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Executive Summary

There are six major health care reform plans weaving there way through Congressional
committees. Yet, despite these legislative efforts, no plan adequately addresses the needs of Native
Americans and Alaskan Natives (NA/AN). In fact, several of these plans devote only a line or two
to NA/AN health care, and basically affirm their desire to continue supporting the Indian Health
Service (IHS). The American Health Security Act (AHSA), while devoling an entire section to
NA/AN health care, faces the same problems as those. plans offering only token statements. Health
care reform, in NA/AN communities, is fundamentally different from national health care reform.
NA/AN health care reform is not about providing a comprehensive core benefit package, it is
about funding and resources.

- Despite legislative efforts to improve the health of NA/AN, the overall health conditions of
these populations remain below the national average. Health care reform, rising to a position of
prominence on the national agenda in 1993, provides an opportunity to address those health issues
specific to NA/AN communities. With numerous health care reform proposals on the table, only
the AHSA, specifically addresses the health issues of these communities in some detail. In addi-
tion, issues of funding, service delivery, eligibility and enrollment, and private
sector participation create further concerns about how to transform health care

reform in these communities into a reality.

The primary source of health care for NA/AN is the IHS. Created in 1955, the IHS arose
out of a patch work series of health services provided by the Bureau of Indian Affairs (BIA). Pur-
suant to the Transfer Act of 1954, all BIA staff, hospitals, and infirmaries associated with NA/AN
health care were moved to the Public Health Service (USPHS) where they are administered by the
U.S. Surgeon General. This shift reinforced the government's desire to play an active role in the
health care of NA/AN. However, increasing health problems among NA/AN prompted the Federal

government to pass the Indian Health Care Improvement Act of 1976. While this act appears to
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have improved NA/AN health, the health conditions found in these communities remain lower than

those in the rest of the country.

Escalating health care costs, publicity surrounding the uninsured, and the inefficiency of
the Medicaid and Medicare programs have created a crisis environment that is stimulating the de-
velopment of health care reform proposals. In NA/AN communities, the health care crisis consists
of inaccessibility to health care facilities, the lack of medical staff and equipment, and the scarcity
of facilities for the elderly and chemically dependent. For NA/AN, the national health care reform
movement has created a window of opportunity through which tribal leaders may have the ability
to secure improvements in the quality of care delivered within their communities. The continued
support of Dr. Philip Lee, the Assistant Secretary for Health at the Department of Health and Hu-
man Services (DHHS), and First Lady Hillary Rodham Clinton will prove instrumental in this pro-
cess. Both individuals have worked as advoceites of NA/AN health issues, and have elevated it to

a place of prominence in the national health care reform debate.

NA/AN may pursue several strategies in their effort to participate in the reform of the health
care system. However, NA/AN must address the following issues in any health care reform policy

they choose.

*The IHS Funding Process: While the offices of the Indian Health Service have been under
the auspices of the DHHS since 1954, the appropriations process for this agency
remains located in the Committee on the Interior. Therefore, the [HS must compete
with the National Park Service and other agencies for committee consideration.
Also, a recurring base system and spending plans of the area directors determine
allocation of the funds to the area offices. Under this system, NA/AN can only in-

directly influence the allocation of funding through the area office directors.

*Service Delivery: High rates of substance abuse, a growing elderly population, cultural

issues and distance to IHS facilities complicate service delivery to NA/AN. Among
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those services provided by the IHS, specialized care services (e.g. nursing homes
and drug treatment centers) are scarce. For many NA/AN living on rural reserva-
tions, primary care services are inaccessible due to travel distances. 55 miles repre-
sents the average travel distance to a non IHS facility, according to the USPHS. In
addition, many private care providers are unaware of the cultural factors that influ-
ence health care for NA/AN, thereby further hindering their access to non-IHS

facilities.

+Eligibility and Enrollment Given that NA/AN tribes have different requirements for
membership, basing access to health care service on tribal membership would cause
some NA/AN to go without care. For instance, if an NA/AN marries into a tribe,
but does not have the blood quantum level required for membership in any one
tribe, they will be ineligible for services under such a system. Also, isolation and
cultural issues may prévent some NA/AN from enrolling in a health care system.
Therefore, in addition to membership requirements, mandatory individual

enrollment may also leave some individuals without health care.

«Regional Health Care Alliances: The AHSA proposes the use of regional health care

alliances for obtaining health care insurance coverage. Should a tribe or member
thereof choose to opt out of the Federal system and choose private care, the tribe or
the individual may become a member of a health alliance. The nature of an alliance
is such that the social position of the local community will help define its strength as
an alliance. Given the poor health conditions prevalent on some reservations, the
alliance may experience difficulty providing affordable insurance for reservation

members.

The strategy for NA/AN in extending health care reform to "Indian Country" will happen in

two areas, inter-tribal coordination and support of national legislation. First, tribes must decide to



what degree they want to coordinate with one another to become hational players in health care
reform. Options include each tribe pursuing an agenda of its own with Dr. Lee and other policy
makers, or create an inter-tribal group to pursue such tasks. Secondly, NA/AN leaders must
decide to what extent they should support current legislative proposals. They can support the
AHSA, one of the alternative plans, or not support any of the initiatives. Regardless of the

decision, tribes must develop criteria which any plan must pass in order to receive mass support.

Recognizing that the aforementioned issues complicate health care reform in NA/AN

communities, any plan chosen by tribal leaders should:

*+ Employ the support of Dr. Lee and other national leaders.
* Set well defined goals regarding the improvement of heath conditions.

* Increase the participation of NA/AN leaders in the funding and planning
processes.

* Recognize that the windows of opportunity may close before the issues
of Indian Country have been adequately addressed unless time
constraints are included in the plan.

While initiatives by one tribe may lend themselves to well defined goals, they may detract
from the overall goal to improve health care for all NA/AN. In addition, individual tribal lobbying
efforts may tax the time of influential policy makers and extend the period of policy development.
As a result, the window of opportunity may close before all tribal issues are addressed. Also, the

tribes which have the greatest barriers to service delivery may not have the money to support an

individual lobbying effort.

Inter-tribal coordination would reduce the amount of time spent lobbing legislators and
policy makers. However, the goals may become less clear, the concern of smaller or less
politically active tribes may be lost in the discussion, and the coordination between nations may
take more time than the window of opportunity will allow. Regional discussion groups, such as
those formed at the Regional Conference on Native American Health Care Reform (RCNAHCR)

sponsored by the DHHS, may resolve these issues so that smaller or less politically active tribes
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will not be overwhelmed and the broad goals will remain clear while emphasizing the diversity

among tribes.

In deciding which plan to support if any, two strong advantages for supporting the AHSA
exist. The plan already has a section devoted to NA/AN health issues and the DHHS is developing
recommendations for the plan from the RCNAHCR. However, the AHSA may nbt pass through
Congress in its current form. The AHSA may be subject to numerous revisions, before it is voted
on by Congress. Furthermore, even with revisions, it still might not pass. If NA/AN do not work
with the sponsors of other plans, which do not thoroughly address NA/AN issues, reform in
NA/AN communities will not occur. Support of alternative plans provides an opportunity to shape
changes in service delivery and funding. However, the legislative language in alternative plans
remains limited. Therefore, structuring the legislation may take too much time. Also, once

NA/AN leaders decide which plan to support, it may not pass Congress either.

The adoption of a standard criteria which any plan must meet in order to receive support of
tribal nations presents the most viable option. This criteria should remain flexible so that it can be
applied to any health care legislation. This allows time to focus on developing relationships with

legislators and building political support, instead of developing legislation.

In order to become national players in the health care reform debate, NA/AN leaders must

act quickly. We recommend that in the next three months tribes take the following steps:

Recommendations

. Maintail_l and Expand the role of Regional Focus Groups:

The tribes should maintain and expand the regional discussion groups
developed as a result of the RCNAHCR. The positions papers provided to the
DHHS should establish what problems need to be addressed immediately in order

to improve health conditions in each region. This group should develop a
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criteria to evaluate health care reform proposals, set short and long-
term goals, and designate a representative to attend a national meet-
ing on NA/AN health care reform. This group should coordinate with
the National Congress of American Indians, the Indian Health Board
and the Council on Native American Health to develop a strategy for
achieving those goals. The regional focus/discussion groups are not meetings
to air health care delivery grievances. They are proactive discussion groups that not
only address and discuss health care reform issues, but develop and

shape policy alternatives.

* Develop Criteria:

Do not support any of the health care reform plans exclusively. In-
stead, develop a set of criteria which can be applied to any heath care reform pack-
age. These criteria must address the four key issues that are essential to any

NA/AN health care reform package. These issues are:

¢ Funding: ‘
IHS is currently funded at 70% of actual need. In order to improve the health

status of these communities, funding levels must increase.

¢ Service Delivery:
IHS service infrastructure is antiquated. In order to improve the health status of

these communities, hospitals and clinics must be adequately staffed,
have the appropriate equipment, and be located nearer to their
service population. THS has attempted to improve cultural sensitivity within
facilities by providing scholarships for NA/AN youth to attend medical school.
However, in order for this program to continue and for overall
service to improve, IHS funding levels must increase to reflect
the true cost of providing these services.

* Eligibility and Enroliment:

Tribal membership qualifications and inaccurate census data make the active en-
rollment of NA/AN difficult. In order to maximize the number of NA/AN en-
rolled, it will be necessary for tribes to develop universal member-
ship criteria based on their nations respective Constitutions. These
lists, once developed, can be used to passively enroll NA/AN into an IHS
health plan. Funding depends on membership rolls, if lists are inac-
curately developed and undercounting occurs, ITHS programs will
lack the necessary funds to service their true population.
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* Regional Health Alliances: Regional health alliances represent a viable
option for some NA/AN communities. Because the IHS plan under the AHSA
will not take effect until 1999, tribes need to evaluate the relative merits of
moving to a health plan offered by a regional health alliance. The draw backs
assoctated with committing to one of these plans is as follows: First, NA/AN
will be expected to bear the full cost of the health plan; and second, a negative
dynamic within the community may result in NA/AN groups being politically
impotent and having little bargaining power with the insurance industry.
Therefore, tribes must make individual assessments based on their
financial situation whether or not they will participate in a plan
offered through a regional health alliance.

The primary problems facing NA/AN health are a crisis in funding resources, and limited
time with which to prepare and push for NA/AN health care reform. NA/AN leaders need to deal
with these issues immediately. For specific recommendations on how to address these problems,
please see table one. In the near future, Tribal Leaders will have to expand their focus to address
other health related issues. For instance, should tribes concentrate efforts on establishing their
own medical facilities? Should funding for the IHS be moved out of the Committee on the
Interior? These questions are crucial to the future of health care in NA/AN communities.
However, the challenge before NA/AN leaders is to act in the existing window of opportunity

presented by the national movement to reform the American health care system.



Table One
Recommendations

Recommendation for the Funding Process

Increase the number of consultations between Area Office Directors and Tribal
Leaders;

Address the issue of the IHS appropriation process being located in the Committee
on the Interior instead of the Department of Health and Human Service
appropriation process.

Recommendations for Health Service Delivery

-

Increase accessibility through decreased travel distances and increased funding for
staff, facility construction and equipment;

Continue to expand the supplemental services provided by the IHS, including
preventative health and educational programs;

Address issues of cultural sensitivity by using the native language of the tribe, and
using traditional healers within the community;

Provide community based long-term health care facilities, and drug and alcohol
treatment centers.

Recommendations for Eligibility and Enrollment

~ Tribes need to establish a minimum universal membership criteria, based on their

respective Constitutions, in order to insure that full blooded Indians are not
excluded from health care;

Tribes should make this minimum membership criteria retroactive to 1990;

The IHS and tribes need to use this minimum universal membership criteria to
develop membership lists that will allow for passive enrollment of NA/AN.

Recommendations for Regional Health Alliances

Tribes will need to set well defined goals regarding the exploration of plans offered
through regional health alliances;

Tribes should develop discussion groups that will examine the plans offered
through the regional health alliance. Issues of particular importance are:

. How tribal members will pay for health plans that are not offered through
the THS;

. Will the health plans offered through regional health alliances cover those
preventative and long-term health services that are necessary in NA/AN
communities.
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I. Introduction
A. Purpose

In 1993, President Clinton developed and formally presented the AHSA to Congress.
However, while the AHSA has received the majority of press attention, it is only one of six major
plans before Congress. These alternative plans advocate a number of different methodologies for
health care reform, from single payor organizations to a free market system. Although an impor-
tant piece of the health care puzzle, the AHSA will dominate these plans in the health care debate
for the near future. The primary focus of this paper is Native American Health as it is defined in

Title VIII, Subtitle D of AHSA.

Of critical importance to NA/AN is the treatment the AHSA gives to the IHS, Indian health
programs, and the obligation of the United States to provide health care to Indian tribes. This pa-
per will examine four key issues, critical to NA/AN: funding, health care service delivery, eligibil-
ity and enrollment, and the possible role of regional health alliances (RHA) in NA/AN health.
Prior to discussing these issues in detail, we will provide a brief summary of our findings,

background information on the IHS, and the methodology used in developing our conclusions.

In order to become a national player in the health care reform debate, NA/AN leaders must
act quickly. We recommend that in the next three months tribes establish regional discussion
groups that both explore and define the short and long term goals of health care reform for
NA/AN. In addition, these discussion groups should not be used as a forum to air grievances
about the current state of NA/AN health care delivery. These discussion groups should be used to
explore, develop, and evaluate reform options as they relate to: funding, service delivery, eligibil-

ity and enrollment, and the role of regional health alliances in NA/AN communities.



B. Indian Health Service

The involvement of the USPHS in Indian health programs started in 1926, and was based
on the Indian programs' need for medical personnel and health services.! While the initial thrust of
this effort was the prevention of communicable diseases, the USPHS became the physicians and
health care providers of NA/AN. Not until 1954 were Indian health programs moved from the
Bureau of Indian Affairs, to the USPHS where they are administered by the U. S. Surgeon
General. Now, the THS runs Indian health programs. The goal of IHS is simple: elevate the
health status of NA/AN to their highest possible level. To ensure equity, availability and
accessibility to a comprehensive, high quality health care delivery system comprises the goal of the
IHS. Programs developed through IHS and tribal governments encourage NA/AN involvement in
defining their health care needs, setting health priorities for their local areas, and managing and

controlling their health programs.2

As a result of their broad mandate, the IHS has developed an integrated program for the
dissemination of health services to the NA/AN community. This system attempts to provide clini-
cal services as well as promote public health programs and educational initiatives. Within their
budgetary limitations, the IHS attempts to improve and increase the services their delivery system
provides. This system includes:

* comprehensive, curative, preventative and rehabilitative health
care;

* supplemental services to improve access and appropriate
utilization; :

* public health, community and population based programs;

* traditional NA/AN beliefs and approaches to personal, spiritual
and community health.3

1 U.S. Department of Health and Human Services, Public Health Service, Indian Health Service, Position
Papers on Health Care Reform: Section 3: Background Issues for the IHS, (Washington: IHS, 1994) p. 1.

2 U.S. Department of Health and Human Services, Public Health Service, Indian Health Service, Trends in
Indian Health 1992. (Washington: IHS, 1992), p. 1.

3 Ibid. 1,p. 1.



This system attempts to meet the needs of an IHS service population which includes approximately
1.3 million NA/AN spread across 33 states.# In Fiscal Year 1993 alone, the discretionary appro-
priation for IHS was $1.537 billion for Indian health services and $336 million for Indian health

facilities, including domestic and community sanitation facilities.5

Discretionary appropriations are used to meet the diverse needs of over 500 Federally rec-
ognized tribes and 34 urban Indian organizations. This effects both the quality and quantity of
services because funding levels vary on a yearly basis. Currently, IHS operates 50 hospitals, 140
service units, 164 health centers, 7 school health centers, 112 health stations, 172 Alaskan village
clinics, and 28 urban clinics. Services within the urban areas range from the provision of outreach
and referral services to delivery of comprehensive ambulatory health care.6 However, much of
the service infrastructure is antiquated. For example, Jim Cournoyer, Director of the Sioux San
Hospital stated in the November 24, 1993 "Indian Country Today" that his facility, built in 1938,
and some of it in 1905, was never designed for the services offered now. Given the current re-
source limitations of IHS, and antiquated infrastructure, one can reasonably assume that other
methods of program financing will play an increasingly important role in providing services to this

community.

II. Research Methodology

A. Review of Literature

Our initial research focused on establishing a historical reference for Indian health care.
Much of the necessary statistical information came from IHS and DHHS reports regarding trends
in Indian health. Law journals, law reviews, and health care journals provided background in-
formation concerning the relationship between NA/AN and the services provided to them by the
Federal Government. Also, information concerning the specifics of the AHSA came from sum-

maries, analyses of the proposal and the public documents released earlier in the fall of 1993.

4 Ibid. 1,p. 1.
5 Ibid. 1,p. 2.
6 Ibid. 1,p. 2.



The second part of our search consisted of reviews of previous studies of NA/AN health
care issue and related topics. Earlier studies provided background information, including the
names of experts in this }ield. In order to develop an historical perspective, we consulted past
policy analysis exercises (PAEs), reports conducted by members of the Harvard Project on Eco-

nomic Development and the IHS.

B. Sources of Information
1. Interviews

During our research into the AHSA, we conducted phone interviews with Congressional
committee staff members, IHS administrative officials, members of the Clinton administration’s
health care reform task force groups, Congressional legislative assistants and health organizations
devoted to NA/AN issues. Upon the suggestion of Professor Joseph Kalt, we contacted staff
members of Senate subcommittees as well as Mr. Justin Latus, who conducted a PAE on a similar
issue one year ago. Initial interviews with Mr. Latus and Professor Kalt provided us with the
names of task force participants and Congressional staff who assisted us in developing the back-
ground and framework for our analysis. These persons also informed us of ongoing deliberations

concerning changes to the AHSA.

Contacts with the Indian Health Care Board (IHCB)and the National Congress of Native
Americans served to connect us to NA/AN involved in health care reform, as well as to inform us
of meetings conducted by the DHHS and other government agencies. During these interviews, we
obtained the position papers of these organizations that detailed their concerns regarding the effect
of the AHSA on NA/AN. Finally, the [HCB informed us of the New Mexico Conference, con-
ducted by the DHHS in February of this year.

Interviews with IHS employees filled many gaps in our information regarding the philoso-
phy, duties and structure of IHS. Cliff Wiggins, Keith Longie and the finance division of THS

proved particularly helpful in providing information concerning the IHS structure, local implemen-



tation structures and financing respectively. Their assessment of the AHSAs impact provided the

groundwork for our own analysis.

2. New Mexico Conference of the Southwestern Tribes
The Albuquerque, New Mexico Conference on Health Care Reform in Indian Country,
February 2-4, 1994, provided us with the opportunity to collect information from a diverse group
of tribes regarding their health care concerns. DHHS held the conference in an effort to assess the
quality of health care in NA/AN communities, and determine what changes in Federal policy were
necessary to improve those conditions. In attendance were tribal leaders, the Assistant Secretary
for Health and the Acting Director of the IHS revealed the main issue is the current status of health
and health care in NA/AN communities. Panel discussion participants addressed many of the key
issues characterizing the impact of health care reform on NA/AN. Overall, the conference served

as a means to obtain a diverse array of information concerning NA/AN health care reform.

C. Limitations of Research Methods:

The manner in which the research was conducted created two important limitations for our
analysis. First, the concerns expressed by tribal leaders at the New Mexico conference are not
generalizable to all tribes across the nation. Data from the DHHS was used to supplement the con-
ference information so that the issues identified could be generalized to tribes in other areas of the
country. For example, data on travel distances and hospital resources confirmed that these issues
were common 1O many tribes, not just those who attended the Albuquerque conference. Secondly,
due to the vagueness and variability of the health care reform legislation we were unable to describe
all of the components in detail. We do not believe that any alternate method of information gather-
ing would have remedied this problem within this time period available. As a result of this uncer-
tainty, we have recommended that tribes develop criteria whichr any health care reform legiélation

must pass in order 1o gain the political support of NA/AN leaders.



IIl. Understanding the Health Care Funding Process

Issues

. Appropriations for the IHS are considered by the same Congressional committee
which oversees both the Department of Parks and Wildlife and Fisheries
Department;

. Influence of Area Office Directors on the appropriation process and disbursement
of funds to Indian Tribes;

. The macroeconomic impact of increasing health care costs on funding health care

services in NA/AN communities.

Recommendations for the Funding Process

. Increase the number of consultations between Area Office Directors and Tribal
Leaders;
. Address the issue of the THS appropriation process being located in the Committee

on the Interior,




III. Understanding the Health Care Funding Process

Trends in quality of service and capacity for reform greatly depend upon the nature of the
funding process. The IHS, tribes, Medicaid/Medicare, and other government programs (to include
Veteran's Assistance Programs), private insurance and individuals make up the primary sources of
funding for Indian health. For a visual representation of this, please see chart 1. All of the Federal
sources depend on Congressional appropriations, while the remaining sources depend on the
economic well being of the tribes and their members.

A. Federal Funding Sources
1. IHS Funding Process

Appropriations for the Indian Health Service are considered by the same Congressional
committee which oversees both the Department of Parks and Wildlife and the Fisheries Depart-
ment. This standard operating procedure remained unchanged when the IHS was moved to the
DHHS in compliance with the Transfer Act of 1955.7 The significance of this procedure lies in the
fact that the above agencies are well established politically and efforts at reduced government
spending has increased competition between agencies for funding. This may prevent the IHS from
obtaining needed funds for its programs. Once money is appropriated, the IHS must submit an
estimated distribution which proposes how the money will be spent (an apportionment) to the Of-
fice of Management and Budget. A recurring base system is used to allocate money between the
12 area offices. In other words, each office must receive a certain amount of money for operation
and direct services each year. This money encorﬁpasses the majority of the appropriations. The
Program Manager must distribute the balance by August first. In order to equate expected costs
with allocations, area office directors create spending plans based on their appropriation costs, fa-

cilities and services.8

7 Conference on Health Care Reform for Native Americans, DHHS, February 2-4, 1994,
8 Interview with Jean Gatling, Indian Health Service, Division of Resources Management, March 15, 1994.
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As currently constructed, the IHS divides its budget into three categories: primary/direct
services, construction/facility maintenance, and supplemental services. Primary/direct services in-
clude clinical and preventative health services. Suppiemental services include training programs,
scholarship funds for Indian youths, and other non primary care services. Appropriations are di-
vided into direct services and facilities categories and totaled 1.85 billion dollars in 1993, as com-
pared to 1.5 biilion dollars in 1992. Of the 1.85 billion dollars, over 80% was budgeted for clini-
cal services, preventative health, urban health, tribal management, direct operations, self gover-
nance, contract support costs and other direct services. The remaining 333.64 million dollars was

appropriated for construction and facility maintenance.?

2, Additional Federal Funding Sources

The Veterans Administration (VA) and Medicaid programs combined account for less than
10% of funding for Indian health care. Therefore, the main funding trends can be attributed to [HS
appropriations and tribal/individual financing sources. Still, as of 1986, 700,000 Native Ameri-
cans were Medicaid recipients. In that same year, over 4,000 Native Americans used VA hospi-
tals. The majority of those served by the VA are World War II veterans in their 60's or older.10

Medicaid/Medicare funds and obligations make evaluation of funding trends difficult. In
the mid 1980's, IHS began receiving Medicaid/Medicare funds directly. This funding procedure
hinders comparisons of expenditures to appropriations. Also, outstanding bii]s or obligations fur-
ther cloud the picture.!! However, estimates state that the IHS is funded at only 70% of need.12
Therefore, while overall funding for IHS has increased, any enhancements of the current package
of service and/or continued growth of the service population will require sharp increases in re-

sources for the agency.

9 Budget of the U.S. Government, FY 1994, Government Printing Office, Appendix-609.
10 Statistical Record of Native North Americans, U.S. Bureau of the Census, pp. 762-765.
11 Ibid. 8.
12 Ibid. 7.




B. Tribe/Individual Funding

Public Law 638 permitted Indian tribes to contract out for their health care services.
Congress appropriates funding for P. L. 638 contracts to IHS, which allocates it to tribes.
However, some rural and/or poor tribes report difficulty in atiracting physicians to their areas.

Our inpatient services are provided through contract care facilities.
In 1986, our...hospital was closed without Congressional approval,
without planning, staffing, or equipping of tribal health centers to
replace our hospital. Our tribes have had to develop our own sys-
tem through the 638 contracts. Distances to contract health facilities
range from 100 miles to 450 miles.
Patrician Hicks
Chairperson
Walker River, Peyote Tribe
Another source of funding for tribes to supplement appropriations shortfalls are tribal industries.
Nevada tribes emphasized tobacco sales as one source of additional funding. Given the DHHS
public opposition to the use of tobacco products, it is ironic that this industry would produce rev-

enue for the improvement of Indian health.

C. Understanding Funding Trends
All federal programs which fund health care services in NA/AN communities are subject to

budget cuts, political conflicts and appropriation procedures. The IHS, Medicaid/Medicare, and
other government programs that fund health care fall under the jurisdiction of the DHHS. As
stated previously, the Committee on the Interior determines funding for the IHS, the primary
funding source for the health care of NA/AN. Speculation that the funding process for the IHS
may negatively affect appropriations to the IHS is supported by current assessments. Currently,

Indian health care is funded at only 70% of need, and at half that of health care premium users.13

13 Ibid, 7.



Issues

IV. Understanding Health Service Delivery

Access

Quality

Excessive travel distances to medical facilities;

Lack of staff and equipment for facilities.

Failure to provide appropriate health care services;

The prolonged use of temporary facilities.

Cultural Sensitivity

Lingustic and cultural differences influence the delivery of health care.

Long-Termm Care

Recommenda

There is lack of long-term health care facilities and drug and alcohol
treatment centers in NA/AN communities.
tions for Health Service Delivery

Increase accessibility through decreased travel distances and increased
funding for staff, facility construction and equipment;

Continue to expand the supplemental services provided by the [HS,
including preventative health and educational programs;

Address issues of cultural sensitivity by using the native language of the
tribe, and using traditional healers within the community;

Provide community based long-term health care facilities.




IV. Understanding Health Service Delivery

A. Issues

In their presentations to the Assistant Secretary for Health at the New Mexico conference
on Health Care Reform in Indian Country, the Southwest tribes identified access, quality, cultural
sensitivity and long-term care as primary concerns regarding service delivery. Data from the
DHHS suggest that these issues are not specific to the Southwest region.

1. Access

Despite the existence of IHS and tribal health facilities, consistent primary care remains in-
accessible for some NA/AN. Tribes identified travel distances to facilities and reduced clinic ca-
pacity as their greatest barriers to accessing health care services. For those reservations located
outside of metropolitan areas and lacking on site facilities, primary and emergency health care
providers may be in excess of 1/2 hour driving distance. Reduced clinic hours and staff due to in-
sufficient funding have made health care inaccessible to others according to the conference

attendees.

To illustrate this point, DHHS data from the 1980's (the most recent available) show that
for 20 reservations over 70% of medical visits were to facilities 1/2 to 1 hour away. The Saboba
Reservation in California had the highest percent at 100% of visits.14 This data is misleading in
that it does not include trips in excess of 1 hour. The USPHS states that the average distance to the
nearest non-THS facility is 55 miles. Furthermore, lack of space and resources characterize IHS
facilities. In addition to the 50 hospitals and 283 outpatient clinics, four additional facilities are
scheduled to open this year.15 Tribes expressed concern over the increasing patient loads at al-
ready above capacity clinics from the Urban Indiah and/or non-Indian population. Furthermore,
resources for these clinics in the form of equipment and personnel continue to decline despite in-
creases in the service population. For example, the Phoenix Indian Medical Center, a 200 bed

hospital which serves a four state area, currently operates at 74% of capacity because of budget and

14 Ibid. 10, pp. 731-735.
15 FTE Fact Sheet, Public Health Service, p. 2.



personnel constraints.16 All together, excessive travel distances, lack of resources and personnel

shortages create significant barriers to the delivery of health services to NA/AN.

Perhaps as a consequence of deficient clinic capacity and travel distances, visits to preven-
tative care specialists make up a small percentage of total outpatient visits. For example, visits to
the optometrist account for only 2.5% of total outpatient visits. At the same time, 30% of Indian
reservation adolescents in a 1992 non-random study reported having vision problems.17 Further-
more, dental care services are currently funded at 44% of need nation wide.!8 These statistics ap-
pear to further support the concerns of Southwestern tribes who stressed the importance of con-

tinuing programs which perform preventative health services in the presence of inaccessibility.

On some reservations, Community Health Representatives (CHR) provide the type of in-
tervention which characterizes preventive medical services. For the Pueblos of New Mexico, use
of the CHR program has become an established procedure to compensate for reduced clinic access.
This reduction occurred because of a reduction in staff hours and an increase in patient workloads.

The CHR's provide direct services, such as making home visits to
all age groups in the community. Services include taking vital
signs, changing dressings, provide health education, case identifica-
tion, screening, health promotion and disease prevention coordina-
tion, and making referral to the IHS providers, BIA providers, and
all outside health related resources (State and Federal Programs).
Sandia Pueblo
Health Advisory Committeel®
Others who cite distance as their main barrier have come to depend upon the Emergency Medical
Services (EMS) in their area and emergency medical training for emergency health care needs.20

Therefore, the consequence of reduced access include additional strains on the EMS system and in-

16 Ibid. 7.
17 Ibid. 10, pp. 720, 759.
18 Ibid. 7.

13 Position Paper of the Sandia Pueblo Concerning Health Care Reform, presented to the Assistant Secretary
of Health and Human Services, February 3, 1994, p. 2.
20 Ibid. 7.
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creased dependence upon the CHR program. Lack of access produces inconsistent care which

may contribute to the rise in preventable health problems.

2. Quality

For the purposes of this analysis, quality is defined as the degree to which services match
the needs of the service population. Failure to provide appropriate services may impede IHS'
overall goal to improve the health status of NA/AN., Among those procedures identified as inade-
quate at the New Mexico conference included the use of temporary facilities for health care delivery
and the lack of drug and alcohol treatment facilities. Some areas received trailer homes for the de-
livery of health care until permanent facilities could be built. However, for some, the trailer homes
have remained in use for 10 years and have become permanent features of health care delivery in
these areas.2! In addition, the high incidence of alcohol and drug abuse on reservations have not
been adequately addressed by the IHS. For example, conference attendees expressed concern over
the lack of drug and alcohol treatment centers provided by IHS. These inadequacies demonstrate

that the quality of health care delivery for NA/AN is poor.

3. Cultural Sensitivity
Cultural sensitivity is important in the delivery of health care services. "While medicine
benefits from a certain amount of scientific input, culture intervenes at every step of the way."22
Cultural sensitivity poses a particularly important and complex issue in Indian Country. Its influ-
ence may materialize in a number of ways including linguistic differences and the use of traditional

healers.

IHS employs members of the service community in its efforts to improve cultural aware-
ness within its facilities. While Indian physicians currently account for only 5.8% of IHS physi-

cians, scholarships have been established for Indian youth to attend medical school so that they

21 Tbid. 7.
22 Payer, L., Medicine and Culture, NY, 1988, pp. 15-34.
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may return to practice within their communities?. It appears that such efforts at cultural integra-
tion on the part of IHS, which are absent in the private sector, are one reason why many P.L. 638
tribes primarily use IHS rather than contract out for éervices. "There is a strong opposition for
Indian health people to go outside the IHS service units for health care provisions because of cul-

tural relevance concerns."# Please see chart two for a statistical breakdown of service providers.

4. Long-Term Care

The demographic trends within a pdpulation provide essential information toward the de-
velopment of appropriate services. In Indian Country, as in other parts of the nation, a growing
elderly population creates problems for those communities unequipped to deal with long-term care.
In 1993, Indian elders in six states identified “improved home and community care" as their pri-
mary concern.25 The Census Bureau reported in 1990 that 34,461 Native Americans were living
in nursing homes.26 Given concerns over cultural sensitivity, and the fact that poverty on reserva-
tions precludes nursing home care for the elderly of many communities, the lack of long-term care
provided by IHS is receiving increased attention. Indian councils on aging are lobbying tribal and

political leaders in an effort to draw attention to this issue.

B. Reasons for Deficiencies in Service

Trends in funding and lack of communication between the federal government and tribes
during the planning stages may have led to deficiencies in service. As a result of the continued
placement of the IHS appropriation process in the Committee on the Interior, the IHS must com-
ﬁete with a variety of other departments for the committees attention. Perhaps as a consequence of
this procedure, "the level of need funded for the Indian Health Service on a nationwide basis now

is about 75% ...”.27

23 Ibid. 10, p. 749.
24 Ibid. 19, p. 2.
25 Health Care Reform: [.ong Term Care for Indian Country, The National Council on Aging, Janvary 1994,

p- L
26 Ibid. 10.
27 Ibid. 7.
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Furthermore, many of the conference participants complained that they received little in-
formation from the local IHS headquarters regarding policy implementation. Overall, they ex-
pressed a feeling of disenfranchisement from the health care development process. Given the at-
tendance of IHS representatives at the meeting and the close ties between the Acting Director of
IHS and the tribes, this problem does not appear to be the result of an THS policy, or a characteris-
tic of the organizations' administrator. There may exist organizational and tribal characteristics
which explain this perceived lack of communication. These characteristics may include lack of
communication within government agencies and tribal apprehension in dealing with the federal
government. Comments from the Southwestern tribes focused on their distrust of the federal gov-
ernment due to past conflicts further support this hypothesis. Also, tribes and area directors may at
times have conflicting goals. For instance, while a willingness to downsize staff may label an area
office as efficient, NA/AN tribes may view it as a threat to service delivery. NA/AN leaders
should investigate these issues in an effort to improve communication with the IHS at the regional

level,

C. Conclusions and Recommendation: Funding and Service Delivery:28

As funding and service delivery are interdependent issues, the conclusions to their respec-

tive sections have been combined. Despite legislative efforts to improve the quality of NA/AN
health, health problems continue to plague NA/AN communities at disproportional rates. Policies
directed at NA/AN health issues have been relatively unsuccessful due to lack of funding, lack of
access 10 health care facilities, and insufficient specialized services. The appropriations procedure
for the IHS complicates the funding process. Rural areas have too few clinics, and the lack of staff
and equipment are forcing some hospitals to operate below capacity. The quality of care is dimin-
ished by the use of temporary edifices and lack of specialized care for the elderly and the chemi-
cally dependent. Also, the cultural insensitivity of some non-IHS providers hinders efforts to ac-

cess alternative health care providers. In light of these funding and service delivery issues and the

28 Because funding and service delivery are interdependent issues, the conclusions to their respective sections
bave been combined. This is the only location that this occurs in this paper.
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prominence of IHS as the primary health care provider to NA/AN, the IHS has become the focal

point of health care reform in Indian Country.

Given the current status of funding and service delivery, any policy which proposes to re-

form health care in Indian Country should address the following issues:

. The funding procedure for the IHS;

. Inaccessibility to facilities (lack of facilities in rural
areas and staffing shortages);

. Local procedures for the transfer of health policy
information to the tribes and the distrust of Federal
motives on the part of NA/AN;

. The importance of outreach and community health
projects;
. The lack of long term care and drug treatment facilities.

D. SERVICE UNDER HEALTH CARE REFORM

Regardless of the nature of health care reform, the services provided by the Indian Health
Service (IHS) cannot easily be replaced. IHS plays a prominent role within the Indian community
by providing bomprehensive health coverage to its eligible population. This eligible population
was 1.16 million in 1990 and is projected to grow to over 1.49 million by the year 2000.29 Eli-
gibility is the key to insuring access to IHS service programs that offer the possibility of improving
the health status of the NA/AN communities.

E. The American Health Security Aci30

The goals of the AHSA concerning service are consistent with those of the IHS and the
Indian Health Care Improvement Act. AHSA emphasizes choice, quality, and autonomy in spe-

cific reference to Native American health. "Tribal governments will exercise their full autonomy to

29 Ibid. 2, p. 20.
30 All of the information concerning the AHSA was obtained from that document and Indian Health Under
Clinton Health Reform Bill, Ducheneaux, Taylor and Associates, November 19, 1993.
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devise health care delivery that works for them."3! Furthermore, the plan proposes to increase
community health, home health care and preventive services. These services speak directly to cul-

tural sensitivity, emergency term care, and preventative health.

Improvements to current services are projected over a short, 5 year time span. Within this
time, IHS must upgrade its services to match those in the comprehensive benefits package (CBP)
guaranteed under the AHSA. These services are delineated in table two. Services of particular

interest in NA/AN communities are bolded.

Table One
Comprehensive Benefits Package

HOSPITAL SERVICES

SERVICES OF HEALTH CARE PROFESSIONALS
EMERGENCY & AMBULATORY MEDICAL & SURGICAL
SERVICES

CLINICAL PREVENTIVE SERVICES

MENTAL HEALTH & SUBSTANCE ABUSE SERVICES
FAMILY PLANNING & SERVICES FOR PREGNANT WOMEN
HOSPICE CARE

HOME HEALTH CARE

EXTENDED CARE SERVICES

AMBULANCE SERVICES

OUTPATIENT LABORATORY, RADIOLOGY, & DIAGNOSTIC
SERVICES

OUTPATIENT PRESCRIPTION DRUGS & BIOLOGICALS
OUTPATIENT REHABILITATION SERVICES

DURABLE MEDICAL EQUIPMENT, PROSTHETIC & ORTHOTIC
DEVICES

15. VISION CARE

16. DENTAL CARE

17. HEALTH EDUCATION CLASSES

18.  INVESTIGATIONAL TREATMENTS

b-ll—l_\D“Nl_O\Ulh W=

gl —

e
Wi

F. Evaluation of the Impact of AHSA
Failure to adequately address issues of access and funding reduce the probability the AHSA

will improve service delivery for NA/AN. The plan is vague in defining how tribes and IHS will

pay for the expanded services. The primary sources for funding will be employer/employee pre-

31 Ibid. 7.
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miums and Congressional appropriations. However, tribal governments and organizations are ex-
empt from employer premiums. Also, IHS eligible Indians do not have to pay premiums or any
other health costs. The ineligible family members of eligibles can receive IHS services, but must
pay for services and their premiums must be paid through an employer. Again, AHSA exempts
tribal employers {from such payments. In addition, given the high percentage of tribes which op-
erate as primary employers, and high rates of unemployment on many reservations, em-
ployer/employee payments will probably prove inadequate to support the services mandated by the
AHSA. Also, trends in appropriations indicate that costs for the CBP will greatly exceed the
amounts typically appropriated through Congress. Please see chart three for a comparison between
appropriations received, cost projections for the CBP, and estimated funding projections. The
AHSA does include a provision for revolving loans for providers to improve facilities and provide

expanded services. However, the AHSA does not detail who will repay these loans.

Furthermore, no provisions to prevent funding reserved for specific services to be used for
other purposes exist in the plan. This is particularly important for the issue of improved accessi-
bility through construction of new facilities. The AHSA makes 40 million dollars available from
the Public Health Service Initiatives Fund for construction. However, if funding falls short of
need in the area of primary care, the AHSA does not prevent construction funds from being used
for primary care purposes. Ideally, Congressional appropriations would address such shortages.
However, given the history of underfunding by Congress, use of construction funds may prove
more expedient and certain during a funding crisis. Increased funding through changes in proce-
dures and restrictions to prevent the movement of funds from one purpose to another may increase

the availability of resources for both direct services and construction.

In addition, the AHSA fails to adequately address the issues of policy consultation with
tribes. The legislation requires only annual consultations between the Secretary of Health for
DHHS and tribal leaders. Establishing measures of communication both at the Federal and local

level would insure that NA/AN are aware of their choices of health plans under health care reform
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and can contribute to the planning process. This communication may help lead to more appropriate

health policies.

Also, AHSA does not address the issue of community outreach services. Community out-
reach workers have formed a link between IHS and tribes in some areas. Further support of these
organizations would facilitate efforts at improved communications at the local level, enhanced
community health, and cultural sensitivity. For example, community based services seem an ideal
vehicle through which to promote health education issues in a culturally sensitive manner. In addi-
tion, the Secretary of Health for DHHS has emphasized the importance of this issue, to include

recommending the inclusion of a specific provision addressing the use of traditional healers.32

A final concem brought up at the RCNAHCR was the lack of detail concerning who would
control which part of the funds. The Peyote Tribe asked that the Health Secretaries act not com-
promise the "advantages of tribal administration in control of program operations. Because if the
sources are controlled at the tribal level,..[tribal administrators] are more responsive to the grass
roots needs of the people."33 Also, the question of who will control the allocation of the funds
once they are available is a crucial autonomy issue for tribes. The AHSA would establish a CBP
fund to hold the employer and family premium payments as well as appropriated amounts and all
other additional funding sources. The IHS health program will manage the funds. Under the
Plan, an IHS program would include not only IHS local programs, but tribal programs as well.
The Assistant Secretary of DHHS interprets this inclusion as a signal that there exists "a great deal
of local control envisioned" in the AHSA.34 However, the AHSA does not specify how the
money will be allocated. Whether management includes the allocation, or if the allocation will be
based upon the apportionment submitted by IHS to the OMB, or by the spending plans developed

by the local IHS directors remains unclear. These questions must be clarified before Indian tribes

32 Ibid. 7.
33 Ibid. 7.
34 Ibid. 7.
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can make an informed decision regarding which plan they will support and what provider they will

chose if the AHSA passes.

G. Alternative Plans for Reform

Of all the health care reform bills, only the AHSA discusses in detail the effect of the plan
on the IHS or on the options of NA/AN. For instance, the plans of Senators McDermott (D-WA)
and Chaffee (R-RI) both ask for the continued support of the IHS and other Public Health Pro-
grams, but the language of reform does not extend to these agencies. The McDermott single payor
system is federally financed, but the program is administered by the individual states. The benefits
package under this plan would be established by a health security board, which also has the
responsibility to set pricing standards. Under Senator Chaffee's plan, individuals would be
required to purchase insurance packages, for a specified list of benefits, from their employer or a
health alliance. In addition, a voucher system will be used to assist low income individuals in
purchasing insurance. While other plans explore different payment mechanisms, the AHSA is the

only plan that outlines a specific program for NA/AN health.

H. The Effect of Restructuring Government: FTE Reductions

Government administrative cutbacks have the potential to significantly alter health care de-
livery. The President has called for federal agencies to reduce their workforce (FTEs) by 100,000
employees by the end of FY 1995. As a result, the OMB has set reductions for the IHS at 7.1% in
a three year period. The IHS has been asked to take an above-average reduction (the total target is
a 4% reduction) due to its exemption from cuts in 1993 and the ability of tribes to contract out for
services.3> Given the issues surrounding access that exist even in the presence of contracting
abilities, the cuts will have potentially unfavorable consequences for service delivery. To prevent
loss of capacity in service delivery, the Assistant Secretary of Health has exempted "staffing asso-

ciated with essential patient care responsibilities” from the FTE cuts. However, the Public Health

35 Ibid. 15,p. 2.
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Service did not specify what constitutes essential patient care responsibilities in its fact sheet re-

garding FTEs.36

In order to avoid the FTE reduction, Secretary Shalala of DHHS has submitted a waiver to
the OMB for exemption of the IHS. This waiver request was denied earlier this year. DHHS As-
sistant Secretary Lee stated at the conference that the information he gained from the tribes will be

used to initiate another request for a waiver from FTE reductions.

36 Ibid. 15.
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Issues

Eligib

V. Understanding Eligibility and Enrollment

ility

Undercounting the eligible service population is a constant concern for both the
IHS and Tribal Leaders because the discretionary appropriation process is based in
part on accurate population figures;

As Indian tribes are federally recognized, membership lists that are developed may
be incomplete as individuals are invariably missed in the initial count. Without
tribal membership, these individuals are not eligible for tribal or federal benefits,
including those services provided by [HS.

Differences in tribal membership requirements may reduce the number of NA/AN
who are eligible to receive health care.

Enrollment

Those NA/AN living close to urban population centers have the opportunity to
enroll in health plans provided through Regional Health Alliances. Which plan
should those NA/AN enroll in?

If the AHSA is enacted, a considerable amount of confusion will result in 2 number
of persons being missed in the initial enrollment period;

Cultural and geographical isolation may make it difficult to enroll in health plans.

Recommmendations for Eligibility and Enrollment

Tribes need to establish a minimum universal membership criteria, based on their
respective Constitutions, in order to insure that full blooded Indians are not
excluded from heatth care;

Tribes should make this minimum membership criteria retroactive to 1990

The IHS and tribes need to use this minimum universal membership criteria to
develop membership lists that will allow for passive enrollment of NA/AN.




Y. Understanding Eligibility and Enrollment
A. Eligibility '

The goal of the AHSA is to ensure that all Americans, including NA/AN, enroll in their
choice of high quality health plans that provide the nationally guaranteed comprehensive benefits
package.37 This choice will allow NA/AN the opportunity to choose the provider of their compre-
hensive benefit package from IHS, tribal health programs, or RHAs. The AHSA provides rela-
tively open language with respect to NA/AN. However, in order to secure health coverage through
IHS, eligibility is required. While the IHS does not limit its services to the reservation-based Indi-
ans, IHS clinical facilities have traditionally been placed close to reservations. As a result, most of
the funding appropriated for IHS goes to services for those Indians who live on or near a

reservation.

The AHSA defines eligibility in section 8302, Eligibility and Health Service Coverage of
Indians.(Appendix C) In it, a descendent of a member of an Indian Tribe, is regarded as a Indian
by the Indian Community if she possesses the following characteristics: the individual lives on or
near a reservation or in a geographical area designated by statute as meeting the requirement of be-
ing on or near an Indian reservation notwithstanding the lack of an Indian Reservation; an Urban
Indian; or an Indian described in section 809(b) of the Indian Health Care Improvement Act (25
U.S.C. 1679(b)). However, eligibility is not restricted to federally recognized tribes for two rea-
sons. First, Indian tribes vary in how they determine their membership. Some rely on blood
quantums, while others rely on a consistent line of descendancy. Second, tribal membership rolls
may be opened infrequently making it difficult for Indians to prove their eligibility for IHS ser-

vices. As aresult, tribal membership is not the sole criteria for eligibility in IHS programs.

Undercounting of the eligible service population presents a constant concern for the [HS

and Native American Communities. While IHS has endeavored to be more accurate since 1980,

37 The Health Securities Act: Health Alliances. Washington: The White House, 1994.
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with a new improved method of census data collection, disputes still exist concerning the actual
population number and tribal membership rolls. This is important because funding for the IHS is a
discretionary appropriation process based in part on accurate population figures. Undercounting

may have the disastrous effect of causing budgetary shortfalls halfway through the fiscal year.

Two opportunities exist as possible methods of excluding eligible Indians from health care
services, tribal blood quantum requirements and changes in federal Indian policy. The first, tribal
blood quantum requirements, arises out of the possibility of exclusion from tribal membership
lists. These lists may include full-fledged members and other enrollees who do not have the full
privileges of members such as voting rights or the right to share in tribal benefits.3®8 Witha 1/4
blood quantum requirement, there is the possibility of excluding full blooded Indians from IHS
services because they lack tribal membership. For example, mother (x) is a member of tribe (aa)
and €lects to marry husband (y), a member of tribe (bb). They elect to live on the reservation of
tribe (aa), and are therefore subject to the membership requirement which mandates a 1/4 blood
quantum requirement of tribe (aa) to be eligible for benefits. Eventually they produce an off-spring
thatis 1/2x1/2y. While this off-spring is eligible for services, if the next two generations elect to
marry outside tribe (aa), their off-spring will have a blood quantum less than 1/4 (aa) and will
therefore be ineligible for [HS services. As a result, an effort must be made to insure that all indi-
viduals who fall into this situation have an opportunity to participate in IHS programs. One
method would be to establish a membership roll based on descendancy that would document their

lineage and avert the possibility of exclusion.

The second concern is changing Federal Indian policies. As a result of past inequities, the
Federal government has been reluctant to enact policies that would restrict NA/AN participation in
government programs. Therefore, it is easy to understand why the U.S. Congress would be reluc-

tant to make the provision of IHS services incumbent on the Federal recognition of an Indian tribe.

38 United States Congress. Office of Technology Assessment. Indian Health Care. Washington: GPO,
1986. p. 6.
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However, as the Federal Government recognizes tribes, difﬁculﬁes do arise. Membership lists that
are developed may be incomplete as individuals are invariably missed in the initial count. Without
tribal membership, these individuals are not eligible for tribal or federal benefits, including those
services provided through IHS. Overlooked individuals must wait for enrollment expansion be-
fore tribes will formally recognize them as members. In the interim, they are not considered mem-

bers of the Indian community, and are not eligible to receive the health services provided by IHS.

How many eligible Indians will the Federal Government miss when the IHS component of
the AHSA is implemented in 19997 With the diversity in eligibility requirements, disputes about
population estimates, and the difficulties experienced during tribal recognition, it is reasonable to
assume that some percentage of the population will be overlooked. Policy initiatives must be taken
to insure that the initial start up of the AHSA is as inclusive as possible, and that all eligible

NA/AN have an opportunity to be covered.

B. Enrollment
1. [Election
The AHSA provides that all Americans will have the opportunity to enroll in the health plan
of their choice. Choice is the key component of the AHSA. While this will mean that the majority
of Americans will have to make a decision about the health plans offered within the RHA, NA/AN
will have to make a decision at a more fundamental level. Who will provide the health care ser-
vices? NA/AN will have to choose between IHS or RHA. This decision should not be made in

haste, as each program has advantages and disadvantages.

NA/AN have three points of entry into the Indian Health System. They are traditional IHS
programs; Tribal Self Determination Act Programs; and Urban Indian Health Programs. Despite
the numerous points of access to IHS programs, Section VIII, Subtitle D of the AHSA will not

take effect until 1999. This is one full calendar year later than the enactment of the rest of the
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AHSA in 1998. So, while an eligible individual can elect to participate in the IHS program, they

will have to wait an additional year for complete access to the comprehensive benefits package.

This causes a dilemma for NA/AN, especially those living close to urban population centers
where the opportunity exists to participate in plans offered through RHA. What are the advantages
of staying with programs offered through IHS? A NA/AN who enrolls in the Indian Health Sys-
tern will not be subject to any charge for health insurance premiums, deductible, co-payments etc.
This is significantly different from the health plans offered through an RHA. Indians, eligible for
coverage through IHS, but exercising their power to opt out of the program will find themselves
completely on their own. If an eligible Indian, who would otherwise be eligible for the Indian
Health Plan decides to enroll in a RHA health plan, or some other plan, the Indian Health Service
is not responsible to make payments to that individual for the premiums charged for the alternate
plan, nor is IHS responsible to pay for any other cost which the individual would be required to
pay under the alternate plan, such as the co-payment.3% The bottom line is that those persons who
elect to choose an alternative plan offered through a RHA will have to absorb the entire financial
costs. What provision will be made for those individuals unable to meet the premium requirement
as a result of insufficient income or unemployment remains unclear. It can be assumed in these
situations that such an individual could qualify for reduced premium enrollment in RHA, or state

programs as provided for under other sections of the AHSA .40

2. Enrollment
At the core of the AHSA is its inclusivity, and its goal of providing universal health care to
all Americans. This plan will require individuals to be conscious consumers of health plans, and
then take the initiative to enroll themselves in the plan of their choice. For some, their geographic

location will limit their choice of plans. For others, access to urban centers will offer the pos-

39 Kaufmann and Associates, Incorporated. Round Table Conference on Health Care Reform, The Health
Security Act, and Indian Health Care: A Briefing Book. (Washington: Kauffman and Associates, Incorporated,
1994) p. 19.

40 Ibid. 39, p. 20.




sibility of choice. In both instances, a number of Americans may be overlooked in the initial regis-

tration for health care services, including NA/AN.

It can be assumed that if the plan is enacted, a considerable amount of confusion will result
in a number of persons being missed in the initial enrollment period. The AHSA attempts to ad-
dress this concern by making provisions for point of service enroliment. Point of service enroll-
ment is analogous to the "Motor Voter" legislation that was proposed several years ago as a method
of improving voter tunout. Point of service enrollment allows any American not enrolled during
the initial enrollment period to access health care services. In addition to receiving health services,
they will be provided with plan information, and offered the opportunity to enroll in the particular
site they are using if it is part of a health plan. The opportunity to enroll does not remove their op-
tion of choice. The opportunity still remains for the individual to choose other. plans that may be
more compatible with their needs and geographic location. Clifton Wiggins, Senior Analyst with
THS, stated that there is the possibility that a number of Indian people, particularly those in rural

areas, might not make an effort to actively enroll until they actually need health care.41

While miscounting may not pose a major problem for plans operating through RHAs, it
could have a disastrous effect on the budget development process for IHS. The National Congress
of American Indians (NCALI) believes that the current process of active enrollment advanced in the
AHSA may miss thousands of NA/AN.42 Because the IHS budgetary process involves using es-
timations of its service base, there is the possibility of precipitously low budget projections if un-
dercounting of NA/AN occurs. As a result, a mechanism must be in place that makes as accurate
as possible accounting of NA/AN from the start. An alternative would be to shift the enrollment
from an active to a passive process. The difference between the two is an active processes would
require tribal members to personally enroll themselves in a plan, while a passive process would use

tribal lists to enroll members within IHS. *

41 Clifton Wiggins, Senior Analyst, IHS; personal interview, 21 January, 1994
42 Ibid. 39, p. 20.
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One method of accomplishing this would be to use tribal lists as a method of mass enrol!-
ment. The element of choice would still exist, but it would require the individual to opt out of the
IHS program. This method would provide the IHS with a better estimation of its service base, but
would still cause problems because both IHS and NA/AN communities have two different methods
of estimating population size. The IHS prefers census data, while NA/AN prefer tribal lists which
include both full-fledged members, as well as those ineligible for privileges, such as voting or the
right to share tribal benefits.*3 The use of tribal lists opens the possibility of over counting. The
key to accurate budgeting is an accurate estimation of the NA/AN population. Therefore, one pos-

sible solution to this would be a hybrid of tribal rolls and census information.

C. Conclusions and Recommendations with Regard to Eligibility and Enrollment

Despite legislative efforts to improve the quality of NA/AN health and health problems, is-
sues involving eligibility and enrollment remain unresolved. The central issues are:

* Differences in tribal membership requirements may reduce the number of
NA/AN who are eligible to receive health care;

¢+ Cultural and geographical isolation may make it difficult to enroll in
health plans.

While the AHSA makes provisions for point of service enrollment, there is still the opportunity for
a significant number of NA/AN to be missed. In order to resolve this situation, a two fold ap-
proach requiring both tribal and IHS participation is necessary. This approach will require:
* Tribes need to establish a minimum universal membership criteria, based
on their respective Constitutions, in order to insure that full blooded

Indians are not excluded from health care;

* Tribes should make this minimum membership criteria retroactive to
1990;

* The IHS and tribes need to use this minimum universal membership
criteria to develop membership lists that will allow for passive
enrollment of NA/AN.

In order to address these complicated inter-tribal/IHS issues, it will be necessary to set well defined

goals regarding eligibility and enrollment requirements. The development of regional discussion

43 Ibid. 38, p. 6.
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groups that would allow the dissemination of ideas between tribes and IHS would facilitate this
process. Through these discussion groups, criteria should be developed that will maximize the

participation of NA/AN in health programs.
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VI. Understanding Regional Health Alliances

Issues

The nature of the RHA is such that the social position of the local community will
define the relative strengths of the alliance, and the premium paid for health plans
by its membership.

The nature of the RHA allows the potential for “gerrymandering” RHAs around
disadvantaged communities because of the desire to provide low cost plans by
selecting for adverse risk.

Given the structure of RHAs and the poor health of NA/AN communities, there
may be difficulties acquiring affordable insurance for reservation members.

Concerns

If NA/AN communities buy into RHAs, tribal members will be expected to bear the
entire cost of the health plan.

A negative dynamic within the community may result in NA/AN groups being
politically impotent and having little bargaining power with the insurance industry.

Recomimendations for Regional Health Alliances

Tribes will need to set well defined goals regarding the exploration of plans offered
through regional health alliances.

Tribes should develop discussion groups that will examine the plans offered
through the regional health alliance. Issues of particular importance:

. How tribal members will pay for health plans that are not offered through
the THS;

. Will the health plans offered through regional health alliances cover those
preventative and long-term health services that are necessary in NA/AN
communities. :




V1. Understanding Regional Health Alliances

The AHSA places considerable emphasis on the role and function of the RHA. The pur-
pose of the alliance is to ensure that consumers have the opportunity to enroll in high quality health
plans with a defined benefit package at an affordable cost. In generic terms, the alliances can be
described as a state sponsored insurance cooperative designed to serve as a mechanism for keeping
the growth of spending for the comprehensive benefit package within the budgeted level 4445 [t
will accomplish this through the following mechanisms. First, the RHA will serve as an organiza-
tion that accepts bids from approved health care plans, and negotiates and contracts with the health
plans that it approves. Second, the alliance will serve as a clearing house for consumer informa-
tion, allowing consumers to make decisions based on the access, quality, and price of the plan.
Third, it will serve as a mechanism of premium collection. Fourth, the RHA will represent both
the interests of the employers and employees by serving as a mechanism for the distribution of
funds to alliances for the provision of care within a geographical region. Fifth, the alliance serves
as a market regulator, not only by controlling the plans it approves, but by servin £ as a mechanism
for controlling the growth and cost of the comprehensive benefits package. The Clinton Adminis-
tration argues that this mechanism for health coverage will reduce administrative costs and offer

consumers the opportunity to realize cost savings and more affordable health insurance plans.

A. Managed Care
Health care in the 1990s has three essential ingredients, access, quality and price. These

three components are interlinked. For example, an increase in access may have a negative impact
on the quality or price of the program. Therefore, while the broadly defined goal of any heaith care
system is to insure adequate access 1o quality health care at a reasonable price, it is important to
realize that this is a tenuous relationship. (As a prelude to any discussion of RHAs, a discussion

of managed health care is necessary.) Managed care specifically addresses issues of access, price

44 Robert E. Moffit, A Checklist of Vital National Issues, A Guide to the Clinton Health Plan, (Washington:
The Heritage Foundation, 1993) p. 15.
45 Ibid. 37.
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and quality. It uses a purchasing strategy specifically targeted at ‘the level of health care financing
and delivery as a method to maximize the dollar value spent per employee or individual enrolled
within the plan. At the heart of this program is the microeconomic principal of competition, in this
case price competition. Health plans are rewarded for their ability to improve access, quality and
cut costs. In essence, they are rewarded for doing the "best job" of satisfying their patient popula-
tion, and this reward is in the form of a larger subscription pool. However, the "best job" is a
subjective and difficult criteria to quantify.46 Therefore, rewards based on this criteria may lead to
plans that select for a particular level of risk or attempt to fragment the market into favorable

sections.

Since, the key to this system is a microeconomic argument of competition, to work suc-
cessfully, providers must be divided into competing economic units that use market forces to en-
courage the development of efficient health care delivery systems.47 In order for this argument to
hold, there must be numerous providers and consumers, the goods and services must be homoge-
nous with the consumers having perfect or nearly perfect information and no major externalities in
production of consumption. At its core, managed care is price competition, but only at the level of
premiums, not individual services. Therefore when individuals look at the premiums associated
with their plan, there exists the incentive to shop for the lowest price, especially among those indi-
viduals who are sick. Unfortunately, those who are ill have the most difficulty obtaining the in-

formation necessary to make an informed decision.

The natural question to ask is, if HMOs use price competition to produce a level of effi-
ciency, why are we debating the merits of the AHSA? The probiem is that while price competition

should produce efficient outcomes with the lowest price, the demands of employers and employees

46 Alain C. Enthoven, "The History and Principles of Managed Competition," Health Affairs, (1993):
Supplement, Managed Competition, Health Reform American Style, p. 29.
47 Ibid. 46, p. 29. .



must be contended with.4® Therefore, while it was reasonable to assume that managed care would

attenuate the problems associated with cost, in reality they have not.

B. Alliances

Today's health insurance market is fragmented and overly bureaucratic, filled with different
companies, agents, marketers and underwriters selling different plans with different benefits, ex-
clusions, co-pays and deductibles.#? Insurance companies control the process--and they compete
by selecting the healthiest people.5® Small groups and marginalized populations have been histor-
ically disadvantaged in this situation because they have very little opportunity to bargain for plans
that address their needs. Therefore, certain sectors of the population (low income, unemployed,
and marginalized persons) pay high insurance premium prices, or are entirely priced out of this
market. This negative power dynamic results from these politically impotent groups having little
bargaining power with the insurance industry. The Clinton Administration designed the AHSA to
restructure the health insurance market by consolidating buying power and increasing the amount

of choice for consumers.

The AHSA proposes to restructure the health insurance market so that health plans can
compete on price and service rather than risk selection. It proposes to do this through the consoli-
dation of small and mid-sized employers and their employees into large pools to purchase health
coverage in order to spread risks, reduce administrative costs, expand choices, and increase market
leverage51 The goal of the plan is to protect the consumer and place the consumer in the driver

seat by allowing them to choose the plan in which they wish to enroll.

Under the AHSA, by January 1, 1998, each state must be a participant in a National Health

Care Reform Plan. This may include the formation of one or more Regional Health Alliances, or

48 Ibid. 46, p. 30

49 Ibid. 37.
30 Ibid. 37.
51 Ibid. 37.
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plans offered by the state government. The National Health Board is responsible for administering
and regulating the plan at the national level. This board also acts as a mechanism designed to pre-
vent untoward influence by pharmaceutical, physician and insurance lobbying groups. It accom-
plishes this by restricting board membership to equal numbers of consumers and employers.

There is no room for representation by health care providers who may have altemnative motives, but
there is a provision for a health provider board. The purpose of this board is to insure the fulfill-
ment of the health care needs of the community. However, while various boards look out for the
consumers best interest, the state, under the AHSA, must insure that their citizens are enrolled
within a health plan. The question is, should NA/AN shift their health care coverage to plans pro-
vided by a RHA, or stay with the services provided by IHS?

C. Concerns with Regional Health Alliances

While states will be legally obligated to insure the equitable development of health alliance
boundaries and that these will not lead to discrimination, our recent history leads one to believe
otherwise. Every ten years new census data is compiled, and when the new population figures are
tabulated, Congressional District maps are re drawn. This activity is subject to considerable politi-
cal pressure as political parties attempt to draw district maps favoring the election of their candi-
dates. When faced with political pressure, community leaders may exclude certain groups from the
RHA. This system has the potential to pit black against white, poor against rich, and city against
suburb.52 If a NA/AN were to buy into a system of RHA, they would become another ethnic mi-

nority that has very little opportunity to exert the political force necessary to protect their rights.

Why would this occur? Individuals want low health insurance premiums. One method to
accomplish this is to exclude the elderly, those individuals who have a higher inctdence of disease,
or have a higher crime rate or incidence of violence. As a result, voters in areas with these charac-
teristics will want them excluded from their RHA. Will Native Americans be subject to this situa-

tion? Many Native Americans live under harsh environmental, economic, and social conditions

52 Ibid. 44, p. 12.
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that predispose them to a disproportionately higher risk for injury compared to the general popula-
tion.>3 While IHS has helped this population achieve a better health status, it still lags behind the

rest of the United States.

The health status of Native Americans when compared with the rest of the population re-
mains poor. The leading cause of death for NA/AN residing in IHS service areas was heart dis-
ease and accidents.>¥ Mortality and morbidity within this group is also higher than that of the gen-
eral population. Incidence of tuberculosis and pneumonia are 480% and 42% higher than the gen-
eral population respectively.55 This means that the cost to treat this population will generally be
higher than that of the general public. The issue is risk pooling. Many plans operate under a strat-
egy of maximizing the premium cost to those persons enrolling in their plan. Generally, this
means that in order for premium costs to be kept low, the plans must select out those individuals
who may use a disproportionate amount of the services relative to what they pay in. That way,

those persons with few health risks will get more value for their dollar.

D. Should Regional Health Alliances Care about NA/AN needs?
Opting into a RHA assures choice a full year earlier than the IHS counter part, but does it

insure happiness? Examining this question from employer/employee context, the answer becomes
apparent. The employer of a company has an incentive to insure that his workers are happy, if
they are not happy, business suffers. If the American public is unhappy, who watches out for
their interests? There is no built in incentive structure to insure that a substantial number of indi-
viduals are happy with their plan. The fiduciary relationship gives the corporation a unique re-
sponsibility to its employees, and this responsibility makes it incumbent upon the corporation to

insure their employees satisfaction.

53 Ibid. 1,p. 3
54 Ibid. 2,p. 3.
55 Ibid. 2,p. 3-4.
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If a tribe decides to buy into this system, where would the accountability be found within
the RHA? An example of the potential problems can be seen by looking a the Massachusetts Bay
Transportation Authority (MBTA). The MBTA runs an integrated regional rapid transit system in
Boston and its surrounding communities. This is the only rapid transit found the city as a result of
a legal monopoly and economies of scale. If you purchase a token, you receive a fixed level of
service. MBTA makes no guarantees regarding the quality or timeliness of the service. The ride
doesn't have to be in a clean, comfortabl;e or safe train car or bus. It merely has to be there because
a substantial amount of the population must rely onit. There is little accountability to the general
public because responsibility for the system is diffuse. If the trains or buses are late, the rider pays
the price of being late to their destination. The authors believe that this lack of accountability is
present in the design of the AHSA. While there are provider boards and a National Health Board,
who does one contact when something goes wrong? Where does one turn when they have diffi-
culties with their policy? Finally, if there is some person there to answer your concern, what in-
centive structure has been built in to insure that the system meets the needs of the consumer? Of

special concern are those groups that do not posses political clout.

It is reasonable to state that there is the potential for discrimination within the AHSA.
RHA s have the possibility of becoming a political battleground where only the strong will survive.
Traditional minority groups that lack organization will have difficulty interacting within this envi-
ronment. Well-funded organizations can exert the necessary political pressure to insure that the
system satisfies their agenda. As a result, the goals and initiatives of other groups, such as

NA/AN, may be swept under the table.

E. Conclusions and Recommendations with Regard to Regional Health Alliances
The use of RHAs as a clearing house for obtaining health care insurance is the focal point

of the AHSA. However, while an option for NA/AN in urban areas, the RHA has potential prob-

lems. These potential problems are:
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* The nature of the RHA is such that the social position of the local
community will define the relative strength of the alliance, and the
premium paid for health plans by its membership.

* The nature of the RHA allows the potential for "gerrymandering” RHAs
around disadvantaged communities because of the desire to provide low
cost plans by selecting for adverse risks.

* Given the structure of RHAs and the poor health of NA/AN
communities, there may be difficulties acquiring affordable insurance
for reservation members,

RHAs represent an option for NA/AN, not a necessity. The appeal of this option is the fact that it
will be available one full year ahead of the IHS component of the AHSA. The disadvantages of
RHAs for NA/AN communities are as follows:

* If NA/AN communities buy into RHAs, tribal members will be expected
to bear the full cost of the health plan.

* A negative dynamic within the community may result in NA/AN groups
being politically impotent and having little bargaining power with the
insurance industry.

In order to address these complicated tribal issues, it will be necessary to set well-defined goals re-
garding the exploration of RHAs. This approach will require:

* Tribes will need to set well defined goals regarding the exploration of
plans offered through regional health alliances;

* Tribes should develop discussion groups that will examine the plans
offered through the regional health alliance. Issues of particular
importance are:

* How tribal members will pay for health plans that are not offered
through the IHS;

* Will the health plans offered through regional health alliances cover
those preventative and long-term health services that are necessary in
NA/AN communities.
These discussion groups will enable tribes to develop criteria that will maximize their participation
in plans designed to improve their health status. In addition, these discussion groups are not to
serve as meetings to air tribal grievances about health care delivery on their reservations. They are

to be proactive groups that not only engage their respective NA/AN communities, but also include

the surrounding non-Indian communities.
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VII. Summary and Conclusion

General Recommendations

Maintain and Expand regional discussion groups: The tribes should maintain and
expand the regional discussion groups developed as a result of the RCNAHCR. The position

papers provided by the DHHS should establish what need to be addressed immediately in order
to improve health conditions in each region. This groups should develop a criteria to evaluate
health care reform proposals, set short and long-term goals, and designate a representative to
attend a national meeting on NA/AN health care reform. This group should be in contact with
the National Congress of American Indians, the Indian Health Board and the Council on Native
American Health to develop strategy for achieving those goals. The regional focus/discussion
groups are not meetings to air health care delivery grievances. They are proactive discussion
groups that not only address and discuss health care reform issues, but develop and shape
policy alternatives.

Develop Criteria: Do not support any of the health care reform plans exclusively. Instead,
develop a set of criteria which can be applied to any health care reform package. These criteria
must address the four key issues that are essential to any NA/AN health care reform package.
These issues are:

* Funding: ITHS is currently funded at 70% of actual need. In order to improve the health
status of these communities, funding levels must increase.

* Service Delivery: IHS service infrastructure is antiquated. In order to improve the
health status of these communities, hospitals and clinics must be adequately staffed, have
the appropriate equipment, and be located nearer to their service population. IHS has
attempted to improve cultural sensitivity within facilities by providing scholarships for
NA/AN youth to attend medical school. However, in order for this program to continue
and for overall service to improve, IHS funding levels must increase to reflect the true cost
of providing these services.

» Kligibility and Enrollment: Tribal membership qualifications and inaccurate census
data make the active enrollment of NA/AN difficult. In order to maximize the number of
NA/AN enrolled, it will be necessary for tribes to develop universal membership criteria
based on their nations respective Constitutions. These lists, once developed, can be used
to passively enroll NA/AN into an IHS health plan. Funding depends on membership
rolls, if lists are inaccurately developed and undercounting occurs, IHS programs will lack
are the necessary funds to service their true population.

* Regional Health Alliances: Regional health alliances represent a viable option for
NA/AN communities. -Because the IHS plan under the AHSA will not take effect until
1999, tribes need to evaluate the relative merits of moving to a health plan offered by a
regional health alliance. The draw backs associated with committing to one of these plans
is as follows: First, NA/AN will be expected to bear the full cost of the health plan; and
second, a negative dynamic within the community may result in NA/AN groups being
politically impotent and having little bargaining power with the insurance industry.
Therefore, tribes must make individual assessments based on their financial situation
whether or not they will participate in a regional health alliance.




Vil. Summary and Conclusion
Escalating health care costs, publicity surrounding the uninsured and the inefficiency of the

Medicaid and Medicare programs have created the crisis environment currently stimulating the de-
velopment of health care reform proposals. Despite legislative efforts to improve the health of
NA/AN, the overall health conditions of these communities remain below the average for the rest
of the nation. While policy makers will advance many proposals in the coming months, four is-
sues must be addressed in order to insure effective health care reform in NA/AN communities: the
IHS funding process, service delivery, eligibility and enrollment, and the role of regional health
care alliances in NA/AN communities.

Despite legislative efforts to improve the quality of NA/AN health, health problems con-
tinue to plague NA/AN communities at disproportional rates. Policies directed at NA/AN health is-
sues have been relatively unsuccessful due to a lack of funding, lack of access to health care facili-
ties, and insufficient specialized services. Funding is complicated by the appropriations procedure
for the IHS. Too few clinics in rural areas and the lack of staff and equipment force some hospi-
tals to operate below capacity. The quality of care is diminished by the use of temporary edifices
and the lack of specialized care for the elderly and the chemically dependent. Efforts to access al-
ternative health care providers are hindered by cultural ignorance and insensitivity on the part of
outside providers of care.

Given the current status of funding and service delivery, any policy which proposes to re-
form health care in NA/AN communities should address the following issues:

* The funding procédure for IHS;

* Inaccessibility to facilities-the lack of facilities in rural areas and
staffing shortages;

* Local procedures for the transfer of health policy information to
the tribes and the distrust of Federal motives on the part of
NA/AN;

* The importance of community outreaches and community health
projects;

¢ The lack of long-term care and drug treatment facilities.
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Tribes determine membership requirements for service eligibility in different ways. Care
must be taken to insure that inter-tribal variations do not exclude citizens from access to health care.
For instance, if someone marries within tribes, but does not have the blood quantum level required
for membership in any one tribe, they will be ineligible for services under such a system. Also,
due to isolation and cultural reasons, some NA/AN will not enroll themselves in a health care
system. In order to resolve this situation, a two fold approach requiring both tribal and [HS
participation is necessary. This approach will require:

* Tribes to examine their membership requirements in order to
insure that full blooded NA/AN are not excluded from health care.

* The IHS and tribes need to develop membership lists that will
allow for passive enrollment of NA/AN.

In order to address these complicated inter-tribal/ITHS issues, it will be necessary to set well-de-
fined goals regarding eligibility and enrollment requirements.

The AHSA proposes the use of regional health care alliances for obtaining health care in-
surance coverage. Should a tribe or member thereof choose to opt out of the Federal system and
choose private care, it or the individual may become a member of a RHA. The nature of the RHA
is such that the position of the local community will define the strength of the alliance. The appeal
of this option is the fact that it will be available one full year ahead of the I[HS component of the
AHSA. The disadvantages for NA/AN communities are as follows:

* If NA/AN communities buy into RHAs, tribal members will be
expected to bear the full cost of the health plan.

» NA/AN groups may be politically impotent and have little
bargaining power with the insurance industry.

In order to address these complicated tribal issues, it will be necessary to set well defined goals re-
garding the exploration of RHAs. This can be facilitated through the development of tribal discus-

sion groups that could explore the proper role of alliances within these communities.

In deciding which plan to support if any, the AHSA has two strong advantages. The plan
already has a section devoted to NA/AN heatlth issues and the DHHS is developing recommenda-
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tion for the plan from the RCNAHCR. However, the AHSA may not pass through Congress. If
NA/AN do not work with the sponsors of other plans, which do not thoroughly address NA/AN
issues, reform in NA/AN communities will not occur. Support of alternative plans provides an
opportunity to shape changes in service delivery and funding. However, the legislative language
in alternative plans remains limited. Therefore, structuring the legislation may take more time than
is available. Also, once NA/AN leaders decide which plan to support, it may not pass Congress

either.

The adoption of a standard criteria which any plan must meet in order to receive support of
tribal nations presents the most viable option. This criteria should be flexible so that it can be ap-
plied 10 any health care legislation. This allows time to focus on developing relationships with

legislators and building political support, instead of developing legislation.

In order to become national players in the health care reform debate, NA/AN leaders must

act quickly. We recommend that in the next three months tribes take the following steps:

Recommendations
* Maintain and Expand the role of Regional Focus Groups:

The tribes should maintain and expand the regional discussion groups
developed as a result of the RCNAHCR. The positions papers provided to the
DHHS should establish what problems need to be addressed immediately in order
to improve health conditions in each region. This group sheuld develop a
criteria to evaluate health care reform proposals, set short and long-
terin goals, and designate a representative to attend a national meet-
ing on NA/AN health care reform. This group should coordinate
with the National Congress of American Indians, the Indian Health
Board and the Council on Native American Health to develop a strat-

egy for achieving those goals. The regional focus/discussion groups are not
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meetings to air health care delivery grievances. They are proactive discussion
groups that not only address and discuss health care reform issues, but

develop and shape policy alternatives.

¢ Develop Criteria;

Do not support any of the health care reform plans exclusively.
Instead, develop a set of criteria which can be applied to any heath care reform
package. These criteria must address the four key issues that are essential to any

NA/AN health care reform package. These issues are:

* Funding:
IHS is currently funded at 70% of actual need. In order to improve the health

status of these communities, funding levels must increase.

¢ Service Delivery:
IHS service infrastructure is antiquated. In order to improve the health status of

these communities, hospitals and clinics must be adequately staffed,
have the appropriate equipment, and be located nearer to their
service population. THS has attempted to improve cultural sensitivity within
facilities by providing scholarships for NA/AN youth to attend medical school.
However, in order for this program to continue and for overall
service to improve, IHS funding levels must increase to reflect
the true cost of providing these services.

* Eligibility and Enrollment:
‘Tribal membership qualifications and inaccurate census data make the active en-

rollment of NA/AN difficult. In order to maximize the number of NA/AN en-
rolled, it will be necessary for tribes to develop universal member-
ship criteria based on their nations respective Constitutions. These
lists, once developed, can be used to passively enroll NA/AN into an [HS
health plan. Funding depends on membership rolls, if lists are inac-
curately developed and undercounting occurs, IHS programs will
lack the necessary funds to service their true population.

* Regional Health Alliances:
Regional health alliances represent a viable option for NA/AN communities.

Because the IHS plan under the AHSA will not take effect until 1999, tribes
need 1o evaluate the relative merits of moving to a health plan offered by a re-
gional health alliance. The draw backs associated with committing to one of
these plans is as follows: First, NA/AN will be expected to bear the full cost of
the health plan; and second, a negative dynamic within the community may re-
sult in NA/AN groups being politically impotent and having little bargaining
power with the insurance industry. Therefore, tribes must make indi-
vidual assessments based on their financial situation whether or
not they will participate in a regional health alliance.
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Table Two
Recommendations

Recommendation for the Funding Process

Increase the number of consultations between Area Office Directors and Tribal
Leaders:

Address the issue of the IHS appropriation process being located in the Committee
on the Interior instead of the Department of Health and Human Service
appropriation process.

Recommendations for Health Service Delivery

Increase accessibility through decreased travel distances and increased funding for
staff, facility construction and equipment;

Continue to expand the supplemental services provided by the IHS, including
preventative health and educational programs;

Address issues of cultural sensitivity by using the native language of the tribe, and
using traditional healers within the community;

Provide community based long-term health care facilities, and drug and alcohol
treatment centers.

Recommendations for Eligibility and Enrollinent

- Tribes need to establish a minimum universal membership criteria, based on their

respective Constitutions, in order to insure that full blooded Indians are not
excluded from health care;

Tribes should make this minimum membership criteria retroactive to 1990;

The IHS and tribes need to use this minimum universal membership criteria to
develop membership lists that will allow for passive enrollment of NA/AN.

Recommendations for Regional Health Alliances

Tribes will need to set well defined goals regarding the exploration of plans offered
through regional health alliances;

Tribes should develop discussion groups that will examine the plans offered
through the regional health alliance. Issues of particular importance are:

. How tribal members will pay for health plans that are not offered through
the IHS;

. Will the health plans offered through regional health alliances cover those
preventative and long-term health services that are necessary in NA/AN
communities.




The primary problems facing NA/AN health are a crisis in funding resources, and limited
time with which to prepare and push for NA/AN health care reform. NA/AN leaders need to deal
with these issues immediately. For specific recommendations on how to address these problems,
please see table two. In the near future, Tribal Leaders will have to expand their focus to address
other health related issues. For- instance, should tribes concentrate efforts on establishing their
own medical facilities? Should funding for the IHS be moved out of the Committee on the
Interior? These questions are crucial to the future of health care in NA/AN communities.
However, the challenge before NA/AN leaders is to act in the existing window of opportunity

presented by the national movement to reform the American health care system.

If one steps back from this analysis, it is clear NA/AN health care reform is f undamentally
different from national health care reform. NA/AN health care reform it not about providing a
comprehensive core benefit package to a group of people, it is about funding and resources. A

theme that has been explored throughout this work.
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Appendix A. Glossary

AHSA American Health Security Act

BIA Bureau of indian Affairs

CHR Community Health Representatives

CBP Comprehensive Benefit Package

DHHS Department of Health and Human Services
EMS Emergency Medical Services

IHCB Indian Health Care Board

IHS - Indian Health Service

MBTA . Massachusetts Bay Transportation Authority
NA/AN Native American and Alaskan Native

NAHCR Native American Health Care Reform

OMB Office of Management and Budget

P.L. Public Law

RCNAHCR Regional Conference on Native American Health Care Reform
RHA Regional Health Alliance

USPHS United States Public Health Service

VA Veterans Administration
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Calendar No. 335

1632 COMGRESS
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To ensure indjvidual and family gecurity through health care coverage for

Mr.

Bll Americans in & manner that conlains the rale of growlh in heaith
care costs and promotes responsible health insurance practices, Lo pro-
mole clioice in heslth care, and to ensure and protect the health care
of all Americans.

IN THE SENATE OF THE UNITED STATES

NOVEMBER 20 (legislative doy, NOVEMBER 2), 1993

MircHELL {for himself, Mr. MoYKImLAK, Mr, KENNEDY, Mr. DAscCIILE,
Mr. ROCKEFELLER, Mr. RIEGLE, Mr. AKAKA, Mr. Baucus, Mrs. BoxEer,
Mr. BUMPERS, Mr. CAMPBELL, Mr. CONRAD, Mr. Doop, Mrs. FEIN-
STEIX, Mr. GLERN, Mr. Granay, Mr. IIARKIN, Mr. INOUYE, Mr. JEP-
FORLS, Mr. Leany, Mr. LEVIN, Mr. MATHEWS, Ms. MixuLsia, Ms,
MOSELEY-BRAUN, Mrs. MURRAY, Mr. PELL, Mr. PrYoR, Mr. REID, Mr,
8iMOK, and Mr. WOFFORD) (by request) introduced the following bill;
which was read the first time '

NovEMEBER 22, 1993
Ilead the second time and placed on the calendar



O 0 - N th A W N

10

12
13
14

15

16
17
18
19
20
21
22
23
24
25

Title VIII, Sublitle D
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authority responsible for the administration of such provi-
gion.

(¢) OMNIBUS BUDGET RECONCILIATION ACT OF
1993.—Effective as of the date of the enactment of this
Act, section 11101(b}{3) of the Ommibus Budget Rec-
onciliation Act of 1993 (Public Law 103-66; 107 Stat.
413) is amended by striking “September 30, 1998"” and
inserting “December 31, 1997".

(d) EFFECTIVE DATE.—IExcept as provided in sub-
section (¢), this section and the amendments made by this
section shall take effect on the day after the FEHBP ter-
mination date.

Subtitle D—Indian Health Service
SEC. B301. DEFINITIONS.

For the purposes of this subtitle—

(1) the term ‘“health program of the Indian

Health Service” means a prbg-ram which provides

health services under this Aect through a facility of

the Indian IHealth Service, a tribal organization

under the authority of the Indian Self-Determination

- Act or a self-governance compact, or an urban In-
dian program;

(2) the term “reservation” means the reserva-

tion of any federally recognized Indian t{ribe, former

Indian reservations in Oklahoma; and lands held by

*HR 3600 IH / «B 17567 IS
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incorporated Native groups, regional corporations,

and village corporations under the provisions of the

Alaska Native Claims Sel;tlement Act (43 U.S.C

1601 et seq.);

(3) the term ‘‘urban Indien program” means
any program operated pursuant to title V of the In-
dian Health Care Improvement Act; and

(4) the terms “Indian”, “Indian tribe”, “tribal
organization”, “ﬁrban Indian”, ‘“urban Indian orga-
nization”, and “service unit” have the same meaning
as when used in the Indian Health Care Improve-

ment Act (25 U.S.C. 1601 et seq.).

SEC. 8302. ELIGIBILITY AND HEALTH SERVICE COVERAGE

OF INDIANS,

(a) ELIGIBILITY.—An eligible individual, as defined

in section 1001(e), is cligible to enroll in & health program

of the Indian I-_Iealth Serviee if the individual is—

(1) an Indian, or a deseendent of a member of
an Indian tribe who belongs to and is regarded as
an Indian by the Indion community in-which the in-
dividual lives, who resides on or near an Indian res-
ervation or in a geographical area designated by
statute as meecting the requirements of being on or
near an Indian reservation notwithstanding the lack

of an Indian reservation;

oHR 2600 111 / «8 1757 18
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(2) an urban Indian; or
(3) an Indian deseribed in section 809(b) of the

Indian Health Care Improvement Act (25 U.8.C.

1679(b)).

{b) ELECTION.—An individual deseribed in sub-
section (a) may elect a health program of the Indian
Health Service instead of a health plan,

(¢) ENROLLMENT FOR BENEFITS.—An individual
who elects a health program of the Indian Health Service
under subsection (b) shall enroll in such program through
a service unit, tribal organization, or urban Indian pro-
gram. An individual who enrolls in such program is not
subject to any charge for health insurance premiums,
deduetibles, copayments, coinsurance, or any other cost
for health services provided under such program.

(d) PAYMENTS BY INDIVIDUALS WHO Do NoT En-
ROLL.—If an individual described in subsection (a) does
not enroll in a health program of the Indian Health Serv-
ice, no payment shall be made by the Indian Health Serv-
ice to the individual (or on behalf of the individual) with
respect to premiums charged for enroillment in an applica-
ble health plan or any other cost of health services under
the applicable health plan which the individunal is required
to pay.

HR 3600 IH / S 1757 IS—40
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SEC. 8303. SUPPLEMENTAL INDIAN HEALTH CARE BENE-

FITS,

(a) IN GENERAL.—AIll individuals described in sec-
tions 8302(a) remain eligible for such benefits under the
laws administered by the Indian Health Service as supple-
ment the comprehensive benefit package. The individual
shall not be subject to any charge or any other cost for
such benefits,

(b} AUTHORIZATION OF APPROPRIATIONS.—In addi-
tion to amounts otherwise authorized to be appropriated,
there is authorized to be appropriated to carry out this
section $180,000,000 for fiscal year 1995, $200,000,000
for each of the fiscal years 1996 through 1999, and such
sums as may be necessary for fiscal yéar 2000 and each
fiscal year thereafter.

SEC. 8304. HEALTH PLAN AND HEALTH ALLIANCE RE-
QUIREMENTS.

(a) COMPREHENSIVE BENEFIT PACKAGE.—The Sec-
retary shall ensure that the comprehensive benefit package
is provided by all bealth programs of the Indian Health
Service effective January 1, 1999, notwithstanding section
1001(a).

{(b) APPLICABLE REQUIREMENTS OF HEALTH ‘
Prans.—In addition to subsection (a), the Secretary shall

determine which other requirements relating to health

HR 3600 IH / «8 1757 18
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plans apply to health programs of the Indian Health Serv-
ice. |

(¢) CERTIFICATION.—Effective January 1, 1999, all
health programs of the Indian Health Service must meet
the certification requirements for health plans, as required
by the Secretary under this section, as certified from time
to time by the Secretary. Before January 1, 1999, all such
health programs shall, to the extent practicable, meet such
certification requirements.

(d} HEALTH ALLIANCE REQUIREMENTS.—The Seec-
retary shall determine which requirements relating to
health alliances apply to the Indian Health Service.

SEC. 8305. EXEMPTION OF TRIBAL GOVERNMENTS AND
TRIBAL ORGANIZATIONS FROM EMPLOYER
PAYMENTS.

A tribal government and a tribal organization under
the Indian Self-Determination and Educational Assistance
Act or a self-governance compact shall be exempt from
making employer premium payments as an employer
under section 6121.

SEC. 8306. PROVISION OF HEALTH SERVICES TO NON-EN-
ROLLEES AND NON-INDIANS.

(a) CoNTRACTS WITH HEALTH PLANS.—

(1) IN GENERAL.—A health program of the In-

dian Health Service, a serviee unit, & tribal organi-

oHR 3600 IH / +8 1757 19
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zation, or an urban Indian organization operating
within a health program may enter into a contract .
with a health plan for the provision of health care
serviees to individuals enrolled in such health plan if
the program, unit, or organization determines that
the provision of such health services will not result
in a denial or diminution of health services to any
individual described in seetion 8302(a) who is en-
rolled for health services provided by such program,
unit, or organization.

(2) REIMBURSEMENT.—Any contract entered
into pursuant to paragraph (1) shall provide for re-
imbursement to such program, unit, or organization
in accordance with the essential community provider
provisions of section 1431(c), as determined by the
Secretary.

(b) FAMILY TREATMENT.—

(1) DETERMINATION TO OPEN ENROLLMENT.—
A health program of the Indian Health Service may
open enrollment to family members of individuals
described in section 8302(a).

(2) ELECTION.—If a health program of the In-
dian Health Service opens enrollment to family
members of individuals deseribed in section 8302(a),

an individual described in that section may elect

*HR 3600 IH / «8 1787 18
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family enrollment in the health program instead of

in a health plan.

(3) ENROLLMENT.—

(A) IN GENERAL—An individual who
elects family enrollment under paragraph (2) in
a health program of the Indian Health Service
shall enroll in such program, -

(B) APPLICABLE INDIVIDUAL CHARGES.—
The individual who enrolls in sueh program
under subparagraph (A) is not subject to any
charge for health insurance premiums,
deductibles, eopayments, eoinsurance, or any
other cost for health services provided under
sueh program attributable to the individual, but
the family members who are not eligible for a
health program of the Indian Health Service
under section 8302(a) are subjeet to all such
charges.

(C) APPLICABLE EMPLOYER CHARGES.—
Employers, other than tribal governments and
tribal organizations exempt under section 8305,
are liable for making employer premium pay-
ments as an employer under seetion 6121 in the
case of any family member enrolled under this

subsection who is not eligible for a health pro-

*HE 3600 IH / o8 1757 18
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gram of the Indian Health Service under sec-
tion 8302(a).
(4) PREMIUM.—

{A) ESTABLISHMENT AND COLLECTION.—
The Secretary shall establish premiums for all
family members enrolled in a health program of
the Indian Health Service under this paragraph
who are not eligible for a health program of the
Indian Health Service under section 8302(a).
The Sceretary shall collect each premium pay-
ment owed under this paragraph.

(B) REDUCTION.—The Secretary shall pro-
vide for a process for premium reduction which
is the same as the process, and uses the same
standards, used by regional alliances for the
areas in which individuals described in subpara-
graph (A) reside, except that in computing the
family share of the premiums the Secretary
shall use the lower of the premium quoted or
the reduced weighted average accept.eﬁ bid for
the reference regional alliance.

(C) PAYMENT BY SECRETARY.—The Sec-
retary shall provide for payment to each health
program of the Indian Health Service, in the

same manner as payments under section 6201,

oHR 3800 1H / +8 17567 18



W0 3y b WA e

N |5 B & B S RV Pt ek i — .

Tille VI, Sublitle D
1257

amounts equivalent to the amount of payments

that would have been made to a regional alli-

ance if the individuals deseribed in subpara-
graph (A) were enrolled in & regional alliance
health plan (with a final accepted bid equal to
the reduced weighted average accepted bid pre-
mium for the regional alliance).

(c) EsSENTIAL COMMUNITY PROVIDER,—

(1) HEALTH SERVICES.—If a health program of
the Indian Health Service, a serviee unit, a tribal or-
ganization, or an urban Indian organization operat-
ing within a health program elects to be an essential
community provider under seetion 1431, an individ-
ual described in paragraph (2) enrolled in a health
plan other than a health program of the Indian
Health Service may receive health services from that
essential community provider.

(2) INDIVIDUAL COVERED.—An individual re-
ferred to in paragraph (1) is an individual who—

(A) is described in section 8302(a); or
(B) is a family member described in sub-
section (b) who does not enroll in a health pro-

gram of the Indian Health Service.

*HR 3600 TH / B 17387 IS
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SEC. 8307. PAYMENT BY OTHER PAYERS,

(a) PAYMENT FOR SERVICES PROVIDED BY INDIAN
HEALTI! SERVICE PROGRAMS.—Nothing in this subtitle
shall be construed as amending section 206, 401, or 402
of the Indian Health Care Improvement Act (relating to
payments on behalf of Indians for health services from
other Federal programs or from other third party payers).

(b) PAYME_NT FOR SERVICES PROVIDED BY CoN-
TRAGTORS.—Nothing in this subtitle shall be construed as
affecting any other provision of law, regualation, or judicial
or administrative interpretation of law or policy concern-
ing the status of the Indian Health Service as the payer
of last resort for Indians eligible for contract l_l_ealth serv-
ices under a health program of the Indian Health Service.
BEC. 8308. CONTRACTING AUTHORITY.

Section 601(d)(1)(B) of the Indian Health Care Im-
provement Act (25 U.S.C. 1661(d)(1)(B)) is amended by
inserting “(including personal services for the provision of
direct health care services)” after “goods and services”.
SEC. 8309, CONSULTATION,

The Secretary shall consult with representatives of
Indian tribes, tribal organizations, and urban Indian orga-
nizations annually concerning health care reform initia-

tives that affeet Indian ecommunities,

«HR 3600 IH / +8 1757 18
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SEC. 8310. INFRASTRUCTURE.

(a) FPaciLiTIES.—The Secretary, acting through the
Indian Health Service, may expend amounts appropriated
pursuant to seetion 8313 for the construction and renova-
tion of hospitals, health centers, health stations, and other
facilities for the purpose of improving and expanding such
facilities to enable the delivery of the full array of items
and services guaranteed in the comprehensive benefit
package.

(b} CaPITAL IFINANCING.—There is established in the
Indian Health Service a revolving loan program. Under
the program, the Secretary, acting through the Indian
Health Service, shall provide guaranteed loans under such
terms and conditions as the Seeretary may prescribe to.
providers within the Indian Health Serviee system to im-
prove and expand health care facilities to enable the deliv-
ery of the full array of items and services guaranteed in
the comprehensive benefit package.

SEC. 8311. FINANCING.

(a) ESTABLISHMENT OF FUND.—Each heslth pro-
gram of the Indian Health Service shall establish a com-
prehensive benefit package fund (hereafter in this section
referred to as the “fund”).

(b) DEPOsITS.—There shall be deposited into the
fund the following:

«HR 3800 IH / «8 1757 I8
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(1) All amounts received as employer premium
paymerits pursuant to section 1351(e)(3).

(2) All amounts received as family premium
payments and premium discount payments pursuant
to section 8306(b)(4).

(3) All amounts appropriated for the fund for
the purpose of providing the comprehensive benefit
package to individuals enrolled in a health program
of the Indian Health Service.

(4) Any other amount received with respect to
health services for the comprehensive benefit pack-
age.

(¢) ADMINISTRATION AND EXPENDITURES.—

(1) MANAGEMENT.-—The fund éllall be man-
aged by the health program of the Indian Heaith
Service.

(2) EXPENDITURES.—Expenditures may be
made from the fund to provide for the delivery of
the items and services of the comprehensive benefit
package under the health program of the Indian
Health Service.

(3) AVAILABILITY OF FUNDS.—Amounts in the
fund established by a service unit of the Indian
Health Service under this section shall be available

without further ‘appropriation and shall remain

«HR 2600 1H / «8 1757 IS
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