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2013 Legislative & Regulatory Priorities

The Northwest Portland AreaIndian Health Board (NPAIHB) isaP.L. 93-638 tribal organization that
represents health care issues of 43 federally-recognized Tribesin WA, OR, and ID. The followingisa
summary of legislative priorities for the 113" Congress and regulatory policy recommendations for the
Administration. This 2013 Legislative Plan & Regulatory Priorities available at www.npaiihb.org.

Al/AN Health Reform Implementation ‘

On March 23, 2010, President Obamasigned the Patient Protection and Affordable Care Act (ACA) into
law. The ACA included a permanent reauthorization of the Indian Health Care Improvement Act (IHCIA),
which establishes the basic programmaticframework for the Indian health care system. The ACAand
IHCIA can work together fundamentally change and improve access to health care services for most
American Indian and Alaska Native (Al/AN) people. Itcan also help toaddressthe deplorable health
disparitiesthat Al/AN peopleface, butonlyif the new law adequately integrates the Indian health care
delivery system.

The ACA can have a beneficialand profound impact for Al/AN people to participate in Medicaid, access
healthinsurance, and change the Indian health care delivery system. The dramatic expansion of
insurance coverage and Medicaid will mean Al/AN people can afford to seek the primary and preventive
health care services. The IHCIA can provide the necessary backbone of support for many of those
people that will now have health care coverage. In orderto maximize this opportunity, itisimperative
that implementation efforts by state and federal government adequately integrate the Indian health
care delivery system. There are Indian specificprovisionsintended to protect Al/AN participationinthe
new health reform programs that will be created by states and the federal government.

Indian Definition: The ACAincludesthree Indian-specificsections that provide special protections and
benefitsto Al/ANs. The Federal government hasruled that the eligibility standards for the Indian-
specificprovisions underthe ACA are slightly different. To address this key policyissue, the state
exchangesand Indian Tribes have requested that uniform operational guidance be issued through HHS
and IRS guidance or regulations regarding eligibility determinations for Indian-specific be nefits and
protections under Medicaid and the ACA. This guidance should rely onthe CMSregulations, 42C.F.R. §
447.50, inorder to permitauniform application across Medicaid, state and federal Exchanges and IRS
(forthe exemption for Al/ANs from the tax penalty for not maintaining minimum essential coverage).

QHP Contracting & Payments: Indian Health Providers are the Indian Health Service (IHS), Tribes and
Tribal Organizations carrying out programs of the IHS, and urban Indian organizations receiving funding
fromthe IHS pursuanttoTitle V of the IHCIA. To ensure compliance with the Indian-specific provisions
of law and simplify administrative interaction of qualified health plans (QHPs) with Indian health
providers, the federal government should require the following: (1) require compliance with IHCIA
Sections 206 and 408 as a condition of certification and recertification; (2) require QHPs to offerto
contract with all Indian Health Providersinthe QHP’s service areaasin-network providers, and; (3)
require QHPsto use the Centers for Medicare and Medicaid Services (CMS) approved “QHP Model
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Indian Addendum” when contracting with Indian Health Providers. Without suchrequirements the
Indian health system lacks the bargaining power to negotiate with large insurance carriers and will not
be includedin carrier networks doing business on or near Indian reservations.

Individual Mandate: (Title |, Section 1501(b)). The ACA makes most Americans responsibleto carry
some form of healthinsurance coverage. Compliance with this requirement willbe enforced through
the use of tax penalties by the Internal Revenue Service. IHS coverage must meet requirement of
“essential health benefits.” The law exempts members of Indian Tribes on the basis of the federal trust
relationship.

Payer of Last Resort: (Title Il, Section 2901(c)). The new law makes health programs operated by IHS,
tribes/tribal organizations and urban Indian organizations (1/T/Us) the payerof last resort for persons
eligible for services through those programs. This key provision removes any doubt that other health
coverage - e.g., Medicare, Medicaid, or private insurance - carried by an IHS eligible personisrequired
to pay before IHSor a Tribe isrequired to pay. ACArules mustbe developed sothat payer of lastresort
requirements apply to health plansin the insurance exchanges.

Insurance Exchange: (Title Il, Section 1402). Individuals who do not have health coverage through their

employerwould be able to purchase coverage through state-based insurance exchanges by 2014. Three
Indian specificprovisions will protect Indians from cost sharing requirements at or below 300% of FPL, a

second protects Indians from any cost sharing for service delivered through an IHS program, and Indians
will be allowed to enrollin Exchange plans ona monthly basis.

Tribes as Express Lane Agencies: (Title Il, Section 2901(c)). Effective March 23, 3010, the new law adds
the Indian Health Service, Indian tribes, tribal organizations and urban Indian organizations to the list of

publicagencieswho have "express lane agency" status for purposes of making eligibility determinations
for Medicaid and CHIP.

Tax Exemption on Tribal Health Benefits: (Title IX, Section 9021). Effective March 23, 2010, the law
excludes fromanindividual Tribal member’s gross income the value of health benefits, care, or coverage
provided by IHS programs, a Tribe, ortribal organization.

RECOMMENDATION:
Federal and state agencies responsible forimplementing the above ACA issues must continueto consult
with Tribes toimplementthe provisions so that they do notadverselyimpact Al/AN people.

On August 2, 2012, President Obamasigned into law the Budget Control Act of 2011 (BCA). The BCA
allowsthe Presidenttoincrease the debtceilingby up to $2.8 trillion, but also requires that the federal
deficitbe reduced by $2.3 trillion over 10 years. The fiscal cliff deal reached by CongressonJanuary 3,
2013, delays budget sequestration untilMarch 1°', at which point the Congress and Administration will
needtoaddress over$85 billion (originally $109 billion underthe BCA) in FY 2013 budget cuts required
underthe new deal.

Thisis importantforIndian health programs because at least $26.4 billion of the proposed cuts must be
made from non-defense discretionary programs. Since the Indian Health Service (IHS) budget comes
entirely from discretionary funding, the BCA sequestration will have an adverse impact IHS programs. If



Congressfailsto enactlegislation negating the government-wide sequestration of FY 2013
appropriations, the IHS budget will be subjecttoan 8.2 percentreduction.

Initially, the Administration and IHS Director reported thatitunderthe Budget Control Act any
sequestration for IHS programs would be limited to two percent pursuant to a reference containedin
the BCA, section 256 of the Balanced Budgetand Emergency Deficit Control Act of 1985. On September
14, 2012, the Office of Managementand Budget (OMB) submitted to Congress areportindicatingthat
the IHS would be subjectto a full sequestration which they estimate to be 8.2 percent. Atthe time, the
estimated budget reduction forthe IHS programs is approximately $353 million. The Special Diabetes
Program for Indians (SDPI) would not be subjectto an 8.2 percent cut, but will be held harmlessupto 2
percent, and would be reduced by $3 million.

The past year’s IHS budgets have experience aheavy burden of neglect. The IHS budgetfrom FY 2002 to
FY 2007 saw lessthan 2.5% increases for health service accounts. A growing population and medical
inflation eroded the purchasing power of Indian health programs. Tribeswere forced toredirect
funding from economicdevelopmentinitiatives to supplementtheir health programs. Unfortunately,
declining Medicaid programs in the wake of state fiscal crisis have furthereroded resources available for
Indian health care programs. There is nodenyingthata huge and growing resource gap resultedin
greater health care disparities between Indian people and the general population overthe pastten
years.

Most importantly, the IHS appropriations are not “discretionary” by the mere nature of their
classificationinthe federal appropriations process. IHS fundingis provided in fulfillment of the United
States federal trust responsibility based on treaty obligations that the United States Congress entered
intowith Indian Tribes. Itisimportantto remindthe Administration and Congress thatitpasseda
Declaration of National Indian Health Policy, in which the Congress declares it the policy of the United
States—“in fulfillment of its special trust responsibilities and legal obligations to Indians—to ensure the
highest possible health status forIndians and urban Indians and to provide all resources necessary to
effectthat policy.” [Emphasisadded] Toreduce IHS funding would be in contradiction of this policy
passed by this Congress and signed by this President and makes it appropriate to exempt IHS programs
fromsequestration.

RECOMMENDATION: Because of the chronicand severe underfunding of the Indian health system —
along with the significant health disparities of Indian people—the IHS should be exempt from any
discretionary funding budget reduction targets, and; enactan Amendment to the Budget Control Act of
2011 to fully exempt the IHS budget from sequestration.

FY 2013 IHS Budget & Mandatory Costs

The President’s FY 2013 budget will provide $4.4billion to Indian Health Service (IHS) programs, an
increase of $115.9 million (2.7%) overthis year’s enacted level. The Northwest Portland Area Indian
Health Board (NPAIHB) estimates that the President’s request will fall short by over $287 million justto
maintain currentservices. NPAIHB estimates that it will take atleast $304 millionin FY 2013 to maintain
the current levels of health care provided by the Indian health system. AnythinglesswillresultinIndian
health programs having to absorb the mandatory costs of inflation, population growth and increased
administrative costs.



The FY 2013 IHS CongressionalJustification reports that the President’s budget provides a $115.9 million
to supportactivities identified by the Tribes as budget priorities including increasing resources forthe
Contract Health Services (CHS) program; funding Contract Support Costs (CSC) shortfall; funding for
healthinformation technology activities, and; providing routine facil ity maintenance. Unfortunately,
thisincrease will not be adequate to “sustain the Indian health system, expand access to care, and
continue toimprove oversight and accountability” as the Agency reportsto Congress. This statement
defies simple accountinglogicandis contrary the IHS’ own data released forthe FY 2013 budget
consultation process.

NPAIHB projections estimate thatit will take an additional $287 million to maintain the IHS program at
the current levels of care. Inflation and population growth alone using actual medical inflation rates
extrapolated fromthe Consumer Price Index (CPI) and IHS user population growth predict that at least
$304 million will be needed to maintain current services (see attached worksheet). Compound this with
the fact that nearly half of the proposedincrease is directed to staffingand operation of six new
facilities (549 million), will only leave $66 million to cover current services. Estimates developed by the
IHS for the FY 2013 budget formulation consultation process estimate the FY 2013 current services need
to be $136.8 million for pay act costs, inflation and population growth.*

Full Funding for Contract Support Costs

P.L.93-638 authorizes Tribes to manage programs previously administered by fed eral agencies. The
well-documented achievements of the Indian self-determination policies have consistently improved
service delivery, increased service levels, and strengthened Tribal governments and institutions for
Indian people. Tribal estimates using IHS data predict a shortfall of approximately $146.1 millionin
contract support costs. NPAIHBrecommendsa$146.1 millionincrease in the appropriation for contract
support costs.

Permanent Funding for Epidemiology Centers

Tribal Epidemiology Center programs were authorized by Congress as a way to provide significant
supportto multiple Tribesin each of the IHS Areas. The President’s only requests anincrease of $38,344
to coverthe increased expense of operating twelve Epidemiology Centers. The twe lve Epidemiology
Centers provide critical support fortribal effortsin managinglocal health programs. The Northwest
Portland Area Indian Health Board recommends permanent funding for Tribal Epidemiology Centers.

Increase Funding for Substance Abuse in the Mental Health and Alcohol Line Items

The President’s budget proposes only a $1 million increase foralcohol and substance abuse funding
programs. More needsto be done to address the behavioral health needs of tribal communities. The
circle of violence, depression, and substance abuse continues to plague tribal communities.
Methamphetamine use isonthe rise resultingin tremendous costs to the Indian health care system.
Currently, there are no Tribal programsin the Northwest that provide forthis type of treatment for
adults. NPAIHBrecommends an additional $5 million forthe IHS alcohol substance abuse line item.

! See IHS FY 2013 Budget Formulation Electronic Worksheets used for Area and National Budget Consultation
Sessions.



Health Facilities Construction Funding

Althoughthe IHSisworking to improve the Health Facilities Construction Priority System (HFCPS), there
are many tribal health facilities that will never be replaced orrenovated underthe current HFCPS. The
JointVenture (JV) and Small Ambulatory (SAP) Programs are an efficient way to maximize resources of
the federal government. The current priority list was developedin 1991 and virtually locks out Tribes
from much needed construction dollars unless they are one of the facilities on the currentlist. If
facilities construction fundingis restored, itis recommended that the JV and SAP programs each receive
$10 millionin FY2013.

Legislative Priorities

ACA Indian Definition Fix

The ACA includes three Indian-specific sections that provide special protections and benefits to Al/ANs.
The Federal government has ruled that the eligibility standards for the Indian-specific provisions under
the ACA are slightly different. To address this key policyissue, the state exchanges and Indian Tribes
have requested that uniform operational guidance be issued through HHS and IRS guidance or
regulations regarding eligibility determinations for Indian-specificbenefits and protections under
Medicaid and the ACA. This guidance should rely onthe CMS regulations, 42 C.F.R. § 447.50, in orderto
permita uniformapplication across Medicaid, state and federal Exchanges and IRS (for the exemption
for Al/ANs from the tax penalty for not maintaining minimum essential coverage).

Permanent Reauthorization of the SDPI

Congress established the Special Diabetes Program for Indians (SDPI)in the Balanced Budget Act of 1997
to provide forthe prevention and treatment services to address the growing problem of diabetesin
Indian Country. Congressrecently extended the Act through FY 2014 howevershould permanently
extendthe Act. The SDPI provides acomprehensive source of fundingto address diabetesissuesin
Tribal communities that successfully provide diabetes prevention and treatment services for Al/ANs and
have resulted in short-term, intermediate, and long-term positive outcomes.

Contract Support Cost Oversight Hearing: Legislation

The Indian Self-Determination Act and Education Assistance Act (ISDEAA) allow Indian Tribes to carry out
health care services on behalf of the Federal government and IHS. Almostevery federally-recognized
Tribe inthe United Stated operates one or more self-determination contracts. Notonly has this process
increased access to and improved quality of health care, it has served to strengthen tribal institutions,
increasedlocal employment, and reduced the federal bureaucracy. Recently, the Supreme Court ruled
that the ISDEAA “mandates that the Secretary [of the Interior] shall pay the full amount of ‘contract
support costs’ incurred by tribesin performing their contracts.” Id. at 2186. CSC funds are equivalentto
“general and administrative costs” required by government procurement contractors. These costs are
generally setbyindirect cost rates thatare issued by the federal government.

Tribes have been litigating CSCissues with the IHS and Bureau of Indian Affairs forovertwenty years
with many owed outstanding CSC funds. The Supreme Court's ruling should bringan end to this
litigation. Since the decision, IHS has been reviewing how it should proceed to settle outstanding CSC
claims. The IHS recently communicated to Tribal Leaders thatit believes thatthe amount due each
tribal claimantis limited to CSC"actually incurred" as opposed to the amount previously obligated by



the contract and ISDEAA statute. Thisapproach would punish Tribes forfiscal prudence inthe face of
CSC underfunding and reward the Government forits chronicunderfunding of tribal health programs.
More fundamentally, ittreats ISDEAA agreements as cost-reimbursable contracts, for which the price is
determinedretrospectively, whilethe ISDEAA requires that Tribes be paid in advance the funds they use
to carry out the programs.

Because of the Agency’s reluctance to share CSCshortfall dataas in past practice, and theirdecisions
communicatedin past Dear Tribal Leader Letters about settling outstanding claims and sharing data,
thereisan atmosphere of distrust among Tribes with the IHS; and the Agency’s relationship with
tribally-operated programsis deteriorating overit. NPAIHB has on-going litigation with IHS overtheir
reluctance to share CSC data pursuantto the ISDEAA statute and IHS-CSCPolicy. Inlight of theseissues,
we urge the Senate Committee on Indian Affairs to convene an oversight hearing on “Contract Support
CostissuesinIndian Country”. Portland Area Tribes recommend that any outstanding CSC claims should
be compensated from the federal Judgment Fund maintained by United States Department of the
Treasury, Financial Management Service. Thisfundisa permanentandindefiniteappropriation
available to pay judicially and administratively ordered monetary awards against the United States, this
includesIHS. Finally, we urge Congress to require IHS/HHS to request adequate CSCfunds and such
requests should be open, honest and transparent with Tribes.

Medicaid Program

The most significant trend affecting Indian programs are declining Medicaid reimbursements attributed
to state fiscal crisis. As states curtail Medicaid services to balance budgets itimpacts third party
collections for Tribal health programs despite the fact that states are reimbursed at 100% FMAP for
services provided at IHS and Tribal facilities. This could be addressed with special waivers based on the
unique legal and political status of Indian people. Inatleastoneinstance, CMS has informed at least
one state that they could provide additional benefits delivered through the Indian health system.

NPAIHB commends CMS for this policy decision anditis one that acknowledges the federal
government’s unique legal responsibilities under the trust obligation to provide recognized privileges to
American Indiansand Alaska Natives. Inrecognition of the trust obligation, the Indian Health Care
Improvement Act of 1976 states:

“federal health services to maintain and improve the health of the Indians are conso nant with and
required by the Federal government's historical and unique legal relationship with, and resulting
responsibility to, the American Indian people.”

This standard holdsthatthe federal government’s unique legal responsibilities under the trust obligation
permits Al/ANs to be treated differently in federal programs because of the political status of Tribes as
sovereign nations and is the standard that should be followed by CMS in determining eligibility, access
to services and cost sharingissues. NPAIHB recommends that CMS provide the technical assistance to
statesrequesting similaractionin orderto develop waiver programs to accomplish the policy objective
of exempting Al/ANs from Medicaid benefit reductions.

Optional Benefits: State Medicaid programs have historically eliminated optional Medicaid services
duringdifficult budget timesin orderto balance state budgets despite that when such services are
providedtoeligible Al/ANs and delivered by IHS and tribally operated health programs the eliminated
services are completely budget neutral to the states since the Federal government reimburses these
services at 100% Federal Medical Assistance Percentage (FMAP). Many Al/ANs experience severe access




to care issuesin Medicaid and suffer significantly higher rates of health disparities than most other
Americans and providing access to the full range of Medicaid benefits will help toimprove the quality of
care, preventchronichealth conditions and lower health care costs for Al/ANs se rved by state Medicaid
programs. Tribes nationally have requested that the states and CMS explore options to exempt Al/AN
from benefitreductions and/orexplore opportunities to be able to provide optional services that have
already beenreducedinthe Medicaid program.

Medicaid ACO Protections: Medicaid Accountable Care Organizations (ACOs) are gaining momentum as
the health care systemlearns fromthe Medicare experience of care integration. Many state Medicaid
agencies, managed care plans, and providers are in the process of transforming the Medicaid program
to coordinate care as ACO models. Some of the keyissues that will be considered in designing Medicaid
ACOsinclude new financial and reimbursement models, care coordination and system designissues,
mandatory enrollment requirements, and how tofit the current provider, purchaser, and health plans
intothe new ACO system. The role of IHS, Tribal and urban Indian health programs will need to be
consideredinthis new Medicaid ACO process. The Medicaid programincludes a complex set of
regulatory requirementsintended protect and romote Al/AN participationin Medicaid. There are cost
sharing and estate recovery protections, payment requirements, and requirements for Tribal
consultation. Itisimperativethat the States and CMS comply with these requirementsinthe
development of these new Medicaid care models.

Medical Health Homes: Al/AN peopleface high rates of illness, disability and death from chronicand
preventablediseases. Aninnovative approach to providing comprehensive primary care services to this
population and children, youth, and adults are through the Patient-Centered Health Home (PCHH)
model. The PCHH is a health care encounterthat facilitates partnerships amongindividual patients,
theirpersonal providers, and when appropriate the patient’s family and significant others. In 2008, IHS
and Tribes launched the Improving Patient Care (IPC) program to address health disparities. The IHS s
adoptinga primary care medical home model to focus on delivery of patient-centered care. If the IHS
model meets or exceed that standards developed by state Medicaid PCHH models, the IHS program
should be deemed to have met state requirements and allowed to be reimbursed as other PCHH
providers.

Title VI Self-Governance Legislation

When Congress enacted the Self-Governance legislation, itincluded a provision requiring the HHS to
carry out a study of the feasibility of assuming responsibility for non-IHS programs. ATitle VI Self-
Governance feasibility study found that such a demonstrationis feasible for eleven programs. The HHS
Secretary should encourage the Administration and Congress to move to enacta non-IHS self-
governance demonstration project. HHS should also work with Tribes to design a Self-Governance
demonstrationforthe 11 programs identified in the feasibility study.

Support transfer of IHS Appropriations from jurisdiction of Interior, Environment & Related
Appropriations to Labor, Health and Human Services, Education and Related Appropriations.

Both, the National Congress of American Indians (NCAI) and the Affiliated Tribes of Northwest Indians
(ATNI) support moving the IHS budget from the Interior Appropriations Sub-Committee to the Labor,
Health and Human Services, and Education (LHE) Appropriations Sub-Committee. The LHE Committee
handles health care related bills, and therefore understands the problems associated with health care
delivery, such as medical inflationary rates. The Interior Appropriations Subcommitteeis re sponsible for
national parks, reclamation projects, mining activities, fish and wildlife, and other natural resource



programs. It isreasoned thatthe IHS appropriation would benefit by beingin the same pool of health
expenditures that programs like Medicare, Medicaid, SCHIP, and other health programs appropriated
out of the LHE Appropriations Subcommittee. The Labor-HHS-Education subcommittees have almost
always been allocated appropriationincreases that match or exceed health inflation indexes. While the
Interior Appropriation Subcommittee allocations reflect natural resource program inflation rates, which
generally fall below health inflation.

Other Health Priorities

Special Appropriation for Northwest Regional Youth Treatment Program

Regional Youth Treatment Centers provide drug and alcohol treatment foradolescents of federally
recognized Tribes. Al/AN youth are at higherrisk and sufferthe effects of alcohol and substance abuse
at a higherrate than othernon-Indian youth. The Klamath Tribe operates the only dual diagnosis
[mental health and drugand alcohol addiction] facility for Indian youthin the United States. The
program islocatedina 6,500 square foot house that is over 35 years old andin considerable need of
repair. It islessthan adequate to house youth and for providing services. The tribe has purchased six
acres of land for a future building however does not have the capital to build a new facility. NPAIHB
requests Congress make aspecial appropriation of $5 million to the Klamath Tribe for construction of a
new facility for the Klamath Alcohol and Drug Abuse program.

Long Term Care (LTC) and Elder Issues

The IHS does not fund long-term care, which is why there are few long-term care servicesin Indian
communities. There are only 15 known tribal nursinghomesin the nation. NPAHB supports the study of
the long-term care needs of Al/AN people. Tribes need more case managementfundingand fundingto
allow Tribesto provide advice onlong-term care needs to theirelders. Medicare and Medicaid programs
could become important sources of funding forlong term and home and community based care for
elderswith supportfrom CMS. The IHS should receive aline-item appropriation to study long-term care
programsin Tribal communities. Elderissues and Long Term Care (LTC) are a growing concern for Tribes
across the country.

The ACA strengthens and expands the “Money Follows the Person” (MFTP) Program so that more states
can participate and rebalance theirlong-term care systems to transition people with Medicaid from
institutions tothe community. Today, forty-three states have implemented MFP Programs who are all
eligible foranew “MFTP Tribal Initiative (Tl) to offer states and Tribes resources to build sustainable
community- based long term services and supports specifically for Indian country. In orderforTribes to
be eligibleforthese resources, states thatare current MFTP grantees mustapply. There will be federal
and state administrative challenges to implementing this new opportunity. We strongly urge CMS and
Statesto continue to consult with Tribesinthe development of this new and important program.

Veterans Health Issues

Indian Country has long recognized the growing concerns and frustrations of Al/AN veterans in obtaining
health services from the IHS and Veterans Administration (VA). Often there are redundanciesin
treatmentwhen veterans obtain health services atan IHS or VA facility. Al/AN veterans have advocated
that the VA and IHS accept one another’s diagnoses without the requirement of additional diagnoses for
referrals. These conditions cause an undue burden onveterans when seeking services and are causing



unnecessary costs to both the IHS and VA. Thisstress often servesasa barrierto seeking health care
and illness goes untreated. Congress should direct the IHSand VA to identify needs and gapsinservices
and develop and implement strategies to provide care to Al/AN Veterans. The agencies should work to
develop strategies forinformation sharing of patie nt records and data exchange so patients do not have
to undergoa duplication of serviceforreferrals.

Regional Referral Specialty Care Centers

Portland Area Tribes have beenveryinnovativein developing alternatives for facilities construction. The
Portland Area Tribes have recently completed a Pilot Study to evaluate the feasibility of regional referral
centersinthe IHS system. This effortis consistent with the IHS Directors initiativeto bringreformto the
IHS. The Pilot Study concludes that the demand fora Regional Specialty Referral Centers, when
strategically placed, to offer specialty care, diagnostics, and ambulatory surgery care are economically
feasible and should be further explored and funded. This effort demonstrates the viability of Regional
Specialty Referral Centers using a “market erosion” methodology that factored user-population data of
participating Tribes, reasonabletravel distances, health care competitors (providers), and economics of
payer groups to derive utilization rates foraregional specialty referral center. The Study further
recommends that a demonstration project be completedin the IHS.

Recommendation: Request the appropriations committeesinclude $3.4million for planningand design
of regional referral specialty care center demonstration projectin the Portland Area.

Implementation of IHCIA Priorities

The reauthorization of the IHCIA makes improvements to or adds new provisions that will improve the
Indian health care systemin several ways. The legislation sets toimprove workforce development and
recruitment of health professionals, it also provides new authorities to fund facilities construction as
well as maintenance and improvement funds to address priority facility needs, and creates opportunities
to improve access and financing of health care services for American Indian and Alaska Natives.

For example, the law now allows IHS to carry outlongterm-care related services and be reimbursed for
them, such as home and community based services. The bill makes a marked improvement at
modernizingthe delivery of health services provided by IHS, but this can only happenif the new
provisions are implemented in atimely and effective manner.

IHS should not have unilateral authority to interpret specific provisions in the law or to drive key policy
decisions that will have adirectimpact on Tribal governments and the membersthey serve.

While IHS plays a vital role within the federalagencies’ internal discussions, theirrole is limited to the
very specificauthorities they are granted and further bound by the constraints of their current system
and personnel. Northwest Tribes have always been strong partners with IHS within the context of their
mission; however, both ACA and IHCIA go far beyond the current capacity of IHS policy and regulatory
expertise.

In those areas, IHS should not be tasked, alone, with representing Tribal interests. In fact, there have
beentimeswhen|HS has been unable to appreciate the importance of Tribal innovations to provide
more appropriate and effective health services to their American Indian and Alaska Native beneficiaries.



In orderfor ACA and IHCIA to have a positive impactin Tribal communities, the Administration must
involve Tribesinimplementation discussionsimmediately.

Preparedbythe Northwest Portland Area Indian Health Board, 2121 S.W. Broadway Ave., Suite 300, Portland, OR 97201. For
questions oradditional copies, contact JimRoberts Policy Analyst, at (503) 228-4185 or email jroberts@npaihb.org, or visit
www.npaihb.org.
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