previous year;

“(3) establish a procedure for the reimburse-
ment of the portion of the costs incurred by—

“{A) serviee units, Indian tribes, or tribal
organizations, or faeilities of the SBervice; or
“(B) non-Service facilities or providers
whenever otherwise authorized by the Service;
in rendering treatment that exceeds threshold cost
deseribed in paragraph (2);

*(4) establish a procedure for payment from
the CHEF in cases in which the exigencies of the
medical circumstances warrant treatment prior to
the authorization of such treatment by the Service;
and

*(5) establish a procedure that will ensure that
no payment shall be made from the CHEF to any
provider of treatment to the extent that such pro-
vider is eligible to receive payment for the treatment

from any other Federal, State, local, or private
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source of reimbursement for which the patient is eli-

gible,

“{e) LIMITATION.—Amounts appropriated to the
CHEF under this section shall not be used to offset or
limit appropriations made to the Service under the author-
ity of the Aet of November 2, 1921 (25 U.S.C. 13) (com-
monly known as the Snyder Act) or any other law.

“{d) DEPoSITS.—There shall be deposited into the
CHEF all reimbursements to which the Service is entitled
from any Federal, State, local, or private souree (including
third party insurance) by reason of treatment rendered to
any victim of a disaster or catastrophic illness the cost
of which was paid from the CHEF.

“SEC. 203. HEALTH PROMOTION AND DISEASE PREVENTION
SERVICES,

“(a) FinpDINGS.—Congress finds that health pro-
motion and disease prevention activities will—

“(1) improve the health and well-being of Indi-
ans; and

“(2) reduce the expenses for health care of In-
dians.

“(b) PrOVISION OF SERVICES.—The Secretary. act-
ing through the Service and through Indian tribes and

tribal organizations, shall provide health promotion and

«5 3588 18
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1 disease prevention services to Indians so as to achieve the

2 health status objective set forth in seetion 3(b).

“e) DISEASE PREVENTION AND HEALTH ProO-
MOTION.—In this section:

“(1) DISEASE PREVENTION.—The term ‘disease

prevention’” means the reduetion, limitation, and pre-

vention of disease and its complications, and the re-

in the consequences of such diseases,

including—

“{A) controlling—

“(i) diabetes;

*(ii) high blood pressure;

“(iii) infectious agents;

“(iv) injuries;

“{v) occupational hazards and disabil-
ities;

“(vi) sexually transmittable diseases;
and

*(vil) toxic agents; and
“(B) providing—

i) for the fluoridation of water; and

“(i1) immunizations.

“(2) HEALTH PROMOTION.—The term ‘health

promotion’ means fostering social, economie, envi-
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ronmental, and personal factors conducive to health,
including—

“(A) raising people’s awareness about
health matters and enabling them to cope with
health problems by increasing their knowledge
and providing them with valid information;

“(B) encouraging adequate and appro-
priate diet, exercise, and sleep;

*(C) promoting education and work in con-
formity with physical and mental capacity;

“{E) making available suitable housing,
safe water, and sanitary facilities;

*“(F) improving the physical economie, cul-
tural, psychological, and social environment;

*(G) promoting adequate opportunity for
spiritual, religious, and traditional practices;
and

“(H) adequate and appropriate programs
including—

“(i) abuse prevention (mental and
physical);

“(iii) community health;

“(iv) community safety;

“(v) eonsumer health education;

“(vi) diet and nutrition;
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“(vii) disease prevention (commu-
nicable, immunizations, HIV/AIDS);

“*{viii) environmental health;

“(ix) exereise and physieal fitness;

“(x) fetal aleohol disorders;

*(xi) first aid and CPR edueation;

“(xii) human growth and develop-
ment;

*(xiii) injury prevention and personal
safety;

“{xiv) mental health (emotional, self-
worth);

“(xv) personal health and wellness
practices;

“(xvi) personal capacity building;

“{xvii) prenatal, pregnancy, and in-
fant care;

“(xviii) psychological well being;

“(xix) reproductive health (family
planning);

“{xx) safe and adequate water;

“(xxi) safe housing;

“(xxii) safe work environments;

“{xxiii) stress control;

“(xxiv) substance abuse;
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“(xxv) sanitary facilities;

“{xxvi) tobacco use cessation and re-
duetion;

“(xxvii) violence prevention; and

“(xxviii) such other activities identi-
fied by the Service, an Indian tribe or trib-
al organization, to promote the achieve-
ment of the objective described in seetion
3(b).

“{d) EvALUATION.—The Secretary, after obtaining
input from affected Indian tribes and tribal organizations,
shall submit to the President for inclusion in each state-
ment which is required to be submitted to Congress under
section 801 an evaluation of—

“(1) the health promotion and disease preven-
tion needs of Indians;

*(2) the health promotion and disease preven-
tion activities which would best meet such needs;

¥(3) the internal capacity of the Service to meet
such needs; and

“{4) the resources which would be required to
enable the Service to undertake the health promotion
and disease prevention activities necessary to meet

such needs.
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“SEC. 204. DIABETES PREVENTION, TREATMENT, AND CON-
TROL.

“(a) DETERMINATION.—The Secretary, in consulta-
tion with Indian tribes and tribal organizations, shall
determine—

“(1) by tribe, tribal organization, and service
unit of the Service, the prevalence of, and the types
of complications resulting from, diabetes among In-
dians; and

“(2) based on paragraph (1), the measures (in-
cluding patient education) each service unit should
take to reduce the prevalence of, and prevent, treat,
and control the complications resulting from, diabe-
tes among Indian tribes within that serviee unit.

“{b) SCREENING.—The Secretary shall sereen each
Indian who receives services from the Service for diabetes
and for eonditions which indicate a high risk that the indi-
vidual will become diabetic. Such sereening may be done
by an Indian tribe or tribal organization operating health
care programs or facilities with funds from the Service
under the Indian Self-Determination and Edueation As-
sistance Act.

“(¢) CoxTINUED FUNDING.—The Secretary shall
continue to fund, through fiscal year 2012, each effective
model diabetes project in existence on the date of the en-

actment of this Act and such other diabetes programs op-

-8 3538 18
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erated by the Seeretary or by Indian tribes and tribal or-
ganizations and any additional programs added to meet
existing diabetes needs. Indian tribes and tribal organiza-
tions shall receive recurring funding for the diabetes pro-
grams which they operate pursuant to this section. Model
diabetes projects shall consult, on a regular basis, with
tribes and tribal organizations in their regions regarding
diabetes needs and provide technical expertise as needed.
“(d) DiALYSIS PROGRAMS.—The Secretary shall pro-
vide funding through the Service, Indian tribes and tribal
organizations to establish dialysis programs, including
funds to purchase dialysis equipment and provide nee-
essary staffing.
“(e) OTHER ACTIVITIES.—The Secretary shall, to the
extent funding is available—

“(1) in each area office of the Service, consult
with Indian tribes and tribal organizations regarding
programs for the prevention, treatment, and control
of diabetes;

“(2) establish in each area office of the Service
a registry of patients with diabetes to track the
prevalence of diabetes and the complications from
diabetes in that area; and

“{3) ensure that data collected in each area of-
fice regarding diabetes and related complications

=8 3584 I8
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among Indians is disseminated to tribes, tribal orga-

nizations, and all other area offices.
*“SEC. 205. SHARED SERVICES.

“{a) In GENERAL.—The Secretary, acting through
the Service and notwithstanding any other provision of
law, is authorized to enter into funding agreements or
other arrangements with Indian tribes or tribal organiza-
tions for the delivery of long-term care and similar services
to Indians. Such projects shall provide for the sharing of
staff or other services between a Service or tribal facility
and a long-term care or other similar facility owned and
operated (directly or through a funding agreement) by
such Indian tribe or tribal organization.

“{b) REQUIREMENTS.—A funding agreement or
other arrangement entered into pursuant to subsection
(a)—

(1) may, at the request of the Indian tribe or
tribal organization, delegate to such tribe or tribal
organization such powers of supervision and contral
over Service emplovees as the Secretary deems nee-
essary to carry out the purposes of this section;

“(2) shall provide that expenses (including sala-
ries) relating to services that are shared between the

Service and the tribal facility be allocated propor-
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tionately between the Service and the tribe or tribal
organization; and
*(3) may authorize such tribe or tribal organi-
zation to construet, renovate, or expand a long-term
care or other similar facility (including the construe-
tion of a facility attached to a Service facility).

“(e) TECHNICAL ASSISTANCE.—The Secretary shall
provide such technical and other assistance as may be nee-
essary to enable applicants to comply with the provisions
of this section.

*{d) Use oF EXisTING FACILITIES.—The Secretary
shall encourage the use for long-term or similar eare of
existing facilities that are under-utilized or allow the use
of swing beds for such purposes.

“SEC. 206. HEALTH BERVICES RESEARCH.

“(a) FUNDING.—The Secretary shall make funding
available for research to further the performance of the
health service responsibilities of the Serviee, Indian tribes,
and tribal organizations and shall coordinate the activities
of other Agencies within the Department to address these
research needs.

“(b) ALLOCATION.—Funding under subsection (a)
shall be allocated equitably among the area offices. Each
area office shall award such funds competitively within

that area,
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“(e) ELIGIBILITY FOR FUNDS.—Indian tribes and
tribal organizations receiving funding from the Service
under the authority of the Indian Self-Determination and
Eduecation Assistance Act shall be given an equal oppor-
tunity to compete for, and receive, research funds under
this section.

“d) Use.—Funds received under this section may
be used for both clinical and non-clinical research by In-
dian tribes and tribal organizations and shall be distrib-
uted to the area offices. Such area offices may make
grants using such funds within each area.

“SEC. 207. MAMMOGRAPHY AND OTHER CANCER SCREEN-
ING.

“The Secretary, through the Service or through In-
dian tribes or tribal organizations, shall provide for the
following screening:

“(1) Mammography (as defined in section
1B61(jj) of the Social Security Aet) for Indian
women at a frequency appropriate to such women
under national standards, and under such terms and
conditions as are consistent with standards estab-
lished by the Secretary to assure the safety and ac-
curacy of screening mammography under part B of
title XVIII of the Social Security Act.

+8 2588 18
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1 *(2) Other cancer screening meeting national
standards.
“SEC. 208. PATIENT TRAVEL COSTS.
“The Secretary, acting through the Service, Indian
tribes and tribal organizations shall provide funds for the

2
3
4
5
6 following patient travel costs, ineluding appropriate and
7 mnecessary qualified escorts, associated with receiving
& health care services provided (either through direct or con-
9 tract care or through funding agreements entered into
10 pursuant to the Indian Self-Determination and Education

11 Assistance Aet) under this Aet:

12 “{1) Emergency air transportation and non-
13 emergency air transportation where ground trans-
14 portation is infeasible. I

15 (2) Transportation by private vehicle, specially

16 equipped vehicle and ambulance.

17 “{3) Transportation by such other means as
18 may be available and required when air or motor ve-
19 hicle transportation is not available.

20 “sEC. 209. EPIDEMIOLOGY CENTERS.

21 “{a) ESTABLISHMENT.—
22 *(1) Ix GENERAL.—In addition to those centers
23 operating 1 day prior to the date of enactment of

24 this Aet, (including those centers for which funding
25 is currently being provided through funding agree-
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ments under the Indian Self-Determination and

Education Assistance Act), the Secretary shall, not
later than 180 days after such date of enaetment,
establish and fund an epidemiology center in each
service area which does not have such a center to
carry out the functions described in paragraph (2).
Any ecenters established under the preceding sen-
tence may be operated by Indian tribes or tribal or-
ganizations pursuant to funding agreements under
the Indian Self-Determination and Education Assist-
ance Act, but funding under such agreements may
not be divisible.

*(2) Fuwnctions.—In consultation with and
upon the request of Indian tribes, tribal organiza-
tions and urban Indian organizations, each area epi-
demiology center established under this subsection
shall, with respect to such area shall—

“(A) collect data related to the health sta-
tus objective described in section 3(b), and
monitor the progress that the Service, Indian
tribes, tribal organizations, and urban Indian
organizations have made in meeting such health

status objective;
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“(B) evaluate existing delivery systems,
data systems, and other systems that impact
the improvement of Indian health;

*(C) assist Indian tribes, tribal organiza-
tions, and urban Indian organizations in identi-
fying their highest priority health status objec-
tives and the services needed to achieve such
objectives, based on epidemiological data;

“{D) make recommendations for the tar-
geting of services needed by tribal, urban, and
other Indian communities;

*“(E) make recommendations to improve
health care delivery systems for Indjans and
urban Indians;

“(F) provide requested technieal assistance
to Indian Tribes and urban Indian organiza-
tions in the development of local health service
priorities and incidence and prevalence rates of
disease and other illness in the community; and

“(G) provide disease surveillance and assist
Indian tribes, tribal organizations, and urban
Indian organizations to promote public health.

“(3) TECHNICAL ASSISTANCE.—The director of

the Centers for Disease Control and Prevention shall



=T - - R T - O ¥ T - " I

L R T T T e e e U
£ W R = D W 0 =l h b B W R = S

113
112

provide techmical assistance to the centers in carry-

ing out the requirements of this subsection.

“(b) FuNDING.—The Secretary may make funding
available to Indian tribes, tribal organizations, and eligible
intertribal consortia or urban Indian organizations to con-
duet epidemiological studies of Indian communities.

“SEC. 210. COMPREHENSIVE SCHOOL HEALTH EDUCATION
PROGRAMS,

“(a) IN GENERAL.—The Secretary, acting through
the Service, shall provide funding to Indian tribes, tribal
organizations, and urban Indian organizations to develop
comprehensive school health education programs for chil-
dren from preschool through grade 12 in schools for the
benefit of Indian and urban Indian children.

“(b) Use oF Fuxps—Funds awarded under this
section may be used to—

“(1) develop and implement health edueation
curricula both for regular school programs and after
school programs;

“(2) train teachers in comprehensive school
health edueation curricula;

“(3) integrate school-based, community-based,
and other public and private health promotion ef-
forts;
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“(4) encourage healthy, tobacco-free school en-
vironments;

“(3) coordinate school-based health programs
with existing services and programs available in the
community;

*(6) develop school programs on nutrition edu-
cation, personal health, oral health, and fitness;

“{7) develop mental health wellness programs;

“(8) develop chronie disease prevention pro-
grams;

“(9) develop substance abuse prevention pro-
grams;

*(10) develop injury prevention and safety edu-
cation programs;

“(11) develop activities for the prevention and
control of communicable diseases;

*(12) develop ecommunity and environmental
health education programs that include traditional
health care practitioners;

“(13) earry out violence prevention activities;
amd

“{14) carry out activities relating to such other
health issues as are appropriate.

“{e) TECHNICAL ASSISTANCE.—The Secretary shall,

25 upon request, provide technical assistance to Indian tribes,
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tribal organization and urban Indian organizations in the
development of comprehensive health education plans, and
the dissemination of comprehensive health education ma-
terials and information on existing health programs and
resources.

“{d) CRITERIA.—The Secretary, in consultation with
Indian tribes tribal organizations, and urban Indian orga-
nizations shall establish criteria for the review and ap-
proval of applications for funding under this section.

“(e) COMPREHENSIVE SCHOOL HEALTH EDUCATION
PROGRAM.—

*(1) DEVELOPMENT.—The Secretary of the In-
terior, acting through the Bureau of Indian Affairs
and in eooperation with the Secretary and affected
Indian tribes and tribal organizations, shall develop
a comprehensive school health edueation program for
children from preschool through grade 12 for use in
schools operated by the Bureau of Indian Affairs.

“(2) REQUIREMENTS.—The program developed
under paragraph (1) shall include—

*“(A) school programs on nutrition edu-
cation, personal health, oral health, and fitness;
“(B) mental health wellness programs;

“(C) chronic disease prevention programs;

«8 3538 [B
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“(D) substance abuse prevention pro-
grams;

“(E) injury prevention and safety edu-
cation programs; and

“(F') activities for the prevention and con-
trol of communicable diseases.
“(3) TRAINING AND COORDINATION.—The Sec-

retary of the Interior shall—

*“(A) provide training to teachers in com-
prehensive school health education curricula;

*(B) ensure the integration and coordina-
tion of school-based programs with existing
services and health programs available in the
community; and

*(C) encourage healthy, tobacco-free school
environments.

=“SEC. 211. INDIAN YOUTH PROGRAM.

“(a) IN GENERAL.—The Secretary, acting through
the Service, is authorized to provide funding to Indian
tribes, tribal organizations, and urban Indian organiza-
tions for innovative mental and physical disease prevention
and health promotion and treatment programs for Indian
and urban Indian preadoleseent and adolescent youths.

*(b) Usk oF FUNDS.—
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“(1) N GENERAL.—Funds made available
under this section may be used to—

“{A) develop prevention amd treatment
programs for Indian youth which promote men-
tal and physical health and incorporate eultural
values, community and family involvement, and
traditional health care practitioners; and

“(B) develop and provide community train-
ing and education.

“2) Lmration—Funds made available
under this section may not be used to provide serv-
ices deseribed in section 707(e).

“(e) REQUIREMENTS.—The Secretary shall—

¥(1) disseminate to Indian tribes, tribal organi-
zations, and urban Indian organizations information
regarding models for the delivery of comprehensive
health eare services to Indian and urban Indian ado-
lescents;

“(2) encourage the implementation of such
models; and

#(3) at the request of an Indian tribe, tribal or-
ganization, or urban Indian organization, provide
technical assistance in the implementation of such

models.
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“(d) CrRITERIA.—The Secretary, in consultation with
Indian tribes, tribal organization, and urban Indian orga-
nizations, shall establish criteria for the review and ap-

proval of applications under this section.
“S8EC. 212 FPREVENTION, CONTROL, AND ELIMINATION OF
COMMUNICABLE AND INFECTIOUS DISEASES.
“(a) IN GENERAL.—The Seeretary, acting through
the Service after consultation with Indian tribes, tribal or-
ganizations, urban Indian organizations, and the Centers
for Disease Control and Prevention, may make funding
available to Indian tribes and tribal organizations for—

“{1) projects for the prevention, eontrol, and
elimination of communicable and infectious diseases,
including tuberculosis, hepatitis, HIV, respiratory
syneitial virus, hanta virus, sexually transmitted dis-
eases, and H. Pylori;

*(2) public information and education programs
for the prevention, control, and elimination of com-
municable and infectious diseases; and

“(3) education, training, and clinical skills im-
provement activities in the prevention, eontrol, and
elimination of communicable and infectious diseases
for health professionals, including allied health pro-

fessionals.
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“b) REQUIREMENT OF APPLICATION.—The Sec-
retary may provide funds under subsection (a) only if an
application or proposal for such funds is submitted.

“{¢) TECHNICAL ASSISTANCE AND REPORT.—In car-
rying out this section, the Secretary—

“(1) may, at the request of an Indian tribe or
tribal organization, provide technical assistance; and

*(2) shall prepare and submit, biennially, a re-
port to Congress on the use of funds under this sec-
tion and on the progress made toward the preven-
tion, control, and elimimation of communicable and
infectious diseases among Indians and urban Indi-

Aans.

“SEC. 213. AUTHORITY FOR PROVISION OF OTHER SERV-
ICES.

“(a) IN GENERAL.—The Secretary, acting through
the Service, Indian tribes, and tribal organizations, may
provide funding under this Act to meet the objective set
forth in section 3 through health care related services and
programs not otherwise described in this Act. Such serv-
ices and programs shall include services and programs re-
lated to—

*(1) hospice care and assisted living;
*(2) long-term health care;

“(3) home- and eommunity-based services;
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“(4) public health functions; and

#(5) traditional health care practices.

“{b) AVAILABILITY OF SERVICES FOR CERTAIN INDI-
VIDUALS.—At the discretion of the Service, Indian tribe,
or tribal organization, services hospice care, home health
care (under section 201), home- and community-based
care, assisted living, and long term care may be provided
{on a cost basis) to individuals otherwise ineligible for the
health eare benefits of the Service. Any funds received
under this subsection shall not be used to offset or limit
the funding allocated to a tribe or tribal organization.

*{e) DEFINITIONS.—In this section:

“{1) HOME- AND COMMUNITY-BASED SERV-
ICES.—The term ‘home- and community-based serv-
ices’ means 1 or more of the following:

“{A) Homemaker/home health aide serv-
ices.

“(B) Chore services.

“(C) Personal care services,

“(D) Nursing eare services provided out-
side of a nursing facility by, or under the super-
vision of, a registered nurse.

“(E) Training for family members.

“(F) Adult day eare.
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1 “(G) Such other home- and community-
2 based services as the Becretary or a tribe or
3 tribal organization may approve,
4 “(2) HoSPICE CARE.—The term ‘hospice care’
5 means the items and services specified in subpara-
6 graphs (A) through (H) of section 1861(dd)(1) of
7 the Social Security Act (42 U.S.C. 1395x(dd)(1)),
8 and such other services which an Indian tribe or
9 tribal organization determines are necessary and ap-
10 propriate to provide in furtherance of such care.
11 “(3) PUBLIC HEALTH FUNCTIONS.—The term
12 ‘publie health funections' means public health related
13 programs, functions, and services including assess-
14 ments, assurances, and poliey development that In-
15 dian tribes and tribal organizations are authorized
16 and encouraged, in those circumstances where it
17 meets their needs, to carry out by forming collabo-
18 rative relationships with all levels of local, State, and
19 Federal governments.
20 “SEC. 214. INDIAN WOMEN'S HEALTH CARE.

21 “The Secretary acting through the Service, Indian
22 tribes, tribal organizations, and urban Indian organiza-
23 tions shall provide funding to monitor and improve the
24 quality of health care for Indian women of all ages
25 through the planning and delivery of programs adminis-
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tered by the Servie, in order to improve and enhance the
treatment models of care for Indian women.
“SEC. 215. ENVIRONMENTAL AND NUCLEAR HEALTH HAZ-
ARDS,

“(a) STUDY AND MoNiToriNG ProGRAMS.—The
Secretary and the Service shall, in conjunction with other
appropriate Federal agencies and in consultation with con-
cerned Indian tribes and tribal organizations, conduet a
study and carry out ongoing monitoring programs to de-
termine the trends that exist in the health hazards posed
to Indian miners and to Indians on or near Indian reserva-
tions and in Indian communities as a result of environ-
mental hazards that may result in chronie or life-threaten-
ing health problems. Such hazards include nuclear re-
source development, petroleum contamination, and con-
tamination of the water source or of the food chain. Such
study (and any reports with respect to such study) shall
inelude—

“{1) an evaluation of the nature and extent of
health problems caused by environmental hazards
currently exhibited among Indians and the causes of
such health problems;

“(2) an analysis of the potential effect of ongo-
ing and future environmental resource development

on or near Indian reservations and communities in-
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cluding the cumulative effect of such development
over time on health;

“(3) an evaluation of the types and nature of
activities, practices, and conditions causing or affect-
ing such health prphlems including uranium mining
and milling, uranium mine tail'ing deposits, nuclear
power plant operation and construction, and nuclear
waste disposal, oil and gas production or transpor-
tation on or near Indian reservations or commu-
nities, and other development that could affect the
health of Indians and their water supply and food
chain;

“(4) a summary of any findings or rec-
ommendations provided in Federal and State stud-
ies, reports, investigations, and inspections during
the 5 years prior to the date of the enactment of
this Act that directly or indirectly relate to the ac-
tivities, practices, and conditions affecting the health
or safety of such Indians; and

“(5) a description of the efforts that have been
made by Federal and State agencies and resource
and economic development companies to effectively
carry out an education program for such Indians re-
garding the health and safety hazards of such devel-

opment.

«8 3588 18
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“{b) DEVELOPMEXT OF HEALTH CARE PLANS.—
Upon the completion of the study under subsection (a),
the Secretary and the Service shall take into account the
results of such study and, in consultation with Indian
tribes and tribal organizations, develop a health care plan
to address the health problems that were the subject of
such study. The plans shall include—

(1) methods for diagnosing and treating Indi-
ans corrently exhibiting such health problems;

“(2) preventive care and testing for Indians
who may be exposed to such health hazards, includ-
ing the monitoring of the health of individuals who
have or may have been exposed to excessive amounts
of radiation, or affected by other activities that have
had or eould have a serious impact upon the health
of such individuals; and

*(3) a program of education for Indians who,
by reason of their work or geographic proximity to
such nuelear or other development activities, may ex-
perience health problems.

“(e) SuBMISSION TO CONGRESS.—

“{1) GEXERAL REPORT.—XNot later than 18

months after the date of enactment of this Act, the

Secretary and the Service shall submit to Congress
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a report concerning the study conducted under sub-
section (a).

“{2) HEALTH CARE PLAN REPORT.—Not later
than 1 vear after the date on which the report under
paragraph (1) is submitted to Congress, the Sec-
retarv and the Serviee shall submit to Congress the
health care plan prepared under subsection (b).
Such plan shall include recommended aetivities for
the implementation of the plan, as well as an evalua-
tion of any aetivities previously undertaken by the
Service to address the health problems involved.

“(d) TAsK FORCE.—

“(1) ESTABLISHED.—There is hereby estab-
lished an Intergovernmental Task Force (referred to
in this section as the ‘task force') that shall be com-
posed of the following individuals (or their des-
ignees):

“(A) The Secretary of Energy.

“(B) The Administrator of the Environ-
mental Protection Ageney.

“(C’) The Director of the Bureau of Mines.

“(D) The Assistant Secretary for Oecupa-
tional Safety and Health.

“(E) The Secretary of the Interior.

A ansa TE
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*“(2) DuTiES.—The Task Force shall identify
existing and potential operations related to nuclear
resource development or other environmental haz-
ards that affect or may affect the health of Indians
on or near an Indian reservation or in an Indian
community, and enter into activities to correct exist-
ing health hazards and ensure that current and fu-
ture health problems resulting from nuclear resource
or other development activities are minimized or re-
duced.

“(3) ADMINISTRATIVE PROVISIONS.—The Sec-
retary shall serve as the chairperson of the Task
Force. The Task Force shall meet at least twice
each year. Each member of the Task Foree shall
furnish necessary assistance to the Task Force,

“({e) PROVISION OF APPROPRIATE MEDICAL CARE.—

In the case of any Indian who—

“(1) as a result of employment in or near a
uranium mine or mill or near any other environ-
mental hazard, suffers from a work related illness or
condition;

#(2) is eligible to receive diagnosis and treat-
ment services from a Service facility; and

*(3) by reason of such Indian's employment, is

entitled to medical care at the expense of such mine
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or mill operator or entity respousible for the environ-

mental hazard;
the Service shall, at the request of such Indian, render
appropriate medical care to such Indian for such illness
or condition and may recover the costs of any medical care
so rendered to which such Indian is entitled at the expense
of such operator or entity from such operator or entity.
Nothing in this subsection shall affect the rights of such
Indian to recover damages other than such costs paid to
the Service from the employer for such illness or condition.
“SEC. 216. ARIZONA AS A CONTRACT HEALTH SERVICE DE-

LIVERY AREA.

“(a) In GENERAL.—For fiscal years beginning with
the fiscal year ending September 30, 1983, and ending
with the fiscal year ending September 30, 2012, the State
of Arizona shall be designated as a contract health service
delivery area by the Service for the purpose of providing
contract health care services to members of federally rec-
ognized Indian Tribes of Arizona.

(b} LiMITATION.—The Service shall not eurtail any
health eare services provided to Indians residing on Fed-
eral reservations in the State of Arizona if such curtail-
ment is duoe to the provision of contract services in such

State pursuant to the designation of such State as a con-
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1 tract health service delivery area pursuant to subsection
2 (a)

3 *“SEC. 217. CALIFORNIA CONTRACT HEALTH SERVICES DEM-
4 ONSTRATION PROGRAM.

5 “(a) IN GENERAL.—The Secretary may fund a pro-
6 gram that utilizes the California Rural Indian Health
7 Board as a contract eare intermediary to improve the ae-
8 cessibility of health services to California Indians.

9 “{b) REIMBURSEMENT OF BOARD.—

10 *“(1) AGREEMENT.—The Secretary shall enter
11 into an agreement with the California Rural Indian
12 Health Board to reimburse the Board for costs (in-
13 cluding reasonable administrative costs) ineurred
14 pursuant to this section in providing medieal treat-
15 ment under contract to California Indians described
16 in section 809(b) throughout the California contraect
17 health services delivery area described in section 218
18 with respect to high-cost contract care cases.

19 “(2) ADMINISTRATION.—Not more than 5 per-
20 cent of the amounts provided to the Board under
21 this section for any fiscal year may be used for reim-
22 bursement for administrative expenses incurred by
23 the Board during such fiscal year.
24 “(3) LIMITATION.—No payment may be made
25 for treatment provided under this section to the ex-
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tent that payment may be made for such treatment

mnder the Catastrophie Health Emergency Fund de-

seribed in section 202 or from amounts appropriated

or otherwise made available to the California con-

tract health service delivery area for a fiscal year.

“{e) ADVISORY BOARD.—There is hereby established
an advisory board that shall advise the California Rural
Indian Health Board in carrying out this section. The ad-
visory board shall be composed of representatives, selected
by the California Rural Indian Health Board, from not
less than B tribal health programs serving California Indi-
ans covered under this section, at least 50 percent of
whom are not affiliated with the California Rural Indian
Health Board.
“SEC. 218 CALIFORNIA AS A CONTRACT HEALTH SERVICE

DELIVERY AREA

“The State of California, excluding the counties of
Alameda, Contra Costa, Los Angeles, Marin, Orange, Sac-
ramento, San Francisco, S8an Mateo, Santa Clara, Kern,
Merced, Monterey, Napa, San Benito, San Joaquin, San
Linis Obispo, Santa Cruz, Solano, Stanislaus, and Ventura
shall be designated as a contract health service delivery
area by the Service for the purpose of providing eontract
health services to Indians in such State, except that any
of the counties deseribed in this section may be included
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in the contract health services delivery area if funding is
specifically provided by the Service for such services in
those counties.
“SEC. 218. CONTRACT HEALTH SERVICES FOR THE TREN-
TON SERVICE AREA.

“(a) IN GENERAL.—The Secretary, acting through
the Service, shall provide contract health services to mem-
bers of the Turtle Mountain Band of Chippewa Indians
that reside in the Tremton Service Area of Divide,
MeKenzie, and Williams counties in the State of North
Dakota and the adjoining eounties of Richland, Roosevelt,
and Sheridan in the State of Montana.

“(b) RULE oF CONSTRUCTION.—Nothing in this see-
tion shall be construed as expanding the eligibility of mem-
bers of the Turtle Mountain Band of Chippewa Indians
for health services provided by the Service beyond the
scope of eligibility for such health services that applied on
May 1, 1986.

“SEC. 220. PROGRAMS OPERATED BY INDIAN TRIBES AND
TRIBAL ORGANIZATIONS.

“The Service shall provide funds for health care pro-
grams and facilities operated by Indian tribes and tribal
organizations under funding agreements with the Service
entered into under the Indian Self-Determination and

Education Assistance Aet on the same basis as such funds
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are provided to programs and facilities operated directly
by the Service.
“SEC. 221. LICENSING.

““Health eare professionals employed by Indian Tribes
and tribal organizations to carry out agreements under the
Indian Self-Determination and Education Assistanee Act,
shall, if licensed in any State, be exempt from the licensing
requirements of the State in which the agreement is per-
formed.

“SEC. 222. AUTHORIZATION FOR EMERGENCY CONTRACT
HEALTH SERVICES.

“With respect to an elderly Indian or an Indian with
a disability receiving emergency medieal care or services
from a non-Service provider or in a non-Service facility
under the authority of this Act, the time limitation (as
a condition of payment) for notifying the Serviee of such
treatment or admission shall be 30 days.

“SEC. 223. PROMPT ACTION ON PAYMENT OF CLAIMS.

“(a) REQUIREMENT.—The Service shall respond to
a notification of a claim by a provider of a contract care
service with either an individual purchase order or a denial
of the claim within 5 working days after the receipt of
such notification.

“(b) FAILURE To RESPOND.—If the Service fails to

respond to a notification of a elaim in accordance with
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subsection (a), the Service shall aceept as valid the claim
submitted by the provider of a contract care service,

“(e) PAYMENT.—The Service shall pay a valid con-
tract care service claim within 30 days after the comple-
tion of the claim.

“SEC. 224. LIABILITY FOH PAYMENT.

“(a) NO LIABILITY.—A patient who receives contract
health care services that are authorized by the Service
shall not be liable for the payment of any charges or costs
associated with the provision of such services,

*(b) NOTIFICATION.—The Secretary shall notify a
contract care provider and any patient who receives con-
tract health care services authorized by the Service that
such patient is not liable for the payment of any charges
or costs associated with the provision of such services.

“{e) LomrraTioNn.—Following receipt of the notice
provided under subsection (b}, or, if a claim has been
deemed accepted under section 223(b), the provider shall
have no further recourse against the patient who received
the services involved.

“SEC. 225. AUTHORIZATION OF APPROPRIATIONS.

“There are authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal
year 2012 to carry out this title.
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“TITLE III—FACILITIES
“SEC. 301. CONSULTATION, CONSTRUCTION AND RENOVA-
TION OF FACILITIES; REPORTS,

“{a) CONSULTATION.—Prior to the expenditure of, or
the making of any firm commitment to expend, any funds
appropriated for the planning, design, construction, or
renovation of facilities pursuant to the Act of November
2, 1921 (25 U.S.C. 13) (commonly known as the Suvder
Act), the Secretary, acting through the Service, shall—

“(1) eonsult with any Indian tribe that would
be significantly affeeted by such expenditure for the
purpose of determining and, whenever practicable,
honoring tribal preferences concerning size, location,
type, and other characteristics of any facility on
which such expenditure is to be made; and

*{2) ensure, whenever practicable, that sueh fa-
cility meets the construction standards of any na-

.tima.all_',r recogmized accrediting body by not later

than 1 year after the date on which the construetion

or renovation of such facility is completed.

“(b) CLOSURE OF FACILITIES.—

“(1) In GENERAL,—Notwithstanding any provi-
sion of law other than this subsection, no Service
hospital or outpatient health care facility or any in-

patient service or special care facility operated by
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the Service, may be closed if the Secretary has not
submitted to the Congress at least 1 vear prior to
the date such proposed closure an evaluation of the
impact of such proposed closure which specifies, in
addition to other considerations—

“(A) the accessibility of alternative health
care resources for the population served by such
hospital or facility;

“(B) the cost effectiveness of such closure;

*(C) the quality of health care to be pro-
vided to the population served by such hospital
or facility after such closure;

‘(D) the availability of contract health
care funds to maintain existing levels of serviee;

“{E) the views of the Indian tribes served
by such hospital or facility concerning such elo-
sure;

“(F) the level of utilization of such hos-
pital or facility by all eligible Indians; and

“() the distance between such hospital or
facility and the nearest operating Service hos-
pital.

“(2) TEMPORARY CLOSURE.—Paragraph (1)

shall not apply to any temporary closure of a facility
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or of any portion of a facility if sueh closure is nee-
essary for medical, environmental, or safety reasons.
“{¢) PRIORITY SYSTEM.—

*(1) ESTABLISHMENT. —The Secretary shall es-
tablish a health care facility priority system, that
shall—

“{A) be developed with Indian tribes and
tribal organizations through negotiated rule-
making under section 802;

“(B) give the needs of Indian tribes’ the
highest priority; and

“(C) at a minimum, include the lists re-
quired in paragraph (2)(B) and the methodol-
ogyv required in paragraph (2)(E);

except that the priority of anv project established
under the construction priority system in effect on
the date of this Aet shall not be affected by any
change in the construction priority syvstem taking
place thereafter if the project was identified as one
of the top 10 priority inpatient projects or one of the
top 10 outpatient projects in the Indian Health
Service budget justification for fiseal vear 2000, or
if the projeet had eompleted both Phase I and Phase
IT of the construction priority system in effect on

the date of this Act.
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“(2) REPORT.—The Secretary shall submit to

the President, for inclusion in each report required
to be transmitted to the Congress under section 801,
a report that includes—

“(A) a deseription of the health care facil-
ity priority system of the Service, as established
under paragraph (1);

“{B) health care facility lists, including—

(i) the total health care facility plan-
ning, design, construction and removation
needs for Indians;

“(ii) the 10 top-priority inpatient care
facilities;

“(iii) the 10 top-priority outpatient
care facilities;

“(iv) the 10 top-priority specialized
care facilities (such as long-term care and
alcohol and drug abuse treatment); and

“(v) any staff quarters associated
with such prioritized facilities;

“(C) the justification for the order of pri-
ority among facilities;

“(D) the projected cost of the projects in-

volved; and



W90 =3 nd h B W B e

o L N o I o I o T e S S S ey
bh & W R = O YW 0 = on W B W R = S

137

136

“(E) the methodology adopted by the Serv-
ice in establishing priorities under its health
care facility priority system.

“(3) CoNsULTATION.—In preparing each report
required under paragraph (2) (other than the initial
report) the Secretary shall annually—

*{A) consult with, and obtain information
on all health care facilities needs from, Indian
tribes and tribal organizations ineluding those
tribes or tribal organizations operating health
programs or facilities under any funding agree-
ment entered into with the Service under the
Indian Self-Determination and Eduecation As-
sistanee Act; and

“(B) review the total unmet needs of all
tribes and tribal organizations for health care
facilities (including staff quarters), including
needs for renovation and expansion of existing
facilities.

“(4) CrITERIA.—For purposes of this sub-
section, the Secretary shall, in evaluating the needs
of facilities operated under any funding agreement
entered into with the Service under the Indian Self-
Determination and Edueation Assistance Act, use

the same criteria that the Secretary uses in evaluat-
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ing the needs of facilities operated directly by the
Service.

*(5) EQUITABLE INTEGRATION.—The Secretary
shall ensure that the planning, design, construction,
and renovation needs of Service and non-Service fa-
cilities, operated under funding agreements in ae-
cordance with the Indian Self-Determination and
Education Assistance Act are fully and equitably in-
tegrated into the health eare facility priority system.
“(d) REVIEW OF NEED FOR FACILITIES.—

“(1) REPORT.—Beginning in 2001, the Sec-
retary shall annually submit to the President, for in-
clusion in the report required to be transmitted to
Congress under section 801 of this Act, a report
which sets forth the needs of the Service and all In-
dian tribes and tribal organizations, including urban
Indian organizations, for inpatient, outpatient and
specialized care facilities, including the needs for
renovation and expansion of existing facilities .

“(2) CoNsULTATION.—In preparing each report
required under paragraph (1) (other than the initial
report), the Secretary shall consult with Indian
tribes and tribal organizations including those tribes
or tribal organizations operating health programs or
facilities under any funding agreement entered into

8 3534 I8
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with the Service under the Indian Self-Determina-
tion and Edueation Assistance Act, and with urban
Indian organizations.

“(3) Crrreria—For purposes of this sub-
section, the Secretary shall, in evaluating the needs
of facilities operated under any funding agreement
entered into with the Service under the Indian Self-
Determination and Edueation Assistance Aet, use
the same criteria that the Seeretary uses in evaluat-
ing the needs of facilities operated directly by the
Serviee.

*(4) EQUITABLE INTEGRATION.—The Secretary
shall ensure that the planning, design, construction,
and renovation needs of facilities operated under
funding agreements, in accordanee with the Indian
Self-Determination and Edueation Assistance Act,
are fully and equitably integrated into the develop-
ment of the health facility priority system.—

“(5) ANNUAL NOMINATIONS.—Each year the
Secretary shall provide an opportunity for the nomi-
nation of planning, design, and construction projects
by the Serviece and all Indian tribes and tribal orga-

nizations for consideration under the health care fa-

cility priority system.
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“(e) INCLUSION OF CERTAIN PROGRAMS.—AIl funds
appropriated under the Act of November 2, 1921 (25
U.8.C. 13), for the planning, design, construction, or ren-
ovation of health facilities for the benefit of an Indian
tribe or tribes shall be subject to the provisions of section
102 of the Indian Self-Determination and Edueation As-
sistance Act.

() INNOVATIVE APPROACHES.—The Secretary shall
consult and cooperate with Indian tribes, tribal organiza-
tions and urban Indian organizations in developing inno-
vative approaches to address all or part of the total unmet
need for construction of health facilities, including those
provided for in other sections of this title and other ap-
proaches.

“SEC. 302. BAFE WATER AND SANITARY WASTE DISPOSAL

FACILITIES.

“(a) FINDINGS.—Congress finds and declares that—
*(1) the provision of safe water supply facilities

and sanitary sewage and solid waste disposal faeili-

ties is primarily a health consideration and funetion;
“(2) Indian people suffer an inordinately high
incidence of disease, injury, and illness directly at-
tributable to the absence or inadequacy of such fa-

cilities;
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“(3) the long-term cost to the United States of

treating and euring such disease, injury, and illness
is substantially greater than the short-term cost of
providing such facilities and other preventive health
measures;

“(4) many Indian homes and eommunities still
lack safe water supply facilities and sanitary sewage
and solid waste disposal facilities; and

“{5) it is in the interest of the United States,
and it is the policy of the United States, that all In-
dian communities and Indian homes, new and exist-
ing, be provided with safe and adequate water sup-
ply facilities and sanitary sewage waste disposal fa-
cilities as soon as possible.

“{b) PROVISION OF FACILITIES AND SBERVICES.—

*(1) IN GENERAL.—In furtherance of the find-
ings and declarations made in subsection (a), Con-
gress reaffirms the primary responsibility and au-
thority of the Service to provide the necessary sauni-
tation facilities and services as provided in section T
of the Act of August 5, 1954 (42 U.S.C. 2004a).

“(2) ASSISTANCE.—The Secretary, acting
through the Service, is authorized to provide under
section 7 of the Act of August 5, 1954 (42 U.S.C.
2004a)—
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“(A) financial and technical assistance to
Indian tribes, tribal organizations and Indian
communities in the establishment, training, and
equipping of utility organizations to operate
and maintain Indian sanitation facilities, in-
cluding the provision of existing plans, standard
details, and specifications available in the De-
partment, to be used at the option of the tribe
or tribal organization;

“(B) ongoing technical assistance and
training in the management of utility organiza-
tionz which operate and maintain sanitation fa-
cilities; and _

“(C) priority funding for the operation,
and maintenance assistance for, and emergency
repairs to, tribal sanitation facilities when nee-
essary to avoid an imminent health threat or to
protect the investment in samitation facilities
and the investment in the health benefits
gained through the provision of samitation fa-
cilities.

*(3) PROVISIONS RELATING TO FUNDING.—

Notwithstanding any other provision of law—

“{A) the Secretary of Housing and Urban
Development is authorized to transfer funds ap-
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propriated under the Native American Housing
Assistance and Self-Determination Act of 1996
to the Secretary of Health and Human Serv-
1ees;

“(B) the Secretary of Health and Human
Services is authorized to aceept and use such
funds for the purpose of providing sanitation
facilities and services for Indians under section
7 of the Aet of August 5, 1954 (42 U.S.C.
2004a);

(C) unless specifically authorized when
funds are appropriated, the Secretary of Health
and Human Services shall not use funds appro-
priated under section 7 of the Act of August 5,
1954 (42 U.S.C. 2004a) to provide sanitation
facilities to new homes constructed using funds
provided by the Department of Housing and
Urban Development;

“(D) the Secretary of Health and Human
Services is authorized to accept all Federal
funds that are available for the purpose of pro-
viding sanitation facilities and related services
and place those funds into funding agreements,
authorized under the Indian Self-Determination
and Education Assistance Act, between the See-
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retary and Indian tribes and tribal organiza-
tions;

*“(E) the Secretary may permit funds ap-
propriated under the authority of section 4 of
the Aet of August 5, 1954 (42 U.S.C. 2004) to
be used to fund up to 100 pereent of the
amount of a tribe’s loan obtained under anv
Federal program for new projects to construet
eligible sanitation facilities to serve Indian
homes;

"“(F) the Secretary may permit funds ap-
propriated under the authority of section 4 of
the Act of August 5, 1954 (42 U.5.C. 2004) to
be used to meet matching or cost participation
requirements under other Federal and non-Fed-
eral programs for new projects to construet eli-
gible sanitation facilities;

“(G) all Federal agencies are authorized to
transfer to the Secretary funds identified,
granted, loaned or appropriated and thereafter
the Department’s applicable policies, rules, reg-
ulations shall apply in the implementation of
such projects;

“(H) the Secretary of Health and Human
Services shall enter into inter-ageney apgree-
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ments with the Bureau of Indian Affairs, the

Department of Housing and Urban Develop-
ment, the Department of Agriculture, the Envi-
ronmental Protection Agency and other appro-
priate Federal agencies, for the purpose of pro-
viding financial assistance for safe water supply
and sanitary sewage disposal facilities under
this Aet; and

“(I) the Secretarv of Health and Human
Services shall, by regulation developed through
rulemaking under section B02, establish stand-
ards applicable to the planning, design and con-
struction of water supply and sanitary sewage
and solid waste disposal facilities funded under
this Aect.

*“(e) 10-YEAR FUNDING PLAN.—The Secretary, act-
ing through the Service and in consultation with Indian
tribes and tribal organizations, shall develop and imple-
ment a 10-vear funding plan to provide safe water supply
and sanitary sewage and solid waste disposal facilities
serving existing Indian homes and communities, and to
new and renovated Indian homes.

“(d) CapaBILITY OF TRIBE OR COMMUNITY.—The
financial and technical eapability of an Indian tribe or

community to safely operate and maintain a sanitation fa-
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cility shall not be a prerequisite to the provision or con-
struction of sanitation facilities by the Secretary.

“(e) FINANCIAL ASSISTANCE—The Seeretary may
provide financial assistance to Indian tribes, tribal organi-
zations and communities for the operation, management,
and maintenance of their sanitation facilities.

“(f) RESPONSIBILITY FOR FEES FOR OPERATION
AND MAINTENANCE.—The Indian family, community or
tribe involved shall have the primary responsibility to es-
tablish, collect, and use reasonable user fees, or otherwise
set aside funding, for the purpose of operating and main-
taining sanitation facilities. If a community facility is
threatened with imminent failure and there is a lack of
tribal capacity to maintain the integrity or the health ben-
efit of the facility, the Secretary may assist the Tribe in
the resolution of the problem on a short term basis
through cooperation with the emergency coordinator or by
providing operation and maintenance service,

“(g) ELIGIBILITY OF Uﬁa‘mm TriBES OR ORGANI-
ZATIONS.—Programs administered by Indian tribes or
tribal organizations under the authority of the Indian Self-
Determination and Eduecation Assistance Act shall be eli-
gible for—

“(1) any funds appropriated pursuant to this
section; and
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*(2) any funds appropriated for the purpose of
providing water supply, sewage disposal, or solid
waste facilities;

on an equal basis with programs that are administered
directly by the Service.
*(h) REPORT.—

“(1) I¥ GENERAL.—The Secretary shall submit
to the President, for inclusion in each report re-
quired to be transmitted to the Congress under sec-
tion B01, a report which sets forth—

“(A) the current Indian sanitation facility
priority system of the Service;

“(B) the methodology for determining
sanitation deficiencies;

“(C) the level of initial and final sanitation
deficiency for each type sanitation facility for
each project of each Indian tribe or community;
and

(D) the amount of funds necessary to re-
duee the identified sanitation deficiency levels of
all Indian tribes and eommunities to a level [
sanitation deficiency as deseribed in paragraph
(4)(A).

“(2) CONSULTATION.—In preparing each report
required under paragraph (1), the Secretary shall
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consult with Indian tribes and tribal organizations
(including those tribes or tribal organizations operat-
ing health care programs or facilities under any
funding agreements entered into with the Service
under the Indian Self-Determination and Education
Assistance Aet) to determine the sanitation needs of
each tribe and in developing the criteria on which
the needs will be evaluated through a process of ne-
gotiated rulemaking.

*(3) METHODOLOGY.—The methodology used
by the Secretary in determining, preparing cost esti-
mates for and reporting sanitation deficiencies for
purposes of paragraph (1) shall be applied uniformly
to all Indian tribes and communities,

“(4) SANITATION DEFICIENCY LEVELS.—For
purposes of this subseetion, the sanitation deficiency
levels for an individual or community sanitation fa-
cility serving Indian homes are as follows:

“(A) A level I deficiency is a sanitation fa-
cility serving and individual or community—
*(i) which complies with all applicable
water supply, pollution control and solid
waste disposal laws; and
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“(ii) in which the deficiencies relate to
routine replacement, repair, or mainte-
nance needs.
“(B) A level II deficiency is a sanitation

facility serving and individual or community—

“(i) . which substantially or recently
complied with all applicable water supply,
pollution control and solid waste laws, in
which the deficiencies relate to small or
minor capital improvements needed to
bring the facility back into compliance;

“(ii) in which the deficiencies relate to
capital improvements that are necessary to
enlarge or improve the facilities in order to
meet the current needs for domestic sani-
tation facilities; or

“(iii) in which the deficiencies relate
to the lack of equipment or training by an
Indian Tribe or community to properly op-
erate and maintain the sanitation facilities.

“(C) A level IIT deficiency is an individual

or community facility with water or sewer serv-

ice in the home, piped services or a haul system

with holding tanks and interior plumbing, or

where major significant interruptions to water
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supply or sewage disposal occur frequently, re-

quiring major capital improvements to correct

the deficiencies. There is no access to or no ap-
proved or permitted solid waste facility avail-
able.

“(D) A level IV deficiency is an individual
or eommunity facility where there are no piped
water or sewer facilities in the home or the fa-
cility has become inoperable due to major com-
ponent failure or where only a washeteria or
central facility exists.

“(E) A level V deficiency is the absence of
a sanitation facility, where individual homes do
not have aceess to safe drinking water or ade-
quate wastewater disposal.

(i) DEFINITIONS.—In this section:

“(1) FaciLrty.—The terms ‘facility’ or ‘facili-
ties’ shall have the same meaning as the terms ‘sys-
tem’ or ‘systems’ unless the context requires other-
wise,

“(2) INDIAN COMMUNITY.—The term ‘Indian
community’ means a geographic area, a significant
proportion of whose inhabitants are Indians and
which is served by or capable of being served by a
fucility deseribed in this section.
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“SEC. 303. PREFERENCE TO INDIANS AND INDIAN FIRMS,
“(a) IN GENERAL.—The Secretary, acting through

the Service, may utilize the negotiating authority of the
Act of June 25, 1910 (25 U.5.C. 47), to give preference
to any Indian or any enterprise, partnership, corporation,
or other type of business organization owned and econ-
trolled by an Indian or Indians including former or cur-
rently federally recognized Indian tribes in the State of
New York (hereinafter referred to as an ‘Indian firm’) in
the construetion and renovation of Service facilities pursu-
ant to section 301 and in the construetion of safe water
and sanitary waste disposal facilities pursuant to seetion
302. Such preference may be accorded by the Secretary
unless the Secretary finds, pursuant to rules and regula-
tions promulgated by the Secretary, that the project or
function to be contracted for will not be satisfactory or
such project or function cannot be properly completed or
maintained under the proposed contract. The Secretary,
in arriving at such finding, shall consider whether the In-
dian or Indian firm will be deficient with respect to—

*(1) ownership and eontrol by Indians;

*(2) equipment;

(3) bookkeeping and accounting proeedures;

“(4) substantive knowledge of the project or

function to be contracted for;
“(5) adequately trained personnel; or

«8 258 18
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“{6) other necessary components of contract
performance.

“(b) EXEMPTION FrOM Davis-BacON.—For the
purpose of implementing the provisions of this title, con-
struction or renovation of facilities eonstructed or ren-
ovated in whole or in part by funds made available pursu-
ant to this title are exempt from the Act of March 3, 1931
(40 U.S.C. 276a—276a~5, known as the Davis-Bacon
Act). For all health facilities, staff quarters and sanitation
facilities, construction and renovation subcontractors shall
be paid wages at rates that are not less than the prevailing
wage rates for similar construction in the loeality involved,
as determined by the Indian tribe, Tribes, or tribal organi-
zations served by such facilities.

“S8EC. 304. SOBOBA SANITATION FACILITIES.

“Nothing in the Act of December 17, 1970 (84 Stat.
1465) shall be construed to preclude the Soboba Band of
Mission Indians and the Soboba Indian Reservation from
being provided with sanitation facilities and services under
the authority of section 7 of the Aect of August 5, 1954
(68 Stat 674), as amended by the Aet of July 31, 1959
(73 Stat. 267).

“SEC. 305. EXPENDITURE OF NONSERVICE FUNDS FOR REN-
OVATION.

“(a) PERMISSIBILITY. —
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“(1) IN GENERAL.—Notwithstanding any other
provision of law, the Secretary is authorized to ac-
eept any major expansion, renovation or moderniza-
tion by any Indian tribe of any Bervice facility, or
of any other Indian health facility operated pursuant
to a funding agreement entered into under the In-
dian Self-Determination and Education Assistance
Aet, including—

“(A) any plans or designs for such expan-
sion, renovation or modernization; and
“(B) any expansion, renovation or mod-
ernization for which funds appropriated under
any Federal law were lawfully expended;
but only if the requirements of subsection (b) are
met.

“(2) PRIORITY LIST.—The Secretary shall
maintain a separate priority list to address the need
for increased operating expenses, personnel or equip-
ment for such facilities deseribed in paragraph (1).
The methodology for establishing priorities shall be
developed by negotiated rulemaking under section
802. The list of priority facilities will be revised an-
nually in consultation with Indian tribes and tribal

organizations.
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“(3) REPORT.—The Secretarv shall submit to
the President, for inclusion in each report required

to be transmitted to the Congress under section 801,

the priority list maintained pursuant to paragraph

{2).

“(b) REQUIREMENTS.—The requirements of this sub-
section are met with respect to any expansion, renovation
or modernization if—

*(1) the tribe or tribal organization—
“(A) provides notice to the Secretary of its
intent to expand, renovate or modernize; and
“(B) applies to the Secretary to be placed
on a separate priority list to address the needs
of such new facilities for increased operating ex-
penses, personnel or equipment; and
“(2)  the  expamsion  removation  or
modernization—
“(A) is approved by the appropriate area
director of the Service for Federal facilities; and
“(B) is administered by the Indian tribe or
tribal organization in accordance with any ap-
plicable regulations preseribed by the Secretary
with respect to construction or renovation of

Service facilities.



W 00 ~ o Wb B W b e

[ o I T o L e Y i
thww-—ﬂ\nmumu.hu;:'a

155

154

“(¢) RigHT OF TRIBE IN CASE OF FAILURE OF Fa-
CiLITY To BE USED AS A SERVICE Faciiry.—If any
Service facility which has been expanded, renovated or
modernized by an Indian tribe under this section ceases
to be used as a Service facility during the 20-vear period
beginning on the date such expansion, renovation or mod-
ernization is completed, such Indian tribe shall be entitled
to recover from the United States an amount which bears
the same ratio to the value of such facility at the time
of such cessation as the value of such expansion, renova-
tion or modernization (less the total amount of any funds
provided specifically for such facility under any Federal
program that were expended for such expansion, renova-
tion or modernization) bore to the value of such facility
at the time of the completion of such expansion, renova-

tion or modernization.
“SEC. 306. FUNDING FOR THE CONSTRUCTION, EXPANSION,
AND MODERNIZATION OF SMALL AMBULA-

TORY CARE FACILITIES.
“(a) AVAILABILITY OF FUNDING.—

“(1) IN GENERAL—The Secretarv, acting
through the Service and in consultation with Indian
tribes and tribal organization, shall make funding
available to tribes and tribal organizations for the

construetion, expansion, or modernization of facili-
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ties for the provision of ambulatory care services to
eligible Indians (and noneligible persons as provided
for in subsections (b)(2) and (e)(1}(C)). Funding
under this section may cover up to 100 percent of
the costs of such construction, expansion, or mod-
ernization. For the purposes of this section, the term
‘eonstruction’ includes the replacement of an exist-
ing facility.

“(2) REQUIREMENT.—Funding under para-
graph (1) may only be made available to an Indian
tribe or tribal organization operating an Indian
health facility (other than a facility owned or con-
structed by the Service, including a facility originally
owned or constructed by the Serviee and transferred
to an Indian tribe or tribal organization) pursuant
to a funding agreement entered into under the In-
dian Self-Determination and Education Assistance
Act.

“(b) USE OF FUNDS.—

“(1) IN GENERAL—Funds provided under this
section may be used only for the construetion, ex-
pansion, or modernization (including the planning
and design of such construetion, expansion, or mod-
ernization) of an ambulatory care facility—

“(A) located apart from a hospital;
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“(B) not funded under seetion 301 or see-

tion 307; and

*(C) which, upon completion of such con-

struction, expansion, or modernization will—

“(i) have a total eapacity appropriate
to its projected service population;

“(ii) provide anuually not less than
500 patient visits by eligible Indians and
other users who are eligible for services in
such facility in accordance with section
BOT(b)(1)(B); and

“(iii) provide ambulatory eare in a
service area (specified in the funding
agreement entered into under the Indian
Self-Determination and Eduecation Assist-
ance Aet) with a population of not less
than 1,500 eligible Indians and other users
who are eligible for services in such facility

in aceordance with section 807(b)(1)(B).

“(2) LamitaTioN.—Funding provided under

this section may be used only for the cost of that

portion of a eonstruetion, expansion or moderniza-

tion project that benefits the service population de-

seribed in clanses (i) and (iii) of paragraph (1)(C).

The requirements of such clauses (i) and (iii) shall
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not apply to a tribe or tribal organization applying
for funding under this section whose principal office
for health eare administration is located on an island
or where such office is not located on a road system
providing direet access to an inpatient hospital
where care is available to the service population.

“(¢) APPLICATION AND PRIORITY,—

“(1) APPLICATION.—No funding may be made
available under this section unless an application for
such funding has been submitted to and approved by
the Secretary. An application or proposal for fund-
ing under this section shall be submitted in accord-
ance with applicable regulations and shall set forth
reasonable assurance by the applicant that, at all
times after the construction, expansion, or mod-
ernization of a facility carried out pursuant to fund-
ing received under this seetion—

“{A) adequate financial support will be
available for the provision of services at such
facility;

*(B) such facility will be available to eligi-
ble Indians without regard to ability to pay or
source of payment; and

“(C) sueh facility will, as feasible without

diminishing the quality or quantity of services
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provided to eligible Indians, serve noneligible

persons on a cost basis.

*(2) PRIORITY.—In awarding funds under this
section, the Secretary shall give priority to tribes
and tribal organizations that flemmmtmte—

“A) a need for increased ambulatory care

SETVICes; am.'l:

“(B) insufficient capacity to deliver such
services.

“(d) FaiLurg To UsgE FaciLrty As HEALTH FAcCIL-
ITY.—If any facility (or portion thereof) with respect to
which funds have been paid under this section, ceases,
within 3 years after completion of the construction, expan-
gion, or modernization earried out with such funds, to be
utilized for the purposes of providing health care services
to eligible Indians, all of the right, title, and interest in
and to such facility (or portion thereof) shall transfer to
the United States unless otherwise negotiated by the Serv-
ice and the Indian tribe or tribal organization.

“{e) No INcLusioN IN TRIBAL SHARE.—Funding
provided to Indian tribes and tribal organizations under
this section shall be non-recurring and shall not be avail-
able for inelusion in any individual tribe’s tribal share for

an award under the Indian Self-Determination and Edu-
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eation Assistance Act or for reallocation or redesign there-
under.
“SEC. 307. INDIAN HEALTH CARE DELIVERY DEMONSTRA-
TION PROJECT.

“(a) HEALTH CARE DELIVERY DEMONSTRATION
PROJECTS.—The Seecretary, acting through the Service
and in consultation with Indian tribes and tribal organiza-
tions, may enter into funding agreements with, or make
grants or loan guarantees to, Indian tribes or tribal orga-
nizations for the purpose of carrying out a health care de-
livery demonstration projeet to test alternative means of
delivering health care and serviees through health faeili-
ties, including hospice, traditional Indian health and child
care facilities, to Indians. |

“{b) Use oF Fuxps.—The Secretary, in approving
projects pursuant to this section, may authorize funding
for the construction and renovation of hospitals, health
centers, health stations, and other facilities to deliver
health care services and is anthorized to—

“(1) waive any leasing prohibition;

“(2) permit carryvover of funds appropriated for
the provision of health care services;

*(3) permit the use, of other available funds;

“(4) permit the use of_funds or property do-

nated from any source for project purposes;



o 00 =3 o L B W B e

] (A5 T S T I T - [ — —

161

160

*(5) provide for the reversion of donated real or
personal property to the donor; and

“(6) permit the use of Service funds to match
other funds, including Federal funds.

“(¢) CRITERIA.—

“(1) In GENERAL.—The Secretary shall develop
and publish regulations through rulemaking under
section 802 for the review and approval of applica-
tions submitted under this section. The Secretary
may enter into a contract, funding agreement or
award a grant under this seetion for projects which
meet the following eriteria:

“(A) There is a need for a new facility or
program or the reorientation of an existing fa-
cility or program.

*(B) A significant number of Indians, in-
cluding those with low health status, will be
served by the project.

“(C) The project has the potential to ad-
dress the health needs of Indians in an innova-
tive manner.

“(D) The project has the potential to de-
liver services in an efficient and effective man-
ner.

“(E) The project is economically viable.
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“(F) The Indian tribe or tribal organization has
the administrative and financial capability to admin-
ister the project.

“(G) The project is integrated with provid-
ers of related health and social services and is
coordinated with, and avoids duplication of, ex-
isting services,

“(2) PEER REVIEW PANELS.—The Secretary
may provide for the establishment of peer review
panels, as necessary, to review and evaluate applica-
tions and to advise the Secretary regarding such ap-
plications using the criteria developed pursuant to
paragraph (1).

*(3) PrRIORITY.—The Secretary shall .g'i'.te prior-
ity to applications for demonstration projeets under
this section in each of the following service units to
the extent that such applications are filed in a time-
Iy manner and otherwise meet the criteria specified
in paragraph (1):

“(A) Cass Lake, Minnesota.

“(B) Clinton, Oklahoma.

“(C) Harlem, Montana.

(D) Mescalero, New Mexico.

“(E) Owyhee, Nevada.

“(F) Parker, Arizona.

«8 3588 18



L =T - - - R F - . S ]

B B2 B B B e e e e e e e s e
w e O RBEEBE e S acEoceE s

163

162
“(@) Sehurz, Nevada,
“(H) Winnebago, Nebraska.
“(I) Ft. Yuma, California

“(d) TECHNICAL ASSISTANCE.—The Secretary shall
provide such technical and other assistanee as may be nee-
essary to enable applicants to eomply with the provisions
of this section.

“{e) SERVICE TO INELIGIBLE PERSONS.—The au-
thority to provide services to persons otherwise ineligible
for the health care benefits of the Service and the author-
ity to extend hospital privileges in Service facilities to non-
Service health care practitioners as provided in section
807 may be included, subject to the terms of sueh section,
in any demonstration project approved pursuant to this
section.

“(f) EQUITABLE TREATMENT.—For purposes of sub-
section (e){1)(A), the Secretary shall, in evaluating facili-
ties operated under any funding agreement entered into
with the Service under the Indian Self-Determination and
Edueation Assistance Aet, use the same criteria that the
Secretary uses in evaluating facilities operated directly by
the Service.

“(g) EQUITABLE INTEGRATION OF FACILITIES.—
The Secretary shall ensure that the planming, design, con-

struction, renovation and expansion needs of Serviee and
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non-Service facilities which are the subject of a funding
agreement for health services entered into with the Service
under the Indian Self-Determination and Education As-
sistance Act, are fully and equitably integrated into the
implementation of the health care delivery demonstration
projects under this section.
“SEC. 308. LAND TRANSFER.

“{a) GENERAL AUTHORITY FOR TRANSFERS.—Not-
withstanding any other provision of law, the Burean of
Indian Affairs and all other agencies and departments of
the United States are authorized to transfer, at no cost,
land and improvements to the Serviee for the provision
of health eare services. The Secretary is authorized to ac-
cept such land and improvements for such purposes,

“(b) CHEMAWA INDLAN SCHOOL.—The Bureau of In-
dian Affairs is authorized to trausfer, at no cost, up to
5 acres of land at the Chemawa Indian School, Salem,
Oregon, to the Service for the provision of health care
services. The land authorized to be transferred by this see-
tion is that land adjacent to land under the jurisdietion
of the Service and oceupied by the Chemawa Indian
Health Center.

“SEC. 308, LEASES.
“(a) IN GEXERAL.—Notwithstanding any other pro-

vision of law, the Secretary is authorized, in earrying out
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the purposes of this Act, to enter into leases with Indian
tribes and tribal organizations for periods not in excess
of 20 vears. Property leased by the Secretary from an In-
dian tribe or tribal organization may be reconstructed or
renovated by the Secretary pursuant to an agreement with
such Indian tribe or tribal organization.

*(b) FACILITIES FOR THE ADMINISTRATION AND DE-
LIVERY OF HEALTH SERVICES.—The Secretary may enter
into leases, contracts, and other legal agreements with In-
dian tribes or tribal organizations which hold—

(1) title to;
*2) a leasehold interest in: or
“(3) a beneficial interest in (where title is held

by the United States in trust for the benefit of a

tribe);
faeilities used for the administration and delivery of health
services by the Service or by programs operated by Indian
tribes or tribal organizations to compensate such Indian
tribes or tribal organizations for costs associated with the
use of such facilities for such purposes, and such leases
shall be considered as operating leases for the purposes
of scoring under the Budget Enforcement Aect, notwith-
standing any other provision of law. Such costs include
rent, depreciation based on the useful life of the building,

principal and interest paid or aeerued, operation and
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maintenance expenses, and other expenses determined by

regulation to be allowable pursuant to regulations under

section 105(1) of the Indian Self-Determination and Edu-

cation Assistance Act.

*“SEC. 310. LOANS, LOAN GUARANTEES AND LOAN REPAY-
MENT.

“la) HeauTH CaRE Faciurries Loan FuND—
There is established in the Treasury of the United States
a fund to be known as the ‘Health Care Facilities Loan
Fund’ (referred to in this Act as the ‘HCFLF") to provide
to Indian Tribes and tribal organizations direct loans, or
guarantees for loans, for the construction of health care
facilities (including inpatient facilities, outpatient facili-
ties, associated staff quarters and specialized eare facili-
ties such as behavioral health and elder care facilities).

“{b) STANDARDS AND PROCEDURES.—The Secretary
may promulgate regulations, developed through rule-
making as provided for in section 802, to establish stand-
ards and procedures for governing loans and loan guaran-
tees under this section, subject to the following conditions:

*{1) The principal amount of a loan or loan
guarantee may cover up to 100 percent of eligible
costs, including costs for the planning, design, fi-
naneing, site land development, construetion, reha-

bilitation, renovation, conversion, improvements,
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medical equipment and furnishings, other facility re-
lated costs and eapital purchase (but excluding staff-
ing).

“(2) The cumulative total of the principal of di-
reet loans and loan guarantees, respectively, out-
standing at any one time shall not exceed such limi-
tations as may be specified in appropriation Aets.

“(3) In the diseretion of the Seeretary, the pro-
gram under this section may be administered by the
Service or the Health Resources and Services Ad-
ministration (which shall be specified by regulation).

“(4) The Secretary may make or guarantee a
loan with a term of the useful estimated life of the
facility, or 25 years, whichever is less,

“(5) The Secretary may allocate up to 100 per-
cent of the funds available for loans or loan guaran-
tees in any year for the purpose of planning and ap-
plying for a loan or loan guarantee.

“(6) The Secretary may accept an assignment
of the revenue of an Indian tribe or tribal organiza-
tion as security for any direct loan or loan guarantee
under this section.

*“(7) In the planning and design of health facili-

ties under this section, users eligible under section
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807(b) may be included in any projection of patient
population.

“(8) The Secretary shall not colleet loan appli-
cation, processing or other similar fees from Indian
tribes or tribal organizations applying for direct
loans or loan guarantees under this section.

“(9) Bervice funds authorized under loans or
loan guarantees under this section may be used in
matching other Federal funds.

“(e¢) FUNDING.—

“(1) In GENERAL.—The HCFLF shall consist
of—

“{A) such sums as may be initially appro-
priated to the HCFLF and as may be subse-
quently appropriated under paragraph (2);

“(B) such amounts as may be collected
from borrowers; and

“(C) all interest earned on amounts in the
HCFLF.

“{2) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated such sums as
may be necessary to initiate the HCFLF. For each
fiscal year after the initial year in which funds are
appropriated to the HCFLF, there is authorized to

be appropriated an amount equal to the sum of the



WOoee 1 o Lt B W R =

RO R O e _ e = -
o 2 B R EEBEE eSS s sEoRcE =

169

168

amount collected by the HCFLF during the preced-

ing fiscal year, and all acerued interest on such

amounts.

“(3) AVAILABILITY OF FUNDS.—Amounts ap-
propriated, collected or earned relative to the
HCFLF shall remain available until expended.

“(d) FUNDING AGREEMENTS.—Amounts in the
HCFLF and available pursuant to appropriation Aects may
be expended by the Secretary, acting through the Service,
to make loans under this section to an Indian tribe or trib-
al organization pursuant to a funding agreement entered
into under the Indian Self-Determination and Education
Assistance Act.

“(e) INVESTMENTS.—The Secretary of the Treasury
shall invest such amounts of the HCFLF as such Sec-
retary determines are not required to meet current with-
drawals from the HCFLF. Such investments may be made
only in interest-bearing obligations of the United States.
For such purpose, such obligations may be acquired on
original issue at the issue price, or by purchase of out-
standing obligations at the market price. Any obligation
acquired by the fund may be sold by the Seeretary of the
Treasury at the market price.

“(f) GRANTS.—The Secretary is authorized to estab-
lish a program to provide grants to Indian tribes and trib-
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al organizations for the purpose of repaying all or part
of any loan obtained by an Indian tribe or tribal organiza-
tion for construction and renovation of health eare facili-
ties (including inpatient facilities, outpatient facilities, as-
sociated staff quarters and specialized care facilities).
Loans eligible for such repayment grants shall include
loans that have been obtained under this seetion or other-
wise.

=“SEC. 311. TRIBAL LEASING.

“Indian Tribes and tribal organizations providing
health care services pursuant to a funding agreement con-
tract entered into under the Indian Self-Determination
and Education Assistance Act may lease permanent strue-
tures for the purpose of providing such health care serv-
ices without obtaining advance approval in appropriation
Acts.

“SEC. 312. INDIAN HEALTH SERVICETRIBAL FACILITIES
JOINT VENTURE PROGRAM.

“{a) AUTHORITY.—

“(1) In GENERAL.—The Secretary, acting
through the Service, shall make arrangements with
Indian tribes and tribal organizations to establish
joint venture demonstration projects under which an
Indian tribe or tribal organization shall expend trib-
al, private, or other available funds, for the acquisi-
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tion or construction of a health facility for a mini-
mum of 10 vears, under a no-cost lease, in exchange
for agreement by the Service to provide the equip-
ment, supplies, and staffing for the operation and
maintenance of such a health facility.

“(2) USE OF RESOURCES.—A tribe or tribal or-
ganization may utilize tribal funds, private sector, or
other available resources, including loan guarantees,
to fulfill its commitment under this subsection.

“(3) ELIGIBILITY OF CERTAIN ENTITIES.—A
tribe that has begun and substantially completed the
process of acquisition or construction of a health fa-
cility shall be eligible to establish a joint venture
project with the Service using such health facility.
“(b) REQUIREMENTS.—

“(1) In GENERAL—The Secretary shall enter
into an arrangement under subsection (a)(1) with an
Indian tribe or tribal organization only if—

“(A) the Secretary first determines that
the Indian tribe or tribal organization has the
administrative and financial ecapabilities nec-
essary to eomplete the timely aequisition or con-
struction of the health facility described in sub-
section (a){1); and
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*(B) the Indian tribe or tribal organization
meets the needs criteria that shall be developed
through the negotiated rulemaking process pro-

vided for under section 802.

“(2) CONTINUED OPERATION OF FACILITY.—
The Secretary shall negotiate an agreement with the
Indian tribe or tribal organization regarding the eon-
tinued operation of a facility under this section at
the end of the initial 10 year no-cost lease period.

“(3) BREACH OR TERMINATION OF AGREE-
MENT.—An Indian tribe or tribal organization that
has entered into a written agreement with the See-
retary under this section, and that breaches or ter-
minates without cause such agreement, s.hn]i be lia-
ble to the United States for the amount that has
been paid to the tribe or tribal organization, or paid
to a third party on the tribe’s or tribal organiza-
tion's behalf, under the agreement. The Becretary
has the right to recover tangible property (including
supplies), and equipment, less depreciation, and any
funds expended for operations and maintenance
under this section. The preceding sentence shall not
apply to any funds expended for the delivery of

health eare services, or for personnel or staffing.
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“(d) RECOVERY FOR NON-USE.—An Indian tribe or
tribal organization that has entered into a written agree-
ment with the Seeretary under this section shall be enti-
tled to recover from the United States an amount that
is proportional to the value of such facility should at any
time within 10 years the Service ceases to use the facility
or otherwise breaches the agreement.

“{e) DEFINITION.—In this section, the terms ‘health
facility’ or ‘health facilities’ include staff quarters needed
to provide housing for the staff of the tribal health pro-
gram,

“SEC. 313. LOCATION OF FACILITIES.

“{a) PrRIORITY.—The Bureau of Indian Affairs and
the Service shall, in all matters involving the reorganiza-
tion or development of Service facilities, or in the estab-
lishment of related employment projects to address unem-
ployment conditions in economiecally depressed areas, give
priority to locating such facilities and projects on Indian
lands if requested by the Indiar owner and the Indian
tribe with jurisdiction over such lands or other lands
owned or leased by the Indian tribe or tribal organization
so long as priority is given to Indian land owned by an
Indian tribe or tribes.

“{b) DEFINITION.—In this section, the term ‘Indian

lands’ means—
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“(1) all lands within the exterior boundaries of
any Indian reservation;

“(2) any lands title to which is held in trust by
the United States for the benefit of any Indian tribe
or individual Indian, or held by any Indian tribe or
individual Indian subject to restriction by the United
States against alienation and over which an Indian
tribe exercises governmental power; and

“(3) all lands in Alaska owned by any Alaska
Native village, or any village or regional corporation
under the Alaska Native Claims Settlement Act, or
any land allotted to any Alaska Native.

*“SEC. 314. MAINTENANCE AND IMPROVEMENT OF HEALTH
CARE FACILITIES.

“(a) REPORT.—The Secretary shall submit to the
President, for inclusion in the report required to be trans-
mitted to Congress under section 801, a report that identi-
fies the backlog of maintenance and repair work required
at both Service and tribal facilities, including new facilities
expected to be in operation in the fiscal year after the year
for which the report is being prepared. The report shall
identify the need for renovation and expansion of existing
facilities to support the growth of health care programs.

“(b) MAINTENANCE OF NEWLY CONSTRUCTED

SPACE.—
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(1) IN GENERAL.—The Secretary may expend
maintenance and improvement funds to support the
maintenance of newly construeted space only if such
space falls within the approved supportable space al-
location for the Indian tribe or tribal organization.

“(2) DEFINITION.—For purposes of paragraph
(1), the term ‘supportable space allocation’ shall be
defined through the negotiated rulemaking process
provided for under section 802.

“{e) CoONSTRUCTION OF REPLACEMENT FACILI-

TIES.—

“(1) IN GENERAL.—In addition to using main-
tenance and improvement funds for the maintenance
of facilities under subsection (b)(1), an Indian tribe
or tribal organization may use such funds for the
construetion of a replacement facility if the costs of
the renovation of such facility would exceed a maxi-
mum renovation cost threshold.

“(2) DEFINITION.—For purposes of paragraph
(1), the term ‘maximum renovation cost threshold’
ghall be defined through the negotiated rulemaking

process provided for under section 802,

“SEC. 315. TRIBAL MANAGEMENT OF FEDERALLY-OWNED

QUARTERS.
“(a) ESTABLISHMENT OF RENTAL RATES.—

=8 3584 I8



—

L= - - IS B - T -

ug”u””hﬁh—uu-h—ml—-—
W M o= & O 80 = oh b B W R = o

175

*(1) IN GENERAL.—Nuotwithstanding any other
provision of law, an Indian tribe or tribal organiza-
tion which operates a hospital or other health facility
and the Federally-owned quarters associated there-
with, pursuant to a funding agreement under the In-
dian Self-Determination and Eduecation Assistance
Act, may establish the rental rates charged to the
occupants of such quarters by providing notice to
the Secretary of its election to exercise such author-
ity. -

“(2) OBJECTIVES.—In establishing rental rates
under paragraph (1), an Indian tribe or tribal orga-
nization shall attempt to achieve the following objec-
tives:

“(A) The rental rates should be based on
the reasonable value of the quarters to the oc-
cupants thereof.

“(B) The rental rates should generate suf-
ficient funds to prudently provide for the oper-
ation and maintenance of the quarters, and,
subject to the diseretion of the Indian tribe or
tribal organization, to supply reserve funds for
capital repairs and replacement of the quarters.
“{3) ELIGIBILITY FOR QUARTERS IMPROVE-

MENT AND REPAIR.—Any quarters whose rental
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rates are established by an Indian tribe or tribal or-
ganization under this subsection shall continue to be
eligible for quarters improvement and repair funds
to the same extent as other Federally-owned quar-
ters that are used to house personnel in Service-sup-
ported programs.

“(4) NOTICE OF CHANGE IN RATES.—An In-
dian tribe or tribal organization that exercises the
authority provided under this subsection shall pro-
vide occupants with not less than 60 days notice of
any change in rental rates.

“({b) COLLECTION OF RENTS.—

“(1) IN GENERAL.—Notwithstanding any other
provision of law, and subject to paragraph (2), an
Indian tribe or a tribal organization that operates
Federally-owned quarters pursuant to a funding
agreement under the Indian Self-Determination and
Education Assistance Act shall have the authority to
collect rents directly from Federal employees who oc-
cupy such quarters in accordance with the following:

“(A) The Indian tribe or tribal organiza-
tion shall notify the Secretary and the Federal
employees involved of its election to exercise its
authority to collect rents directly from such

Federal employees.
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*(B) Upon the receipt of a notice described
in subparagraph (A), the Federal employees in-
volved shall pay rents for the occupancy of such
quarters directly to the Indian tribe or tribal
organization and the Secretary shall have no
further aunthority to collect rents from such em-
ployees through payroll deduction or otherwise,

“(C) Such rent payments shall be retained
by the Indian tribe or tribal organization and
shall not be made payable to or otherwise be
deposited with the United States.

*{D) Such rent payments shall be depos-
ited into a separate aceount which ghall be used
by the Indian tribe or tribal organization for
the maintenance (including eapital repairs and
replacement expenses) and operation of the
quarters and faeilities as the Indian tribe or
tribal organization shall determine appropriate.
“(2) RETROCESSION.—If an Indian tribe or

tribal organization which has made an election under
paragraph (1) requests retrocession of its authority
to directly collect rents from Federal employees oc-
cupying Federally-owned quarters, such retrocession
shall become effective on the earlier of—
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*(A) the first day of the month that begins
not less than 180 days after the Indian tribe or
tribal organization notifies the Secretary of its
desire to retrocede; or

“(B) such other date as may be mutually
agreed upon by the Secretary and the Indian
tribe or tribal organization.

“(c) RATES.—To the extent that an Indian tribe or
tribal organization, pursuant to authority granted in sub-
section (a), establishes rental rates for Federally-owned
quarters provided to a Federal employee in Alaska, such
rents may be based on the cost of comparable private rent-
al housing in the nearest established community with a
year-round population of 1,500 or more individuals.—
“SEC. 318. APPLICABILITY OF BUY AMERICAN REQUIRE-

MENT.

“(a) IN GENERAL.—The Secretary shall ensure that
the requirements of the Buy American Act apply to all
procurements made with funds provided pursuant to the
authorization contained in section 318, except that Indian
tribes and tribal organizations shall be exempt from such
requirements.

“(b) FALSE OR MISLEADING LABELING.—If it has
been finally determined by a court or Federal agency that
any person intentionally affixed a label bearing a ‘Made
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in America’ inscription, or any inseription with the same
meaning, to any product sold in or shipped to the United
States that is not made in the United States, such person
shall be ineligible to receive any contract or subcontract
made with funds provided pursuant to the authorization
contained in section 318, pursuant to the debarment, sus-
pension, and ineligibility procedures deseribed in sections
9.400 through 9.409 of title 48, Code of Federal Regula-
tions.

(e) DEFINITION.—In this section, the term ‘Buy
American Act’ means title III of the Act entitled ‘An Aect
making appropriations for the Treasury and Post Office
Departments for the fiscal year ending June 30, 1934,
and for other purposes’, approved March 3, 1933 (41
U.8.C. 10a et seq.).

“SEC. 317. OTHER FUNDING FOR FACILITIES.

“Notwithstanding any other provision of law—

“(1) the Secretary may aceept from any source,
including Federal and State agencies, funds that are
available for the construction of health care facilities
and use such funds to plan, design and construct
health care facilities for Indians and to place such
funds into funding agreements authorized under the
Indian Self-Determination and Education Assistance
Act (25 U.B.C. 450f et seq.) between the Secretary
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and an Indian tribe or tribal organization, exeept
that the receipt of such funds shall not have an ef-
fect on the priorities established pursuant to section
301,

“(2) the Secretary may enter into interagency
agreements with other Federal or State agencies and
other entities and to accept funds from such Federal
or State agencies or other entities to provide for the
planning, design and construction of health care fa-
cilities to be administered by the Service or by In-
dian tribes or tribal organizations under the Indian
Self-Determination and Education Assistance Aet in
order to earry out the purposes of this Act, together
with the purposes for which such funds are appro-
priated to such other Federal or State agency or for
which the funds were otherwise provided;

“(3) any Federal agency to which funds for the
construction of health care facilities are appropriated
is authorized to transfer such funds to the Secretary
for the eonstruction of health care facilities to carry
out the purposes of this Act as well as the purposes
for which such funds are appropriated to such other
Federal agency; and

“(4) the Secretary, acting through the Service,

* shall establish standards under regulations developed
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through rulemaking under section 802, for the plan-
ning, design and eonstruction of health care facilities
serving Indians under this Aet.
“SEC. 318. AUTHORIZATION OF APPROPRIATIONS.
“There is authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal

year 2012 to carry out this title.

“TITLE IV—-ACCESS TO HEALTH
SERVICES
“SEC. 401. TREATMENT OF PAYMENTS UNDER MEDICARE
PROGRAM.

“(a) IN GENERAL—Any payments received by the
Service, by an Indian tribe or tribal organization pursuant
to a funding agreement under the Indian Self-Determina-
tion and Education Assistance Act, or by an urban Indian
organization pursuant to title V of this Aet for services
provided to Indians eligible for benefits under title XVIII
of the Social Security Aet shall not be considered in deter-
mining appropriations for health eare and services to Indi-
ans.

“(b) EQUAL TREATMENT.—Nothing in this Act au-
thorizes the Secretary to provide services to an Indian ben-
eficiary with coverage under title XVIII of the Social Secu-
rity Act in preference to an Indian beneficiary without

such coverage.
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“{e) SPECIAL FUND.—

“(1) Use oF FUNDS.—Notwithstanding any
other provision of this title or of title XVIII of the
Social Security Act, payments to which any facility
of the Serviee is entitled by reason of this section
shall be placed in a special fund to be held by the
Secretary and first used (to such extent or in such
amounts as are provided in appropriation Acts) for
the purpose of making any improvements in the pro-
grams of the Serviee which may be necessary to
achieve or maintain compliance with the applicable
conditions and requirements of this title and of title
XVIII of the Social Security Act. Any funds to be
reimbursed which are in excess of the amount nec-
essary to achieve or maintain such conditions and
requirements shall, subject to the consultation with
tribes being served by the service unit, be used for
reducing the health resource deficiencies of the In-
dian tribes.

“(2) NONAPPLICATION IN CASE OF ELECTION
FOR DIRECT BILLING.—Paragraph (1) shall not
apply upon the election of an Indian tribe or tribal
organization under section 405 to receive direct pay-
ments for services provided to Indians eligible for
benefits under title XVIII of the Social Seeurity Act.
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*{a) SPECIAL FUND.—

“{1) USE OF FUNDS.—Notwithstanding any
other provision of law, payments to which any facil-
ity of the Service (including a hospital, nursing facil-
ity, intermediate care facility for the mentally re-
tarded, or any other type of facility which provides
services for which payment is available under title
XIX of the Social Security Act) is entitled under a
State plan by reason of seetion 1911 of such Act
shall be placed in a special fund to be held by the
Seeretary and first used (to such extent or in such
amounts as are provided in appropriation Acts) for
the purpose of making any improvements in the fa-
cilities of such Service which may be necessary to
achieve or maintain compliance with the applieable
conditions and requirements of such title. Any pay-
ments which are in excess of the amount necessary
to achieve or maintain such conditions and require-
ments shall, subject to the consultation with tribes
being served by the service unit, be used for reduc-
ing the health resource deficiencies of the Indian
tribes. In making payments from such fund, the See-
retary shall ensure that each service unit of the
Service receives 100 percent of the amounts to which
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the facilities of the Serviece, for which such serviee

unit makes collections, are entitled by reason of see-

tion 1911 of the Social Security Aet.
“(2) NONAPPLICATION IN CASE OF ELECTION

FOR DIRECT BILLING.—Paragraph (1) shall not
apply upon the election of an Indian tribe or tribal
organization under section 405 to receive direct pay-
ments for services provided to Indians eligible for
medical assistance under title XIX of the Social Se-
curity Act.

“(b) PAYMENTS DISREGARDED FOR APPROPRIA-
TIONS.—Any payments received under section 1911 of the
Bocial Security Aet for services provided to Indians eligible
for benefits under title XIX of the Social Security Act
shall not be considered in determining appropriations for
the provision of health care and services to Indians.

“(¢) DIRECT BILLING.—For provisions relating to
the authority of certain Indian tribes and tribal organiza-
tions to elect to directly bill for, and receive payment for,
health care services provided by a hospital or elinic of such
tribes or tribal organizations and for wWhich payment may
be made under this title, see section 405.

“SEC. 403. REPOET.

“(a) INCLUSION IN ANNUAL REPORT.—The Sec-

retary shall submit to the President, for inclusion in the
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report required to be transmitted to the Congress under

section 801, an accounting on the amount and use of

funds made available to the Service pursuant to this title

as a result of reimbursements under titles XVIII and XIX

of the Social Security Act.

“(b) IDENTIFICATION OF SOURCE OF PAYMENTS.—
If an Indian tribe or tribal organization receives funding
from the Service under the Indian Self-Determination and
Education Assistance Act or an urban Indian organization
receives funding from the Service under Title V of this
Act and receives reimbursements or payments under title
XVIII, XIX, or XXI of the Social Security Aect, such In-
dian tribe or tribal organization, or urban Indian organi-
zation, shall provide to the Serviee a list of each provider
enrollment number (or other identifier) under which it re-
ceives such reimbursements or payments.

“SEC. 404. GRANTS TO AND FUNDING AGEREEMENTS WITH
THE SERVICE, INDIAN TRIBES OR TRIBAL OR-
GANIZATIONS, AND URBAN INDIAN ORGANI-
ZATIONS.

“(a) IN GENERAL.—The Secretary shall make grants
to or enter into funding agreements with Indian tribes and
tribal organizations to assist such organizations in estab-
lishing and administering programs on or near Federal In-
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1 dian reservations and trust areas and in or near Alaska
2 Native villages to assist individual Indians to—
3 “(1) enroll under sections 1818, 1836, and

4 1837 of the Social Security Act;

5 “(2) pay premiums for health insurance cov-
6 erage; and

7 “(3) apply for medical assistance provided pur-
8 suant to titles XIX and XXI of the Social Security
9 Act.

10 “(b) CONDITIONS.—The Secretary shall place condi-
11 tions as deemed necessary to effect the purpose of this
12 section in any funding agreement or grant which the Sec-
13 retary makes with any Indian tribe or tribal organization
14 pursuant to this section. Such conditions shall include, but
15 are not limited to, requirements that the organization sue-
16 cessfully undertake to—

17 “{1) determine the population of Indians to be
18 served that are or could be recipients of benefits or
19 assistance under titles XVIII, XIX, and XXI of the
20 Social Security Aect;

21 “(2) assist individual Indians in becoming fa-
22 miliar with and utilizing sueh benefits and assist-

23 ance;
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“(3) provide transportation to such individual
Indians to the appropriate offices for enrollment or
applications for such benefits and assistance;
“(4) develop and implement—

“(A) a schedule of income levels to deter-
mine the extent of payments of premiums by
such organizations for health insurance ecov-
erage of needy individuals; and

“(B) methods of improving the participa-
tion of Indians in receiving the benefits and as-
sistance provided under titles XVIII, XIX, and
XXIT of the Social Security Act.

“{e) AGREEMENTS FOR RECEIPT AND PROCESSING
OF APPLICATIONS.—The Secretary may enter into an
agreement with an Indian tribe or tribal organization, or
an urban Indian organization, which provides for the re-
eeipt and processing of applications for medical assistance
under title XIX of the Social Security Aet, child health
assistance under title XXI of such Act and benefits under
title XVIII of such Act by a Service facility or a health
care program administered by such Indian tribe or tribal
organization, or urban Indian organization, pursuant to
a funding agreement under the Indian Belf-Determination
and Education Assistance Act or a grant or contract en-
tered into with an urban Indian organization under title
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V of this Act. Notwithstanding any other provision of law,
such agreements shall provide for reimbursement of the
cost of outreach, education regarding eligibility and bene-
fits, and translation when such services are provided. The
reimbursement may be included in an encounter rate or
be made on a fee-for-service basis as appropriate for the
provider. When necessary to carry out the terms of this
section, the Secretary, acting through the Health Care Fi-
nancing Administration or the Service, may enter into
agreements with a State (or political subdivision thereof)
to facilitate cooperation between the State and the Service,
an Indian tribe or tribal organization, and an urban In-
dian organization.
“(d) GRANTS.—

“(1) IN GENERAL.—The Secretary shall make
grants or enter into contracts with urban Indian or-
ganizations to assist such organizations in establish-
ing and administering programs to assist individual
urban Indians to—

*{A) enroll under sections 1818, 1836, and

1837 of the Social Security Act;

*(B) pay premiums on behalf of such indi-
viduals for coverage under title XVIII of such

Act; and
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“(C) apply for medical assistance provided
under title XTX of such Act and for child health
assistance under title XXI of such Act.

“(2) REQUIREMENTS.—The Secretary shall in-
clude in the grants or contracts made or entered
into under paragraph (1) requirements that are—

“(A) consistent with the conditions im-

posed by the Secretary under subsection (b);

“(B) appropriate to urban Indian organi-
zations and urban Indians; and
*(C) necessary to carry out the purposes of

this section.

“SEC. 405. DIRECT BILLING AND REIMBURSEMENT OF

MEDICARE, MEDICAID, AND OTHER THIRD
PARTY PAYORS.
“(a) DIRECT BILLING.—

“(1) IN GENERAL.—An Indian tribe or tribal
organization may directly bill for, and receive pay-
ment for, health care services provided by such tribe
or organization for which payment is made under
title XVIII of the Social Security Act, under a State
plan for medical assistance approved under title XIX
of such Act, under a State child health plan ap-
proved under title XXI of such Aet, or from any
other third party payor.
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“(2) APPLICATION OF 100 PERCENT FMAP.—
The third sentence of section 1905(b) of the Social
Security Act and section 2101(¢) of such Act shall
apply for purposes of reimbursement under the med-
icaid or State children’s health insurance program
for health care services directly billed under the pro-
gram established under this section.

“(b) DIRECT REIMBURSEMENT.—

“(1) Use oF Funps.—Each Indian tribe or
tribal organization exercising the option described in
subsection (a) of this section shall be reimbursed di-
rectly under the medicare, medicaid, and State chil-
dren's health insurance programs for services fur-
nished, without regard to the provisions of sections
1880(¢) of the Social Security Act and section
402(a) of this Act, but all funds so reimbursed shall
first be used by the health program for the purpose
of making any improvements in the facility or health
programs that may be necessary to achieve or main-
tain compliance with the conditions and require-
ments applicable generally to ‘such health services
under the medieare, medicaid, or State children's
health insurance program. Any funds so reimbursed
which are in excess of the amount necessary to

achieve or maintain such conditions or requirements
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shall be used to provide additional health serviees,

improvements in its health care facilities, or other-

wise to achieve the health objectives provided for
under section 3 of this Act.

“(2) AuDITS.—The amounts paid to the health
programs exercising the option described in sub-
section (a) shall be subject to all auditing require-
ments applicable to programs administered directly
by the Service and to facilities participating in the
medicare, medicaid, and State children's health in-
Surance programs.

“(3) No PAYMENTS FROM SPECIAL FunDs.—
Notwithstanding section 401(c) or section 402(a), no
payment may be made out of the special fund de-
seribed in section 401(e) or 402(a), for the benefit
of any health program exercising the option de-
sceribed in subsection (a) of this section during the
period of such participation.

“{e) EXAMINATION AND IMPLEMENTATION OF
CHANGES.—The BSecretary, acting through the Service,
and with the assistance of the Administrator of the Health
Care Financing Administration, shall examine on an ongo-
ing basis and implement any administrative changes that
may be necessary to facilitate direct billing and reimburse-
ment under the program established under this section,

«8 3588 I8
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including any agreements with States that may be nee-
essary to provide for direet billing under the medicaid or
State children’s health insurance program.

“(d) WITHDRAWAL FROM PROGRAM.—A participant
in the program established under this section may with-
draw from participation in the same manner and under
the same conditions that an Indian tribe or tribal organi-
zation may retrocede a contracted program to the Sec-
retary under authority of the Indian Self-Determination
and Edueation Assistance Act. All cost accounting and
billing authority under the program established under this
section shall be returned to the Secretary upon the Sec-
retary’s acceptance of the withdrawal of participation in
this program.

*(e) LIMITATION.—Notwithstanding this section, ab-
sent specific written authorization by the governing body
of an Indian tribe for the period of such authorization
(which may not be for a period of more than 1 year and
which may be revoked at any time upon written notice by
the governing body to the Service), neither the United
States through the Service, nor an Indian tribe or tribal
organization under a funding agreement pursunant to the
Indian Self-Determination and Education Assistance Act,
nor an urban Indian organization funded under title V,
shall have a right of recovery under this section if the in-
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Jury, illness, or disability for which health services were
provided is ecovered under a self-insurance plan funded by
an Indian tribe or tribal organization, or urban Indian or-
ganization. Where such tribal authorization is provided,
the Serviee may receive and expend such funds for the
provision of additional health services.

“SEC. 408. REIMBURSEMENT FROM CERTAIN THIRD PAR-

TIES OF COSTS OF HEALTH BERVICES.

“(a) RIGHT OF RECOVERY.—Except as provided in
subsection (g), the United States, an Indian tribe or tribal
organization shall have the right to recover the reasonable
charges billed or expenses incurred by the Secretary or
an Indian tribe or tribal organization in providing health
services, through the Service or an Indian tribe or tribal
organization to any individual to the same extent that
such individual, or any nongovernmental provider of such
services, would be eligible to receive reimbursement or in-
demnification for such charges or expenses if—

(1) such services had been provided by a non-
governmental provider; and

“(2) such individual had been required to pay
such charges or expenses and did pay such expenses.

“(b) URBAN INDIAN ORGANIZATIONS.—Except as
provided in subsection (g), an urban Indian organization
shall have the right to recover the reasonable charges
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billed or expenses ineurred by the organization in provid-
ing health services to any individual to the same extent
that such individual, or any other nongovernmental pro-
vider of such services, would be eligible to receive reim-
bursement or indemnification for such charges or expenses
if such individual had been required to pay such charges
or expenses and did pay such charges or expenses.

“(e) LIMITATIONS ON RECOVERIES FROM STATES.—
Subsections (a) and (b) shall provide a right of recovery
against any State, only if the injury, illness, or disability
for which health services were provided is covered under—

*{1) workers’ compensation laws; or
(2) a tm-tnuitl automobile aceident insurance
plan or program.

“{d) NONAPPLICATION OF OTHER LAWS.—No law of
any State, or of any political subdivision of a State and
no provision of any contract entered into or renewed after
the date of enactment of the Indian Health Care Amend-
ments of 1988, shall prevent or hinder the right of recov-
ery of the United States or an Indian tribe or tribal orga-
nization under subsection (a), or an urban Indian organi-
zation under subsection (b).

*(e) No EFFECT ON PRIVATE RIGHTS OF ACTION.—
No action taken by the United States or an Indian tribe
or tribal organization to enforee the right of recovery pro-
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vided under subseetion (a), or by an urban Indian organi-
zation to enforce the right of recovery provided under sub-
section (b), shall affect the right of any person to any
damages (other than damages for the cost of health serv-
ices provided by the Secretary through the Service).
“f) METHODS OF ENFORCEMENT.—

“(1) IN GENERAL.—The United States or an
Indian tribe or tribal organization may enforce the
right of recovery provided under subseetion (a), and
an urban Indian organization may enforce the right
of recovery provided under subsection (b), by—

“(A) intervening or joining in any eivil ac-
tion or proceeding brought—

“(i) by the individual for whom health
services were provided by the Secretary, an
Indian tribe or tribal organization, or
urban Indian organization; or

“(ii) by any representative or heirs of
such individual; or
*(B) instituting a civil action.

“(2) NOTICE.—AIll reasonable efforts shall be
made to provide notice of an action instituted in ac-
cordance with paragraph (1)(B) to the individual to
whom health services were provided, either before or
during the pendency of such action.
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“{g) LiMiTaTION.—Notwithstanding this section, ab-
sent specific written authorization by the governing body
of an Indian tribe for the period of such authorization
(which may not be for a period of more than 1 year and
which may be revoked at any time upon written notice by
the governing body to the Service), neither the United
States through the Service, nor an Indian tribe or tribal
organization under a funding agreement pursuant to the
Indian Self-Determination and Education Assistance Aet,
nor an urban Indian organization funded under title V,
shall have a right of recovery under this section if the in-
jury, illness, or disability for which health services were
provided is covered under a self-insurance plan funded by
an Indian tribe or tribal organization, or urban Indian or-
ganization. Where such tribal authorization is provided,
the Service may receive and expend such funds for the
provision of additional health services.

*(h) Co8TS8 AND ATTORNEYS' FEES.—In any action
brought to enforee the provisions of this section, a prevail-
ing plaintiff shall be awarded reasonable attorneys’ fees
and costs of litigation.

“(i) RIGHT OF ACTION AGAINST INSURERS AND EM-
PLOYEE BENEFIT PLANS.—

“(1) IN GENERAL.—Where an insurance com-
pany or employvee benefit plan fails or refuses to pay
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the amount due under subsection (a) for services
provided to an individual who is a beneficiary, par-
ticipant, or insured of such company or plan, the
United States or an Indian tribe or tribal organiza-
tion shall have a right to assert and pursue all the
claims and remedies against such company or plan,
and against the fiduciaries of such company or plan,
that the individual could assert or pursue under ap-
plicable Federal, State or tribal law.

“(2) URBAN INDIAN ORGANIZATIONS.—Where
an insuranece company or employee benefit plan fails
or refuses to pay the amounts due under subsection
(b) for health services provided to an individual who
is a beneficiary, participant, or insured of such com-
pany or plan, the urban Indian organization shall
have a right to assert and pursue all the claims and
remedies against such company or plan, and against
the fiduciaries of such eompany or plan, that the in-
dividual eould assert or pursue under applicable
Federal or State law.

“(3) NoNAPPLICATION OF CLAIMS FILING REQUIRE-

22 MENTS.—Notwithstanding any other provision in law, the
23 Service, an Indian tribe or tribal organization, or an urban
24 Indian organization shall have a right of recovery for any
25 otherwise reimbursable claim filed on a current HCFA-
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1500 or UB-92 form, or the current NSF electronie for-

mat, or their successors. No health plan shall deny pay-
ment because a claim has not been submitted in a unique
format that differs from such forms.

“SEC. 407. CREDITING OF REIMEURSEMENTS.

“(a) RETENTION OF FUNDS.—Exeept as provided in
section 202(d), this title, and section 807, all reimburse-
ments received or recovered under the authority of this
Act, Public Law 87-693, or any other prevision of law,
by reason of the provision of health services by the Service
or by an Indian tribe or tribal organization under a fund-
ing agreement pursuant to the Indian Self-Determination
and Education Assistance Aet, or by an urban Indian or-
ganization funded under title V, shall be retained by the
Service or that tribe or tribal organization and shall be
available for the facilities, and to earry out the programs,
of the Service or that tribe or tribal organization to pro-
vide health care services to Indians.

“{b) No OFFseT OF FUNDS.—The Service may not
offset or limit the amount of funds obligated to any serviee
unit or entity receiving funding from the Serviee because
of the receipt of reimbursements under subsection (a).
“S8EC. 408. PURCHASING HEALTH CARE COVERAGE.

“An Indian tribe or tribal organization, and an urban
Indian organization may utilize funding from the Sec-
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1 retary under this Act to purchase managed care coverage
2 for Service beneficiaries (including insurance to limit the
3 finaneial risks of managed care entities) from—
4 “(1) a tribally owned and operated managed
5 care plan;
6 “(2) a State or locally-authorized or licensed
7 managed care plan; or
8 *“(3) a health insurance provider.
9 “SEC. 400. INDIAN HEALTH SERVICE, DEPARTMENT OF VET-

10 ERANE AFFAIRS, AND OTHER FEDERAL
11 AGENCY HEALTH FACILITIES AND BERVICES
12 SHARING.

13 “{a) EXAMINATION OF FEASIBILITY OF ARRANGE-
14 MENTS.—

15 “(1) IN GENERAL.—The Secretary shall exam-
16 ine the feasibility of entering into arrangements or
17 expanding existing arrangements for the sharing of
18 medieal facilities and services between the Service
19 and the Veterans' Administration, and other appro-
20 priate Federal agencies, including those within the
21 Department, and shall, in accordance with sub-
22 section (b), prepare a report on the feasibility of
23 such arrangements,
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“(9) SUBMISSION OF REPORT.—Not later than

September 30, 2000, the Becretary shall submit the

report required under paragraph (1) to Congress.
“(3) CONSULTATION REQUIRED.—The Sec-

retary may not finalize any arrangement described

in paragraph (1) without first consulting with the

affected Indian tribes.

“(b) LIMITATIONS.—The Secretary shall not take

any action under this section or under subchapter IV of
chapter 81 of title 38, United States Code, which would

impair—

(1) the priority access of any Indian to health
care services provided through the Service;

“(2) the quality of health care services provided
to any Indian through the Service;

“(3) the priority access of any veteran to health
eare services provided by the Veterans' Administra-
tion;

“(4) the quality of health care services provided
to any veteran by the Veteran's Administration;

“(5) the eligibility of an} Indian to receive
health services through the Service; or

“(6) the eligibility of any Indian who is a vet-
eran to receive health services through the Veterans’
Administration provided, however, the Service or the
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Indian tribe or tribal organization shall be reim-
bursed by the Veterans' Administration where serv-
ices are provided through the Service or Indian
tribes or tribal organizations to beneficiaries eligible
for services from the Veterans' Administration, not-
withstanding any other provision of law.

*{e) AGREEMENTS FOR PARITY IN SERVICES.—The
Service may enter into agreements with other Federal
agencies to assist in achieving parity in services for Indi-
ans. Nothing in this section may be construed as ereating
any right of a veteran to obtain health services from the
Service,

*SEC. 410. PAYOR OF LAST RESORT.

“The Service, and programs operated by Indian
tribes or tribal organizations, or urban Indian organiza-
tions shall be the payor of last resort for services provided
to individuals eligible for services from the Service and
such programs, notwithstanding any Federal, State or
local law to the contrary, unless such law explicitly pro-
“SEC. 411. RIGHT TO RECOVER FROM FEDERAL HEALTH

CARE PROGRAMS.

“Notwithstanding any other provision of law, the
Service, Indian tribes or tribal organizations, and urban
Indian organizations (notwithstanding limitations on who
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is eligible to receive services from such entities) shall be
entitled to receive payment or reimbursement for services
provided by such entities from any Federally funded
health eare program, unless there is an explicit prohibition
on such payments in the applicable authorizing statute.
*“SEC. 412. TUBA CITY DEMONSTRATION PROJECT.

“(a) IN GENERAL.—Notwithstanding any other pro-
vision of law, including the Anti-Deficiency Act, provided
the Indian tribes to be served approve, the Service in the
Tuba City Service Unit may—

(1) enter into a demonstration project with the

State of Arizona under which the Service would pro-

vide certain specified medicaid services to individuals

dually eligible for services from the Service and for
medical assistance under title XIX of the Social Se-
curity Aet in return for payment on a capitated
basis from the State of Arizona; and

*(2) purchase insurance to limit the financial
risks under the projeet.

“(b) EXTENSION OF PROJECT.—The demonstration
project authorized under subsection (a) may be extended
to other service units in Arizona, subject to the approval
of the Indian tribes to be served in such service units, the
Service, and the State of Arizona.
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“S8EC. 413, ACCESS TO FEDERAL INSURANCE.

“Notwithstanding the provisions of title 5, United
States Code, Executive Order, or administrative regula-
tion, an Indian tribe or tribal organization carrying out
programs under the Indian Self-Determination and Edu-
cation Assistance Act or an urban Indian organization car-
rying out programs under title V of this Act shall be enti-
tled to purchase eoverage, rights and benefits for the em-
ployees of such Indian tribe or tribal organization, or
urban Indian organization, under chapter 89 of title 5,
United States Code, and chapter 87 of such title if nee-
essary employee deductions and agency contributions in
payment for the coverage, rights, and benefits for the pe-
riod of employment with such Indian tribe or tribal organi-
zation, or urban Indian organization, are carrently depos-
ited in the applicable Employee’s Fund under such title.
“S8EC. 414. CONBULTATION AND RULEMAKING.

“(a) CONSULTATION.—Prior to the adoption of any
policy or regulation by the Health Care Financing Admin-
istration, the Secretary shall require the Administrator of
that Administration to—

“(1) identify the impact such policy or regula-
tion may have on the Service, Indian tribes or tribal
organizations, and urban Indian organizations;
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“(2) provide to the Service, Indian tribes or
tribal organizations, and urban Indian organizations
the information described in paragraph (1);

*(3) engage in consultation, eonsistent with the
requirements of Executive Order 13084 of May 14,
1998, with the Service, Indian tribes or tribal orga-
nizations, and urban Indian organizations prior to
enacting any such policy or regulation.

“(b) RULEMAKING.—The Administrator of the
Health Care Financing Administration shall participate in
the negotiated rulemaking provided for under title VIII
with regard to any regulations necessary to implement the
provisions of this title that relate to the Soecial Security
Act.

“S8EC. 415. LIMITATIONS ON CHARGES.

“No provider of health services that is eligible to re-
ceive payments or reimbursements under titles XVIII,
XIX, or XXI of the Social Becurity Act or from any Feder-
ally funded (whether in whole or part) health care pro-
gram may seek to recover payment for services—

‘(1) that are covered under and furnished to an
individual eligible for the contract health services
program operated by the Service, by an Indian tribe
or tribal organization, or furnished to an urban In-
dian eligible for health services purchased by an
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urban Indian organization, in an amount in excess

of the lowest amount paid by any other payor for

comparable services; or

“(2) for examinations or other diagnostic proce-
dures that are not medically necessary if such proce-
dures have already been performed by the referring

Indian health program and reported to the provider.
“SEC. 418. LIMITATION ON SECRETARY'S WAIVER AUTHOR-

ITY.

“Notwithstanding any other provision of law, the Sec-
retary may not waive the application of section
1902(a)(13)(D) of the Social Security Act to any State
plan under title XIX of the Social Security Act.

“SEC. 417. WAIVER OF MEDICARE AND MEDICAID SANC-
TIONS.

“Notwithstanding any other provision of law, the
Service or an Indian tribe or tribal organization or an
urban Indian organization operating a health program
under the Indian Self-Determination and Education As-
sistance Act shall be entitled to seek a waiver of sanctions
imposed under title XVIII, XIX, or XXI of the Social Se-
curity Act as if such entity were directly responsible for
administering the State health care program.
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“SEC. 418. MEANING OF ‘REMUNERATION' FOR PURPOSES

OF BAFE HARBOR PROVISIONS; ANTITRUST
IMMUNITY.

“(a) MEANING OF REMUNERATION.—Notwithstand-
ing any other provision of law, the term ‘remuneration’
as used in sections 1128A and 1128B of the Social Secu-
rity Act shall not include any exchange of anything of
value between or among—

“(1) any Indian tribe or tribal organization or
an urban Indian organization that administers
health programs under the authority of the Indian
Self-Determination and Edueation Assistance Aect;

“(2) any such Indian tribe or tribal organiza-
tion or urban Indian organization and the Service;

“(3) any such Indian tribe or tribal organiza-
tion or urban Indian organization and any patient
served or eligible for service under such programs,
including patients served or eligible for service pur-
suant to section 813 of this Act (as in effect on the
day before the date of enactment of the Indian
Health Care Improvement Act Reauthorization of
2000); or

“(4) any such Indian tribe or tribal organiza-
tion or urban Indian organization and any third
party required by contract, section 206 or 207 of
this Act (as so in effect), or other applicable law, to
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pay or reimburse the reasonable health care costs in-

curred by the United States or any such Indian tribe

or tribal organization or urban Indian organization;
provided the exchange arises from or relates to such health
programs.

“(b) ANTITRUST IMMUNITY.—An Indian tribe or
tribal organization or an urban Indian organization that
administers health programs under the authority of the
Indian Self-Determination and Education Assistance Act
or title V shall be deemed to be an ageney of the United
States and immune from liability under the Acts com-
monly known as the Sherman Act, the Clayton Act, the
Robinson-Patman Anti-Discrimination Act, the Federal
Trade Commission Act, and any other Federal, State, or
local antitrust laws, with regard to any transaction, agree-
ment, or conduet that relates to such programs.

“SEC. 419. CO-INSURANCE, CO-PAYMENTS, DEDUCTIBLES
AND FPREMIUMBS.

“(a) ExEMPTION FRrOM COST-SHARING REQUIRE-
MENTS.—Notwithstanding any other provision of Federal
or State law, no Indian who is eligible for services under
title XVIII, XIX, or XXI of the Social Security Act, or
under any other Federally funded health care programs,
may be charged a deductible, co-payment, or co-insurance
for any service provided by or through the Service, an In-
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dian tribe or tribal organization or urban Indian organiza-
tion, nor may the payment or reimbursement due to the
Serviee or an Indian tribe or tribal organization or urban
Indian organization be reduced by the amount of the de-
duetible, co-payment, or co-insurance that would be due
from the Indian but for the operation of this section. For
the purposes of this section, the term ‘through’ shall in-
clude services provided directly, by referral, or under con-
tracts or other arrangements between the Service, an In-
dian tribe or tribal organization or an urban Indian orga-
nization and another health provider.
“(b) EXEMPTION FrROM PREMIUMS.—
“(1) MEDICAID AND STATE CHILDREN'S
HEALTH INSURANCE PROGRAM.—Notwithstanding
any other provision of Federal or State law, no In-
dian who is otherwise eligible for medical assistance
under title XIX of the Social Security Act or child
health assistance under title XXI of such Act may
be charged a premium as a condition of reeeiving
such assistance under title XIX of XXI of such Act.
“(2) MEDICARE ENROLLMENT PREMIUM PEN-
ALTIES.—Notwithstanding section 1839(b) of the
Bocial Security Aet or any other provision of Federal
or State law, no Indian who is eligible for benefits
under part B of title XVIII of the Social Security
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Aet, but for the payment of premiums, shall be
charged a penalty for enrolling in such part at a
time later than the Indian might otherwise have
been first eligible to do so. The preceding sentence
applies whether an Indian pays for premiums under
such part direetly or such premiums are paid by an-
other person or entity, including a State, the Serv-
ice, an Indian Tribe or tribal organization, or an
urban Indian organization.

“SEC. 420. INCLUSION OF INCOME AND RESOURCES FOR
PURPOSES OF MEDICALLY NEEDY MEDICAID
ELIGIBILITY.

“For the purpose of determining the eligibility under
section 1902(a)(10)(A)(ii)(IV) of the Soecial Security Aet
of an Indian for medical assistance under a State plan
under title XTX of such Aet, the cost of providing services
to an Indian in a health program of the SBerviee, an Indian
Tribe or tribal organization, or an urban Indian organiza-
tion shall be deemed to have been an expenditure for
health care by the Indian.

“SEC. 421. ESTATE RECOVERY PROVISIONS.

“Notwithstanding any other provision of Federal or

State law, the following property may not be included

when determining eligibility for services or implementing

estate recovery rights under title XVIII, XIX, or XXI of

=8 3534 I8
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1 the Social Security Act, or any other health care programs
2 funded in whole or part with Federal funds:

3
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10
11
12
13
14
15

16

17
18
19
20
21

“(1) Income derived from rents, leases, or roy-
alties of property held in trust for individuals by the
Federal Government.

“(2) Income derived from rents, leases, royal-

- ties, or natural resources (including timber and fish-

ing activities) resulting from the exercise of Feder-
ally protected rights, whether collected by an individ-
ual or a tribal group and distributed to individuals.

*“(3) Property, including interests in real prop-
erty eurrently or formerly held in trust by the Fed-
eral Government which is protected under applicable
Federal, State or tribal law or custom from re-
eourse, including public domain allotments.

“(4) Property that has unique religious or cul-

tural significance or that supports subsistence or

traditional life style according to applicable tribal
law or custom.

*“SEC. 412. MEDICAL CHILD SUPPORT.

“Notwithstanding any other provision of law, a par-

22 ent shall not be responsible for reimbursing the Federal
23 Government or a State for the cost of medical services pro-
24 vided to a child by or through the Service, an Indian tribe
25 or tribal organization or an urban Indian organization.
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For the purposes of this subsection, the term ‘through’
includes services provided directly, by referral, or under
contracts or other arrangements between the Service, an
Indian Tribe or tribal organization or an urban Indian or-
ganization and another health provider.
“SEC. 423. PROVISIONS RELATING TO MANAGED CARE,

“{a) RECOVERY FROM MANAGED CARE PLANS.—
Notwithstanding any other provision in law, the Service,
an Indian Tribe or tribal organization or an urban Indian
organization shall have a right of recovery under section
408 from all private and public health plans or programs,
including the medicare, medicaid, and State children’s
health insurance programs under titles XVIII, XIX, and
XXI of the Social Security Act, for the reasonable costs
of delivering health services to Indians entitled to receive
services from the Service, an Indian Tribe or tribal organi-
zation or an urban Indian organization.

“(b) LiMrTATION.—No provision of law or regulation,
or of any contract, may be relied upon or interpreted to
deny or reduce payments otherwise due under subsection
(a), except to the extent the Service, an Indian tribe or
tribal organization, or an urban Indian organization has
entered into an agreement with a managed care entity re-
garding serviees to be provided to Indians or rates to be
paid for such services, provided that such an agreement
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may not be made a prerequisite for such payments to be
made.

“(¢) PARITY.—Payments due under subsection (a)
from a managed care entity may not be paid at a rate
that is less than the rate paid to a ‘preferred provider'
by the entity or, in the event there is no such rate, the
usual and customary fee for equivalent servieces.

“(d) No CramM REQUIREMENT.—A managed care
entity may not deny payment under subsection (a) because
an enrollee with the entity has not submitted a claim.

*(e) DIRECT BILLING.—Notwithstanding the preced-
ing subsections of this section, the Service, an Indian tribe
or tribal organization, or an urban Indian organization
that provides a health service to an Indian entitled to med-
ical assistance under the State plan under title XIX of
the Social Security Act or enrolled in a child health plan
under title XXI of such Act shall have the right to be
paid direetly by the State agency administering such plans
notwithstanding any agreements the State may have en-
tered into with managed care organizations or providers.

“(f) REQUIREMENT FOR MEDICAID MANAGED CARE
ENTITIES.—A managed care entity (as defined in section
1932(a)(1)(B) of the Social Security Aect shall, as a condi-
tion of participation in the State plan under title XIX of
such Act, offer a contract to health programs administered
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by the Service, an Indian tribe or tribal organization or
an urban Indian organization that provides health services
in the geographic area served by the managed care entity
and such contract (or other provider participation agree-
ment) shall eontain terms and conditions of participation
and payment no more restrictive or onerous than those
provided for in this section.

“(g) PROHIBITION.—Notwithstanding any other pro-
vigion of law or any waiver granted by the Secretary no
Indian may be assigned automatically or by default under
any managed care entity participating in a State plan
under title XIX or XXI of the Social Security Act unless
the Indian had the option of enrolling in a managed care
plan or health program administered by the Service, an
Indian tribe or tribal organization, or an urban Indian or-
ganization.

“(h) INDIAN MaNAGED CARE PLaNs—Notwith-
standing any other provision of law, any State entering
into agreements with one or more managed care organiza-
tions to provide services under title XIX or XXI of the
Social Security Act shall enter into such an agreement
with the Service, an Indian tribe or tribal organization or
an urban Indian organization under which such an entity
may provide services to Indians who may be eligible or
required to enroll with a managed care organization
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through enrollment in an Indian managed care organiza-
tion that provides services similar to those offered by other
managed care organizations in the State. The Secretary
and the State are hereby authorized to waive requirements
regarding diserimination, capitalization, and other matters
that might otherwise prevent an Indian managed care or-
ganization or health program from meeting Federal or
State standards applicable to such organizations, provided
such Indian managed care organization or health program
offers Indian enrollees services of an equivalent quality to
that required of other managed care organizations.

“(i) ADVERTISING.—A managed care organization
entering into a contract to provide services to Indians on
or near an Indian reservation shall provide a certificate
of coverage or similar type of document that is written
in the Indian language of the majority of the Indian popu-
lation residing on such reservation.

*SEC. 4234. NAVAJO NATION MEDICAID AGENCY.

“(a) IN GENERAL.—Notwithstanding any other pro-
vision of law, the Secretary may treat the Navajo Nation
as a State under title XIX of the Social Security Act for
purposes of providing medical assistance to Indians living
within the boundaries of the Navajo Nation.

“(b) ASSIGNMENT AND PAYMENT.—Notwithstanding
any other provision of law, the Secretary may assign and
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pay all expenditures related to the provision of services
to Indians living within the boundaries of the Navajo Na-
tion under title XIX of the Social Security Act (including
administrative expenditures) that are currently paid to or
would otherwise be paid to the States of Arizona, New
Mexico, and Utah, to an entity established by the Navajo
Nation and approved by the Seeretary, which shall be de-
nominated the Navajo Nation Medicaid Agency.

“{e) AUTHORITY.—The Navajo Nation Medicaid
Agency shall serve Indians living within the boundaries of
the Navajo Nation and shall have the same authority and
perform the same functions as other State agency respon-
sible for the administration of the State plan under title
XIX of the Social Security Act.

“(d) TECHNICAL ASSISTANCE.—The Secretary may
directly assist the Navajo Nation in the development and
implementation of a Navajo Nation Medicaid Agency for
the administration, eligibility, payment, and delivery of
medical assistance under title XIX of the Social Security
Act (which shall, for purposes of reimbursement to such
Nation, include Western and traditional Navajo healing
services) within the Navajo Nation. Such assistance may
include providing funds for demonstration projects con-
dueted with such Nation.

=8 3538 I8
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“(e) FMAP.—Notwithstanding section 1905(b) of
the Social Seeurity Act, the Federal medical assistance
percentage shall be 100 per cent with respect to amounts
the Navajo Nation Medicaid agency expends for medical
assistance and related administrative costs.

“(f) WAIVER AUTHORITY.—The Secretary shall have
the anthority to waive applicable provisions of Title XIX
of the Social Security Act to establish, develop and imple-
ment the Navajo Nation Medicaid Agency.

“(g) SCHIP.—At the option of the Navajo Nation,
the Seeretary may treat the Navajo Nation as a State for
purposes of title XXI of the Social Security Act under
terms equivalent to those deseribed in the preceding sub-
sections of this section.

“SEC. 435. INDIAN ADVISORY COMMITTEES.

“(a) NATIONAL INDIAN TECHNICAL ADVISORY
Grour.—The Administrator of the Health Care Finane-
ing Administration shall establish and fund the expenses
of a National Indian Technical Advisory Group which shall
have no fewer than 14 members, including at least 1 mem-
ber designated by the Indian tribes and tribal organiza-
tions in each service area, 1 urban Indian organization
representative, and 1 member representing the Service.
The seope of the activities of such group shall be estab-
lished under section 802 provided that such scope shall
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include providing comment on and advice regarding the
programs funded under titles XVIII, XIX, and XXI of the
Social Security Act or regarding any other health eare pro-
gram funded (in whole or part) by the Health Care Fi-
nancing Administration.

“(b) INDIAN MEDICAID ADVISORY COMMITTEES.—
The Administrator of the Health Care Financing Adminis-
tration shall establish and provide funding for a Indian
Medicaid Advisory Committee made up of designees of the
Serviee, Indian tribes and tribal organizations and urban
Indian organizations in each State in which the Service
directly operates a health program or in which there is
one or more Indian tribe or tribal organization or urban
Indian organization.

“SEC. 4268. AUTHORIZATION OF APPROPRIATIONS.

There is authorized to be appropriated such sums as

may be necessary for each of fiscal years 2000 through

2012 to carry out this title.".
“TTTLE V—HEALTH SERVICES

FOR URBAN INDIANS
“SEC. 501. PURPOSE.
“The purpose of this title is to establish programs
in urban centers to make health services more accessible

and available to urban Indians.
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“SEC. 502. CONTRACTS WITH, AND GRANTS TO, URBAN IN-

DIAN ORGANIZATIONS.
“Under the authority of the Act of November 2, 1921
(25 U.S.C. 13)(commonly known as the Snyder Act), the
Secretary, through the Service, shall enter into contracts
with, or make grants to, urban Indian organizations to
assist such organizations in the establishment and admin-
istration, within urban centers, of programs which meet
the requirements set forth in this title. The Secretary,
through the Service, subject to section 506, shall include
such conditions as the Secretary considers necessary to ef-
fect the purpose of this title in any contract which the
Secretary enters into with, or in any grant the Secretary
makes to, any urban Indian organization pursuant to this
title,
“SEC. 503, CONTRACTS AND GRANTS FOR THE PROVISION
OF HEALTH CARE AND REFERRAL SERVICES.
“(a) AUTHORITY.—Under the authority of the Act of
November 2, 1921 (25 U.S.C. 13) (commonly known as
the Snyder Act), the Secretary, acting through the Serv-
ice, shall enter into contracts with, and make grants to,
urban Indian organizations for the provision of health care
and referral services for urban Indians. Any such contract
or grant shall include requirements that the wrban Indian
organization successfully undertake to—
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“{1) estimate the population of urban Indians
residing in the urban center or centers that the or-
ganization proposes to serve who are or could be re-
cipients of health care or referral services;

“(2) estimate the current health status of
urban Indians residing in such urban center or cen-
ters;

“(3) estimate the eurrent health care needs of
urban Indians residing in such urban center or een-
ters;

“(4) provide basic health education, including
health promotion and disease prevention education,
to urban Indians;

“(5) make recommendations to the Seeretary
and Federal, State, local, and other resource agen-
cies on methods of improving health service pro-
grams to meet the needs of urban Indians; and

“(6) where necessary, provide, or enter into
contracts for the provision of, health care services
for urban Indians.

“(b) CRITERIA.—The Secretary, acting through the

22 Service, shall by regulation adopted pursuant to section
23 520 preseribe the eriteria for selecting urban Indian orga-

24 nizations to enter into contracts or receive grants under
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1 this section. Such criteria shall, among other factors,
2 include—

3 “(1) the extent of unmet health care needs of
4 urban Indians in the urban center or centers in-
5 volved;

6 *(2) the size of the urban Indian population in
7 the urban center or centers involved;

8 “(3) the extent, if any, to which the activities
9 set forth in subsection (a) would duplicate any
10 projeet funded under this title;

11 *(4) the capability of an urban Indian organiza-
12 tion to perform the aetivities set forth in subsection
13 (a) and to enter into a contract with the Secretary
14 or to meet the requirements for receiving a grant
15 under this section;

16 *(5) the satisfactory performanee and success-
17 ful completion by an urban Indian organization of
18 ‘other contracts with the Secretary under this title;
19 “(6) the appropriateness and likely effectiveness
20 of conducting the activities set forth in subsection
21 (a) in an urban center or centers; and
22 “(T) the extent of existing or likely future par-
23 ticipation in the activities set forth in subsection (a)
24 by appropriate health and health-related Federal,
25 State, local, and other agencies.



222

221
“{e) HEALTH PROMOTION AND DISEASE PREVEN-

TION.—The Secretary, acting through the Service, shall
facilitate access to, or provide, health promotion and dis-
ease prevention services for urban Indians through grants
made to urban Indian organizations administering con-
tracts entered into pursuant to this section or receiving

grants under subsection (a).

“(d) IMMUNIZATION SERVICES.—

“(1) IN GENERAL—The Secretary, acting
through the Service, shall facilitate access to, or pro-
vide, immunization services for urban Indians
through grants made to urban Indian organizations
administering contracts entered into, or receiving
grants, under this section.

“(3) DEFINITION.—In this section, the term
‘immunization services' means services to provide
without charge immunizations against vaccine-pre-
ventable diseases.

“(e) MENTAL HEALTH SERVICES.—

“(1) IN GENERAL—The Secretary, acting
through the Service, shall facilitate access to, or pro-
vide, mental health services for urban Indians
through grants made to urban Indian organizations
administering contracts entered into, or receiving
grants, under this section.
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*(2) ASSESSMENT.—A grant may not be made
under this subsection to an urban Indian organiza-
tion until that organization has prepared, and the
Service has approved, an assessment of the mental
health needs of the urban Indian population con-
cerned, the mental health services and other related
resources available to that population, the barriers
to obtaining those serviees and resources, and the
needs that are unmet by such services and regources.
“(3) Usg oF FUNDS.—(irants may be made

under this subsection—

“(A) to prepare assessments required
under paragraph (2);

“(B) to provide outreach, educational, and
referral services to urban Indians regarding the
availability of direct behavioral health services,
to educate urban Indians about behavioral
health issues and services, and effect coordina-
tion with existing behavioral health providers in
order to improve services to urban Indians;

"(C) to provide outpatient behavioral
health services to urban Indians, including the
identification and assessment of illness, thera-

peatic treatments, case management, support
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groups, family treatment, and other treatment;
and
‘D) to develop innovative behavioral
health service delivery models which incorporate

Indian cultural support systems and resources.
“(f) CHILD ABUSE.—

“{1) IN GENERAL.—The Secretary, acting
through the Service, shall facilitate aceess to, or pro-
vide, services for urban Indians through grants to
urban Indian organizations administering contracts
entered into pursuant to this section or receiving
grants under subsection (a) to prevent and treat
child abuse (including sexual abuse) among urban
Indians.

*(2) ASSESSMENT.—A grant may not be made
under this subsection to an urban Indian organiza-
tion until that organization has prepared, and the
Service has approved, an assessment that documents
the prevalence of child abuse in the urban Indian
population concerned and specifies the services and
programs (which may not duplicate existing services
and programs) for which the grant is requested.

“(3) Use OoF FUNDS.—(Grants may be made

under this subsection—
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“(A) to prepare assessments required
under paragraph (2);

“(B) for the development of prevention,
training, and edueation programs for urban In-
dian populations, including child education, par-
ent edueation, provider training on identifica-
tion and intervention, edueation on reporting
requirements, prevention campaigns, and estab-
lishing service networks of all those involved in
Indian child protection; and

“(C) to provide direct outpatient treatment
services (including individual treatment, family
treatment, group therapy, and support groups)
to urban Indians who are child victims of abuse
(ineluding sexual abuse) or adult survivors of
child sexual abuse, to the families of such child
vietims, and to urban Indian perpetrators of
child abuse (including sexual abuse).

“(4) CONSIDERATIONS.—In making grants to

carry out this subsection, the Secretary shall take

into consideration—

“(A) the support for the urban Indian or-
ganization demonstrated by the child protection
authorities in the area, including committees or
other services funded under the Indian Child
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Welfare Act of 1978 (25 U.S.C. 1901 et seq.),

if any;

“({B) the capability and expertise dem-
onstrated by the urban Indian organization to
address the complex problem of child sexual
abuse in the community; and

“(C) the assessment required under para-
graph (2).

“(g) MuLTIPLE URBAN CENTERS.—The Secretary,
acting through the Service, may enter into a contract with,
or make grants to, an urban Indian organization that pro-
vides or arranges for the provision of health care services
(through satellite facilities, provider networks, or other-
wise) to urban Indians in more than one urban ecenter.
*SEC. 504. CONTRACTS AND GRANTS FOR THE DETERMINA-

TION OF UNMET HEALTH CARE NEEDS.

“(a) AUTHORITY. —

“(1) IN GENERAL.—Under authority of the Act
of November 2, 1921 (25 U.S.C. 13) (commonly
known as the Snyder Act), the Secretary, acting
through the Service, may enter into contracts with,
or make grants to, urban Indian organizations situ-
ated in urban centers for which contracts have not
been entered into, or grants have not been made,
under section 503.

«5 3538 18
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“(2) PurPOSE.—The purpose of a contract or
grant made under this section shall be the deter-
mination of the matters described in subsection
(b)(1) in order to assist the Secretary in assessing
the health status and health care needs of urban In-
dians in the urban center involved and determining
whether the Secretary should enter into a eontract
or make a grant under section 503 with respect to
the urban Indian organization which the Secretary
has entered into a contract with, or made a grant
to, under this section.
“(b) REQUIREMENTS.—Any contract entered into, or

grant made, by the Secretary under this section shall in-
clude requirements that—

“(1) the urban Indian organization successfully
undertake to—

“(A) document the health care status and
unmet health care needs of urban Indians in
the urban center involved; and

“(B) with respect to urban Indians in the
urban center involved, determine the matters
deseribed in paragraphs (2), (3), (4), and (7) of
section 503(b); and
“(2) the urban Indian organization complete

performance of the contract, or carry out the re-
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quirements of the grant, within 1 year after the date

on which the Secretary and such organization enter

into such contract, or within 1 year after such orga-
nization receives such grant, whichever is applicable.

“(e) LiMITATION ON RENEWAL.—The Secretary may
not renew any contract entered into, or grant made, under
this section.

*HEC. 505. EVALUATIONS; RENEWALS.

“(a) PROCEDURES.—The Secretary, acting through
the Service, shall develop procedures to evaluate compli-
ance with grant requirements under this title and compli-
anee with, and performance of contracts entered into by
urban Indian organizations under this title. Such proce-
dures shall inelude provisions for carrying out the require-
ments of this section.

“(b) CoOMPLIANCE WITH TERMS.—The Secretary,
acting through the Service, shall evaluate the compliance
of each urban Indian erganization which has entered into
a contract or received a grant under section 503 with the
terms of such contract of grant. For purposes of an eval-
uation under this subsection, the Secretary, in determin-
ing the capacity of an urban Indian organization to deliver
quality patient care shall, at the option of the

organization—
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“(1) eonduet, through the Service, an annual
onsite evaluation of the organization; or

*(2) accept, in lien of an onsite evaluation, evi-
dence of the organization’s provisional or full acered-
itation by a private independent entity recognized by
the Secretary for purposes of conducting quality re-
views of providers participating in the medicare pro-
gram under Title XVIII of the Social Security Act.
“{e) NONCOMPLIANCE.—

“(1) In GENERAL.—If, as a result of the eval-
nations conducted under this section, the Secretary
determines that an urban Indian organization has
not complied with the requirements of a grant or
eomplied with or satisfactorily performed a contract
under section 503, the Secretary shall, prior to re-
newing such contract or grant, attempt to resolve
with such organization the areas of noncompliance
or unsatisfactory performance and modify such con-
tract or grant to prevent future occurrences of such
noncomplianee or unsatisfactory performance.

*(2) NONRENEWAL.—If the Secretary deter-
mines, under an evaluation under this section, that
noncompliance or unsatisfactory performance cannot
be resolved and prevented in the future, the See-

retary shall not renew such contract or grant with
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such organization and is authorized to enter into a
eontract or make a grant under section 503 with an-
other urban Indian organization which is situated in
the same urban center as the urban Indian organiza-
tion whose contract or grant is not renewed under
this section.

“(d) DETERMINATION OF RENEWAL.—In determin-
ing whether to renew a contract or grant with an urban
Indian organization under section 503 which has com-
pleted performance of a contract or grant under section
504, the Seeretary shall review the records of the urban
Indian organization, the reports submitted under section
507, and, in the case of a renewal of a contract or grant
under section 503, shall consider the results of the onsite
evaluations or acereditation under subsection (b).

“SEC, 508. OTHER CONTRACT AND GRANT REQUIREMENTS.

“ita) APPLICATION OF FEDERAL Law.—Contracts
with urban Indian organizations entered into pursuvant to
this title shall be in accordance with all Federal contraet-
ing laws and regulations relating to procurement except
that, in the discretion of the Secretary, such contracts may
be negotiated without advertising and need not conform
to the provisions of the Act of August 24, 1935 (40 U.S.C.
2704, et seq.).



231

230

1 “(b) PAYMENTS.—Payments under any contracts or
2 grants pursuant to this title shall, notwithstanding any
3 term or condition of such contract or grant—

4 “(1) be made in their entirety by the Secretary
5 to the urban Indian organization by not later than
6 the end of the first 30 days of the funding period
7 with respect to which the payments apply, unless the
B Secretary determines through an evaluation under
9 section 505 that the organization is not capable of
10 administering such payments in their entirety; and
11 *(2) if unexpended by the urban Indian organi-
12 zation during the funding period with respect to
13 which the payments initially apply, be carried for-
14 ward for expenditure with respect to allowable or re-
15 imbursable costs incurred by the organization during
16 1 or more subsequent funding periods without addi-
17 tional justification or documentation by the organi-
18 zation as a condition of carrying forward the ex-
19 penditure of such funds.
20 “(e) REVISING OR AMENDING CONTRACT.—Notwith-
21 standing any provision of law to the contrary, the Sec-
22 retary may, at the request or consent of an urban Indian
23 organization, revise or amend any contract entered into
24 by the Secretary with such organization under this title
25 as necessary to carry out the purposes of this title.
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“{d) FAIR AND UNIFORM PROVISION OF SERV-
ICES.—Contracts with, or grants to, urban Indian organi-
zations and regulations adopted pursuant to this title shall
inelude provisions to assure the fair and uniform provision
to urban Indians of services and assistance under such
contracts or grants by such organizations.

“(e) ELIGIBILITY OF URBAN INDIANS.—Urban Indi-
ans, as defined in section 4(f), shall be eligible for health
care or referral services provided pursuant to this title,
*SEC. 507. REPORTS AND RECORDS.

“(a) REPORT.—For each fiscal year during which an
urban Indian organization receives or expends funds pur-
suant to a contract entered into, or a grant received, pur-
suant to this title, such organization shall submit to the
Secretary, on a basis no more frequent than every 6
months, a report including—

‘(1) in the case of a contract or grant under
section 503, information gathered pursuant to para-
graph (5) of subsection (a) of such section;

“(2) information on activities conducted by the
organization pursuant to the contract or grant;

“(3) an accounting of the amounts and pur-
poses for which Federal funds were expended; and

“(4) a minimum set of data, using uniformly

defined elements, that is specified by the Secretary,
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after consultations consistent with section 514, with

urban Indian organizations.

“(b) AuDiTS,—The reports and records of the urban
Indian organization with respect to a contract or grant
under this title shall be subject to audit by the Secretary
and the Comptroller General of the United States.

“(e) CosT OF AUDIT.—The Secretary shall allow as
a cost of any contract or grant entered into or awarded
under seetion 502 or 503 the cost of an annual independ-
ent financial audit conducted by—

(1) a certified public accountant; or
“(2) a certified public accounting firm qualified
to conduet Federal eompliance audits.
“S8EC. 508, LIMITATION ON CONTRACT AUTHORITY.

“The authority of the Secretary to enter into con-
tracts or to award grants under this title shall be to the
extent, and in an amount, provided for in appropriation
Acts.

“S8EC. 508. FACILITIES.

“(a) GRANTS.—The Secretary may make grants to
contractors or grant recipients under this title for the
lease, purchase, renovation, econstruction, or expansion of
facilities, ineluding leased facilities, in order to assist such
contractors or grant recipients in complying with applica-
ble licensure or certification requirements.
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“(b) LOANS OR LOAN GUARANTEES.—The Secretary,
acting through the Service or through the Health Re-
sources and Services Administration, may provide loans
to eontractors or grant recipients under this title from the
Urban Indian Health Care Facilities Revolving Loan
Fund (referred to in this section as the ‘URLF") deseribed
in subsection (c), or guarantees for loans, for the construc-
tion, renovation, expansion, or purchase of health care fa-
cilities, subjeet to the following requirements:

“(1) The principal amount of a loan or loan
guarantee may cover 100 percent of the costs (other
than staffing) relating to the facility, including plan-
ning, design, financing, site land development, con-
struction, rehabilitation, renovation, conversion,
medical equipment, furnishings, and capital pur-
chase.

“(2) The total amount of the principal of loans
and loan guarantees, respectively, outstanding at
any one time shall not exceed such limitations as
may be specified in appropriations Acts.

*(3) The loan or loan guarantee may have a
term of the shorter of the estimated useful life of the
facility, or 25 years.

“(4) An urban Indian organization may assign,
and the SBecretary may accept assignment of, the



O 08 =1 O b b W R e

B e e e e e
= W B W R = O

SR EBERBRBG =

235

234
revenue of the organization as security for a loan or
loan guarantee under this subsection.

“(5) The Secretary shall not collect applieation,
processing, or similar fees from urban Indian organi-
zations applying for loans or loan guarantees under
this subsection.

“(e) URBAN INDIAN HEALTH CARE FACILITIES RE-

VOLVING LoAN FUND.—

“(1) ESTABLISHMENT.—There is established in
the Treasury of the United States a fund to be
known as the Urban Indian Health Care Facilities
Revolving Loan Fund. The URLF shall consist of—

“(A) such amounts as may be appropriated
to the URLF;

“(B) amounts received from urban Indian
organizations in repayment of loans made to
such organizations under paragraph (2); and

“(C) interest earned on amounts in the
URLF under paragraph (3). |
“(2) USE OF URLF.—Amounts in the URLF

may be expended by the Secretary, acting through
the Service or the Health Resources and Services
Administration, to make loans available to urban In-
dian organizations receiving grants or contracts
under this title for the purposes, and subjeet to the
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requirements, described in subsection (b). Amounts

appropriated to the URLF, amounts reeeived from

urban Indian organizations in repayment of loans,
and interest on amounts in the URLF shall remain
available until expended.

“(3) INVESTMENTS.—The Secretary of the
Treasury shall invest such amounts of the URLF as
such Secretary determines are not required to meet
current withdrawals from the URLF. Such invest-
ments may be made only in interest-bearing obliga-
tions of the United States. For such purpose, such
obligations may be acquired on original issue at the
issue price, or by purchase of outstanding obliga-
tions at the market price. Any obligation aequired by
the URLF may be sold by the Secretary of the
Treasury at the market price.

“S8EC. 510. OFFICE OF URBAN INDIAN HEALTH.

“There is hereby established within the Serviee an
Office of Urban Indian Health which shall be responsible
for—

“(1) earrying out the provisions of this title;

“(2) providing central oversight of the pro-
grams and services authorized under this title; and

“(3) providing technical assistanee to urban In-

dian organizations.

=5 3538 [B
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“SEC. 511. GRANTS FOR ALCOHOL AND SUBSTANCE ABUSE
RELATED SERVICES.

*(a) GRANTS.—The Secretary may make grants for
the provision of health-related services in prevention of,
treatment of, rehabilitation of, or school and community-
based education in, alcohol and substance abuse in urban
centers to those urban Indian organizations with whom
the Secretary has entered into a contract under this title
or under section 201.

“(b) GoaLs OF GRANT.—Each grant made pursuant
to subsection (a) shall set forth the goals to be accom-
plished pursuant to the grant. The goals shall be specific
to each grant as agreed to between the Secretary and the
grantee.

“(e) CRITERIA.—The Secretary shall establish eri-
teria for the grants made under subsection (a), i:miuding
criteria relating to the—

(1) size of the urban Indian population;

*(2) capability of the organization to adequately
perform the activities required under the grant;

“(3) satisfactory performance standards for the
organization in meeting the goals set forth in such
grant, which standards shall be negotiated and
agreed to between the Secretary and the grantee on
a grant-by-grant basis; and

“(4) identification of need for services.

«§ 3538 I8
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1 The Secretary shall develop a methodology for allocating
2 grants made pursuant to this section based on such eri-

3 teria.

4
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“(d) TREATMENT OF FUNDS RECEIVED BY URBAN

INDIAN ORGANIZATIONS.—Any funds received by an
urban Indian organization under this Act for substance
abuse prevention, treatment, and rehabilitation shall be
subject to the criteria set forth in subsection (c).

“SEC. 512 TREATMENT OF CERTAIN DEMONSTRATION

PROJECTS.
“(a) OxLAHOMA CITY CLINIC.—

“(1) IN GENERAL.—Notwithstanding any other
provision of law, the Oklahoma City Clinic dem-
onstration project shall be treated as a serviee unit
in the allocation of resources and coordination of
care and shall not be subject to the provisions of the
Indian Self-Determination and Edueation Assistanee
Act for the term of such projects. The Secretary
shall provide assistance to such prajects in the devel-
opment of resources and equipment and facility
needs.

“(2) REPORT.—The Secretary shall submit to
the President, for inclusion in the report required to
be submitted to the Congress under section 801 for
fiscal year 1999, a report on the findings and con-
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clusions derived from the demonstration project

specified in paragraph (1).

“(b) TuLsa CriNic.—Notwithstanding any other
provision of law, the Tulsa Clinic demonstration project
shall become a permanent program within the Serviee's
direct care program and continue to be treated as a service
unit in the allocation of resources and coordination of
care, and shall continue to meet the requirements and
definitions of an urban Indian organization in this title,
and as such will not be subject to the provisions of the
Indian Self-Determination and Education Assistance Act.
“SEC. 513. URBAN NIAAA TRANSFERRED PROGRAMS.

“(a) GRANTS AND CONTRACTS.—The Secretary, act-
ing through the Office of Urban Indian Health of the
Serviee, shall make grants or enter into contracts, effective
not later than September 30, 2001, with urban Indian or-
ganizations for the administration of urban Indian aleohol
programs that were originally established under the Na-
tional Institute on Aleoholism and Aleohol Abuse (referred
to in this section to as ‘NIAAA') and transferred to the
Service.

“(b) UsE oF FuNDS.—Grants provided or contracts
entered into under this section shall be used to provide
support for the continuation of aleohol prevention and

treatment services for urban Indian populations and such
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other objectives as are agreed upon between the Serviee
and a recipient of a grant or contract under this section.

“(e) EL1GIBILITY.—Urban Indian organizations that
operate Indian aleohol programs originally funded under
NIAAA and subsequently transferred to the Serviee are
eligible for grants or contracts under this section,

“(d) EvALUATION AND REPORT.—The Secretary
shall evaluate and report to the Congress on the activities
of programs funded under this section at least every 9
years.

*SEC. 514. CONSULTATION WITH URBAN INDIAN ORGANIZA-
TIONS.

“(a) IN GENERAL.—The Secretary shall ensure that
the Service, the Health Care Finaneing Administration,
and other operating divisions and staff divisions of the De-
partment consult, to the maximum extent practicable, with
urban Indian organizations (as defined in section 4) prior
to taking any action, or approving Federal financial assist-
ance for any action of a State, that may affect urban Indi-
ans or urban Indian organizations.

“(b) REQUIREMENT.—In subsection (a), the term
‘econsultation’ means the open and free exchange of infor-
mation and opinion among urban Indian organizations
and the operating and staff divisions of the Department
which leads to mutual understanding and comprehension
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and which emphasizes trust, respect, and shared respon-
sibility.
“SEC. 515. FEDERAL TORT CLAIMS ACT COVERAGE.

“For purposes of section 224 of the Public Health
Service Act (42 U.S.C. 233), with respect to claims by
any person, initially filed on or after October 1, 1999,
whether or not such person is an Indian or Alaska Native
or is served on a fee basis or under other eircumstances
as permitted by Federal law or regulations, for personal
injury (including death) resulting from the performance
prior to, including, or after October 1, 1999, of medieal,
surgical, dental, or related functions, including the con-
duet of clinical studies or investigations, or for purposes
of section 2679 of title 28, United States Code, with re-
gpect to claims by any such person, on or after October
1, 1999, for personal injury (including death) resulting
from the operation of an emergency motor vehicle, an
urban Indian organization that has entered into a contract
or received a grant pursuant to this title is deemed to be
part of the Public Health Service while earrying out any
such contract or grant and its employees (including those
acting on behalf of the organization as provided for in see-
tion 2671 of title 28, United States Code, and including
an individual who provides health eare services pursuant

to a personal services contract with an urban Indian orga-
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nization for the provision of services in any facility owned,
operated, or constructed under the jurisdiction of the In-
dian Health Service) are deemed employees of the Service
while acting within the scope of their employment in carry-
ing out the contract or grant, except that such employees
shall be deemed to be acting within the scope of their em-
ployment in carrying out the contract or grant when they
are required, by reason of their employment, to perform
medical, surgical, dental or related functions at a facility
other than a facility operated by the urban Indian organi-
zation pursuant to such eontract or grant, but only if such
employees are not compensated for the performance of
such funetions by a person or entity other than the urban
Indian organization,

“SEC. 516. URBAN YOUTH TREATMENT CENTER DEM-

ONSTRATION.

“(a) CONSTRUCTION AND OPERATION.—The Sec-
retary, acting through the Service, shall, through grants
or contracts, make payment for the construction and oper-
ation of at least 2 residential treatment centers in each
State described in subsection (b) to demonstrate the provi-
sion of aleohol and substance abuse treatment services to
urban Indian youth in a eulturally competent residential
setting.
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“(b) STATES.—A State described in this subsection

is a State in which—

“{1) there reside urban Indian youth with a
need for aleohol and substance abuse treatment serv-
ices in a residential setting; and

“(2) there is a significant shortage of culturally
eompetent residential treatment services for urban
Indian youth.

“SEC. 517. USE OF FEDERAL GOVERNMENT FACILITIES AND
SOURCES OF SUPPLY.

“(a) IN GENERAL.—The Secretary shall permit an
urban Indian organization that has entered into a contract
or received a grant pursuant to this title, in carrying out
such contract or grant, to use existing facilities and all
equipment therein or pertaining thereto and other per-
sonal property owned by the Federal Government within
the Secretary’s jurisdiction under such terms and condi-
tions as may be agreed upon for their use and mainte-
nance.

“{b) DONATION OF PROPERTY.—Subject to sub-
section (d), the Secretary may donate to an urban Indian
organization that has entered into a eontract or received
a grant pursuant to this title any personal or real property
determined to be excess to the needs of the Service or the
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General Services Administration for purposes of earrying
out the contract or grant.

“(e) AcCQUISITION OF PROPERTY —The Secretary
may acquire excess or surplus government personal or real
property for donation, subject to subsection (d), to an
urban Indian organization that has entered into a contract
or received a grant pursuant to this title if the Secretary
determines that the property is appropriate for use by the
urban Indian organization for a purpose for which a eon-
tract or grant is authorized under this title.

“{d) PRIORITY.—In the event that the Secretary re-
ceives a request for a specific item of personal or real
property deseribed in subsections (b) or (¢) from an urban
Indian organization and from an Indian tribe or tribal or-
ganization, the Secretary shall give priority to the request
for donation to the Indian tribe or tribal organization if
the Secretary receives the request from the Indian tribe
or tribal organization before the date on which the See-
retary transfers title to the property or, if earlier, the date
on which the Secretary transfers the property physically,
to the urban Indian organization.

“(e) RELATION TO FEDERAL SOURCES OF SUP-
PLY.—For purposes of section 201(a) of the Federal
Property and Administrative Services Act of 1949 (40
U.S.C. 481(a)) (relating to Federal sources of supply, in-
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cluding lodging providers, airlines, and other transpor-
tation providers), an urban Indian organization that has
entered into a contract or received a grant pursuant to
this title shall be deemed an executive agency when carry-
ing out such contract or grant, and the employees of the
urban Indian organization shall be eligible to have access
to such sources of supply on the same basis as employees
of an executive agency have such access.

*“SEC. 518. GRANTS FOR DIABETES PREVENTION, TREAT-

MENT AND CONTROL.

“{a) AUTHORITY.—The Secretary may make grants
to those urban Indian organizations that have entered into
a contract or have received a grant under this title for
the provision of services for the prevention, treatment, and
control of the ecomplications resulting from, diabetes
among urban Indians.

“(b) GOALS.—Each grant made pursuant to sub-
section (a) shall set forth the goals to be accomplished
under the grant. The goals shall be specific to each grant
as agreed upon between the Seemtatr}rnmi the grantee.

“(e) CRITERIA.—The Secretary shall establish eri-
teria for the awarding of grants made under subsection
(a) relating to—

“(1) the size and location of the urban Indian
population to be served;
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“(2) the need for the prevention of, treatment
of, and control of the complications resulting from
diabetes among the urban Indian population to be
served;

“(3) performance standards for the urban In-
dian organization in meeting the goals set forth in
such grant that are negotiated and agreed to by the
Seeretary and the grantee;

“(4) the capability of the urban Indian organi-
zation to adequately perform the activities required
under the grant; and

“(5) the willingness of the urban Indian organi-
zation to eollaborate with the registry, if any, estab-
lished by the Secretary under section 204(e) in the
area office of the Serviee in which the organization
is located.

“(d) APPLICATION OF CRITERIA.—Any funds re-
ceived by an urban Indian organization under this Aect for
the prevention, treatment, and control of diabetes among
urban Indians shall be subject to the criteria developed
by the Secretary under subsection (e).

“SEC. 519. COMMUNITY HEALTH REPRESENTATIVES.

“The Secretary, acting through the Service, may
enter into contracts with, and make grants to, urban In-
dian organizations for the use of Indians trained as health



W00 =) 3 b B W b e

[ o ] [ o= ] b e e e e
S B R EGC R RESBEEDEE

24

247

246

service providers through the Community Health Rep-
resentatives Program under section 107(b) in the provi-
sion of health care, health promotion, and disease preven-
tion services to urban Indians.

“SEC. 520. REGULATIONS,

“(a) EFFECT OF TITLE.—This title shall be effective

on the date of enactment of this Act regardless of whether
the Seeretary has promulgated regulations implementing
this title.

“(b) PROMULGATION.—

“(1) IN GENERAL.—The Seeretary may promul-
gate regulations to implement the provisions of this
title.

*“(2) PUBLICATION.—Proposed regulations to
implement this title shall be published by the See-
retary in the Federal Register not later than 270

_days after the date of enactment of this Aet and
".shall have a comment period of not less than 120

days.

“(3) EXPIRATION OF AUTHORITY.—The author-
ity to promulgate regulations under this title shall
expire on the date that is 18 months after the date
of enactment of this Act.

“(e) NEGOTIATED RULEMAKING COMMITTEE.—A ne-

25 gotiated rulemaking committee shall be established pursu-

«8 3538 18
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ant to section 565 of title 5, United States Code, to carry
out this section and shall, in addition to Federal represent-
atives, have as the majority of its members representatives
of urban Indian organizations from each service area.

“(d) ADAPTION OF PROCEDURES.—The Secretary
shall adapt the negotiated rulemaking procedures to the
unique context of this Act.

*“HEC. 521. AUTHORIZATION OF APPROPRIATIONS.

“There is authorized to be appropriated such sums
m;naybeneoesmwformhﬁsmljwthmughﬁaml
year 2012 to carry out this title.

“TITLE VI—ORGANIZATIONAL
IMPROVEMENTS
“SEC. 801. ESTABLISHMENT OF THE INDIAN HEALTH SERY-
ICE A8 AN AGENCY OF THE PUBLIC HEALTH
SERVICE.

“(a) ESTABLISHMENT.—

*(1) IN GENERAL.—In order to more effectively
and efficiently carry out the responsibilities, authori-
ties, and functions of the United States to provide
health eare services to Indians and Indian tribes, as
are or may be hereafter provided by Federal statute
or treaties, there is established within the Public
Health Serviee of the Department the Indian Health

Service.
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“(2) ASSISTANT SECRETARY OF INDIAN

2 HEALTH.—The Service shall be administered by an
3 Assistanee Secretary of Indian Health, who shall be
4 appointed by the President, by and with the advice
5 and consent of the Senate. The Assistant Secretary
6 shall report to the Secretary. Effective with respect
7 to an individual appointed by the President, by and
8 with the advice and consent of the Senate, after
9 January 1, 1993, the term of service of the Assist-
10 ant Secretary shall be 4 vears. An Assistant Sec-
11 retary may serve more than 1 term.

12 “(b) AGENCY.—The Service shall be an agenecy within
13 the Public Health Service of the Department, and shall
14 not be an office, component, or unit of any other ageney
15 of the Department.

16 “{e) FUNCTIONS AND DUTIES.—The Secretary shall
17 carry out through the Assistant Secretary of the Service—
18 *(1) all functions which were, on the day before

19 the date of enactment of the Indian Health Care
20 Amendments of 1988, carried out by or under the

21 direction of the individual serving as Director of the
22 Service on such day;
23 “(2) all functions of the Secretary relating to

24 the maintenance and operation of hospital and
23 health facilities for Indians and the planning for,
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and provision and utilization of, health serviees for
Indians;

“(3) all health programs under which health
care is provided to Indians based upon their status
as Indians which are administered by the Secretary,
including programs under—

“(A) this Aet;

“(B) the Act of November 2, 1921 (25
U.8.C. 13);

“(C) the Act of August 5, 1954 (42 U.S.C.
2001, et seq.);

“(D) the Act of August 16, 1957 (42
U.8.C. 2005 et seq.); and

‘“(E) the Indian Self-Determination Act
(25 U.B.C. 450f, et seq.); and
“(4) all scholarship and loan functions carried

out under title I.
“(d) AUTHORITY.—

“(1) IN GENERAL.—The Secretary, acting
through the Assistant Secretary, shall have the
authority—

“(A) except to the extent provided for in
paragraph (2), to appoint and compensate em-
ployees for the Service in accordance with title
5, United States Code;
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“(B) to enter into contracts for the pro-
curement of goods and services to earry out the
functions of the Service; and
“(C) to manage, expend, and obligate all
funds appropriated for the Service.

“(2) PERSONNEL ACTIONS.—Notwithstanding
any other provision of law, the provisions of section
12 of the Act of June 18, 1934 (48 Stat. 986; 25
U.8.C. 472), shall apply to all personnel actions
taken with respect to new positions created within
the Service as a result of its establishment under
subsection (a).

“SEC. 802. AUTOMATED MANAGEMENT INFORMATION SYS-

TEM.
“(a) ESTABLISHMENT.—

*{1) IN GENERAL.—The Secretary, in consulta-
tion with tribes, tribal organizations, and urban In-
dian organizations, shall establish an automated
management information system for the Service.

“(2) REQUIREMENTS OF SYSTEM.—The infor-
mation system established under paragraph (1) shall
include—

“(A) a financial management system;
“(B) a patient care information system;
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*(C) a privacy component that protects the
privacy of patient information;

“(D) a services-based cost aceounting com-
ponent that provides estimates of the costs as-
sociated with the provision of specific medical
treatments or services in each area office of the
Service;

“(E) an interface mechanism for patient
billing and accounts receivable system; and

*(F) a training component.

“(b) ProviSION OF SYSTEMS TO TRIBES AND ORGA-
NIZATIONS.—The Secretary shall provide each Indian
tribe and tribal organization that provides health services
under a contract entered into with the Service under the
Indian Self-Determination Act automated management in-
formation systems which—

“{1) meet the management information needs
of such Indian tribe or tribal organization with re-
spect to the treatment by the Indian tribe or tribal
organization of patients of the Service; and

“(2) meet the management information needs
of the Service.

“(e) AcceEss TO RECORDS.—Notwithstanding any
other provision of law, each patient shall have reasonable
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access to the medical or health records of such patient
which are held by, or on behalf of, the Service.

“(d) AuTHORITY TO ENHANCE INFORMATION TECH-
NOLOGY.—The Secretary, acting through the Assistant
Secretary, shall have the authority to e;nter into contracts,
agreements or joint ventures with other Federal agencies,
States, private and nonprofit organizations, for the pur-
pose of enhancing information technology in Indian health
programs and facilities.
=SEC. 803. AUTHORIZATION OF APPROPRIATIONS.

“There is authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal
year 2012 to carry out this title.

“TITLE VII—-BEHAVIORAL
HEALTH PROGRAMS

*SEC. 701. BEHAVIORAL HEALTH PREVENTION AND TREAT-
MENT SERVICES.
“{a) PurPOSES.—It is the purpose of this section
to—

“(1) authorize aa::d direct the Becretary, acting
through the Serviee, Indian tribes, tribal organiza-
tions, and urban Indian organizations to develop a
comprehensive behavioral health prevention and
treatment program which emphasizes collaboration
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among aleohol and substance abuse, social services,
and mental health programs;

*(2) provide information, direction and guid-
ance relating to mental illness and dysfunction and
self-destructive behavior, including child abuse and
family violence, to those Federal, tribal, State and
local agencies responsible for programs in Indian
communities in areas of health care, education, so-
cial services, child and family welfare, aleohol and
substance abuse, law enforcement and judicial serv-
ices;

“(3) assist Indian tribes to identify services and
resources available to address mental illness and
dysfunetional and self-destruetive behavior;

*(4) provide authority and opportunities for In-
dian tribes to develop and implement, and coordinate
with, community-based programs which include iden-
tification, prevention, education, referral, and treat-
ment services, including through multi-disciplinary
resource teams;

“(5) ensure that Indians, as citizens of the
United States and of the States in which they re-
side, have the same access to behavioral health serv-

ices to which all citizens have access; and
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“(6) medify or supplement existing programs
and authorities in the areas identified in paragraph
(2).

“(b) BEHAVIORAL HEALTH PLANNING.—

(1) AREA-WIDE PLANS.—The Secretary, acting
through the Service, Indian tribes, tribal organiza-
tions, and urban Indian organizations, shall encour-
age Indian tribes and tribal organizations to develop
tribal plans, encourage urban Indian organizations
to develop local plans, and encourage all such groups
to participate in developing area-wide plans for In-
dian Behavioral Health Services. The plans shall, to
the extent feasible, include—

*(A) an assessment of the scope of the
problem of aleohol or other substance abuse,
mental illness, dysfunetional and self-destrue-
tive behavior, including suicide, ehild abuse and
family violence, among Indians, including—

“{i) the number of Indians served who
are directly or indirectly affected by such
illness or behavior; and

“(ii) an estimate of the financial and
human cost attributable to such illness or

behavior;
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“(B) an assessment of the existing and ad-
ditional resources necessary for the prevention
and treatment of such illness and behavior, in-
cluding an assessment of the progress toward
achieving the availability of the full eontinuum
of care deseribed in subseetion (¢); and

*(C) an estimate of the additional funding
needed by the Service, Indian tribes, tribal or-
ganizations and urban Indian organizations to
meet their responsibilities under the plans.

“(2) NATIONAL CLEARINGHOUSE.—The Sec-
retary shall establish a national clearinghouse of
plans and reports on the outcomes of such plans de-
veloped under this section by Indian tribes, tribal or-
ganizations and by areas relating to behavioral
health. The Secretary shall ensure access to such
plans and outeomes by any Indian tribe, tribal orga-
nization, urban Indian organization or the Service.

*(3) TECHNICAL ASSISTANCE.—The Secretary
shall provide techmical assistance to Indian tribes,
tribal organizations, and urban Indian organizations
in preparation of plans under this section and in de-
veloping standards of care that may be utilized and
adopted locally.
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“(e) CoNTINUUM OF CARE.—The Secretary, acting
through the Service, Indian tribes and tribal organiza-
tions, shall provide, to the extent feasible and to the extent
that funding is available, for the implementation of pro-
grams including—
“(1) a comprehensive continoum of behavioral
health care that provides for—

“(A) ecommunity based prevention, inter-
vention, outpatient and behavioral health
aftercare;

“(B) detoxification (social and medical);

*(C) acute hospitalization;

*“(D) intensive outpatient or day treat-
ment;

“(E) residential treatment;

*(F) transitional living for those needing a
temporary stable living environment that is sup-
portive of treatment or recovery goals;

“(G) emergency shelter;

“(H) intensive case management; and

“(I) traditional health ecare practices; and
“(2) behavioral health services for particular

populations, including—
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“(A) for persons from birth through age

17, child behavioral health services, that

include—

“(i) pre-school and school age fetal al-
cohol disorder services, including assess-
ment and behavioral intervention);

“(ii) mental health or substance abuse
services (emotional, organie, aleohol, drug,
inhalant and tobacco);

“(iii) services for co-occurring dis-
orders (multiple diagnosis);

“{iv) prevention services that are fo-
cused on individuals ages 5 years through
10 years (aleohol, drug, inhalant and to-
baceco);

“(v) early intervention, treatment and
aftercare services that are focused on indi-
viduals ages 11 years through 17 years;

“(vi) healthy choices or life style serv-
ices (related to STD’s, domestic violence,
sexual abuse, suicide, teen pregnancy, obe-
sity, and other risk or safety issues);

“(vii) co-morbidity services;
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“(B) for persons ages 18 years through 55

years, adult behavioral health services that
include—

‘(i) early intervention, treatment and
aftercare services;

“(ii) mental health and substance
abuse services (emotional, aleohol, drug,
inhalant and tobaceo);

“(iii) services for eco-occurring dis-
orders (dual diagnosis) and co-morbidity;

“(iv) healthy choices and life style
services (related to parenting, partners, do-
mestie violence, sexual abuse, suicide, obe-
sity, and other risk related behavior);

“(v) female specific treatment services
for—

“(I) women at risk of giving
birth to a child with a fetal aleohol
disorder;

“(II) substance abuse requiring
gender specific services;

*“(IH) sexual assault and domes-
tic violence; and

“(IV) healthy choices and life
style (parenting, partners, obesity,



- R Y - LY, TR SR PUR X

T U RN ES8 83 acRr o e =3

25

260

259
suicide and other related behavioral
risk); and
“(vi) male specific treatment services

for—

“(I) substanee abuse requiring
gender specific services;

“(II) sexual assault and domestic
violence; and

“(III) healthy choices and life
style (parenting, partners, obesity,
suicide and other risk related behav-
ior);

“C) family behavioral health services,
including—
“(i) early intervention, treatment and
aftercare for affected families;
“(ii) treatment for sexual assault and
domestie violenee; and
“(iii) healthy choices and life style (re-
lated to parenting, partners, domestie vio-
lence and other abuse issues);
“(D) for persons age 56 years and older,
elder behavioral health services including—
“(i) early intervention, treatment and
aftercare services that include—
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“(I) mental health and substance

abuse services (emotional, aleohol,
drug, inhalant and tobacco);

“(II) services for co-occurring
disorders (dual diagnosis) and co-mor-
bidity; and

“(II) healthy choices and life
style services (managing conditions re-
lated to aging);

“(ii) elder women specific services

that include—

“(I) treatment for substance
abuse requiring gender specific serv-
ices and

“(IT) treatment for sexual as-
sault, domestic violence and neglect;

“(iii) elder men specific services that

include—

“(I) treatment for substance
abuse requiring gender specific serv-
ices; and

“(II) treatment for sexuval as-
sault, domestic violence and neglect;

and
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“(iv) services for dementia regardless
of cause.
“(d) CoMMUNITY BEHAVIORAL HEALTH PLAN.—

“(1) IN GENERAL.—The governing body of any
Indian tribe or tribal organization or urban Indian
organization may, at its discretion, adopt a resolu-
tion for the establishment of a community behavioral
health plan providing for the identification and co-
ordination of available resources and programs to
identify, prevent, or treat aleohol and other sub-
stance abuse, mental illness or dysfunctional and
self-destructive behavior, including child abuse and
family wviolence, among its members or its service
population. Such plan should include behavioral
health services, social services, intensive outpatient
services, and continuing after care.

“(2) TECHNICAL ASSISTANCE.—In furtherance
of a plan established pursuant to paragraph (1) and
at the request of a tribe, the appropriate agency,
service unit, or other officials of the Bureau of In-
dian Affairs and the Service shall cooperate with,
and provide technical assistance to, the Indian tribe
or tribal organization in the development of a plan
under paragraph (1). Upon the establishment of
such a plan and at the request of the Indian tribe
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or tribal organization, such officials shall cooperate

with the Indian tribe or tribal organization in the

implementation of such plan.

“(3) FUNDING.—The Secretary, acting through
the Service, may make funding available to Indian
tribes and tribal organizations adopting a resolution
pursuant to paragraph (1) to obtain technical assist-
ance for the development of a community behavioral
health plan and to provide administrative support in
the implementation of such plan.

“(e) COORDINATED PLANNING.—The Secretary, act-
ing through the Service, Indian tribes, tribal organiza-
tions, and urban Indian organizations shall coordinate be-
havioral health planning, to the extent feasible, with other
Federal and State agencies, to ensure that comprehensive
behavioral health services are available to Indians without
regard to their place of residence.

“(f) FACILITIES ASSESSMENT.—Not later than 1
year after the date of enactment of this Act, the Secretary,
acting through the Service, shall make an assessment of
the need for inpatient mental health care among Indians
and the availability and cost of inpatient mental health
facilities which ean meet such need. In making such as-
sessment, the Secretary shall consider the possible conver-
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sion of existing, under-utilized service hospital beds into
psychiatric units to meet such need.
“SEC. T0& MEMORANDUM OF AGREEMENT WITH THE DE-
PARTMENT OF THE INTERIOR.

“(a) IN GENERAL.—Not later than 1 year after the
date of enactment of this Aet, the Secretary and the Sec-
retary of the Interior shall develop and enter into a memo-
randum of agreement, or review and update any existing
memoranda of agreement as required under section 4205
of the Indian Aleohol and Substance Abuse Prevention
and Treatment Act of 1986 (25 U.S.C. 2411), and under
which the Secretaries address—

*(1) the scope and nature of mental illness and
dysfunectional and self-destructive behavior, including
child abuse and family violence, among Indians;

“(2) the existing Federal, tribal, State, local,
and private serviees, resources, and programs avail-
able to provide mental health services for Indians;

“(3) the unmet need for additional services, re-
sources, and programs necessary to meet the needs
identified pursuant to paragraph (1);

“(4)(A) the right of Indians, as citizens of the
United States and of the States in which they re-
gide, to have access to mental health services to

which all citizens have access;
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“(B) the right of Indians to participate in, and
receive the benefit of, such services; and

“(C) the actions necessary to protect the exer-
cise of such right;

“(5) the responsibilities of the Bureau of Indian
Affairs and the Service, including mental health
identification, prevention, education, referral, and
treatment services _{inl.‘.luding services through multi-
disciplinary resource teams), at the central, area,
and agency and serviee umit levels to address the
problems identified in paragraph (1);

“(6) a strategy for the comprehensive coordina-
tion of the mental health services provided by the
Bureau of Indian Affairs and the Service to meet
the needs identified pursuant to paragraph (1),
including—

“(A) the ecordination of alechol and sub-
stance abuse programs of the Service, the Bu-
reau of Indian Affairs, and the various Indian
tribes (developed under the Indian Aleohol and
Substance Abuse Preventign and Treatment
Act of 1986) with the mental health initiatives
pursuant to this Act, particularly with respect
to the referral and treatment of dually-diag-
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nosed individuals requiring mental health and
substanee abuse treatment; and

“(B) ensuring that Bureau of Indian Af-
fairs and Service programs and services (includ-
ing multidisciplinary resource teams) address-
ing child abuse and family violence are coordi-
nated with such non-Federal programs and
serviees;

(T} direct appropriate officials of the Bureau
of Indian Affairs and the Service, particularly at the
agency and service unit levels, to cooperate fully
with tribal requests made pursuant to community
behavioral health plans adopted under section 701(¢)
and section 4206 of the Indian Aleohol and Sub-
stance Abuse Prevention and Treatment Act of 1986
(25 U.8.C. 2412); and

“(8) provide for an annual review of such
agreement by the 2 Becretaries and a report which
shall be submitted to Congress and made available
to the Indian tribes.

“(b) SpecrFic ProvISIONS.—The memorandum of

22 agreement updated or entered into pursuant to subseetion
23 (a) shall include specific provisions pursuant to which the
24 Serviee shall assume responsibility for—

8 3508 I8
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“(1) the determination of the scope of the prob-
lem of aleohol and substance abuse among Indian
people, including the number of Indians within the
jurisdiction of the Service who are directly or indi-
rectly affected by aleohol and substance abuse and
the financial and human eost;

“(2) an assessment of the existing and needed
resources necessary for the prevention of aleohol and
substance abuse and the treatment of Indians af-
fected by aleohol and substance abuse; and

“(3) an estimate of the funding necessary to
adequately support a program of prevention of aleo-
hol and substance abuse and treatment of Indians
affected by aleohol and substance abuse.

“(e) CoNSULTATION.—The Secretary and the See-

retary of the Interior shall, in developing the memoran-
dum of agreement under subsection (a), consult with and

solicit the ecomments of—

*(1) Indian tribes and tribal organizations;

“(2) Indian individuals;

“(3) urban Indian organizations and other In-
dian organizations;

*(4) behavioral health service providers.
“(d) PUBLICATION.—The memorandum of agree-

25 ment under subsection (a) shall be published in the Fed-
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1 eral Register. At the same time as the publication of such
2 agreement in the Federal Register, the Secretary shall
3 provide a eopy of such memorandum to each Indian tribe,
4 tribal organization, and urban Indian organization.

5 “BEC. 703. COMPREHENSIVE BEHAVIOHAL HEALTH PRE-

6

7

8

9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

VENTION AND TREATMENT PROGRAM.
“(a) ESTABLISHMENT.—

“{1) IN GENERAL.—The Secretary, acting
through the Service, Indian tribes and tribal organi-
zations eonsistent with section 701, shall provide a
program of comprehensive behavioral health preven-
tion and treatment and aftercare, including tradi-
tional health care practices, which shall include—

“(A) prevention, through educational inter-
vention, in Indian eommunities;

“(B) acute detoxification or psychiatric
hospitalization and treatment (residential and
intensive outpatient);

“(C) community-based rehabilitation and
aftercare;

(D) community education and involve-
ment, including extensive training of health
care, educational, and community-based person-
nel; and
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“(E) specialized residential treatment pro-
grams for high risk populations including preg-
nant and post partum women and their chil-
dren.

*(2) TARGET POPULATIONS.—The target popu-
lation of the program under paragraph (1) shall be
members of Indian tribes. Efforts to train and edu-
cate key members of the Indian community shall
target emplovees of health, eduecation, judicial, law
enforcement, legal, and social service programs.

“(b) CONTRACT HEALTH SERVICES.—

“(1) IN GENERAL.—The Secretary, acting
through the Service (with the consent of the Indian
tribe to be served), Indian tribes and tribal organiza-
tions, may enter into contracts with public or private
providers of behavioral health treatment services for
the purpose of carrying out the program required
under subsection (a).

“(2) PROVISION OF ASSISTANCE—In carrying
out this subsection, the Secretary shall provide as-
sistance to Indian tribes and tribal organizations to
develop criteria for the certification of behavioral
health serviee providers and accreditation of service
facilities which meet minimum standards for such
services and facilities.
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“SEC. T04. MENTAL HEALTH TECHNICIAN PROGRAM.

“(a) IN GENERAL.—Under the authority of the Act
of November 2, 1921 (25 U.S.C. 13) (ecommonly known
as the Snyder Act), the Secretary shall establish and
maintain a Mental Health Technician program within the
Serviee which—

“{1) provides for the training of Indians as
mental health technicians; and

“(2) employs such technicians in the provision
of community-based mental health care that inclodes
identification, prevention, education, referral, and
treatment services.

“(b) TRAINING.—In carrying out subsection (a)(1),
the Secretary shall provide high standard paraprofessional
training in mental health care necessary to provide quality
care to the Indian communities to be served. SBuch training
shall be based upon a cwrriculum developed or approved
by the Secretary which combines education in the theory
of mental health care with supervised practical experience
in the provision of such care.

“(c) SUPERVISION AND EVALUATION.—The See-
retary shall supervise and evaluate the mental health tech-
nicians in the training program under this section,

“(d) TRADITIONAL CARE.—The Secretary shall en-
sure that the program established pursuant to this section
involves the utilization and promotion of the traditional

«8 3098 18
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1 Indian health eare and treatment practices of the Indian
2 tribes to be served.—
3 “SEC. 705. LICENSING REQUIREMENT FOR MENTAL

HEALTH CARE WORKERS.
“Subject to section 220, any person employed as a

psychologist, social worker, or marriage and family thera-
pist for the purpose of providing mental health care serv-
ices to Indians in a clinical setting under the authority
of this Act or through a funding agreement pursuant to
the Indian Self-Determination and Education Assistance
Aect shall—

(1) in the case of a person employed as a psy-
chologist to provide health care services, be licensed
as a clinical or counseling psychologist, or working
under the direct supervision of a clinical or counsel-

“{2) in the case of a person employed as a so-
cial worker, be licensed as a social worker or work-
ing under the direct supervision of a licensed social
worker; or

“(3) in the case of a person employed as a mar-
riage and family therapist, be licensed as a marriage
and family therapist or working under the direct su-
pervision of a licensed marriage and family thera-
pist.
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“SEC. T08. INDIAN WOMEN TREATMENT PROGRAMS.

“(a) FUNDING.—The Secretary, consistent with sec-

tion 701, shall make funding available to Indian tribes,
tribal organizations and urban Indian organization to de-
velop and implement a comprehensive behavioral health
program of prevention, intervention, treatment, and re-
lapse prevention services that specifically addresses the
spiritual, cultural, historical, social, and child care needs
of Indian women, regardless of age.

“{b) Use oF FUNDS.—Funding provided pursuant to

this seetion may be used to—

(1) develop and provide eommunity training,
education, and prevention programs for Indian
women relating to behavioral health issues, including
fetal aleohol disorders;

“(2) identify and provide psychological services,
counseling, advocacy, support, and relapse preven-
tion to Indian women and their families; and

“(3) develop prevention and intervention models
for Indian women which incorporate traditional
health care practices, cultural values, and commu-
nity and family involvement.

“(e) CRITERIA.—The Seeretary, in consultation with

24 Indian tribes and tribal organizations, shall establish cri-
25 teria for the review and approval of applications and pro-
26 posals for funding under this section.

«8 3834 I8
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“{d) EARMARK OF CERTAIN FUNDS.—Twenty per-
cent of the amounts appropriated to carry out this section
shall be used to make grants to urban Indian organiza-
tions funded under title V.

“SEC. T07. INDIAN YOUTH FROGRAM.

“(a) DETOXIFICATION AND REHABILITATION.—The
Secretary shall, consistent with section 701, develop and
implement a program for acute detoxification and treat-
ment for Indian youth that includes behavioral health
services, The program shall include regional treatment
centers designed to include detoxification and rehabilita-
tion for both sexes on a referral basis and programs devel-
oped and implemented by Indian tribes or tribal organiza-
tions at the local level under the Indian Self-Determina-
tion and Education Assistance Act. Regional eenters shall
be integrated with the intake and rehabilitation programs
based in the referring Indian eommunity.

“(b) ALCOHOL AND SUBSTANCE ABUSE TREATMENT
CENTERS OR FACILITIES.—

“(1) ESTABLISHMENT.—

“(A) IN GENERAL—The Secretary, acting
through the Serviee, Indian tribes, or tribal or-
ganizations, shall construet, renovate, or, as
necessary, purchase, and appropriately staff
and operate, at least 1 youth regional treatment
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center or treatment network in each area under
the jurisdiction of an area office.

“(B) AREA OFFICE IN CALIFORNIA.—For
purposes of this subsection, the area office in
California shall be considered to be 2 area of-
fices, 1 office whose jurisdiction shall be consid-
ered to encompass the northern area of the
State of California, and 1 office whose jurisdic-
tion shall be considered to encompass the re-
mainder of the State of California for the pur-
pose of implementing California treatment net-
works.

“{2) FUNDING.—For the purpose of staffing

and operating centers or facilities under this sub-
section, funding shall be made available pursuant to
the Act of November 2, 1921 (25 U.8.C. 13) (com-
monly known as the Snyder Act).

“(3) LoCaTION.—A youth treatment center

constructed or purchased under this subsection shall
be constructed or purchased at a location within the
area described in paragraph (1) that is agreed upon
(by appropriate tribal resolution) by a majority of
the tribes to be served by such center.

“(4) SPECIFIC PROVISION OF FUNDS.—
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“(A) IN GENERAL.—Notwithstanding any

other provision of this title, the Secretary may,
from amounts authorized to be appropriated for

the purposes of carrying out this section, make

funds available to—

“(i) the Tanana Chiefs Conference,
Incorporated, for the purpose of leasing,
constructing, renovating, operating and
maintaining a residential youth treatment
facility in Fairbanks, Alaska;

“(ii) the Southeast Alaska Regional
Health Corporation to staff and operate a
residential youth treatment facility without
regard to the proviso set forth in section
4(1) of the Indian Self-Determination and
Edueation Assistance Act (25 US.C.
450b(1));

“(iii) the Bouthern Indian Health
Council, for the purpose of staffing, oper-
ating, and maintaining a residential youth
treatment facility in San Diego County,
California; and '

“(iv) the Navajo Nation, for the staff-
ing, operation, and maintenance of the
Four Corners Regional Adolescent Treat-



=

oo = @ Lh e W b

[ N S [ I N R T T T T T e N = S =

276

275

ment Center, a residential youth treatment

facility in New Mexico.

“(B) PROVISION OF SERVICES TO ELIGI-
BLE YOUTH.—Until additional residential youth
treatment facilities are established in Alaska
pursuant to this section, the facilities specified
in subparagraph (A) shall make every effort to
provide serviees to all eligible Indian youth re-
siding in such State.

“{e) INTERMEDIATE ADOLESCENT BEHAVIORAL

HEALTH SBERVICES.—

“(1) IN GENERAL—The Secretary, acting
through the Service, Indian Tribes and tribal organi-
zations, may provide intermediate behavioral health
services, which may incorporate traditional health
care practices, to Indian children and adolescents,
including—

“(A) pre-treatment assistance;

“(B) inpatient, outpatient, and after-care
services;

*(C) emergency care;

“{D) suicide prevention and erisis interven-
tion; and

‘“(E) prevention and treatment of mental
illness, and dysfunctional and -self-destructive
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behavior, including child abuse and family vio-

lence.

“(2) USE OF FUNDS.—Funds provided under
this subsection may be used—

“(A) to construct or renovate an existing
health facility to provide intermediate behav-
ioral health services;

“(B) to hire behavioral health profes-
gionals;

“(C) to staff, operate, and maintain an in-
termediate mental health facility, group home,
sober housing, transitional housing or similar
facilities, or youth shelter where intermediate
behavioral health services are being provided;
and

‘(D) to make renovations and hire appro-
priate staff to convert existing hospital beds
into adolescent psychiatrie units; and

*(E) intensive home and community based
Bervices.

“(3) CRITERIA.—The Secretary shall, in con-
sultation with Indian tribes and tribal organizations,
establish criteria for the review and approval of ap-
plieations or proposals for funding made available
pursuant to this subsection.

«8 3538 18



M o0 =) On U B W k) e

Bl B b e b e e e G e el e
=D o 0 =] W B W R = D

22

278

277
“(d) FEDERALLY OWNED STRUCTURES.—

“(1) IN GENERAL.—The Secretary, acting
throngh the Serviee, shall, in eonsultation with In-
dian tribes and tribal organizations—

‘“(A) identify and use, where appropriate,
federally owned structures suitable for local res-
idential or regional behavioral health treatment
for Indian youth; and

“(B) establish guidelines, in consultation
with Indian tribes and tribal organizations, for
determining the suitability of any such Feder-
ally owned structure to be used for local resi-
dential or regional behavioral health treatment
for Indian youth.

“{2) TERMS AND CONDITIONS FOR USE OF
STRUCTURE.—Any structure described in paragraph
(1) may be used under such terms and conditions as
may be agreed upon by the Secretary and the agency
having responsibility for the structure and any In-
dian tribe or tribal organization operating the pro-
gram.

“(e) REHABILITATION AND AFTERCARE SERVICES.—

“(1) IN GENERAL.—The Secretary, an Indian
tribe or tribal organization, in cooperation with the
Secretary of the Interior, shall develop and imple-
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ment within each service unit, community-based re-
habilitation and follow-up services for Indian youth
who have significant behavioral health problems, and
require long-term treatment, community reintegra-
tion, and monitoring to support the Indian youth
after their return to their home community.

“(2) ADMINISTRATION.—Services under para-
graph (1) shall be administered within each service
unit or tribal program by trained staff within the
community who can assist the Indian youth in eon-
tinuing development of self-image, positive problem-
solving skills, and nonalecohol or substance abusing
behaviors. Such staff may include aleohol and sub-
stance abuse counselors, mental health professionals,
and other health professionals and paraprofessionals,
including community health representatives.

“(f) INCLUSION OF FAMILY IN YOUTH TREATMENT
PROGRAM.—In providing the treatment and other services
to Indian youth authorized by this section, the Secretary,
an Indian tribe or tribal organization shall provide for the
inclusion of family members of such youth in the treat-
ment programs or other services as may be appropriate.
Not less than 10 percent of the funds appropriated for
the purposes of carrying out subsection (e) shall be used
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for outpatient eare of adult family members related to the
treatment of an Indian youth under that subsection.

“(g) MULTIDRUG ABUSE PROGRAM.—The Secretary,
acting through the Service, Indian tribes, tribal organiza-
tions and urban Indian organizations, shall provide, con-
sistent with section 701, programs and services to prevent
and treat the abuse of multiple forms of substances, in-
cluding alcohol, drugs, inhalants, and tobaeco, among In-
dian youth residing in Indian communities, on Indian res-
ervations, and in urban areas and provide appropriate
mental health services to address the incidence of mental
illness among such youth,

“SEC. T08. INPATIENT AND COMMUNITY-BASED MENTAL
HEALTH FACILITIES DESIGN, CONSTRUCTION
AND BTAFFING ASSESSMENT. —

“(a) IN GENERAL.—Not later than 1 year after the
date of enactment of this section, the Secretary, acting
through the Service, Indian tribes and tribal organiza-
tions, shall provide, in each area of the Service, not less
than 1 inpatient mental health care facility, or the equiva-
lent, for Indians with behavioral health problems.

“(b) TREATMENT OF CALIFORNIA.—For purposes of
this seetion, California shall be considered to be 2 areas
of the Service, 1 area whose location shall be considered
to encompass the northern area of the State of California
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1 and 1 area whose jurisdiction shall be considered to en-
2 compass the remainder of the State of California.

3
4
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*(e) ConvERSION OF CERTAIN HosPiTAL BEDS.—

The Secretary shall consider the possible conversion of ex-
isting, under-utilized Service hospital beds into psychiatrie
units to meet needs under this section.—

*“HSEC. T08. TRAINING AND COMMUNITY EDUCATION.

“(a) CoMMUNITY EDUCATION.—

“(1) IN GENERAL.—The Becretary, in coopera-
tion with the Secretary of the Interior, shall develop
and implement, or provide funding to enable Indian
tribes and tribal organization to develop and imple-
ment, within each service unit or tribal program a
program of community edueation and involvement
which shall be designed to provide eoncise and timely
information to the community leadership of each
tribal community.

“(2) EDUCATION.—A program under paragraph
(1) shall include education concerning behavioral
health for political leaders, tribal judges, law en-
forcement personnel, members of tribal health and
education boards, and other mucn.l members of each
tribal community.

“(3) TRAINING.—Community-based training
(oriented toward local capacity development) under a
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program under paragraph (1) shall include tribal

community provider training (designed for adult

learners from the communities receiving services for
prevention, intervention, treatment and aftercare).

“{b) TRAINING.—The Secretary shall, either directly
or through Indian tribes or tribal organization, provide in-
struction in the area of behavioral health issues, including
instruction in crisis intervention and family relations in
the context of aleohol and substance abuse, child sexual
abuse, youth aleohol and substance abuse, and the causes
and effects of fetal alecohol disorders, to appropriate em-
ployees of the Bureau of Indian Affairs and the Service,
and to personnel in schools or programs operated under
any contract with the Bureau of Indian Affairs or the
Service, including supervisors of emergency shelters and
halfway houses described in section 4213 of the Indian
Aleohol and Substance Abuse Prevention and Treatment
Act of 1986 (25 U.8.C. 2433).

“(¢) COMMUNITY-BASED TRAINING MODELS.—In
carrying out the edueation and training programs required
by this section, the Secretary, acting through the Service
and in consultation with Indian tribes, tribal organiza-
tions, Indian behavioral health experts, and Indian aleohol
and substanee abuse prevention experts, shall develop and
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1 provide community-based training models. Such models
2 shall address—
3 (1) the elevated risk of aleohol and behavioral
health problems faced by children of alcoholies;

“(2) the  ecultural,  spiritual,  and
multigenerational aspects of behavioral health prob-
lem prevention and recovery; and

“(3) community-based and multidiseiplinary
strategies for preventing and treating behavioral
10 health problems.

11 *BEC. 710. BEHAVIORAL HEALTH PROGRAM.

12 “(a) PROGRAMS FOR INNOVATIVE SERVICES.—The
13 Secretary, acting through the Service, Indian Tribes or
14 tribal organizations, consistent with Section 701, may de-
15 velop, implement, and carry out programs to deliver inno-
16 vative community-based behavioral health services to Indi-
17 ans.

18 “(b) CrITERIA.—The SBecretary may award funding
19 for a project under subsection (a) to an Indian tribe or
20 tribal organization and may consider the following criteria:

21 “(1) Whether the project will address signifi-
22 cant unmet behavioral health needs among Indians.
23 *(2) Whether the project will serve a significant

24 number of Indians.
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“(8) Whether the project has the potential to
deliver services in an efficient and effective manner.

“(4) Whether the tribe or tribal organization
has the administrative and financial capability to ad-
minister the project.

“(5) Whether the project will deliver services in
a manner consistent with traditional health care.

“(6) Whether the project is coordinated with,
and avoids duplication of, existing services.

“{e) FUNDING AGREEMENTS.—For purposes of this
subsection, the Secretary shall, in evaluating applications
or proposals for funding for projects to be operated under
any funding agreement entered into with the Service
under the Indian Self-Determination Act and Edueation
Assistance Act, use the same criteria that the Secretary
uses in evaluating any other application or proposal for
such funding.

“HEC. 711. FETAL ALCOHOL DISORDER FUNDING.

“(a) ESTABLISHMENT OF PROGRAM.—

“(1) IN GENERAL.—The Secretary, consistent
with Section 701, acting through Indian tribes, trib-
al organizations, and urban Indian organizations,
ghall establish and operate fetal aleohol disorders
programs as provided for in this seetion for the pur-
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poses of meeting the health status objective specified
in section 3(b).
“(2) USE oF FUNDS.—Funding provided pursu-
ant to this section shall be used to—

“(A) develop and provide community and
in-school training, education, and prevention
programs relating to fetal alcohol disorders;

“(B) identify and provide behavioral health
treatment to high-risk women;

*(C) identify and provide appropriate edu-
cational and vocational support, counseling, ad-
vocaey, and information to fetal aleohol disorder
affected persons and their families or care-
takers;

“{D) develop and implement counseling
and support programs in schools for fetal aleo-
hol disorder affected children;

“(E) develop prevention and intervention
models which incorporate traditional practition-
ers, cultural and spiritual values and commu-
nity involvement; :

“(F) develop, print, and disseminate edu-
cation and prevention materials on fetal aleohol
disorders;
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“{G) develop and implement, through the
tribal consultation process, culturally sensitive
assessment and diagnostic tools including
dysmorphology eclinies and multidiseiplinary
fetal aleohol disorder clinies for use in tribal
and urban Indian communities;

“(H) develop early childhood intervention
projects from birth on to mitigate the effects of
fetal alcohol disorders; and

“(I) develop and fund community-based
adult fetal alcohol disorder housing and support
services.

“(3) CRITERIA.—The Secretary shall establish
eriteria for the review and approval of applications
for funding under this seetion.

“(b) PROVISION OF SERVICES.—The Secretary, act-
ing through the Service, Indian tribes, tribal organizations
and urban Indian organizations, shall—

“(1) develop and provide services for the pre-
vention, intervention, treatment, and aftercare for
those affected by fetal aleohol disorders in Indian
communities; and

*(2) provide supportive services, directly or
through an Indian tribe, tribal organization or urban

Indian organization, including services to meet the
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special educational, voeational, school-to-work transi-
tion, and independent living needs of adolescent and
adult Indians with fetal alcohol disorders.
“(e) TASK FORCE.—

“(1) In GENERAL.—The Secretary shall estab-
lish a task foree to be known as the Fetal Aleohol
Disorders Task Force to advise the Secretary in car-
rying out subsection (b).

“(2) ComposSITION.—The task force under
paragraph (1) shall be ecomposed of representatives
from the National Institute on Drug Abuse, the Na-
tional Institute on Alecohol and Aleoholism, the Of-
fice of Substanee Abuse Prevention, the National In-
stitute of Mental Health, the Serviee, the Office of
Minority Health of the Department of Health and
Human Services, the Administration for Native
Amerieans, the National Institute of Child Health
& Human Development, the Centers for Disease
Control and Prevention, the Bureau of Indian Af-
fairs, Indian tribes, tribal organizations, urban In-
dian communities, and Indian fetal aleohol disorders
experts.

“(d) APPLIED RESEARCH.—The Secretary, acting

24 through the Substance Abuse and Mental Health Services
25 Administration, shall make funding available to Indian
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Tribes, tribal organizations and urban Indian organiza-
tions for applied research projects which propose to elevate
the understanding of methods to prevent, intervene, treat,
or provide rehabilitation and behavioral health aftercare
for Indians and urban Indians affected by fetal aleohol
disorders.

“(e) UmrBAN INDIAN ORGANIZATIONS.—The BSee-
retary shall ensure that 10 pereent of the amounts appro-
priated to carry out this section shall be used to make
grants to urban Indian organizations funded under title
V.

“SEC. 712. CHILD SEXUAL ABUSE AND PREVENTION TREAT-
MENT PROGRAMS.

“(a) ESTABLISHMENT.—The Secretary and the Sec-
retary of the Interior, acting through the Service, Indian
tribes and tribal organizations, shall establish, consistent
with section 701, in each service area, programs involving
treatment for—

(1) vietims of child sexual abuse; and
“(2) perpetrators of child sexual abuse.

“(b) Use oF FunNDs—Funds provided under this
section shall be used to—

“(1) develop and provide eommunity education
and prevention programs related to child sexual
abuse;
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“(2) identify and provide behavioral health

—

2 treatment to children who are victims of sexual
3 abuse and to their families who are affected by sex-
4 ual abuse;

5 *(3) develop prevention and intervention models

6 which incorporate traditional health care praetition-

7 ers, cultoral and spiritual values, and community in-

8 volvement;

9 “(4) develop and implement, though the tribal
10 consultation process, culturally sensitive assessment
11 and diagnostic tools for use in tribal and urban In-
12 dian communities.

13 “(5) identify and provide behavioral health
14 treatment to perpetrators of child sexual abuse with
15 efforts being made to begin offender and behavioral
16 health treatment while the perpetrator is incarcer-
17 ated or at the earliest possible date if the perpetra-
18 tor is not incarcerated, and to provide treatment
19 after release to the community until it is determined
20 that the perpetrator is not a threat to ehildren.
21 *SEC. 718. BEHAVIORAL MENTAL HEALTH RESEARCH.

22 “(a) IN GENERAL.—The Secretary, acting through
23 the Service and in consultation with appropriate Federal
24 agencies, shall provide funding to Indian Tribes, tribal or-
25 ganizations and urban Indian organizations or, enter into
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contracts with, or make grants to appropriate institutions,
for the econduct of research on the incidence and preva-
lence of behavioral health problems among Indians served
by the Service, Indian Tribes or tribal organizations and
among Indians in urban areas. Research priorities under
this section shall include—

*(1) the inter-relationship and inter-dependance
of behavioral health problems with aleoholism and
other substance abuse, suicide, homicides, other in-
juries, and the incidence of family violence; and

*(2) the development of models of prevention
techniques.

“(b) SPECIAL EMPHASIS.—The effect of the inter-re-
lationships and interdependencies referred to in subsection
(a)(1) on children, and the development of prevention
techniques under subsection (a)(2) applicable to children,
shall be emphasized.

“S8EC. 714. DEFINITIONS.

“In this title:

“(1) AsspssMENT.—The term ‘assessment’
means the systematic collection, analysis and dis-
semination of information on health status, health
needs and health problems.

*(2) ALCOHOL RELATED NEURODEVELOP-MEN-

TAL DISORDERS.—The term ‘aleochol related
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neurodevelop-mental disorders’ or ‘ARND’ with re-
spect to an individual means the individual has a
history of maternal aleohol consumption during
pregnancy, central nervous system involvement such
as developmental delay, intellectual deficit, or
neurologic abnormalities, that behaviorally, there
may be problems with irritability, and failure to
thrive as infants, and that as children become older
there will likely be hyperactivity, attention deficit,
language dysfunction and pereeptual and judgment
problems.

“(3) BEHAVIORAL HEALTH.—The term ‘behav-
ioral health’ means the blending of substances (alco-
hol, drugs, inhalants and tobacco) abuse and mental
health prevention and treatment, for the purpose of
providing comprehensive services. Such term in-
cludes the joint development of substance abuse and
mental health treatment planning and ecoordinated
case management using a multidisciplinary ap-
proach.

“{4) BEHAVIORAL HEALTH AFTERCARE.—

“(A) IN GENERAL—The term ‘behavioral
health aftercare’ includes those activities and
resources used to support recovery following in-
patient, residential, intensive substance abuse
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or mental health outpatient or outpatient treat-

ment, to help prevent or treat relapse, including

the development of an aftercare plan.
“(B) AFTERCARE PLAN.—Prior to the

time at which an individual is discharged from
a level of care, such as outpatient treatment, an
aftercare plan shall have been developed for the
individual. Such plan may use such resources as
community base therapeutic group care, transi-
tional living, a 12-step sponsor, a local 12-step
or other related support group, or other com-
munity based providers (such as mental health
professionals, traditional health care practition-
ers, community health aides, community health
representatives, mental health techmicians, or
ministers).

“(5) DUAL DILAGNOSIS.—The term ‘dual diag-
nosis’ means coexisting substance abuse and mental
illness conditions or diagnosis. In individual with a
dual diagnosis may be referred to as a mentally ill
chemical abuser.—

“(6) FETAL ALCOHOL DISORDERS.—The term
‘fetal aleohol disorders’ means fetal aleohol syn-
drome, partial fetal aleohol syndrome, or aleohol re-
lated neural developmental disorder.
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“7) FETAL ALCOHOL SYNDROME.—The term
‘fetal alcohol syndrome’ or ‘FAS’ with respect to an
individual means a syndrome in which the individual
has a history of maternal aleohol consumption dur-
ing pregnancy, and with respeect to which the follow-
ing eriteria should be met:
“(A) Central nervous system involvement
such as developmental delay, intellectual deficit,
microencephaly, or neurologic abnormalities.
“(B) Craniofacial abnormalities with at
least 2 of the following: microphthalmia, short
palpebral fissures, poorly developed philtrum,
thin upper lip, flat nasal bridge, and short
upturned nose.
“(C) Prenatal or postnatal growth delay.
“(8) PARTIAL FAS.—The term ‘partial FAS’
with respeet to an individual means a history of ma-
ternal aleohol consumption during pregnancy having
most of the eriteria of FAS, though not meeting a
minimum of at least 2 of the following: micro-oph-
thalmia, short palpebral fissures, poorly developed
philtrum, thin upper lip, flat nasal bridge, short
upturned nose.

“(9) REHABILITATION.—The term ‘rehabilita-

tion’ means to restore the ability or capacity to en-
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gage in usual and customary life activities through

education and therapy.—

“(10) SUBSTANCE ABUSE.—The term ‘sub-
stance abuse’ includes inhalant abuse. —

*8EC. 715. AUTHORIZATION OF APPROPRIATIONS.

“There is authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal
year 2012 to carry out this title.

“TITLE VIII-MISCELLANEOUS
“S8EC. 801. REPORTS.

“The President shall, at the time the budget is sub-
mitted under section 1105 of title 31, United States Code,
for each fiscal year transmit to the Congress a report
containing—

“(1) a report on the progress made in meeting
the objectives of this Act, including a review of pro-
grams established or assisted pursuant to this Aet
and an assessment and recommendations of addi-
tional programs or additional assistance necessary
to, at a minimum, provide health services to Indians,
and ensure a health status for Indians, which are at
a parity with the health services available to and the
health status of, the general population, including
specific comparisons of appropriations provided and
those required for such parity;
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“(2) a report on whether, and to what extent,
new national health care programs, benefits, initia-
tives, or financing systems have had an impact on
the purposes of this Act and any steps that the Sec-
retary may have taken to consult with Indian tribes
to address such impaet, including a report on pro-
posed changes in the allocation of funding pursuant
to section 808;

“(3) a report on the use of health services by
Indians—

“{A) on a national and area or other rel-
evant geographical basis;

“(B) by gender and age;

“(C) by source of payment and type of
service;

(D) comparing such rates of use with
rates of use among comparable non-Indian pop-
ulations; and

“(E) on the services provided under fund-
ing agreements pursuant to the Indian Self-De-
termination and Education Assistance Act;

“(4) a report of contractors concerning health

care educational loan repayments under section 110;
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*(5) a general audit report on the health care
educational loan repayment program as required
under section 110(n);

“(6) a separate statement that specifies the
amount of funds requested to carry out the prowi-
sions of section 201;

“(7) a report on infectious diseases as required
under section 212;

“(8) a report on environmental and nuclear
health hazards as required under section 214;

“(9) a report on the status of all health care fa-
cilities needs as required under sections 301{c)(2)
and 301(d);

“(10) a report on safe water and sanitary waste
disposal facilities as required under section
302(h)(1);

“(11) a report on the expenditure of non-service
funds for renovation as required under sections
305(a)(2) and 305(a)(3);

“(12) a report identifying the backlog of main-
tenance and repair required at Service and tribal fa-
cilities as required under section 314(a);

“(13) a report providing an aceounting of reim-
bursement funds made available to the Secretary



oo - 3 b B W R e

- . e e e el
o b B W R = D

297

296
under titles XVIII and XIX of the Social Security

Act as required under section 403(a);

“(14) a report on services sharing of the Serv-
ice, the Department of Veteran's Affairs, and other
Federal agency health programs as required under
section 412(e)(2);

“(15) a report on the evaluation and renewal of
urban Indian programs as required under section
5095;

“{16) a report on the findings and conclusions
derived from the demonstration project as required
under section 512(a)(2);

“(17) a report on the evaluation of programs as
required under section 513; and

“{18) a report on alcohol and substance abuse
as required under section T01(f).

*SEC. 803. REGULATIONS.

“{a) INITIATION OF RULEMAKING PROCEDURES.—

“{1) IN GENERAL.—Not later than 90 days
after the date of enactment of this Act, the Sec-
retary shall initiate procedures under subchapter I11
of ehapter 5 of title 5, United States Code, to nego-
tiate and promulgate such regulations or amend-
ments thereto that are necessary to carry out this
Act.
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“(2) PUBLICATION.—Proposed regulations to
implement this Act shall be published in the Federal
Register by the Secretary not later than 270 days
after the date of enactment of this Act and shall
have not less than a 120 day comment period.

“(3) EXPIRATION OF AUTHORITY.—The author-
ity to promulgate regulations under this Act shall
expire 18 months from the date of enactment of this
Act.

“(b) RuLEMAKING COMMITTEE.—A negotiated rule-

"making committee established pursuant to section 565 of

Title 5, United States Code, to carry out this section shall
have as its members only representatives of the Federal
(Government and representatives of Indian tribes, and trib-
al organizations, a majority of whom shall be nominated
by and be representatives of Indian tribes, tribal organiza-
tions, and urban Indian organizations from each service
area.

“(¢) ADAPTION OF PROCEDURES.—The Secretary
shall adapt the negotiated rulemaking procedures to the
unique context of self-governance and the government-to-
government relationship between the United States and
Indian Tribes.
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“(d) FAILURE TO PROMULGATE REGULATIONS.—

The lack of promulgated regulations shall not limit the
effect of this Act.

“(e) SUPREMACY OF PROVISIONS.—The provisions of
this Act shall supersede any econflicting provisions of law
(including any conflicting regulations) in effect on the day
before the date of enactment of the Indian Self-Deter-
mination Contract Reform Aet of 1994, and the Seecretary
is authorized to repeal any regulation that is inconsistent
with the provisions of this Act.

“SEC. 803. FLAN OF mxmmi.

“Not later than 240 days after the date of enactment
of this Aect, the Secretary, in eonsultation with Indian
tribes, tribal organizations, and urban Indian organiza-
tions, shall prepare and submit to Congress a plan that
ghall explain the manner and schedule (including a sched-
ule of appropriate requests), by title and section, by which
the Secretary will implement the provisions of this Act.
“SEC. B04. AVAILABRILITY OF FUNDS.

“Amounts appropriated under this Act shall remain
available until expended.

“SEC. 805. LIMITATION ON USE OF FUNDS APPROPRIATED
TO THE INDIAN HEALTH BERVICE.
“Any limitation on the use of funds contained in an

Act providing appropriations for the Department for a pe-
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riod with respect to the performance of abortions shall

apply for that period with respect to the performance of
abortions using funds contained in an Act providing ap-
propriations for the Service.
*SEC. 808. ELIGIBILITY OF CALIFORNIA INDIANS,

“(a) ELIGIBILITY.—

“(1) IN GENERAL.—Until such time as any
subsequent law may otherwise provide, the following
California Indians shall be eligible for hedlth services
provided by the Service:

“(1) Any member of a Federally recog-
nized Indian tribe.

*(2) Any descendant of an Indian who was
residing in California on June 1, 1852, but only
if such descendant—

“(A) is a member of the Indian com-
munity served by a local program of the

Service; and

“(B) is regarded as an Indian by the
community in which such descendant lives.

“(3) Any Indian who holds trust interests
in public domain, national forest, or Indian res-
ervation allotments in California.

“(4) Any Indian in California who is listed
on the plans for distribution of the assets of
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California rancherias and reservations under
the Act of August 18, 1958 (72 Stat. 619), and
any deseendant of such an Indian.

“(b) RULE OF CONSTRUCTION.—Nothing in this see-
tion may be construed as expanding the eligibility of Cali-
fornia Indians for health services provided by the Service
beyond the scope of eligibility for such health serviees that
applied on May 1, 1986.

“SEC. 807. HEALTH SERVICES FOR INELIGIBLE PERSONS.

“{a) INELIGIBLE PERSONS.—

“(1) IN GENERAL.—Any individual who—

“(A) has not attained 19 years of age;

“(B) is the natural or adopted child, step-
child, foster-child, legal ward, or orphan of an
eligible Indian; and

*(C) is not otherwise eligible for the health
services provided by the Service,

shall be eligible for all health serviees provided by

the Service on the same basis and subject to the

same rules that apply to eligible Indians until such
individual attains 19 years of age. The existing and
potential health needs of all such individuals shall be
taken into consideration by the Service in determin-
ing the need for, or the allocation of, the health re-
sources of the Service. If such an individual has
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been determined to be legally incompetent prior to
attaining 19 years of age, such individual shall re-
main eligible for such services until one year after
the date such disability has been removed.

“(2) Brouses.—Any spouse of an eligible In-
dian who is not an Indian, or who is of Indian de-
scent but not otherwise eligible for the health serv-
ices provided by the Service, shall be eligible for
such health services if all of such spouses or spouses
who are married to members of the Indian tribe
being served are made eligible, as a class, by an ap-
propriate resolution of the governing body of the In-
dian tribe or tribal organization providing such serv-
ices. The health needs of persons made eligible
under this paragraph shall not be taken into consid-
eration by the Service in determining the need for,
or allocation of, its health resources.

“(b) PROGRAMS AND SERVICES.—

“(1) PROGRAMS.—

“{A) IN GENERAL.—The Seeretary may
provide health services under this subsection
through health programs operated directly by
the Service to individuals who reside within the
service area of a service unit and who are not

eligible for such health services under any other
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subsection of this section or under any other

provision of law if—

“(i) the Indian tribe (or, in the case
of a multi-tribal service area, all the Indian
tribes) served by such service unit requests
such provision of health services to such
individuals; and

“(ii) the Secretary and the Indian
tribe or tribes have jointly determined
that—

“(I) the provision of such health
services will not result in a denial or
diminution of health services to eligi-
ble Indians; and

*(II) there is no reasonable alter-
native health program or services,
within or without the service area of
such service unit, available to meet
the health needs of such individuals.

“(B) FUNDING AGREEMENTS.—In the case
of health programs operated under a funding
agreement entered into under the Indian Self-
Determination and Educational Assistance Act,
the governing body of the Indian tribe or tribal
organization providing health serviees under
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such funding agreement is authorized to deter-
mine whether health services should be provided
under such funding agreement to individuals
who are not eligible for such health services
under any other subsection of this section or
under any other provision of law. In making
such determinations, the governing body of the
Indian tribe or tribal organization shall take
into account the considerations described in
subparagraph (A)(ii).

“(2) LIABILITY FOR PAYMENT.—

“(A) IN GENERAL—Persons receiving
health services provided by the Service by rea-
son of this subsection shall be liable for pay-
ment of such health services under a schedule
of charges preseribed by the Secretary which, in
the judgment of the Secretary, results in reim-
bursement in an amount not less than the ac-
tual cost of providing the health services. Not-
withstanding section 1880(c) of the Social Se-
curity Act, section 402(a) of this Act, or any
other provision of law, amounts collected under
this subsection, including medicare or medicaid
reimbursements under titles XVIII and XIX of
the Social Security Act, shall be credited to the
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account of the program providing the service
and shall be used solely for the provision of
health services within that program. Amounts
collected under this subsection shall be available
for expenditure within such program for not to
exceed 1 fiscal year after the fiseal year in
which collected.

“(B) SERVICES FOR INDIGENT PERSONS.—
Health services may be provided by the Sec-
retary through the Bervice under this sub-
section to an indigent person who would not be
eligible for such health services but for the pro-
visions of paragraph (1) only if an agreement
has been entered into with a State or local gov-
ernment under which the State or local govern-
ment agrees to reimburse the Service for the
expenses incurred by the Service in providing
such health services to such indigent person.
*{3) SERVICE AREAS.—

‘““(A) SERVICE TO ONLY ONE TRIBE.—In
themaeofasenriceareawtﬁel?aemonl}rone
Indian tribe, the authority of the Secretary to
provide health services under paragraph (1)(A)
ghall terminate at the end of the fiseal year sue-
ceeding the fiscal year in which the governing
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body of the Indian tribe revokes its concurrence

to the provision of such health services.

“(B) MULTI-TRIBAL AREAS—In the case
of a multi-tribal service area, the authority of
the Seeretary to provide health services under
paragraph (1)(A) shall terminate at the end of
the fiscal year succeeding the fiscal year in
which at least 51 pereent of the number of In-
dian tribes in the service area revoke their con-
currence to the provision of such health serv-
ices.

“(e) PURPOSE FOR PROVIDING SERVICES.—The
Service may provide health services under this subsection
to individuals who are not eligible for health services pro-
vided by the Service under any other subsection of this
section or under any other provision of law in order to—

“(1) achieve stability in a medical emergency;

(2) prevent the spread of a communicable dis-
ease or otherwise deal with a public health hazard;

“(3) provide care to non-Indian women preg-
nant with an eligible Indian’s child for the duration
of the pregnancy through post partum; or

“(4) provide care to immediate family members
of an eligible person if such care is direetly related
to the treatment of the eligible person.
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“(d) HosPiTAL PRIVILEGES.—Hospital privileges in
health facilities operated and maintained by the Service
or operated under a contract entered into under the Indian
Self-Determination Education Assistance Act may be ex-
tended to non-Service health care practitioners who pro-
vide services to persons deseribed in subsection (a) or (b).
Such non-Service health care practitioners may be re-
garded as employees of the Federal Government for pur-
poses of section 1346(b) and chapter 171 of title 28,
United States Code (relating to Federal tort elaims) only
with respect to acts or omissions which oecur in the course
of providing services to eligible persons as a part of the
conditions under which such hospital privileges are ex-
tended.

“(e) DEFINITION.—In this section, the term ‘eligible
Indian’ means any Indian who is eligible for health serv-
ices provided by the Service without regard to the provi-
sions of this section.

*SEC. 808. REALLOCATION OF BASE RESOURCES.

“(a) REQUIREMENT OF REPORT.—Notwithstanding
any other provision of law, any allocation of Service funds
for a fiseal year that reduces by 5 percent or more from
the previous fiscal year the funding for any recurring pro-
gram, project, or activity of a service unit may be imple-
mented only after the Secretary has submitted to the
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President, for inclusion in the report required to be trans-
mitted to the Congress under section 801, a report on the
proposed change in allocation of funding, including the
reasons for the change and its likely effects.

“(b) NONAPPLICATION OF SECTION.—Subsection (a)
shall not apply if the total amount appropriated to the
Service for a fiscal year is less than the amount appro-
priated to the Service for previous fiscal year.

“SEC. 809. RESULTS OF DEMONSTRATION PROJECTS.

“The Secretary shall provide for the dissemination to
Indian tribes of the findings and results of demonstration
projects conducted under this Act.

“SEC. 810. PROVISION OF BERVICES IN MONTANA.

“{a) In GENERAL.—The Secretary, acting through
the Service, shall provide services and benefits for Indians
in Montana in a manner consistent with the decision of
the United States Court of Appeals for the Ninth Circuoit
in MeNabb for MeNabb v. Bowen, 829 F.2d 787 (9th Cr.
1987).

“(b) RULE oF CONSTRUCTION.—The provisions of
subsection (a) shall not be construed to be an expression
of the sense of the Congress on the application of the deei-
sion deseribed in subsection (a) with respeet to the provi-
sion of services or benefits for Indians living in any State
other than Montana.
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“SEC. 811. MORATORIUM.

“During the period of the moratorium imposed by
Public Law 100—446 on implementation of the final rule
published in the Federal Register on September 16, 1987,
by the Health Resources and Services Administration, re-
lating to eligibility for the health care services of the Serv-
ice, the Service shall provide services pursuant to the eri-
teria for eligibility for such services that were in effect
on September 15, 1987, subject to the provisions of see-
tions 806 and 807 until such time as new criteria govern-
ing eligibility for services are developed in accordance with
section BO2.

“SEC. 812 TRIBAL EMPLOYMENT.

“For purposes of section 2(2) of the Aet of July 5,
1935 (49 Stat. 450, Chapter 372), an Indian tribe or trib-
al organization carrying out a funding agreement under
the Self-Determination and Education Assistance Act
shall not be considered an employer.

“SEC. 813. PRIME VENDOR.

“For purposes of section 4 of Public Law 102-585
(38 U.8.C. 812) Indian tribes and tribal organizations
carrying out a grant, cooperative agreement, or funding
agreement under the Indian Self-Determination and Edu-
cation Assistance Act (25 U.S.C. 450 et seq.) shall be
deemed to be an executive agency and part of the Service
in the and, as such, may act as an ordering agent of the
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1 Service and the employees of the tribe or tribal organiza-
2 tion may order supplies on behalf thereof on the same
3 basis as employees of the Serviee,

4 “SEC. 814. NATIONAL BI.PARTISAN COMMISSION ON INDIAN
5 HEALTH CARE ENTITLEMENT.

6 ‘“(a) ESTABLISHMENT.—There is hereby established
7 the National Bi-Partisan Indian Health Care Entitlement
8 Commission (referred to in this Aect as the ‘Commission’).
9 “(b) MEMBERSHIP.—The Commission shall be eom-
10 posed of 25 members, to be appointed as follows:

11 (1) Ten members of Congress, of which—

12 “(A) three members shall be from the
13 House of Representatives and shall be ap-
14 pointed by the majority leader;

15 “(B) three members shall be from the
16 House of Representatives and shall be ap-
17 pointed by the minority leader;

18 “(C) two members shall be from the Sen-
19 ate and shall be appointed by the majority lead-
20 er; and

21 “(D) two members shall be from the Sen-
22 ate and shall be appointed by the minority lead-
23 er;

24 who shall each be members of the committees of
25 Congress that consider legislation affecting the pro-
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vision of health care to Indians and who shall elect

the chairperson and vice-chairperson of the Commis-
sion.

*(2) Twelve individuals to be appointed by the
members of the Commission appointed under para-
graph (1), of which at least 1 shall be from each
service area as currently designated by the Director
of the Service, to be chosen from among 3 nominees
from each such area as selected by the Indian tribes
within the area, with due regard being given to the
experience and expertise of the nominees in the pro-
vision of health care to Indians and with due regard
being given to a reasonable representation on the
Commission of members who are familiar with var-
ious health care delivery modes and who represent
tribes of various size populations.

“(3) Three individuals shall be appointed by the

. Director of the Service from among individual who

are knowledgeable about the provision of health care
to Indians, at least 1 of whom shall be appointed

from among 3 nominees from each program that is
funded in whole or in part by the Serviee primarily
or exclusively for the benefit of urban Indians.

24 All those persons appointed under paragraphs (2) and (3)
25 ghall be members of Federally recognized Indian Tribes.
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“(c) TERMS.—

“(1) IN GENERAL.—Members of the Commis-
sion shall serve for the life of the Commission.

*{2) APPOINTMENT OF MEMBERS.—Members of
the Commission shall be appointed under subsection
{(b)(1) not later than 90 days after the date of enact-
ment of this Aet, and the remaining members of the
Commission shall be appointed not later than 60
days after the date on which the members are ap-
pointed under such subsection,

*(3) VACANCY.—A vacaney in the membership
of the Commission shall be filled in the manner in
which the original appointment was made.

“(d) Durties oF THE CoMMISsION.—The Commis-
sion shall carry out the following duties and functions:

“{1) Review and analyze the recommendations
of the report of the study committee established
under paragraph (3) to the Commission.

“(2) Make recommendations to Congress for
providing health services for Indian persons as an
entitlement, giving due regard to the effects of such
a programs on existing health care delivery systems
for Indian persons and the effect of such programs
on the sovereign status of Indian Tribes;
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“(3) Establish a study committee to be com-
posed of those members of the Commission ap-
pointed by the Director of the Service and at least
4 additional members of Congress from among the
members of the Commission which shall—

“{A) to the extent necessary to carry out
its duties, collect and compile data necessary to
understand the extent of Indian needs with re-
gard to the provision of health services, regard-
less of the location of Indians, including holding
hearings and soliciting the views of Indians, In-
dian tribes, tribal organizations and urban In-
dian organizations, and which may include au-
thorizing and funding feasibility studies of var-
ious models for providing and funding health
services for all Indian beneficiaries including
those who live outside of a reservation, tempo-
rarily or permanently;

“(B) make recommendations to the Com-
mission for legislation that will provide for the
delivery of health services for Indians as an en-
titlement, which shall, at a minimum, address
issues of eligibility, benefits to be provided, in-
eluding recommendations regarding from whom
such health services are to be provide,d and the
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cost, including mechanisms for funding of the
health services to be provided;

“(C) determine the effect of the enactment
of such recommendations on the existing system
of the delivery of health serviees for Indians;

“{D) determine the effect of a health sery-
ices entitlement program for Indian persons on
the sovereign status of Indian tribes;

“(E) not later than 12 months after the
appointment of all members of the Commission,
make a written report of its findings and ree-
ommendations to the Commission, which report
shall include a statement of the minority and
majority position of the committee and which
shall be disseminated, at a minimum, to each
Federally recognized Indian tribe, tribal organi-
zation and urban Indian organization for com-
ment to the Commission; and

“(F) report regularly to the full Commis-
sion regarding the findings and recommenda-
tions developed by the committee in the course
of earrying out its duties under this section.
“(4) Not later than 18 months after the date

of appointment of all members of the Commission,
submit a written report to Congress containing a

«8 3588 18
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recommendation of policies and legislation to imple-
ment a policy that would establish a health care sys-
tem for Indians based on the delivery of health serv-
ices as an entitlement, together with a determination
of the implications of such an entitlement syatem on
existing health care delivery systems for Indians and
on the sovereign status of Indian tribes.

“{e) ADMINISTRATIVE PROVISIONS.—

“(1) COMPENSATION AND EXPENSES.—

“{A) CONGRESSIONAL MEMBERS.—Each
member of the Commission appointed under
subsection (b)(1) shall receive no additional
pay, allowances, or benefits by reason of their
service on the Commission and shall receive
travel expenses and per diem in lien of subsist-
ence in accordance with sections 5702 and 5703
of title 5, United States Code.

“(B) OTHER MEMBERS.—The members of
the Commission appointed under paragraphs
(2) and (3) of subsection (b), while serving on
the business of the Commission (including trav-
el time) shall be entitled to receive compensa-
tion at the per diem equivalent of the rate pro-
vided for level IV of the Executive Schedule
under section 5315 of title 5, United States

«f 3508 I8



o000 =) 3 b B W R e

B e e e
RO REBE88 =3I ro e =B

316

315

Code, and while so serving away from home and
the member's regular place of business, be al-
lowed travel expenses, as authorized by the
chairperson of the Commission. For purposes of
pay (other than pay of members of the Commis-
sion) and employment benefits, rights, and
privileges, all personnel of the Commission shall
be treated as if they were employees of the
United States Senate.

*{2) MEETINGS AND QUORUM.—

“(A) MEETINGS.—The Commission shall
meet at the call of the chairperson.

“(B) QuoruM.—A quorum of the Commis-
sion shall consist of not less than 15 members,
of which not less than 6 of such members shall
be appointees under subsection (b)(1) and not
less than 9 of such members shall be Indians.
“{3) DIRECTOR AND STAFF.—

“(A) EXECUTIVE DIRECTOR—The mem-
bers of the Commission shall appoint an execu-
tive director of the Commission. The executive
director shall be paid the rate of basie pay
equal to that for level V of the Executive Sched-

ule.
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“(B) STAFF.—With the approval of the
Commission, the executive director may appoint
such personnel as the executive director deems
appropriate,

“{C) APPLICABILITY OF CIVIL SERVICE
LAWS.—The staff of the Commission shall be
appointed without regard to the provisions of
title 5, United States Code, governing appoint-
ments in the competitive service, and shall be
paid without regard to the provisions of chapter
51 and subchapter III of chapter 53 of such
title (relating to classification and General
Schedule pay rates).

*{D) EXPERTS AND CONSULTANTS.—With
the approval of the Commission, the executive
director may procure temporary and intermit-
tent services under section 3109(b) of title 5,
United States Code.

‘“(E) FacCILITIES.—The Administrator of
the General Services Administration shall locate
suitable office space for the operation of the
Commission. The facilities shall serve as the
headquarters of the Commission and shall in-

clude all necessary equipment and incidentals
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required for the proper funetioning of the Com-

mission.
“(f) POWERS.—

“(1) HEARINGS AND OTHER ACTIVITIES.—For
the purpose of carrying out its duties, the Commis-
gion may hold such hearings and undertake such
other activities as the Commission determines to be
necessary to carry out its duties, exeept that at least
6 regional hearings shall be held in different areas
of the United States in which large numbers of Indi-
ans are present. Such hearings shall be held to so-
licit the views of Indians regarding the delivery of
health eare services to them. To constitute a hearing
under this paragraph, at least 5 members of the
Commission, ineluding at least 1 member of Con-
gress, must be present. Hearings held by the study
committee established under this section may be
counted towards the number of regional hearings re-
quired by this paragraph.

“(2) STuDIES BY GAO.—Upon request of the
Commission, the Comptroller General shall eonduct
such studies or investigations as the Commission de-
termines to be necessary to carry out its duties.

#(3) COST ESTIMATES.—
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“(A) IN GENERAL.—The Director of the

Congressional Budget Office or the Chief Aetu-
ary of the Health Care Financing Administra-
tion, or both, shall provide to the Commission,
upon the request of the Commission, such cost
estimates as the Commission determines to be
necessary to carry out its duties.

‘“(B) REIMBURSEMENTS.—The Commis-
sion shall reimburse the Director of the Con-
gressional Budget Office for expenses relating
to the employment in the office of the Director
of such additional staff as may be necessary for
the Director to comply with requests by the
Commission under subparagraph (A).

*(4) DETAIL OF FEDERAL EMPLOYEES.—Upon
the request of the Commission, the head of any fed-
eral Agency is authorized to detail, without reim-
bursement, any of the personnel of such agency to
the Commission to assist the Commission in carry-
ing out its duties. Any such detail shall not interrupt
or otherwise affect the civil service status or privi-
leges of the federal employee.

“(5) TECHNICAL ASSISTANCE.—Upon the re-
quest of the Commission, the head of a Federal
Ageney shall provide such technical assistance to the
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Commission as the Commission determines to be
necessary to carry out its duties.

*(6) Use OF MAILS,—The Commission may use
the United States mails in the same manner and
under the same conditions as Federal Agencies and
shall, for purposes of the frank, be considered a
commission of Congress as described in section 3215
of title 39, United States Code.

“(T) OBTAINING lh‘FﬁRMATICIN.—-ThE Commis-
sion may secure directly from the any Federal Agen-
cy information necessary to enable it to carry out its
duties, if the information may be disclosed under
section 552 of title 4, United States Code. Upon re-
quest of the chairperson of the Commission, the
head of such agency shall furmish such information
to the Commission.

“(8) SUPPORT SERVICES.—Upon the request of
the Commission, the Administrator of General Serv-
ices shall provide to the Commission on a reimburs-
able basis such administrative support services as
the Commission may request.

“(9) PRINTING.—For purposes of costs relating
to printing and binding, including the cost of per-
sonnel detailed from the Government Printing Of-
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fice, the Commission shall be deemed to be a com-

mittee of the Congress.

“{g) AUTHORIZATION OF APPROPRIATIONS.—There
is authorized to be appropriated $4,000,000 to carry out
this section. The amount appropriated under this sub-
section shall not be deducted from or affect any other ap-
propriation for health care for Indian persons.

*SEC. 815. APPROPRIATIONS; AVAILABILITY.

“Any new spending authority (deseribed in subsection
(e)(2)(A) or (B) of section 401 of the Congressional Budg-
et Act of 1974) which is provided under this Act shall
be effective for any fiscal year only to such extent or in
such amounts as are provided in appropriation Acts.

“SEC. 818 AUTHORIZATION OF APPROPRIATIONS.

“There is authorized to be appropriated such sums
as may be necessary for each fiscal year through fiscal
year 2012 to carry out this title.”.

TITLE I—CONFORMING AMEND-
MENTS TO THE SOCIAL SECU-
RITY ACT

Subtitle A—Medicare

BEC. 301. LIMITATIONS ON CHARGES.

Section 1866(a)(1) of the Social Security Act (42
U.8.C. 1395¢¢(a)(1)) is amended—
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1 (1) in subparagraph (R), by adding a semieolon

2 at the end;

3 (2) in subparagraph (8), by striking the period

4 and inserting “; and”; and

5 (3) by adding at the end the following:

6 “(T) in the case of hospitals and critical access

7 hospitals which provide inpatient hospital services

8 for which payment may be made under this title, to

9 accept as payment in full for services that are cov-
10 ered under and furnished to an individual eligible for
11 the contract health services program operated by the
12 Indian Health Service, by an Indian tribe or tribal
13 organization, or furnished to an urban Indian eligi-
14 ble for health services purchased by an urban Indian
15 organization (as those terms are defined in section
16 4 of the Indian Health Care Improvement Act), in
17 accordance with sueh admission practices and such
18 payment methodology and amounts as are preseribed
19 under regulations issued by the Secretary.”.
20 BSEC. 202, INDIAN HEALTH PROGRAMS.
21 Section 1880 of the Social Security Act (42 U.S.C.
22 1395qq) is amended to read as follows:
23 “INDIAN HEALTH PROGRAMS

24 “SEC. 1880. (a) ELIGIBILITY FOR PAYMENTS.—The
25 Indian Health Serviee (referred to in this section as the

26 ‘Bervice’) and an Indian tribe or tribal organization, or
«8 3834 18
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an urban Indian organization (as those terms are defined
in section 4 of the Indian Health Care Improvement Act),
shall be eligible for payments under this title, notwith-
standing sections 1814(c) and 1835(d), if and for so long
as the Service, Indian tribe or tribal organization, or
urban Indian organization meets the conditions and re-
quirements for such payments which are applicable gen-
erally to the service or provider type for which the Service,
Indian tribe or tribal organization, or urban Indian orga-
nization seeks payment under this title and for services
and provider types provided by a qualified Indian health
program under section 1880A.

“(b) PERIOD FOR BILLING.—Notwithstanding sub-
section (a), if the Service, an Indian tribe or tribal organi-
zation, or urban Indian organization, does not meet all
of the conditions and requirements of this title which are
applicable generally to the service or provider type for
which payment is sought, but submits to the Secretary
within 6 months after the date on which such reimburse-
ment is first sought an acceptable plan for achieving com-
plianee with such conditions and requirements, the Serv-
ice, an Indian tribe or tribal organization, or urban Indian
organization shall be deemed to meet such conditions and
requirements (and to be eligible for reimbursement under
this title), without regard to the extent of actual compli-
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ance with such conditions and requirements during the
first 12 months after the month in which such plan is sub-
mitted.

“{e) DIRECT BILLING.—For provisions relating to
the authority of certain Indian tribes and tribal organiza-
tions to elect to directly bill for, and receive payment for,
health care services provided by a hospital or clinie of such
tribes or tribal organizations and for which payment may
be made under this title, see section 405 of the Indian
Health Care Improvement Act.

“(d) ComMuNITY HEALTH AIDES.—The Service or
an Indian Tribe or tribal organization providing a service
otherwise eligible for payment under this section through
the use of a community health aide or practitioner cer-
tified under the provisions of section 121 of the Indian
Health Care Improvement Act shall be paid for such serv-
ices on the same basis that such services are reimbursed
under State plans approved under title XIX.

“(e) TREATMENT OF CERTAIN PROGRAMS.—Not-
withstanding any other provision of law, a health program
operated by the Serviee or an Indian tribe or tribal organi-
zation, which collaborates with a hospital operated by the
Service or an Indian tribe or tribal organization, shall, at
the option of the Indian tribe or tribal organization, be
paid for services for which it would otherwise be eligible
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for under this as if the health program were an outpatient
department of the hospital. In situations where the health
program is on a separate eampus from the hospital, billing
as an outpatient department of the hospital shall not sub-
ject such a health program to the requirements of seetion
1867.

“(f) PAYMENT FOR CERTAIN NURSING SERVICES.—
The Service or an Indian tribe or tribal organization pro-
viding visiting nurse services in a home health agency
shortage area shall be paid for such services on the same
basis that such services are reimbursed under this title
for other primary care providers.

“(g) ALTERNATIVE METHODS OF REIMBURSE-
MENT.—Notwithstanding any other provision of law, the
Secretary may identify and implement alternative methods
of reimbursing Indian health programs for services reim-
bursable under this title that are provided to Indians, so0
long as such methods—

“(1) allow an Indian tribe or tribal organization
or urban Indian organization to opt to receive reim-
bursement under reimbursement ‘mﬂhudnlugieu ap-
plicable to other providers of similar services; and

*(2) provide that the amount of reimbursement
resulting under any such methodology shall not be
less than 100 pereent of the reasonable cost of the
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service to which the methodology applies under see-
tion 1861(v).”.
SEC. 203. QUALIFIED INDIAN HEALTH PROGRAM.

Title XVIII of the Social Security Act (42 U.S.C.
1395 et seq.) is amended by inserting after section 1880
the following:

“QUALIFIED INDIAN HEALTH PROGRAM

“SEC. 18B0A. (a) DEFINITION OF QUALIFIED IN-

DIAN HEALTH PROGRAM.—In this section:

*(1) IN GENERAL.—The term ‘qualified Indian

health program’ means a health program operated
by—

“(A) the Indian Health Serviee;

“(B) an Indian tribe or tribal organization
or an urban Indian organization (as those
terms are defined in section 4 of the Indian
Health Care Improvement Act) and which is
funded in whole or part by the Indian Health
Service under the Indian Self Determination
and Eduecation Assistance Act; and

“(C) an urban Indian organization (as so
defined) and which is funded in whole or in
part under title V of the Indian Health Care
Improvement Act.

“(2) INCLUDED PROGRAMS AND ENTITIES.—

Such term may include 1 or more hospital, nursing
« 354 18
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1 home, home health program, clinic, ambulance serv-
2 ice or other health program that provides a service
3 for which payments may be made under this title
4 and which is covered in the cost report submitted
5 under thig title or title XIX for the qualified Indian
6 health program.

7 “(b) ELIGIBILITY FOR PAYMENTS.—A qualified In-
8 dian health program shall be eligible for payments under

o

this title, notwithstanding sections 1814(¢) and 1835(d),
10 if and for so long as the program meets all the conditions
11 and requirements set forth in this section.

12 “{e) DETERMINATION OF PAYMENTS.—
13 (1) IN GENERAL.—Notwithstanding any other
14 provision in the law, a qualified Indian health pro-

15 gram shall be entitled to receive payment based on
16 an all-inclusive rate which shall be ealeulated to pro-
17 vide full cost recovery for the eost of furnishing serv-

18 ices provided under this section.

19 “(2) DEFINITION OF FULL COST RECOVERY.—
20 “{A) IN GENERAL.—Subject to subpara-
21 graph (B), in this section, the term ‘full cost re-
22 covery' means the sum of—

23 (i) the direct costs, which are reason-
24 able, adequate and related to the cost of
25 furnishing such services, taking into ac-
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count the unique nature, location, and
service population of the qualified Indian
health program, and which shall include di-
rect program, administrative, and overhead
costs, without regard to the customary or
other charge or any fee schedule that
would otherwise be applicable; and
“(ii) indirect costs which, in the case
of a qualified Indian health program—
“(I) for which an indirect cost
rate (as that term is defined in sec-
tion 4(g) of the Indian Self-Deter-
mination and Edueation Assistance
Act) has been established, shall be not
less than an amount determined on
the basis of the indireet cost rate; or
“(II) for which no such rate has
been established, shall be not less
than the administrative costs specifi-
cally associated with the delivery of
the services being provided.
*“(B) LiMrration.—Notwithstanding any
other provision of law, the amount determined
to be payable as full cost recovery may not be

reduced for co-insurance, co-payments, or
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deductibles when the service was provided to an

Indian entitled under Federal law to receive the

service from the Indian Health Service, an In-

dian tribe or tribal organization, or an urban

Indian organization or because of any limita-

tions on payment provided for in any managed

care plan.

“(3) OUTSTATIONING COSTS.—In addition to
full cost recovery, a qualified Indian health program
shall be entitled to reasonable outstationing costs,
which shall include all administrative costs associ-
ated with outreach and acceptance of eligibility ap-
plications for any Federal or State health program
including the programs established under this title,
title XIX, and XXI.

“(4) DETERMINATION OF ALL-INCLUSIVE EN-
COUNTER OR PER DIEM AMOUNT.—

“(A) In GENERAL—Costs identified for
services addressed in a cost report submitted by

a qualified Indian health program shall be used

to determine an all-inclusive encounter or per

diem payment amount for such services.
“(B) NoO BSINGLE REPORT REQUIRE-

MENT.—Not all health programs provided or

administered by the Indian Health Service, an
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Indian tribe or tribal organization, or an urban

Indian organization need be combined into a

single cost report.

“(C) PAYMENT FOR ITEMS NOT COVERED

BY A COST REPORT.—A full cost recovery pay-

ment for services not covered by a cost report

shall be made on a fee-for-service, encounter, or

per diem basis.

“{5) OPTIONAL DETERMINATION.—The full
cost recovery rate provided for in paragraphs (1)
through (3) may be determined, at the election of
the qualified Indian health program, by the Health
Care Finanecing Administration or by the State
agency responsible for administering the State plan
under title XIX and shall be valid for reimburse-
ments made under this title, title XIX, and title
XXI. The costs described in paragraph (2)(A) shall
be caleulated under whatever methodology yields the
greatest aggregate payment for the cost reporting
period, provided that such methodology shall be ad-
justed to include adjustments to such payment to
take into aceount for those qualified Indian health
programs that include hospitals—

“(A) a significant decrease in discharges;
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“(B) costs for graduate medical education
programs;

“(C) additional payment as a dispropor-
tionate share hospital with a payment adjust-
ment factor of 10; and

“(D) payment for outlier cases.

“(6) ELECTION OF PAYMENT.—A qualified In-

dian health program may elect to receive payment
for services provided under this section—

“(A) on the full cost recovery basis pro-
vided in paragraphs (1) through (5);

*{B) on the basis of the inpatient or out-
patient encounter rates established for Indian
Health Service facilities and published annually
in the Federal Register;

*(C) on the same basis as other providers
are reimbursed under this title, provided that
the amounts determined under paragraph
(e)(2)(B) shall be added to any such amount;

“(D) on the basis of any other rate or
methodology applicable to the Indian Health
Service or an Indian Tribe or tribal organiza-
tion; or
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“(E) on the basis of any rate or methodol-
ogy negotiated with the agency responsible for
making payment.

“(d) ELECTION OF REIMBURSEMENT FOR OTHER
SERVICES.—

“(1) IN GENERAL.—A qualified Indian health
program may elect to be reimbursed for any serviee
the Indian Health Service, an Indian tribe or tribal
organization or an urban Indian organization may
be reimbursed for under section 1880 and section
1911.

“(2) OPTION TO INCLUDE ADDITIONAL SERV-
ICES.—An election under paragraph (1) may in-
clude, at the election of the qualified Indian health
program—

*(A) any service when furnished by an em-
ployee of the qualified Indian health program
who is licensed or certified to perform such a
service to the same extent that such service
would be reimbursable if performed by a physi-
cian and any service or supplies furnished as in-
cident to a physician's service as would other-
wise be covered if furnished by a physician or

as an incident to a physician’s service;
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“(B) screening, diagnostic, and therapeutic
outpatient services including part-time or inter-
mittent sereening, diagmostic, and therapeutic
gkilled nursing care and related medical sup-
plies (other than drugs and biologicals), fur-
nished by an employee of the qualified Indian
health program who is lieensed or certified to
perform such a service for an individual in the
individual's home or in a community health set-
ting under a written plan of treatment estab-
lished and periodically reviewed by a physician,
when furnished to an individual as an out-
patient of a qualified Indian health program;

“(C) preventive primary health services as
described under sections 329, 330, and 340 of
the Public Health Service Act, when provided
by an employee of the qualified Indian health
program who is licensed or certified to perform
such a service, regardless of the location in
which the service is provided;

*{D) with respect to services for children,
all services specified as part of the State plan
under title XIX, the State child health plan
under title XXI, and early and periodic sereen-
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ing, diagnostic, and treatment services as de-
seribed in seetion 1905(r);

“(E) influenza and pneumococeal immuni-
zations;

*“(F) other immunizations for prevention of
communicable diseases when targeted; and

“(G) the cost of transportation for provid-
ers or patients necessary to facilitate access for
patients.”

Subtitle B—Medicaid

BEC. 211. PAYMENTS TO FEDERALLY-QUALIFIED HEALTH

Section 1902(a)(13) of the Social Security Act (42
U.8.C. 1396a(a)(13)) is amended—

(1) in subparagraph (B), by striking “and” at

the end;

(2) in subparagraph (C), by adding “and” at

the end; and

(3) by adding at the end the following:

“(D)(i) for payment for services deseribed
in section 1905(a)(2)(C) under the plan fur-
nished by an Indian tribe or tribal organization
or an urban Indian organization (as defined in
section 4 of the Indian Health Care Improve-
ment Act) of 100 percent of costs which are

«f 3538 I8
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reasonable and related to the cost of furnishing
such services or based on other tests of reason-
ableness as the Secretary prescribes in regula-
tions under section 1833(a)(3), or, in the case
of services to which those regulations do not
apply, the same methodology used under section
1833(a)(3), and '

“(ii) in the ease of such services furnished
pursuant to a econtract between a Federally-
qualified health center and a medicaid managed
care organization under section 1903(m), for
payment to the Federally-qualified health center
at least quarterly by the State of a supple-
mental payment equal to the amount (if any) by
which the amount determined under clause (i)
exceeds the amount of the payments provided
under such contract.”.

BEC. 2112 BTATE CONBULTATION WITH INDIAN HEALTH

FROGRAMS.

Section 1902(a) of the Social Security Act (42 U.S.C.
1396a(a)) iz amended—

and

(1) in paragraph (65), by striking the period;

(2) by inserting after (65), the following:
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*(66) if the Indian Health Service operates or

2 funds health programs in the State or if there are
3 Indian tribes or tribal organizations or urban Indian
4 organizations (as those terms are defined in Section
5 4 of the Indian Health Care Improvement Aect)
6 present in the State, provide for meaningful con-
7 sultation with such entities prior to the submission
8 of, and as a precondition of approval of, any pro-
9 posed amendment, waiver, demonstration project, or
10 other request that would have the effect of changing
11 any aspect of the State's administration of the State
12 plan under this title, so long as—
13 “(A) the term ‘meaningful consultation’ is
14 defined through the negotiated rulemaking
15 process provided for under section 802 of the
16 Indian Health Care Improvement Aet; and
17 “(B) such consultation is carried out in
18 collaboration with the Indian Medicaid Advisory
19 Committee established under section 415(a)(3)
20 of that Act.”.
2] SEC. 213. FMAP FOR SERVICES PROVIDED BY INDIAN

22 HEALTH PROGRAME.

23 The third sentence of Section 1905(b) of the Social
24 Security Aet (42 U.S.C. 1396d(b)) is amended to read as
25 follows:
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“Notwithstanding the first sentence of this section, the
Federal medical assistance percentage shall be 100 per
cent with respect to amounts expended as medical assist-
ance for services which are received through the Indian
Health Service, an Indian tribe or tribal organization, or
an urban Indian organization (as defined in section 4 of
the Indian Health Care Improvement Act) under section
1911, whether directly, by referral, or under contracts or
other arrangements between the Indian Health Service,
Indian tribe or tribal organization, or urban Indian orga-
nization and another health provider."”.
BEC. 214. INDIAN HEALTH SERVICE PROGRAMS,

Section 1911 of the Social Security Act (42 U.S.C.

1396j) is amended to read as follows:
“INDIAN HEALTH SERVICE PROGRAMS

“BEc. 1911. (a) IN GENERAL.—The Indian Health
Service and an Indian tribe or tribal organization or an
urban Indian organization (as those terms are defined in
section 4 of the Indian Health Care Improvement Act),
shall be eligible for reimbursement for medical assistance
provided under a State plan if and for so long as such
Bervice, Indian tribe or tribal organization, or urban In-
dian organization provides serviees or provider types of a
type otherwise covered under the State plan and meets
the conditions and requirements which are applicable gen-

erally to the service for which it seeks reimbursement
-8 3838 18
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under this title and for services provided by a qualified
Indian health program under section 1880A.

“(b) PERIOD FOR BILLING.—Notwithstanding sub-
section (a), if the Indian Health Service, an Indian tribe
or tribal organization, or an urban Indian organization
which provides services of a type otherwise covered under
the State plan does not meet all of the conditions and re-
quirements of this title which are applicable generally to
such services submits to the Seeretary within 6 months
after the date on which such reimbursement is first sought
an aceeptable plan for achieving compliance with such con-
ditions and requirements, the Service, an Indian tribe or
tribal organization, or urban Indian organization shall be
deemed to meet such conditions and requirements (and to
be eligible for reimbursement under this title), without re-
gard to the extent of actual eompliance with such condi-
tions and requirements during the first 12 months after
the month in which such plan is submitted.

“(e) AUTHORITY TO ENTER INTO AGREEMENTS.—
The Secretary may enter into agreements with the State
agency for the purpose of reimbursing such agency for
health care and services provided by the Indian Health
Service, Indian tribes or tribal organizations and urban
Indian organizations, directly, through referral, or under

contracts or other arrangements between the Indian
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Health Service, an Indian tribe or tribal organization, or
an urban Indian organization and another health eare pro-

vider to Indians who are eligible for medical assistance

under the State plan.

Subtitle C—State Children’s Health
Insurance Program
SEC. 221. ENHANCED FMAP FOR STATE CHILDRENS
HEALTH INSURANCE PROGRAM.
(a) IN GENERAL.—Section 2105(b) of the Social Se-
curity Act (42 U.8.C. 1397ee(b)) is amended—

(1) by striking “For purposes” and inserting
the following:

“{1) IN GENERAL.—Subject to paragraph (2),
for purposes'; and

(2) by adding at the end the following:

“(2) SERVICES PROVIDED BY INDIAN PRO-
GRAMS.—Without regard to which option a State
chooses under section 2101(a), the ‘enhanced
FMAP' for a State for a fiscal year shall be 100 per
cent with respeet to expenditures for child health as-
sistance for services provided through a health pro-
gram operated by the Indian Health Service, an In-
dian tribe or tribal organization, or an urban Indian
organization (as such terms are defined in section 4

of the Indian Health Care Improvement Aet).”.
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(b) CONFORMING AMENDMENT.—Section
2105(e)(6)(B) of such Act (42 U.B.C. 1397ee(c)(6)(B))
is amended by inserting “an Indian tribe or tribal organi-
zation, or an urban Indian organization (as such terms
are defined in section 4 of the Indian Health Care Im-
provement Act)” after “Service”.

SEC. 222 DIRECT FUNDING OF STATE CHILDREN'S HEALTH
INSURANCE PROGRAM.

Title XXI of Social Security Act (42 U.S.C. 1397aa
et seq.) is amended by adding at the end the following:
“SEC. 2111 DIRECT FUNDING OF INDIAN HEALTH PRO-

GRAMS,

“(a) IN GENERAL.—The Secretary may enter into
agreements direetly with the Indian Health Service, an In-
dian tribe or tribal organization, or an urban Indian orga-
nization (as such terms are defined in section 4 of the
Indian Health Care Improvement Act) i'i}r such entities
to provide child health assistance to Indians who reside
in a service area on or near an Indian reservation. Such
agreements may provide for funding under a block grant
or such other mechanism as is agreed upon by the Sec-
retary and the Indian Health Service, Indian tribe or trib-
al organization, or urban Indian organization. Such agree-
ments may not be made eontingent on the approval of the
State in which the Indians to be served reside.
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“(b) TRANSFER OF FUNDS.—Notwithstanding any
other provision of law, a State may transfer funds to
which it is, or would otherwise be, entitled to under this
title to the Indian Health Service, an Indian tribe or tribal
organization or an urban Indian organization—

“(1) to be administered by such entity to
achieve the purposes and objectives of this title
under an agreement between the State and the en-
tity; or

“(2) under an agreement entered into under
subsection (a) between the entity and the See-
retary.”.

Subtitle D—Authorization of
Appropriations
BEC. 331. AUTHORIZATION OF APPROPRIATIONS.

There is authorized to be appropriated such sums as
may be necessary for each of fiscal years 2000 through
2012 to earry out this title and the amendments by this
title.

TITLE III—-MISCELLANEOUS

PROVISIONS
BEC. 301. REPEALS,

The following are repealed:

(1) Section 506 of Public Law 101-630 (25
U.S.C. 1653 note) is repealed.
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(2) Section T12 of the Indian Health Care
Amendments of 1988 is repealed.
BEC. 302. SEVERABILITY PROVISIONS.

If any provision of this Act, any amendment made
by the Act, or the application of such provision or amend-
ment to any person or circumstances is held to be invalid,
the remainder of this Act, the remaining amendments
made by this Act, and the application of such provisions
to persons or circumstances other than those to which it
is held invalid, shall not be affected thereby.

o]
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The CHAIRMAN. Our panel will be John Callahan, assistant sec-
retary, Management and Budget, Department of Health and
Human Services; Melissa McNiel, Cherokee Nation of Oklahoma;
Barbara Namias, director, Community Health Program, North
American Indian Center in Boston; and Denis Turner, South Cali-
Burnia Tribal Chairmen’s Association. If you would come to the

Liik] i

Okay, if we could move on with this panel. We have a very lim-
Lt:d ﬁm, as I mentioned to the first panel. And if our guests could

sen "

We'll start with John Callahan, assistant secretary, Management
and Budget for the Department of Health and Human Services.

STATEMENT OF JOHN CALLAHAN, ASSISTANT SECRETARY
FOR MANAGEMENT AND BUDGET, DEFPARTMENT OF HEALTH
AND HUMAN SERVICES

Mr. CALLAHAN. Thank you, Chairman Campbell.

I have a full statement for the record.

The CHAIRMAN. Yes; we'll include that in the record. And if you
would limit your comments to what this little light up here says,
I would appreciate it.

Mr. CALLAHAN. Right. I want to thank you and Senator Inouye,
the ranking member, for inviting us here today.

With regard to my oral statement, we want to commend the com-
mittee for moving this legislation forward. It basically is done in
the process of tribal consultation, which as you know, the Depart-
ment has taken the lead among many departments of having a
strong tribal consultation process with regard to our budget and all
our policies. So we commend you in that d.

Our detailed statement indicates the Department's views on
many of the provisions in S. 2526. Let me say at the outset, we are
very supportive of a number of the provisions including the ele-
vation of the Director of IHS, Dr. Truyjillo, to the position of Assist-
ant Secretary of Indian Health. And we also support many of the
advances in the bill, particularly those dealing with diabetes fund-
ing, which the President has proposed to continue at a level of $30

ion a year, as well as other authorizations for infectious disease
and the modernization and establishment of epidemiological cen-
ters in Indian Country.

We're also encouraged by the provisions of the bill that talk
about expanded authorizations for health services to urban Indi-
ans. We do know a number of urban Indians receive health services
off the reservation, but there are many more that could receive
those services, and we are supportive of many of the efforts that

you're making in that ;
There are a number rovisions in the bill, both in title III and
title IV, that we feel further consideration by the committee.

In title III, in the area of facilities, the requirements to come for-
ward with an annual facility plan, the additional burden that
would cause, over and above the current priority list that the IHS
develops, would be something that we'd have to look at carefully.
But there are also further fiscal and feasibility analyses that have
to be taken with regard to the loan guarantee and loan repayment
programs, that are also proposed in the bill.
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With regard to title IV, which is Medicaid and Medicare amend-
ments, we would remind the committee that within the last 4 or
5 years, we have worked very closely together, with HCFA and
IHS, to provide up to date and streamlined reimbursements for
Medicare and Medicaid to IHS. This has resulted in an increase of
$196 million flowing to [HS facilities.

We also had the gzopusal, as you know, which you've adopted,
where there should no premium and cost sharing for American
Indian children under the SCHIP program. At the same time, we
must make note that the public health service programs that are
run by IHS and Medicare and Medicaid are in many ways dis-
tinctly different programs. Medicare and Medicaid have distinct
rules about payments and eligibility. And we would like to work
further with the committee about the problems that we see in that
part of the bill.

Also we would say on neﬁiated rulemaking, as the committee
knows, oftentimes that can be very constructive. But it has to be
done in oftentimes a circumscribed manner, so that you will get to
the end, you will have a consensus on negotiated rulemaking and
not just have continuous meetings without any progress whatso-
ever. That would not be helpful either to the American Indian com-
munity or to the providers.

But let me end on a positive note, Chairman Campbell. We think
that 5. 2526 is a very, very positive step in the ri ht direction. The
Department and the Adminmstration is committed to working with
the committee in further consultation in those areas where we still
have some questions. So we would like to thank you for your efforts
in%ﬁﬂ' f Mr. Callah dix.)

statement of Mr. an appears in appendix.

The CHAIRMAN, Well, thank you for that support.

I would remind you that we introduced this in May, as I remem-
ber. But it's my understanding that we sent you some &aperwurk
on it to review the bill 10 months ago. And so if we do that again,
I would hope you would get back to us earlier and give us some
input on it.

And with that, oh, by the wa?', Dr. Trujillo, are you here as a re-
source person for Mr. Callahan?

Mr. TrRUJILLO. Yes; I am.

The CHAIRMAN. All right, so we'll go ahead to Ms. McNiel, then.

STATEMENT OF MELISSA McNIEL, EXECUTIVE OFFICER,
OFFICE OF PRINCIPAL CHIEF, CHEROKEE NATION

Ms. McNIEL. Thank you. Good afternoon, Senator Campbell,
Senator Inouye and members of the committee.

I am Melissa McNiel, the executive officer of the Cherckee Na-
tion. And I am here toda{nto deliver Cherokee Nation's strong sup-
port for S. 2526. As you know, Cherokee Nation is the second larg-
est tribe with over 213,000 tribal members. We were one of the
first tribes to enter into a self-determination contract and a self-
governance compact to deliver our health care services.

We operate six outpatient clinics with very limited resources. By
operating our own health care system, we have been able to reduce
the Federal bureaucracy, enhance local control and make efficiency
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improvements which have allowed us to better meet the needs of
our tribal members.

As I look around this room today and see many friends, I want
to tell each of you that Cherokee {Intin:n applauds your many ef-
forts in addressing the unmet health care needs in Indian Country.
You have once again done this through the introduction of this leg-
islation, and we appreciate that.

We believe that this bill not only strengthens the tribes, but it
also enables Indian Health Service and health ncies to better
serve tribal members. We believe it helps the Federal agencies to
become true partners, strun%:dvucatas and helpful resources for
all tribes. We are pleased that the tone of this bill is that the
health status objectives for Indians should be at least as good as
the U.S. population as a whole.

The focus of my testimony today is title IV, which provides con-
structive ways for Indians to benefit from federally-funded health
programs, in addition to the Indian Health Service. This is a criti-
cal concept, since the funding for Indian health programs does not
meet the needs of Indian people.

And now I want to make a few specific recommendations on title
IV. We recommend that section ¢) include language to address
the inequalities in health care funding, both in the Federal health
system and the Indian health system. These inequalities are docu-
mented in the level of need funded study commissioned by Con-
gress and published by Indian Health Service in December 1999.

We recommend that the premiums and copays for Medicare part
B be waived in section 419(b}{2) to mumﬁeﬂic&m access for In-
dian elders.

Also because many Indian elders have lived their entire lives in
areas of high unemployment and have not been able to meet the
required quarter's work for Medicare eligibility, we recommend
that all Indian elders be deemed eligible for Medicare. Medicare
cover for Indian elders is so critical because of the horrifying
rate of diabetes. And to illustrate this point a little further, I want
to tell you a quick story that our Chief Smith tells about his memo-
rable encounter with diabetes and its effects.

Ruth was a tribal member who he would see from time to time
and always enjoyed visiting with her. One time he saw her and she
had a foot missing. He asked her why she had a foot missing, and
she told him that the doctor had to cut it off due to her having dia-
betes. The next time he saw her, she had her leg missing. The next
time it was the other foot, the other time the other leg.

Then he heard one day that she had passed away. E’nfﬁrtunat.ely,
this story is the rule in Indian Cuunl.? and not the exception. And
we must do more to fight against this horrible disease.

We also recommend a clarification of the wording in section
423(a) to distinguish between public and private heaﬁg care plans
and the tribe's authority to bﬂrthe State directly for public health
plans. We also recommend that reasonable costs be tied to a spe-
cific standard such as not less than the amount Medicare would
pn%IHS for the same service.

e also have a couple other recommendations in this title that
are spelled out in the written testimony that I have submitted and
won’t go into for a lack of time.



346

But I want to make two brief statements on title V and title VI.
About one-half of Cherokee Nation's tribal members live outside of
our service area due to Federal policies that encouraged relocation
by the BIA as well as the lack of employment opportunities in rural
Oklahoma. We are very glad that the urban programs deliver
health services to our ur Indian populations.

All of us in this room has tried to bring national attention and
focus to the health status of Indian people. We have had some suc-
cesses and some failures. We believe that the provisions in title VI
will enable us to more effectively advocate for the unmet health
care needs in Indian Country.

In conclusion, I just want to say that we believe S. 25626 simply
allows Congress to fulfill promises made to tribes and enables
tribes to operate their health systems more efficiently. Thank you
fﬂr]r this opportunity to testify in support of this very important leg-
islation.

[Prepared statement of Ms. McNiel appears in appendix.]

The CHAIRMAN. Thank you for those important comments on dia-
betes. I frankly don't know of an Indian family that hasn’t been af-
fected by it. You spoke of the lady with the foot that was ampu-
tated, my grandmother’s atepbmt{ler had his legs cut off three
times. That might sound impossible to cut three times with just
two legs, but that's what actually happened, is they cut one leg off
below the knee, and then they had to cut the other one off, and
that still didnt stop it, then they had to cut it off just below the
thigh. So he lost his leg three times before he finally passed away.

it has a devastating effect, not only on the person, but on the
whole family, too. So I recognize that. Thanks for those comments.

And please wish our friend, Wilma Mankiller, we hope she's in
good health and that retirement does have some virtues.

Ms. McNIEL. Thank you.

The CHAIRMAN. Thank you.

Barbara, if you'd like to continue, please.

STATEMENT OF BARBARA NAMIAS, PRESIDENT, NATIONAL
COUNCIL OF URBAN INDIAN HEALTH

Ms. Namias. Good afterncon, Honorable Chairman and commit-
tee members. My name is Barbara Namias. I'm president of the
National Council of Urban Indian Health. I'm a member of the St.
Regis Mohawk Tribe and also the health director of the North
American Indian Center of Boston.

On behalf of NCUIH and its 31 member organizations, I would
like to express our appreciation for this opportunity to testify be-
fore your committee on the reauthorization of the Indian Health
Care Improvement Act.

On Nfa.rch 8, 2000, the former president of NCUIH, Kay
Culbertson, presented detailed testimony on the technical aspects
of the Indian Health Care Imgrcwement Act. I will not repeat that
detailed analysis here. What I would like to do is address certain
issues not addressed in the March 8 testimony. In particular, the
absence of urban Indian in the Congressional policy statement for
5. 2526, the definition of urban Indian and the status of the Okla-
homa City Clinic and the Tulsa clinic.
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Let me begin by saying that working with the National Steering
Committee has been one of my best experiences in Indian Country.
We were able to achieve an extraordinary level of consensus, prov-
ing that by working together, we can accomplish more than by
working separately.

As a result, NSUIH strongly supports the recommendations of
the National Steering Committee for the reauthorization of the In-
dian Health Care Improvement Act, which form the basis of S.
2526. We have raised, however, with the National Steering Com-
mittee, certain issues which relate to urban Indians which need to
be addressed.

The first issue concerns a Congressional policy statement in S.
2526. The Indian Health Care Improvement Act currently provides
that it is the policy of the United States to achieve the highest pos-
sible health status to both Indian and urban Indians. The law goes
on to say that it is the intent of the Congress that the United
States meet certain health objectives with respect to both Indians
and urban Indians by the year 2000. This is current law.

For some reason, S. 2526 does not, however, include a reference
to urban Indians in the equivalent paragraphs. Removing urban
Indians from these important policy statements would imply that
the Congress no longer considers health status of urban Indi-
ans to be a national priority. We have been informed that this was
an oversight. We strongly urge the restoration of urban Indian to
section 3, subsection 1 and 2, of S. 2526.

The second issue relates to the definition of urban Indian was

changed in a manner which would eliminate some Indians cur-
rently eligible for services at urban Indian programs. This has been
explai as an unintended omission, and there has been general
consensus on the National Steering Committee to restore the origi-
nal | e,
I would El.k e to comment briefly on why the definition of urban
Indian has, since initial passage of the Indian Health Care Im-
provement Act in 1976, been drafted to reflect the diverse makeup
of the urban Indian community. Most urban Indians moved to the
cities because of some Federal p or action, including one, the
BIA relocation program, which relocated 160,000 Indians to cities
between 1953 and 1962. Today, the children, grandchildren and
great-grandchildren of these Indians are still in the cities. They
maintain their Indian identity even if in some cases they have been
ungge to re-establish ties, including formal membership with their
tribes.

Two, the failure of Federal economic policies on reservations,
which has forced many Indians to become economic refugees in the
cities. Three, the termination of tribes, many of which have not yet
been restored to recognition. Four, the marginalization of tribal
communities such that they exist but are not federally recolgmzed

Five, Indian services in the U.S. military which brought Indians
into the urban environment. And six, the General Allotment Act,
which made some Indians U.S. citizens, many of whom lost their
lands and had to move to nearby cities and towns. Seven, court
sanctioned adoption of Indian children by non-Indian families. And

eight, boarding schools.
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Some of these Federal policies were designed to force assimila-
tion and to break down tribal governments. Others may have been
intended, at some misguided level, to benefit Indians but failed
miserably.

The result of this course of dealing, however, iz the same: The
creation of an urban Indian community which is extremely diverse.
In a 1976 report, the House noted that the Congress has a respon-
sibility to assist urban Indians in achieving a life of decency and
self-sufficiency, and has acknowledged that it is in part because of
the failure of former Federal Indian policies and p ms on the
reservations that thousands of Indians have sought a better way of
life in the cities.

Unlike the Indian population on reservations, most but not all
urban Indians are members of federally recngnjzed tribes. Yet they
are all Indian. They are all recognized as Indians by their commu-
nity, their circumstances are principally the result of Federal In-
dian policies. They are deserving morally and Ieﬁall_v of support
from the Federal Government in achieving the highest possible
health status.

Finally, I would like to address the status of the Oklahoma City
clinic and the Tulsa clinic. Both clinics would like to be established
as permanent ams. However, section 512 of 5. 2526 would
only make the Tulsa clinic a permanent program. We believe that
it is in the interest of the Oklahoma City urban Indian client popu-
lation that the Oklahoma City clinic also be established as a per-
manent program.

The National Council of Urban Indian Health thanks this com-
mittee for its support for urban Indians. We also thank the com-
mittee for this opportunity to provide testimony on the reauthoriza-
tion of the Indian Health Care Improvement Act.

[Prepared statement of Ms. Namias appears in appendix.]

The CHAIRMAN. Thank you for s ng up for urban Indians.
Out of the approximately $2.3 billion IHS budget, about $27 mil-
lion to ur Indians, and vet half the Indians in America live
in ur areas. And I think most of us are aware that they're pret-
ty under-served. So thanks for your comment.

Let me also apologize before I go any further to Melissa. Now 1
know why you're so knowledgeable about health care, because you
helped formulate some of the languafs that's in this bill, and you
were here on a fellowship last year. And I'm sorry, it's part of age,
I guess, I apologize for that. Thanks for coming back to testify.

And Virginia, Ms. Hill, I had on my chart for people who are tes-
tifying a Denis Turner. Is there a connection? Are you speaking in
his place?

s. HILL. Yes; I am.
The CHAIRMAN. Okay, that will be fine. Why don’t you go ahead.

STATEMENT OF VIRGINIA HILL, SOUTHERN INDIAN HEALTH
COUNCIL, INC.

Ms. HiLL. He was unable to attend today, and I'm here with
Ralph Goff, who is the chairman of the Campo Band of Kumei and
also the president of the Southern California Tribal Chairmen’s As-
sociation.
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As you are aware, there are two Indian provisions in TANF, the
first, equitable access to services that the Governor had to assure
to, and the second being direct funding to tribes so they could run
their own TANF pro s. Currently, there are 21 tribal TANF
programs and 20 pending, including tﬂe Torres Martinez in South-
ern California.

As you are aware, one of the major problems to providing any
gervice in Indian Country is transportation. Tribal members must
fill out one application for cash assistance on the reservation and
then seek transportation to go to a county welfare office to apply
for Medicaid ang food stamps. What we're proposing is a one stop
application by providing all welfare related services on the reserva-
tion.

It's just a short, a very short amendment that we're requesting.
And the language is, Indian tribes that administer a tribal TAN%‘
K{r:ﬁ:-am are authorized to determine eligibility for the Federal

icaid prcgmm, We have support, there is a resolution that was
assed by NCAI in 1998 in support of this effort, and also au]i\.lpurt
etters from the Cherokee Nation, the Dsalge Nation, tribal chair-
men and several others that were sent to Paul Moorehead's office.

Thank you very much.

[Prepared statement of Ms. Hill on behalf of Ralph Goff and
Denis li‘\.u'rmr appears in appendix.]

Senator INOUYE [assuming Chair]. I would like to ask a few

uestions if I may. I would like to preface this by indicating that
?am not a mathematician. But according to the numbers and sta-
tistics provided this committee, there are 556 federally recognized
tribes. t is correct, is it not?

And according to the report, 146 of these tribes receive health
care services from the Indian Health Service, is that correct?

Mr. TRuJILLO. Of the 558 federally-recognized tribes, over one-
half are presently contracting or com ng tribes. Those other
tribes are handled through the Health Service.

Senator INOUYE. According to the numbers that we have, 431
tribes are self-governance or compact tribes, is that correct?

Mr. TRUJILLO. That's pretty close to the number. It's over one-
half the federally-recognized tribes are right now self-governance
and contracting tribes.

Senator INOUYE. One-half?

Mr. TRUJILLO. Over one-half at the present time.

Senator INOUYE. So the numbers that we have are not correct?

Mr. ’I‘Rﬁ!.mm. ru ha;e to make tﬁu;ebo that thmi!'ndnuarﬁbers are ?:E
rect. Right now we're dealing wi ut 558 federally-recogni
tﬁbeal.{‘gver one-half of those tribes are now compacting or con-
tracting. As you recognized, the Alaska tribes and native villages
are also inclusive of tﬁ:.

Senator INOUYE. Well, I will give the full numbers. According to
the numbers, there are 556 federally-recognized tribes, 146 are
served by THS and they receive 58 percent of the budget; 431 are
self-governance tribes, and they receive 42 percent of the budget;
431 receiving 42, 146 receiving 58.

And about 48 percent of the total population of American Indian-
Alaska Natives reside in urban areas, about 1 million, for their
health services we have set aside $27.8 million. Is that correct?
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Mr. TRUJILLO. In regards to the funding that tribes get and also
that those urban programs, there are approximately 34 urban pro-
grams across the United Sates, it is through title V. The majority
of Indian Health Service funding does go to tribes and self-govern-
ance compacting, and to those tribes who wish to remain within
the delivery system of Indian Health Service.

Senator INOUYE. I hope you will get together with the staff to
clarify this. Because according to the written numbers we have
here before me, that's what it says, and it just doesn't make sense
that you would spend nearly 60 percent of the budget for 146 tribes
and 40 percent of the moneys for 431 tribes. So will you have this
clarified?

Mr. TrRuJILLO. Yes; we will. But you have to remember that our
funding is not per capita. It's based upon the various previous
budget allocation. We also fund a number of facilities, the majority
of Indian Health Service facilities, of course, are off, are not in the
urban centers, but rather in reservations or remote sites such as
Alaska or other places like that.

Senator INOUYE. I would like to get those numbers, also, because
I would like to see if we are appropriately funding the self-govern-
ance tribes. It would apt;J:;ea: from the numbers that have been pro-
vided to the committee that they are not appropriately funded.

Now, I do not want to come to that conclusion, but that is what
the numbers tell me here.

Mr. TrRUJILLO. Is this in regard to the self-governance tribes?

Senator INOUYE. According to—I will read this here. Self-govern-
ance tribes receive 42 percent of the IHS budget, which is $2.39 hil-
lion. And they manage 13 hospitals, 160 health centers, 3 school
health centers and 236 health stations and native village clinics. Is
that wrong?

Mr. TrRuJILLO. That's approximately right. The majority of the
self-governance tribes are also quite small in regards to numbers
and also locations.

Senator INOUYE. And then it says here, and I am quoting, “direct
health care services”, that is what you provide, account for 58 per-
cent of the IHS budget, and 36 hospitals, 58 health centers, 4
school health centers and 44 health stations. Fifty-eight percent for
146 tribes, 42 percent for 431 tribes.

Mr. TRUJILLO. Correct. Fairly correct. Within those direct service
tribes, you also have the Navajo Nation, which is the largest tribe
in the United States.

Senator INOUYE. So if you work it out, I want to get a better un-
derstanding. And also, the population figures. Because if these
numbers are placed here without explanation, one would get the
impression that a lot of money is being spent for bureaucracy, and
it is not beueﬁtm‘,g"l‘nd:an Country.

Mr. TrUJT e will give you appropriate numbers. In fact, the
Indian Health Service has unhe of the lm;est a%::unt of admm-
tive overhead in regards to the program base. The majority o -
ing does go to tribes, direct sel:'v'ines, as well as ur?l']an programs.
So your impression, or others' impression, could be a mistake in
that regard.
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Senator INOUYE. And the measure before us is a bill that was
made by Indian Country, is that not correct? Who represents In-
dian Country here?

Ms. McNIEL. I do.

Senator INOUYE. Are you satisfied with this measure?

Ms. McNIEL. Well, as I stated in my testimony, the Cherokee
Nation does support this bill strongly. We do have several rec-
ommendations that we submitted in our testimony.

Senator INOUYE. And Indian Country has had appropriate input
in the drafting of this measure?

Ms. McNIEL. As you know, there was a Natmnal Steering Com-
mittee that was put tugether that had appointed tribal representa-
tives from the 12 areas of Indian Health Service. And it went
through, they held several regional consultation conferences
throughout the country where people could come and offer m]i\ ut.

So yes, it is a bill that has gone through tribal consultation,
of input from the tribes.

However, nothing, you know, takes the place of a tribe having
their sovereignty to have input on things. So with that said, yes,
the bill has had lots of tribal input.

Senator INOUYE. Are you satisfied that the self-governance tribes
?ure dr:::-::-nt.\enl: with the funding provided? Are they happy with the

n ]

Ms. McNieL. Well, of course, the funding for Indian Health care
in itself is terrible. I don’t know what other word to use. It's so
under-funded. And I'd like to refer back to the study that I referred
to in my comments on the level of need funded study, which was
a study that was commissioned by Congress to look at the inequal-
ities in Indian Health Care funding, not only in the Indian health
care system, but also throughout the Federal system.

Indian health care funding, compared to the Federal system, a
Federal employee receives health benefits that averages, I think it's
about $2,800 per person. And Indian Health Service average is
about $1,450 per l]:emon And I just want to add, since I'm from
Uklahuma that Oklahoma is the lowest funded. And we're at $856
per person.

Senator INOUYE. I ask the question because | want it for the
record. | am well aware of the discrepancies and the unfairness
and the inequity. But we need it for the record here.

I know for example that the doctors in the Public Health Service
are paid less than Defense Department doctors or Veterans Admin-
istration doctors. And their work is just as valuable, if not more
valunhle than many of those other physicians. So the imaquit:,‘ur runs

through the w ole system.
. McNIEL. Yes, sir.

Senator INOUYE. Are you satisfied that the services provided by

self- govemance tribes are just as good as those provided directly by

Ms McNIEL. Oh, absolutely. I iemna]ly think that self-govern-
ance tribes that deliver their own health care system provide better
health care. And the reason I say that is that people tend to gener-
alize tribes as Indian ‘:[:;eosle But every tribe is unique. And the
health care needs of in ual tribes are also unique.
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And a tribe that delivers their own health care system can tailor
and redesign their health care system to meet those unique needs
of those individual tribal members.

Senawl;lfuw. In general, do the professionals, I!-l.l:;.'l as tﬂgﬂéi'
cians, in the OVErnance program, receive pa ual to t
the public hﬁnlthlgﬂicers? ¢ HRa

. McNIEL. I'm not sure I can answer that in general. I think
that, I want to say yes. And the reason I want to say that is be-
cause the quality afytﬂl:! self-governance, and I'm speaking on be-
half of Cherokee Nation, because we are self-governance and de-
liver our own health care, that the quality of our providers is top,
is rated at the top.

So I guess in general I would want to say yes, but I don't know
that for a fact. I've not done an analysis of that.

Senator INOUYE. 1 have several questions, int:ludilf those pre-
pared by the chairman of the committee, which I would like to sub-
mit to all of you for your consideration and reaﬁonm

So with that, on behalf of the chairman, I thank all of you. And
with that, the ﬁearing is adjourned.

[Whereupon, at 2:56 p.m., the committee was adjourned, to re-
convene at the call of the Chair.]
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ADDITIONAL MATERIAL SUBMITTED FOR THE RECORD

PREPARED STATEMENT OF HoN, BEN NIGHTHORSE CAMPBELL, 1.5, SENATOR FROM
Co , CHAIRMAN, COMMITTEE ON INDIAN AFFAIRS

Good afternoon. The committee will come to order. Today's hearing marks the
third in a series of hearings mm:.dmnf 5. 2526, the Reauthorization of the Indian
Health Care Impruvemant Act of 1976 [act], legislation I introduced along with Sen-
atm- I earlier this

%ﬁ act forms t ]egxl cornerstone for the provision of health services to
Ind:.ln pﬂuple, and its importance cannot be oversta

American Indians and Alaskan Natives continue to suffer the worst health status
of any racial or ethnic ip in America. As I have stated before, Native people suf-
fer diabetes at a rate that u: three times that of the general pupu]ahnn and aleohol-
ism and cancer at rates that are six times greater than the general population. The
statistics are appalling, yet it must be rmg:aad that the overall status of Indian
health has vastly improved over the last years, an improvement that can be
largely atiributed to efforts of Congress, the tribes and the Indian Health Serv-
ice operating together and pursuant to authorizations granted under this act.

First passed in 1976, the Indian Health Care Improvement Act has been reau-
thorized four times. mUvaﬂ.llmrpnunufﬂmutmtwﬂfﬂl& No. 1, to address and
mmm:lma the health disparities among Native le in a coherent ma.mmr. and No.
2, to encourage and maximize the number of ve people involved and participat-
iny mhuilhuudnllva mﬂammmuu

ditionally, this reauthorization seeks to reaffirm key principles with the pas-

sage of this msllhml First, we recognize that federally ed health services
for Native people are consistent with the unigue | itical Federal-tribal
relahaluhlp Second, we reiterate that a goal of the United States is

rovide the ltjfmdqumt.rtynf th resources nece to elevate the
h th status of American Indian and Alaskan MNative people to the level enjoyed

most Americans.
Fmal] and congistent with long-standing pm'miplu of Indian self determination
m,wemnhmwtg‘:trm importance lb]nrmnnln:j:mmd
ative pation, to maximum extent possible, in the planning,
u‘]mmm ementation of health services.

S8, 2526 is the uct of hundreds of hours of hard work and is the culmination
of tireless efforts of Indian tribes, urban health centers and the Administration to
develop a draft bill th“ermdu flexibility in the operation of Indian Health pro-
grams ensures their

] tndl;mﬂfocuaunﬂ!mmporhntupocu of the reauthorization
legislation: No. 1, title IV, which deals with third party billing, and serves as an
important source of cash-flow for Indian Health Service operations and allows them
mhthuFmru]dnﬂnhnharNo,E.ﬁun?,whmhwthmmthawmnf
heahhnﬂmmurbmlndmtﬁmughnmntpmgmmmmbnnlnﬂmnoﬁm
tions; and No. 3, title VI, which deals with the organizational structure of In-
dian Health Service.

(353)
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Important changes have been made to each of the titles of the bill we will discusa
today. For instance, cha.nfu have been made to title IV which makes permanent
and mﬂ; a demonstration program that allows tribes to collect reimbursements
for i and Medicaid directly from Federal sources, rather than continuing the
current convoluted process which requires a tribe to send their billing the
IHS which, in turn, seeks reimbursement on the tribes behalf.

Changes to title ¥ would streamline the processes for grant applications and con-
tracting, and expands authorizations for the provision of services by urban pro-
m, including eligibility for diabetes grants and the operation of the community

re tative

Title vides that Office of the Director of the Indian Health Service shall
be elevated to the position of Assistant Secretary for Indian Health within the De-
partment of Health and Human Services, a change supported by this Committee,
the tribes, as well as the Degan.ment Title V1 also provides for the establishment
of an automated management information system.

These changes are far reaching in their implications and 1 am looking forward to
hearing from our witneases today.

As we all know, there are barely 256 days remaining in the 106th Congress and
there is much work for this committee to do. It is my intention that the committes
report this legislation in this Congress and lay the groundwork for its continued
consideration 1n the 107th Gngg!m The comments we hear today will do much to
further the development of 5. 2526.

PREPARED STATEMENT OF Hon. ByroN L. Dorcan, U.S. SENATOR FROM NORTH
DarOTA

Mr, Chairman, | want to thank you for convening this hearing on legislation to
reauthorize the indian Health Care Improvement Act IIHCLH.].niu ha:ﬁm docu-
mented at the earlier hearings on this subject, there is a health care crisis occurring
in Indian country. Native Americans are still 5.3 times more likely to die of tuber-
culosis, 4.4 times more likely to die of chronic liver disease and cirrhosis, 2.5 times
more i }iﬂmdinufdiahetasfaﬁmmelikalyhdininmmdﬂm, and nearly
t“?m “nIt:ulI’hm .t:hjul;md(.‘.% address these problems f the

t i vi important t Congress as part o reau-
thorization of the [HC[AFWMEI'I is scheduled to expire on September 30 of this .
The IHCIA is the major adarallaww\rmizfthadaliw?ufhulth care to Native
Americans, and it authorizes funding for health service delivery, programs to help
ensure an adequate supply of Indian health professionals, health care facility con-
struction, and health services for urban Indians, among other things.

This is the third in a series of four he the committee has planned on reau-
thorization of the IHCIA, I'm pleased, Mr. Chairman, that you have agreed to let
me chair the fourth hvu.ﬁ% on this :mgm-h.nt g along with Senator Conrad
next Friday, August 4 in Bismarck, ., This fial huﬁn;wi]li’hcu:mhﬂuﬂi
and VIII of the reauthorization legislation, as well as Native Americans’ access to
mﬁpﬁm drugs. I will submit a longer statement for the record at next week's

‘I'Iligkm again, Chairman Campbell for your work and leadership on this issue.

PREPARED STATEMENT OF CHARLIE C PrESIDENT, NANA REGIONAL
CORPORATION, INC.

name is Charlie is, and | am the president of NANA Regional Corpora-
tiotllflne. one of the 12 Al MNative Regional Corporations created pursuant to
the Alaska Native Claims Settlement Act for the natives of northwest Alaska.
th;::rpl wnrﬁll.ﬂﬂﬂ Inupiat shareholders. i v
NANA's as a native corporation is to ide j ities
its shareholders. ra‘“"m employs over Tmu emplnyuu,m of m share-
holders. Employees in full time, non-te tions ve benefits, including
health insurance, NANA is self insured for h care benefits.
MNANA has seen a significant increase in the cost of its health care benefits in the
muwmlg;anuuﬁw]tufrabi]lin;hylndimuﬂﬂ:tiwmﬁﬁﬁuninning
th care facilities in Alaska under-funding agreements pursuant to ndian
Self-Determination and Education ﬁﬂmm
I have reviewed a copy of the testimony of Mr. Jacob Adams, president of Arctic
Slope Regional Coﬁntinn. on 8. 2526, which 1 understand has previously been
ided to you. NANA agrees with the comments made by Mr. Adams. Like ASRC,
A, and not the Federal Government, is being asked to pay for the health care
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services of 1u| Alaska Native shareholder employees. This result is not compatible
with Con ! intent to provide, at the Federal Government's expense, health care
services for Alaska Natives.

Accordingly, NANA supports the adoption of section 408(g) of 5. 2526.
‘Ihmkymf r the opportunity to comment.

PREPARED STATEMENT OF GREGORY E. PYLE, CHIEF, CHOCTAW NATION OF

OKLAHOMA
Chairman Campbell, members of the committee, ladies and gentlemen: Thank you
for the ity afforded the Choctaw Nation of Oklahoma to provide testimony

before such a distinguished body on this vital piece of legislation.

The Choctaw Nation is located in the extreme southeast comer of QOklahoma. Cur
historical boundaries encompass 10%: counties. Our tribal enrollment exceeds
140,000 Choctaws and they are scattered throughout the United States and across
international boundaries. health service population is over 40,000, treati pna
marily Choctaw, but our open door policy assures that we will see many
resentatives crft.lnn 5567 federally recognized tribes. Hll'.l}’ of our are poor, Iw-
ing well below the national atand.l.rd Three of the counties within Choctaw Na-
tion have the lowest income rates in Oklahoma. Quality health care provided by the
Choctaw Nation is a necessity for the people in our service area. not a luxury. The
wﬂty of people that we serve have no other choice. We are their only access to

We take much pride in the direction the Choctaw Nation is moving. On July 14,
1999, we opened a new hospital in Talihina, OK. We built this $28 million, 144, 000
square foot, facility leloctuw Nation ﬂnllnﬂ, not Federal dollars. We were try-
h;gh provide hanlth care to our population in an old TB sanitarium, built in the

This was unacceptable to us. As you can see, the delivery of qua.'tlt:r health
care to our people is our first priority.

With this in mind, allow me to make comments on the proposed legislation. In
the interests of exped the committee’s considerations, and making our com-
ments as hel upnlllgﬁ,lwﬂlhabnaf
Title 1: Human Resources and Development.

Any health care uymm cannot function without trained and qualified health care

iders. Title I attempts to bring that qualification responsibility to I’.he local level,
g‘mmn rqmmmanui‘w ualified personnel. This is the goal, an
mummo-d :.fmlmuumthatmammwm mona]peorpl ow-
ever, attracti umm& roviders is a large issue with us, While it is beautiful and
scenic in the mtion, it is a great distance to large cities and all those
things that cities ean ﬂ{:mwda.mla at the top level nel'ﬂ:nrngmfmmnu vitate
toward the cities, wi economic and education advantages. ities
must be established maﬂutlmhonl such &s ours, who have difficulties in recruit-
ing. Enhanced scholars H:Ytgmpm muﬂbeprmdedwrﬂ:mmfnlﬁl]menh in-
creased for service in H A.rw:‘!'humnnt:nawmi,
but ltlaem-tnhaw fn]lmbjﬂ:awlmdt We hope the committee will

it for this
Tithll.llulth&nrim
The Choctaw Nation of Oklahoma was one of the first tribes to contract for all
the Indian Health Services provided to its citizens (1985). lnm-l we entered into
:hﬂam self-governance agreement and have been aggress :amautnur
lmuw that the Indian Health Senrma bud ly inad-
and the Administration to pay tnmrmqum
furmu'uud years 2001, 2002 and subsequent years mﬂl
nnttnduw mmﬂunamhmunm tnthad:npmtyinﬂw
ndian Health Services, when viewed from two perspectives: First, com
ﬂumara]pnpn]lmn,lmimnd when looked at IHS mmnmu.ﬁ.m—
cent study, mndwctadunﬂcrthamspﬂunﬂl-lﬂ md:ﬂlﬂhlmlofmdﬁmﬂln:
study, estimated that IHS fun was less than 12 percent of the funding spent
mlmynmﬂngmpafm-ln subjects [m'ga:u were substantially
supported in heal nt]. This severe underfundin
means a lack of services for all Indian h-nn-mpmmbdnt}r recipients of the Fadarlg
Gownmtlnnddmuu,tht]nulnfnmdnndyfoundﬂmml]ismmu
were receiving 2% times the amount of funding other areas were receiving. Due to
historical other factors, the Oklahoma area is the lowest in per capita funding
among all IHS service areas. We ask spe Iythatﬂunwlurﬂl director,
Indian Health Service, that any new and beyond the level in the cur-
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rent a iations cycle, be distributed under the methodol nted the
level nwm funded workgroup. W - by

Diabetes is an illness connected to Native American populations in a disportionate
percentage. Diabetes is killing and disabling our Indian pecple at alarmingly in-
creasing rates. Early onset of type 1l diabetes, for instance, is now showing up in
children, a situation which did not exist just 20 years ago. Tribal must
receive increesed funding for diabetes. Funding must not be mmmTphM
in a contracting status, such as in the 150 million dollars diabetes demonstration
¥M We are competent to spend the money appropriately. The level of fundi
or this disease should be increased, and the number of different services provid
should be increased. In Oklahoma, for instance, the Choctaw Nation, in conjunction
with the University of Oklahoma, is seeking funding for the establishment of a Reg-
:t:jf to aid in identification and early treatment of this condition. This r?shjr

d be replicated and expanded throughout the State. Early detection, and diabe-
tes prevention programs for those determined to be at risk, are key to getting a han-
dle on this silent killer of Native Americans.

Title ITI: Health Facilities.

The Choctaw Nation took the mapumi‘uiliH, and built, a new hmglemt.g] We were
on the Indian Health Service facilities list. However, it would have eart be-
fore we would have been funded. Also, we were able to build our ital for almost
20 million dollars less than the Indian Health Service had estimated. The Choctaw
Nation has also built an ambulatory clinic at Pouteau, OK through the joint venture
program with Indian Health Service. We all ackno that there will never be
m appropriated to keep our hospital and clinics up to the profession’s
8 . We must innovative, using pro such as joint venture. We ask
Congress to work closely with tribes and the Indian Health Service in these efforts.
We offer ourselves as examples of what can be done, and we assure the committee
we will work with any other tribes who seek to benefit from OUr experiences.

Title IV: Access

Tribal programs which have used their own initiative to move forward into con-
I.rml‘.mﬁ and compacting have set the standard for Indian Health Service in billing
and collecting for third y reimbursements, In thnﬁeﬁnduflitﬂsnrm budget
increases, this is the life-bloed of our health programs. Choctaw Nation of Okla-
homa is one of four tribal in a demonstration that allows for di-
rect billing from third . We ask that the Choctaw Nation of Oklahoma be al-
llnwad to retain that statns, We n.}uo, would support opening partici tilal: in this

emonstration project to any tribal program wishing to participate. For these rea-
gong, we thank the committee for its actions on 5. 406, a bill to accomplish these
tasks, and promise to work for its in the House.
Title V: Health Services for U Indians.

The Choctaw Nation recognizes that Indian pecple do move to larger cities seek-
inﬁmp]oymant and education. Section 512 has become a mﬁnar divisive issue for
tribes and urban programs in Oklahoma. The Oklahoma Ci? rban Center and the
Tulsa Urban have been in demonstration status for 7 years. Section 512
would make these two programs permanent and would them outside the scope
of Indian self-determination. This action would set a precedent that is con-
trary to self-determination and Self ance for Indian tribes and their citizens,
as well as with the intent of all other legislation concerning services for Indian peo-
ple. Services and resources to support those services are tied to fadnrl.]l& recognized
tribes that have a reservation land base or a prawmlﬁ defined land , which
resulted from individual treaties between tribes and the United States.

The demonstration authorization of funding for Federal Urban Indian Health
Services resources, outside the mpnnsibili?' of tribuéautubli-hu the precedent
that any group of Indian citizens or and individual Indian can have Congress set
them up in business independently without honoring the Federal/tribal government

to government relationship. While the two demonstration proj in Oklahoma City
an Tﬂmhawaddrmoéhu]thmmﬁda.m are ¢ absent of any input
and/or icipation of the tribal governments, which are authorized to represent

the Indian citizens to whom they are providing services. Before any final action is
taken on this section, we suggest field hearings in Oklahoma to ad this issue.
Title VI: Organizational Improvements.

The Choctaw Nation supports the elevation of the Director of Indian Health Serv-
ice to the level of Assistant Secretary.
Title VII: Behavioral Health.

The Choctaw Nation supports additional funds to assist our patients in the men-
mmtr I.folrm‘.utinga. mvg.wedﬂnﬂﬂt;mﬂm ;:iﬂ'lt

center concep or & programs. , in-pal

treatment without intense participation by the families or those uipu'gmnt to the
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patients have failed. ional programs located 3 to 4 hours from patient homes are
not workable, or accessible to other working family members. lars provided for
these regional R:Ingrnml should be made available to local programs that are under-
funded. lars must remain at the local level.
O naian Tiralth Se rograms th load fo

ian rvice p carry the major r assuring a minimum
E.Iality of life for your constituents, and my constituents. The Cho-cgaw Mation of

klahoma is among the leaders in taking the responsibility for these ams and

their administration onto tribal shoulders. The health care of its people is the first
priority of the Choctaw Nation. I appreciate the upEm'tunity to share my statements
with the committee. Positive and ongoing dialog will make the relationship between
H'mT;J.SI.tGovernment and our tribal government stronger.

ank you
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STATEMENT OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES
ON
8. 2526 - TO AMEND THE INDIAN HEALTH CARE IMPROVEMENT ACT
TO REVISE AND EXTEND SUCH ACT

July 26, 2000

Mr. Chairman and Members of the Committee:

Good afternoon, | am pleased to testify today on behalf of the Secretary of the Department of
Health and Human Services on this historic legislation, 5.2526, the Indian Health Care
Improvement Act Reauthorization of 2000. Today, [ am accompanied by Dr. Michael Trujille,
Direcior of the Indizn Health Service (HIS), Mr. Michel Lincoln, Deputy Director, Mr. Gary
Hartz, Acting Director of the Office of Public Health, and Dr. Craig Vanderwagen, Director,

Division of Clinical and Preventive Services, Office of Public Health.

Since Dr. Trujillo last testified before this Commintee, the Department has continued 1o review
and analyze this complex and expansive proposal as reflected in 8. 2526, The Indian Health
Care Improvement Act (THCIA) was originally enacted in 1976 1o provide additional guidance
and puthority for the programs of the federal government that deliver health services to American
Indian/Alaska Matives. The reauthorization of this comerstone authority provides an
oppartunity for all of us to revisit the original intent of this legislation, and examine the Act in
light of the many changes that have occurred in the health care environment during the past 24

YEars.
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The [HS has the responsibility for the delivery of health services to Federally recognized
American Indian and Alaska Natives {AL/AN) through a system of [HS, tribal, and urban (ITU)-
operated facilities and programs based on treaties, judicial determinations, and Acts of Congress.
The mission of the agency is to raise the physical, mental, social, and spiritual health of
American Indians and Alaska Natives (AUAN) to the highest level, in partnership with the
population served. The agency goal is to assure that comprehensive, culturally acceptable
personal and public health services are available and accessible to the service population. And,
the Department's responsibility is to uphold the Federal government's obligation to promole
healthy AVAN people, communities, and cultures and to honor and protect the inherent

sovereign rights of tribes.

The Tribal Steering Committee Draft bill, upon which 5. 2526 was based, was submitted 1o
Congress by tribes directly and does not necessarily represent the Administration’s views on
policies. The Tribal and urban Indian health care proposals now contained in this bill
recommend the most sweeping changes in the history of the [HCIA. 8. 2526 contains
recommendations that require careful analysis to determine the full impact of the bill’s many

recommendations.

In drafting the bill, tribal and urban Indian representatives placed no parameters or limitations on
changes that they might consider or recommend for the reauthorization of THCLA. This bill
includes new requirements for THS by establishing new and expanded authorities, which will

increase cxpectations and place additional pressures on [HS' ability to operate programs within
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its limited appropriation. We have concemns that these expansions would detract from IHS"
ability to carry out its mission of providing basic health care services to AIVANs. Also, since
many of the new provisions convert granis into programs available for tribal Self-Determination
contracts and compacts, the associated Contract Support Costs could increase proportionately.
The FY 2001 Budget included a historic $230 million increase for IHS. Even though this is the
largest funding increase ever requested, [HS would not be able to implement these expanded

5. 2526 contains eight (8) titles that encompass most of the health related provisions in the
existing THCLA: Title 1, Indian Health, Human Resources and Development; Title I1, Health
Services; Title 11, Facilities; Title IV, Access to Health Services, Title V, Health Services for
Urban Indians; Title VI, Organizational Improvements; Title VI, Behavioral Health Programs;
and Title VIII, Miscellaneous, The Administration is in the process of reviewing the many new
provisions proposed in the tribal draft legislation in the context of the President's Budget. We are
not prepared today 1o provide the Committee with a formal position on this expansive legislation

without completing a thorough review. We will share with you today our views to date on some

of the provisions contained in 5.2526.

The purpose of this title is to ensure that Indian health programs have an adequate supply of
trained professionals able to provide culturally appropriate care. In order to achieve this goal,

Title | includes provisions for the education and training of health care professionals. Many
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provisions in the existing statute are proposed to be amended to accommodate the rapid pace of
change in the health fields in future years. We note that Sec. 105 — Indian Health Professions -
combines two separate scholarship programs into one section. Underﬂw existing stafute, Sec.
104 contains the Indian Health Service Scholarship Program and Sec. 120 contains the Matching
Grants program. These two programs are separafe in their administration and we would -

recommend they remain separate in the reauthorization of this provision.

Title I: Health Servi
A number of provisions in Title I of the bill will assist in our efforts to reduce unnecessary
disease and injury and raise Indian health to the highest possible level. There are many health
care priorities in Indian Country, but effective prevention and treatment of diabetes and its
related complications must rank among the highest. Sec. 204 of the bill would institutionalize the
progress we are making with the diabetes program funded under the Balanced Budget Act off
1997, by establishing an ongoing national program within the IHC1A. This would be
comparable 1o the President’s proposal to amend the diabetes program in the Balanced Budget
Act lo continue funding for this important program. Sec. 212 would update and expand our

tuberculosis program (o focus more broadly on all communicable and infectious diseases,

Section 224(s) clasifies that patients receiviag contract heshih sorvices (CHS) authosized by the
Service will not be liable for payment of charges or costs associated with provision of those
services. This protection, logether with additional protections in Title IV, would provide greater
peace of mind for Indian patienis who worry about dunning letters and damage to their credit
because of CHS provider attemipts to recover payments from them as well as from the Service.

5



Title I0i: Faciliti
Sec. 301(a)(2) provides for newly constructed or renovated facilities, whenever practicable, to

meet the construction standards of any nationally recognized accrediting bodies, not just JCAHO,
This provision recognizes the expanding number of accrediting bodies; however, the Secretary

does not recognize all of them for the various provider fypes they accredit. Because it appears as
though the intent is (o assure that constrection and renovation funds maximize the likelihood of
the facility being able to collect Medicare and Medicaid payments, it may be more appropriate to

revise this provision of the bill to reflect that intent.

5. 2526 greatly expands agency program reporting requirements. We have general concerns
about the overall reporting burden placed on THS because it could require the diversion of
resources from other much necded programs, incleding patient care, facility maintenance and
oither critical areas of the THS programs. In addition, of concem is the new provision in Sec.
301(c) that would require the Secretary to report annually on the needs for health care facilities
construction, including the renovation and expansion needs of existing facilities. While the first
year report to Congress does not require consultation with Tribes, THS would need to develop a
baseline description of existing facilities and determine the need based on existing programs,

facility conditions, facility efficiency and other factors,

Section 303(b) eliminates applicability of Diavis Bacon wage rates for construction of Indian
Health Service facilities. The Administration has significant concems about this provision. The

Administration is firmly commitied to maintaining the important worker protections provided by
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the Davis-Bacon Act which applies to workers employed by contractors and subcontractors

performing on Federal or Federally-assisted construction projects.

Sec. 310 provides new authority for joint ventures between THS and Tribes as an alternative to
the Jong wail on the THS facilities construction priority list. This proposed authority could assist
the THS and Tribal health programs in meeting the construction needs of facilities, which average
30 years of age, and maintenance and repair of many of the facilities in Indian country.

Before moving ahead on any new Joint Venture projects in the future, THS will need to examine
the following issues: a) find a way to integrate and prioritize joint ventares with the THS
Facilities Construction Priority Lists; b) ensure that long term costs associated with staffing and
operations are consistent with IHS standards for providing health care facilities and services to
Federally Recognized American Indians and Alaska MNatives can be accommodated by futare
funding levels; and, c) assure the funding committed to Joint Venture projects addresses priority

needs for health care facilities and the delivery of health care services with the highest relative

need.

In many respects, the changes in Title [V are the most far-reaching changes in the bill, both for
the IHCTA and for the Social Security Act. We currently do not have cost estimates for this bill.
In addition, we have not thoroughly assessed every provision for administrative feasibility and

consistency with the President’s Budget. I will highlight some provisions in this title.
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Many of the changes in Title I'V and conforming amendments to the Social Secunty Act focus on
provider payment issues. Previous amendments to the [HCLA and the Social Security Act allow
.DT-"UI to bill Medicare and Medicaid in certain, limited ways and were intended to provide
sccess to additional funds to supplement, not replace the IHS appropriation.#Since those carlier

amendments, both the general health system and [ndian health have changed dramatically.

It iz important 1o remember that there are fundamental differences between public health
programs like [HS and many other HHS health programs, and health insurance programs like
Medicare and Medicaid. Public health programs generally have limited funds, but they have
broad discretion on how those funds may be used, Exactly the opposite is the case with
Medicare and Medicaid, which are health insurance programs that guarantee payment with
unlimited Federal funds, but place their limits on both the type of benefits and the categories of
individuals for which those funds can pay, Tt is not surprising that IHS and HCFA programs,

starting with such basic differences, have developed some incompatibilities,

Title I, sec. 203 adds a number of detailed provisions for a new provider type called a Cualified
Indian Health Program (QIHP), for I'T/Us that want to participate in Medicare and Medicaid.
The QIHFP provisions contain a pumber of exceptions to the usual coverage, payment, and other
rules for those programs. While creation of an Indian-specific provider type could address
problems Indian providers face, the proposed QIHP is extremely complex and would present a

number of difficulties in its administration.
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Similarly, sec. 423 sets out a series of managed care payment rules and exceptions which may
have unintended adverse consequences. In a growing number of States, health is dominated
by managed care. Exempling Indian health from such systems could leave Indian providers and
their patients without access lo the significant advantages of increased benefits and care
coordination common to such managed care systems. A simpler and more effective approach

needs to be developed to address these issues.

Some proposed solutions in the bill are broader than necessary (o address the underlying
problems. For example-we understand that some people have read the current Emergency
Medical Treatment and Active Labor Act (EMTALA) to require that Indian clinics transport
emergency patients to their parent hospital even when an appropriate transfer to a closer hospital
is warranted. As HCFA stated in its recent regulation conceming provider-based status, HCFA
does not actually read EMTALA this way, We believe the problem could be addressed by some
targeted technical assistance to Indian facilities on their responsibilities under EMTALA. In any
case, it is unnecessary and perhaps unwise to exempt Indian clinics from the very important

EMTALA patient protections, as Title 11, sec. 202(e) proposes.

‘We have concems with several other provisions in Title IV, including the following issues.

100% Reimbursement to States
Several provisions of the bill would extend the 100% Federal matching rate to States for
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additional Medicaid and SCHIP services to AIYANs. This would increase Federal program and

related administrative costs.

Requirement on Medicare to reimburse for all non facility-based services

This provision would require Medicare to reimburse for all non facility-based services

{e.g., home health, community-based care, ambulance services, physicians, DME, lab) provided
by IHS providers. Currently, the Medicare statute requires HCFA to reimburse THS for facility-

hased services (e.g., hospitals and SNFs). This would add significant new costs to the Medicare

Sec. 419 proposes 1o waive Medicaid and SCHIP premiums and Medicare, Medicaid, and SCHIP
cost sharing. The Administration is on record supporting waiver of premiums and cost sharing
for Indian beneficiaries in SCHIP, The Medicare late enrollment penalty is necessary for an
insurance program like Medicare 1o avoid the negative economic consequences of “adverse
selection” where individuals do not enroll or pay premiurns until they are ill with costly health
conditions. A statutory waiver of the Medicare late enrollment penalty, therefore, is undesirable
and unnecessary given administrative actions, and provizions elsewhere in the bill, that will
encourage low-income Indian elders and persons with disabilities to enroll in Medicaid, which

will pay Medicare premiums for them.
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Consultation

Many sections of 5. 2526 have tribal consultation requirements. We are concerned that these
added responsibilities would stretch our resources at the expense of other programmatic
responsibilities. Tribal consultation has been an important priority for this Administration. In
HHS, we appreciale the value of consultation and are increasingly involved with Tribes in this
process, However, we have some concemns about the specific manner in which Section 414(a) of
S. 2526 would require consultation to occur. This provision requires consultation, as defined in
Executive Order 13084 of May 14, 1998, 1o be held with Indian Health Service, Tribes and
Urban Indian Health Programs (I/T/U's) prior to HCFA adopting any policy or regulation.
Similar language in section 514 requires all Health and Human Services agencies to consull with
urban Indian organizations prior to taking any action, or approving any action of a state, that may
affect urban Indians or urban Indian organizations. While we value meaningful consultation on
matters relevant (o tribes and ITU providers, we believe these sections of the bill could be
improved by providing for a process that more specifically identifies regulations and policies
relevant to Tribes, L'T/U providers and urban Indians. In addition, reference to a particular
Executive Order may be impractical if it is superseded or rescinded. It may be more effective o
use language in the current Department of Health and Human Services (HHS) consultation

policy.

Negotiated Rule Maki
HHS agencies have had first-hand experience with the positive contributions of negotiated rule

making. Section 553 of 5 U.5.C. Negotiated Rule Making, lists factors to be considered in
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determining whether or not to use the negotiated rule making procedure. These factors include: a
limited number of identifiable interests that will be significantly affected by the rule as well as
reasonable likelihood that a committes can be convened with a balanced representation of
persons who are willing to negotiate in good faith to reach agreement by consensus on the
proposed rule within a fixed period of time. Where such factors are present, negotiated rule
making can be very helpfil in structuring a process through which relevant stakeholders
participate constructively in developing a recommended rule. However, 5. 2526 would require
negotiated rule making in many of its provisions. For example, Section 414 (b) would require
HCFA to use the negotiated rule making for the development of all regulations to implement
provisions contained in Title I'V that would amend the Social Security Act, and section B02
would require the Secretary to use negotiated rule making for all regulations to implement this

Act.

Negotiated rule making is very resource intensive for both Federal and non-Federal participants,
and may not be the most effective way to oblain necessary UT/U provider input in the
development IHCIA rules and regulations. We would recommend instead utilizing the
consultation to identify areas in the reauthorization legislation where the negotiated rule making

process would be appropriate for the development of regulations,

Additionally, Section 802(b) of the bill limits membership on negotiated rule making committees
to Federal and Tribal representatives. For committees to implement provisions related 1o

Medicare, Medicaid and State Children’s Health Insorance Program (SCHIF), it would be
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important 1o include representatives of State agencies charged with implementing these
programs, as well as other key provider and beneficiary interests. This would increase
opportunities for Tribal and other Indian representatives to build consensus and support in the

development of final rules to implement the bill"s various provisions,

Onher General Comments

In a number of sections in the bill, for example Section 103(a), the word “grant” is stricken and
replaced by “make funds available.” Deleting the word “grant raises” the concern that the
Department's regulations at 45 CFR might not apply to any funding agreements under this bill,

We suggest using the term *grant” where appropriate throughout the bill,

There are also several sections, for example section $16(a), where the Secretary is directed to pay
for services that are not presently provided. In the absence of additional appropriations,
complying with these provisions would require funding reductions for existing services that are
no less necessary. We suggest that any requirement for the provision of new services be subject

to the availability of appropriations.

We have not had an opportunity to field cross-agency concemns over many exemptions for tribes,
tribal organizations, and urban organizations on broader long-standing Federal policies, including
the Davis-Bacon Act, the Buy American Act, Section 117 of the Intermal Revenue

Code of 1986, the Federal Reports Elimination Act of 1998, and the Anti-Deficiency Act.
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Title V: Health Services for Urban Indians

Title V authorizes the THS to assist in meeting the health care needs of American Indians and
Alaska Matives living in urban areas. Currently, urban Indian health programs serve
approximately 149,000 urban Indians in 34 cities through the country, We estimate that over
350,000 urban Indians are eligible for services. With a few exceptions, funding authority for
urban Indian health is specifically limited to Title IV and Title V. All other references to urban

Indian health found in the other titles of the bill address areas such as consultation, rule making

planning or reporting only.

8. 2526 would streamline the process for contracting and making grants to urban Indian
organizations. While we support a streamlined process for contracting and grant making, we do
have concerns with the elimination of certain criteria in the existing statute in 5. 2526. In the
existing [HCIA, Sec. 503 of Title V requires that the urban organization successfully undertake
certain activities as a condition to entering into a contract with THS for the provision of health
care and referral services for urban Indians residing in the particular urban center, The
elimination of these criteria would be appropriate for on-going urban Indian contractors, but for
new contractors, it would be important to refain those requirements as conditions for awarding a
contract or grant.

Title V also contains new authority for the establishment of an Urban Indian Health Care Facility
Revolving Loan Fund to provide guarantesd loans to urban Indian health contractors and grant

recipients for constroction, renovation, expansion, or purchase of health care facilities. In

14
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addition, Title V authorizes the extension of Federal Tort Claims Aet coverage for urban Indian
health programs. These new pmﬂs:nm could assist urban Indian health programs, however, they
would require additional resources and we would need (o assess how these new provisions fit

into the Administration's priorities for Indian health.

Title VL Oreanizational
Sec. 601(a)2) provides for the elevation of the Director of the IHS to Assistant Secretary for
Indian Health. The Adminisiration has presented testimony before this commitiee in support of
§. 299, the stand-alone bill that contains the identical provisions of Sec. 601, We believe this
provision would provide a stronger coordination and advocacy role in budget and policy matter

related to Indian health,

In addition, Sec. 602 (d) would authorize the Secretary, acting through the Assistant Secretary
for Indian Health to enter into contracts, agreements, and joint ventures with other Federal
agencies, States, and private and nonprofit organizations, for the purpose of enhancing
information technology in Indian health programs and facilities. The Administration promotes
the partnership and collaboration with our sister Federal agencies in a vaniety of areas related to
Indian health in order to maximize our resources and involvement with other Federal programs in

the provision of health relajed services to ALIANs,

Title VIL: B ioral Health P
Title VII includes many sections that were transfered from Title 11, Health Services, in the
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existing IHCLA. This title includes major revisions, specifically to integrate Alcohol and
Substance Abuse provisions with Mental Health and Social Service authorities. Where
appropriate, the term tribes, tribal organizations and Indian organizations are referenced in

addition to THS.

A broad range of behavioral health services is desenbed under “continuum of care.” Several
related sections were moved from Title VIIT in the existing IHCIA, including the section refated
1o Fetal Alcohol Syndrome and Child Sexval Abuse. Demonstration programs were eliminated
and replaced with language authorizing programs for Indian tribes and tribal organizations. A
new section would authorize the establishment of at least one inpatient psychiatric treatment
factlity per [HS Area. These new centers would be funded on a similar basis as the Regional
Youth Treatment Centers authorized in the existing IHCLA We are concerned about the
feasibility of establishing a1 least one inpatient psychiatric treatment facility per Area. The cost
could be prohibitive and there could be difficulties in recruiting and retaining specialized staff, as

well as the complexities of starting a new provider type.

Title VIIL: Miscell
Section 813 would deem tribal contractors and compactors as ordering agents of the Indian

Health Service. We recommend that this language be revised 1o be consistent with the language
in HR. 1167 that authorizes tribal access to Federal spurces of supply only for the purposes of

carrying out an agreement under the Indian Self-Determination and Education Act.
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This title establishes a National Bi-Partisan Commission on Indian Health Care Entitlement.
This commission would be comprised of members of Congress, Tribal leaders, and Urban Indian
health leaders to study the desirability and feasibility of making Indian health an entitlement.
While many Tribal leaders and Indian people believe that the provision of health care to them
should be a legal entitlement, there are many questions regarding the ramifications, including the

costs, of such an entitiement.

Mr. Chairman, this concludes my statement. Thank you for the opportunity 1o discuss the
reawthorization of the Indian Health Care Improvement Act. We will continue to analyze the
implications of this expansive legislation and will be happy to work with the committee and the
Indian Health Care National Tribal Steering Committee to address the Administration’s
concerms. As we move into the new millenmium, we must acknowledge and fulfill the long
overdue obligation to advance the health status of Indian people to the highest possible level,

We will be happy to answer any questions that you may have,

17
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TESTIMONY OF MELISSA MCNIEL
EXECUTIVE OFFICER, OFFICE OF PRINCIPAL CHIEF
CHEROKEE NATION
BEFORE THE SENATE COMMITTEE ON INDIAN AFFAIRS
HEARING ON §. 2526
A BILL TO REAUTHORIZE THE
INDIAN HEALTH CARE IMPROVEMENT ACT
July 26, 2000

Good aftemoon Mr, Chairman and Members of the Committee, my name is Melissa
McNiel, and T am the Executive Officer in the Office of the Principal Chief for the Cherokes
Mation. |appear here at the request of Principal Chief Chad Smith to deliver the Cherokee Nation's
strong support for 8. 2526, the Indian Health Care Improvement Act Reauthorization of 2000,
With me are Cherokee Councilwoman Stephanie Wickliffe and Dv. Mim Dixon, Executive
Director, Health Services for the Nation,

The Cherokee Nation represents over 213,000 tribal citizens, nearly half of whom live
within our 7,000 square mile jurisdictional ares. The Cherokee Nation has approsimately 1,800
tribal employees (making it one of the largest employers in Northeast Oklahoma), about one-third
of whom work in the Nation®s health services division.

The Cherokee Mation was one of the first tribes in the United States to execute & self-
determination contract under the criginal 1975 Indian Self-Determination Act and was also the very
first tribe to execute a self-governance agreement under Title I of that Act. Since 1994 all of our
self-determination programs have been administered under self-governance compacts with the
Department of Health and Human Services (DHHS) and the Department of the Interior (DOI).

Under our self-governance compact with DHHS the Cherokes Nation operates six rural
outpatient contract health services associated with Indian Health Service's (THS) W.W. Hastings
Hospital in Tehlequah, Oklshoma.

The Cherokee Nation applauds this Committee’s effort to ensure that the many positive
benefits of the Indisn Self-Determination Act apply with full force to Indisn health care. The
President, Secretary Shalals, and Congress, including this Committee, have all recognized that the

IR
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Indian policy in our Nation's history. Congress has an important role to play in protecting and
preserving these policies. You have once again done this through the introduction of this
legislati

Twenty-five years ago the Cherokee Nation began the process of self-determination
contracting to operate [HS programs to streamline, redesign and enhance federal services for our
people. As a result of our vision and cur determination, the Cherokee Nation has succeeded in
improvements in the efficiency of these programs for the benefit of our people.

As you, Senator Campbell, stated in your Introduction Statement for this bill, it “re-affirms
the core principles that were part of the 1976 legislation: (1) that foderal health services are
consistent with the unique federal-tribal relationship; (2) that a goal of the U.S. is to provide the
quantity and quality of services 1o mise the health status of Indians, and {3) that Indian participation
in the planning and management of health services should be maximized.™

We strongly support the provisions of 8. 2526 to continue this self-determination effort.
This resuthorization not only strengthens the tribes, but also enables the THS and other health
agencies to better serve tribal members. These federal agencies will become stronger, not weaker,
once they stop resisting the natural desire of Indian tribes to govem themselves and start figuring
out ways to become troe partners, strong advocates and helpful resources for all tribes.

The reauthorization of this Act was conducted under the Tribal Consultation Policy. Indian
Health Service convened a Foundtable in June 1998 to begin the discussion of the reauthorization
and to give guidance to the consultation process, which included all stakeholders, IHS/ Tribes/Urban
(THS).

Coondinators from the 12 [HS Areas formed workgroups of stakeholders and National
Indian Health Board representatives. These meetings were to inform the stakeholders about the
reauthorization process, and provide opporfunities to discuss and reach consensus om
recommendations for the Act.

Four regiomal consultation meetings were held to provide further opportunities for the
stakeholders to provide input, share recommendations from the Areas, and build consensus among
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participants for & unified position. The final report entitled "Speaking with Omne Voice” identified
areas of consensus and differences.

The THS Director convened a National Steering Committes (WSC) to be responsible for the
final drafting of the report on the IHCIA recommendations. The NSC is composed of one elected
and one alternate tribal representative from each of the 12 Areas, a representative from the NIHB,
Mational Council of Urban Indian Health (NCUTH), and the Self-Govemnance Advisory Committee.
During the course of the 4 meetings, this group's tribal responsibility evolved from compiling a
final report of recommendations to the drafting of the actual [HCIA reauthorization bill language,

A National Forum, which was co-sponsored by this Committee, provided time for tribal
leaders, whan health representatives, national organizations, related federal agencies and other
friends of Indian heatth, to provide feedback on the draft of the [HCIA reauthorization bill.

With this bill being the product of what we consider to be true tribal consultation, we
believe that it will improve the current health care delivery system in many positive ways, including
local control and flexibility, and responsiveness to the health needs of Indian peaple.

We are very happy that this bill sets the tone by focusing on the health status ohjectives for
Indians and by stating that they should be at least a5 good as the U.S. populstion as a whole.

Since today's hearing is to focus on Title IV, V, and VI, let me now speak briefly about
each:

Title IV - Access to Health Services

Title IV provides some very constructive ways to assure that the American Indian and
Alaska Native people benefit from Medicaid, Medicare, Child Health Insurance and other
federally-finded health care programs in addition to the [HS delivery system. With a history of
federal funding that is significantly below the needs of the American Indian populstions, it is

If health care for American Indians was treated as an entitlement, we would not have to
talk about supplemental sources of funding. If Indian health care was treated a5 an entitlement,
the federal funding would sutomatically be adjusted to accommodate population incresses and
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for Indian health declines. 5o, we must have alternative sources of revenues. Even with
Medicaid and Medicare and Child Health Insurance, the funding for personal medical services in
the Indian health system is 40 percent less than the health care funding for federal employees. So
the provisions in Title IV are essential to preventing the further deterioration of the Indian health
care system.

As a whole, we support the provisions in this section; however, we also offer some
suggestions for strengthening the language and concepts in Title IV.

Sec. 409, [HS, Department of Veteran's Affairs, and Other Federal Agency Health
Facilities and Services Sharing

() Agreements for Parity in Services. We are pleased that Congress is considering
parity in services in this section. However, there are other issues of parity that should also be
considered in the reauthorization of the Indian Health Care Improvement Act.

The Level of Need Funded Study published in December 1999 established that the
personal medical services funding for Indian health was only 60 percent of the comparable
services for federal employees used as a benchmark. It also compared funding needs within the
12 Areas of the IHS. This study shows that the Oklshoma Area receives the least per capita
funding of any Area in the IHS. The Oklahoma Area per capita funding is only $856, compared
to an average of $1,495 for all Areas of the [HS, which is only 60 percent of the $2,980 needed to
have parity with the federal employee health care benefits.

The Cherokee Mation is served by two of the most underfunded Service Units in the
country. Just to bring these two Service Units up o the 60 percent average funding level for the
entire IHS requires additional federal funding of $16.6 million for the Claremore Service Unit
and $11.6 million for the Tahlequah Service Unit. Thus a total of $28.2 million dollars more in
federal appropriations is needed just to bring the Cherokee Nation up to the IHS average of 60
percent of the personal medical service needs. To fully fund these two Service Units would take
$66 million. We note that these two Service Units provide bealth care for 52,780 users,
including some from other tribes.
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So, we urge you o expand your consideration of parity issues somewhere in this
legislation.

Sec. 419, Co-insurance, Co-payments, Deductibles and Premiums
(b) Exemption from Premiums
We think that the concept here is good. However, the provisions in paragraph 1 should
also apply to Medicare in paragraph 2.
(1) Medicare Enrollment Premium Penalties
We certainly support the wording in this section, but we believe it does not go far
enough to assure that Indian elders have access to Medicare. As with the previous
paragraph, we believe that members of federally-recognized tribes should have their
Medicare Part B premiums and co-pays waived. Furthermore, many Indian elders have
lived their entire lives in areas of extremely high unemployment where they have been
unable to work the required quarters in jobs that would qualify them for Medicare. We
believe that all Indian elders should be deemed eligible for Medicare. This is especially
important in relation to the high rate of diabetes and end stage renal disease for which
Medicare coverage is essential.

Sec. 423. Provisions Relating to Managed Care

This section is extremely important in the current health care environment in which
managed care is the dominant form of third party payment.

(a) Recovery from Managed Care Plans

We suppaort the intent of this section, but we believe that the wording needs some
clarification. While the right of recovery is an important concept, we think it applies specifically
to private sector health plans. It is confusing to roll the private sector plans in with the public
sector plans with regard to billing for off-plan services. We support the provision in paragraph
(e} which states that the Indian health organizations "shall have the right to be paid directly by the
State agency administering” Medicaid and Child Health Insurance Plans. Paragraph (a) could be
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read 1o suggest that Indian health organizations would bill the plans rather than the states for
these programs.

The wording “reasonable costs” is subject to interpretation. We think it should be tied to
a specific standard, such as "not less than the amount Medicare would pay the THS for the same
service.”
(g) Prohibition
This ssction addresses the default assignment of Indians to Medicaid and Child Health
Insurance managed care plans. We think this section should be strengthened in two ways, which
would provide access to culturally competent care:

1. If en American [ndian does not choose 8 plan, the default assignment will be to an

2. If an American Indian does chooss a plan, they can change their assignment to an

Indian health provider without being subject to a lock-in period.

Sec. 425. Indian Advisory Committees

While we support the provisions in this section, we want to see 3 statement that the
advisory commitiees do not replace the requirement for government-to-government consultation
between HCFA and tribal governments,

(b) Indian Medicaid Advisory Committees

Because each state has a different Medicaid program, we endorse the concept of a
separate [ndian Medicaid Advisory Committee for each state where there is an Indian health
system. However, we believe this legislation should stipulate that the tribes in each state shall be
part of the decision-making to determine the membership structure of the state advisory
committes, along the lines of negotiated rule-making.
Title IT - Conforming Amendments to the Social Security Act

Our copy of the legislation has a second Title 1T at the end of the bill. Many of the
provisions in this section relate to the financing issues in Title IV, Therefore, we would like to
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take the opportunity to comment on portions of this section. Specifically, we want to add our
strongest endorsement to the following sections;

Sec. 202 (e) Treatment of Certain Programs

This technical amendment to the Social Security Act that would allow tribes to bill
Medicare for outpatient services has been needed for a long time. We urge you to act on it even
before passage of the Indian Health Care Improvement Act.

Sec. 203. Qualified Indian Health Program

Using a payment method that provides for full cost recovery is necessary in the Indian
health system because there is nowhere to shift costs. Very few patients who seck services from
the Indian health care system have private health insurance. The [HS is so underfunded that it
should not be asked to absorb the costs of providing services to beneficiaries of other federal
programs,

Title V - Health Services for Urban Indians

This title establishes urban Indian health programs so that health care services are accessible
to urban Indisns. This title gives the Secretary of DHHS, through the [HS, the suthority to enter
into contracts or grants to urban Indian organizations 1o help these agencies with establishing and

Approximately one-half of the Cherokes Mation tribal members live outside of our service
area due to federal policies that encouraged relocation by the BIA as well as the lack of employment
opportunities in rural Oklahoma. These Indians should not be penalized for living in urben areas.
Therefore, the Cherokee Nation supports the wrban Indien programs, in general, and the
enhancements made in Title V. Specifically, we would like to comment on two of the sections:

Sec. 516. Urban Youth Treatment Center Demonstration. With the erosion of the
quality of life from alcobol and substance abuse, especially in Indian youth, the Cherokee Nation
supports this section whole-heartedly. With Native communities being plagued by alcohol and
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substance abuse, it is causing havoo on Native families across the country. Alcohol continues to be
an important risk factor associated with the top three killers of Native youth: accidents, suicide, and
homicide. Mative Americans have higher rates of alcohol and drug use than any other racial or
ethnic group. Eighty-two percent of Mative adolescents have used alcohol, compared to 66 percent
of non-Native youth. Indian youth face many challenges in the urban setting and for the urban
Indian programs to offer culturally competent residential settings for whan Indian youth will be
much more effective. New monies are needed to fimd this effort as well as adequate finding for the
Youth Regional Trestment Control, one of which is operated by Cherokee Nation.

Sec. 518, Grants for Diabetes Prevention, Treatment and Control. Diabetes continues
to be & growing problem in many American Indian and Alaska Native (AJAN) communities with
rates increasing rapidly. Diabetes is an epidemic among AIAN and has been identified as a top
health problem in all areas of the [HS. AIAN are at a risk of 231 percent greater for disbetes
mellitus than the US. all races’ population. Diabetes is a major cause of morbidity (such as
blindness, kidney failure, lower-extremity amputation, and cardiovascular disease) and premature
mortality in AVAN, Diabetes is the leading cause of patient visit to Cherokes Nation clinics,

In 1996, an estimated 63,400 AVAN who receive care from IHS had diabetes. The
prevalence of disbetes increases with age and is greater among women than men. With these
alarming rates of disbetes among AL'AN, Cherokee Mation supports all diabetes programs.
Increased funding is needed for the prevention and trestment of diabetes throughout Indian
Country.

Title VI - Organizational Improvements
Indians have tried for many years to bring the much needed national antention and focus on the
health status of AIYAN. There have been many failed atternpts, but with our perseverance we
believe that one day we will be able to schieve our goals.

The Cherokee MNation believes that the provisions in this will assist in our endeavors.

N4



383

Sec. 601. Establishment of the THS as an Agency of the Public Health Service. This
section addresses the establishment of the [HS as an agency of the PHS. It covers the
appointment of the Assistant Secretary of Indian Health by the President and confirmed by the
Senate,

There is no doubt that in the competition for a priority in the federal budget; the THS is
losing out each year. Tribal governments have loag supported elevating the status of the [HS
Diirector in the hope that greater stature will enable THS to more effectively advocate for the
health needs of AIAM. This is an accomplishment that will not only decrease the bureaucratic
overhead, but will help Indian Country reach its health care goals.

This elevation is needed in order to further the unique govermment-to-govenment
relationship between Indian tribes and the United States, facilitate advocacy for the development
of Indian health policy, and promote consultation on matters related to Indian Health, This
elevation will not only provide the necessary leadership within the Administration on Indian
health issues, but will bring the much needed focus, national attention, and parity to the
devastating health care status of AUAN.

Sec. 602. Automated Management Information System. This section authorizes the
Secretary through the Assistant Secretary of Indian Health to establish an automated management
information system for all Indian health care providers to utilize,

This system is essential so s to record health data, justification for budget requests, and
documentation of the level of need for IHS.

Mew language is proposed authorizing the [HS to enter into contracts, agresments or joint
ventures with other federal agencies. It is our recommendation that tribal governments be
included in this authorization, which would enhance the government-to-govemnment relationship.

Furthermare, we must recognize that this will be a costly endeavor. Funding should not
be diverted from our all to meager attempts at patient care. This item should be funded in the
context of an appropriations bill that makes progress to close the gap created by unmet needs.

asenan



Coaclusion

When the people living in the 14 counties of the Cherokee Nation tum on the news, they
hear that the federal government has more than a trillion dolars in surplus and is spending
billions on a missile defense system that doesn't work, and billions to provide health care for
people living in other countries. We wonder why the good people in our Congress have
forgotten their commitment to provide health services to American Indian and Alaska Native
people, Could we just exchange one anti-ballistic missile for funding to alleviate the illness, pain
and suffering in Indian Country? The reauthorization of the Indian Health Care Improvement
ﬁﬂthmi.moﬂutﬂrpfumyrl But it can only make a positive impact on the health of AVAN
if it is accompanied by an appropriations bill that provides funding to carry out the goals of the
Act.

It hias been said, "great nations, like great men, keep their promises.” As [ see it, 5, 2526
simply allows Congress to fulfill the promises it has made to tribal leaders. The health of Indian
people continues to lag that of other Americans. The members of this Committee are well aware
that the health program is woefully underfunded. The total unmet need is $1.2 billion. This
amount is needed to eliminate the current health deficiencies in Indian country, Indian tribes
throughout the couniry, the National Congress of American Indians, the National Indian Health
Board, and regional tribal organizations all strongly support this bill, The Cherokee Nation
therefore urges the Commitiee to enable Congress to fulfill the promises it made to the Indian
people in P.L 93-638. H

After all, Cherokes families, our children and our elders are the ones who need health
care, The Cherokee Nation takes great pride in delivering health services in our area just as well
as, if not much better, than any federal agency or private provider ever could. This bill will
enable us to make our health system more efficient and more responsive to the needs of our tribal
members. '

The Cherokes Nation looks forward to the day when it can come to this Committee with
nothing but positive reports about the elevation of the health status of American Indians and
about a true partnership between the [HS, Indian tribes, and urban Indian organizations.

§. 2526 furthers and strengthens Congress’ historic self-determination, self-govemance
and tribal policies. Tt should become law.

Thank you Mr. Chairman and Members of the Committee, for the opportunity to testify in
strong support of this important legislation.
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THE URBAN INDIAN HEALTH CARE STORY:
THE NEED FOR SERVICES

“Between the intemtions of the lswmakers and the reality of
regulatory actions lies the service gap that confronts the urban
Indian. The result is untold desperntion and waste of human
respurces”™

Final Report of the American Indian Policy Review Commission,
Vol. 1, p. 436 (emphasis added).

I INTRODUCTION

Honorable Chairman and Committee Members, my name is Barbara Mamias, President of
the National Council of Urban Indian Health (NCUTH). 1 am a member of the St. Regis Mohawk
Tribe, and also the Health Director of the Nonh American Indian Cemter of Boston. On behalf of
MNCUIH, and its 31 member programs, [ would like to express our appreciation for this
opportunity to testify before your Committes on the reauthorization of the Indian Health Care
Improvement Act (THCLA).

Founded in 1998, NCUIH is the only national membership organization of urban Indian
health programs. NCUTH seeks, through education, training and advocacy, to meet the unique
health care needs of the urban Indian population. Title V urban Indian health programs provide a
wide range of health care and referral services in 34 cities, actively serving approximately
150,000 urban Indians per year.! NCUIH is the sucoessor organization to the American Indian
Health Care Association which provided advocacy and educational services on behalf of urban
Indinn health organizations for nearly 15 years prior to the establishment of NCUTH.

NCUIH'S Prior Testimony. On March &, 2000, the former president of NCUIH, Kay
Culbertson, presented detailed testimony on the techmical aspects of the THCIA. 1 will not repeat
that detailed analysis here, except on the two issues lefl unresolved therein: the definition of -
“wrban Indian™ and the status of the Oklahoma City Clinic and the Tulsa Clinic.

In general, my testimony will focus on the unique circumstances of urban Indians, the
Federal obligation to address urban Indian health care needs, and the ongoing need of urban
Indians for health services.

' According to the 1990 conmus, 52 7% of American Indisns snd Alasks Matives reside off reservation. Al that
time, that figure nepresested 1,39 million of the 2.24 million American ndisns snd Alssks Matives, The updabed
1590 conwum identified 385% of Americen Indisns snd Alasks Matives as living in uben srees (the other off-
reservation Indisns live in rural sress). This percentage has probably incressed significantly since 1990, See alwo
attachments A and B (damographic charts).
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. NCUTHSTRONGLY SUPPORTS THE NATIONAL STEERING COMMITTEE'S
RECOMMENDATION BUT WITH CERTAIN REFINEMENTS ON MATTERS
THAT RELATE TO UREAN INDIANS

NCUTH strongly supports the recommendations of the National Steering Committes for
the Reauthorization of the Indian Health Care Improvement Act which form the basis of 5. 2526,
although we are asking for a few important refinements.

NCUTH, on behalf of the urban Indian health care organizations, was an active participant
in the activities of the National Steering Committes in developing the recommendations. This
initiative brought together the Indian Health Service, Indian Tribes, and urban Indians in a united
effort to develop sensible and effective amendments to the I[HCIA, as well as certain other
Federal laws which affect the provision of bealth care services to Indian populations (such as the
entitlement programs Medicaid and Medicare, as well as the Federal Tort Claims Act). While
some of the discussions were spirited, the parties worked together with the goal of speaking with
ane voice, achieving an extraordinary level of consensus.

NCUTH has several suggestions for refinements to 8. 2526, NCUTH has been in
discussion with other members of the National Steering Committes about achieving a consensus
position on these suggestions and believes that such a consensus will be achieved, The first two
suggestions are critical to the status and identity of urben Indians in Federal Indian health care
policy; the second two are principally important for purposes of clarity. In the proposed
amendments, new language is underlined; deleted language is struck out.

A. Critical Amendments Regarding the Status and Identity of Urban Indians in
Federal Indian Health Care Policy. These first two amendments go directly to the core
provision of health care support by the Federal government to urban Indians,

(1) First Suggested Amendment: The existing [ndian Health Care Improvement Act
includes urban Indians in the Congressional policy statement:

“it is the policy of this Nation, in fulfillment of its special responsibility and legal
obligation to the American Indian people, to meet the national gosl of providing the
highest possible health status to Indians and urban Indians and 1o provide all resources
necessary to effect that policy.

"(b) It is the intent of the Congress that the Nation meet the following health status
objectives with respect to Indians and urban Indians by the year 2000:"

25 11.5.C. Section 1602(a)-b) (emphasis added). S. 2526 does pot include a reference to wrban
Indinns in the equivalent paragraphs. Removing “urban Indians™ from this important policy
statemnent would imply that the Congress no longer considers the health status of urban Indians to
be a national priority. We have been informed that this was an oversight and therefore
recommend the restoration of the lnguage as follows:
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“SECTION 3. DECLARATION OF HEALTH OBJECTIVES

“Congress hereby declares that it is the policy of the United States, in fulfillment
of its special trust resporsibilities and legal obligations to the American Indian people—

“{1) to assure the highest possible health status for Indians gnd urban [ndigns
and to provide all resources necessary to effect that policy; ™

{2} to raise the health status of Indians gnd wban Indians by the year 2010 1o ar
least the levels set forth in the goals contained within the Healthy People 2000, or any
successor standards thereto; ™

(2) Second Suggested Amendment. In the existing Indinn Health Care Improvement
Act, the definition of “Indian™ includes members of federally recognized tribes and, for certain
purposes, members of terminated tribes, state recognized tribes, tribes that may now o in the
future be recognized, and Alsskan Natives, among others. The definition of “Urban Indian™
includes members of all of these groups (inchuding members of Federally recognized tribes) who
reside in an urban center.

In 5.2526, the definition of “urban Indian” was changed from that provided for under
current law in & manner which would eliminate some Indians currently eligible for services at
urban Indian programs. This has been explained as an unintended omission and there has been
general consensus on the National Steering Committes to restore the original langusge. Set forth
hhﬁhhmmwhm&mhmnuf%m‘m&
2526:

“SECTION 4. DEFINITIONS.

“22) The term “wrban Indian ™ mears any individual who resides in an wrban center and
wiho—

“(d) regardiess af whether such individual lives on or near a reservation, is a
member of a tribe, band or other organized group of Indians, including those
tribes, bands, or groups terminated since 1940 gnd those recogmized now or in
fee faaure {ry [ STl im Winich (hey reside, o [
second degree. of any such member;

“(B) is an Exkimo or Alewt or other Alaskan Native;

"(C) iz considered by the Secretary of the Inferior to be an Indian for any
purpose; or

g B O O SO i FPRE TEFST v

* This change restores the meaning but not the structure of the definition of “Indisn” md “Urben Indisc.” Under
current lew, "Urban Inclisn ™ refirs to certain exceptions. found within the definition of "Indian;® now the definition
of “Urban Indian™ is being set out in fisl] separately and the definition of “indien” hes been shortened & described in
Section [LB. 1, behors.
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“(D)} is determined to be an Indian under regulations promulgated by the
Secretary. ™

It is important, in taking into account the unique historical circumstances of wrban
Indians, to retain the definition found in current law. As discussed in Section [V, H below, the
urban Indian community consists of Indians from a wide variety of backgrounds, almost all of
whom can tie their urban existence 10 some Federal policy or action. Many of these Indians are
in urban areas due to some traumatic dlsruption in their connection with their Tribes, or because
something has happened to their Tribes (termination or marginalization such that they are not
currently federal recognized). As a result, unlike the Indian population on reservations, most, but
not all are members of federally recognized tribes. Yet they are all Indian; they are recognized as
Indian by their community; their circumstances are principally the result of Federal Indian
policies; they are deserving, mrll.l}rui!e?liy of support from the Federal government in
achieving the highest possible health status.

B. Clarifying Amendments. The final two proposed amendments are intended
principally to ensure clarity when it comes to defining critical terms; no actual change in the
meaning of the terms discussed here is imtended by NCUIH.

(1) First Suggested Amendment. The definition of “Indian™ has been substantially
revised in 5. 2526 from current law, principally by separating out sub-definitions which chiefly
apply to urban Indians. NCUIH accepis the new structure of the definition, but has s

¥ The Executive Director of the Seattle Indian Health Board, Ralph Forquera, M.P.H., commented eloguently on
thiis izsee in a May 24, 2000 better to NCUTH:

“There are two principle reasons why | believe that the definition shoubd remain as is.
First, the Act iteelfl continues b0 address the bealth nesds of all Indian people, not just those living
on of near reservations. The redesign of the Indisn Health Service in 1996 and adoption of the
VT model further supports this claim. Clearly the Congress imtended for there to be a
separation between 437 snd 638, Thus, the sdoption of the 638 language now, in my opinion,
would tarnish the original Congressional intent by shifting the Act to 8 tribally based crientation.

“Second, the conditions that besd 1o the original ensctment of both the Act itsell and Title

V in particular have not changed. There remaing o large and growing group of Indian people who

wre handicapped by poverty, madequate sducation, snd other socio-economic challenges that
mﬁhﬂhﬁmﬂdmm Many continue to be victimized by alocholism, viclence,
and the myrisd temptation thet diminish one's capacity 1o schieve optimal health. The secial
dynamics that served to disenfranchise Indians throughowt the century remain, Indians,
particubsrly in cities, comtinue to struggle with identity and scosptance both within Indian Country
andd within the ration as & whole.

“Buail perhaps the most compelling reason 1o continue the broader definition of Indien is
the prychic benefits. The ability of urben programa to provide the gift of scoeptance to those
Indians who by circumstances or policy were denied their rightfl identity s sn Indian person is
vital, in my opinion, o mproving the bealth stetus of this group. Only in the past few years have |
personally begun to appreciste fhe tnemendous emotional burdon meny Indian people have had to
bare bry being denied thir identity through structural limitations. Not knewing whao you are is ane

 thing: but knowing snd not foeling accepied by your peers has devastated manry [ndian people. 1
have had the good forfune to witness the positive effect that sccoptance can play in the lives of
several bere in Sesitle. The health effoct of this sinple practice bs enormous.™
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recommendation regarding the definition of “Indian ~ The definition used in 5. 2526 is & cross-
reference to the definition for “Indian™ from the Indian Self-Determination and Education
Assistance Act. NCUTH supports using the ISDEAA definition, but believes that it makes more
sense, a5 & matter of clarity and good drafiing, to spell-out the actual definition of & term than to
have this legislation (5. 2526) define the term by referring to another act (Indian Self-
Determination and Education Assistance Act) which the reader may or may not have readily
available, or otherwise may have difficulty obtaining. Also, by using the actual definition of
“Indian,™ as NCUTH proposes, any concern that a reference to the Indian Self-Determination and
Education Assistance Act is intended, in some way, 10 incorporate some aspect of its policies and
purposes into the wholly separate Indian Health Care Improvement Act, i eliminated. NCUIH's
recommended language is s&1 forth below:

"SECTION 4. DEFINITIONS.
“{10) INDIAN—The term “Indian” mea

Tl Ea i i Lk Lf 8 MErM. af o pddp FLN
T e T A S e M

(2) Second Suggested Amendment. The definition of “Indian tribe™ has been changed in
§. 2526 from current law, principally by removing a spelled-out definition of “Indian tribe™ and
replacing it with a cross-reference to the definition for “Indian tribe™ from the Indian Self-
but believes that it makes more sense, as & matter of clarity and good drafting, 10 spell-out the
actual definition of a term than to have this kegislation (5. 2526) define the term by referring to
another act (Indian Seif-Determination and Education Assistance Act) which the reader may or
may not have readily available, or otherwise may have difficulty obtaining. Also, by using the
sctual definition of “Indian tribe™ as NCUIH proposes, any concern that a reference to the Indian
Self-Determination and Education Assistance Act is intended, in some way, to incorporate some
aspect of its policies and purposes into the wholly separate Indian Health Care Improvement Act,
is eliminated. NCUIH's recommended language is set forth below:

"SECTION 4. DEFINITIONS.

C. Okdaboma City Climic and Tulsa Clinle. Section 512 of 5. 2526 is concerned with
the status of the Oklahoma City Clinic and the Tulsa Clinic. 5. 2526 would malke the Tulsa
Clinic a permanent program. NCUIH's supports making both the Tulsa Clinic and the
Oklshoma City Clinic permanent programs,
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D. Negotiated Rulemaking. NCUTH would like to note the negotiated
provisions in the S. 2526 and emphasize how important it is that there be urban Indian
representation, as the bill provides, in those negotiations.

L. GUIDING PRINCIPLES FOR URBAN INDIAN HEALTH PROGRAMS

In 1994, urban Indian health providers, during the tenure of the American Indian Health
Care Association - NCUIH's predecessor organization - met in San Diego and adopted four
“Cuiding Principles.” These principles still hold true for NCUTH's current efforts on behalf of
urban Indians and directly address the relationships between and among urban Indians, Indian
Tribes and the Federal government.

A. Sovereignty of the Tribes. The first principle addresses the understanding of urban

Indians regarding the central importance of tribal sovereignty and the government-to-government
relationship between Tribes and the United States:

Sovercignty of the Tribes: We believe thar tribal sovereigniy, based on
povernmeni-io-government ireaties and trust responsibilities, along with certain
moral obligations, of the [nited States government, is the foundation for all
Indian affairs, including health care.

In the Steering Committes's deliberations, there was recognition of the importance of
emphasizing the sovereignty of tribal governments and the Federal government's trust obligation
to Tribes and tribal peoples. There was also a recognition of the historical circumstances, largely
a result of Federal government actions and policies, which gave rise to urban Indian communities
consisting of Indians from a wide veriety of tribal backgrounds (these circumstances are
discussed in Section I'V).

Although Congress has been specific about its commitment to both Tribes and urban
Indians,* we recognize that, despite our common interest in health services, Tribes and urban
Indians generally occupy different places in Federal Indian policy. Federally recognized tribes
have soversignty and a trust relationship with the United States; as a result there are many
different federal laws addressing that relationship in such areas as land, water, criminal justice,
and jurisdiction, which have no applicability to urben Indians. Akthough most urban Indians
belong to federally recognized tribes, urban Indians do not aspire &5 such 1o be recognized as
B-:;:ganmigupﬂwmruhhg in a government-to-government relationship with the

B. AllIndian People. The second principle addresses the reality of the urban Indian
expeTience,

* Congress has made clear, 13 st forth in the corrent Indien Health Care Improvement Act, “that it is the policy of
this Mation, in fulfiliment of its special responsibility and legal obligation to the American Indian people, 1o mest the
national goal of providing the highest possible health stes to Indians gnd urban Indisns end 1o provide sll resources
necessary o effioct that policy.™ 25 ULS.C. Section 1602().
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Al Indian People. Wer belicve that all Indian people, repardiess of tribal
ffiliation, Mood quarntun, or their place of residence are entitied fo oll the
mecessary health resources and services to achieve the highest possible health
Hatus

Many Indians, from many different tribes have ended up in urban areas. As described in greater
detail in Section I'V below, for a variety of reasons, mostly traceable to federal government
action, they find themselves among the ranks of the urban poor. Most are members of Federally
recognized tribes; some are not. Many among the Intter have become so disconnected from their
tribes that it is difficult for them to obtain tribal membership, or their tribes have been terminated
or otherwise marginalized. Yet they are all Indian; they are recognized as Indian by their
commumity; their circumstances are principally the result of Federal Indian policies; they are
deserving, morally and legally, of support from the Federal government in achieving the highest
possible health status,

C. Traditional Medicine. For urban Indians, as much as for reservation Indians,
traditional medicine is critically important to maintaining a connection with tribal and cultural
identity and plays an important role in a holistic approach to their health.

Traditionsl Medicine. We believe that traditional Indian medicine is imtrinsic
o our culfure and essentlal to a kolistic approach to healing the body, mind,
and spirit of our people.

critical importance of preserving and integrating traditional medicine into Indian health
programs.

D. Unified Urban/Tribal Partwership. We believe in working closely with the Tribes.

Unified Urban/Tribal Partnership. e believe that o unified Indian
partnership Is vital fo axsure access to comprehensive health services to achieve
the highest poxsible health status for all Indian people.

Many tribal peoples live in urban areas; some permanently, some periodically.’
However, in many wrban centers, it is not practical for any one tribal government to set up an
outreach 1o only its own tribel members. [n fact, “in some urban centers, there are as many as 40
tribal governments , and representation of tribes on urban Indian programs might include
over 80 different tribes.™ The urban Indians have developed skills necessary for survival (if not

! (One Federal court has noted that the “patterns of cross or circulsr migration on snd off the reservations make it
mislending to suggest that ressrvations snd urben Indians sre two well-defined groupe™ United States v.
Raszkiewicr, 169 F.3d 459, 465 (T Cir. 1999)

* U, Congress, Office of Technology Assessment, Indian Health Care, OTA-H-290 (Washington, DC: LLS.
Governmnt Printing Office, April 1986), p. 38,
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yet prosperity) in the urban environment;” the tribes arc the great repository of cultural tradition
and knowledge. The practical approach is the current approach: working together, Tribes and
urban Indian health organizations can provide the best possible health care for our people. The
extraordinary level of coopersation in the work of the National Steering Committee is proof
positive of the value of this approach.

IV. FEDERAL POLICIES AND THE URBAN INDIAN

“Most Indians who migrate to the cities say they would have
preferred oot to do so at all™

Final Report of the American Indian Policy Review Commission,
Vol 1., p. 436!

The urban Indian is an Indian who has become physically separated from his or her
traditional lands and people, generally due to Federal policies. Some of these federal policies
were designed to force assimilation and to break-down tribal governments; others may have been
intended, &t some misguided level, to benefit Indians, but failed miserably. The resubt of this
“mw:ufdmth:g,”hﬂm.h&:m::lﬁdﬁllbhﬁgﬂjﬂnmuhhﬂhm.’

A. The Federal Relocation of Indians. The BIA's Relocation program originated in the
early 1950s as & response 1o adverse weather and economic conditions on the Navajo reservation.
A limited program was initisted to relieve the distress by finding jobs for Navajos who wanted to
work off the reservation. Little or no job opportunities existed on the reservation, so an
employment campaign was developed for off-reservation employment. Shortly afterward, the

T “The Commitiee views the health dilemma of urben Indians s & serious obstacle in their quest to become seif-
sufficient end participating citizens. Fortunstely, an evolving Congressional policy addressed to this problem has
served to provide the essential experience and information for the provishons contained in Title V. That evolving
policy has been built on the concept of selF-determination with the Indisns themsclves managing federally
subsidized bealth efforts tailored 1o Gt the bealth circimstances of Indisn pepulations residing i specific urban
m:;mms-lm#c‘q.umltmwhlrmus.ma:m:amummp,
2652 IT5L

* For n more detuiled summery of the history of of-reservation Indimns see Armchment C, which is the relevant
chapter from the Final Repont of the American Indian Policy Review Commission.

'Thnmlqﬂrchmﬁhﬂhhﬁ!ﬂn-ﬁhﬁhh-ﬂmhuﬁndmu&hh
Constitution of the Linited Stutes, tresties, stafutes, Exocutive onder, snd oourt decishons, bt alss in the “course of
dealing™ of the United States with Indisns. As the Supreme Court noted in & major Indian lew case, “{fjrom their
very weakness snd helplessness, so largely doe 1o the cowrse of dealing of the federal government with them, and
the tresties in which it has been promised, there ariscs the duty of protection snd with it the power.” Lindred States v,
Eqm{llﬁ)(wm Congress ackmowladged this in its findings to the Native American Howming

Self-Determination Act: "The Congres throngh treatics, statutes and the peneral course of dealing
mm-hhuw-mm . fior working with tribes and their members 1o improve their
Mﬂgmﬁunﬂpﬂm:mnh“nﬂuﬂammhhm
prr !xﬂﬂ;!ﬂim- 25U.5.C. 4101(4). Notably, NAHASDA also spplics to state-recognized wibes. 25 U.S.C.

I2A
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BIA converted its Navajo program into a full-fledged Bureau of Indian Affairs program
applicable to many Indian tribes.

The BIA employees who developed the program made many mistakes and
miscalculations. Even before the 1950's had ended there was concern that many relocatees were
experiencing great difficulty adjusting to life in a large city, or to their jobs. Some felt they were
being stranded far away from home. Solving reservation economic problems by relocating
Indians off of their tribal lands is roughly the equivalent of the Federal government, during the
Depression, sending Americans oversee to find work — something the Federal government would
never have done. Many understood the relocation program as just another form of “termination.®
A Jesuit priest on the Fort Belknap Reservation noted that relocation programs drained the
reservation of much of its potential leadership, further weakening tribal governments.

All told, between 1953-1961, over 160,000 Indians were relocated 1o cities.'” Where

they quickly joined the ranks of the urban poor."" Set forth below is a description of the
experience of Indians who relocated.

- bik CITY ’

“The economic stats of the reservation Indian is far below the poverty bracker. This is
due to the lack of employment both on and off the reservations with the exception maybe of the
larger cities. The main source of employment to be found on most reservations is working with
the Bureau of Indian Affairs. In this way, the "Bureau™ can insoill its white culture on the
Indigns and eventually braimeash them into working againsi their own people. The reservation
towns bordering the reservations can offer no employment for Indian people because of the great
amount of racism, discrimination and prejudice that exist among the whites and other non-
Indians.

“Consegquently, the bad conditions and individual economic situations that have evalved
JSrom these indignities have forced the Indians to seek other sources of employment and
education. With 75 percent of the Indian population unemployed for three generations, parenis
of Indian children could not, and still cannot gfford to send them to public schools and have to
depend on the government fo educate them in “free” government boarding schools. Since it was
a law to send their children to school, small children were forced fo leave their parents and be
shipped off to school thousands of miles away from their homes. These Indian boarding schools,
established in various areas, were the prime weapons used to inculeate the white culfure among
the children or, in the common ferms used ar that time, "fo civilize the barbarians.” Any part of

'* 1992 Ronmdiable Conference, Lirban Indian Heslth Programs, Indisn Health Service, "Warking in Unity Towsrd
our Fuhure" p.2.

' U fortunately, far too many Indisns who move to the cities, because of inadequate academic and vocational
skills, merehy trade reservation poverty for urban poverty.” H.Rep. Mo, 51026, %4* Cong., 2d Sess. 18, reprimted in
1976 LS. Cong. & Admin. News (USCAN) 2652, p. 2747,

" This document was obtained from the Mational Uirben Indian Policy Coalition. The suthor of this piece is
unknoem.
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the Indian culture was forbidden and the children were physically beaten if they used their native
tongue or practiced their own dances. It has not been until fust recenily that this law has been
officially lified and is not in force, but the principle motive of de-Indianizing the Indians is still in
effect.

“Duiring the summer months witile school is not in session, they send these Indian
students to white homes fo work ar indennured servants. After graduation, they are semt directly
ouf on relocation from the schools info the cities.

"Comveniently enough, the relocation program has been established 1o speed
assimilation of fndians into the cities ar this time of dead-end sireets, reservation confusion and
unempioyment. Through this program they relocate the younger Indians from the ages of 18 to
36 on direct employment or vocafional traiming. If is a one-way ticket to the city in hopes that
you will melt with the melting pot and forges you are Indian or still have a reservation that the
white man does not have yet,

“Numerous problems have developed ax the result of the “dislocation program, "
therefore the following chapters will focus on the wrban Indian situation

“On arrival to the city on relocation, the individual Indian has in his possession an
emvelope with orders and instructions, telling where to go and what to do. Firsi of all, he is to
report to the Bureau of Indian Affairs if ke arrives during office hours. [f not, he reports to a
Bid-approved hotel until the next day if he has any money.

“If they have time to see you the first day, they dole 0wt a small amount of money to last
uritil the end of the month if he is on the training program or until the next week if he is seeking
employment. [f they do not have time to see him the first day, he is to come back the following
day at office hours and maybe some one will see kim. In the meantime, he can sleep in the park
or walk the lone deserted sireets all night long.

“When he is received at the BIA headguarters in the city, he attends a short orientation
period and an elderly lady will counsel him abour sex and how to dial "0" for the operator on the
telephone. A brief question and answer period follows and he is told to come back the next day
af eight AM or to report to his designated school. ‘

“The BIA locates his place of residence in the city and he is required to stay there if he is
a#u:::; They will discontirue his subsistence if he opposes and he will not be eligible for any
more

“The vocational school he is sent to may not be the particular iraining he originally
signed up for back on the reservation, but this s the school he is required to attend

“If the relocatee signed up for direct employment, he must take the first job available
even if it is not his trade or type of work he wants. He is told it will be temporary until the type
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af job ke wants comes up bt afier he receives his firs salary on his temporary janitor job, he is
cut off their records and cannot receive ey additional help after he quits, gets fired or the job
runs out.

“The "Bureau” pays the student's tuition in the vocational school directly to the school,
The student recetves subsistence twice a month, doled out In payments of 374.00. From this
amount, he must budget $59.00 per month per rent, and the other $15.00 must be divided imto his
expenses for food, cab fare, medical care. clothes and whatever else that should develop during
the month. This budger was made up in 1953 when the program first developed and has not
taken imto consideration the rises in [iving and the area or city he is in. California has the
highest cost of living especially in San Francisco, which is the central concentration point of
relocatees coming from every reservation in existence today. This income is far below the
poverty bracket nation-wide. yet this is the "help” the Indian Bureau is giving.

“All persons on the relocation program are issued a medical card which they can present
to a physician and receive medical help up to a siz-month peripd. The only problem here is that
thexe medical cardy only guarantee to pay 54.00 of the entire bill when the affice calls alone are
£5.00 at the very minimum,

What Problems They Face and Why

"“The cultural background of the American Indians differs exdremely from the white
culture, creating a problem of communication between the two, Not only this, buf the Indian
culture has also been corrupted, bringing about a drastic change of social envirornment. This
disintegration of culture has been altributed to disturbing early experiences in school, the

penerally poor level of education, poverty and the ambivalent position of the government in
relation to the Indian.

“Prefudice and discrimination which does exist near reservations or amyplace where
there is a large concentration of Indians, falthough now in the city and away from being singled
out as being an Indian), tends fo have developed hostile and stereo-fyped attitudes towards the
other groups of society. The Indians have also collectively experienced a deterioration of
personality, self-doubt, self-hate, impultive and suspicious behavior, feelings of inferioriry,
deviars behavior, mental illness and swicidal tendencies.

“Depending on the emvironmental background, these adverse behaviors vary. Individual

exceptions are due fo the degree of orientation to the white culture or restored self-image
through education.

“In dealing with the mamy Indian people who go through the BIA agencies, or any other
type of agency established in the cities for emplayment or vocational training, the employees
lack the experience of knowing the type of environment the individual Indian has been subject fo
and they do not know how to handle his particular situation. In many cases even where minority
people hold agency positions, generally, they have developed superiority attitudes over the
people they are trying to help and therefore stunt their full capabilities for helping others.

11
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“[Many businesses] resent the BIA in its assistance of seeking employment for the Indian
relocatees. This is due to the business’ general dislike of any form of government transactions or
1o be told how to run their business concerns. This creates a great amount of corflict and the
BIA, in order to retain a certain amownt of prestige, often finds the Indian relocalee employment
with a buriness concern that pays a low wage scale, hard labor with no company obligations,
such as insurance policies, sick leave and vacation with pay. These mmall businesses often lake
no safety precoutions and are constantly hood-winking the safety inspectors, Consequently, the
Indian relocatees are more or less siding with the illegal aspects of the concern in which they
are employed in order to retain their jobs. Employment competition is great and the relocatees
can be dismissed from their job for little or no cause at all, and they are often plagwed by this
Jear of being fired

“In the event that a relocatee Ir_ﬁr'ﬁdformra;lwnwm&flermdm assistance, he
cannot go back to the BIA for further help. The BIA tells him that his files have been sent back ro
his agency and they have no more funds or time to help him because their hands are tied with the
other relocatees who are coming in.

“The budget set up for financing a student in vocational training are not only inadequate
Jar one person's needs, but are not set to the area standards of living. In other words, they are

transformed from one pocket of poverty 1o anather, which in this case would be from a
reservalion fo an urban ghetto.

“The vocational schools that Indian relocatees are sent fo, in most cases are mol
accredited and after graduction from one of these schools, the relocatee cannot obtain a fob.
Most of the teachers in vocational schools are not qualified teachers, and there is a great
shortage of instruction. The BIA gives the schools extra money for materials yer the conditions
and facilities in these schools are still very bad  The students come out of these schools
ungualified and inexperienced in the type of work for which they thought they had been trained
and cannot find suitable employment.

“There are more and more students who are sick and tired of being treated as second-
class people who do want 1o gel a decent education and go to fundor colleges and universities.
The biggest problem here is not being able to get any finances, "Bureau” or otherwise. Also,
Indian students' second-rate educations do not prepare them well enough for college work. Most
reservation Indians are subject to irregular school and emplaoyment backgrounds and a great
majority of the younger Indians have criminal or prison records. This dpes not mean that they
cannot do the work academically; but, basically, they have never had the full opportunity to do

FO.

“The Bureau of Indian Affairs sends newly-arrived relocatees to unsanitary, immoral,
crowded and unsafe places of residence. I the studert wanis to leave these conditions, the
landlord promply calls the BIA about the matter and the student is required 1o live there or have
his subsictence discontirued  Tn one of the girls' boarding homes the landlady encouraged
parties and drinking and let the girls' boyfriends come over. Then she would go into their rooms
and take pictures of the different couples slecping together. If the girls wanted io leave, she
would then threaten to blackmail them with the pictures she had and in this way would keep her
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business. A business college for female relocarees also housed the students, putting four girls to
one small room and charging 3100 per person, not including food or utilities. This
establishment also received additional money from the BIA for recreational purposes which rhe
girls never did see. [f the girls tried to leave their residence, they were threatened with expulsion
Jfrom the business college and have their subsistence discontinued. Most of these young Indian
girls were berween the ages of 18 to 20 years, who were evenrually expelled for little or no
reason and leff fo roam the city streets. Individual follow-up showed that 80 percent of these

girls got pregnany, were drinking excessively and were living with men from time fo time, This
college is still in operation receiving relocarees from the Bureau of Indian Affairs.

“A boys" boarding house in the cily vas over-crowded with fowr bunks fo a room, no

studying facilities, unsanitary conditions, inadequate food and displaying a sign in the fromt of
the house, CONDEMNED.

“These are typical living conditions, Indian youth are subject to when placed in the city
through relocation. When a young Indian approached a BIA counselor why they had o live
under such adverse conditions and was told, “The filthiest condirions you [ndiars are put under,
the more at home you will be. "™

*Landlords and vocational schools are geiting wise to the BIA and are making the
largest profit and racket owt of the Indian business af the cost of young Indian lives.

“Indian health ix generally poor due fo the economic standardy and lack of proper diet
and nutrition. Free medical facilities are provided on all reservations due fo the unsatisfactory
health conditions. Tuberculosis, cirrhosis of the liver, sugar diabetes, and trichoma are a few of
the more prevalent diseases which Indian people are susceptible to. Trichoma, which is an eve
disease, is very rarely heard of among Indians. Poverty conditions breed diseases.

“The BIA believes that when an Indian leaves the reservation, he suddenly leaves hix
“Indianness™ and becomes a healthy, happy human being, and needs no more of the medical
services he had before. Consequently, Indian health in the city becomes twice as bad as it might
have been before because he camnot afford good medical care.

“Pregnant Indian women risk possibly losing their child by having fo return to the
reservation their last month so that they can receive medical care upon delivery of their baby.

“From the time Indians were victims of wars, they lost their identity which comes from
pride and self-esicem. Indians became a lost people exhibiting schizoid behavior af times, An
Indian who does nor like himself, does not like ather Indians because he can see himself reflected
in the others. An Indian suffers from inferiority plus self-hate that leads to trying 1o escape these
unbearable conditions, By escaping, he is rejecting the society that has made him this way, His
means of escape is either through aleohol or suicide which are 100 percent times higher thar the
national average among the American Indians.
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“An internal problem of self-identity and lost culture plus an external problem of
discrimination and racism by peaple in power has suppressed and made what is left of the
American Indion today. ”

Today, the children, grandchildren and great-grandchildren of the 160,000 Indians
relocated by the BIA are still in the cities. They maintain their [ndian identity even if, in some
m%ﬂn‘dﬁmdmhwmmhhwmmhﬁﬂﬁn{hclﬂh:mbuﬂip}wﬁhi
tribes.”

B. Failure of Federal Efforts to Economically Develop the Reservations. The second
major reason Indians have moved to the city is the near total failure of Federal programs to
promote economic development on Indian lands, coupled with the ongoing success of the
Federal efforts in the 1800's to undermine the cconomic way of life of Indian peoples, locking
nearly all Indians into hopeless poverty which still plagues most reservations today. The long
history of treaty-breaking by the Federal government is an important part of this tale. Asa
result, out of desperation, a number of Indians have left their homelands to go to the cities in
search of work, even without the dublous benefit of the BIA's relocation program. Generally,
these Indians were no better equipped to handle life in the city than the BLA relocatees and
quickly joined the ranks of the urban poor. Congress has noted the correlation between the
failure of Federal economic policies and the swelling of the ranks of urban Indians: “It is, in part,
because of the failure of former Federal Indian policies and programs on the reservations that
thousands of Indians have sought a better way of life in the cities. His difficulty in attaining a
sound physical and mental health in the urban environment is a grim reminder of this failure.™"

C. Terminstion of Tribes. In 1953, Congress adopted a policy of terminating the
Federal relationship with Indian tribes. Essentially, this was an abrogation of the Federal
government's NUMEroUs commitments, in treaties, laws, executive orders, and through the
“course of dealing™ with Tribes, to protect their inferests. Many tribes were coerced to accept
termination in order to receive money from settlements for claims against the United States for
misappropriation of tribal land, water or mineral rights in violation of treaties.'* The results of
termination were devastating: having lost Federal support, and without tribal soversign authority
over an established land basis, and with tribal members no longer eligible for Federal programs
and THS services, the Tribes collapsad. Some members remained in the area of their old
reservations; many went to the cities, where they, 100, joined the ranks of the urban poor.

' See Office of Planning, Evalustion and Legislation, Indisn Health Service, impact of the Final Rule Final Report,
Contract Mo, 282-91-0065, “Health Care Services of the Indisn Heslth Service™ 42 CFR Part 36, p. 22-23.

M Pub, L. $4-437, Howuse Report Mo, 94-1026, June &, 1976, 94* Cong., 2d Sess. 18, reprinted in 1976 LS. Cong. &
Admin. News (USCAN) 2652,51 p. 7754,

¥ Office of Planning, Evalustion and Lagislation, Indisn Health Servios, Impact of the Final Rube Final Repert,
Contract No. 262-91-0065, “Health Care Services of the Indisn Health Service™ 42 CFR Pant 36, p. 23,
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D. Indian Pairiotism — World War I and World War [1. Many Indians served the
United States in time of war'® and, subsequently, were stationed in or near urban centers. At the
end of their service o the United States, seeing the poor economic conditions on their
reservations (resulting from the Federal war on Indians), many chose not to go back. The fact
that they chose to stay in an urban area did not make them any less Indian, nor did it reduce the
Federal government's obligation to them.

E. The General Allotment Act. The General Allotment Act (“Dawes Act™) had two
principal goals: (1) by allocating communal tribal land to individual Indians it would breakdown
the authority of the tribal governments while encouraging the assimilation of Indians as farmers
info mainstream American cubture; and (2) it provided for unalloted land (two-thirds of the
Indian land base) to be transferred to non-Indians. CITE. The General Allotment Act succesded
at transferring the majority of Indian land to non-Indians and further disrupting tribal culture.
For the purposes of this testimony, we only need to note that some Indisms who received
allotments became .S, Citizens and, after losing their lands, moved into nearby cities and
Iowns.

F. Noa-Indias Adoption of Indian Childres. The common practice of adopting Indian
children into non-Indian families has created another group of Indians in urban areas who,
because of the racial bias of the courts, have lost their core cultural connection with their tribal
people and homelands. mdmmmmmwaﬂmm
connections, but because of their upbringing are likely to remain in urban areas.'”

G. Boarding Schools. The Federal program of taking Indisn children and educating
them away from their reservations in boarding schools where they were prohibited from
speaking their native language and otherwise subject to harsh treatment, created a group of
Indians who struggled to fit back into the reservation environment. Eventually, some moved to
the cities. The boarding school philosophy of “Kill the Indian, Save the Man™ epitomizes the
thinking behind this approach and the racist Federal effort to assimilate American Indians which,
as & result, led to a number of Indians moving to urban aress,

H. The Fracturing of the Indian Nationa. The resull of these, and other Federal Indian
policies, has been the fracturing of Indian tribes and the creation, in the urban setting, of highly
diverse Indian communities with members who fall into one or more of the following ies:
Federal relocatees; economic hardship refugees; members of Federally recognized tribes,
terminated tribes, state recognized tribes, and unrecognized Tribes (that is, unrecognized by the
Federal government);'* and adoptees.

1t i in part because of their gallant service in Warld War | that the 1.5, Congress granted 1.5, citizenship ss s
anmmm

In recognition of the severity of this problem, Congress passed in 1978 the Indisn Child Welfare Act to give
Tribea and Indisn perents a grester say in the adoption process for Indien children, See Indisn Child Welfare Act of
1978, 25 U.S.C. Sections 1901-1963.

™ There are still scores of tribes working their wry through the yzanting md labyrinthine

ks oradedgement
process, which is widely criticized for ity glacial pace and alloged biss against cortain Indisn groups. Some tribes,
like the Lumbee Tribe of Marth Canoline, have been declared inoligible to go through the administrative process and,
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V. THE FEDERAL GOVERNMENT AND THE FROVISION OF HEALTH CARE
TO URBAN INDIANS

The Congress has long recognized that its obligation to provide health care for Indians,
includes providing health care off the reservation.

“The responsibility for the provision of health care, arising from
treaties and laws that recognize this responsibility as an exchange
for the cession of millions of acres of Indian land does not end ar
the borders of an Indian reservation. Rather, government
relocation policies which designated certain urban areas as
relocation centers for Indians, have in many instances forced
Indian people who did not [want] to leave their reservations to
relocate in urban areas, &nd the responsibility for the provision of
health care services follows them there.”

Senate Report 100-508, Indian Health Care Amendments of 1987, Sept. 14, 1988, p. 25
(erophasis added).'® Congress has “a responsibility to assist™ urban Indians in achieving “a life
of decency and self-sufficiency™ and has acknowledged that “JiJt is, in part, because of the
failure of former Federal Indian policies and programs on the reservations that thousands of
Indians have sought a better way of life in the cities. Unfortunately, the same policies and
programs which failed to provide the Indian with an improved lifestyle on the reservation have
also failed to provide him with the vital skills necessary to succeed in the cities.” House Report
No. 94-1026 on Pub. Law 94-437, p. 116 (April 9, 1976).

The Supreme Count has also acknowledged the duty of the Federal government to
Indians, no matter where located: “The overriding duty of our Federal Government to deal fairly

therefore, e awniting Congressional action on their Jong-prepared, exensively documented petition for federal
recognition.

" “The American Indisn has demonstrated all too clearly, despite his recent movement 1o urban centers, that he is
nol contant 1o be sbecrbed in the mainstream of society and become another urten poverty statistic. He hss
demenstrated the strength and fiber of strong cultural and social ties by mamtaining an Indian identity in many of
the Mation"s langest metropoliten conters. Yet, af the same time, be aspines to the ssme goal of all citizens—a life of
decency and self-sufficiency. The Committee believes that the Congress has an oppartumity and a responsibility to
asaist himn in achicving this goal. It is, in part, because of the filure of former Federal Indisn policies snd programs
on the reservations that thousands of Indisns have sought & better way of life in the cities. His difficulty in attaining
# sound physical and mntal health in the urben environment is & grim reminder of this fihae.™

“The Commitices is commitied to rectifying these errors in Federal policy relating 1o health caro through the
provisions of title V of LR 2515. Building on the experience of previcus Congressionally-approved urben Indisn
health prospects and the new provisions of title V, urban Indisns should be sble to begin exercising mudmum seli-
determination and local controd in establishing their own health programs.”

Pub. L. 94-437, House Report No. 94-1026, June &, 1976, repeinted in 1976 U.S. Cong. & Admin. Nows (USCAN)
26528t p. 2754,
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with Indians wherever located has been recognized by this Court on many oceasions.” Morton v
Ruiz, 415 U.S. 199, 94 5.CL 1055, 39 L.E4 24 270 (1974} (emphasis added), citing Seminole
Nation v. United States, 316 1U.5. 286, 296 (1942); and Board of County Comtm 'rs v. Scher, 318
1.S. 705 (1943). In other arcas, such as hoosing, the Federal courts have found that the trust
responsibility operates in urban Indisn programs. “Plaintiffs urge that the trust doctrine requires
HUD to affirmatively encourage urhan Indian housing rather than dismantle it where it exists.
The Court penerally agrees.” Little Earth of United Tribes, Inc. v. U8 Department of Justice,
675 F. Supp, 497, 535 (D. Minn 19872

Congress enshrined its commitment to whban Indians in the Indian Health Care
Improvement Act where it provided:

“that it is the policy of this Nation, in fulfillment of its special
responsibility and legal obligation to the i

1o meel the national goal of providing the highest possible health
status 10 [ndians and wrban [ndians and to provide all resources
necessary to effect that policy™

25 1L.8.C. Section 1602{a)}emphasis added). In so doing, Congress has articulated a policy
encompassing & broad spectrum of “American Indian people.” Similarly, in the Snyder Act,
which for many years was the principal legislation authorizing health care services for American
Indians, Congress broadly stated its commitment by providing that fonds shall be expended * for
the benefit, care and assistance of the Indians throughour the United States for the fiollowing
purposes: . . . For relief of distress and conservation of health.” 25 U.5.C, Section 13 (emphasis
added).

The courts have also stated that there is a trust responsibility for individual Indians. “The
trust relationship extends not only to Indian tribes as governmental units, bur ro tribal members
living collectively or individually, on or off the reservation.” Little Earth of United Tribes, Inc.
v. U8 Department of Justice, 675 F. Supp. 497, 535 (D. Minn. 1987){emphasis added). “In
light of the broad scope of the trust doctrine, it is not surprising that it ean extend to Indians
individually, as well as collectively, and off the reservarion, as well as on it.™ St Pawl [ntertribal
Howusing Bocrd v. Reynolds, 564 F. Supp. 1408, 1413 (D, Minn. 1983) (emphasis added).

“As the history of the trust doctrine shows, the doctrine is not static
and sharply delineated, but rather is a flexible doctrine which has
changed and adapted to meet the changing needs of the Indian
community. This is to be expected in the development of any
guardian-ward relationship, The increasing wrbanization of
American Indians has created new problems for Indian tribes and

* Foderal responsibility for Indisn health care is frequently declared “primany™ but it is not exclusive md
preemptive of state ] v. Bowen, B29 F.2d 787, 792 . 1987

ive of state responsibility. See MeNabb 787, 792 (¥* Cir. Congress enunciated
its objective with regard to urben Indians in & 1976 House Report: “To assist urban Indisns both to gain sccess to
thoss community health resources svailable to them s citizens and to provide prinary health cere services where
those resources sre insdequate or insocessible.™ H.Rep. Mo. 9-1026, 94* Cong., 24 Sess. 18, reprinied in 1976 LS.
Cond Cong. & Admin. Newa (USCAN) 2652, 2657.
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tribal members. One of the most acute is the need for adequate
recognized this. The Board's program, as adopted by the Agency,
is an Indian created and supported approach to Indian housing
problems. This court must conclude that the [urban Indian
housing] program folls within the scope of the trust doctrine .. .."

1d. At 1414-1415 (cmphasis added).

This Federal government*s responsibility to urban [ndians is rooted in basic principles of
Federal Indian law, The United States has entered mto undreds of treaties with tribes from 1787
to 1871. In almost all of these treaties, the Indians gave up land in exchange for promises. These
promises included & guarantee that the United States would create a permanent reservation for
Indian tribes and would protect the safety and well-being of tribal members. The Supreme Court
has held that such promises created a trust relationship between the United States and Indians
resembling that of a ward 10 a guardian. See Cherokee Nation v. Georgia, 30 U5, 1 (1831). As
a result, the Federal government owes a duty of loyalty to Indians. In interpreting treaties and
statutes, the 1.5, Supreme Court has established "canons of construction™ that provide that: (1)
ambiguitics must be resolved in favor of the Indians; (2) Indian treaties and statutes must be

as the Indians would have understood them; and (3) Indian treaties and statutes mist
be construed liberally in favor of the Indians. See Felic 8 Cohen’s Handbook of Federal Indian
Law, (1982 ed.) p. 221-225. Congress, in applying its plenary (full and complete) power over
Indian affairs, consistent with the trust responsibility and as interpreted pursuant to the canons of
construction, has enacted legislation addressing the needs of off-reservation Indians.

The Federal courts have also found, that the United States can have an obligation to state-
recognized tribes under Federal law. Sec Joint Tribal Council of Passamaguoddy v. Morton,
528 F.2d 370 (1* Cir. 1975). Congress has provided, not only in the THCIA, " but also in
NAHASDA, that certain state-recognized tribes or tribal members are eligible for certain
Federal programs. 25 U.5.C. Section 4103(12)(A).

VI. BARRIERS TO MAINSTREAM HEALTH CARE EXPERIENCED BY URBAN
INDIANS®

“The lack of employment opportunities leads to a downwanrd
spiral that redeces the urban Indian’s life to a struggle for

¥ As arigimally conceived, the purpose of the Indian Health Care Improvement Act was 1o extend [HS services to
Indizns who live in urben centers. Very quickly, the proposal evolved into a general effort to upgrade the [HS. Soe,
A Political History of the Indian Health Service, Borgman, Grossman, Erdrich, Todd and Forquers, The Milhank
Quarterfy, Vol. 77, No. 4, 1999,

= This section is based on e September 30, 1989 report prepared fir the American Indisn Health Care Associstion,

by Ruth Hegrabe, R0, M_P.H., Program Analyst and Donna Isham, Program Analyst. The framework for the
report is the 1988 report Mimority Health in Michisgsn: Closing the Gap.
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subsistence. For example, the private practice system of bealth
care is certalnly beyond the financial reach of most newly
arrived urban Indian families. They must depend on public
services. Yet here, the service gap reveals itself again.™

Final Report of the American Indian Policy Review Commission,
p. 437 (emphasis added).

The status of Urban Indian health is as poor as that for reservation Indians.™ This section
describes the many barriers that are still faced by Urban [ndians in their efforts to access
adequate health care in the urban environment:

Physical/geographic barriers can include (1) telephone availability; less access to
transportation; and (3) high mobility. Many Native Americans do not have phones, increasing
the difficulty in making appointments. For example, in Arizona, thirty percent of urban Indians
have no household access to phone services, Indian people have much less access 1o private
vehicles than the general population. Mot having a vehicle creates barriers for people who must
make arrangements with others to bring them o appointments. Public transportation (if
available) makes for a longer travel time and can be costly. The high mobility of Indian people
is another barrier to care. People who move oflen are not able to follow with the same provider,
and this disrupts continuity of care and can lead to a decrease in the quality of care. Whena
person moves (o another area, they must go through the system again to qualify for benefits,
locate a provider, and receive care. In addition, movement back and forth between the
reservation is common, which can significantly affect the ability of health professionals 1o
provide prompt, quality follow-up care.

Financial'Economic barriers also contribute to the poor quality of urban Indian
bealth care. People who do not have the resources, either through insurance or out-of-pocket, to
pay for prevention and early intervention care may delay seeking trestment until a discase or
condition has advanced to the stage where treatment is more costly and the probability of
survival or correction is lower.

Medicaid is available for urban Indians, but difficult to access. Applying for
Medicaid or other medical assistance is a long and detailed process, presenting many barriers to
people who don't understand the system or lack the necessary skills to complete the paperwork
involved. Furthermore, the required documentation is difficult for many urban Indians to obtain.
For example, if one does not have a car, one may not have a drivers license. With high mobility
among urban Indians, there is likely to be no documentation with the current address; or if they
have just moved to the city from the reservation, there may be no birth certificate or
identification. Once an individual is accepted, access to care is not guaranteed. Because of
patients.

* See Artachment D for  leading study on Uirben Indian health: Health Starus of Urban American Indians and
Alazka Matives, Grossman et al, Joumnal of the American Medical Association, Vol 271, No. 11, p. 845,
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Health insurance coverage does not antomatically remove financial barriers to care.
Many persons, particularly those employed at or near minimum wage, have coverage through
plans that do pot cover preventive or major medical care. While professional positions
provide health insurance, service and laborer positions generally do not. Urban Indians hold
mare of those occupations that do not provide health insurance benefits. Deductibles and co-
payments are high enough that many persons who do have health insurance cannot afford to pay
them and consequently do not seek care,

No insurance or sasistance s another commoa barrier. Those who have no means to
pay for care are often turned away. There is a high rate of urban Indians who are uninsured. For
example, in Boston, 87% of the Boston Indian Center's clients have no healih insurance, and two
out of every three urban Indians in Arizona are uninsured.

Emergency room ose b high among the poor, minorities and the uninsared.
Unfortunately, emergency room use as a primary medical resource is costly and compromises
quality care. Follow-up and preventive services are nol possible with emergency room personnel
serving as primary care providers. In Arizons, urban Indians use the emergency room 250%6
more often than the general public.

Cobural/structural barriers also exist for arban Indians receiving health care. The
Indian Health Service conducted a survey which concluded that the majority of state, county and
city health departments do not have the resources to meet the health care nesds of urban Indians,
Major stumbling blocks are inadequate funds and lack of staff trained to work with American
Indians in a culturally sensitive way. Indians may be reluctant or unable to describe their health
needs o strangers outside their own culture. Frequently, mainstream providers misunderstand or
misinterpret the reticence and stoicism of some Indians, Other factors include a lack of trained
mmmmmuumhmwmmmmm

ian outreach.

X. CONCLUSION

limited funds, have made a great difference in addressing the health care service gap for urban
Indians. There is much more work to be done. NCUTH thanks the Committee for its support in
the past. NCUIH also thanks the Committes for this opportunity 1o provide testimony on the
resuthorization of the Indian Health Care Improvement Act. This legislation will have far-
resching consequences for the health care of American Indians, inchuding urban Indians.
NCUIH urges the Committee to support the proposed amendments to THCIA developed by the
National Steering Committee, with NCUTH's proposed refinements. They provide an essential
basis for improving the health care of America’s native peoples.
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Exhibit B
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Exhibit D

Health Status of Urban American

Indians and Alaska Natives
A Population-Based Study

Dwvid C. Grossman, MD, MPH. Jemes W, Krieger, MD, MPH; Jonathan AL Sugaman, MD, MPH: Ralph A. Forguera, MPH

Dijactive—To use vital siatistics and communicabla dasass reports 1o char
aciarize the hoalth stanss of an urban American indian nd Alaska Native (AVAN]

raponisd bihs, cdeaths, and cases of selecied communicable
Gisanses ooouming in tha sight countied from 1881 Srough 1690
Main Qutcoms Measures.—Low birth wesght, infant maomalty, and prevalance
of risk taciors jor pood bifth oulcomes; age-specific and cause-specilic mortality;
rates of reponed hapaitis A and hapatis B, tubsrcuiosis, and seoualy transmitied
aseates
Rasuits.—LUran ALANS had a much higher mis of low birth wasght compared
with urban whites mnd ruml AVANS and had s highe rate of inlant maoraksy than ur-
b whites, During the 10 years, urban AUAM indard moralty rabes increased from
§.5 par 1000 bve birihs ko 18,5 por 1000 v bisths compared with no trend among
the other populatons. Compansd with rural AVAN mofhers, wiban AVAN mothers
wars 50% more likily 1o recahve lals o RO prenalal cane during pregrancy. Flels-
tve 10 urban whites, urban AVAN risk factors for poor bith outcomes (delayed pre-
natal cane, sdclescernd Bpe, snd use of ohacoo Rrd BloohoR) Wars MO COMETon

Sistent paniBm was fownd in This COMPRNScN of huslth NGCloN betwaan Lban and
rurnl AL'ANS, though rural AVANS haed icwer rabes of kw birth weight Brd highes
rates of tmaly prenatal cars uss. The poor healh status of wban AVAN people ni-
QUL greater anenlion boem ledersl, siate, and local hasfh authonties.

AR IR SRy
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iy et 200, i Ve 504 (D Gt
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IT 15 generally boeen that the health
wtatos of American Indizns and Alaska
Natives (ALANN) is fur below that of
other Americans.' However, this con-
mthudmﬂtMuihrwt:

Indian Health Service [(1HS),
of the Public Health Service,
owned health programs on
inh reservabions or Alsaks
is known about the
AlUANS despite
of the AVANS ider.-

]
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ALAN populstion in the lurgest
politan county within the state of Waak-
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The
state’s ALVAN residests live in other ur-
iLan ooumibes or rurl ecum-

Dty Sources
‘Thres main dats sourees wers used Lo
mumerator date for vital sis-
rals caleulstions. These included
birth certifientes, linked infant birth and
death and desth certificaten
frum 1981 1890 from the Center
for Health Statistics of e Washinglon

B A, Larch B, 10—Vl 3T, M 11

ANa between 1580 &nd 1980 were pea-
ernted by linear in tion between

riod) were quite small The interpols.
tiom method guve & akightly e
ber for each of Ut a range

= AVAN, of the father's race.
We uaad oirth and death certifi.

race ot birth d«ffnas the race ol birth
and death, Ind: dunls salf report.
e o the US Tensus.

data for which informatise
wap pvailabile. b1 rate exloalations
included [afar age-apecif
mortality rates m ex e
pecific mortali v, knd

mortality, Te sssem

morlality, alectr-related disesse Empact
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two ressona. A resent Centery for Dis wchool graduates and higher rates ofmn-  different than those among African
eate Control snd Frevention amd (Tablel) How-  Americans or the raral AVAN
adjustment conchuded that the  gver, rural ALAN: sppeared L be the A increass i the wrban
lﬂ?ﬁm'ﬂﬂ-uh inthestudy, ALAN Infant rile oecurrsd
recommended by the National Conter A third of those than 2§ years the decade Im 1881 (Fig-
fer Health s the standard  Bving in rural sountes were without .  wrell. Five-yuar rolling o rates in-
population for US mortality data (pri- ? school diplesa. U ] pe-
marily for purposes of e (E1%)and poverty rutes (B5%) werealso  riod from 8.6 per 1000 live birtha daring
historical naticnal data)® THEwses  highest among raral AVANL 1881 through 1585 to 186 per 1000 dur-
tthe 1940 populstion s the reference Ing 1986 through 1950 (y® test for trend,
ils mrnual statistical Birth Outcomes B.1; P+c.05). This decade-long Lrend was
eilind poizroes for ALAN health data; thus, med evident among the sther county resi-
use of Use 1540 population will The prevalencs of low birth weight.  dents or the rerl The sp-
corparisons. Confidance infervals (Cls) (<2500 ) was comtidersbly bigheramong.  parect npwand smong Afriess
h.E-Mru-. us- wrban AUAMs ecompared with wrben  Amaricans was not signifieant.
Sl e i e SigAres e
raled the
m-:m"mumfnl- urben African Americana (Tubla 2). The  Peers Rlok Factor for Poor
ing aversges were zaed Lo aesess trends, ruﬂm of very h—mm Rirth
depending on the of the out- (<1500 g) birthe aad prematare = Rural snd urban ALVAN mothen
oome. ekt for trend wasnsed  ries shared similar patieres, ~shared s simdlar rialk profibe (ado-
Lo determine Lhe ihe diffsrances betwsan urban lemcent age, marital statas, and use
of rte trends over time. and whites wery sigrificant. of ﬂuﬂh&::@lﬂ‘i
To determing whether Use differencs Using low birth weight as the or' pocr birtly ouleomes ). How-
Vo e as the e lndapenien vacihi, we oy Sham rars AL e 1o oo
und raral ALY ood b mB L rural AN wamen to ini-
entirely explal E il found that afir adjustmant for the in-  tats prenatal cars bn e first Lrimester
mu”lfmu e —a: ldﬂ-uru-‘pn- uhu'.llluumm'ﬁ:
L] il & no
to determine the that best ex- m;u the uﬂmmﬂumﬂ;ﬂmp
Pt The differescs in low-birth-welght rak be- Urbas AUVAN mothers had & misch
outeoene variable wis defined sathe pres-  Pwees e rural and wrban aa risk profile In ecenparison with
enoe or aksence of low birth weight. The o (odds. whits mothars (Table 21, Births
variable waa whether  ratlo, e C1, ts 14; Poi). among molhers aged 10 to 17 years,
the birth ocourred in as urban or rursl  Thus, it appearsd that most of the varia- mﬂmmwm
loemtion. The covaristes incioded kmown  Lien was e in  whoussd tobaceoar during
maternal risk fustors for lew birth risk profiles of each and mat tom  mency were all mare comman J||.E..r
amaiing, aboohal use, sk ar, fatorrap-  AMa. Similirty, the lower ratas of frat
cent age, price pregnancies, and the - resented by tha arbanirural trimester care and high rates
interval Like low birth weight, the Isfantmar-  of late trimaster) or B0 prenatal
tality rute sversged over 10 was  care ssemed Lo place ALANY st higher
Sociosconomis Characieristics jomtneonatal mort gy retes wart highar m’ moihers aervas all mﬁllll
Diats from the 1990 US Cetaua re- among s wrban AUAMs (dats not  exeept for prenatal sleshel
vealed that, compared with whites, the  shown). Infant rales among  where Lhe risk among AUVAN: was sig-
urban ALAN populstion had frwerhigh  theurban AUANs werenot sigrificestly  mificantly higher.

SALLE, grch 18, T9S—Wol IT1, Mo 11
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Age-Specific Moraimty ﬁhmuwu:m lence of tubereulosis compared with all
Ulrban ALAN kowrer ngw-adjariad martality  Usres other population Reportad
rates wers higher in mm 'ﬂmﬁrﬁﬂm-ﬂm ndpiuﬂ:::t-ﬁ syphilis
proup compared with orbas white ) among
f than 85 years), In the Rates for other specific cazses of whitas, bot lower than rates
5% e i i, homicde paribyey trasmitied ds-
0.65; §#5% C1, 0.56 10 0.75). The bigpest s i
was wvident in the 35- Lo - MMMW:& fuar were not for rural Al/
ﬂ raies ls e 1- Lo —-:I-:m differenibe- AMo
Jé-year and 18- Lo oups fLween [
whitss. Ths (P 08} differerces 3
mﬁ-mwm-udu Tatts between Aﬂm and  ‘The fndingy of this study confirm Lhe
rican Americass waa [ the cldest aps  hites were for chronks lver dissase Mﬂﬂl between
grosp, bn whick rates for and crrhosis, anintentional imfary, and  the health of AL/AM and whites living
oans wers homicide. Of the Jesding causes, only b oo lurge metropolitan ares. Urban
Sismilarly,a ofdeath rates  Shhor was lower in the ALUAMS mene  ALANG bave Iesalih scross b
between urban asd rural AUANS ap- pared with whites. Compared with Af-  mosl every ‘wy exarmdned. The
petred Lo demonsirste rickn Ameriosns, the erban ALA N had ﬁ“‘l““ﬂmpm
rates pmeng urban AUAN residents, al- lower all-cause death rates snd lowsr mont causea of death. Many of
only e difference among the  Thbes from heart dissase, esncer, and wers similar Lo thoss among
mm&-ﬁ reached  cersbrovasculer disenss, but m urban African Americans, s whose
C1, 0.5] 1o 0.72; P<08). iarasr -’-"d-wm rrogerel
Cause-Specific Mortality Communicable Dissasss Im‘lqﬂﬂ-ﬁ of b
The overull Among communicable disesses, the  mlatus indicators betwsen urban and ry-
mls umong urben AL'AN waa higher ol bepatitis A and  ral ALUAKS did not reveal & consistent
African Amariotns and ] among tarkan eigrificant decide-bong rise
UAMS (Tuble 3. Injuries snd aleshol  whiles, sad Afrian Americans (Table wrban AUVAN infast l.lh:
sorounied for the major. 4L Simdlarly, wrben AUANS sleo expe-  remd not ghared mt cther
ity of excess mortality ameng ALANL preve-  study populstions. AUAN moth-
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m.-ﬁ than urban AVAN
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comprahensive maternal and child
mmm the [HS that
mm_npﬂn narsing
outreach systema. Acosts Lo Lhess ser-
wices in the naral 1HS elinkes may bave

prising ip between low birth
HIIM a=d infant mortality rates may
be @ reflection of saperior aotess Lo neo-
natalintensive care In the urban county.

The AlVAN mortslity rates tended 1o
ket higher within Lhe raral counties than
within the urban ares, The most strik.
img age-specific difference was amang
the population clder than 65 vears, The
:Ehﬁ rate of unintemtional injury fa-

known ta be higher in raral areas,
pecially smong ALANL® Almost all of
the overall mortality difference can be
explained by higher rates of the four
heading causes of death (heart disase,
exnoer, injury, and cerebrovascular dis-

ease] ameng rursl AUAMS, compared
with their urban

is study. Although un
m#ah&ﬂlhmm
icresslng morbidiy tad
merbidily
whan Uhe census
u&o‘m . y Ll the probilem
1950 conmusen sagpest
of endercounting of AL/AMs has dimin-
ished in compurison with esrlier ofn-
Basea™ Misclassification of rece In vital
records can pesubl in subsianiis] under
eatimnates of mortality rates Al
AN We estimate that this
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these needs. The initial 1576 sutkorize:  ever the
tion ealbed for 1 518 million allocaticn for  wre firmly
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Exhibit E.

H FACTS

Urban Indians make up over 60% of the total Indisn population.
Urban Indian population has grown over 30% in the last 3 decades.

Urban Indians are undercounted by the 1.5, Census and not inchuded in statistical data gathered
for urban areas.

Uﬁmlﬁmmwwmmmmmmmm As imvisible
capital for businesses; and mamstream markets.

Urben Indian unemployment is double that of all other races [in some cities, like Boston, there is
evidence that the Indian unemployment rate is quadruple the rate for all other races].

Urban Indian poverty levels are three times that of any other rce.

Urban Indian high school drop out rate is over 75%.

Uirben Indian business development rate is the lowest of any race.

Lirban Indians have higher mortality rate from alcoholism and related causes than other races.
Urban | ndian suicide rate is four times that of all other races,

Lirban [ndians have three times the national rate for diabetes and heart disease, Health care is
unavailable to 50%6-75% of Urban Indians,

Urban Indisn mental bealth patients increased 200% from 1988 1o 1990.

Urban Indians are citizens of both the United States and their sovereign Tribal Nation.

This fact sheet is derived from one developed by The National Urban Indian Policy Coalition.



424

Homorabls Ban Wighthorss Casrpbel]
Ulnited Stajes Senate

Hart Building Room
Washington, DC 20518

Re Written Testimony Indian Health Care [mprovement Act 52526
Ben Scoate Campbell

Wee support the hearing oo 5. 2536, W reanthoriee Indisn Heslth Care Improvement Act
Problem: Oos of the major barmiens of providing smy servioss to [ndisn County i the

appiications, Pacaseta,
cxample; coe complets application for TANF Cash Assistance, ooe complets application
for Food Stamps, anc complete application for Medi-Cal, one complets apphicatian for

Chidd Support Enforcement, and to basically six other agencies that desl with
economicaily dissdventage, high risk famikies.

w;ﬂnmuwmhm-mw for recipuents that
iU & “one stop card”, ay the ooe nop application, which basically ceriffes the
eligibality of the individual to receive Medi-Cal, TANF (cash sssisiance), Food Seamps,
and other Senvices.

We harve atisched & chan that betier conceptuslines our Oos Stop Application network,
for the econcenically dissdvantage, and high risk family. We bope Senate will consider
52426, becoming a partnership isto & One Stop Application process for economic
disachaneage, high risk family.
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INDIAN HEALTH CARE IMPROVEMENT
ACT

PROPOSED AMENDMENT

A Tribal provision in the Persogal Responsibility and Work Oppormunity Reconciliation
Act of 1996, provided lsaguage that would allow Indian Tribes to administer a TANF
(cash assistance) program.

One of the major barricrs of providing any service to Indian Country is the lack of
transpariation. Roral public transportation systems are sporadic and in many areas non-
existence, Tribal members of Tribal TANF programs must complete ons application for
cash assistance, travel to the local county welfare offics to complete a-similer spplication
for the Federal Medioaid program.

The State agency is responaible for conducting the Medicaid Program eligibility
delermination on Indian reservations, which historically bas resulted in under
representation of [ndisn people. .

Therefore, s amendmant to ths Indian Health Care Improvemant Act that will allow
Tribal TANF progrms to datermine ellgibility for Medicaid program will incresse Indisn
participation and pravide a one-stop application for sarvices.,

AMENDMENT

Indian Tribes that sdminister a Tribal TANF pregram sre sutborized to detarmine
eligibility for the Federa) Madicald program.
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Visualizing Our Network

Department of
Commerce
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Health and Human Services

TANF Block Grant/New

‘Medicajd

Child Supposrt Enforcement

Child Care/Head Start

Social Services Block Grapt

Teen Pregnancy Prevention/F amily Plamring:
Substance Abuse Treatmuent & Prevention
Mental Healtlr Treatrment & Prevention
Family Viotence Programs/Victence Agaimst Wonren
Children's Mental Health Services
Conumumnity Services Block Grant

Individual Development Accounts

Development secounts for low income- individuale/families)

Job Opportunities for Low fncome
Commummity Economic Development/Rurat Commmmmity Eacilities
Fatherhood Programs
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Department of Agriculture

Distance Leaming (Funding 1o encoursgefimprove telecommunicationy/computer
networks to provide education for rural areas)

Rural Development (Pursuing ways to stimulste improvements in the economic,
social or enviroomental well-being of rural residents through technical and fioencial
assistance)

Wood in Transportation (Offers technology transfer and value added business

developmant assistance for improved transpontation snd infrastructure and markets for
wood)

Rural Business Enterprise Grants (Help finance and facifitae development of
Mlﬂmﬁqﬁmmmhﬂhwm?

Rural Business Opportunity Grants (Provides funds for techical assistance,
raining/planning activities that improve economic conditions in rural sreas. To promote
sustzinable economic development in nural communities with micsptional needs)
Food Distribution Program on Indian Reservations (Commodities)

Food Stamps (Helps low-income households but food for a more mutritious diet)

Community Facility Program ( A community facility is s service center thai
provides essential public services such a1 a welfire services building)

Emergency Food Assistance Program

Child Adult Care Food Program

Community Food Projects (to meet the food needs of Low-income people)
wIC
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Department of Justice

Tribal Courts
Felony/ fleeing felons criminal information

Domestic Violence (STOP Violence Against Women)
Drug Abuse Programs
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Department of Treasury

Internal Revenue (Tex retums & Child Support)
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Department of Education

Adult Education
Education Block Grant

Education for Disadvantaged
Special Education
Vocational Education

Child Care Access
Rehabilitation Education
Life Skills

Even Start

Literacy Grants
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Department of Labor

WIA
Adult Job Training
Welfare to Work
School to Work

Youth Opportunity Program
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The Comemittee on Indisn Affaies has scheduled 2 field hearing in Denver, CO on draft
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dterwive dhighilty for Fedon! Mudicsd was deleted from the proposed bll for the
reavthorizanon of the Indian Health Care Improvement Act (THCLA) of 1976, By deleting
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Therefors, e support the propoied amendment to the lndin Hesth Care
t Act that will wihorize Tobal TANF Programs w determine eligibiliny for the
Federal Medicadd Program.

byt Ly

ec: Virginia Hill, Disecwor Socil Servicss, Southern Indian Heakh Councll
Saabh Hicks, Weifsre Reform Program Manages, NCAL
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TESTIMONY OF JACOB ADAMS
PRESIDENT, ARCTIC SLOPE REGIONAL CORPORATION

REGARDING
8. 2526, A BILL TO AMEND THE INDIAN HEALTH CARE
IMPROVEMENT ACT TO REVISE AND EXTEND SUCH ACT

BEFORE THE SENATE COMMITTEE ON INDIAN AFFAIRS

HEARING HELD JULY 26, 2000

Mr. Chairman and Members of the Senate Committee on Indian Affairs, my name
is Jacob Adams and | am the President of Arctic Slope Regional Corporation (ASRC), an
Alaska Native Corporation created under the Alaska Native Claims Settlement Act
(ANCSA) and headquartered in Barrow, Alaska. ASRC has over 7,500 Alaska Native
Shareholders and represents the interests of all of the Morth Slope Inupiat Eskimo people
in the northern maost region of Alaska. | appreciate this opportunity to provide testimony
1o you on behalf of ASRC regarding Title IV of S, 2526,

I am submitting written testimony to demonstrate ASRC's suppornt for Title IV,
Section 406(g), of 5. 2526. This important Section of 5. 2526 amends Section 162 1e{f)
of the Indian Health Care Improvement Act (IHCLA) (25 U.5.C. § 1621e(f) (2000)). This
amendment clarifies that neither the United States, acting through the Indian Health
Service (IHS), nor an [ndian tribe or tribal organization under a funding agreement
pursuant to the Indian Self-Determination and Education Assistance Act, shall have a
right of recovery for reasonable charges billed or expenses incurred in providing health
services if the injury, illness, or disability for which health services were provided is
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covered under a self-insurance plan funded by an Indian tribe or tribal organization, or
wrban Indian organization. Section 406{g), however, does allow such recovery where

there is specific written authorization by the governing body of an Indian tribe.

The © Provisi { the IHCIA

The THCIA, as currently written in the United States Code, has been interpreted to
negatively impact those Indian tribes or tribal organizations that provide health care
coverage 1o employees through a self-insurance plan. The THCIA defines the term
“Indian tribe" 1o include Alaska Native Corporations, such as ASRC, created pursuant to
ANCSA. Sce 25 US.C. § 1603(d) (2000). ASRC curremly has a self-insurance plan,
which fits within the IHCIA’s definition of a “self-insurance plan funded by an Indian
tribe or tribal organization.”

The IHCIA was enacted in 1976, See Pub. L. No. 94-437, 90 Stat. 1400 (1976).
In 1988, Congress added a provision to the IHCIA, allowing the Federal government to
recover from third-party payors reasonable expenses incurmed by the [HS in providing
health care services. See 25 U.S.C. § 1621e(a) (2000). In 1992, Congress broadened that
recovery provision to allow the same type of recovery by tribes and tribal organizations
contracting with THS to provide health care services. Also in 1992, Congress added an
exception to this right of recovery whereby, “{t]he United States shall not have a right of
recovery under this section if the injury, illness, or disability for which health services
were provided is covered under a self-insurance plan funded by an Indian tribe or tribal

organization.” 25 U.S.C. § 1621e(f) (emphasis added).
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There is a lack of parity between the right of recovery provision under 25 U.5.C.
section 162 1e{a), which is available to the *United States, an Indian tribe, or a tribal
organization”, and the exemption on recovery under 25 U.5.C. section 162 1e(f), which is
available only in cases where the “United States” is seeking recovery. Thus, as currently
written, the IHCIA has been interpreted to provide that a self-insurance plan funded by an
Indian tribe can only avoid being recovered against when the health care provider is the
United States, acting through IHS, and not when the provider is a tribe or tribal
organization contracting with IHS. The result is that Indian tribes are essentially being
billed for health care provided to tribal members who are entitled to free health care
services from the [HS and from tribes and tribal organizations contracting with THS. This
was not Congress” intent when enacting the [HCIA.

The foregoing resull is the unfortunate situation that ASRC has been faced with.
ASRC's self-funded insurance plan is being billed by a tribal health organization that has
a contract to provide IHS services to American Indians and Alaska Natives, Whereas, if
the THS were providing the health services directly, ASRC"s self-funded insurance plan
would be exempted from such recovery, This result is not compatible with Congress®
intent to provide health care services to American Indians and Alaska Natives, at the
Federal government's expense,

In a House Report accompanying the 162 1e(f) exception, the Committee stated
that il‘;dnu not intend 25 U.5.C. Section 1621e to be interpreted 1o authorize the [IHS)
1o seek reimbursement from tribally operated self-insurance plans.” H. Rep. No. 102-

643(1), 102d Cong., 2d Sess., reprinted in 1992 WL 163494, *192-93. The Commitice
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went on Lo state that “[t]his would result in shifting the legal obligation to pay for Indian
Health Services for tribal members to the tribes themselves,” This rationale for
exempling tribally funded self-insurance plans from the collection efforis of the IHS
should equally apply to the collection efforts of Indian tribes and tribal organizations

contracting to provide THS services.

The R Provisi Clarificd by S. 2526
As stated above, the IHCIA defines the term “Indian tribe” to include Alaska

Native Corporations created pursuant to ANCSA. Section 406(g) of 5. 2526 would limit
the ability of the IHS, or a tribe or inbal organization, o recover from a self-insurance
plan funded by an Indian tribe, including an ANCSA Corporation. As a result, under
Section 406(g) of 5. 2526, neither the IHS, nor a tribe or tribal organization contracting to
provide health care to American Indians and Alaska Matives, shall have a right of
recovery under the self-insurance plan funded by ASRC, without specific written
authorization of the governing body of ASRC.

This clarifying provision in 8. 2526 would further the Federal policy of providing
health care to American Indians and Alaska Matives at the expense of the Federal
government, but not at the expense of tribal members or Indian tribes. This provision
would clarify that such Federal responsibility for health care was not intended to be bome

by an Indian tribe, including an ANCSA Native Corporation such as ASRC.

On behalf of the 7,500 Inupiat Eskimos represented by ASRC, [ would like to
thank the Committee for allowing me to submit my testimony, for the record, in support
of Section 406(g) of 5. 2526.
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The National Indian Child Welfare Association appreciates the opportunity to submit this
testimony on. 8. 2526, a bill 1o amend the Indian Health Care Improvement Act (herein
referred to as "The Act”). Our organization is based in Portland, Oregon. Our
comments will focus on the following themes as they pertain to 5.2526:

1. Systems of Care and irs relationship to behavioral health services
and our recommendation that 8. 2526 include this concept;

2. The serfous need for increased funding to expand services and provide belter
access to mental health care for American Indian/Alaska Native children;

3. The need for Indian Health Service (THS) to acquire and provide specific data
related ro Indian children's mental health

Our recommended changes to 5.2526 begin on page 9 of our testimony.

The National Indian Child Welfare Association (NICWA): NICWA provides a broad
range of services to tribes, Indian organizations, state and federal agencies and private
human service agencies throughout the United States. These services are not direct client
services such as counseling or case management. They are services that strengthen the
programs that directly serve Indian children and families, NICWA services include: (1)
professional training for tribal and urban Indian human services and mental health
professionals; (2) consultation on human services and mental health program
development; (3) facilitating child abuse prevention efforts in tribal communities; (4)
analysis and dissemination of public policy information that impacts Indian children and
families; (5) training institutes on Indian children’s mental health topics; and (6) helping
state, federal and private agencies improve the effectiveness of their services to Indian
people. In addition to maintaining a strong network in Indian country by working closely
with the Mational Congress of American Indians and tribal governments across the
United States, we have esteblished mutually beneficial partnerships with child and family
welfare organizations such as the Federation of Families for Children's Mental Health,
the Child Welfare League of America, and Casey Family Programs.

SYSTEMS OF CARE AS THE CORNERSTONE OF BEHAVIORAL HEALTH
What is a system of care? Within the field of children's mental health, & system of care
is a formal collaboration of the family and community members, professional and other
organizations commitied 10 enhancing the lives of emotionally disturbed children and
their families. The purpose is to bring cohesion to the strategies and services aimed to
rehabilitate these children. Specific values set the principles that drive a system of care.
These principles evolve into specific practices that create change.

Systems of care has evolved over the past several years from the growing awareness of
the absolute need for all stakeholders in children’s well-being to work together, Service
providers now recognize that simply dispensing medication and providing adjunctive
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psychotherapy services fall short of what children and their families need to recover from
or cope with mental illness. They recognize that the causes of mental health disorders are
complex and that the impact of mental illness requires collaboration and partnerships
among many parties.

Wraparound services comprise a full array of human services. Care management, or
care coordination, connects all parties providing this full array of services into a
collaborative web, Systemns of care include formal partnerships between tribal, state or
county agencies (partnerships), multi-disciplinary teams (collaboration), deep family
imvolvement and the accessibility to service providers far beyond the typical 8 am. to 5
p.m. workday. Wraparound services include children and families in the planning of the
treatment for the children. [n addition to professionals, effective systems of care bring
into this planning the significant persons involved in the child and hisher family’s life,
such as spiritual healers, extended family and community elders. Professionals may
include educators, child protection services, the juvenile justice system and mental health
professionals (Cross, Earle, Echo-Hawk Solie and Manness, 2000).

£.2526 combines the fields of substance abuse and mental health into a behavioral health
department and emphasizes traditional healing as an important part of wellness. We
agree with this approach, but the bill does not, unfortunately, encourage systems of care.
This omission is inconsistent with other HHS agency policy and today's most promising
practices.

Throughout the past decade, the Center for Mental Health Services (CMHS), a division
of the Substance Abuse and Mental Health Services Administration, has emphasized the
importance of systems of care in meeting the complex needs of children suffering from
mental illness and their families. Within Indian country, during the past seven years,
CMHS has funded a total of 8 tribal mental health programs that provide services to
Indian children with severe mental health challenges. These programs are excellent
examples of tribes and tribal organizations developing creative, effective mental health
systems of care, We are attaching to this testimony a copy of the Promising Practices:
Cultural Strengths and Challenges in Implementing A System af Care Model in American
Indian Communities (Cross et al., 2000). This monograph describes 5 of the 8 programs.
Fallowing are excerpts from this monograph that describe the extent of collaboration
inherent in systems of care. In this case the description is of the Sacred Child Project,
which is coordinated by United Tribes Technical College and serves 5 sites in North
Dakota, South Dakota and Montana,

“Sacred Child staff and spiritual consultants have an unconditional love for the
children and their families who participate in the project.”

"Participants are visited by a care coordinator and, if available, a parent
coordinator. .., they understand the community dynamics and culture and they are
aware of the services and programs in the commumity .... [they must] be willing
to train to become certified in care coordination.”
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“Their [the child and hiser family] application is then forwarded to the local
Wraparound Review Intake Team (WRIT), a multidiscipline team composed of
parents, care coordinators and representatives from cultural, spiritual, child
welfare, mental health, law enforcement, juvenile justice, education, alcohol and
substance abuse prevention and domestic violence areas.”

“The next step in the wraparound process is to set up a meeting of the child and
family support team. At this meeting, the parents or primary caregivers and the
child, if age appropriate, meet other members of the child and family suppont
team (CFST). This team is comprised of people the family has identified as being
part of their natural support system and the service providers from the systems
with which the child is involved.”

"The purpose of the support team meeting is to develop a plan of care appropriate
for the family's strengths and culture.”

From the above example, one can see the high degree of involvement of Sacred Child
Project staff with families and community members, and how a system of intervention
extends beyond providers to community members that are known to the family, When a
family and community are brought into a system that works together to promote healing,
the motivation to succeed exceeds discrete efforis by one individual or one agency acting
independently. With the work spread throughout formal and informal entities, a system
can be available 24 hours/day to stabilize families. Different players are called into action
based upon the need at any given time. For example, a mental health specialist,
traditional or mainstream, may be called to respond to a suicidal teen; or a protective
services worker may put a remedial care plan into immediate action to prevent child
abuse and the removal of a child into foster care,

According to parents and staff interviewed for this monograph, this level of involvement
has resulted in saving lives of suicidal adolescents, reducing school absenteeism and
expulsion, improving school grades, decreasing the rate of recidivism into the juvenile
criminal justice system, increasing self esteem, preventing child abuse, and keeping
children within their homes as opposed to placing them into foster care or residential
treatment. These changes transform the lives of children and families. One can speculate
that the cost savings would be enormous by providing extensive services at the front end
versus the exorbitant costs of "back end” services such as incarceration, protective
placement and in-patient psychiatric hospitalization, as well as general assistance.
Providing effective services to children will likely also save costs from social security
disability benefits, since chronic, severe mental illness oflen renders people
unemployable.

CMHS recognizes that many Indian communities have gone oo long without mental
health services and that these commumities lack the infrastructure to support an effective
mental health system. In its commitment to bridging the gap in services to Indian
children, CMHS funded nine tribal and urban Indian programs whose mission is to design
systems of care. These projects, called Circles of Care, are in addition to the 8 sites
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mentioned above providing services. They have been given three years 1o establish
partnerships and to involve the community in designing a system of mental health
services for their children. IHS is aware of this emphasis in mental health policy and is,
in fact, one of the pariners in these CMHS funded grants.

INDICATORS OF NEED FOR IMPROVED MENTAL HEALTH SERVICES TO
CHILDREN IN INDIAN COUNTRY

In general, mental health services are scarce for all children. But for Indian children,
access is more problematic. The disparity in available resources parallels the scarcity of
data relevant to Indian children and mental health,

Available Statistics: Severe life stresses place Indian children at high risk for mental
health problems. On a national level Indian communities are affected by very high levels
of poverty, unemployment, accidental death, domestic violence, substance abuse, child
neglect and abuse, and suicide. These at-risk factors lead most authorities to agree that
there is an inordinate, unmet need for mental health services in tribal communities
(Swinomish Tribal Mental Health Project, 1991).

There is very litile data on the mental health needs of Indian children and adolescents
(Deserly and Cross, 1996; U.5. Congress, Office of Technology Assessment, 1990). We
can make some extrapolations about the level of need for Indian children and the
importance of addressing those needs from statistics pertinent to the general population,
particularly since we know that minorities with mental health disorders are less likely to
receive treatment and more likely 1o be placed in correctional facilities (Knitzer, 1982).
We know the following to be true:

1. Mental disorders account for 4 of the 10 leading disabilities in established market

economies worldwide (The Mational Institute of Mental Health: Science on our
Minds: The Numbers Count, 1999);

2. The cost of mental illness in the United States was 5148 million in 1990 (The
Mational Institute of Mental Health: Science on our Minds: The Numbers Count,
1999);

3. Worldwide, depression is the leading cause of disabilities among persons age five and
older (The National Institute of Mental Health: Science on our Minds: The Numbers
Count, 1999);

4, The estimated national incidence of emotional disturbance is 11.8 percent of the
population under the age of 18 (Gould, Wunsch-Hitzig and Dohrenwend, 1980).

We can see that the cost of mental illness is extraordinary. In Indian country where
mental health services are extremely scarce and the need is disparately great, we can
assume that both the life-long personal and financial costs of not providing adequate
mental health services to our children will be enormous.
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The 1990 Census reports that almost two million American Indian people are living in the
United States. Of this number, 39 percent are under the age of twenty. Research estimates
that there are approximately 93,000 emotionally handicapped Indian children in the United
States (Deserly and Cross, 1996).

Although epidemiological research is scarce, we know that Indian children suffer from
catastrophic rates of posttraumatic stress, which, if untreated, creates a generation of
adults who suffer from severe, chronic mental illness. Boarding school surveys have
identified Indian youth as being at high risk for mental health disorders. According to an
unpublished paper by the Burean of Indian Affairs (1995), Therapeutic Residential
Schools — Promise of the Future, off-reservation, residential school stedents are either “at
risk"” or are “very high risk”™ students. Most of these students have suffered sexual,
physical and emotional abuse, abandonment and/or rejection and have been involved in
self-destructive behaviors. Supporting documentation shows that many students with
mental health problems are on probation from the juvenile court system. In addition, the
scope of alcohol and drug abuse among entering students is overwhelming: 80 percent to
100 percent! Over 80 percent are from home environments where one or both parents
have been identified as having a substance abuse problem. The paper further reports
increasing dysfunction in all areas investigated in mental health screenings. The majority
of students screened (approximately 95 percent) reported critical medical, social, mental
and educational needs that are not being met.

Historical Factors. The effects of past forced removal of Indian children from their
native societies and placement into boarding schools, adoptive and foster homes are only
now being fully recognized. Children changed in ways that their parents and
grandparents could not understand. Many returned home for vacations expressing serious
identity confusion. They grew ashamed of being Indian and bitterly disowned the values
and lifestyle of their families. After years in boarding schools, they grew up unable to fit
comfortably into either Indian or non-Indian societies (Swinomish Tribal Mental Health
Project, 1991). Many times, these children never returned to their homes. For those who
did, communication was damaged because children had been forbidden to speak their
netive languages. Many children were unable 1o converse with their own parents.
Having been denied normal Indian childhood experiences and role models, they were
delayed in their social and emotional development (Attneave, 1977).

As these children became parents, they met unprecedented challenges. They lacked
family experience from which to leam parenting skills, They struggled with major
depression and attachment disorders resulting from their trauma of forced separation.
Generations of Indian parents resoried to substance abuse, neglected their children and
found themselves overwhelmed by the challenges of parenting (Hollow, 1982). This
yielded an upsurge in child neglect and abuse resulting in the removal of successive
generations of [ndian children from their parents. Thus the history of removal of Indian
children from their families created a cycle of multi-generational traums that continues to
cause emotional illness in today's generation of Indian children.
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Without a commitment on the part of [HS to mental health systems of care, the outlook
for Indian children is dismal. Given the knowledge we now have about the positive
outcomes of systems of care established within Indian communities, it makes good sense
for [HS to make such a commitment. Should IHS do so, the outlook is optimistic. There
are three reasons for the optimism. One is that THS is beginning to develop some
expertise in systems of care via their collaboration with the CMHS grants. The second is
that today's research is clarifying the neurobiological processes involved in trauma, and
this research points to promising remedies. The third reason is that Indian communities
have demonstrated their competence in and desire to develop systems of care.

Lack of Access and Specific Services Needed: Today's research reports that there isa
narrow window of opportunity (six months) for treating victims of trauma before they
suffer from neurological damage (Perry, in press; Permy and Marcellus, 1977). Untreated,
repetitive trauma can result in leaming deficits, posttraumatic stress disorder and a
myriad of mental health symptoms that seriously interfere with a person’s ability to cope
with life. These symptoms generally continue throughout adulthood (Perry, in press;
Perry and Marcellus, 1977). The repercussions of persistent trauma contribute to the high
rate of Indian youth dropping out of school, entering the juvenile justice system and
abusing alcohol and drugs. They also contribute to the high teenage pregnancy rates and
high rates of babies affected by fetal aleohol and drug abuse,

Today's research documents the results of separation of children from their parents.
Attachment disorders reflect the neurobiological impact of this trauma. Research also
shows the correlation between mental health disorders and high rates of diabetes, cardiac
and other diseases (Koren, DeChillo and Friesen, 1992; National Institute of Mental
Health, Science on our Minds: The Numbers Count, 1999; National Institute of Mental
Health, Science on our Minds: Depression Can Break Your Heart, 1999). Given that
American [ndians have the highest rate of diabetes, obesity and heart illnesses, there isa
great need for mental health services as prophylactic, medical health measures.
Additionaly, one can extrapolate, from the research on the neurological impact of trauma,
that mentally ill children, left untreated, are at high risk for serious health problems as
adults.

There are several reasons for disparity of mental health services to Indian children.

Low IHS Funding. Historically, mental health, particularly mental health services for
children, has been low on the IHS list of funding priorities. In 1988, only 1.3 percent of
the total budget was allocated for mental health and social services for all age groups
(U.5. Congress, Office of Technology Assessment, 1990). Today, [HS allocates
approximately 3 percent of its budget for mental health and social services combined
with no set policy for allocation to children's services. These funding decisions have
resulted in severe shortages in mental health, which is exacerbated by the fact that 50
percent to 95 percent of psychiatrists and psychologists work in metropolitan areas.
(Wagenfeld, Murray, Mohatt and DeBruyn, 1994). There is a critical need for pediatric
neuropsychiatrists who specialize in fetal drug and aleohol disorders. Shortages of this
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nature result in poor assessment of need, inadequate crisis intervention and misdiagnosis.
These are potentially life threatening.

Jurisdictional Confusion. Confusion between agencies regarding who has the
responsibility of serving Indian children ofien leads to no services. Federal, tribal, state
and local governments all bear some degree of responsibility for the mental health of all
children. Their perception that ‘the other agency is responsible’ has resulted in virtually
no coordination of services, let alone the development of a formalized system™ (Cross et
al., 20040).

Geography. Another reason for disparate mental health services is geography. Great
distances, sometimes hundreds of miles, prevent access. In Alaska, many villages can be
reached only by air in winler and in the summer months some villages are also accessible
by boat, Many tribal programs have very large service areas. Clients may have to travel
hundreds of miles for an appointment; children may placed in homes or treatment centers
far from heir home communities, thus making it very difficult for family visits. If
services are home-based, only & few clients a day can be seen because of the enormous
distances a worker has to travel,

Cultural Obstacles. Although state and county mental health programs which are
federally funded are theoretically available to all residents, mental health agencies
generally have been unsuccessful in serving Indian people. For the most part, services
offered by state and county agencies are culturally inappropriate for Indian clients, many
of whom feel uncomfortable dealing with non-tribal agencies. When mental health
providers are unfamiliar with tribal lifestyles, family values or communication style,
there is a high probability of misunderstanding. Many non-Indien providers are not even
aware that important value differences exist. This lack of awareness increases the danger
of Indian clients being misunderstood, labeled or rejected (Swinomish Tribal Mental
Health Project, 1991). Misdiagnosis of Indian clients can result in serious medical and
emotional damage. Cultural norms, such as spiritual visions, are sometimes
misinterpreted as psychoses, for example, and treated with medication when no
medication is necessary.

Inadequate Disgnostic Services. Because of the lack of resources, Indian communities
have dangerously poor access to psychiatric services and the latest neuropsychiatric
information and technology that is prerequisite to accurate diagnosis, [naccurate
diagnosis can result in inappropriate prescribing of medication and ineffective treatment
plans, as well as impacting school decisions for special education assessment and
placement, accepting children into regional centers that guarantee life-long care, denial of
social security disability benefits, etc.

Thﬂcisymmmpluitymm This complexity is further compounded by an
increase in children struggling with multiple mental health disabilities, including those
related to fetal drug and alcohol abuse. The field of pediatric neuropsychiatry is
important in accurate diagnosis. Accurate diagnosis is prerequisite to developing
appropriate treatment plans and for prescribing medication. Assessment is an evaluation
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of the various symptoms; diagnosis is the determination of the illness. Although

assessment leads to a diagnosis, without an accurate diagnosis, service providers cannot
develop an effective treatment plan.

Hazards of Misdiagnosis: The following example illustrates the life threatening
consequences of inadequate diagnosis.

One psychiatric social worker reports spending over 200 man hours identifying a
psychiatrist with sufficient expertise to diagnose and prescribe treatment to a 9-year-old
Indian youth who had been grossly effected by fetal alcohol and drug abuse, including
methamphetamine, cocaine, LSD, marijuana and hashish. A pediatrician treated this
child for attention deficit disorder; however, he failed to diagnosis the other psychiatric
disorders of the child. The treatment prescribed, therefore, was inappropriate.
Additionally, the county mental health system said the child did not have a mental health
disorder and denied the child access to the day treatment program and services. The
school special education program was ineffective in dealing with the severe behavioral
problems resulting from the mental illness. After months of exploration, the Indian
behavioral health program located a psychiatrist who recognized that the child was
schizophrenic in addition 1o suffering from attention deficit disorder, pervasive
developmental disorder and fetal drug and aleohol effects. For the first time, the child's
psychotic symptoms were identified and then addressed. Because of long-term, high
dosages of Ritalin, the child developed an irreversible cardiac problem. Had this child
had access to a neuropsychiatrist trained to work with children, successful diagnosis and
resulting treatment would have been implemented several years prior, and the cardiac
problems would likely have been avoided. More alarming is that many tribal programs
have no mental health professionals who would recognize the need for specialized
assessment and diagnosis. Children receiving services in these programs are at high risk
for misdiagnosis and ineffective treatment.

Benefits of Accurate Diagnosis: Within a year after the above-discussed child entered
into treatment with an appropriately trained psychiatrist, he entered the County mental
health's day treatment program. He was accepted into the state’s regional center. His
psychotic symptoms abated. His family received home-based behavioral management
services as well. This child will never function “normally,” but there is a life-long care
plan set up for him which will be revisited on a regular basis and modified according to
need.

‘IMPORTANCE OF DATA.

There are no hard figures on how many dollars THS allocates to children’s mental health,
There is a lack of IHS data documenting the extent and the severity of these children's
mental illnesses, State and county agencies ofien lump American Indian/Alaska Native
into the “all other™ category, so their siatistics omit data on American Indian children. To
make matters worse, state and county workers frequently identify Indians as Hispanic
because of Spanish sumames. The undercount of Indian children struggling with mental
illnesses undermines efforts to address these problems.
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While IHS has a mental health/social services data collection system, there are many
problems inherent in the system. Mot all behavioral health programs use the system. It
competes for statistics with a chemical dependency data collection sysiem, and workers
do not want Lo input data for two separate systems. The forced choices of the program
create confusion on how to respond to the specific data fields and important information
is only intermittently reported. Finally, what data is collected is not disseminated.

The data collected by [HS is so problematic that it makes it difficult for us to present a
recommendation that pertains to dollar allocations. The lack of reliable data allows state
and county agencies to avoid developing culturally specific programs for Indian children,
as well as impeding Indian tribes and urban organizations from successfully competing
for grants.

RECOMMENDATIONS
{changes in language are printed in bold)

Issue Number One: The Act fails to address today’s most promising mental health
practice — systems of care for children’s mental health,

Recommendation: Make the following changes in language:

= Sec. T01{a)(1) - add the following language at the end of the paragraph: and which
promotes the development of systems of care;

*  Sec. T01{a}2) - insert the following language after the phrases: develop tribal plans
promoting systems of care ...organizations to develop local systems of care
plans. ..

*  Sec. TOWb)Y 1) — add paragraph “(I)) a design for a system of care rooted in
wraparound service.

*  Sec. T01{d)}1) — add at the end of the paragraph within a coordinated system of

CArE.

= Sec. T03(a)(1) —insert the following language after the phrase: ... program of
comprehensive behavioral health systems of care addressing

*  Sec. T07(cX2) - add paragraph “(F) to develop collaborative systems of care.

*  Sec. 910(b)(6) — insert the following language after the phrase: ... avoids duplication
of existing services, and facilitates the development of a system of care ™

Justification: Systems of care is consistent with federal policy for mental health services
to children and families. It involves the family and natural, indigenous systems of care
that facilitate the empowerment of children and families, as well as expanding resources.
It helps avoid duplication of services and contribules toward sustainability of behavioral
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health services within an economy of dwindling resources. Systems of Care reduce costs
by lowering the numbers of children placed out of the home (juvenile detention, foster
care, residential treatment). They promote great success in prevention and treatment of
mental health disorders by engaging the community in developing prevention and
treatment strategies. The community becomes part of the treatment plan, thereby
increasing the number of people supporting the child and the family in need.

Issue Number Two: The technical assistance language in 5. 2526 is general and does
not specifically address systems of care as a promising practice.

Recommendation: (insert the following changes in language.)

*  Sec. 70%(a)(2) - insent the following language after the phrase: conceming
behavioral health systems of care ...

*  Sec. T09b) — insert the following language after the words: behavioral health issues,
including systems of care ...

Justification: Indian communities need the benefits of state of the art information
regarding current mental health services. Behavioral health program personnel should
have access to the technical assistance that would assist them in developing mental health
systems of care within their communities. In order to gamer support for systems of care,
tribal council members, other leaders and community members need training and
education in this area. [HS staff could benefit from this such training for the same
reasons. An additional benefit would be that an increased awareness would encourage
collaboration between behavioral health services delivered directly by IHS to tribal
communities and tribally run services,

Issue Number Three: There is a severe lack of mental health personnel trained to work
with children.

Recommendation: Amend Sec. 127(1) as follows: change the number 500 to 1,004,

Justification: 5.2526 moves toward addressing the mental health needs of Indian
children by acknowledging the critical lack of mental health practitioners working in
American Indian/Alasks Native programs, particularly those specializing in working with
children and families. The Act calls for the recruitment of 500 mental health providers
with a minimum of 200 qualified to work with children. Given the extraordinary unmet
need for mental health services for Indian children, 500 new practitioners is grossly
inadequate. This is particularly true when we are recruiting practitioners whose expertise
ranges from professional to paraprofessional and when you consider that rural case loads
are smaller than urban case loads due to time spent on travel. Furthermare, the figure of
93,000 Indian children needing mental health services is a conservative estimate. There
is no indication of a decrease in the ratio of one mental health provider to every 23,250
children. We believe that recruiting 1,000 new mental health practitioners is a reasonable
goal over the next several years,
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Issue Number Four: The Act calls for two fifths of the recommended new mental
health personnel to have training in the field of children's mental health; specifically, 200
of 500. This is inadequate in meeting the unmet needs of Indian children and creates a
bigger gap in available services between adults and children.

Recommendation: Amend Sec. 127(1) as follows: change the number 200 to 600,

Justification: We are recommending that instead of two fifths of new hires having
expertise in working with children that three fifth have such expertise. There is already a
preponderance of providers working with adults. This disparity in distribution of human
resources is higher when one considers that mental health providers working with
children and families spend much of their time working with adults. The greater need is
to bridge the gap in availability of services for children.

Issuwe Number Five: Access to psychiatric services is severely limited. This is
particularly true for children with multiple diagnoses. This lack of access is further
damaging to children suffering from neurclogical impairments, such as those associated
with fetal drug and alcohol disorders.

Recommendation:

*  Sec. T01{c)1) - Add paragraph “(J) diagnostic services including the utilization of
the latest neurological assessment technology

* Sec. 703(a) — Add paragraph “(F) diagnostic services utilizing, when appropriate,
neuropsychiatric assessments that use the latest technology of PET (photon

emission topography) or SPECT (single photon emission computer topography)
scans.

*  Sec. T03(a) - Add paragraph “{G) develop and institute a telepsychiatry program
drawing apon the experts in the field of pediatric psychiatry, including
psychiatrists in assessment, diagnosis and treatment planning for children with
concurrent neurological disorders.

Justification: Indian communities generally have poor and frequently no access (o
psychiatrists. Access o neuropsychiatrists is even more limited, and access to pediatric
neuropsychiatrists is extremely rare. In 5.2526, Title V11, Behavioral Health, The Act
does not directly address the area of diagnosis, although it does address assessment.

It is unrealistic to expect every Indian behavioral health program to have an on-site
psychiatrist. With 1,680 U.S. counties lacking these services, many Indian children must
have alternatives. A elepsychiatry program would make psychiatric services available to
all Indian children. The use of PET or SPECT scans would ensure the high quality of
differential diagnosis (MRI's, CAT scans and Xrays show the physical structure of the

1
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brain, while PET and SPECT scans show the ability of the brain to function by mapping
activity levels,)

Issue Number Six: Data on Indian children’s mental health is scarce and results in
obstacles in justifying funding needs, understanding the extent of Indian children's
mental health needs and, therefore, developing appropriate strategies.

Recommendation:

* [HS create a task force to assess the current mental health/social services data
collection system. This task force would also explore how data from the separate
IHS medical data system can contribute o developing an accurate picture of the
mental health needs of children and families. The committee would be comprised
of members from [HS, tribal leaders, mental health professionals from IHS and
tribally run programs, as well as at least one representative from an urban mental
health program and at least one representative from an appropriate Indian
organization involved in research and/or data collection related to Indian
children's mental health.

* All IHS funded programs use the mental health/social services data collection
system or provide identified statistics, so that IHS can aggregate them into their
data,

* Within the next 12 months IHS be required to produce a report to Congress on
status of Indian children's mental health based on data collected per the
recommendations of the task force (see first bullet of this set of recommendations)
and that THS disseminate this report to Indian tribes and appropriate

*  Subsequent to the above report, [HS be required to produce a report on the status
of Indian children’s mental health on a biannual basis.

Justification: Mot all [HS funded programs utilize the same data collection systems.
Some behavioral health departments are burdened with two systems;, one for mental
health and social services; the other for substance abuse services. There is considerable
confusion regarding how to use these systems when a child is dually diagnosed. In
addition, the current mental health/social services data collection system being used by
IHS collects information in such a way that obtaining other important information is
excluded. Although information regarding age is collected, obtaining meaningful data
from IHS does not appear possible. The loss of these data deprives Indian communities
and grant writers of the information they need to understand the scope of mental health
illness in Indian children. Many individuals who seck medical services are being treated
for mental health problems, and services provided by medical health do not get processed
into the mental health data collection system. The loss of data through services provided
by the medical departments undermines the extent of the problem. This, in turn,
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undermines the attempts to justify requests for grants and other funding. Tribes and tribal
organizations do need those data that are collected.

CONCLUSIONS

The need for mental health systems of care for Indian children, although inadequately
documented, is expected to be substantially higher than that of the general population.
Access 1o services is poor for a variety of reasons including cultural issues, funding,
isolation and the need for human resource development. We are recommending that 600
additional mental health practitioners be trained to work with children to address this
unmet need,

It is critical that IHS mental health policy keep pace with that of the CMHS and that [HS
promotes systems of care within the programs they directly operate, as well as provide
technical assistance to tribes and urban organizations running their own behavioral health
programs.

We urgently recommend that [HS implement a telepsychiatry program that ensures that
Indian children have access to effective diagnostic services. These services must include
evaluations from pediatric neuropsychiatrists who have expertise in fetal drug and
alcohol disorders and who use PET and SPECT scans in their evaluation.

Data collection and analysis is vital to comprehending the extent of the mental health
needs of [ndian children, as well as to justify requests for funding and developing
intervention strategies. Indian communities have long been hampered by the lack of
supporting statistics in their attempts to pursue funding. A task force is recommended to
develop an effective data collection sysiem, and a compulsory report would ensure that
IHS would acquire and disseminate appropriate data. Follow-up bianmeal reports would
continue to inform Congress and Indian constituents on the status of mental health of
Indian children,

The Act carries recommendations through the next decade. The complexity of mental
health disorders and solutions to these diseases are just now beginning to be appreciated
on & large scale. This Commitiee has the opportunity to adopt recommendations that
would pave the way for substantial cost savings. This Committee also has the
opportunity to make a strong stalement not only on your commitment o the well being of
Indian children but also on your commitment to innovative, effective solutions based in
collaboration, partnerships and community ownership of solutions.

Thank you for your attention to this request.
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TESTIMONY FOR THE RECORD
OF CHAIRMAN WAYMNE TAYLOR, JR.
SENATE COMMITTEE ON INDIAN AFFAIRS
HEARING ON S. 2526, TO REAUTHORIZE THE INDIAN
HEALTH CARE IMPROVEMENT ACT
JULY 28, 2000

Thank you, Chaimnan Campbell, Vice Chairman Inouye, and other distinguished
Members of the Senate Committee cn Indian Affairs for allowing the Hopi Tribe to
provide testimony an 5. 2526, legislation to reauthorize the Indian Health Care
Improvement Act. We are grateful for your continued attention to improving health care
services for all Mative Americans.

The Hopl Tribe looks to Congress as the ultimate federal trust authorty. Vested
in your authority is the ability to ensure the provision of quality health servicas for all
Native Americans. Wa valua your counsal and depend in no small measura on your
assistance In establishing an array of health services of critical importance to all Tribes.

| wish to draw your attention to one health care service that has beaen largely
ignored to date in Indian country — the provision of emergency medical iransportation

sanrices.,

Paramedics and Emergency Madical Technicians (EMTs) who provide
emergency medical care and transportation to the general population were recognized
as an important part of the health delivery system In 1966, with enactment of the
Highway Safety Act. The Act provided funding to States to buy ambulances and train
EMT-paramedics. States required those involved in the transpor of sick or injured
people to be certified as emengancy medical technicians. Since the mid-1960s, this
field has exploded and evolved with medical technology to provide essential front-fine
medical services as part of the continuum of care. Unfortunately, this critical
componant in today's haalth care system is underfunded in Indian country. Tribes are
unable to keep pace with health care advances in this field. A growing disparity
Mm&mmmmﬂmnﬁmmmnhmmardmummmmh

On the Hopi reservation, providing necessary emerngency medical transportation
services is a difficult task. Insufficient funding for adequate staffing and outdated
aquipment leaves our present emergency madical servica (EMS) team constantly
struggling to provide sarvices. Although the Hopl EMS team performa vallantly, its
parsonnel are stressad for time and lack the equipment necassary to parform cartain
Iifesaving functions. The program lacks the resources to staff the program according
to industry standards for the time and distances involved in rural transport.
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Unfortunately, the Hopi Tribe witnessed the consaquenca of insufficient program
funding this past Aprl through a tragic incident. A young woman developed a serous
condition during her pregnancy. After being brought to the Keams Canyon Hospital for
care, physicians determined that she would have to be transported to the Tuba City
Indian Hospital (some 84 miles west), a facility more equipped to handle this condition
and able to perform surgery not possible at Keams Canyon. As the young woman was
being stabilized and readied for transport, another urgent call was received and the
ambulance was obligated to transport that patient from the Second Mesa Clinic to the
Tuba City Indian Hospital. A second ambulance crew was already attending a local
emeargancy and was commitied to remain on the Hopl Resarvation. EMS funding is not
sufficient to provide for a thind “off-duty” or back-up EMS crew — as industry standards
dictate, As a result, the woman was forced to wait for the first available transport — an
air ambulance — several hours later. During this delay, the woman suffered fetal
demisa (the death of her unbom child) and her own life was placed in extrama
jeopardy. Thia scenario, as well as many others, could possibly have bean avoided by
providing adequate funding for full staffing of the EMS program, affording & third crew
“on duty” or as an "on call” back-up crew.

The current trend of closing hospitals in Indian country and replacing them with
ambulatory care centers, or consolidating medical services, places an added burden on
emeargency medical sarvicas teams and slevates the importance of their rola in
providing necessary transport. With the rural nature of Indian Reservations, miles
away from towns and urban centers, transportation is now needed over longer
distances for inpatient care, requiring highly trained staff and more advanced
equipment. Thus, tha system itself is increasing the role of emargency transportation
and advanced life support cara without providing the necassary financial resources o
meat the new need. The end result is a growing gap in the continuum of health care.

WnummeCﬂmﬁuhmmmmhmdmmmmmW
adequate rasources for emengency medical transportation services. We recommend
that additional funding be provided for the development and maintenance of effective
emergency transportation systems through a machanism included in the reauthorization
legislation. The Hopi Triba views the development and maintenance of emergency
mmmammaummmmtmmmhmmmmm

Emergency madical care has becoma an important part of cur health care
system, providing a front-line interface with the health care system. Medical ethics
dictate certain models of practice to faciiitate and insure competant patient care.
Previously permitted practices, such as medically unsupervised patient transport or
transport suparvised by minimally trained individuals for patiants with severe conditions,
are no longer acceptable practice and are, in fact, Mlegal. Individuals trained in
advanced cardiac care or advanced life support must accompany patients with head
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or other life-threatening conditions when the patient is being transported.

Appropriate and expeditious emergency medical care not only means the

difference between life and death, but can save substantial expense for the health care

The health care community has leamed in recent years that if appropriate care
is administered to Injured or sick individuals such as victims of heart attack within
minutes of an event, loss of life can be prevented and the chance for full recovery is
increased. The administration of expeditious care can save years of rehabilitative
costs, lost labor, and other expenses. Injury is one of the leading causes of death
among Native Americans. Emergency medical systems must be intact to respond to
this public health need.

As the trend toward constructing more ambulatory short-term care centers
continues, more hospitals will close. This trend will dictate an increase in emergency
and inter-facillty transports. It is the job of Congress to ensure the appropriate pravision
of health services to Mative Americans and address this gap in coverage.

Emergency medical costs have increased over the past two decades for the
following reasons:

Industry Standards: Standards of care are developed by the industry to keap paca
with advances in medicine. Courts ofien uphold standards of care as a measuremant
of liability. EMS standards define basic life support (BLS), advanced life support (ALS)
and advanced cardiac lifa support (ACLS) modalities of care, ambulance configuration,
dispatch and telecommunications protocol, resource distribution and interagency
relations. As technology has improved our medical capacity to deliver state-of-the-art
EMS care, standards of care have evolved to incorporate sclentific advances in the
practice of pre-hospital medical treatment.

Regulatory Bodles: EMS programs must meet many standards to operate as a
legitimate health provider. To name a few, EMS programs must follow state and
federal Dapartment of Transportation guidelines, faderal and state labor slandards,
federal Madicare standards, state certification and licensing, state or regional medical
control/supervision, local permiticensing, and standands for performance through
writtan agreements.

Service Population Expectations: Americans expect access 1o high quality EMS
services. The daily deluge of television programming demonstrates many of the state-
of-the-art uses of emergancy medical services. In rural areas whera distances are
great and the availability of transportation is a serious issue, a responsive and weil-
equipped EMS sarvice becomes a lifeline upon which the community depends.

Cost of Technology: Technological developments in-the delivery of health-care -

services have increased dramatically in recent years. Equipment [s highly sophisticated
and improved, giving every advantage o saving a patient's life. A three-lead

3
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monitor/defibrillator purchased in 1992 for $12,000 is now cbsolete and subject to age-
basad faillure. A twalve-laad monitor/defibrillator sold today can cost mora than
$20,000 and Is essential for meeting "standard of cara® treatment for pre-hospital
medical care of tha cardlac patiant.

Cost of Readiness: Crews have to be ready to respond at all times of the day and
night. Payment only occurs when actual transports to a medical facility are made, EMS
calls that involve treatment rendered at the scane, with no transport, are usually not
reimbursed. Similarly, in cases where EMS ground crews administer life saving care at
hmnanfanﬂdwﬂmoﬂwmmnw.vﬂhwﬂuﬁhmawmnwhdm
the medical facility by air ambulance, no reimbursement is made.

The Hopl Tribe's Emergency Medical Services Program:

Tha Hopi Tribe's Emengancy Medical Services (Hopl EMS) program is the sola
provider of amergency medical servicas to the Hopl Reservation and parts of the
Mavajo Reservation in a rural/wildermess response area neary two milion acres in size,
They are responsible for responding to emergency calls for all individuals on the Hopi
reservation, indian and non-indian alike. The Hopi EMS program Is contracted undar
ﬁ.!ﬂ»ﬁ&&m with the Indian Health Service (IHS) to provide 1.5 EMS crews on a 24-

r ;

The Hopi EMS program employs seventeen full-time and sight part-time EMS
parsonnel cerlified by tha Arizona Departmant of Health Sarvices. There ara ten
parameadics, four ilermediate emergancy medical technicians (IEMTs), and eleven
emergency medical technicians-defibrillator basics (EMTs-D basics). EMS staff
members are scheduled to work twelve, twenty-four, and thirty-six hour shift segments.
Three ambulances of the fleet of five are equipped continuously for response, with two
ambulances assigned to “on duty” crews and a third ambulance reserved for “call back”
crew readiness should a medical emengency require a third ambulance. The remaining
vehicles are available as reserve or replacemant ambulances to allow for scheduled
maintenance and repair schedules to occur. Technically, the Hopi EMS program only
has enough resourcas to staff 1.5 full-ime crews and needs funding for three full-time
crews. At present, overtime Is used 1o compensate for lack of personnel. As
emergency call volume increases staff overime, staff bumout results in an area whera
it is difficult to find experianced EMS parsonnal.

During tha past five years, Hopi EMS has axperienced a growth in the volume of
emargancy calls of about fifty-seven percent (+/- 10% per year). Should this trend
continue, Hopi EMS is projecting an annual call volume of nearly 2000 calls by the year
2004. Roughly; hall of the calls are EMS 811-emergency calls and half are inter-facility
patient transports either to an air-ambulance or by ground directly to another health
care facility ninety to one hundred-twenty miles away.

The Hopi Tribe recantly opened a new ambulatery health care center. Although

the Center offers a wider array of heaith servicas, inpatient capacity is extremaly limited
{4 beds and 2 birthing beds). With the closing of the seventsen bed inpatient hospital,

4
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most patients requiring inpatient care must now be transported depending on their
condition and availability of beds at the ambulatory care center. Inter-facility transports
are expected to increase dramatically due to fadlity capacity.

The Hopi EMS program is financed through an IHS PL 83-638 contract
agreement, third party billing, and some additional grant funding. The present revenue
available for our program is extremely inadequate to meet the mandated mission and
sarve the population according to basic industry guidaiines.

The Hopi Tribe estimates an urgent need of $505,580 to facilitate the move from
an inpatient hospital setting to an ambulatory care setting. The expense of operating a
standardized EMS program on the Hopi reservation will run a shortfall of $835,000
unless additional revenue is obtained. The attached budget charts will help the
Committes understand this shortfall.

Recommendations for improving the Present Tribal EMS System:

In 1883, the National Highway Traffic Safety Administration, Technical
Assistance Team (NHTSA-TAT), conducted an evaluation of the Indian Health Services
EMS program. NHTSA-TAT's basic recommendations included the following:

1) that Congress and IHS officially recognize EMS as an integral part of the health care
delivery system for Native Americans; 2) that the IHS budget include an EMS line item
that dedicates EMS funding consistent with cleary documented EMS needs by 1985;
and 3) that IHS establish an adequately staffed EMS branch within the IHS to assure
effective oversight, policy development, and support and advocacy for quality EMS
senvices.

The Hopi Tribes suggests that the following steps be considered as a way to
address critical EMS needs:

1) Create an IHS/Tribal task force to review tribal EMS programs and assess overall
needs. Examine payments from other public payers for such services.

2) Establish a routine reimbursement mechanism for IHS payment of medically
necessary Inter-facility transports such as from an ambulatory care center to a
hospital.

3) Appropriate additional funds to meet the goal of the President's budget request for
emeargency medical services. The President's budget request for fiscal year 2001
includes an increase of $2,912,000 fo “increase access to effective emergency
medical services (EMS) for Indian people by improving the capacity of IHS and tribal
programs o provide hospital and pre-hospital EM3." The funds are to ba available
to all IHS Areas and would be used to expand the capacity of the 70 existing EMS

ms that now serve Indian people. The budget summary indicates that the
funding will include the training of new emergency medical parsonnel as well as
enhancing the skills of curmant personnel and upgrading equipment. The funding is
also to be used to develop EMS capacity for 1 to 3 tribes that are cumently without

5
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EMS systams. The budget request notes that presently an estimated 25 tribes
mmmmmmpmmm. This budget request acknowledges a

4) Appropriate additional funds to shore up grant programs administered by the
Dapartment of Health and Human Services Office of Rural Health to expand access
{0 health services in rural communities. This Office has supported grants to pllot test
the effectiveness of structured treat and release programs; the concept appears o
have promise for other rural communities in providing emargency care.

5) Review the Department of Transportation's experience with Tribal EMS programs.
Can an initiative ba renewed through the Dapartment to provide funding for training
and help establish Tribal EMS programs?

B) Consider tha attached Iogis:lnliﬁ language drafted by the PhoaniyTucson/ Navajo
IHS Areas during consultations with Tribas on developing reauthorization language
for Indian Health Service programs (see attachrmant).

Concluslon:

In closing, | draw your attention to the remarks of Richard Flores, President of
tha Southwest Native American EMS Association. Mr. Flores told an audience that he
was "struck by the lack of awareness and needs of Native Amearicans with regard to
funding EMS services" during his visit to Washington, DC last year. He advised his
audience to address this gap in knowledge. which in tum has created a gap in funding.

Again, thank you for allowing the presentation of this testimony. Wae look forward
to working with you in the course of your deliberations on lagislation to reauthorize and
improve health programs for Mative Americans. | would be pleased to respond fully to
any request for additional information and hope you take a sarious look at the aver-
increasing need for improved emeargency medical sarvices.
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Attachment C

Fropeted Rissmmandad chioprs ts 0 47 Rasuthorirstion Loglsitss rilssed to

Emergency Medical Services

SEC. XX () mhﬂ:m-u
ing through the Servicel, chall provids » specific
[adlaa Emerpency Medical Services ) Progrem thas will mirdemally consist of ©

{1) The budget line item sppropriston shall bs sdminisrerod by the Secreiary,
ncting through the central office of the Service, mhmm of
mesting the cxtrsondinery medical costs nmocinted with the provigion of s
Wm-ﬂmum o American

Indins/Alasioen Native communities.

(2} The sppropristion shall cover the previmon of umbulemces appropriste for
the service location, termin, and level of rafY licensure; replacement, repadr
and muintengnce of Enbolencet are soversd within each sppropriation.

(3) Staffing snd equipment shall bo accarding o nationa) sandards and state
sistues applying o EMS vervices, of st least—

() Thres hundred fifty (350) to Four bundred (400) mbulance cally would
extabligh the shghilicy for u paid EMS etalT ralher then § volunteer
stall vaing oos vehicls with 24 bour coverage.

() Esch mmbulancs would be stafTed with mine (§) EMS direct cars FTE
provideos and 1.5 sdminiirasive FTE.

(e} Number of staff FTEs wnd equipment will be determined by 1 national
standard need formuls based o demonssriced otilization community
s beatth eare sysiesn need. The results of this formuls will dstermins
base fiznding allocations by progrem/commumity.

(¢) Thers shall not ba sny duplication of EMS services, i.e, competing .
services for the seme Tribel community, funded by this eppropration,

(4 Ader employment of qualified EME direct cars safl, training coss w
ranew andfor upgrede EMS staff lLisensure will be paid by the sppropriztion
of specific funds within drls section.

(5} The sppropristien line item for Emerpency Medical Services ahal] be within
e oiber haalth cars neods.

() The Service shall veporn to Congress snually on the impact of these Emargency
Madioal Service approprintions within the Amerioan Indisn/Alakan Native commmunites
bencfiting from the sppropriston,
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July 26, 2000

The Hororsble Ben Mighthorse Campbell, Chairman
Seorate Committec on Lindian Affsirs
B30 Hart Senate Office Bldg,

Washington, D.C. 20515
RE: 5. 2526, Section 512 (a) and (b)

[Doar Chairman,

In reference to the possible amendment of 5. 2526, Sectien 512 of the proposed messure, (1o
pemmanently suthorize two ongoing demonstration projects in Oklahoma), we are requosiing &
hearing on Soction 512,

The projects in question sre Randed through Indsen Health Service 1o provide services in Didahoms
City and Tulsa for the bonehit of two indepondently orgasized groups of urban basod citizens who
have no diroct relationship to any of the Tribes in Oklahoma, Texas or Kensas

The Indian tribes of Oklshoma, Kansas and Texas have enjoyed long-term support from their
respective Congressional Offices since the enactment of P.L. 93-638, (Indian Salf-Determination snd
Eduzation Amsistance Act) This proposed sction seis & procedert that s comirary to Self-
Detcrmination and SedlGovernance for Indisn trikes, oy well s the fntent of all other legladution
concerning scrvices for Indinn people, As you aro sware, services and resources 16 sappor those
crvices aro tiad to federslly recognized tribes that have a reservation land base or & previcusly
defined land base, which is u result of individusl treatics between tribes and the Unitod Siates,

The demnnstralion sutheriztion of fusding for Tndian 1lealh Service rosources, oculside the
respansibility of the tribes, enablished the precodont that sny group of Indinn citizens or individaal
Indians can have Congress sct them up in business independently without homoring the federsliribal
[Eovernment-lo-govormment relationship. While the iwo domonstration projects in Dilahoma Cily and
Tulza havo boen sddressing health care needs, thoy are cloarky sbeont of any inputfor participstion of
the tribal governments which are authorized to represcat the Indian citizers to whom they are
providing sorvices,

IMhese demonstration project clinlcs are permanent, all Indian Mationa in Okishoma, Knnsas, Texas
are concarmed that your actions would be contrary to existing Sell-Determination principbos. We are
requecrling fleld hearings om this inswe during the Aupud recezs or af a Huve more convenlend
befare the mext Comgrats convenas. Affoched iy propoved langwape on this lesse

/ﬂ;,ﬁ_‘ﬁ

R, Perry Beaver, hind,p-.ll'.'ﬁtl'
Muscopes (Creck) Nation
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REVISED LANGUAGE PROPOSED TO . 2525,
oY EECTION 512 (s) OKLAHOMA

mmmmmm&-&:nﬁm.tmmm;

Mhmmmﬂhﬂiinﬂhmiﬂ-wm&;

providlons of that law. The Okishowm City Urbaa Clinic shall be comtractible or

compaciable only uader the suspices of thoss seven (7) Tribes with historic boundaries

surrounding the Okishoma City ares. Those Tribes include: Ciizrn Potywatomi Natian,

Absentee Shawnee Tribe, Towa Tribe of Oldahoma, Eickapoo Tribe of Oklshoma, Sac
X Nation.

mmwmmmwhmﬁmmun-
ﬂlhﬂgﬁmmﬁﬂﬂqdﬁmﬂhhmrhn
thﬂwﬁdﬁnﬂ:ﬁhﬂ 9 ot Gy T Gl s
of the Oldahoma 7
romain harmless during this process, — . o=

REVISED LANGUAGE FROPOSED TO §. 2526, SECTION 512 (b) TULSA CLINIC

The Tulsa Urban Resource Center, Indien Heahh Cliic, shall ba mibject to the suthority
of Public Law 93-638., Thus, the Tulsm Urben Resource Canter shall be contractible or
compactable under the provisions of chat law. The Tulss Urban Resource Center shall be
contraciible or compactshle only under the suspices of two (2) Tribes with bistoric
boundaries in the Tulsa City area. Those Tribes include: Cherokos Nation of Oldabhoma

and Muscoges (Creck) Nation.

The Tulsa Urban Resource Center shall only be contracted or compacted under P.L. 93-
638 through resolution provided by the two affected Tribes. It shall be undersiood thet
all citizens (usors) of the Tulsa Urban Resource Center shall remain harmless dusing this

process.
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Honorable Ben Nighthorse Campbell
Senate Committes on Indian Affairs
Room 8368 Senate Hart Building
United States Senate

Washington, DC 20510

RE: g, 3526
Dear Chairman Camplbwell:

We write on behalf of the Bristol Bay Area Health Corporation
to make clear its position on a prowvision in 5. 2526. Section
406i(g) of the kill permits tribal health care programs funded undar
the Indian Self-Determination and Bducation Assistance Aot to
recover reimbursement for health services provided to employees of
Indian tribes or tribal organizations from tribally self-insured
employes health plans only with the consant of the tribal employer.

This additional provieion was not included in the bill as
by the Natiecnal Indian Steering Committee. We

participated actively as a representative of BIAHC In the many
national and regional consultations which produced the Steering
Commictes draft. To our recollection no tribal representative
every proposed such a provision. Our client is not aware of any
r.rihnitlxr tribal ocrganization which had recommended this change in
che bill.

We also participated in the development of testimony for the
hearing on July 26 to be submitted by the Steering Committee. AR
that meating it was determined that the Steering Committes would
recommend the deletion of this provision in section 40E&(g] since
that Steering Commictes was not aware of any tribal support for
the provision and considerable tribal oppoesition had been woiced.

we understand that, while no Steering Committes
repreasentative was asked to testify on Title IV at the July 26
hearing, a statesent has been prepared, including a recommendation
for the deletion of this provision, but that it was not cleared in
time for submittal prier to the deadline last Friday. August 11.
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Honorable Ben Mighthorse Campbell
August 14, 2000
Page 2

While we have been assured that this Steering Committee
statement will be filed for the record of the recent hearing in
Bismarck, Morth Dakota, on the bill, we are submitting this letter
on behalf of our client, the Bristol Bay Area Health Corporation, in
order to assure that its position is reflected in the record. BBAHC
provides health services in the 45,000 square mile Bristol Bay
region of Alaska, and cperates the Kanakanak Hospital in Dillingham,
Alaska. It depends for tertiary in-patient care on the Alaska
Hative Medical Center which is now operated under the Indian Self-
Determination and Education Assistance Act by the Alaska Native
Tribal Health Consortium, a coalition of tribes and tribal
organizations which includes BEBAHC and its member tribes, In
BBAHC's view, the ability to recover for health services provided to
Indian and Alaska Native employees of tribal organizations which
self-insure as allowed by existing law and the Steering Committee
bill is critical for the financial viability of the ANMC. BBAHC
urges that your Committee follow the Steering Committee
recommendations with respect to the wording of section 406(g).

We respectfully regquest that this letter be included in the
record of the hearing on July 26 and express our appreciation in
advance for your willingness to do so.

Sincerely yours,

HOBBS, STRALS, DEAN & WALKER, LLP

cc: Senator Inouye, Attn: Patricia Zell
Senator Stevens, Attn. Elizabeth Connell
Senator Murkowski, Attn: Amy Bannon
Congressman Don Young, Attn: Cynthia Abwinona
H. Sally Smith
Robert Clark
Rachael Joseph
Buford Rollin
Myra Munson
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July 26, 2000

Senator Ben Nighthorse Campbel] and Senator Daniel Inouye,
Hart Senate Office Building
Washington, DC 20510

Dear Senators Campbell and Inouye,

Thank you for this opportunity to provide testimony on the Indian Health
Care Improvement Act. Tribes nationwide appreciate yoor efforts in
holding the Senate Indian Affairs Committee's third hearing on proposals to
amend and reauthorize P.L. 94-437. 1 was privileged to testify in person at
the May 10, 2000 hearing where [ was asked to comment on Title T, the
facilities title, Twould like to limit my comments today to Title IV, the
Access to Health Services Title of the Indian Health Care Improvement Act.

The NMorthwest Portland Area Indian Health Board has been an active
participant in both the eurrent law (P.L. 94-437) provisions relating to
Medicare and Medicaid contained in Title IV and the proposed changes
reflected in Senate Bill 5. 2526.

The purpose of Title ['V is to allow American Indians and Alasia Natives
full access to the health programs administered by the Health Care
Financing Administration. As you know these programs include the
Medicare, Medicaid and Children's Health Insurance Programs. In addition,
Title IV grants authority 1o Indian heabth programs (o bill and be reimbursed
for services provided 1o eligible American Indians and Alaska Matives.

Title IV is a complex title that addresses issues fully understood by only a
handful of health policy experts. The National Steering Commitice
benefited from the work of many Indian Health Service, tribal, urban and
Health Care Financing Administration staff and tribal attorneys in the
development of the proposed Title IV in 5. 2526, Yet amidst this
complexity, the title really has only two goals: First, 1o gusrantee Indian
people access to the Health Care Financing Administration’s programs and
secondly, to ensure that Indian health programs are paid for services
provided to eligible American Indians and Alaska Natives (and in certain
instance other non-Indian patients).

Of course, beyond the two related goals of the title lies the complexity of the
programs themselves and their interaction with an equally complex Indian

health system of health care delivery and finance. Consider how Medicaid,
a means-tested health insurance program, financed jointly by states and the
federal povernment, but administered by states according to federal policies
interacts with the Indian Health Care system. First, imagine how one of my
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Nez Perce Indian elders feels when being interviewed about her finances as
a condition of receiving her contract health care-purchased services. It is
required that we do so by Indian Health Service policy and as a practical
matter to increase our revenves. Second, you can imagine how a tribal
leader reacts when told that a shift in state of Idaho policy can mean fewer
rather than more dollars in income from Medicaid. In both cases the sense
that a federal obligation to our tribe has been violated leaves our people
confused and questioning why do leaders like myself continue to work on
Medicaid issues. I ask the same question myself and continue to advocate
for entitlement status for Indian health, but 1 know that we must, for the time
being, improve our relationship with the Health Care Financing
Administration programs. That is what we have tried to do in Title IV.

The Northwest Portland Area Indian Health Board and its member tribes
have a great deal of experience with Medicaid and the much smaller
Children's Health Insurance Program. In fact, last June we were invited by
the National Steering Committee to share our experience in a presentation to
the committee that detailed current Medicaid practices in our states of
Oregon, Washington, and Idaho. That presentation listed many of our
existing practices that became the new amendments to the act to promote
access to Health Care Financing Administration programs and guarantee
payment to Indian health programs. These practices were established with
hard-fought negotiations in our states with Medicaid programs and the
Health Care Financing Administration. The practices include: exemptions
from estate recovery, exemption from cost sharing, prohibition of automatic
assignment to non-Indian providers or managed care plans, payment for out-
of-plan services when an American Indian does choose a managed care plan
as their primary provider, payment of the federal all-inclusive encounter rate
for services such as dental, mental health and alcohol and substance abuse
treatment, payment (and reimbursement to states at the 100% Federal
Medical Assistance Percentage) for services beyond the four walls of our
facilities, and other important agreements that all share the goal of
increasing access to American Indians and Alaska Natives and guaranteeing
fair payment to Indian health programs.

Let me repeat that these Medicaid practices are examples of our
accomplishments under the current act. Why then did we work to include
changes in the reanthorization bill? The answer is because tribes in other
areas told our tribes that our accomplishments were good ones, but in most
cases not achievable in their states. We were asked to document our
practices and work 1o codify them in the reauthorization bill together with
other model practices in states such as Alaska. By placing them in the new
Indian Health Care Improvement Act these practices will not depend on the
whim of state politics or changes in views of the Health Care Financing
Administration. Our own self-interest also makes us a strong a supporter of
these changes because we know these practices are successful but we also
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know the political support behind them is tenuous. All tribes, including our
own, will benefit from making permanent law what is now simply a matter
of policy.

Finally, proposed changes to the Medicare program will correct the
disgraceful record of this program in serving Indian people. In my view, the
authority for Indian Health Service clinics to bill Medicare should not have
to wait for the bill to pass. Couldn't this change be made in a technical
amendment to some other bill or report language for the Interior
Appropriations bill (HR 4578)7?

I would also hope that the committee continues to work for the elevation of
the Indian Health Service Director to Assistant Secretary for Indian Health
in the Department of Health and Human Services rather than wait for this
change to take place as a new provision of Title V1.

Thank you again for the opportunity to share our views with the committee.
The Northwest Portland Area Indian Health Board continues to keep our
member tribes informed on the progress of the Indian Health Care
Improvement Act and we stand ready to assist the committee until the
reauthorization bill is passed. If you have any questions please contact me
or our staff for the act, Ed Fox at 503-228-4185.

Sincerely,

Sl o JAD.

Julia A. Davis
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Albuquerque Metro Native American Coalition (AMNAC)
P.0. Box 1571
Albuguergue, New Mexico, 57103
Phone: (505) 291-1880
e-mail: mokoboko/@aol.com

July 19, 2000

The Honorable Pete Domenici
1.5, Senator
328 Hart Senate Office Building

Washington, DC 20510
Dear Senator Domenici:

1 am appealing for congressional attention and interest 1o the diminishment of services of the
Indian Health Service (THS), Albuquerque Servicing Unil (ASU) and the immineni closure of the
IHS, Southwest Indian Polytechnic [nstitute (SIPI) Dental Program.

Health care for the 30,000 Urban Indians living in Albuquerque iz a dismal reflection of the
commitment that the United States government brings to its trust responsibility. The primary
federal agency that has responsibility for the provision of health care for Native Americans and
Alaska Natives is the Indian Health Service, which is part of the 1.5, Department of Health and
Human Services. The Albuquergque Service Unit, which is a part of the Albuguerque THS Area
Headquarters is located in the city and has been delivering bealth care services and programs to
the 27 tribes m the area as well as the urban Indian population. However, in the past six years,
there has been a steady and surreptitions erosion of services to the urban Indian population by the
IHS. This has occurred through a series of funding management problems, diversion of funds to
other than patient care priorities, avoiding the health care needs of the urban Indians by abolishing
approximately 16 health care positions and mainly the local tribes exercising greater self-
determination over their health service to bring the delivery systems to their home communities.

The Albugquergue urban Indians have no quarrel with the local tribal governments excrcising
greater self-determination, in fBct, we encourage it. However the Iatest withdrawal of the “tribal-
funding shares™ in FY' 2001 will force closure of the SIPLTHS Dental Clinic. Moreover, it will
leave the majority of Mative Americans residing in Albuquerque without even the most basic
dental services to relieve pain and suffering, let alone broader service 1o maintain sound dental
health. Compounding our concemns is that out of approximately 5,000 Indian students enrolled in
the Albuquerque school districts, only 1,073 received SIPLTHS Dental Clinie services in 1998,
Albuguerque children not using dental services is an unbelievable 79%! Again, this reverts back
to the lack of fimnds 1o reach the American Dental Association recommended ratio of | dentist per
2,000 populstion. SIPLTHS Dental Climic's ratio of full time dentists is 1 to 30,000.
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3.

There does not appear to be amy real commitment from the Indian Health Service to improve or
restore health care services to the urban Indians in Albuguerque except to engage in lengthy
discussions and rhetoric about “partnerships™ which have been going on for over 2 years. There
has been no attempt by THS to request additional appropriation for this large group of Native
Americans, (The Indian Health Service reports that, although over 65% of Native Americans live
in an urban setting, less that 1% of the [HS budget is distributed for their care.) In the meantime,
the health care “rug” is slowly and assuredly being cut away from people who can least afford to
pay for health care.

The Albuquerque urban Indian population numbers have been used to justify the budget for the
Albuquerque Service Unit and then the tribal entitics in the ASU catchment anea are permitted to
divide up the “urban-inflated™ funding utilizing the tribal population as a percentage of the whole
budget without considering that the tribal user population (13,134) is not sccurately represemted
in tevms of percentage of the whole Mative American population served. The 1997 [HS service
statistics show that of the 85,854 visits to [HS facilities, urban Indians made 72,720 of those visits
generating over $13.4 million of the $16.6 million recurring dollar distribution to the local ASU
tribes. Without the urban Indian service population mumbers, the amount of the whole budget
would be smaller ($3.2 million vs $16.6 million) and therefore, the tribal shares would be smaller,
The urban Indian population receives zero dollars of $16.6 million distribution. If Albuguergue
urban Indisns were counted as part of the total service population that IHS cited when
collecting Sayder Act Funds from Coogress, the Albuquerque urban Indians should also be
recipients of the equitable division of those funds, (Reference Rincon Band of Mission
Indiany v, Califanc, 464 F. Supp 934 (N.D. cal. 1979)

I am asking for your sasistance o make an congressional inquiry into wiry THS couldn’t change
the status of the SIPI Dental clinic back 10 its original charter as an all nations dental clinic for the
purposes of establishing a dental training facility and a dental service clinde for the 30,000 urban
Indian population which nchudes over 5,550 SIF1, Albuguerque Public Schools and University of
New Mexico students. This request is not asking for & unique situstion, the Haskell Indisn
Wations University (formally Haskell Institute) has an all nations health and dental clinic which
dates back beyond 1950's and has direct funding that is not subservient to the local tribes and is
not under the suspices of P.L. 93-638.

I am also requesting that during the Senate hearing on the rewrite of P.L. 94-437 you consider
introducing this written testimony from Afbugquerque Indian community. Because this group fecks
s0 strongly that the trust responsibility is being violated and that sccountshility and responsibility
is not being taken seriously by the [HS, we are asking that amendments to the P.L. 94-437 inchude
references to urban [ndian communities such as Albuquerque ensuring funding for that group in
the fisture. Except for Title ¥ under P.L. 94437, urban [ndian communities do not have direct
access to the funding provided to exdsting Indian Health Services facilities in urban areas. Tithe V
also only provides funding directly to urban Indian organizations and not to existing urben THS
facilities. Urbean [ndians, especially in Albuquerque, desire to continue to obtain their health care
through existing THS facilities.
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It is imperative that inlense congressional attention be made to the urben Indian health issues in
Albuguerque and 1o the methods that the THS utilizes in addressing and funding the health care
needs of this lrge population,

Specifically I request that you support legislation to appropriate supplemental recurring funds be
introduced and passed to support the SIPl Dental Program as a federally staffed program at the
1994 level of service (for the next 3 fiscal years) which is approximately $2.7 million dollars
annually. It is imperative that such appropriations for the SIPI Dental Program be dedicated, line-
item budgets for the urban Indian populations and be treated as a service unit in the allocation of
resources and coordination of care and shall not be subject to the provisions of the Indian Self-
Determination and Education Assistance. There should also be periodic reports required of the
IHS to appropriate congressional groups to assure the integrity of such expenditures.

1 would eppreciate you making this letter a part of the hearing record before the Senate
committee hearing on P.L. %4-437 rewrite and the Senate Appropriations subcommittee,

Your continued imerest and support i greatly appreciated. Feel free to contact Emmett Francis
it (505-768-3000) or Keith Franklin at (505) 291-1880 regarding this matter, Thank you very

much.
Sincerely, ¢
E. F irl, Chairman
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CHEYENNE RIVER TRIBAL NATION POSITION PAPER
ON THE REAUTHORIZATION AND REVISIONS

TO THE INDIAN HEALTH CARE IMPROVEMENT ACT
The reauthorization of this legislation is essential to the efforts of all Tribal Nations 1o
continue the process of improving the health care of our Tribal members.
To briefly summarize, we strongly support the Government-to-Government Consultation
process and the proposed amendments. We strongly urge Congress to increase
appropriations to a level consistent with that provided to the nation as a whole and would
hope Congress will see fit to fund those sections that have been authorized but never
funded.

In these times of prosperity, it is heartbreaking to watch our people continue to suffer
from diseases whose rates can only be compared to those of some of the more disease
ravaged Third World Countries. In this period of extended budget surpluses, we urge
Congress to wtilize a portion of this surplus to raise the level of funding for Indian Health
programs which in this area are funded at less than 50% of the known unmet needs. This
results in suffering and early death for many tribal members. We feel the Indian Health
Service goal of "Raising the Health Status of the Indian people to the highest level” is
innocuous and should be more specific Le. "at least to the same level as the health status

enjoyed by the rest of the nation”.
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The IHCIA along with the Snyder Act is the legislation at the core of the Federal
Government's responsibility for meeting the health needs of AIVAM. Since this
legislation contains a wide ranging list of provisions, many of which have significant
budget and management implications across Indian Country, a thorough review and
careful consideration are necessary to ensure continued improvement of Indian health
care. Specifically we will address each title individually as it relates to issues that affect

the daily lives of our Tribal members and impacts upon their health and welfare,

TITLE - INDIAN HEALTH HUMAN RESOURCES AND DEVELOPMENT

We certainly support the two-fold purpose of this title:

1.} To increase the number of Indian students entering the health professions; and,

2.) To assure an adequate supply of health professionals to the Indian Health Service and
to Urban and Tribal Health delivery systems.

OfF particular interest is new language added in section 116 to require that "appropriate

employees" undergo instruction in the culture and history of the Tribe whose members

they provide services to, which would be provided by tribal colleges, if possible. The

cultural sensitivity training may be more appropriately provided by Tribal Councils. This

should greatly reduce staff turn over amongst non-member medical staff.

We would support language to require Title | recipients to fulfill their scholarship and job
placement requirements in the areas from which they receive their scholarship assistance.
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We also strongly suppont language that would designate all programs operated by Tribes
as health profession shortage areas. Tribal Health profession staffing needs must be
given consideration on an equal basis with programs operated by the Indian Health
Service. There should be no change for those students already in the "pipeline” regarding

their priority status.

TITLE II - HEALTH SERVICES:

We fully support the goals of Section 201, which would reinstitute the Indian Health Care
Improvement Fund. Section 201, "(s)" (5) Augmenting the Ability of the Services to
meet the following health service responsibilities with respect to those Indian Tribes with
the worst level of bealth status and resource deficiencies in the following categories:

{A) Clinical Care

{B) Preventive Health

(C) Dental Care

(D) Mental Health

(E) Emergency Medical Services

(F) Treatment and Control offand rehabilitative care related to alcohol and drug abuse,

This must surely have been written specifically for the "Aberdeen Area” in general and
each of the Tribal Nations in this area in particular. Unfortunately, the Aberdeen Area
Indian Health Service and Tribal Health patients suffer from the worst health status and
hwthpmrmmdeﬁciemiﬁinﬂrm;th:ﬂmmkmkﬁuﬂe&u
47% of the amount the Indian Health Service calculates as the resources needed to fund
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100% of the Area's known health peeds. [t seems so unconscionable that as we enter the
twenty- first century in a nation with unprecedented prosperity that Native Americans

continue to be afflicted by disease at rates much greater than other races; they continue to
suffer more and longer; and many die decades earlier than they should because they lack

access to health care that is adequate.

Year after year studies have revealed that prevelance of Diabetes amongst Indian people
has increased at an alarming rate. Type II (Onset) Diabetes is epidemic amongst younger
tribal members. Recently a thirteen (13) year old female member was diagnosed with
Type [l Diabetes. On average, three (3) additional tribal members are diagnosed per
week with Type II Diabetes. It is believed that many, many more are in a state of denial.
Complications of this dreaded disease continue to devastate many members of our Tribal
Nations.,

Historically, Diabetes was unheard of in Indian Country, before we were subjected to an
abrupt change in our lifestyle. We were the healthiest people on Earth. We were highly
mobile, subsisting on a diet rich in protein and low in carbohydrates.

Studies have indicated our Indian bodies react differently to carbohydrates, fats and
sugars, Therefore, research done on the effects of Diabetes on Indian people must be
conducted on Indian people to have meaningful results.

We strongly support the goals of Section 204 that would make mode] Diabetes programs
recurring through the Year 2012. We urge Congress and the Administration to be
generous with resources to implement this section in a meaningful way to prevent and

control Diabetes.
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The Cheyenne River Sioux Tribal Nation strongly supports the revision to Section 204
which includes Authority for funding to establish, equip and staff kidney Dialysis
programs to treat the burgeoning number of dinbetics suffering from renal failure.

This area continues 1o receive less than its equitable share of Indian Health Service funds
because of the capitation based funding formula adopted by Indian Health Service
Headquarters. A capitation-based distribution formula penalizes us because of the high
percapita usage of health services in the Aberdeen Area. To correct this inequity, we
strongly encourage language that would mandate the usage of weighted health status;
particularly, years of productive life lost (YPLL) by Indian Health Service. We strongly
recommend that area offices consult with local Tribal Nations regarding fund
distribution rather than relying upon the central office to make the distribution on their
behalf,

We strongly support the expanded services in Section 213 to include hospice care,
assisted living, long-term health care and traditional health care.

The Cheyenne River Sioux Tribal Nation operates the only EMS services within a 50
mile radius. The program is seriously under funded as the primary link to our outlying
communities for patients with emergency health care needs. This constitutes a serious
breach in our bealth delivery system. Therefore, we urge Congress to appropriate
sufficient EMS funding as a recurring line item in the budget.
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We support all other sections of Title [1 and urge Congress to fund the appropriate
sections in a meaningful way.

The Cheyenne River Sioux Tribe opposes the current Indian Health Service Contract
Health Care Priority System as being neither economically sound nor conducive to the
provision of quality health care. The Cheyenne River Sioux Tribal Nation urges
Congress to establish a committes which includes consumers to research the devastating
affect this priority system is having on the ability of our patients to access health care at
the most appropriate time to insure the most desirable medical outcome in the most cost

effective way.

TITLE I - FACILITIES:

We appreciate Congress’ commitment to continue to expend funds for the planning,
design, construction and renovation of health facilities on behalf of Tribal Nations.

The Cheyenne River Sioux Tribal Nation, along with others in this area, is in dire need of
expanded health care facilities with sufficient staff to meet the current demands for
outpatient and inpatient services. Limited health care capabilities of our local facility
together with limited Contract Health Care dollars leaves many patients with no access to
health care for extended periods of time. This phenomenon results in needless patient
suffering and premature death in many cases.

We support the various sections of Title [Tl including the requirement for Tribal
Consultation in all facility issues and the language encouraging Tribal Mations to become
creative and innovative in their approach to facility construction. To further enhance this
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section, we urge Congress to support the design and construction of inpatient facilities

under the Joint Venture Health Facilities Demonstration program.

With regard to the establishment of a facility priority system by the Secretary, we
recommend the establishment of a base-funding amount to ensure the completion of those
facilities that have gone through the process of review and approval. It is our position that
because many Tribal Governments have spent years getting their project on the list, it
would be unfair to those Tribes to amend the priority system at this time.

It is also our position that greater emphasis should be given to unmet health needs and
health status and more weight placed on remoteness in establishing a health care facility

priority lst.

We also urge Congress to consider the total need of all Tribal Nations when determining
facility needs even though those with critical needs may exceed ten in any one of the
stated categories. Congress should adopt this policy initially until the playing field s
leveled before placing a limit on the number of facilities it will consider for funding in

each category in each reporting period.

TITLE IV - ACCESS TO HEALTH SERVICES:

We support the provisions in this title that attempt to eliminate barriers which prevent
Indian Health Service, Tribal Nations and Urban organizations from fully accessing
reimbursement from other Federal Programs including Medicaid, Medicare and
Children's Health Insurance Program (CHIP).
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Severe and longstanding lack of adequate appropriations to Indian Health Service require
that alternative funding be accessed to the maximum extent possible,

Recently the South Dakota State Legislature extended a moratorium on licensure of long-
term health care (nursing home) facilities. Because a stale license is required asa
preliminary condition of eligibility to receive reimbursement for services provided to
eligible beneficiaries under Medicare/Medicaid, the Tribal Nations in this State have been
effectively blocked from participating under Title XVIII and Title XIX of the Social
Security Act.

Many of our Elders are being denied long-term health care and other elderly health care
because this care is not available on the Reservation.

Most Indian elders are opposed to leaving their families to travel hundreds of miles to
surrounding non-Indian communities for long-term health care but they must because this
is not available locally. '

Therefore, the Cheyenne River Sioux Tribal Nation strongly supports direct
reimbursement of services provided to eligible beneficiaries of Medicare and Medicaid
for long term health care, assisted living bealth care and other elderty heaith care. Direct
reimbursement from HFCA to Indian Health Service and Tribes for long term health care,
assisted living health care and other elderly health care programs under termes that waive
all cost sharing for eligible beneficiaries served by Indian Health Service or Tribally
managed long term health care facilitics under Medicare, Medicaid or CHIP is critical to
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ensure that Indian health programs have fair access to all Federal funding sources and the
opportunity to modernize their programs to address the needs of and to fulfill the

responsibility of the United States to Indian people.

Also, the Cheyenne River Sioux Tribal Nations support language that would permit
Tribal Health programs to bill for and receive reimbursement for services provided to
eligible beneficiaries under Medicare and Medicaid even when the facility in which these

services are provided is owned by the Federal Government.

TITLE V - HEALTH SERVICES FOR URBAN INDIANS:

We appreciate and strongly support Congress' efforts to make quality health care
available to Tribal members, who for whatever reason, choose to live in Urban areas. We
favor language proposed to permit urban programs to receive lump sum payments for
Indian Health Service contracts or grants under the title and to use carry-forward funding

from one year to the next.

TITLE VI - ORGANIZATIONAL IMPROVEMENTS:

We urge Congress to act quickly to elevate the Director of [ndian Health Service to an
Assistant Secretary for Indian Health. With respect to the appointment of an Assistant
Secretary for Indian Health appointed by the President with the advice and consent of the
Senate, we support language that would require consultation with Tribal Governments
prior to and during the appointment process with Tribal Governments being given the
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opportunity to submit the names of qualified individuals, one of which will be selected by
the President and the Senate.

TITLE VII - BEHAVIORAL HEALTH PROGRAMS
As we enter a new millenium it is heart-rending to be continually reminded of the "Grim
Statistics in Indian Country”; e.g. Native American disease rates compared to all other

TaCces:

1. Aleoholism 627% Greater 4, Accidents 204% Greater
2. Tuberculosis 533% Greater 5. Sulcide 72% Greater
3. Diabetes Mellitus 249% Greater 6. Homicide 63% Greater

While these overall statistics are alarming, more alarming still is the fiact that the
Aberdeen Area patients' health status is much worse than the average for the Indian
Health Service as a whole due to the inequity inherent in the Indian Health Service
distribution methodology which is primarily per capita driven.

These grim statistics continue to reflect the effect of cultural oppression, loss of
traditions, a long history of forced internment on Reservations and a drastic change in
lifestyle for our people; however, we feel it is time for us to join hands and resolve to

improve upon the health status of the members of all Tribal Nations.

The aim of this title appears to attempt to integrate substance abuse, mental health and

social services into wholistic behavioral health programs. The Cheyenne River Sioux
Tribal Nation has consistently taken the leadership role in addressing the myriad of needs

o
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associated with behavioral health problems; therefore, we strongly support integrating
programs which are nurturing, fulfilling, accountable and responsible in offering
significant opportunities for all Tribal Nations to enjoy wellness through a balance of
modern medicine and traditional beliefs and treatments.

We urge Congress to provide adequate funding to begin to make significant measurable
improvements in health stamus in the Aberdeen Area Indian health care.

TITLE VI - MISCELLANEOUS

The Cheyenne River Sioux Tribal Mation strongly supports the establishment of a
commission to study the questions which need to be resolved in defining entitlement and
to making health care an entitlement as opposed to discretionary funding. As Treaty
Tribes, we believe that health care is an entitlement by virtue of these treaty rights and as

ratified by passage of the Snyder Act by Congress in 1921,

Of the twelve Indian Health Service areas, the Aberdeen Area [HS, comprised of North
Dakota, South Dakota, Nebraska and lowa, suffers from higher disease rates, and is under
resourced to a greater extent than other arcas. These factors combine to place an added
burden on an already strained health delivery system.

Health care in this area is so inadequate that the life expectancy amongst tribal member is
6 years less than the [HS average and 12 years less than the national average. Diabetes is
occurring at epidemic rates, even among juveniles. Amputations from diabetes
complications are ocowrring at an alarming rate and Tuberculosis has once again become
a threat 1o the lives of our members, largely because of lack of an adequate health facility
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that is sufficiently staffed to provide daily patient care. This all points out the need for

additional resources to improve health care in the Aberdesn Area.

Thank you for allowing the Cheyenne River Sioux Tribal Nation to express its opinion
with regard to this important piece of legislation, its reauthorization and various
amendments thereto. We urge Congress, as you consider this legislation, to consider the

consequences to Indian people of continued under resourcing of our health programs.



ALY

Drwge 4 Benrtiarsd
SECRETARY

Cotnn |l o s,
TREASLRES

Bt Ciark

Loas Tulvay

TRIBAL HEHORAMDUNM

SUPERINTEMDENT, Cheyenne River
FROH  : Colette LeSeau Iron Hewk, Tribal

SUBJECT: RESOLUTION MO, 159-00-CR: Authorizes the subwittal of a document
entitled the “CHEYENME RIVER TRIBAL MATION POSITION PAPER 0N THE
REAUTHORLIATION AMD REVISIONS TO THE IMDIAN HEALTH CARE IMPROVEMENT
ACT,™ a3 our official comsents relative to this proposed legisla-

g

DATE: 7/12700

Transwitted herewith are an original end two (2) coples of Resolution No.
155-00-CR, which was duly adopted by the Cheyenne River Stoux Tribal Council.
during 1ts Regular Session beld on July 7. 2000,

CIHSwe
CC: Ohafrman
Treasurer

Administrative Officer
Coumci] Represermtatives
Mstrict Officers
Central Records

Tribal Health Director
Filer2

Thi i e Pty s, Eere B mrkd whars Bt e Breviar comiret By leer wivi. Tha Fainbor =)
-urm:u _l-ﬂ_ﬂﬂqlpi:-_-;u;- -*T:“.‘:.'- i-hd-:

Ll ] e T e o o Lol T b e [ 1] i ol e i o i
0 e s e i s g et B o o o e e b e
ke, Visen - Thon Chrmegt ibpmary. Al Bt costors o W Lusooly iy wisiisls, ‘h-:-—.: _-‘-——“i.t_ :11- e



489

RESOLUTION NO. 159-00-CR

WHEREAS, the Cheyenne River Sioux Tribe of South Dakota is an unincorporated Tribe
of Indians, having accepted the provisions of the Act of June 18, 1934
(48 Stat. 984); and

WHEREAS, the Tribe, in order to establish its tribal organization; to conserve its tribal
property; to develop its common resources; and to promote the general
welfare of its people, has ordained and established a Constitution and
By-Laws; and

WHEREAS, Congress is currently considering the Indian Health Care [mprovement Act
Reauthorization of 2000; and

WHEREAS, the Indian Health Care Improvement Act along with the Soyder Act is the
core of the Federal Government's responsibility for meeting the health
needs of all eligible Native Americans; and

WHEREAS, the Aberdeen Area Indian Health Service and tribally managed health
programs are seriously under-resourced, causing our people to be afflicted
by disease at rates much greater than other races and to suffer more and die
much earlier than they should because they lack adequate health care; and

WHEREAS, it is important that we influsnce the Amendments to this Act to the greatest
extent possible, to improve on health care throughout Indian Country; now -

THEFORE BE IT RESOLVED, that the Cheyenne River Sjoux Tribe does hereby
authorize the submittal of a document entitled the “CHEYENNE RIVER.
TRIBAL NATION POSITION PAPER ON THE REAUTHORIZATION
AND REVISIONS TO THE INDIAN HEALTH CARE IMPROVEMENT
ACT," as our official comments relative to this proposed legislation.
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RESOLUTION NO. 159-00-CR
Page Two

CERTIFICATION

1, the undersigned, as Secretary of the Cheyenne River Sioux Tribe, certify that the Tribal
Council is composed of fifteen (15) members of whom 11, constituting a quorum, were
present at a meeting duly and regularly called, noticed, convened and held this 7* day of

July, 2000, Regular Session; and that the foregg gmlmwummum
meeting by an affirmative vote of 11 for, 0 again;
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June 21, 2000

Dear

As Chairman of the Cheyenne River Siowx Tribal Nation, [ have long been concerned
with regard to the inadequate health care provided to the people of the Cheysnne River
Reservation.

Cur people continue to suffer from disease rates that are far in excess of those of the
Nation as a whole and even exceed the rates of other areas of the Indian Health Service.
Recently, this situation appears to have worsened, especially as it relates to in-patient
care capabilities.

We strongly urge you to keep this in mind as you begin the task of deciding the fisure of
our Tribal Mation's health care through the reauthorization of this important legislation

We have attempted to address major issues that will have the greatest impact on our
Tribal Nation's health statis, Realize these comments are provided in all sense of
fairness and sincerity and we trust you will consider them in that same regard.

'We as a Tribal Nation stand ready to assist you any way we can to alleviate premature
death and suffering amongst our people resulting from a failure by Congress to
adequately fund [ndian health programs.

If you should need additional information, please contact my office.
Sincerely,

Gregg J. Bourland, Chairman
Cheyenne River Sioux Tribe
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Chaed "Carmtaimel” Semick

Phe1
CHEROKEE NATION Primsi 3t
P.O. Box M8 Hissiongs Sl
Tahlequah, DK 7845098 W
184560671 Edepusey Principall Chiel

The Honorable Ben Nighthorss Campbell
Ulnited States Senate
Committee on Indien Affairs

838 Hart Senate Office Building
Washingion, DC 20510

Atn: Aurene Martin, Majority Senior Counsel
Diear Ma, Mastin:

The: following are responses to your better dated August 28, 2000, regarding sddisional
questions on 5. 2526:

L. In this bill is » provision dealing with something termed & "quip.” Could you
explain what & quip is and bow it works?

Section 203, Qualified Indian Health Program (QIHF)

QTHP creates n new provider type for Medicans snd Madicaid (MM) and any other
federally funded bealth care program. It allows for tribes to obtain full cost recovery from
MM fior all services provided. Specifically, if MM retmburses sny other provider for
the services, it must reimbuerse the tribal bealth program the cost af providing the
services. [t eliminates the probilems (with respect 1o tribes oaly) which arise from the
Inck of suthority fior Medicare to pay LHS for phrysician services. il also allows the tribe
1o collect the fill indirect rate from M/M.

QIHP also allows for [00% pass-through on some items which are currently oaly treated
as pass-through for some siates. 1t significantly broadens the wrap around services which
must be covered under MM, including outstationing, preventive primary health care,
immunizations, and other services which have historically not been reimbursable.

In summary, QTHF allows tribes to be reimibuarsed sf the schaal cost of the service
provided, rather than the discounted rate that is based on shifting cost to private
insurance, wiven there i little private insurance in Indian health,
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2. Why are the provisions of Title IV so important to tribes and Indian health care in
general?

As you are aware, Indian health care in general is dramatically underfunded, as
referenced in the Level of Need Funded Study. With Medicare, Medicaid, Children’s
Health Insurance Program, and private insurance currently only paying approximately
10% of all Indian health care services, all additional sources of revenue will benefit
Indian people. Title I'V would increass the percentage paid by these revenue sources only
slightly, but any increase for Indian health care would enable tribes to provide care to
cven a few more tribal members.

3 You stated in your testimony that the Cherokee Nation operates six outpatient
clinics that provide services to Medicare-eligible recipients, but is not able to get
reimbursement from Medicare for those services. Could a non-Indian or non-THS
facility receive Medicare reimbursements for providing these same services?

Yes, a non-Indian facility could receive Medicare reimbursement if the individual has
Medicare Part B. Most patients don’t have Medicare Part B (which pays for outpatient
services) so they wtilize the Indian health care system instead of non-Indian health care
facilities. Also, the Indian health care system receives 20%% less than the non-Indian
health care facilities because we don't receive the co-pay. Unless a tribally-operated
clinic becomes a Rural Health Center, a Federally Qualified Health Center, or a Facility
of the Service il cannot bill Medicare, This has become more problematic due to the
phasing out of the full-cost reimbursements for Federally Qualified Health Centers.

4. As a tribal representative, can you tell me what you view as the most serious
health problems facing Indian people in the immediate, medium, and long-terms?

As reflected in various duta and numerous studies, diabetes and related conditions, such
a5 heart disease, high blood pressure, und high cholusterol ane the st senows health
problem facing Indian people today. The complications of diabetes include amputations
and blindness which render many American Indian’s disabled. This is an immediate need
that has not been adequately addressed.

Congress appropristed $30 million for 5 years to address this problem. However, as we
are entering our 4™ year, it is just not enough money to make a big difference in the
diabetes epidemic. The Cherokee Mation received £1.37 million from the [HS Diabetes
Grant Program for & 12-month period. One of the purposes of the 5-year Diabetes Grant
program is to engage in tribally-directed prevention programs. However, the entire
budget could be spent on drugs to treat people with diabetes, leaving no funding for other
activities, such as nursing staff for diabetes clinics. orthotics, surgery, information
systems, training and prevention.
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Here at Cherokee Nation. unless we receive aoditional funding for diabetes, our entire
Diabetes Grant could be consumed by paying lor prescription drugs. There arc thres
reasons for this: !) the number of people diagnesed with diabetes is growing; ) there
are new and more effective drugs available to reat people with diabetes and they cost
more than the older drugs; and 3) the IHS funding has not kept pace with the rising cost
of pharmaceuticals.

Other serious health problems facing Indian people include cancer, alcoholism and other
substance abuse related diseases, and serious and chronic mental illness, often resulting in
svjcide. A lg-iern health problem i3 disabilties from, diabstes and from irjuries due to
alcohol-related events. Other long term health problems result from child abuse and
domestic violence,

5. You stated approximately half of the enrolled tnbal members in the U.S. live off
the reservation. How many of these people live in urban areas? Do you support
the THS efforts to provide services for these tribal members in the Oklahoma City
and Tulsa Urhan Indian Health Centers?

Approximately 75-80%% of the tribal members who live off the Cherokee Nation
reservation live in urban areas.

Oklahoma City and Tulsa urban programs were designated as demonstration sites in the
FY'87 Interior Appropriations Act. Since then, Congress provided further clarification
on how the Oklahoma Demonstration Projects should be treated in the 1992 amendments
to the [HCIA. The entire state of Oklahoma was designated a Contract Health Service
Delivery Area (CHSDA) and urban Indian populations were included in the Oklahoma
Area’s calculation of THS eligible patients,

P.L 94-437, Section 512, passed in 1992, states thal the “Oklahoma City Clinic
demonstration project an- the Tulsa Clinic demonstration project shall be treated as
service units i the allocation of resources and coord.nation of care and shall it be
subject to the provisions of the Indian Self-Determiuation Act for the term of such
projects.” This scclion also states that a report will be submitted to Congress for fiscal
year 1999, which will include findings and conclusions.

The Tulsa Urban Indian Clinic is 2 beautiful and efficient clinic that serves the urban
Indian people well The clinic serves 140 tribes; with 5% being Cherokee and 26%
being Creek. The clinic is the only urban program that is located within a tribal
jurisdictiona)l ares,

Both Okiahoma demonsiration projects am considersd urban programs as well as service
units. The ramifications of giving permanent siatus to these demonstration projects and
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them retaining their Title V status as service units needs to be analyzed by the two tribes
in this area.

The requirement for a report on this demonstration project should include a full analysis
by the two tribes. Information is needed to determine the extent to which tribal funding
is being used to support urban clinics in Oklahoma, and the sovereignty issues associated
with tribal contracting and compacting of these service units.

The Cherokee Nation endorses the concept of federal funding for urban Indian clinics,
However, the entire Indian health system requires adequate funding so that we ane not
competing for limited resources. With Oklahoma being the lowest funded area in the
country, it is hard for us to endorse funding for other programs until the Level of Need
Funded formula is implemented.

Thank you for this opportunity. If you need any further information, please feel free to
contact me.

Sincerely,

r il 8] f
-. .-Jil I:. . ’4
Zeém AR 7110
Executive Officer
Office of Principal Chief
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