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October 2015 Quarterly Board Meeting

Summary of Minutes

Issue

Summary

Action

Follow-Up

Tuesday October, 27, 2015

Area Director Report

Governing Board Meetings
e All Six Service Units
o Bi-Annual- Department Best Practices
o Future Presentations and presence at QBM

IHS Directors Listening Session
e Corrective Action Plan

Public Health Service Update
e Transition of HR Support to Coast Guard system
e No new Orders after November 13 — January 1, 2016
e New Commissioned Corps Liaison for PA
o Housed in Alaska Area office

Office of the Assistant Secretary for Planning and Evaluation Site
Visit
e November 4-6, 2015
e Site Visits locations
o NARA, Siletz Tribal Health Care Program, and
Western Oregon Service Unit

Emergencies/Disasters, 2015
e NW Drought and Wildfires
e Roseburg Shooting Incident

IHS Actions
e Tribal inclusion of State and Federal declarations

Page 1 of 13




October 2015 Quarterly Board Meeting
Summary of Minutes

e Provided technical Assistance, expertise
e Critical medical supplies, public and behavior health services
and environmental equipment

FY16 Initiatives
e Injury Prevention Projects
e Environmental Health Program Capacity Development

CHEF Balance Remains at 4 Million as of 10/23/15

59 PA CHEF Cases Submitted

$2,469,211.33 Submitted for reimbursement
$1,704,802 funded thus far

New CHEF guidelines will be released mid-November

FOIA Data Base
e Updated

Portland Area Facilities Advisory Committee (PAFAC)
e Develop a Project Proposal the Demonstrates Readiness for
Implementation
o Location
o POR/PJD/Business Plan
o Tribal Support
e Meeting Regularly

Fall 2015 Portland Area Clinical Directors Meeting
e November 5-6, 2015 (NPAIHB Office)
e Spring 2016 Portland Area Clinical Director’s Meeting
(tentative)
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o April 7-8, 2016
e Follows Clinicians Cancer Update (4/6/2016)
e |HS Essential Training on Pain and Addiction
o Virtual session Nov. 18, 2015
Special Diabetes Program for Indians (SDPI) FY2016
e Diabetes Prevention and Health Hearts grants have ended
e Funding for “Data” Grants” will be an Area-level decision
e Funding has been reallocated to existing programs
e Selected grantees will be announced in December

Portland Area Funds Distributions

FY18 Budget Formulation Meeting
e November 10, 2015 — Embassy Suites Portland Airport

Area Office Staffing Update
e Selected Area Dental Officer — withdrew acceptance
e Martha Young retired effective Sept. 30, 2015
e Area Diabetes Officer — expect advertisement with six
months

IHS Deputy Director Updates
e Drought and wildfire response & shooting in Roseburg, OR
e July 2015 Listening Session for IHS Portland Area action ltem

Current Performance Reporting
e GPRA
e GRPAMA

New System: Data Mart

Page 3 of 13




October 2015 Quarterly Board Meeting
Summary of Minutes

e Allows Tribes and Urban programs with HER to include their
data in national results
o Improves accuracy and completeness of
performance data
o Reports will be available at the National, Area, and
Service Unit levels
e Automated system built into National Data Warehouse
o Improves timeliness of reporting

Launch Timeline for the Data Mart
e 2015-2016
= Tribal Consultation and Urban Conference sessions
=  Build and test system
2017
Monitor results
2018
Official results available
IHS will begin to use results, starting with FY20
Congressional Justification

O O e O e

Key Points
e |DCS allows non-RPMS users to submit data for IHS National
Performance results
o Urban programs will be included in reporting
e Results will be available at the National, Area, and Service

Unit levels
e Tribal programs may opt out
Executive Directors Strategic Planning coming January
Report Presentation Attached
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MOTION: Behavioral Health Area Representative, Cheryle Sanders nominated by Andy Joseph, Jr., Seconded by Leslie
Wosing. Motion is voted and passed

THRIVE/PRT Update
e We need you here — media campaign released
Presentation Attached

Committee Meeting Elders — Report Attached

Veteran’s — Report Attached

Public Health — Report Attached

Behavioral Health — Report Attached

Personnel — Report Attached

Legislative/Resolution — Report Attached

Federal Marijuana Policy & State Legalization — Presentation
Attached

Richard Truitt, Director, Regional Specialty Facility Update
OEH&E
The Portland Area Master Healthcare Plan
e Proposes a Network of three Regional Specialty Referral
Centers (RSRCs)
e |llustrates the RSRCs will expand access to care
e PSRCs will conserve PRC funds for higher levels of care
e Examples of Specialty Care include: Dermatology,
Cardiology, General Surgery, and Tele-Medicine

IHS currently Does not provide a mechanism to construct and
provide staff for and RSRC

The Portland Area Solution: Develop a Pilot Demonstrate the
viability of RSRCs
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Current Approach
e Develop a proposed project the demonstrates readiness for
implementation
o Location
o POR/PJD/Business Plan
o Strong Tribal Support

The PAFAC is meeting regularly and developing recommendations
to strengthen the Pilot Project proposal

Positive Developments:
e Two Tribes have expressed strong interest in hosting the
Pilot Project
o Chehalis
o Puyallup
PAFAC Members visited both locations on May 14

Both Tribes agree with four Core Operating Principles

e Any Federal resources allocated will not be available for
individual Tribes to Contract

e The network will be Federally operated initially

o A Qualified Tribal Organization broadly representing
Portland Area Tribes may contract operation of the network

e Third Party revenue will be used to improve and expand
access to Specialty Care across the entire Portland Area

The Area Director made $110,00 available to support planning and
project development
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These funds are being utilized to update the Interim PAFAC Report
to consider:

e Affordable Care Acts impacts

e Comparison of the Chehalis and Puyallup sites

The PAFAC will meet October 29 with the Healthcare Consultant
OEHE has under contract to update the Report. This will assist the
PAFAC in their work to recommend a location for the first of three
Regional facilities

After the IHS Director’s Listening Session held in Issaquah on July
23, Principal Deputy Director McSwain provided $150,000 to
further the project development

Upon completion of the Interim PAFAC Report Update and site
selection, these additional funds combined with remaining Area
funds will be utilized to develop PJD/POR/and Business Plan for the
proposed facility

Oregon Washington health Network (OWhN)
Presentation attached

Wednesday October 28, 2015

Policy/ Legislative Appropriations Update & Continuing Resolution
Update

FY 2016 President Request $460 million increase

e House bill is $315 less than President’s Request — 3.1%

e Senate bill is $324 million less than President’s Request —
2.9%

e $8.6 million difference with House mark higher
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Senate provides $17 million increase for H&C accounts while House
provides $78 million

Senate provides $61 million for Facilities accounts, while House
provides $6 million

Congress passed CR through 12/11/2015 for twelve regular
appropriation bills

CR funds @ 2015 levels; less a .2018% across the board decrease
S. 1964 Family Stability and Family Kinship Act of 2015
e Introduced by Sen. Wyden; Co-sponsors Sen. Bennett,
Brown, Cantwell, Casey, Gillbrand, Menendez, Schumer,
Stabenow, Warner
e Reforms the federal finance system supporting state and
child welfare services
e Funds preventive services and kinship placements for
children at risk of foster placement
e Current law creates incentives to place Indian children
outside of families in order to receive federal funding
e Encourages child welfare system to forego alternatives to
prevent breakup of families like parent training, mental
health counseling, trauma recovery, etc.

Contract Support Cost Updates

e |HS Continues to revisit CSC negotiated amounts using a
cost incurred approach more than a year or more later
o BIA does not follow the same method — why does
IHS?
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o IHS advises that it must verify that CSC is being paid
on the correct amount and cost-incurred (audit) is
the only way to do this

e |HS Past Year’s Claims — Agency want to settle by end of this
year

e Revised CSC Policies: BIA has completed a revised policy; IHS
should have a draft available soon for review
* Fixed Rates
=  OMB should bring IHS and BIA CSC Workgroups
together to align the issues and resulting policies
e CSC Appropriations in FY 2016 and potential sequester
= Congress and Administration have established a
policy to fully fund CSC requirements
= |nevent of FY 2016 yearlong CR; or sequester if CSC
is not adequate IHS will likely reprogram funds
* FY 2016 CRis approximately $55 million short of fully
funding CSC requirements
= A potential 2% sequester and across the board cut
will result in not enough CSC funds
=  Administration could request an anomaly for
additional funding in the appropriation

e Mandatory CSC proposal

CMS 100% FMAP & TTAG Updates

e AK & SD Medicaid Expansion proposals to CMS
e AK100% FMAP request for emergency and non-emergency
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medical transportation and services provided through
CHS/PRC referrals
SD requests 100% FMAP for telehealth services, specialty
services provided through collaborative arrangements, and
services provided by community health representatives
CMS has conducted Tribal consultation and expected to
issue a decision soon
NPAIHB has submitted recommendations
o 100% FMAP for CHS referrals or
o 100% FMAP for services under contract with I/T/U
o Without link to I/T there is not incentive for States to
work w/Tribes

Summary of Benefit Documents for zero and limited cost
sharing variations
Referrals for cost-sharing and proper payments
Marketplace Call Center Tribal Scripts
Network Adequacy for I/T/Us — contract issues
Simplify Family Plan Provisions for Indians
Enrollment data for Indians
Transition from Marketplace Coverage to Medicaid
coverage (AK) — Could affect Idaho
o New Medicaid eligibles cannot cancel Marketplace
coverage
o NACs and CCIIO have invested much time in this
process
o Results in enrollee not having coverage for some
time which has resulted in bills to individual s
o Complicates Indian cost-sharing for QHP & Medicaid
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HRSA 340(b) Regulation

e HRSA has proposed 340B Drug Pricing Program Omnibus
Guidance, August 28, 2015, makes significant changes regarding
individuals eligible for 340B drug pricing

e Guidance redefines the required relationship between a
provider and a patient & will effect Tribal access 340B drug
pricing:

1. require that the relationship between a patient and a
provider be evaluated on a prescription-by-prescription
basis; and

2. that the prescription be issued at a tribal facility.

e Will make PRx issued by providers serving tribal health program
patients outside of tribal clinic facilities ineligible for 340B
pricing

NPAIHB Comments clarify standards that should be applicable to

Tribal health programs to “permit covered entities” and not focus

on facilities and defining patient eligibility under the ISDEAA

Presentation attached

Portland Area IHS Influenza Action Plan
Presentation and plan attached

Hepatitis C Treatment - Presentation attached

DHAT Project Updates — Presentation attached

WEAVE-NW Project Update
e Year 2 Sub-award Announcement
o Maximum of $25,000/year or $50,000 for two years
Presentation attached

OSHU School of Nursing and the Native STAND Program update
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Presentation attached

Five Year Report on Domestic Violence Prevention Initiative (DVPI)
Presentation attached

DHAT Project Updates — Presentation attached

WEAVE-NW Project Update
e Year 2 Sub-award Announcement
o Maximum of $25,000/year or $50,000 for two years
Presentation attached

Hepatitis C Treatment - Presentation attached

DHAT Project Updates — Presentation attached

WEAVE-NW Project Update
e Year 2 Sub-award Announcement
o Maximum of $25,000/year or $50,000 for two years
Presentation attached

OSHU School of Nursing and the Native STAND Program update
Presentation attached

Thursday October 29, 2016

Chairman’s Report

Report Attached

MOTION - Minutes

TABLED - Until October

TABLED

Resolutions

16-01-01

Interview Project with People who Inject Drugs
[Motion is made by Cheryl Sanders and seconded by Shawna Gavin motion to approve this

resolution. Motion is voted on and passed.]

Motion Passed

16-01-02

Tribal Exemption from the Patient Protection and Affordable Care Act Employer Shared

Responsibility Mandate

[Motion is made by Cheryl Sanders and seconded by Shawna Gavin, motion to approve this

resolution. Motion is voted on and passed]

Motion Passed
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16-01-03

Western Tribal Diabetes Special Diabetes Program for Indians Grant

[Motion is made by Cheryl Sanders and seconded by Shawna Gavin, motion to approve this
resolution. Motion is voted on and passed]

Motion Passed

16-01-04 Northwest Portland Area Support for Congress to Pass S.1964, Family Stability and
Kinship Care Act (5.1964)

[Motion is made by Cheryl Sanders, Lummi Nation and seconded by Brent Simcosky,
Jamestown, to approve this resolution. Motion is voted on and passed.]

Motion Passed

MOTION Financial Report | [Motion is made (by Shawna Gavin) and seconded (by Marilyn
Scott) to approve this report. Motion is voted on and passed.]

Motion Passed

MOTION ADJURN Motion to adjourn by Pearl Capoeman-Baller, seconded by Brent
Simcosky motion is voted and passed.]

Motion Passed
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Tuesday, October 27

[Tribal music.]

MALE SPEAKER FROM THE DRUM GROUP: Welcome everybody! Glad to see
you're all here at the Wild Horse Casino and Resort on the Umatilla Indian Reservation.
We're the Cayuse Singers. Local drummers from right here on the Umatilla Indian
Reservation, and we're honored and glad to be here for this opening ceremony. Thank
you.

[Drumming.]

9:00 a.m. Call to order: Andy Joseph, Chairman: Thank you for the welcome. We
have -- I'd like to call this meeting to order. We have Chairman, Alan Crawford and
BOT Chairman, Gary Burke come to do the invocation and the welcoming.

Invocation: It's good to be here on this day, and it's an honor to welcome you all here
to our establishment and our country. I'm glad for the opportunity to say a few words to
you. And we'd like to open it up with a song and a prayer so that we may go forward in
a good way for the day and hopefully the rest of the time that you're here for your
business. Thank you.

[Song.]
Posting of Flags: Tribe Veterans posted the flags.

Alan Crawford: Thank you all very much for helping the day begin with us. Now I'll defer
this time to the chairman. Thank you.

Welcome: Tribal Chairman Burke: Good morning. I'd like to welcome you all to the
Confederate Tribes Umatilla Indian Reservation, made up of the three branches of the
Cayuses, Umatilla, and the Walla-Walla. I'm glad to see that the Indian Health Board is
coming here to meet, to discuss all the important issues that needs to be done for
everyone's health. Health is very important while we're on this Earth. So today and for
the future generations to come, finding those successes that help people live a better
life, Umatilla Reservation has a treaty that we still abide by with eleven articles of the
law. We also have a constitution and bylaws with eight articles of law. These things
that we have, we have to abide by, like any other reservation. But there are some
unwritten laws within the other reservations that we all know. And that order that needs
to be kept, culture and tradition is what makes Tribes what they are and who they are.
Very important to keep those things continuing and pass them down to the next
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generations. They need to know these things. That's how they're going to survive.
That's all | have for now. Thank you very much.

[Song.]

Andy Joseph: Thank you for the invocation, the welcoming, and the drums and our
honor guard here from Umatilla. Really, really nice to hear the drum and the songs and
that great welcoming that we got. | know we've got to have a busy few days here, and
so we're going to move on with our agenda. Hopefully if you messed around with the
machines out there, they were kind to you. We'll move on with our agenda. Actually |
think we have roll call. Shawna will give us a roll call.

Roll Call: Shawna Gavin, Secretary, called roll: Thank you, Andy. And once again
thank you to the veterans who are in the room, and those who posted our colors and the
drum. Chairman Burke and Chairman Crawford. And thank you all for being here. It's
really good to see all your wonderful faces again. Welcome to our beautiful home. |
hope you get a chance to go out to see some of our hills and explore a little.

Burns Paiute Tribe — Present

Nisqually Tribe — Not Present

Chehalis Tribe — Present

Nooksack Tribe — Not Present

Coeur d’Alene Tribe — Not Present

NW Band of Shoshone — Not Present

Colville Tribe — Present

Port Gamble Tribe — Present

Grand Ronde Tribe — Present

Puyallup Tribe — Not Present

Siletz Tribe — Present

Quileute Tribe — Not Present

Umatilla Tribe — Present

Quinault Nation — Present

Warm Springs Tribe — Present

Samish Nation — Not Present

Coos, Lower Umpqua & Siuslaw Tribes —
Present

Sauk Suiattle Tribe — Not Present

Coquille Tribe — Present

Shoalwater Bay Tribe — Present

Cow Creek Tribe — Present

Shoshone-Bannock Tribe — Present

Cowlitz Tribe — Not Present

Skokomish Tribe — Not Present

October 2015
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Hoh Tribe — Not Present Snoqualmie Tribe — Present
Jamestown S’Klallam Tribe — Present Spokane Tribe — Not Present
Kalispel Tribe — Not Present Squaxin Island Tribe — Present
Klamath Tribe — Present Stillaguamish Tribe — Present
Kootenai Tribe — Present Suquamish Tribe — Present
Lower Elwha Tribe — Not Present Swinomish Tribe — Present
Lummi Nation — Present Tulalip Tribe — Not Present
Makah Tribe — Present Upper Skagit Tribe — Present
Muckleshoot Tribe — Present Yakama Nation — Present
Nez Perce Tribe — Present

Mr. Chairman, we have a quorum. Thank you. Again, welcome. [There were 28
delegates present, a quorum is established.]

Andy Joseph: Thank you Shawna. All right, our first agenda item that we have is the
Area director report. Dean Seyler, Portland Area IHS Director. Hopefully we have
some good news!

Area Director Report

Dean Seyler: I'm always full of good news! Good morning everyone. It's always a
pleasure and an honor to start off with giving you an update. On the agenda, I've got 15
minutes. So I'll work through this quickly. We do have Mr. McSwain set to come online
at 9:30 to conduct a listening session. So we'll work our way through this. Just want to
give an update on the governing board meetings that we're just finishing up, with all six
federal search units. The Portland Area to the Direct Service Tribes. We've been
working on changing up the format of those governing board meetings. With me is the
chair of each of the boards. | split it out to where we have two semi-annual meetings.
And one deals specifically with the governance portion. We have the approved bylaws
and all the stuff getting ready for their surveys. And the second semi-annual deals more
with going over best practices at the Service Units or the departments of the Service
Units, to highlight the great changes that they've made and the services they provide.
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We're going to change it up more this coming year, to where I'm going to have just
probably two or three departments at each service unit, spend more time developing a
PowerPoint presentation to expand further as to details of the changes that they're
making, the quality improvement changes. And I'm also going to ask that the Service
Units also rotate in at least once or twice a year into this setting, and to share that
information here, too. We have some great presentations. Our last one, or second to
last was at Colville and | know that | had mentioned to Andy about looking at doing that.
So we'll work on that more to come. As | mentioned, there's the IHS Listening session.
That happens Back in July. We have a corrective Action Plan that is back in
headquarters along with the other eleven Areas that are going through it. Take a look at
what they need to respond with. | hope to have that out to all of you soon. I'm just
waiting for clearance from headquarters on that one.

Update for those of you who have public health service commission officers, people
who are under MOA to you there are some changes come up. I'm not sure whether |
shared those with you. There's approximately fifteen or twenty, | think, officers we have
on detail at the Tribes or Tribe organizations. And they were notified that their
personnel system is transitioning to the United States Coast Guard system. And so with
that brings improvement. With that brings some anxiety and some change that we need
to work through over the coming months. They are going to shut down the option to be
able to generate new orders. | know we have a couple Tribes looking at officers. If we
do not get our request in to headquarters by November 13th, then we will have to wait
until after the first of the year to request orders. So just FYI, if you have an officer you're
looking at, get to me right away. We need to get this going. Because we have our
process where we look at that officer ourselves. | need to make sure that this officer is
presenting themselves with the appropriate credentials and they have the background
that will meet your needs plus my needs if for some reason | have to inherit that officer.
For those officers in the room, there will be a new commission core liaison for you to
work with. That person is a Commander Martha Wanca, and she will be physically
located up in the Alaska Area office. | did talk to her about coming to the Portland Area.
And at least hosting the meeting with officers in the future. And of course the
commission officers who are effecting supports those of you who began with officers in
the Tribes, you really need to take a look at those deadlines and make sure that you
assign your officers' reviewing official as their federal supervisor, which would be either
Dr. Rudd, Dr. Marrow, Long Wan, and Matt. Does Matt know? Matt Martinson? Those
three are the main ones. If they don't know, please have them contact Commander Ann
Arnette and she can help them with that.

There's an upcoming visit from the office of the assistant secretary of the planning and
evaluation. They first approached me back in August to come out and that's when we
had a lot of meetings coming up in September. And | thought "oh great, more
department people that we have to ferry around and stuff." But it takes a lot of time and
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a lot of prep work, and it takes away from our busy activities that we're reviewing, and
the support to the 43 Tribes. And | tried to get out of it, but then they said "oh, we'll
wait." You know, they really want to come to Portland. So their focus is to take a look
at the Affordable Care Act and the great changes that's happened here. And they
specifically asked for these sites. They've asked for NARA, they asked for Siletz, and
Western Oregon. So they're also going to try and set up a meeting with the State of
Oregon to talk to them about the Affordable Care Act. So we'll share a little more on
that later on. I'll be back in headquarters next week, so | won't be here for that. Terry
Dean will be traveling with them.

Just a quick update on the Public Health Emergency Management Support. This past
fiscal year, | don't need to go into detail. Those of you who dealt with them know more
about it than | do. And that being the Wild Land Fires that the Tribes had to deal with,
anywhere from a little bit of inconvenience, my understanding in Yakima, to Wellpinit
kind of impacted. Were you guys closed at all, Marcus? One day? Yeah. To Warm
Springs had fires where they weren't closed if | remember right, but they had a lot of
support from the firefighters and the community, to the worst one of the area was
Colville where they actually were closed for about a week, relocated to a Tribal site,
Lake Roosevelt. We truly appreciate that partnership, and were able to have a modified
delivery of health care to a community. And also my thanks to Mr. McSwain, who
added some funds to our budget in order to help offset some of the costs to all the
Service Units, and | already distributed that money to them.

This is unprecedented, to have money left over for CHEF. As of last week, the 23rd, a
quarter of a million dollars still sitting there. And | know that we had some cases
pending yet, that she's been working on, and pretty sure they still have money today.
Right? OK. So there's still a balance in headquarters. And there's no guarantee, but
chances are high that if you had one pending, you're probably going to get some
returns. | think the key to note here is that $1.7 million has a return back to the products
in the Portland Area, to their CHEF, to their PRC money to help deliver more health
care to their members. | don't have data of those back that shows what we did prior, for
various reasons. But starting this year, starting with fiscal year 15, we're going to track
it more and be able to report back to you on how we're doing as far as the amount of
money, how many claims that we're able to get back. ICD-10, that rollout happened on
October 1st. And it had some minimal impact. We're really not seeing the Dooms Day
prediction that we were being told, at the six federal sites at least. If there are some
impacts going on with the Tribes, I'd like to hear about it. | know we're fresh in the fiscal
year, and that still may happen. To an extent. But so far, things are going fairly
smooth. | had that in there twice. My apologies.

The FOIA Database, this is just an update. I've shared this with you guys before, and it
has to do with switching the servers over. And so far we've completed 25 sites, and we
have three more to go. PAFAC there's going to be a presentation by Rich Truitt this
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afternoon. So | won't go into a lot of detail on this. Just that | need to impress on you
guys that now is the time that you must act. We must secure some approvals. Mr.
McSwain, who is the head of the agency for at least the next 14 months, is very
supportive. We didn't have that support prior to him. But we do now. We're moving
forward. We had a meeting Thursday afternoon with PAFAC in Portland. He was
working on our business plan, and | need to get this turned in. | know there's PAFAC
members who may not be able to make it Thursday afternoon or future meetings, but
I'm moving ahead if they're there or not. Because | can't wait. | can't delay. I'll present
it to all of you. It's going to be based on what the PAFAC members have contributed so
far. Butif | wait, we're going to lose out on this window of opportunity. So I'm going to
let Dr. Dr. Rudd do this next piece.

Dr. Rudd: Hey, good morning everybody. A couple meetings that are on the schedule
that | wanted to make sure you're aware of. The end of next week, November 5th and
6th, will be the Portland Area Clinical Directors' meeting. It's going to be held in
Portland, being provided space gratefully by the Northwest Portland Area Indian Health
Board. So that information is going out to your political directors as long as | have their
contact information. All are welcome with both federal, Tribal, and urban Clinical
Directors for that. Also just to sort of get on the schedule for the Spring dates, we do
host our Spring meeting in conjunction with the Health Board's Annual Clinicians' cancer
updates. So we're looking tentatively at dates in early April for that. As well, coming up
in a couple weeks, last Spring IHS had a series of online webinars on treatment of pain
and dealing with opiate addictions. There were approximately ten of these six-hour
courses that were provided through the Spring. There have been plans from IHS to
make that available through a recorded session that would be available online, but there
have been delays, apparently, in being able to get those posted. There's an attempt to
make sure that the clinicians that are going through that recorded session would be able
to get CME credit for that training. So until that can get resolved, the group that
provided the training initially is providing an additional live session coming up on
November 18th. And the information is provided there on the slide for your clinicians
that may be wanting to go through that. IHS has required all of our federal facilities; any
of our prescribers of controlled substances are required to have gone through the
training. But I've also encouraged your Tribal clinicians to consider participating. It's
actually quite well done. Many of them do have licensure in states that may require a
certain amount of pain training to meet their state licensure requirements. Those vary
by state. Different than some of the other training courses that are out there. This is
really Native American specific. It talks about some of the various cultural issues that
may exist for our Tribal populations that do influence how we approach pain and
addiction. So it is a particularly good training for your clinicians to make use of.

Also, | wanted to mention the upcoming SPDI cycle that's currently going on. As many
of you may know, the noncompetitive diabetes prevention and healthy heart grants have
ended. Nationally, those monies were redistributed, the majority of which went into the
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competitive community directed grants. Also there was a decision to stop funding data
grants from a national level, but they let that be an Area level decision as to whether or
not those would continue. Grants such as what the Health Board has had to assist you
with data gathering related to the SPDI in the past. So with the reallocation of the
funds, there was a million dollar increase that was given to the urban projects. The
urbans sort of act as a thirteenth area related to how those funds are distributed. The
Community Directed grants increased by about $25.5 million. For Portland Area, that
translated into about a $1.2 million increase to the monies going to those community
directed grants, so that our total is approximately $7 million that we'll be distributing in
the area. The national funding formula has remained the same, though they did use
more recent user population and disease burden data in figuring out that distribution as
to how much money was coming to the Portland Area. The selected grantees will be
announced in December. At that point, we'll have a fairly short timeline to make the
determination about how the Portland Area formula will look, and how much monies will
go to each of the Grantees in Portland Area. As per policy in the Area, it will be a
decision of the Portland Area funds distribution work group to really determine what that
formula looks like for the Area. | will be putting together some preliminary numbers as
soon as we have the data on the number of grantees, based on the prior formulas the
Area used, which historically going back prior to 2004, that was based on straight user
population of that group. But we will also talk about whether or not we would want to try
to use any other factors that might influence that. Some Areas will use other things,
other than just user pop., such as adjustments for Tribal size. That can help to change
those numbers slightly. So as we go into December, for those that are members of the
funds distribution work group, we just sort of wanted to have given you a heads up that
that will be coming. And then we'll have a short period of time to make some decisions
there. Headquarters will need to know those distributions so that by early January, they
can get the notices of award out to the grantees.

Dean Seyler: Thank you Dr. Rudd, for those of you in the Fund Distribution work
group, once that notice comes out, you'll be hearing that from Commander Arnette. So
the fiscal year budget formulation that's to date, came out about a month / month and a
half ago. For November 10th, the location happens here at the Embassy Suites at the
Portland Airport. There's an agenda that's out. It's in your packet, | assume. We ask
you please, if at all possible, to plan to attend and provide your input into that. Andy
Joseph and Steve Kutz are still the two Area Reps that will travel back and forth to the
national meeting once we have ours all done and submitted.

Quick update on the Area staffing. | shared with you at the last Portland board meeting
that we actually selected an Area Dental Officer. And we were excited about this
person. And for various personal reasons, he had to withdraw his acceptance. We're
working on another candidate. But | can't go into detail about that. That's an HR thing.
And as soon as we're able to, | can share the information with you. Many of you have
worked with our Chief Contracting Officer, Martha Young. She has retired effective the
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end of the fiscal year, end of September. And we are currently advertising for a
replacement. We did get headquarters to up the authorities of the other three
contracting officers we have in the Area office, so you should not see any delay, any
type of support you get from our Contracting Officer. And then the Area Dental, Area
Diabetes Officer, you should expect to see an advertisement in the next six months on
that. Dr. Rudd and Jonathan are working on the position description. It most likely will
not be another MD. MD's are expensive. And so we're going to have the appropriate
person in there, but have it to where they provide the support with all of you.

| think we're going a little over. Does anybody have any quick questions or comments
while we dial up the listening session, for me specifically? Sharon?

Sharon Stanphill: Will Dr. Don Lee still be helping us in the interim, for the grants and
everything, for diabetes?

Dean Seyler: He's still an Area employee. Intermittent. But his new job is keeping him
busy 100% of his time.

Sharon Stanphill: 100%?
Dean Seyler: 100%. That's why we need to move forward and hire somebody else.

Sharon Stanphill: So who's going to do all of our grant reviews and everything? In
between now and say six months from now?

Dean Seyler: Give them to Dr. Rudd. | expect that it will be him. He's still on our
payroll. We're still paying him. When | say 100% of the time, I'm not lying. It's just dual
working like many of us. But until we hire somebody, in fact he's going to help that new
person for a little while, learn the ropes. He's running hospice there in Portland. So you
know that takes a lot of his time. Any other questions or comments? (A powerpoint
presentation was presented)

Speaker: 0:37:39.4 [INAUDIBLE.]

Dean Seyler: Mr. McSwain? Via teleconference

Mr. McSwain: Dean, how are you?

Dean Seyler: Pretty good. We've got you on speaker phone here with everybody. Just
let me know when you're ready and I'll put the mic next to the speaker.

Mr. McSwain: OK. Let's go ahead and begin. | know you've got a schedule to move
through. Let's go ahead and put up the first slide.
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Dean Seyler: OK, it's up.

Mr. McSwain: OK. And | will -- since | don't know what you're doing out there, | will
cue you up on each slide. OK. Good morning. I'm pleased to have this opportunity to
meet with you today to discuss an important topic. As you know, | sent a letter out
asking for consultation. And let me thank all the Tribal leaders and Tribal health
directors and all the attendees for making time for this conversation. | particularly want
to recognize Joe Finkbonner and the Northwest Portland Area Health Board staff for
helping to make this possible. And | would also like to recognize the Portland Area
Director Dean Seyler and the Portland Area staff for their contributions. Thank you so
much, Dean, for assisting and also for helping to make sure that | can say the right
things today.

The listening sessions are another way we're working to strengthen our governance
relationship. As you know, this is our number one priority, is to strengthen our
consultation through government to government relationship. Today's session provides
Tribes with a forum to consult on the implementation of the integrated data collection
system datamart. | will say more about the datamart in a moment.

Slide 2.

Here is what | hope to cover today. First let me speak for a moment about region
activity. We have been working to provide a coordinated response and to relate to
those affected by the dropped conditions and what we are bringing across the
Northwest. Many have been affected, with homes and buildings destroyed, people
evacuated displaced from their homes. Affected clinics are just now returning to normal
operations. We have worked with the state and the federal government agency, and
the Tribes and Tribal officials to coordinate a response, including providing staff,
supplies, and relief options. Issuing Environmental Health Alerts and helping to ensure
the disaster declaration included Tribes. And please accept my condolences on the
October 1, tragedy at the Umpqua Community College in Roseburg, Oregon. Like
many others, we were saddened by this terrible event. As you may know, | had just
employed Behavioral health officers to the Cow Creek Band of Umpqua Indian clinic in
Rosenberg to provide grief counseling and emotional support to the Cow Creek
community. We were honored to provide this support and continue to monitor the
recovery efforts. Our thoughts are with those most affected during this time.

At the last Portland Area listening session in July 2015, several topics were discussed.
Those included staffing packages, Joint Venture projects, RPMS, the
Methamphetamine and Suicide Prevention Initiative, the Domestic Violence Prevention
Initiative, and the Regional Referred Care Center. The Area continues to develop the
first of these three regional specialty referral centers, and work is getting underway.
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The Area has begun to evaluate possible sites, develop a Business Plan, and prepare
for the Referral Center. | want to highlight that the Portland Area federal Service Units
are doing well on performance measures. Portland Area federal Service Units, in total,
met or exceeded the goal on all 22 indicators by the close of the GPRA year, showing
improvements on nine indicators compared to 2014 performance. Western Oregon and
Warm Springs service unit consecutively each met all indicators for the 2015 year. The
fourth consecutive year for Western Oregon and the second consecutive year for Warm
Springs. This is a real accomplishment, particularly when there are parts of the country
that had a real difficult time hitting those targets this year.

On October 1, 2015, IHS Tribal and Urban programs began using ICD-10 medical
codes. This updated set of codes for reporting medical diagnoses and inpatient
procedures will provide better information about patient care. The Portland Area made
IT updates for ICD-10 at six federal, 19 Tribal, and two urban sites. The Portland Area
also provided a free training to federal, Tribal, and urban programs. IHS including the
Portland Area is deploying improvement to identifying health records that will help
patients access their health information and will provide new options for communicating
between patients and their providers.

Am | on slide 37 OK. I'm making sure you're on the same page as | am. Let me turn
now to the main topic for today. On September 23rd, | wrote to Tribal leaders informing
you of a major change to Annual Performance reporting for IHS. Each year, the IHS
reports its performance results, also known as budget measures, in the annual
president's budget request to Congress. All US federal government agencies are
subject to this Performance Reporting. For IHS, this includes reporting of clinical
performance results, you may have already heard of the key laws guiding this reporting.
The Government Performance and Results Act, or GPRA, and the GPRA Modernization
Act are our GRPA models. As you can see here, there are some significant limitations
to our current system, including that results are delayed two months or more because of
how time consuming it is to manually aggregate all this data. IHS is frequently asked by
Congress, the department and the Office of Management of Budget, about the impact of
funding on federal and private programs. The participation of those trouble
organizations using commercial electronic health records instead of the RPMS, is
essential to ensure that the results at every part of the IHS direct service, Tribal and
Urban system, are taken into account when the president and his team evaluate
performance and make funding decisions.

New Systems DataMart slide please.

This fiscal year, the IHS plans to begin preparations to implement the integrated data
collection system DataMart, a new reporting mechanism within the National Data
warehouse. The DataMart provides a mechanism for Tribes and urban health programs
that do not use the IHS resource and patient management system to participate in
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GPRA and GPRA model reporting. We are making this available because many Tribes
that use commercial Health Information Systems have expressed a desire to continue
participating in a National Performance Reporting in support of the IHS budget. That is,
Tribes that did not use the IHS RPMS want to submit their performance data so their
results are counted when the effectiveness of the IHS funding is evaluated. As you can
see here, there are a number of benefits. It is very important to me that we do this in a
way that works for you. That is why in my letter last month, | requested your input on
Tribal council needs and interests associated with this new mechanism. And this is why
we plan to spend this time this year and next consulting with Tribes and conferring with
urban programs as we develop this system. Let me also say that we appreciate your
willingness to consider participation, as it will help ensure more accurate assessment
and the outcomes of the program. Results will be available at the National Area and
Service Unit levels. Just want to also point out, the secretary is extremely interested in
evaluating impact, and if you've heard her talk about it, it's about impact and outcomes.

There will be some specific rules for the information that is submitted, so that the files
you send will meet IHS Office of Information Technology standards for national state
and information reporting system, referred to as New Systems DataMart. These will
enable us to also derive annual user population, estimated from the very same data,
that will hopefully lessen the reporting burden for your health programs. You will only
have to submit once.

Before | close, | do want to say this is an optional Tribal program. An automated feature
in the DataMart will be available for Tribal programs that do not want their data included
in GPRA and GPRA model reporting. However, | want to emphasize the importance of
this effort. Without data, it is impossible for the Indian Health Service to show
improvement or even set targeted goals. We are grateful for your willingness to send
performance data, and | look forward to our conversation about the best ways for that to
happen.

I'm sure you have comments and possibly questions, and I'll have a chance to cover
some of these questions, and you can also get in touch with us after the session using
the contact information here. But before | take questions, | believe there are two more
technical details to cover. | would like to turn things over to our technical experts from
the Office of Public Health Support to describe more of the nuts and bolts of exactly how
we propose this will work. Captain Frazier? Captain Frazier on the line?

Well, we had a real great alternate here in the form of Miss Diane Leach, Diane?
Diane Leach: Good morning everybody. This is Diane Leach I'm the national GPRA
core leader for the Indian Health Service. There are just a couple points that | just want
to go over very quickly, so that we have plenty of time for questioning. What we're
planning on doing, is we are moving --
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Dean Seyler: Diane? This is Dean. Can you get closer to the microphone?
Diane Leach: Oh, sure. OK. Can you all hear me a little bit better now?
Dean Seyler: That's much better. Thank you.

Diane Leach: OK, great. What Indian Health Care is doing is we are transitioning our
National Performance reporting and our budget from using the clinical reporting system
in RPMS to reporting from a national centralized performance database which refer to
as the DataMart. We are in the process of building it. We will be building it during 2015
and 2016. In 2017, we will be monitoring the results. And although HHS has not said
yet, I'm sure they're going to be wanting to review the 2017 results as we have those.

In 2018, we will begin reporting live from the DataMart. And since we do our budget two
years in advance, our 2018 reporting will be included in the fiscal year 2020 budget.
This DataMart will provide secure, on demand web based GPRA results. We will be
using all the data that is stored within NPIRS so we will be using RPMS data, we will be
using commercial off-the-shelf data that has been exported to NPIRS. And the data in
the fiscal intermediate Area also provides NPIRS will be included. So we will have a
much greater data source which will support our budget. This is being done primarily to
support the Indian Health Service budget, but it does have many other benefits for the
Indian Health System. We want to specify that by reporting from this DataMart, our
performance results are going to decrease. We will be moving from the active clinical
denominator which is what we use in CRS, it is a smaller denominator. It mirrors more
closely the patient profile that providers care for in their Tribal, or in their clinics. And so
our results have been based on that over the years. We are using to the user
population definition, which is only one visit every three years. lItis a larger
denominator. And because of that, we have seen decreases in our results in our early
look at our measures. There is another reason for moving to the user population
denominator. We have heard for years from the Indian Health System across the
country that people would like the Indian Health Service to begin using standardized
measures for reporting, or substituting standardized measures where we can instead of
using our IHS measures that we have devised. Once we report on those standardized
measures, we will be using a use pop denominator for those measures. There is no
such thing as standard measures at a condensed denominator. So it will be user pop
denominator. So we might as well start getting used to these lower results as we
transition to standard measures.

The reporting year will change. Currently, the GPRA reporting year runs from July 1st
to June 30th each year. And that's so that we're able to have enough time to aggregate
data results to national results that can be included in our budget. We are moving to the
user pop year, which is the federal fiscal year, so that we can mirror all of the activities
for the user population aggregation collection and release of the user population
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estimates. So we are changing to the user population as our denominator, and the
reporting year will be the federal fiscal year. It's being built in three different iterations.
We have completed iteration one. And OIT put that into full production mode in
September of 2015. Prior to this, the federal area GPRA coordinators had an
opportunity to actually gain access to the DataMart. They were able to go into the
DataMart. They were able to look and see how the reports were, how they looked, they
were able to run results on their own areas and compare that to national results. So
your area coordinator has already been in the DataMart and has a sense of how it is for
iteration one. There are two more iterations that we will undergo before the process is
ready for reporting in our national budget.

With that, that's the remarks that | wanted to give you additionally. So Mr. Seyler, at this
point, you can open this up for questions from your audience. (PowerPoint Presentation
was presented)

Dean Seyler: Thank you, Diane. | see some hands go up and they'll be moving the
mics over.

Brent Simcosky: Hello. This is Brent Simcosky with Jamestown Trib. A couple
questions. One is -- remind me what we were using for denominator before?

Diane Leach: It referred to the active clinical denominator. And that is within the code
reporting systems.

Brent Simcosky: OK. So what's going to be the explanation, because | would think
clearly, try these clinics with large urban Indian and patient user populations, they're
going to be going way down. Percentages, right?

Diane Leach: We have seen results drop dramatically on some of our measures. Of
course, this is preliminary data. We won't know for sure until we have more data. We
will be use Tribal data and urban data, and the aggregation and collection of our results.
So when we find more adds that other iterations go on, but yes. The performance
results are dropping.

Brent Simcosky: And are we coming up for an explanation for when we get to
Congress, to why that is?

Diane Leach: The user population will follow the way that we discuss the patient
population that we care for in the Indian Health Service. So it will be more
representative of that population. Right now, when we report our national results, those
are results that are based on RPMS only. And we include all the Federal sites, all the
Tribal RPMS sites who want to participate in reporting, and Urban data has never been
included in our national results. So when we have our discussions with HHS and OMB,
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we will be engaging with OMB this winter, we will be telling them that the results are
more comprehensive of our entire Indian Health System.

Brent Simcosky: OK. And one last question. We don't use RPMS we use EPIC. And
they track Meaningful Use. So at one point, almost all the off-the-shelf practices already
track meaningful users because they have to, to meet meaningful user criteria. So a lot
of them do not track GPRA, which means | have tried to get them to give me a GPRA
report that | don't just hand, do I fill out a report myself. At what point are all these
reports going to sort of merge together? Because meaningful use is really close to
GPRA, and we're getting all these data pulls from the lifetime health records. At what
point are they all going to start to merge together?

Diane Leach: The federal sites also report on meaningful use, and so we do have
meaningful use reports in RPMS. CMS, as you are probably aware, has the MACRA
Act in | think it was April of this year. And it is the next version of CMS looking for
quality instead of quantity as far as patient care is concerned. IHS will be looking at
that. OPHS and OIP will be working together. And we will be seeing where we can
consolidate and use the city measures. And yes, you are correct. The measures are
very similar. The one big difference with meaningful use is that those measures are
calculated on each provider. So what it does is it takes the particular provider to take
their patient panel. Whereas our measure that we use for reporting in our IHS budget
are national population results instead of individual provider results.

Cheryl Kennedy: This is Cheryl Kennedy with the Confederate Tribes of Grand Ronde,
and | had a couple of questions. Firsta comment, back in the late probably 1980's,
early 1990's, there was an effort by this board, the Northwest Portland Area Indian
Health Board, to develop a co-owned Information System with the IHS. The Tribal and
IHS. And it was really brought about because of the way CHS dollars were being used
to go to a centralized, | think it was Blue Cross / Blue Shield who would take care of all
the CHS payments and activities throughout the United States for Tribes. And so a lot
of work had been done. So | see that this may be part of that work. I'm not sure if it is.
But my question is, in developing this new system, was there a Tribal committee that
was working with the Indian Health Service to help develop to where we are at now?
And your comments about going to OMB, of course is, you know, to justify why funding
is necessary and needed for health care in Indian country. What would be those costs,
and how would they be then determined? It might be you're looking at an expanded
budget to allow this to happen. So those are my questions, and I'll just finish my other
comment. | think that equally, it's important for Tribes to have access to the data that
you have, because if there are errors or if there's -- you know, there's always human
errors we can assist in correcting those kind of things. And | do understand you're
talking about an aggregate national number vs. the independent numbers that would
come from each of the Service Units or Tribal operated health centers. But anyhow,
appreciate your time.
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Diane Leach: Thank you for your comments. We did not use Tribal competition in
building this. This is being built at the federal level to support our budget. And because
of that, we have some of the skills of the system internally within the federal side of the
house. We are at a point now where we are ready to engage Tribes and Urban
partners so that we can get feedback and improve process. And this is what the
iteration one did, is the Area Coordinators had access, and they went into the system.
They provided 29 recommendations for improvement. They found 10 defects. Nine of
those have been resolved. One will be resolved in iteration 2. During the iteration 2,
Tribes will begin to have access to the data. Probably sometime in Spring of 2016.
When you have access to data, you'll have to go through training in order to get access
to the reports. At that point, the service unit data will be available for viewing. In the
first iteration, the only data available was at the national level and at the area level. But
when the Tribes are going to have a chance to review the data, then the service unit
data will also be available for review. One thing about these particular reports is that
they are aggregate numbers. There's no Pll data. What these reports do is they use
the data that has been exported by Tribal sites as well as Federal sites and Urban
entities to the national data warehouse. And so that data that is electronically exported
and sent to NPIRSs and then uploaded into NPIRS that is the data that is being used. |
understand from OIT that sometime in the future, there would be a possibility of having
access to look at the straight data, where you could actually look at the data that has
been submitted. But that will not occur in 2018. That's probably going to be something
that's going to be a little bit later. Because that will take additional funding for that to
happen. What | can say right now is that you can work with your area statistical officer,
your Area Statistical Officer is one who receives reports from NPIRS when your
electronic reports are submitted. So the statistical officer will get a report back from
NPIRS with pieces of data about that export. So it will say where the export came from,
the facility, how many records were in there, so that that information can be returned to
the facility that submitted the report. And at that point, that would be a good time to
engage with NPIRS through your area GPRA coordinator if those total numbers that are
reported back to your statistical officers did not seem right to you. And so you can
begin reporting through your staff officer and NPIRS right away in order to ensure that
the data that you have submitted is all there entirely and that it does seem to be
appropriate.

Andy Joseph Jr: Good morning. My name's Badger, Andy Joseph, Jr. from the
Colville Tribe. | use the information that we get from the GPRA, you know, on different
testimonies that | provide. My only worry is that if you have a service and directory like
mine that's really active and moving our program, and really doing a good job, we're
probably going to get a really high number. My only worry is that if we get a really good
score, that the government -- Congress and OMB and whoever is going to think, well,
they're doing pretty good. They probably don't need that big of an increase in the
budget, when the budget's only a little less than 16% of what the needs based budget
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is. As itis now. And kind of like our facility was built in 1920's or something like that,
and we had to build our own buildings, and we had a really good maintenance man that
kept that building up so darn good. Well you know, our Tribe was overlooked on
facilities because it was well-maintained. So | just kind of worry that we're cutting our
own throat by doing some of this real positive work that is happening. You know, to me,
our budget is really important. | guess what | would hope is that kind of based on what
Cheryl said about having Tribal input on lower scoring, | would hope that there would be
some kind of a place in the report that our doctors that work in our clinics could have a
place to comment and then possibly that they could use case load numbers to also
show how the work is getting accomplished. | always say when you only have a few
doctors; you can only funnel so many patients through those few doctors. And if you're
a large Tribe like mine that probably should have as many providers and doctors as the
Cheyenne River Sioux, that got the full staffing package, if we had those numbers, our
Tribe would even do a whole lot better in doing these GPRA measures, because then
we'd be able to see possibly every one of our patients. But because of the lack of
resources, a lot of our patients don't go to our clinic. So | think there's got to be some
way to measure that.

Then | guess | got one more kind of statement for Mr. McSwain. I'm really glad to hear
your voice and that you're in that office. | know things are probably getting a lot better
for our concerns. | feel a lot more at ease here at the Portland area. What | got to say
is about the budget. | kind of worry about how we're going to utilize our lobbying tactics
to help IHS. Just a couple years ago, we had to figure out where to come up with $28
million. And | think it narrowed down to $16 million, and that was for contract support
shortfall. And they took from recruitment retention and some from the Director's
Emergency fund. And | guess they took some from third party, what was generated.
And then they get the letter in July, | think it was 27th or 29th about the Indian claim for
the costs of $80 million. And for the IHS to say "OK," well we found this money from
within, and it came from like third party generation, | believe maybe some of the facilities
that couldn't find their staffing for their facilities. But | just kind of wonder for the budget
meetings that are coming up, that we need to know how much more pockets of money
are kind of put away in IHS in all these different line items. We need to have a full
breakdown of those line items and some kind of an audit so that when we do the
budget, if we got people dying or need surgeries, that we're going to be able to ask for
those funds. Because to me, that was really kind of an upset to me, to have to try to
divide money up just not even a year before, and then all of a sudden there's $80 million
that shows up. Kind of makes me uneasy about what I'm doing, when I'm working on
the budget. Thank you.

Mr. McSwain: Thank you, Councilman Joseph. And | want to thank you for your
leadership on the Tribal Budget Formulation. It's basically your efforts and all your
colleagues and such, and | was there when you presented the budget to the secondary
budget council and | can tell you, though | can't share all the details in the budget that's
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going forward right now, but | can fully let you know that your efforts were viewed very
heavily in the secondary decision on what our budget's going to look like going forward
in 2017. And we only have one more hurdle to follow, and that's OMB. | wanted to sort
of make an observation for all of you, is that this DataMart initiative is going to enable
the ability for all of the data that's out there, and even with the Tribal option to opt out,
we will have a clearer picture of what the GPRA measures and GPRA performances
are. And | would like to characterize -- you made a comment, Councilman Joseph,
about "don't want to look too good." I'd like to believe that what we're really looking
good about is what we're using the current appropriation, which is about on the average
about 57% of national. And what that means is that's what we're doing with the money
that Congress has given us. And then we go from there, and | think the efforts that will
go on starting, if they haven't already started, is the consultation and the development of
the budget needs and such for 2018 that's now starting in the Area. It's an important
piece, and | feel good about the DataMart, in so far as the first time, because | don't
know how many years we've heard from all of you, "you're not taking our data." And
now we can take your data from whatever source, not just RPMS. And also the EARTH
programs. And yet we can also be able to sort the data by those program components
of the ITU. And to be able to do some further analysis. | think we've finally arrived.
And | think the other things that are going on with the IT system as it pertains to master
person index, we can sharply begin to determine multiple visits. And where our patients
are actually going. And that's going to be an important dimension going forward. So |
think we've reached a good point. And | really -- I've been sort of in the forefront of the
Payment of Employee settlements. And we can talk more about that. But | think the
bottom line is we've agreed with the unions to pay for those claims for those employees
that were either underpaid or not paid for overtime that was due them. And we were
able to provide those funds based upon what we found in the accounts. But you raise a
great point, Councilman Joseph, and that's an area that we need to move towards
transparency about where all of those funds are currently located, and you as a Tribal
leader need to know what accounts, in those years for example, that the appropriations
for five years, and so there are accounts with balances in those years. Normally we
want to just hold funds in those accounts for the sole purpose of any bills that might be
pending back then. Because we do have bills that will come due, and we've got to
either pay it off, pay those bills kind of like what's happening with Congress right now,
about the debt ceiling. We've already encouraged those bills. We just need to pay for
them. And so that's essentially what's behind it. But thank you, Councilman.

Marilyn Scott: Good morning, and | guess good afternoon where you are. This is
Marilyn Scott. And my animal given name is 1:18:43.8 [INAUDIBLE] and I'm a council
member with the Upper Skagit Tribe of Washington State. And | just wanted to raise a
concern with regards to the integrated DataMart system that is being developed. And |
want to reiterate the importance that Cheryl, comment that Cheryl Kennedy made about
Tribal input on the development of phase 2, the next phase or development involvement
with the Tribes. But one of the concerns that | want to raise is that currently, there is a
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disconnect between the Tribes' input into the Indian Health Service data systems and
the state Medicaid program reviews that are measures that are tracked, and the time we
have to submit information that is not in the state system, that is looking at the federal
funds that come to the states, and not receiving credit for the services that the Tribes
are providing. But there is no current connection between the data systems that Tribes
feed into, with the Medicaid funding that we get reimbursed for, sources that we are
providing, and the measures. So essentially, we're having to enter into dual systems in
order to be able to participate in the measures that are being established by the states
and the Medicaid programs. And all of the changes that are happening within the
States, with the Affordable Care Act, and purchase within the marketplace, as well as
services that our providers are providing. And the record of the services that we are
providing. But it's so important that we have input into how we are providing the
information, and what information we're actually able to utilize at the Tribal level, when
making those decisions about the funding we receive, the funding streams from Indian
Health Service, the funding streams, the federal funds that come from the state to the
Tribal programs. But there currently is not a way that we are -- you know, there's no
incentive for Tribal programs to not be able to connect up those same data systems.
But I'm hoping that there is some consideration of looking at there being the capability of
connecting out those -- it would give the Tribal programs a better incentive to participate
and be able to get the data that we need in order to document the need of our
population and the quality of services that we are all providing. So | hope that there is
consideration of -- serious consideration with the Tribal involvement of that next phase
in this system. Thank you.

Diane Leach: Thank you for your comment. We are beginning to reach out now to
Tribes and Urban entities so that as we continue building the DataMart, we can get
Tribal input. So that we can try and accommodate some of the things that you need,
some of the things that are important to you. It may not be until we have completely
finished the build, but it would be in future iterations. As | said it's originally being built
to accommodate our IHS budget process. But there are many, many opportunities for
the DataMart. Once we have a structure in place, it can be used for running other types
of reports, whether it's CMS or whether it's or other types of reporting requirements.
Those would not occur during the first three iterations. The funding that we have is for
the federal budget. It would take additional funding to do that, and we would probably
draw a secure line between reporting the GPRA measures from it or in reporting other
types of measures, because we would not be reporting those other types of measures.
You would be running those measures and reporting those measures to the appropriate
entity. But there is lots of opportunity for expansion of this DataMart beyond just using it
to report on the IHS budget. One of the things that | didn't say when | talked first about
my remarks, one of the really exciting things about the new DataMart is how quickly we
can get the data. Since we are using the data that is coming to NPIRS through exports
from sites, what NPIRS does is they take all of those reports. They put those reports
into a queue. And once a week they upload that data. So this is probably the closest
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that we will get to real-time data, and this is a vast improvement. | don't think any place
in government will have anything that can be responsive this quickly.

Cheryl Kennedy: This is Cheryl Kennedy again. | just wanted to follow up on the
remarks that | made earlier about the co-owned information initiative that didn't really
come about, but for those Tribes who are Self-Governance, and | assume the Indian
Health Service knows that the Northwest was the leader in Self- Governance. Nearly all
of the Tribes at that time were all in the pilot project. | think the first 39 that were
selected, my Tribe being one of them, and many around this table here, and the idea
was to preserve the inherent federal function of the Indian Health Service for what we
attributed to the trust responsibility. So | guess I'm reading into the message that
headquarters took, that this is an inherent federal function, because Tribes were not
included in the development of this important data system, and | guess I'm one that
would disagree with that, because in Self-Governance, it also said that one of the
reasons for Self-Governance was to remove the administrative barriers. And yet we're
now creating another barrier and so in my mind, it runs counter to what Self-
Governance was about. And | know you say there's plenty of opportunity to engage
after the initial phase is done, but | think the experiences of Tribes here in the Oregon /
Washington / Idaho, it has been that if you're not in at the front level, you have a very
hard battle to go through. And | know for the state of Oregon, every time there's a
change in the health plans, which come through because of changes in Medicaid; they
get together and form committees and form authorities and all of these things that affect
us. And we try hard to get in to those committees, and it's not been that greatly
successful for us. And so we spend years fighting and tearing apart the root of the
problem, which is the lack of understanding when the foundation was built. So that's
really the basis for my concern, and to have us needlessly put great effort into trying to
find where the errors might be, and how it could be better built, if we had been at the
table to begin with. So that's just a comment.

You mentioned that there was a cost that was undertaken to get this first stage done.

I'd be interested in knowing what that cost was. And then the other piece again is of
course, when the DataMart is implemented, will funds be appropriated for all the end
users, us | guess, to participate? Or how will that be dealt with? Is that part of, for Self-
Governance; is that the Tribal shares piece of it? Or exactly how will that work out?

Diane Leach: Thank you for your comments. We have only completed iteration one.
We still have two more iterations to complete before we go live. And when we sent out
the Tribal leader letter, it was a fact sheet that had an email address, as well as the 7-
page PowerPoint that you were looking at earlier today. And so we are soliciting input
through the listening sessions as well as direct comments to HQ_OPHSidcs @IHS.gov
That information is on the fact sheet. And we would encourage that you send
comments. And one other comment is | came from the Alaska area. And | was the
Alaska statistical officer for eight years and the Alaska coordinator for seven years. And
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one of the main reasons why | took this job here at headquarters is to make this national
DataMart work. I've been working on this concept since 2005. And it has been my
dream that we have a national performance DataMart where the information will be
received by NPIRS so there is not additional work beyond what a local facility is already
doing in getting their data exported to NPIRS in order for the IHS to calculate the annual
workload user memos as well as establish what the annual User Population estimates
are. So this project is very near and very dear to my heart. And coming from Alaska
which is all Tribal, | am aware of Tribal input. And that is why we are taking Tribal input
before we have completed. We started this because this is an inherent budget function,
and that is exclusive to federal employees only. In iteration 2 and 3, there is lots of
opportunity for input from other parties so that we can make this a better project. So
that we can make it so it has more utility for the user. One thing that, as | said, once we
are using this, we will have access to data pretty much at our fingertips, because as
data is submitted to NPIRS and uploaded on a weekly basis, that means all that data is
there for running reports. So that data can be used as tools by program managers. It
can be used by coordinators. So that you can access your data results, and if there are
low numbers, you can go ahead and you can plan some kind of activity to increase your
numbers, and you could check on it in a month and see if that had occurred. Now as far
as working with Medicaid, we will be working with OIP on MACRA, a law that we will
see what we can do as far as trying to integrate some of that into our national
performance reporting measures, as well as the IPSS [?] DataMart.

Dylan Dressler: Hello. My name is Dylan Dressler and I'm the new Health Services
Director for the Lower Elwha Tribe. My two comments | guess | would say for the two
more iteration periods, if we could have a way to -- working with GPRA and EPS and
the meaningful use reporting measures, they all kind of coincide with one another, but at
the same time I've seen agencies and Tribes bend over backwards trying to meet those
measures. And they are not with the integrated formulary that is conducive to what is
actually done in Tribal communities regarding health, because they only capture chronic
disease categories. The colorectal cancer screening and all of that. | know from
experience that we've had to subsidize third party revenue to do preventive health
efforts such as our Community Health and Wellness program, that are large health
efforts like walking, recreation, home visits, and nursing. Those on reporting metrics are
not captured by CMS dollars, and it's kind of controversial because for me as a health
services director, if I'm going to coordinate the Chronic Disease management reporting
systems that IHS and CMS require us to do, that doesn't capture fully the snapshot of
health that is happening within the Tribal communities. And | would suggest for your
second or your third iteration, to take those into account because the funding that's
weighted through all those programs isn't really counted. It's counted as "oh, I'm going
to subsidize your third party revenue for that." You don't have to report on your
prevention health efforts. So for me, I'd rather see the new formulary come out in those
two iterations that have that full snapshot of health activities within Tribal communities,
so then that way | don't feel as bad as bending over backwards to meet all the reporting
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requirements. And | can actually see a whole scope of continual health care from
prevention to Chronic Disease management.

Diane Leach: | do understand your frustrations. Working as a GPRA coordinator in
Alaska, | do realize how difficult it is to meet all these many measures that are required
by local facilities, from funding streams that they have received. Initially when IHS
developed our measures, we developed specific population measures so that our
budget would represent what was being captured and what was being done for the
Indian Health Service and for the people that we serve in our budget. And that's why,
when we first began GPRA, we concentrated on diabetes measures. We concentrated
on immunization measures, and dental measures. And then prevention measures
followed as HHS and OMB demanded those of us. But when we first started reporting,
we were seeing activities that were very problematic in Indian country. Either in
population or it was difficult to get access, usually with dental. And so that was how the
Indian Health Service initially geared ourselves and focused for our GPRA measures.
And those are incorporated in our budget. And those are things that we were
emphasizing in our budget and in our discussions with OMB and with Congress on an
annual basis. | am well aware of the meaningful use measures, and to me what they
represent is they represent a fairly specialty organizations want to have measures that
represent their organizations, and a lot of the meaningful use measures are not quite so
appropriate for the Indian Health Service because a lot of those specialties are where
we use our PRC dollars. We are sending our patients out for those type of specialty
activities that our patients need. Whereas we are focused a great deal on prevention
and activities that can be handled at small facility levels where we may or may not have
the specialized staff or specialized equipment or lab functions or whatever to perform
some of these things that the meaningful use measures are looking at. | absolutely
empathize with you, because | went through that also when | was a coordinator in
Alaska. And we are looking at these measures. We are trying to harmonize where we
can. And we will continue to do so.

Dean Seyler: Any other questions or comments?
Cheryl Kennedy: | missed the cost of it.

Dean Seyler: The Council member Cheryl Kennedy from Grand Ronde asked about
the cost. Are you able -- do you have any of that information that you can share?

Diane Leach: We don't have cost information that we can share, and again, speaking
as a former GPRA coordinator from the Alaska area, GPRA came about after Tribal
share methodology had evolved. And so there are no Tribal shares for GPRA.

Dean Seyler: Does that answer your question? OK. Anyone else?
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Diane Leach: Please, please encourage everyone to use the email to send us so that
we can incorporate some of that activity into iteration 2 and iteration 3.

Dean Seyler: All righty. Wait a minute. We have one more question here.
Diane Leach: OK.

Ali Desautel: Hello, my name is Ali Desautel. I'm the Executive Director for Lake
Roosevelt Community Health Centers with the Coleville Tribe. My question would be, |
heard you talk about weekly uploads and things like that. I'm thinking about my staff.
And how easy is this going to be for my IT staff to be -- are they going to be entering
data, or is this going to be downloadable, or how is that going to work? Because they're
extremely busy as they are. GPRA is dubious and meaningful use is hard data,
especially with the RPMS system as it is now, to enter. And I'm thinking | might run
right out of the building if | have to have them download on a weekly basis. So I'm kind
of worried about that. So if you can answer that question, I'd be grateful. Thank you.

Diane Leach: Certainly. Most of our sites export on a monthly basis, and that is
generally what NPIRS sees. Some of the larger facilities may export maybe every 10
days or so. We do have some sites that report quarterly. We do have some sites that
report even more infrequently than quarterly, when they're sending their patient
registration and their workload data files to NPIRS. So most of the sites submit data on
a monthly basis. And when the exports go down, then they will be uploaded. And so if
your site exports on a monthly basis, then it would not help for you to be looking at
reports on a weekly basis or every two weeks. It would be better for you to look at
reports on a monthly basis after your data export had been submitted to NPIRS As far
as additional entry, what the IPSS [?] will do is the same as GPRA. All the data that is
entered into RPMS, so there is no additional data requirements, so the care that you're
providing to your patients is put into RPMS. Their patient registration is updated in
RPMS. And then all that information is queued up by your RMPS site manager on a
regular basis, whether it's monthly, to submit those two reports to NPIRS. So there will
not be, there should not be additional demand on your RPMS site manager. You will
continue business as usual, providing for your patients and caring for your patients.
Getting the data about the patients into RPMS. And then that data that is entered into
RPMS will be exported to NPIRS and then that data will be used simultaneously for
calculating the user population, as will the IPSS [?] reports. And that was one of the
reasons for going to a national centralized system, is that we can utilize those exports
that are submitted by site for user population calculations. And what this will do is it
should actually ease some of the reporting burden, because when it comes to GPRA
reporting, somebody in your facility has to go into RPMS and they have to electronically
run that national GPRA report, and then they electronically submit it to the area office
where that is then electronically aggregated into an area report. So this eliminates the
need for that. You will conduct business as usual. You will submit your export file to
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NPIRS and that file will be used for both your GPRA reporting activities, as well as your
annual user population calculations. So I'm hoping that this will ease reporting for
people out in the field. It will give them access to data more quickly. And I'm just
hoping that this is going to be a better pairing for everybody. That's what OIP and | are
working for.

Dean Seyler: So it sounds like your staff will be OK, Ali. Great. Let me scan the room
here one more time. See if there's any last questions or comments.

Andy Joseph, Jr: | just wanted to thank you for taking the time to explain GPRA and
like | said earlier, you can only funnel so many people through the amount of providers
that we have. If the Portland area needs to double or triple what their provider levels
are, and we're only getting one-third of how the overall GPRA report would estimate our
needs to be, so | kind of look at numbers and try to figure out a way where we can
benefit from this the most, for all of our creds. Like | said, some of us never get that
lottery like Nome, Alaska and Kenai, and Cheyenne River Sioux that got a full staffing
package. So if we were all fully staffed, the amount of funds that we could generate and
use to really take advantage of this Affordable Health Care Act and Indian Health
Improvement Act, we would probably be able to really be a real model program. You
know, we're not like the VA or the federal penitentiaries where they're getting all their
needs met. We only get 16% of what our real need is on a national level. And that's
still somehow got to be calculated into GPRA. So hopefully that we have some more
meetings and consultation on just what we're going to score. And | want to make sure
that a report that goes in is going to something that will show that we do need the rest of
-- what is it? 85% that we're missing out of. But thank you for the time | know we do
use the GPRA report and our copy, and we try to help IHS as much as we can using
numbers.

Diane Leach: | really, really appreciate your comments. And one thing that | would like
to say is that yes, our numbers are going to go down, but when you personally talk to
secretary Burwell or when our Tribal people are talking to their congressional staff, then
what they can say is that yes, these results have gone down, but these results reflect
the actual care that is being received throughout Indian Country. The previous results
were reported only through RPMS. So if somebody was not using RPMS, then their
data was not included in the final results. And we never included the Urban programs in
our final results. So what we will be educating HHS, OMB, and Congress is that yes,
our overall national results are going to decrease. But our overall national results are
finally representative of care that is being provided in Indian Country, because it will
include data from RPMS, from commercial systems, and from the fiscal year. So we will
work more on strategy with OMB and HHS. We will provide talking points for when you
are talking to Congress, as well as HHS. And | look forward to a great deal of
collaboration.
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Andy Joseph, Jr: Thank you.

Bob McSwain: Dean? This is Bob McSwain. |, Chairman Joseph and the Board and
Mr. Seyler, thank you for providing time for us to speak to you about this initiative. I'm
just thankful that Diane was here. I'm going to have to go find Gavin Frazier. I'm sure
he's someplace. But we've, this is an ongoing discussion, Chairman Joseph and as we
begin to roll this out and you see the data, there's always an opportunity and | think
there were some comments made, about if you'd like to make some changes, and you'd
like some thoughts and so forth, and ideas. We're open to those. And also bear in
mind, the Information Systems Advisory C mmittee was central, and they actually are
our sounding board for our whole strategy on IT as it moves forward. So that group
certainly is Tribal members as well. And we would be remiss if we said that we will
continue this consultation. Thank you.

Dean Seyler: Allright. Thank you. This is one last thing that | forgot to mention during
my update, was that the headquarters is looking for an alternative representative for the
Portland area, for many areas, for the Behavioral Health Tribal Advisory Committee.
Cassie from Cowlitz -- is Cassie here? No? Cassie is the primary rep for Portland area,
but I've asked before. I'm headed back to Headquarters again next week. So it would
be good if | had something from the Health Board if you choose to have it. If you don't,
that's fine. I'm sure Cassie will be able to cover it. But they're sure getting pressed for a
second person, and | thought I'd ask one more time. With that, I'll turn it over.

Andy Joseph, Jr:  OK. We got our agenda, we have Joe Finkbonner, our Executive
Director, to give this report. And then we'll have our break.

Joe Finkbonner: Everybody doing OK? | can easily switch to break in my presentation
if you need to get up and stretch, because | know that was a little long. Is that OK,
Andy? If we take a break now and then just start when we come backline 10 minutes?
Let's go ahead and do that, because | know it's, you guys have been sitting for a little
bit. So.

BREAK.

Joe Finkbonner: Thank you all for coming back. Is Dean here? OK, just very quickly
since | wanted to sort of close that loophole that Dean is asking about the Behavioral
Health secondary rep from the Board. There's a group of us, | recall that we had
nominated Cheryl Sanders as the secondary, and Cheryl remembers that as well. But
just for the record, can we just do a quick motion and just to get it out there? And we'll
write the letter to Dean so he has the official notification.

MOTION: Behavioral Health Area Representative Cheryle Sanders, Lummi —
nominated by Andy Joseph, Colville, 2" by Leslie Wosing. Motion is voted and
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passed

Andy Joseph, Jr: | guess I'll need some power and a pointer. Thank you.

Executive Director Update

Joe Finkbonner: Good job. That's more efficient. Good morning everyone. Thank
you all for being here. Sorry | don't have my sport coat dress up. It's a long story. | had
to come back in with this presentation as to why that took place. But this is a standard
presentation | do. I'll tell you about personnel and about events in terms of meetings
that I've attended. And then upcoming issues or events that we'll be attending as well.
New employee Nanette is here. Nanette, can you stand up, introduce -- Nanette just
came to us, is working for a WEAVE, as the project director. She's also an
epidemiologist. We stole her from CHRIB If she looks familiar, you may have seen her
in July down at the joint meeting. So, welcome Nanette. Also Selena McCray was
promoted from a Project Assistant and thrived to the Coordinator Position. So
congratulations to Selena. If you see her, please congratulate her. | also wanted to
bring up Ryan. Transitioning from the DVPI, Domestic Violence Prevention Initiative to
Tobacco and WEAVE project as well. So congratulations to Ryan. Glad you're sticking
around with us. Departures: Amanda Gaston left the board. Worked with Stephanie's
projects. You remember Amanda did the Ask Auntie campaign. She'll still be working
with us just a little bit to do some of that, keep that continuity going until the grant ends.
Jenna Charlie who was our front desk person also left for a position that was more
compatible with her desired full-time job. And then Elaine Dado, resigned for personal
reasons. So those are our departures from the board.

We had our 638 Training at Issaquah. | really, if you've not had a chance to participate
in any of these, | encourage you all. It's a great refresh. It's also a good way to just
keep in touch with the new folks that are coming up and maybe put a little bit of a Tribal
spin in how you've been using your new authority, or your -- it's not so new anymore.
But your authority as a 638 contracting- compacting, Tribe to expand your health
services. So | encourage you to go. We have our annual meeting in Portland, or
actually Tulalip with our Tribal Dental Chiefs and our prevention coordinators. And we
also officially announced our -- I'll quit calling it the DHAT project that we are doing with
Tribes of Oregon through the private authorizations that's there through state legislation.
And then also the Swinomish project that's going on, and I'm sure you're all aware of
Brain's efforts to open up a Dental Therapist program at Swin. And he's moving full
steam ahead and is telling people to stay out of his way while he's got a head of steam
going! So we wish him luck and we're there to support him however we can.

Public Health Accreditation board meeting. You're going to hear a lot more of this,
because there's actually a fair amount of activity that's going on in the public health
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accreditation world. The board lost -- didn't lose, but their grant is sun setting. The
Robert Wood Johnson grant that helped to sustain their infrastructure. What does that
mean? That means that their fees are going to go up. And their fees are going to go up
fairly substantially. And per their own bylaws, they have to publish their fees a year in
advance. And they're about ready to do that, but in that transition between now and
when they're actually published, the Board is trying to develop some new ways to cut
costs in the operations of the Public Health Accreditation Board so they don't have to
raise the fees the amount that need to be in order to stay afloat. So if you are at all
considering, or you're close to applying for accreditation, | would suggest you do that
within the next year, because once the fees go up, they're talking about 25 to 35%
increase in fees. And for small health departments, they're already kind of healthy for
the amount that you have to pay. That's other things that they're trying to look at, is how
do they accommodate smaller health departments so it's not such a large impact on
their budgets? The larger public health departments can absorb it because they've of
course got the infrastructure there.

We had our annual staff picnic at Oaks Park. You are all welcome to attend. The more
that we have these, | think we just need to do a better job of getting that out to you in
your area. You can show up. It's just a chance that staff can take a little bit of R&R.
And sort of decompress and celebrate for a while.

Nike Native Fitness was another huge success. It's what, our eleventh year?
Anybody? Twelfth? Twelfth? Thank you Kerri. | can see, | thought that you'd taken
off. Thank you Carrie. Another huge success. As always. We're going to continue
with that as long as we possibly can. If you haven't had a chance, I'd encourage you to
go to that.

ATNI in Spokane and NIHB annual conference, this year was, coincided with the Pope's
visit in Washington DC. So traffic was a bit hectic a couple of times, but it really didn't
affect the conference goers. We were up at the Hilton. Not the capital Hilton, but the
other Hilton up on the Hill near Adams Mark. Adams? Yeah, Adams Mark. And so it
didn't impact us as much, but there were a lot of security and military posted around just
to make sure that the Pope was well protected. The conference itself was very well
conducted. One of the bigger things that is coming out of it, that some of you may have
gotten notice about, is the Tribal Public Health Initiative that NIHB is trying to create as
a Tribal Public Health Institute. So they're going to be calling some of you up and doing
a capacity survey, and they're going to start with the area health boards, but | know it
will trickle down to some of the Tribes to ask about your public health capacity. And
they're really trying to build up an institute that they can be that clearinghouse of
information or that support for you all if you have questions. I'm not sure how we as an
Area really feel about it yet. If you look at their strategic plan, it's one of the things that's
a little bit off from what their wheelhouse really is. | think that might be better for us to
deal with more at the Area level rather than at the National level, because it really would
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be hard to deal with all the different systems that will be in place in terms of whether the
states are centralized systems or whether they're decentralized. How many local health
departments are you dealing with. So there are a lot more complexities that | think
would make it really difficult for NIHB to deal with, with 567 Tribes in the nation, and be
able to do that well. | think they'll still be counting on the area health boards and the
area Epicenters to provide a lot of that support.

| attended the Washington Dental Services Retreat. One of the things on their agenda
was the mid-level practitioner's movement. So the Swinomish movement and others.
They were pretty subdued about it. Fairly quiet, but | had a lot of conversations with
folks in the hallway, and it's mixed. It's almost evenly split in terms of support. There
are a couple of private dentists there that operate their own shops that are looking for
ways to integrate DHAT into their model. Those that are looking to do that, really
understand that the Medicaid expansion in the state is really that emerging market
where they're going to capture more bottom line. Because they're not getting more
market share by the regular pay or private pay. They see that their opportunity for
expansion is that Medicaid population that's newly insured. And so they're looking for a
lower cost way to provide that service. So the business folks are trying to make a
business opportunity out of DHAT There still are some of those folks that are drinking
the Kool-Aid from the American Dental Association that's it's a lower quality of care
means of providing oral health services to your communities, and | hope you all don't
believe that. Because it's absolutely not true. There are enough studies out there that
have demonstrated that a mid-level practitioner not only in Alaska and that model, but
throughout the world have provided quality care that's on par with how dentists are
providing oral health care to your patients now.

Indian Day celebrations, our 10th year. Kudos again to Lisa for really pulling the team
together and making it successful. It started out rainy in the morning. | wasn't there. |
was up at Washington Dental Services retreat, so | wasn't able to be there. It started
out rainy in the morning but turned out very well. And | got one photo at the end of my
presentation to show you.

| sit on the Kaiser Permanente charitable fund, and we review grants for the local
Portland area, the I-5 corridor. So every once in a while | have a chance to go and
review grants, and make recommendations about how those should be divvied out.

The Northwest Indian College Foundation (not fountain. Sorry | missed that). The
Northwest Indian College did get a fountain with their new campus, so. I'm kidding. But
| sit on the Foundation Board for Northwest Indian College. So we had our quarterly
meeting. And also I've been talking with Dr. Freeman. You all know him. Dr. Freeman
and his wife have developed the scholarship that's specific for students that want to join
the health care arena. And so he's seeking my input not only in terms of how to set that
up, but also seeking my input on how to develop some philanthropy in getting that better

October 2015 Page 27 of 77



NORTHWEST PORTLAND AREA INDIAN HEALTH BOARD

QUARTERLY BOARD MEETING

Wildhorse Casino Resort - Pendleton, OR
MINUTES

funded so that we have it into perpetuity and not just as long as he and | are
contributing to it.

The Centennial Accord Meeting just a week and a half or so ago. It amazes me how
those have evolved to what they currently are. Cheryl was there. | saw Cheryl at the
front. And it's really a chance for the Tribes to sit down with the governor and the
cabinet -- somebody's phone.

And the governor and his cabinet and really address some of, not only the major
accomplishments that have been made through the year, but also identify opportunities
for a mutual agenda.

NCAI, here's where I'll tell you the story about my sport coat. | was leaving on the last
day after Brian was voted in by acclamation. He ran unopposed, and so congratulations
to Brian.

So I made a run for the airport, and in so doing, | was trying to catch the flight and
jumped out of the rental car and jumped onto the shuttle, got to the airport and
remembered that | left my sport coat in the back seat of the rental car. So | called them,
they said no problem, we'll put it aside. And | knew that Jim was leaving the next day.
So | called Jim and said "hey, can you grab my sport coat at the rental car?" And he
said "yeah, no problem." So he was using Hertz, | used Enterprise. So he went to
Enterprise, grabbed my sport coat, threw it in the car, went over to Hertz, jumped in,
and he left my sport coat in the back seat of the rental car at Hertz.

So it's on its way back from San Diego. And it will be back for the next meeting. But it
just went from one hand to the other.

Upcoming meetings this month, first | think it's on Thursday is the Idaho Tribes. Budget
formulation in November as well. Our accreditation meeting for PHAB is where we'll
actually review some public health departments and either make them accredited or put
an action plan for them to improve so they can achieve accreditation. We're going to
have our staff retreat. It's been two years since we've had a staff retreat. We'll all
reflect back on our accomplishments and prepare us for -- I'll let the bird out of the cage
here and that is for strategic planning, which January -- a portion of our meeting in
January will be for strategic planning. | think what we'll also do is try to make it a way
that it doesn't seem so much like it's that you're the first patient for the DHATS. We'll
make it seem like it's getting your teeth work done, but instead we'll try to develop the
process that captures the spirit of the input that you want to share with us, what
direction you want the organization to go, and helping you. And then we'll have the
actual board meeting for the Public Health Accreditation Board that deals more with the
policy, and we'll likely take some actions to cut costs to keep the fees at a more
reasonable level rather than the proposed 30-something percent.
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This is from Indian Day. This was a great thing. If you all have been to Portland
Pioneer Square, you know they have a metal post up with major cities throughout the
world, and they tell you what distance that the cities are away. And so we were at a
staff meeting at the board and we said "wouldn't it be a great idea if we didn't do that for
all Northwest Tribes? And had that down there during Indian Day? So that people can
have an idea of how close we are to Portland and Portland's living area." So we had
this made. And so we're going to have it at our offices, so you'll be able to stop by our
office. But we put it in Pioneer Square, and it was, needless to say it was a big hit. |
think a lot of people would come by and look at it. Certainly people, the Tribal
community in Portland would stop and they all took pictures with it, so it's -- already it's
gotten a few accolades for being there. And | apologize that it's cut off, but that's just
the way it imported into the PowerPoint. | think that what we'll do is probably try to
make it a little more permanent. The base is just a wood base, and | think we'll sort of
polish that up, and regardless of where we end up in terms of -- I'll give you an update
on our new building as well, as you know, You all gave me authority to use our contract
support cost funding to go after new office space. We met with the bank, and we are
starting to put together some pro-formas that we can go to prospective seller and give
them a snapshot of what our financial health is like, so that they'll take us seriously if we
make an offer on a building. So that's being put together. We have identified a couple
of build spots that we think would fit us in terms of square footage, location, and
opportunity for growth. One of the -- at least my leading candidate is down on
Macadam. The south end of Macadam. It's 30,000 square feet. We're currently in
17,000 square feet, so it lets you know there's quite a bit of extra space there. Likely
what we'll do is if we were to enter into an agreement for that building, we would lease
out the additional -- it's three levels. We'd lease out 10,000 square feet and there a
couple of candidates that we've already been talking to. ATNI is looking for office space
in Portland, so that would be easy to accommodate them, even within our current
square footage we have now, easy to accommodate. And then also NICWA is, and
they're right about that 10,000 square foot level currently, and they're already on
Macadam but just further north on Macadam. So those are possible co-tenants with us
in that building, and then we'd be able to use the revenue that's generated from the
lease to sustain the maintenance and other efforts for the building. So now that we'd be
a landlord, we'd want to make sure that we stay a Class A landlord instead of letting it
go downhill and have people regret moving into our building.

So | think that's it, unless you have questions for me. Yes, Tim?

Tim Gilbert: I'd just like to do a really quick shout out. Shawna Gavin and myself
received today the Umatilla specific data book. I'm going to Data book I'm getting the
titte wrong. We just received the Tribal specific morbidity/mortality report that we've
been waiting for for a long time, and we really appreciate Victoria and staff. That
information will be really valuable to us. Thanks.
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Joe Finkbonner: Thanks Tim. Just to let you know, that was the first one that's out.
And so we sort of cut our teeth on not only the elements of that report, but also getting
all that data put together. It's fairly sizable, too. | think it's a couple hundred pages in
length. So we're going to start mining those out to you all as we get them done. But
now that we've got the format and just need to populate the information to each Tribal
specific, so be looking for those, and be looking forward to talking to you about those.
And hopefully that generates some sort of questions for us to push us in a direction that
we can help you better. So, thank you for your attention. Yeah, Marilyn?

Marilyn Scott: There was a national behavioral health agenda that is being
established. The forum nationally for national for SAMSHA and that was introduced last
week at the National Congress of American Indians. | know that in Portland area, for
the Board, we had Linda Frizzell consultant that was representing the Portland area with
the Behavioral Health and the TTAG before. Do we have a behavioral health, you know
| know that IHS has Michelle at the area office as the Behavioral Health, but do we have
someone with the Board? Because my concerns about the activities that is going on
within Washington State, and the integration of mental health, chemical dependency,
and physical health, you know the whole effort that is going on within the state. Kind of
the initiatives that are being formed with integration of SAMSA and Medicaid priorities.
So I'm wondering whether we at the Board have a representative that will be aware of
the national behavioral health agenda and work with us, the Tribes, in an effort that is
changing in the states.

Joe Finkbonner: The answer is yes and no. It's never direct. I'm sorry about that.

But the behavioral health and substance abuse is one of the areas that is probably the
weakest for the board. And we've all talked about that. We ha Linda Frizzell for a while.
| was working on bringing Dr. Dale Walker, OneSky Center,closed up at OHSU. And
we went as far as moving his library down into our offices. And at that point we were
going to sit down and talk about pursuing some grants and other activities that would
bring Dale into our offices a little more routinely. And as you know, his wife passed
away about six months ago or so. And so we've sort of just let him contact us, other
than send out our condolences to him and remind him that we still want to have a
conversation with him about being engaged with the board a little more routinely. So
that's why it's yes and now. | need to renew that conversation with him and see what
his thoughts are right now, but also want to be respectful that he's still mourning. Thank
you all for your attention. (A PowerPoint presentation was presented)

Andy Joseph, Jr: Thank you Joe. All right. Have some announcements. Umatilla
has a staff person offering water aerobics at 7am in the hotel pool tomorrow. And the
Silent Auction is in the back corner, see Clarice, back that way. | was thinking | ought to
do the water aerobics at 7 tonight. Maybe ['ll stay away from those machines. But, OK.
Our next agenda item we have our program THRIVE and PTR update. Stephanie
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Craig-Rushing, Suicide Prevention PRT Project Director. There you go.

THRIVE/PRT Update

Stephanie Craig-Rushing: Thank you. Colby Caughlan is actually going to kick us off
this morning. And we're going to do-si-do each other here. We're just going to cover
some updates on the suicide prevention campaign that was launched mostly throughout
the month of September. Some crisis response protocols that the THRIVE project has
been working on. Some project and research updates to share. And some next steps
in terms of upcoming zero suicide trainings for folks who might be interested in those
topics. So, here you go.

Colby Caughlan: OK. So we have been to a few meetings, | think January and
October were the -- so a year ago, and then January. We came and we talked to you
guys about a new suicide prevention campaign. And ta-daa! We have it here for you
today. So we're very excited for this. As Stephanie said, it launched in September for
World Suicide Prevention Day was September 10™. And | know a lot of our
communities did maybe a walk or a memorial event or an awareness dinner or
something within the schools to educate about suicide prevention and awareness. So
I'm so glad that all of you were able to do that. With the campaign, we have posters.
We have flyers. We have a rack card. We have a temp card. And we have these
lanyards that Stephanie is handing out, and hopefully we have lots of extras for
everybody at the tables and chairs. And we also have something new. It's the lived
experience videos, which we will go over, and we'll have you guys watch one in a
couple minutes. And we have T-shirts, radio, public service announcements, and we
have flash drives that should be delivered to us on Friday that have downloaded on
them already the radio PSA and the Lived Experience videos. And we'll be sending one
or two or three, I'm not sure how many we have yet, but we'll be sending them out to all
of our Tribes, probably next week.

Let's see. So this is one of our posters. And I'm hoping that you guys remember that
we talked about doing this suicide prevention sign, and we really wanted something to
show across the generations. And we wanted people to know that it's not just teens that
die by suicide. It is across the board. Suicide knows no boundaries whatsoever. But if
we really think about our communities and all the people that help us if we're feeling
down, it could be anybody. It could be somebody that's 6. It could be somebody that's
76. It does not matter who's there to support and help you. So we have these signs
that were created from youth and from folks that work with youth, and parents, and
grandmas and aunties and grandpas, and what we came up with -- so the first sign is
"you're a gift from the creator. You will pass on our traditions. We need you here." "We
know you are in pain. We can heal together. We need you here." "I've been there. We
will get through this together. We need you here." And then "my life matters. | am here
for a reason. My story has just begun." So you notice this one is a little bit different.
And the reason it's different is because we also want people to know that there are
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others in the same position, different reasoning’s maybe, but they, you can also work
with each other to try to talk about your thoughts of suicide and maybe get through that
together. And to really know that people at all levels in their life right now, depending on
what's going on, what their situation, and if there's conflict, if there's anything going on
at school or at work, and that it doesn't matter who you are, but no matter what, your
story has just begun. Or maybe you're continuing it, and we want you to continue so
that you can eventually pass on all of your knowledge and all of your wisdom to those
generations coming up.

And so far we've gotten wonderful feedback on this. People love it, and they like the
fact that we've gone across generation. And again, all of these things came from talking
to you folks at this quarterly board meeting, going to youth conferences: the Northwest
Indian Youth Conference, the Unity Conference for Youth, | can't even name all the
other ones that we've been to.

| do want to show you one of our lived experience videos. So we talked to three native
youth within the Pacific Northwest, and they told us that they would be willing to go on
film. We got consent forms, everything done. And tell us -- Chris, do you want us to
use it through YouTube, or through -- whatever way we want? OK. And so we have
three videos. The first video is of the three youth. Just talking about how two of them
have attempted suicide, and then the other one has gone through with the passing of
his father, who killed himself. And that's kind of a teaser video, and it's just like "hey,
we're promoting the fact that we're coming out with two more videos." And all of this
can be found on YouTube or on our website. And the link is on your iPads. | don't
know if you'll be able to do it with all the people here with the bandwidth, but you can go
during lunchtime or something and check out the video again. And then the second
video is actually, he's from Nooksack, Hamilton Seymour, and he introduced the First
Lady at the Tribal youth gathering in DC this past summer. And he talks about his
struggles, that how his culture really grounded him when his dad died by suicide. And
then the third video, we're going to show you now. And this is the two gals that have
attempted suicide. And then a third adult female who has struggled with suicide
throughout her life. And what has helped her. So, enjoy.

2:23:01.9 [Suicide prevention video.]
Colby Caughlan: OK. What did you guys think? ['ll just run down here.
Brent Simcosky: I'm not very good with my phone. You text -- ?

Colby: So you text the word "start" to 741741. And what it will do, is it will prompt the
suicide prevention lifeline. And they'll start a chat with you.

Brent Simcosky: Oh, a chat.
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Colby Caughlan: Yes. And what you can do with that too, is if you are a person who is
concerned about somebody who's thinking about suicide, you can text "start" to 741741,
and ask the folks on the other side of the chat "what do | do? What do | say? I'm so
scared right now. | don't know what to do." And then it also helps with your own mental
health to do that. And then you might feel better equipped to talk to somebody that has
been thinking about suicide, especially if you haven't been able to attend an Assist
Training or QPR training, that's Question, Persuade, Refer, or Applied Suicide
Intervention Skills Training.

Brent Simcosky: Is there any -- again, | have to take my phone to my daughter and
program it for me. One of the things I've always heard from counselors who are working
with suicide prevention stuff is that when a person is in need, they don't have the
number there. It's not on their phone. They don't have the text thing. Is there an easy
way, like a hashtag thing that somebody can remember, that if they just needed suicide
prevention or something, a number would come up and send them to that chat or
something? Because if you're in need and you're thinking "OK, I'd like to talk to
somebody," but you don't know what to do?

Colby Caughlan: One easy way is 1-800-SUICIDE. 1-800-273-8255. That goes to the
same place. That's 1-800-273-TALK. But a lot of people don't have those phones
anymore that give the letters with the number. So if you actually all would like to take
out your phones, and program into your phone: 1-800-273-8255. That's 1-800-273-
8255. That's the national suicide prevention lifeline number. And if you dial 1 after, so
for a prompt, it can go to veteran's line specifically. We've talked to a few folks that
have a crisis clinic that picks up calls from the lifeline, and they definitely would love to
have, you know dial 2 for American Indian / Alaska Native. But there haven't been
enough volunteers to work at those call centers, to volunteer their time at the crisis
centers, to be able to pick up those calls to say that every time you press 2, you'll
actually get somebody who understands the culture and traditions that are within a lot of
the Tribes. So that's something that if we really want that prompt number 2 for
American Indian / Alaska Native, we really have to recruit folks to volunteer at the crisis
centers within your states.

MALE SPEAKER: |got 800. What else?

Colby Caughlan: 1-800-273-8255. And | don't know, | don't think there's a hashtag for
the lifeline. I've not heard about that. I'm sure you could probably search it.

FEMALE SPEAKER: Can you repeat that number again?

Colby Caughlan: Yes. 1-800 --
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FEMALE SPEAKER: You neediton a -- just --

Colby Caughlan: | know. | don't have it. Let me see if the poster has it. | don't think
it's big enough. 1-800-273-8255. It's right there. It's very small, though. So it's on your
iPads.

FEMALE SPEAKER: And then "start" to 2417

Colby Caughlan: 741. Or text "start" to 741741. You can also do an online chat. So if
you go to their website, the National Suicide Prevention Lifeline's website, you can click
and start a chat as well. Kind of like AOL if anybody remembers that. Little dialup for
you. OK.

So the next thing -- Steph's handing it out right now, we'll hand it out to the folks behind
the horseshoe in a second. She's handing out this blank flyer that you see here. And
the reason we did something blank is because we wanted something that you could do
as an activity with your community, especially with your youth. And #weneedyouhere.
Does anybody want to explain what a hashtag does? OK, well | will try. So Stephanie
and the rest of the project Red Talon team are amazing with social media. And they
were hounding me. "Colby, you have to do a hashtag for the We Are Connected, We
Need You Here campaign." And I'm like "why do we need a hashtag? Not everything
has to be social media!" Well, it has been amazing. I'll tell you what. It is a great way
to promote positive behaviors and healthy lifestyle. So the reason we put the hashtag
on this is we want you to draw or write words, write them big. We've got a whole bag of
pens here that we'll also pass around. And you write really big any words of hope,
wisdom, anything that you think will really help somebody, if you were to look at this as
a billboard. They get 3 seconds to look at it and read it. And it says "Dig deep. Paddle
hard. Together we'll get through rough waters." If somebody read that, or you read
that, you might say "oh my gosh! | want to live. | want to get through this. Somebody
can help me get through this." And -- sorry, I'm thinking and doing this at the same
time. Multitasking. And so we want you to write your own words of hope on here. You
don't have to turn them in. This is just -- can you doodle throughout today and write
something awesome or make a really cool graphic or a symbol or whatever you would
like to do. And if you have the capability, and want to (it's up to you), you can take a
picture of it -- just of the piece of paper itself after you've drawn on it or written on it, or
you can have somebody take a selfie, or what is it? You have to take your own selfie.
Somebody can't take it for you. I've never done one! | don't know. So you take a selfie
with your card, and upload it to your Facebook page if you have one, or if you have a
Twitter feed or an Instagram page or anything like that, and then you type within your
litle comment box "hashtag," so the pound sign to a lot of us, #weneedyouhere. All one
word. And what it will do is it will link your photo and your words of hope, words of
encouragement, empowerment, to all the other signs that people have
"#weneedyouhere." So since early September, people have been doing this. And we
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have over a lot of thousands of them. Stephanie has those analytics. And it's amazing.
So |, yes, had to bow down to the rest of the team and say "you were right. We needed
a hashtag." It has gone hugely across the country. We've been in Indian Day Today.
And it's just very exciting. So please do that. These were some of the ones that have
come in, and so this one right here, | think this was one of the first ones that came in.
"Place your hand over your heart. Can you feel it? That is called purpose. You're alive
for a reason, so don't ever give up." People from ages 10, probably, up to 70 have
been doing these. And they've been absolutely amazing. So please take the time to do
it if you want. And you can post it in your cubicle or your office or at home. Just for
your own empowerment as well. Your own words of hope, to remind yourself why living
is so important to be there for others, too. Not just for yourself.

So I'm going to hand it over to Stephanie, who's going to do the analytics now.

StephanieCraig-Rushing: So the Indian Country Today had a really wonderful sweet
article showcasing native youth in the Northwest, and we have 50 youth ambassadors
who help support and spread information about the WeRNative website. And they went
to their communities, went to these sites and did all the activities. So if you have the
chance to check out this article, it just talked about what they were doing in their
communities to spread this message. But in terms of overall reach, for us, it's very hard
to kind of quantify the media campaigns that we traditionally send out: posters, the tip
cards. It's hard for us to know how many folks have seen those materials. So we get
very geeky over these online analytics that allow us to capture who is sharing or liking
or sharing the materials, and using these hashtags. So we had over 205,000 likes,
shares, and comments related to the WeRNative, or We Need You Here campaign.
80,000 folks visited the WeRNative website as a result of the campaign pushing them to
those sites for more information about suicide or how to help a friend in need. We had
nearly 22% of our folks were returning to the website. And almost 80% were new
visitors to the website, which is really exciting for us. Driving new, young people to seek
health information from We Are Native. And this breaks down that 205,000 by different
media channel that we use. So we have a website, a text messaging service, Facebook
page, and most of that viewership was driven on our Facebook page. But also nearly
4,000 of minutes of video viewed from the three lived experience videos, which is really
neat to see.

So now I'm going to pass it over to Colby to talk a little more about the crisis response
protocol they're working on.

Colby Caughlan: OK. So when we do our presentations, we also like to put you to
work. So, I've got something | would like you guys to look at, that's going to pass
around. And you can jot down notes on it, or what you can do is shout anything out to
us, and Steph will write it down. And | want to let you know that the reason that we're
doing a template for crisis response, | know this is actually for Ebola. Don't worry, I'll tell
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you why. |s because -- oh my goodness, maybe three years ago, it was something that
was actually brought up at a Behavioral Health committee meeting here, that said "you
know what? We don't necessarily have a crisis response protocol that's just a one-
pager, that's really easy to use." A lot of us can go to the protocol binder, the binder,
and be like "OK, so | do step one, and then there's like A, B, C, D, E, F, G, H. OK, now
step2: A, B, C,D, E, F, G, H." So there's so much stuff in there. So what do you do if
you're just front desk, somebody presents suicidal. And you go "uh, uh, | don't have
time to do A through G. What do | do?" So we wanted to just do a slab one-pager, can
sit somewhere in your clinic -- and this is for clinics right now. We can go through for
education and do all of those other departments and those areas later on. But we
wanted to at least get one out the door. So we have been talking with you folks | think
over the past year and a half at quarterly board meetings, asking what you would want
to see on a crisis protocol template, and what we did was we also looked back at some
templates that were pretty easy to read, and made sense. So one of those happened to
be "What to do when you're presented with the Ebola virus." So that's why this is up
here. It's just something that we looked at, and we want to eventually make ours very
easy to use, like this.

So Stephanie is bringing around a copy of just a very generic version of our template
right now. We do want to pretty it up, but we didn't want to make it so when you're just
writing down your own comments on it, we wanted to have white space and places for
you to actually comment. But eventually it will look fun and pretty and work for our
community. Something like that, maybe. Or maybe something where we just have very
few words and a whole bunch of graphics. We haven't decided. So these are kind of
just options of what it will look like in the future.

But what I'm hoping that you notice is that if you flip to the backside of the crisis
response model that we have right now, there is a resource directory. So we turned it
into a two-pager. But you know, you can just flip-flop so you can print it on one piece of
paper. And the backside would be for somebody at your clinic to fill out. Numbers,
names, and anywhere that you need to contact, anybody you need to contact if
somebody does present suicidal, or there was an attempt. This is not for a completed
suicide. So, just know that. But these are things that, again, if you're sitting there and
somebody's in crisis, and you don't remember the number but you are in the clinic,
where do you go for all the places that you could call or talk to if the nurse is in the room
with another patient? Oh, well | have this thing that's posted on the wall, and on the
back of it, there's a whole bunch of numbers. So, awesome! Let's start with that. So
that's why we put that on the back, is to have it at our fingertips.

So for this crisis response protocol template, we've had a few versions of it already.
The first version used to be portrait, not that it's that big of a deal, but you can read
things better landscape, and you can fit more on the page, to be honest. So as you're
reading this, if you notice there's somebody -- a patient walks in, or a friend or a family
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member of the patient walks in to the front desk and they say you know, this person is
suicidal. What do I do? Or "I'm suicidal. What do | do?" Or maybe they filled out their
depression screening form, and the front desk staff or the people that maybe look at
that form, count up those PHQ's, whatever you need to do, and then they say "oh my
goodness, this person is suicidal," what do they directly go to? Behavioral Health
specialist? Well, in some places, they actually want you to go to the cultural advisor if
you have one in your clinic. So there's different options and different ways, and different
things that you can put on your protocol. Once we're done with this after having lots of
vetting and talking to a lot of people, and talking to you guys, we want -- we would send
this out in a Word Document so you would be able to make changes as you see fit in
your own clinic. This is something that we want people to make personal to them. |t
shouldn't be something that us, the Health Board, we don't have a clinic at our office!
So we don't know if this is going to work perfectly for you. We just are creating this
based on all of the conversations that we have with folks that work at clinics.

So is there anything that you want to point out right now? Or you can take your time
and fill it out and we can pick it up after lunch, too. Anything? Oh, I'm sorry. Did
anybody -- we printed like 90. So many people are here today!

Cheryle Kennedy: My question is on your response, suicide response model, family
and friends. The -- | guess this -- when you talk about clinical depression, which | think
many of these lead to suicide, and families, | think that families are aware there's
something really, really wrong, but really not know what to do when | think sometimes
thinking all they need is rest. And not knowing that also, | guess, deepens the
depression. So in the work that you're doing, is that addressed somewhere?

Colby Caughlan: So, kind of like a community level aspect to it? Not right now.
Because that can go into a lot of detail, and we wanted to start one place that we knew
could have a beginning and an ending. And then we'll go into the education. So people
asked about schools. And a lot of people have asked about in the community. What
should we do? And unfortunately there are so many things you can do at a community
level, and you don't have as many policies and protocols to follow that your clinic has
written down already, that could be endless, like | said. But yes, it is something we
want to do. It's just we want to start with something with a beginning and end right now,
and go from there.

Stephanie Craig-Rushing: And communicating to parents and family members around
trying to identify risk that is in the media campaign materials. So if you had families that
you wanted to educate, tip cards and the rack cards are information for them.

Colby Caughlan: And also utilizing WeRNative. So there are mental health pages
within WeRNative's website. And youth can go to that, and even parents. It doesn't
really matter who you are, if you just want to gain knowledge about suicide and also
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self-harm. We have information on that there. And on those pages there are some
things that say, | think one of the topics is "I'm concerned about a friend of mine. What
do | do and what do | look for?" So the suicide warning signs, and how to talk to them
or how to refer them to somebody that they would trust and talk to, and hopefully a
health professional, but for some folks that's not the way to go right away. But there are
definitely tips on there, and there are some Ask Auntie videos. | know Joe referred to
Ask Auntie, and there are some of her videos talking about how to talk to somebody
about suicide as well.

Andy Joseph, Jr: Are we going to get a new Auntie on there? Because it sounds like

Colby Caughlan: Auntie is sticking around.
Andy Joseph, Jr: OK.

Colby Caughlan: She is still working with WeRNative, remotely, just for the We Are
Native, Ask Auntie section. She wanted to stay on for that.

Andy Joseph, Jr: Well, that's good. Good news.
Colby Caughlan: Yeah.

Andy Joseph, Jr: Because | refer people to WeRNative all the time. [ just think it will
save lives and help people ease their stress. Thank you.

Colby Caughlan: And the fact that on that website there are so many different ways to
learn information. There's just reading. There's facts sheets, posters, all that normal
stuff. But there's also audio and video of people talking about their own experiences
with various topics. It's not just suicide, obviously. With physical health and with
nutrition. So it goes the gamut of everything that would be considered a healthy
lifestyle. And really learning from your peers, which we're coming back to that peer
learning model and how important it really is and how helpful it is.

So the crisis response model, let's wrap that up. Does anybody have anything they
want to say out loud? Or do you just want to mark it down? Because | know a lot of
you, we're luck that we do have Tribal health directors in the room as well. So | know
there might be a lot of jotting down notes. And if you have a way to make it pretty, feel
free to mark on it that way as well.

All right, so we're going to move forward. Here's my clicker. And Stephanie's up.
Stephanie Craig-Rushing: So this is kind of a good segue. When | was last here,
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providing an update on WeRNative and the work that we were doing, we were
partnering and presenting with the Seattle Children's Hospital. They have an
adolescent social media research team that looks at similar issues that we work on with
youth, and we had been meeting with health educators in the regions who brought up
the concern that young people were posting content on social media that was
expressing either harm to self or harm to others or things that a viewer might be able to
identify the youth as "at risk" and potentially provide some sort of intervention to. So we
did a series of focus groups with youth in the region this last summer to get a little more
information on was that a true experience for them, are they seeing these and what are
they doing in response, what do they need to be better equipped to respond to those
sort of concerning social media posts? And just as we kind of anticipated, all of the
youth in the room had witnessed these sorts of posts in social media. Many of them
were acting upon those messages along, trying to either meet with the friend in person
or message them. And many felt that the sort of response that they were providing to
the youth was not effective. And so during those focus groups, we brainstormed with
the youth what sort of ideal programs would be for them, to help support them when
they're seeing this content or have friends or family members who are posting that sort
of content. And overwhelmingly, the young people said they wanted an adult to help
support them and intervene appropriately. Which isn't very exciting to us. We started
working with the health educators in the region. And during the focus groups, the youth
also said they were interested in inspirational videos that would help educate them
about how to respond appropriately, tips and resources like WeRNative.

But we started asking health educators if they'd seen these sort of posts, and just for a
show of hands in the room if you're on social media, have you yourself ever seen that
sort of post that would either be kind of either depression expression, or suicidality or
something that made you alarmed about the mental health, the health well-being of a
friend or family member. Any folks in the room? Yeah? And so many of the health
educators that we have been talking with over the summer said they don't feel equipped
to respond to those sorts of messages. So right now we're working on media messages
to youth through WeRNative's website communication channels that would help equip
them. We're also working on a grant with Seattle Children's Hospital that, if it were to
be funded, we would be developing some educational tools for Tribal health educators
and parents working with those young adults to help support them. So those things, we
really appreciate the feedback that the youth in the region have provided in building
those materials. And if folks aren't aware, this summer Facebook also released a tool
within its system so you can go in and report those sorts of concerning posts, but it's
really hidden. Does anybody in the room know about this new reporting feature? See?
Nobody knows about this!

So if you, this is Celena, our colleague at work. If you see a message in her, on your
Facebook sheet, and you are worried about that message, in the top right corner,
there's a little triangle that | kind of like, with a little red dot there. And it allows you to
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report the post. And then if you click that, it's going to ask you why you don't want to
see it. And you would have to know to click "l think this shouldn't be on Facebook."
That's not intuitive. But you would have to know how to do that. And then it would ask
you why, what's wrong with this post? And you could then click the option that says "it
advocates violence or harm to a person or animal." And then if you click that option, it
will give you the opportunity to direct message the person, or Facebook will follow up
directly, providing a mental health counselor to that person, to counsel them through the
Facebook communication channels. So it's kind of a really hidden functionality in
Facebook, and this is the sort of information that will be important materials for youth
around how to access and use these tools within Facebook.

Kind of moving the topic along to another project, Jessica Leston and David Stevens,
who have been working on a number of kind of clinical support tools, so clinics will soon
be receiving personalized reports on their HIV screening, STD screening, and Hep-C
screening. Every Tribal clinic should receive their own report in the next two weeks. So
be on in lookout for those. And Jessa can provide really tailored kind of support of your
clinic in terms of developing EHR binders or other policy practices if you're interested in
improving your STD/HIV/Hep-C screening numbers. And | know that Dr. Rudd will be
presenting tomorrow on Hep-C, but we also have some support that we can provide in
terms of we can remotely access your Hep-C screening numbers in order to create a
staging panel for your Hep-C patients. And this will help you identify those patients that
might be in most need of treatment and help kind of your planning around Hep-C in your
clinic. So if you're interested, we can remotely help support your clinical develop these
panels.

We're also working on a project to better understand intravenous drug use and its
impact on Hep-C spread, and so she is working with Oregon branch clinics across
Indian Country to do interviews both with community members who inject drugs and
with clinicians in that setting to better understand what sort of services and resources
are needed to support planning around injection drug use and HIV/Hep-C transmission.
So these projects with a resolution around this project that will be discussed at lunch
time today.

And she also has a library of educational materials around Hep-C, so if you're interested
in those materials, get in touch with us also. We'll make sure you have some of those.
And any questions around either of those projects? OK. We're on the last leg here.

Colby Caughlan: So this is exciting! Now we're back to suicide, right? We talk about
HIV, hepatitis C, and suicide. We're the fun ones in the room! At least we won't show
pictures or anything. Sorry, that actually was totally -- | didn't think about that before. |
apologize.

OK. So zero suicide. Has anyone heard of this new strategy? Zero suicide model. All
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right. OK. Well, I'm here to help with that. The zero suicide model is something that
came out of lots of folks talking about the national strategy for suicide prevention. Goals
8 and 9 specifically. And also talking with the National Action Alliance for Suicide
Prevention, where we do have an American Indian / Alaska Native task force, which we
actually just met in person on Friday in DC. And it was a wonderful meeting. We have
lots of to-do's for the next couple years. But for Zero Suicide, what it is is just a
standard. | think we all really want to get to zero suicide anyway, so they coined it "Zero
Suicide" strategy. And it's something where there's a tool kit online, and it just helps
you go through steps to talk about focusing on error reduction and safety and health
care, and how striving for zero is really the best thing. And if you get down to one or
two suicides, and this is within a clinic system, that that's awesome, but we always want
to strive for zero when it comes to suicide.

So the two goals from the National Strategy for Suicide Prevention that specifically
relate to Zero Suicide, were like | said goal 8 and 9. Goal 8 is to promote suicide
prevention as a core component of health care services, and goal 9 and to promote and
implement effective clinical and professional practices for assessing and treating those
at risk for suicide. Suicidal behavior. The foundational belief of Zero Suicide model is
that suicide deaths for individuals under care within health and behavioral health
systems are preventable. And it's a relatively new approach, but it's definitely being
embraced by large health care organizations as well as Indian Health Service and
individual clinics around the country. So it's definitely a priority at the national level as
well as regional and local levels, just depending on where you're located. And
ZeroSuicide.com is where you can find the framework for this systematic clinical suicide
prevention and health care systems. And again, | want to stress that this is for a health
care system. This is a system wide change. This is something that will help in a
community, but it's not based in the community. It's based at the clinic level. And the
reason | do stress that is because there are components involved like your EHR
system, that you need to be able to track all of your patients, have they had follow-up,
are they being seen for suicidal ideation, are they being seen for depression? Two
separate things. They coincide sometimes, but they are two separate things to treat in
many cases.

So a great thing to look at would be this model here. So this was adapted from James
Reason's Swiss Cheese Model of Accidents. So if you notice, there are lots of holes in
Swiss cheese obviously. So a suicidal person could really from the start of patient care
to, throughout their entire patient care adventure | guess you could say, they could fall
through cracks at really any point in time. So they could present at the clinic and have
their first appointment with a doctor for a cut, a really deep cut on their foot. Well, if
we're not doing suicide screening for every person no matter what they're there in the
clinic for, behavioral health or the medical side, then they might fall through the holes
because we're not asking about depression at all, and we're not asking about suicide at
all. So they could fall through that first hole. Maybe they go and they have depression
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screening, or they talk to their doctor and their doctor asks them directly, you know, "you
seem very down today. Have you ever thought of suicide," and they say yes, well good.
They're not falling through the cracks. But then for follow-up, they get a mental health
appointment. What if they don't go to the appointment? They could fall through the
crack again. So then there has to be protocols in place for real, substantial follow-up,
which is very hard to do based on staff time, based on getting ahold of the person. Is
the contact information correct? So there's a lot of things that go into the system wide
change. And there's a lot of holes that we want to fill so that we don't have patients
falling through the cracks. So that's why this is such a great image for Zero Suicide and
how it focuses on patient safety and error reduction.

Some things | underlined here that | thought were really important is that current
research strongly supports targeting and treating suicidal ideation and behaviors,
specifically and directly, independent of diagnosis as well as any diagnosed mental
health or substance abuse problems. And the reason that | think researchers have
been talking about this and the fact that it has been shown is because there are folks
that could have very highs and lows for their depression, and they get that treated and
they get that stabilized. But they can still have suicidal thoughts, because their suicidal
thoughts may not be completely linked to their depression. It could be things that are
going on in their life. It could be a trigger of a loss or a significant change in their life,
and that's not always directly related to that depression as a chronic condition. So it just
depends, obviously, on the person. But we want to think about it as another option, is to
treat people independently of just their mental health diagnosis as well.

And also, that again, | said this so many times. The system wide change. So thisis a
health -- this model is something that has a premise that systematic approach to quality
improvement is very necessary, and with quality improvement obviously, that's patient
safety. That's compassionate caregivers. That's filling those holes within the Swiss
cheese model.

So what I'm trying to do right now is just give you a really quick overview, and if this is
something that you're interested in, you can let us know and we can help you get the
documents you need. There are some documents that you would want to do with your
work force, and talk to folks about, and see if it's something that you're ready to take on.
Everybody always strives for zero suicide of course, and we're doing that every day and
all of us care and really try to help patients, but at the same time, this is something that
maybe would just be a little bit more structures if you are ready and want to do
something like this. But your model may be working that you have in place already.
Absolutely. Just another tool.

So there are seven key elements to the Zero Suicide model. You see here lead, train,
identify, engage, treat, transition, and improve. So the approach represents a strong
commitment to patient safety, the most fundamental responsibility of health care. And
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also to the safety and support of clinical staff who do the demanding work of treating
and supporting suicidal patients. So | would go into each of these, but that could take
forever, and you know, these are just the core elements. There's little things within
each one that are really important, and obviously leadership is the biggest one to start
with. | think we all know that.

In the Pacific Northwest, we have three Tribal clinic sites that are implementing Zero
Suicide as partners for the Garrett Lee Smith grant, which is a grant that we have for --
we finished year one. We're in year two. So we have four more years if you include this
year. And so they're using EHR. Two sites are using Next Gen, and one site is using
RPMS. And each has a site coordinator who leads their clinic's efforts. And we provide
as much technical assistance to the site coordinators as possible, as does the Suicide
Prevention Resource Center. And they're a leader with Zero Suicide as well. And each
site receives around $23 - $25,000 a year to support their Zero Suicide activities and
their site coordinator. And what we did with these Tribes is we did a two-day take-off
training. So they had as many of their Clinical Behavioral Health staff as possible, and
some folks tried to invite their dental clinic as well, because they want to include, since
they're included in their EHR, they might want to do the depression screening and
suicide severity screening as well. And we talked to them about Zero Suicide, what it
meant. What this whole system wide change could really look like. And we talked to
them about how would you see it in your own clinic? What do you want to see? What
do you need from us to assist you? And we also had them implement their
implementation team or an advisory team, whatever you want to call it. And they're the
ones that meet every 4-6 weeks to talk about how are we doing with putting in
depression screening and the Suicide Severity Screenings that exist within our EHR.
Have we talked to the representive from Next Gen about creating an easier template, an
easier screen within our EHR to put that Columbia suicide severity risk screening form
in there, so that it's embedded, so you can run a report, so that when you have an
upgrade, it's not all of a sudden poof, gone, we have to do it over again. So we're
having all those conversations. We're hoping to have meetings with Next Gen in the
next little bit. IHS | know eventually will be doing the whole RPMS system because IHS
is really taking on Zero Suicide as a whole as well.

There are a couple things that people do to start Zero Suicide. So on here it says an
organizational assessment and work force survey. So that's really just to get a baseline
of what do people know about suicide from their janitors to your front desk staff, to your
grounds keeper to your clinician to your ARNP's to if you're involving dental, to all of
those that work in dental, to medical records, finance department, | mean this is your
entire work force that has your clinic running. Both sides -- behavioral health, medical.
Doesn't matter. As a whole, what does it look like? And then we break that down into a
report. And we talk to our clinics about -- OK, this is what we're seeing. There are
people that are really uncomfortable talking about suicide. And it tends to be the front
desk staff or the medical records staff. So let's focus on the first year training all of your
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staff, and | mean everybody. Everybody that could potentially talk to a patient, even
about the cups for the water station. They might talk to that person about that. So
everybody getting trained, to feel a little bit more comfortable with suicide prevention.

So it's a really exciting new strategy, and it just really helps put it into perspective that
there can be, OK step 1, get your leadership team together. Step 2, let's look at our
crisis protocols. Step 3, let's look at what we have for our EHR and what templates do
we have to talk about suicide and suicide prevention. So it's not a complete "how-to"
model, but it has a little bit of structure that makes people feel a little bit safe with "OK,
we don't have to do this on our own. We don't have to make it up as we go." There's
something that's created for you as kind of a guide. It's not, you know, do this or you're
not part of the Zero Suicide model. That's not how it is.

So coming up, with our new MSPI funding, we don't have enough funding to completely
support an entire implementation, but what we do have, and we will be sending out
recruitment for this in December probably, is we hope to offer three Zero Suicide
trainings, one to two days, in the Spring of 2016, for any of our Northwest Tribal sites
that don't currently use the Zero Suicide model, and that don't have MSPI or GLS
funding right now. There's going to be a list of eligibility requirements, just things like
that: they don't have Zero Suicide already, etc. etc. And then we'll provide post training
implementation technical assistance. Again, we don't have enough funding to actually
do the implementation completely with you and fund that, but we can absolutely walk
you through all the steps and tell you "this form has worked for these folks. This
template in HR has worked for these folks." And we can give you all of those options.
And then we would want to do quarterly check-in calls to make sure that you're feeling
comfortable with your Zero Suicide model.

So again, just look for that coming across to your email desks or emails in December.
So that's just in a very quick nutshell of what Zero Suicide model is and how it's really
an emerging strategy, and so many folks are jumping onto it because although it's a lot
of work at the beginning, it has a lot of payoff at the end. There's definitely been a clinic
in -- | think it was in Detroit, and they got down to absolutely zero suicides after their
fourth year, within their patient load. So not the entire community, but within their
patient load. Soitis possible.

And now we are going to -- what time is it? 12:16? So do you want to do a quick We
Are Native and then let people eat?

Stephanie Craig-Rushing: So just as a next step for WeRNative, technology changes
quickly. Our website is getting a little clunky. And we're finding users are having trouble
accessing the mobile version of the website. So we'll be going through and doing a
major overhaul of the WeRNative website over the next three or four months. So look
for hopefully by the next meeting to see some really exciting changes in the functionality
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of our mobile WeRNative website.

Colby Caughlan: That's it! After lunch, | think the break after that is around 3:15. And
so at that time, during that break, if you just want to leave any of the documents, if you
wrote on any of them, the crisis protocol document or if you want us to take your
#weneedyouhere flyer and you want us to upload it, just leave it on your table towards
the front, or leave it on your chair. And we will pick those up during the final break of
the afternoon around 3/ 3:15. So again, you can jot stuff down throughout lunch and
just after. And does Andy break this? Or -- Andy? Thank you everybody for having us
here today. (A PowerPoint Presentation was presented)

[Applause.]

Andy Joseph, Jr: | always like the WeRNative and trying to get as many people
looking at it as possible, because there are some really good, positive messages, and
the text line, you get a text every week from them, and to me that's really good. You
know, some of our young people, the contests for some of the money that some of the
kids can get is helpful as well. So thank you, ladies, for your energy and moving the
thriving WeRNative. So thank you.

OK, on our agenda, we have our working lunch. It's | see the lunches have arrived, and
as for our Delegates to work on the committee that they worked on. The Elders
Committee is going to be back in that area with Therese and our Veterans. Where's the
Veterans' Committee going to be? OK, it's going to be on this table over this way. Our
Public Health, Victoria is going to be over in this area. Behavioral Health, Stephanie,
back in that corner. Personnel is going to be right over this way. And then the
Legislative Committee is usually up here at this table. So are there any new Delegates
that we need to acknowledge or if you need to get an orientation?

LUNCH.

Federal Marijuana Policy & State Legalization

Jim Roberts: | hope you don’t have the munchies either, because you're back from
lunch. Right? I tried to get this item at the agenda at 4:20 today, but it just didn't get on
there. | could keep going on and on and on!

OK. So the purpose of this presentation is that I've had several of you in meetings
along the way, either here or at ATNI, ask me to do a session on kind of what the
impact would be, federal funding or your IHS funding more clearly, would be if a Tribe
decided to get into medical marijuana. And then also you know, what would be -- could
medical marijuana be allowed in an IHS facility in light of some of the kind of legalization
that's been going on around the country. And I finally, and this is not where I'm an
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expert, but | have heard about presentations and | talked to Lael Echohawk who has
done a lot of work around marijuana and presentations about this. In fact, she has
loaned me some of her slides to use in this presentation, about what the implications
are for Tribes in states where marijuana has been legalized. And then finally I'll just
discuss potential issues from a non-legal basis. So just mostly informational.

And | think | pulled together kind of enough Federal policy and some of the statutes that
govern the regulation of marina in this. So | think it can be relied on, but at the same
time | think there's a body of law that's actually evolving around medical marijuana and
Tribes in the country right now. And a lot of seminars and a lot of kind of analysis that's
going on, still underway right now.

So my disclaimer kind of goes along with what | just said. I'm not an attorney and by no
means should this be considered a legal analysis. And this is the most important part |
want to make a disclaimer. The fact that | am doing this presentation should not be
construed that | am an expert about the use of marijuana. OK? [ just want to make that
clear.

Now, | was going to start my presentation. You can't ever have a discussion about
marijuana without talking about Cheech and Chong first, right? So | hope you're ready
to begin. But | wanted to do a little video clip. But as | went on YouTube and the
internet to find video clips, | could not find a video clip where these guys were not
cussing in some form or another. Because those of you that are familiar with Cheech
and Chong movies will know what I'm talking about. They do a lot of the S word, F
word, and you know. A lot of wow too. So.

So this slide right here kind of gives a graphic on the states that have legalized
marijuana around the country. So you'll see in green, Washington state and Oregon
being one of them. And now also Colorado was the first, and Alaska. And also | think
DC is in here, too. That allow recreational and medical use. So there's two ways that
marijuana is legal. One is for medical use, and the other is for recreational use. So in
two of our states, we have it legalized for both recreational use but also medical use.
And then yellow or orange are those states that allow medical use of marijuana. So you
can see, you know, about 3-4 years ago, there were probably two states that were on
here, Colorado being one of them, and California the other. So within three years, this
issue is really starting to become rampant across the country with states legalizing
marijuana. If you look at Nevada, Oregon, Washington, California, Arizona, New
Mexico, Colorado, all of those states, and Montana, all of those states have Tribes in
them. So this is going to be kind of a concern for Tribal Leadership in terms of what
they do with this.

So across the country, four states for recreational use. 23 States for medical use. So
over half of the country. And the reason why this is important for Tribes to begin to look

October 2015 Page 46 of 77



NORTHWEST PORTLAND AREA INDIAN HEALTH BOARD

QUARTERLY BOARD MEETING

Wildhorse Casino Resort - Pendleton, OR
MINUTES

at, you know, there's a lot of money to be made here. In Colorado when | was there,
they still have it, we had the kicker tax. So if the general fund exceeded a certain
percentage, then the state government had to issue a kicker tax or return part of the
taxes to the taxpayers. The payments that are going to Colorado taxpayers has been in
the $300 range for, depending on what your tax filing status is. So they're receiving a
good chunk of change back in addition to funding a lot of the governmental operations
and marijuana.

In Washington State, it's estimated to increase by $252 million in 2015. So we're talking
a lot of money here.

So legalization of marijuana poses several implications for Tribes. And | think a lot of us
might think, well, Tribes don't really need to get into this or do anything. But you really
do. So your decision not to do anything invokes a process that the Tribe is going to
have to do in terms of developing its Tribal courts, its regulations, its statutes. If they're
not going to allow it on the reservation. So you're going to have to prosecute folks.
Some of them will be Tribal members. Some of them will be non-Tribal members. Will
you have jurisdiction to prosecute the non-Tribal members? You're going to have set up
interagency or cross-jurisdictional relationships with other law enforcement entities,
likely Federal for some of this. You know, an example might be, let's say we've got Joe
and Jim are driving across Umatilla. It's legal here in Oregon, and we have marijuana in
the car. And I'm a Pendleton Tribal member. A Umatilla Tribal member. So the court
here in Umatilla would have jurisdiction to prosecute me, but they couldn't do anything
to Joe as a non-Tribal member. So I'm going to suffer the consequences, but Joe gets
to go back to Seattle and make another drug run. So how is that fair? So those are the
types of issues that Tribes are going to have to address. As well, you're going to have
to ramp up your court systems to deal with this. You're going to have to incarcerate
individuals. So you might have to set up your jails to deal with this. And this is all going
to cost resources. So that's the decision not to do anything, if you want to prohibit it. If
you want to make it illegal on your reservations. So it can be legal in the state, but it
can be illegal in Indian Country. And I think we actually had signs somewhere around
here about marijuana being illegal on the Umatilla reservation. lIs it in check-in. OK.

So likewise, if you decide to legalize it and get into the game, then you're going to have
to address these issues as well. So there's a lot of work to be done. And no, I'm not
looking for another job to get into the marijuana game. I'm just -- so, and these are
some of the things that I've talked about. So what must Tribes consider when deciding
whether to legalize or decriminalize or prohibit marijuana in Indian Country? There's
governmental issues. Effect on Federal programs, depending on how you get into the
game. Do you you use -- you know, we've heard already at least from HHS that your
IHS or HHS funding will not be allocated, and I'll talk a little bit more about this in the
presentation. But if you use, if you don't use federal resources. So if you use Tribal
dollars, then you should be OK on that. But we haven't seen any official position of the
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agencies on this issue.

So | talked about some of this. Cost of implementation, sales, taxation, licensing,
regulating enforcements.

Now about a year ago, the Department of Justice issued a policy statement regarding
marijuana issues in Indian Country. So this is referred to as the Cole Memorandum,
was issued. And it invoked a lot of kind of sensationalization of the press and media
across the country. | read USA Today articles that say, you know, "Indian people -- it's
legal for them to use marijuana on the reservations." But that wasn't necessarily the
case. But the DOJ policy statement does not legalize or condone marijuana in the
Country. It talked about what the priorities were for enforcement from the DOJ's
perspective of these issues. So the DOJ statement was supportive of Tribal sovereignty
to prohibit or legalize marijuana, and it encouraged consultation with the Tribes to
develop the framework and the regulatory framework for how that would be carried out.
The DOJ policy statement updates previous guidance regarding federal marijuana
enforcement in states that had legalized marijuana, which was initially issued back in
August 29th of 2013.

So what is the impact of HHS funding if the Tribe legalizes marijuana? So this question
was posed in June by the staff because there were several Tribes around the country
that were interested in pursuing medical marijuana go operations. To the Secretary
Sylvia Burwell. HHS took that under advisement, and at this past meeting in
September, the secretary issued kind of a statement on that. And it wasn't an official
policy position of the agency, but it would -- the question was asked "would HHS
funding be jeopardized if the Tribe operated marijuana growth or dispensaries on its
reservations? Would HHS funding be forfeited or at risk if the Tribe regulated third party
growth or dispensary operation on lands?" There are other important questions posed
in the staff letter. So we've included this in your packet. So it's in your electronic
workbook and | think there are some handouts in the back if you want the paper copy.

But Secretary Burwell reported that HHS funding would not be adversely impacted if the
Tribe operated medical growth and dispensary on Tribal lands, as long as federal
funding was not used. So I've had email exchanges with several of the Health Directors
around that. And | think | sent them the same opinion. But we heard that verbally from
the HHS secretary. So | think that's pretty clear, at least with HHS. Whether it applies
to DOI or other types of departments within the federal government, | don't know that
anything officially has been spoken from the secretaries and heads of those
departments. But at least from HHS we got this from Secretary Burwell.

So the next question was "can medical marijuana be allowed in an IHS or Tribally
operated facility?" So defining "allowed" means consumed edibles, smoked,
prescribed, or other related medical use. So medical medical marijuana and Indian
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health program is complicated. It's not as simple as the state legalizing medical
marijuana to have it be able to be used. It would likely require approval from IHS and
may need to be included in your annual funding agreement language. Federal funding
will likely not be allowed to be used. And the issue that kind of governed whether
marijuana can be used in federal facilities is kind of determined by the Controlled
Substance Abuse Act that was passed in 1970; the DOJ policy statement regarding
marijuana issues in Indian Country; and also a June 6, 2011 IHS -- your Tribal leader
letter that was issued by Dr. Carroll on IHS findings of medical use and marijuana in IHS
facilities.

So the Controlled Substance Abuse Act. This is probably the first issue that needs to
be overcome. So the CSA establishes kind of the regulatory system for recreational
drug use and manufacturer distribution and drug stuff in general. But the CSA classifies
marijuana as a drug that currently has no accepted medical use. So it's what's called a
class 1, | think, substance. Incongruity between federal and state. So incongruity exists
between some federal and state laws regarding medical marijuana use. And according
to the manufacturer distribution, possession of marijuana is, continues to be a federal
crime under the CSA. So that's the first thing, is that even though States have legalized
it, it continues to be illegal federally.

So this is the point that | was mentioning. So the CSA schedule 1 substances, which
marijuana is, is a drug or other substance that has high potential for abuse. It's a drug
or other substance that has no currently accepted medical use or treatment in the
United States. There is a lack of accepted state safety for use of the drug or other
substance under medical supervision. So in order to get marijuana accepted in the
federal facilities, at least IHS -- I'll talk about the VA here shortly, which has kind of
taken a different position -- it would have to be reclassified on the CSA. The DOJ policy
statement regarding marijuana issues in Indian Country, which is the memo | talked
about previously, kind of sets out the Cole Memorandum, explains the enforcement
priorities that previously or would continue to guide DOJ enforcement of federal laws or
marijuana laws regarding, where it's been passed in the states. Those priorities were
restated in the new policy that came out last December or thereabouts. The 2014 DOJ
Tribal policy statement clarifies that the federal enforcement priorities for the Cole
Memo will still apply to the enforcement in Indian Country. And here are the priorities.
I'm not going to go over them all, but the last one is the important one, which is kind of
italicized and underlined here.

Preventing marijuana possession or use on federal property. So the CSA issue kind of,
| think, with marijuana still being classified as a schedule 1 drug, this issue, as well as
the "Dear Tribal Leader" letter from IHS, | think established the basis that medical
marijuana use in IHS facilities has a long way to go still and is not likely to happen
anytime soon.
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So the "Dear Tribal Leader" letter issue explains that federal law specifically prohibits
the use of marijuana under all but very controlled investigational purposes. The chief
medical officer recommends that | recommend that IHS Tribal and Urban programs fully
adhere and comply with the federal law by not prescribing, reminding, possessing,
cultivating, processing, manufacturing, or distributing marijuana for medical or other
purposes. So there you have it. | don't think you will be allowed to use medical
marijuana in your facilities in the States that have legalized it.

So these are some of the issues that would have to be overcome, and | explained a little
bit about this. So marijuana has to come off the CSA as a schedule 1 drug. ISH
manual also includes provisions for investigational drugs, but not for schedule 1
controlled substances as a matter of the agency proposal. And these are finding from
the position of the IHS findings. There's an attachment to the "Dear Tribal Leader"
letter. And these are kind of some items that I've lifted out of there.

The other important point is that a 1981 HHS ruling prohibits reimbursement of
unapproved drugs by FDA, and the FDA considers marijuana as an unapproved drug
and is ineffective through the drug efficicacy study implementation. So FDA you would
have to factor into this as well. So FDA would have to accept this on its list of approved
drugs.

So this kind of wraps everything up. Considerations for medical marijuana Indian
programs. These will all have to be overcome. So the DOJ statement says that
preventing marijuana and possession on federal property is a higher priority from them,
and this Memo will continue to do that. It has to be reclassified under the CSA. It would
also have to be addressed by the FDA in terms of that drug efficacy study that
determines whether drugs are effective or not for medicinal purposes and if marijuana is
reclassified and approved by the FDA, then IHS would have to reverse its position to
those issued in the "Dear Tribal Leader" letter.

So some of the current marijuana activity that's going on. OK, so federal action. So
there are a number of bills that are pending in this congress, that move to reclassify
marijuana under the CSA so that this would make it -- and it's primarily being driven in
those states that you saw on the map earlier. So the Governors and Legislators from
them have reached out to the members in Congress. And if you crosswalk the
sponsors or the cosponsors on those bills, guess what? They're from the states that are
on that map. So the 2014 Omnibu bill also, a couple years ago, that none of the funds
made available in this act to the Department of Justice may be used with respect to the
states. So it lists out the states that have legalized marijuana in the bill. To prevent
such states from implementing their own state laws that authorize the use or distribution
or possession of marijuana. So basically, Congress told the Department of Justice,
don't use any of the money that we're providing to you in this bill to prosecute marijuana
activity in those states that have legalized it.
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This is an interesting one. Now, you can throw out everything I've told you about IHS,
but now comes the VA. So the Veterans' Administration has issued a directive that
allows veterans to consume marijuana at facilities located in states that have legalized
marijuana. So there is a policy that is in VA. It's on the back of the table and it's also in
your Dropbox, that is entered into between | think the VA patient and the facility. But
the VA cannot prescribe it. They have to get it through their own means or through
regular dispensaries that are located in those states that have legalized marijuana. So
the VA may not prescribe marijuana in those states, but Veterans who are qualified
patients are allowed to consume marijuana they have already obtained.

Some of the current Tribal marijuana activity: Suquamish last week signed their
compact with, in Washington State to get in the marijuana business, and it's been sent
to the governor. | don't know if Governor Inslee has signed it or not, Leslie. Maybe you
have some breaking news there. And then Squaxin Island right now is in the process of
entering into their compact and signing their compact. That will be sent to the governor
to approve. So the Flandreau Santee Sioux announced a marijuana resort. | don't
know what that is. But the state attorney general has asked them to rethink their
position and not go forward with the activities that are proposed for that resort. The
Passamaquaddy Tribe has signed a deal for medical marijuana operation, and of
course other Tribes that you've heard are exploring legalization activities.

So there's been some bad things that have kind of happened. So Alturas Rancheria, Pit
River Rancheria marijuana's, they had a medical marijuana, or not a medical marijuana
-- marijuana grow operation that was raided by the feds, and they confiscated all their
pot and of course several people were arrested. And there, you know, there's been
raids at the Pinoleville Rancheria. | don't know where that -- probably somewhere in
California. But there's been a raid there too, as well. So that's it. Yeah, video clip
would be good end for Cheech and Chong. But happy to ask any questions. | know
that we've only begun to touch the tip of the iceberg on this issue. | have reached out to
Lael Echohawk who I think is, you know, a subject matter expert on this issue. And
she's interested, if you all would be interested to hear a little bit more about this, to
come to the January quarterly board meeting to do kind of a more legal kind of overview
of the implications for pot in Indian Country.

Brent Simcosky: Yeah, before my question, Flandreau Santee Sioux Tribe. They
have a potential to generate $2 million a month in profit, it says, on their marijuana
resort.

Jim Roberts: | hear the executive is looking at holding a quarterly board meeting in
that state next year.

[Laughter.]
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Brent Simcosky: What about the directory workplace? We currently test for
marijuana, but we've gone round and round about that question about whether we
legally can, and whether we should or shouldn't. Because the problem is you know with
marijuana, is that you're testing, you could be testing somebody that, unless you get the
real expensive test, that was on it two weeks before they even came to apply to work for
you. And then you're testing them. Or an employee who does something at work and
you suspect them, so you test them and they test positive. Again, on use that was at
home, the night before, it's not in their system really in the moment. Is there any word
on what's coming out about, you know when we talk to lawyers about that, they all say
they're just waiting for the first lawsuit of the employer because get sued or fired.

Jim Roberts: | don't know. Looking at some of our HR folks at the board, if they've
heard or know anything about that. So Joe, | know, there you are. Have you heard
anything about testing in states that -- is that just a question generally, or does it apply
to states that have legalized marijuana?

Brent Simcosky: I'm thinking about the states where they legalized marijuana.
Washington. What do | do? | mean, do we have some sort of federal law that state that
we still have to be a drug-free workplace and cannot not test potential employees for
marijuana?

Jim Roberts: Yeah, that's a good question.

Andra Wagner: It's plugged into workplace policy at this time. So it may be legal. You
can say that within your employees and your workplace that they need to be drug free.

Jim Roberts: Yeah, but | would think, just thinking it through, since it's still a federal
crime, and what do you call the insurances that you sign in most of your grants and
contracts, you have to comply with federal law. So | think as a requirement of that, you
would be bound by federal law and not necessarily state law in your programs.

Brent Simcosky: Yeah, we still test for it, but we don't want to have to fire somebody
who's used it three weeks ago and then takes us to court.

Jim Roberts: | did hear Ron's going to have you tested when you get back from this
QBM.

[Laughter.]
Jim Roberts: Any other questions? Good. Thanks for not putting me -- yeah, Cheryl?
Cheryle Kennedy: It's not about this. But | understand it's most Tribes hesitate
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because banks won't accept funds that are made --

Jim Roberts: Yeah, that was about two years ago. | was back in Denver visiting
family. You know, on one of the morning talk show radios, NPR or something like that,
they talked about this home invasion scenario that existed in Colorado at the time,
because the dispensary owners couldn't open up bank accounts with the drug money,
so they were being followed home and either, you know, kind of robbed in their cars or
there were home invasions, you know, where people had broken into homes and gotten
money that way, or robbed dispensaries. But that has since been fixed in Colorado.
They, the state passed a bill that would guarantee, protect banks from some type of
insurance. And what it was, was it was an FDIC insurance issue at the time. So if
banks accept money from proceeds that are illegal in federal form, that being one of
them, then they lose their FDIC insurance. So you didn't want -- you don't want to lose
your FDIC insurance because it protects you against bankrupting, you know, and also
cases of being robbed and that type of stuff. So the state passed its own version of an
FDIC type of coverage for the state, and that solved the problem in Colorado. And |
think that will likely be the case in Washington. | don't know if Washington state's fixed
that or not. But those are the types of things that Lael could talk about when she does a
presentation in January. (A PowerPoint presentation was presented)

Andy Joseph: | always wish that the Federal government would look at the medical
part of it and kind of follow along with the VA, you know. | figure that the benéefits for the
medical part of it, | have a sister that needs it, and she probably wouldn't be alive today
if she wasn't on it. You know, her Tribe did referendum vote, and our law kind of mirrors
the State's now so, like you said, if a nonTribal person or member from some other
Tribe came to my reservation, they wouldn't get cited, but a Tribal member would have
got cited as a criminal offense. I'd much rather have our pharmacy and our clinics
handing out something that is safe. You know, vs. something that they might get off the
street. At least it would be regulated and probably wouldn't be, you know, you never
know what's in it if people are dipping it in some other harsher drug that could get them,
you know, addicted to other things. So you know, | hear where, see where children use
it before it gets that high THC content or before it even starts growing, and that stage,
you know, it stops epileptic seizures and things like that, that we never want to see our
children going through. But if the government would just take into, | guess, take the
studies that are out there and just distribute as they do some of these other more
deadlier medications that they have out there, OxyContin, Morphine, and there are other
things like that, that are killing our people and our kids get ahold of it and it's killing
them. So if the feds would look at it that way, | think Tribes should have some kind of
consultation and | guess on a medical part of it. That's all | have to say.

Jim Roberts: OK, Andy. Thanks. You know, in kind of researching the CSA and

some of the other pieces, the DOJ and all that stuff, | came across some, you know,
there has been some interesting stuff with marijuana and stuff. So they're making cars
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out of it. 1didn't know that. And I'm not talking about the car in Cheech and Chong
where they go down to Mexico and they drive it back, and remember some of the
exhaust fumes light the van on fire and it starts smoking marijuana, and they're just
driving through. They get pulled over by a policeman and he looks at the exhaust pipe
and, you know, you can tell | watch Cheech and Chong. So but they're also making
homes, houses, out of hemp. So there's a lot of good uses for the byproduct hemp and
those types of things. OK. Tim, yes.

Tim Gilbert: | think some good information. | just wanted to share, | think we're going
to be talking a lot about this before it's all over. But at the CDC TTEC meeting that was
held in Spokane this past summer, the CDC actually had some good information both
on this and E-cigarettes, which by the way we need to put on an agenda at some point.
But | guess what | wanted to share, and on the whole topic of law and jurisdiction
notwithstanding, when | ask my providers at our clinic what their feeling is for medical
marijuana, and | did this after the TTEC presentation because there was a national
cancer program that came and was advocating for the use of medical marijuana in
certain cases like chronic cancer pain, etc. Nausea, appetite, and you know, it seems
like the low hanging fruit for medical marijuana, and a good use for it. But when | go
back to my providers and talk about their perspectives, you know, their response is
"where's the data? Where's the evidence-based?" And unless I'm missing something,
and they're missing something, there isn't a lot of data out there for, you know,
evidence-based data or protocol that, you know, saying that medical marijuana -- I'm
just kind of underscoring that as kind of -- and ultimately, they are a Tribe's decision
about whether they allow whatever level or not. But from a medical kind of provider's
side, it's an area that needs a lot of work in terms of some analyses about the real
benefits.

Jim Roberts: Yeah. |think that's the piece where the FDA kicks in, is that first off,
you'd have to get it removed off the CSA or reclassified. And then the FDA would have
to do what it needs to do to do the evidence-based studies and stuff, you know the
research protocols and things like that before they could list it on their drugs as an
acceptable form of drug that can be prescribed. And then once that's done, | think the
rest of the process -- but you're right. The evidence that's out there, | think at least for
medical purposes that | saw, and you know the websites | was looking at, tend to be by
kind of private companies that were hired by States or something like that to determine,
you know, what are the uses, potentially, for medical marijuana.

Lisa Guzman: Jim, | received an email about, from a clinician that said if | had known
about the 502 marijuana monies that are available for treatment programs, and that they
had earmarked 15% for, towards substance abuse programs, and 10% for prevention
and education.

Jim Roberts: | don't know. lIs that the money that's coming through the taxation
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process in Washington State?

Lisa Guzman: | just looked it up, and it is the taxation law. But | didn't know whether
they had a distribution formula or anything like that.

Jim Roberts: No, | don't know anything about it. Yeah. There is a plan?

Marilyn Scott: The legislature designated to their state and partner health and the
department shared the spending plan, and we sent that out to the Tribes, the American
Indian Health Commission sent it out to the Tribes. So we put the requests for funding
specifically to the outreach, education, and prevention in our communities. So we're
waiting to hear whether Tribes are going to get some of those funds.

Jim Roberts: OK. I'm going to go ahead and wrap it up, but I'm kind of interested.
How many, just a sign in your hands, how many of your Tribes are thinking about
getting into marijuana or have already gotten into it and done something like Colville?

Cheryl Sanders: For business?

Jim Roberts: Yeah. OK. Need any product testers or anything like that? [Laughter.]
We can send around a sign-up sheet. OK. Thank you.

Andy Joseph: All right, thanks Jim. Our next agenda report will be the Regional
Specialty Facility update. Rich Truitt, PE OEH&E, IHS.

Regional Specialty Facility Update

Rich Truitt: Thank you Andy, and good afternoon everyone. When | saw the agenda
and saw the topic that | was going to be following, | took a deep breath and thought "I'm
not sure how I'm going to have anything to the same level of interest as the previous
topic!" I'll do the best | can. Thanks for the opportunity to provide an update on the
Regional Specialty Referral center. I'm going to, in the time that we have together, I'm
going to provide some background for those of you who may still not be familiar with
what was involved in this proposal, and then fast forward through some recent events
that have happened, and provide you kind of a path forward on this proposed project.

| think probably my sentence to you in terms of where we are is this idea has moved
from a concept to a proposed project. And I'll share a little bit about how that's
happened and what is lying ahead on the way forward.

So to start with some background, going back about 10 years ago, as you may recall,
most of you who were involved in that process, the area participated in the development
of a Master Health Plan. It involved nearly all of the Tribes in the Portland area. There
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were a very small number of Tribes who elected not to participate, but the vast majority
of Tribes did participate. And from the effort, what developed was the concept of a
regional specialty referrals center. The Master Health Plan showed that the user
population within Portland area can support a division of specialty care -- that's care
above primary level, care that is typically not available in any Federal or IHS or Tribal
ordered clinics currently. The plan includes, and this is referring back to the Master
Health Plan -- the plan includes a regional network of three facilities located in the
vicinity of Seattle, Spokane, and Portland. These locations were chosen because they
are within reasonable driving distance for the largest number of users, though
acknowledged, not everyone. Not every single user. And because urban areas tend to
be more viable locations for recruitment and retention of specialty care providers.
Those of you who face challenges in recruiting, primary care providers can certainly
understand some of the greater challenges in providing an ongoing recruitment and
retention for specialty care. It's a very challenging environment to attract providers in
specialties. And the fact that many users are already traveling to these population
centers for the referred care that they need.

Individual Primary Care Programs do not have a sufficient number of users to justify
stand-alone specialty care. However, through regionalization, combining the user
population with the local Primary Care programs provides the number necessary to
support on-staff specialists. The regional specialty referrals center expands access to
care by providing services within the Indian Health System that are currently paid for
through PRC or third party insurance. This concept of providing specialty care on a
direct service basis allows the use of PRC funds to be dedicated toward higher levels of
care, and preserves the PRC funds for more routine, that otherwise would be used for
more routine specialty care.

Examples of specialty care we've identified in the Master Health Plan include audiology,
cardiology, dermatology, neurology, ophthalmology, orthopedics, ENT, neurology,
general surgery, supported high level diagnostics, CT, ultrasound, MRI, and lab support.
Telemedicine would extend the reach of the facility, making routine follow-up care
available back at the patient's home primary care facility.

So that's a little background of the concept and how it developed from the master health
plan back in 2005-2006.

The current, and here's the rub. The current IHS health care facility program does not
recognize this concept, Regional Specialty Referrals. The current priority system for the
Indian Health Service allows only a choice between primary care and in-patient
facilities. Those are the only two options that are allowed under the current system. So
the Tribes in the Portland area with this information began shortly after the publication of
the Master Health Plan, began to explore the idea of a pilot project to demonstrate the
viability of a regional specialty care referral center. And the goal is to find a mechanism
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to fund the construction, the design, construction, and the staffing for a regional
Specialty Referral Center. And it's also very important to note that this effort is
predicated upon there being a network of three Regional Specialty Referral Centers
within the Portland area.

So from the original stages that were done by the Portland Area Facilities Advisory
Committee PAFAC, some very important work was done to develop the concept to be
able to persuade folks in leadership positions that indeed this was a viable concept and
it was worth leadership of the agency investing and supporting this effort to demonstrate
the viability not only for the Portland area but throughout Indian Country. And the group
got off to a very good start, put in some very diligent effort and a lot of hard work, and
went to Rockville and presented this concept in the hopes of gaining support for moving
this concept forward. | won't go into details. Members of the PAFAC wish to share their
own perspective on that, or the set of meetings and the interactions. But just suffice it to
say that we as partners of the area and the Tribes in the Northwest were not able to
gain the traction necessary to move this from a concept to a project.

What has changed is very clearly Mr. McSwain and his lead role for the Agency is very
receptive to this concept. He has been for some time, even though he was not in the
Director role. He was apprised, he was made aware of this concept from the beginning,
and he voiced his support for the idea as something innovative and something that
should be explored. As we all know, Mr. McSwain is in the leadership role for the
agency. And as you heard in the listening session in July, you heard reference again
today, and | can provide some other examples of his support for this project moving
forward as we go through the rest of the presentation. With that awareness, that there
is a change in outlook at the highest levels of the agency, toward this concept, the folks
on the PAFAC and the IHS staff together looked at what it would take to move this from
being a nice idea, a concept that is worth exploring, to an actual proposed project. And
what you see on this slide are the things that need to be done to be able to tie down this
not as a what-if scenario, but rather this is a proposed project that is ready to be funded.

And so the things that needed to be tied down include a specific location, a PJD and
POR, and for those of you who are not familiar with those acronyms, PJD is a Project
Justification Document. Any new facility that is funded by the Indian Health Service
must have an approved Project Justification Document or PJD. And a POR is a
Program of Requirements. Again, any new facility approved has to have a Program of
Requirements which specifies the size of the facility, the services to be provided, the
volume of care that will be provided along with the number of staff that are necessary to
provide those services. And last but not least, strong Tribal support.

So with that in mind, the PAFAC has set on a course to address all of those items and
to be able to remove any hurdles that might be there, that might stand in the way of this
project moving forward. The Area Director has charged the PAFAC to develop
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recommendations to guide the planning. This includes developing recommendations
regarding, as | indicated, the location, to assure benefits for all potential users in the
Portland area and to assure strong Tribal support for this effort to expand access to
care.

Now, moving on to the first challenge, that of identifying location. Two Tribes have
expressed a strong interest in hosting the Regional Specialty Referral Center. The first
in the network of three. Those two Tribes are the Chehalis Tribe and the Puyallup
Tribe. The area director requested the PAFAC members to visit and meet with
representatives of both Tribes as part of their work in developing a pilot project location
recommendation. On May 14th, both Tribes graciously hosted PAFAC members and
Portland area staff. The group toured the building hosting Puyallup's new unique and
innovative Salish Oncology Care center, which was established by the Puyallup Tribe.
The oncology center occupies a small portion of a building in Fife, Washington,
immediately adjacent to I-5. It is owned by the Puyallup Tribe. Puyallup is open to
exploring options to renovate other portions of the building to meet the needs of the
regional referral center or to consider potential expansion. Following the visit to
Puyallup, the group proceeded south and viewed potential properties that the Chehalis
Tribe had made available for the construction of the new facility. These properties,
several of them, there are several pieces of land that the Chehalis Tribe has identified
as potential sites. The 4:08:48.1 PAFAC members visited and discussed and sort of
imagined facilities at any one of those particular pieces of land near Grand Mound,
Washington. Again, right adjacent to |-5 and in the case of Chehalis, very close to
Great Wolf Lodge

On May 15, the area director met with the PAFAC members immediately after their visit,
and the PAFAC members advised Mr. Seyler that both locations hold great potential
and that they were not yet prepared to recommend one location over the other. They
further advised that before additional discussions took place with potential host Tribes,
that IHS should inform both Tribes of core operating principles that the Area Director
believes are essential to the success of a private project in the Regional Center. And I'll
get to these core principles in a moment, but on May 22nd, the Area Director sent a
letter to both Tribes indicating what those core principles were and inviting the Tribe to
respond if they were, if those core principles were consistent with the Tribe's
expectations about how this facility would run.

The four operating principles or core principles are as follows:
e Any federal resources allocated to the regional referral center network will be for
the benefit of all Portland area Tribes and will not be available for individual

Tribes to compact or contract.

e The Regional Referral Center network will be federally operated initially.
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¢ A qualified Tribal organization broadly representing Portland area Tribes may be
eligible to contract to operate the regional specialty referral network.

e Whether Federally or Tribally operated third party revenue generated by the
network will be used to improve and expand access to specialty care across the
Portland area.

| do want to comment briefly. These core operating principles reflect a sense of what it
would take to be able to gain approval at a national level. For example, the notion of
the operation of the facility. If the facility were to be operated by Tribes initially, before
the project could be approved, there would have to be in place a firm governance
structure, governance plan, all of the details of that would have to be worked out in
advance. Whereas if it's federally operated initially, headquarters would have no
opportunity to object to that, with the idea that while that's happening, a consortium or
group of Tribes, all the Tribes in the area could be discussing how best to set up an
operating structure that could be happening on a parallel basis, meanwhile the project
would not be delayed. It could proceed with the idea that it would be at least initially
operated federally.

To allow us to move forward on this proposed project, to remove those remaining
hurdles, the area director made available to this project $110,000 to support planning
and project development. These funds are being utilized now to update the interim
PAFAC report, which will include the expansion of the number of patients who would
have access to this facility. It will include an update based on expansion under
Affordable Care Act. It will do an analysis and a comparison of the advantages of each
of the sites, the site in Chehalis and the site at Puyallup. So that the PAFAC will be in a
position to take all that information into account and bring forward the recommendation
to the area director to proceed.

To indicate one more measure of support for this project, moving forward, after the
listening session in July in which several Tribes representatives, some of whom are
seated here today, made their voices heard to Mr. McSwain about their support for the
Regional Specialty Referral Center. Following that meeting, Mr. Seyler approached Mr.
McSwain, and Mr. McSwain responded by making available $150,000 for the planning
for this project. So I think both of those commitments of funding to be able to move
through the planning process and remove any remaining hurdles or questions or
concerns that Headquarters might have in regard to the project, reflects a commitment
both at the area level and at Headquarters level.

| might add that we are just a little bit short of what we need to be able to complete all
the planning. And | have a request out to OEHE headquarters for some additional
support and we are exploring some other possibilities so that we will have all of the
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funds committed that are necessary to complete the planning process.

So where do we go from here? First of all, the PAFAC will be holding their next meeting
later this week in Portland, and the PAFAC will be meeting with the consultant. |
mentioned the $110,000 that the area director made available. With those funds, we
have actually entered into a contract with the consulting group that did the Master
Health planning originally. It's a combination of a group called BLGY from Austin, Texas
and the Anova group from Tucson, Arizona. They are great to work with. We've had
some real good, productive discussions with this consulting group. They are experts in
the field of health planning. What size population do we need to support this level of
specialty care? How far will patients travel to access care? They bring years of
experience at doing this kind of planning. They have developed plans for regional
specialty referral centers in the private sector that are actually in operation now. So the
PAFAC will be meeting with that group later this week to lay out any questions to make
sure that the consultant understands what the expectations of PAFAC are, and be able
to embrace that and be able to fulfill their requirements under the first scope of work.

The contract has been structured in a way that as soon as the PAFAC and Mr. Seyler
are of a like mind in this, we can immediately proceed to award subsequent phases of
the contract which will, once a location is identified, then be able to develop the PJD
and the POR for that particular location, that size facility, that staffing package. All of
the details will be hammered out in some subsequent phases of that contract. Soit's
structured so there's no further delay. We're not going to get the next report from the
consultant and then have to wait for several months before we can go through another
contracting procedure. It's set up so that we can immediately proceed the succeeding
phases of the work.

Again, our goal is to be able to advance this proposed project in a timely way so that all
of the obstacles to funding have been removed, and it will present an opportunity for the
agency to support this. Mr. Seyler is committed to, and he has given directions to the
OEHE staff involved that we will do everything we can possibly do to have this ready for
a request for support from the agency leadership in the remaining time that Mr.
McSwain has as the Principle Deputy, as the, in effect the head of the agency currently.

So with that, | want to step back and again summarize and say where this is today is it
has moved from a promising concept into a proposed project, and we have a game plan
to move forward to address the remaining steps to be able to present a fundable, ready
to fund project for consideration by the agency and by others who might be interested in
funding this. With that, I'll pause and see if there are any questions. (A PowerPoint
presentation was presented)

Yes?
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Pearl Capoeman-Baller: With McSwain's support, does it seem like it will be a priority
for facilities in their next 3-5 years or something?

Rich Truitt: | don't know how to put a timeline on it at this point. But what | can say is
that the agency's official position, and I'll speak like an OEHE guy, the agency's official
position is that there is an established priority list for primary care and inpatient facilities.
And if you're on that list, as soon as Congress provides money, you'll be able to move
up the list and get your project funded. What this project reflects is a new and
innovative way to provide health care. And it is being approached by Portland Area, the
Tribes of the Portland Area, and the conversations that we're having with Headquarters
as not a project to try to squeeze onto the existing priority list, but rather a pilot project
which will demonstrate that this concept demonstrated by an actual project, represents
a viable mechanism to provide specialty care. And therefore it should be on future
priority lists. So in other words, we are asking for funding for the pilot project which will
show this is viable and the existing priority list needs to include this type of facility in the
future.

Pearl Capoeman-Baller: So when Dean gave his report this morning, the Portland
Area Health Board has already approved the concept that we move forward with this,
quite a while ago. But this morning when Dean gave his report, he acted like there was
a real urgent need to keep moving on this. Was there some specific action that was
needed? Or just ongoing support?

Rich Truitt: | think what Dean was referring to is that there are at least five other areas
that are pursuing this concept. There are three that are actively pursuing it. Mr.
McSwain has voiced his support for the concept as put forward by Portland area Tribes.
And he has indicated that he would like to see Portland's project move forward. So |
think the urgency that you heard in Dean's comments refers to the window of time that
Mr. McSwain will remain in a leadership position, which of course is likely to be now
until the next election, and whoever is in the new administration, whoever is appointed
as the director of Indian Health Service at that time. So that's | think the urgent issue
that you heard from Dean.

Pearl Capoeman-Baller: Your report wasn't as exciting as Jim's report, but that's good
news!

[Laughter.]

Rich Truitt: | tried. I'm sorry. Other questions?

Brent Simcosky: | haven't been paying too much attention to this because | heard
Steve talk about it a lot, and the only thing | did hear, it jumped clear to the end and |

never saw a business plan or anything, so | sort of wrote it off because it didn't seem
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like it was well thought out. And | still have problems about what is the problem we're
trying to fix, or what is the need because of its access? All my patients want to go to the
closest specialist, to the best specialist. They're all closer than either one of those two
locations. So I'm probably never going to use that Referral Center. And so | mean,
shouldn't we have started with going to the Tribe and saying OK, how many referrals do
you send out? What type of referrals do you send out? What kind of referrals can you
not give? What kind of referrals can you give? | mean, all the data | saw so far was
people just guessing. And | think when it comes down to the end, you're going to find
out that a lot of Tribes -- | mean, I've really been paying attention to | thought it was
something for Eastern Washington where there really is an access problem. But on the
two of them in Puget Sound, | mean how many of the Tribes in Puget Sound are really
going to send a patient like to a cardiologist that's probably got a two-year rotation at
this specialty referral center, vs. Virginia Mason or Swedish that has, you know, the best
cardiologists in the world? | just don't know how you're be able to retain and recruit the
best specialists for these centers.

Rich Truitt: Thank you for the question. The business plan that is also part of the
project development will identify that, and there will be outreach that well quantify the
expected referrals to the facilities. There has been some discussion among PAFAC
members and others about the question of how will the specialists be recruited and
retained. There is talk about sharing, on a contract basis for example, some of those
specialists from some of the renowned centers that you're talking about. That is
certainly a possibility. If, for example, a cardiologist were to come to this facility one day
a week or two days a week and share their services at that location as well as their
home base at Swedish or wherever they were located, that's an example of some of the
concepts that have been looked at.

Brent Simcosky: Yeah, that would be the best concept. Because quite honestly, all of
our local specialists are already aligned with Swedish or Providence or Virginia Mason.
And almost every one of those specialty centers are aligned with a hospital. So
somehow, you know, you've got to be in that whole network of alignment or your
patients aren't going to want to go there.

Rich Truitt: Right. The other factor that is really important, and it will be reflected in
the business plan, this project envisions a full staffing package for this facility. So the
funding not only for building the facility but the staffing dollars would come with it. So
the staff would be paid for. The care that they would be providing would be billable. |
mean, there could be reimbursement from that. And so that's part of the business plan,
and it will reflect that.

Tracy (Makah): So we're just -- this is Tracy from Makah. We're just down the road
from you, Brent, and we -- 65% of our patients are on Medicaid. You can imagine the
challenges we have finding specialists like you speak about. And we regularly send our
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patients further away than Puyallup to get the services that we need in a timely manner.
So this is something that I, the Makah Tribe would very much support, and we have no
problem sending people that far. We have to do it anyways.

Cheryle Kennedy: | have a comment over here, Mitch. Having gone through the
process even though we never received one IHS dollar for our facility, we went through
the same process, the PJD and the POR which are basically the needs part of
exploration of what service you're going to provide. And so that all gets fleshed out in
that process. So my question is about if this is supposedly a Tribal, a Portland Area
wide initiative, and then you have identified specific areas, what we all, you know, we're
kind of in the loop on that. And then to get all of the players, the Tribes who would
frequent that facility, | don't know if that's by resolution or exactly how in the process
that all works, if it's by resolution and you have your need identified using the examples
that you have -- dermatology, cardiology, and it may not be those ones for that specific
referral center. But agreement among all of those Tribes who would frequent it. | think
the principle we do know is that direct care supposedly costs less than purchased care.
So it's to save some monies there. But | don't know, | guess, the idea about whether
there would be then a diminishment of those funds because of the specialty, the referral
center that we now billed. And then the limitation that it would be run by the federal
government, | guess like Service Units and how they all first started. That's what it
sounds like to me. So the part that Tribes paid then, play, is really the ground where
these specialty services would be located on. So it sounds to me like Puyallup and
Chehalis were ones who came forward with ground, with land that says "we have this
amount of land for you to use." And so | guess, then, | know that when you have a
service right in your area, you probably get the lion's share of who would frequent that
building because you're right there. So | don't know if that's being into consideration -- |
still think it's a good idea. But the travel costs, | don't know if there's going to be travel
costs associated. Andy was just talking to me a little bit ago about Colville and how
they would get to Puyallup or Chehalis. Would that be by airport, by plane, or by -- if
those are also costs that might be factored in. But | guess it sounds to me like getting
this moving forward, in the construction funds, there would be a carve-out specifically?
Or would there be a special identified earmark that would go for these three facilities,
and is that for 2016 or 17 or a little bit more | guess about that. And for the third one
since you only have two there, at what point in time will you be, | guess, calling for a
meeting among the other Tribes that would want to do something like this?

Rich Truitt: And your last question relates to the other two locations? OK. Let me
tackle that one first. What we envision is if the first project is successful, we would
immediately begin efforts toward developing the rest of the network. And so the
conversations about potential locations in the Spokane vicinity and in the Portland
vicinity, they would begin right away. So that can happen. As far as the question of the
funding mechanism, because we don't have a project that's on the priority list, we have
been largely shut out. And | know you've spoken to this, | was there once when you
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spoke to the then-Director of the Agency about that. | know Andy has spoken to that
many, many times. This is an attempt to get around that by demonstrating an
innovative approach that is worth funding. That the agency will support because it is
novel, because it is new, because it is innovative. And because it works in the private
sector. It's pretty widespread right now. To be able to demonstrate that this is a viable
concept that should be supported and move forward. Exactly how that's going to
happen, | don't know. | have seen initiatives funded by Congress when they believe
that something is worth funding. Yes, it's a challenging fiscal environment. But that's a
possibility that someone will grab hold of this and say "this concept needs to be funded
as a viable demonstration project." And then move it forward. That's what we're hoping
for. But our strategy is to remove all the obstacles that we listed before, so that there
can't be any excuse that well, you don't have agreement among the Tribes. You don't
have a Government structure. You don't have a location. You know, all of these things
that could be obstacles to having this project move forward, we're trying to remove all
those obstacles. As far as the government's piece, if the Tribes want to begin
conversations right now about how that might be, that's fine. The core principle is not
intended to discourage that. It's intended to demonstrate that it's not an obstacle that
headquarters can say "well, you haven't done that yet. You don't have a Governement
structure. You don't have an agreement in place." It's to remove that hurdle. The last
question, and you asked several, | believe, all together, the idea of being able to provide
the care on a direct care basis, it has several aspects that the PAFAC members have
been attracted to and supportive of from the beginning. One would be in a culturally
appropriate environment. This would be a facility that was run by IHS and the Tribes, or
the Tribes eventually. It would be appropriate to the care and the way care is provided.
Secondly, because of the commitment that the Area Directors made, that this will be the
first of a network of three, and that it is not intended to just benefit four or five Tribes in
the immediate vicinity, it is to benefit all the Tribes, the idea is that the resources that
are generated will be utilized to benefit Tribes that are more remote from that. We've
heard from Makah that even as remote as they are, they will still refer patients. You
know, | have a question whether Shoshone-Bannock would refer patients, or all their
patients. They might refer some. But there will be an effort to look at ways to share the
benefit of this facility with all Tribes; no matter how close or how far they are from the
first facility being built.

Andy Joseph: You know, | always said that every Tribe needs to weigh in. The area
kind of drew the map and lines, and | don't know if every Tribe has even agreed to
which area they would want their User Population used on, you know, for the different
facilities. | still think that that needs to be done, so if you're in the planning phase of any
project, you want to know which area Tribes are OK with you using their numbers for
that secondary care. If you don't have their numbers and they're not accurate, then |
think what we propose to Congress or anybody else would be like all of a sudden this
Tribe says "l don't even want to be part of it." You know? And that wouldn't make us
look very good. So | still say we really need to make sure that the Tribes that are in the
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proposed project aren't just on the area office thinks is going to be. We need definite
numbers if you're going to plan anything. Our Tribe is still thinking about our own
primary care. We're one of the biggest districts and still in need of a facility we tried for
Joint Venue and just because we had a modular there that was our Tribal health
building, we had dental in it. We turned it into, to have IHS use for exam rooms, and
that probably scored us low on the Joint Venture, plus across the river there was a
hospital on Tribal, and Susan Johnson said that the scoring system actually kind of
goes against what a primary care facility would have been used to prevent you from
going to the big hospital for secondary care. And she's right. You know? | hope that all
of our primary care needs aren't pushed aside so that we're building these secondary
care facilities. | know all the Tribes won't have to use so much of their purchase and
referred care dollars because this would be a Direct Service health facility. So that's
one of the benefits. | guess the more urgent care that would be used by the Tribes for
their Purchase and Referred Care dollars. That's all.

Rich Truitt: Thank you Andy. | do want to acknowledge that this network of Specialty
Care Centers will not solve all the problems, and as Andy indicated for the community of
Omak, which I'm familiar with the needs there, we're still going to work with the Colville
Tribes to try to address that as we're working with other Tribes to meet the needs. But
this is a view that's an opportunity to make incremental progress on one element of the
health care. Yes, Cassie?

Cassie Sellards-Reck: Thank you. My question was just towards presentation. |
mean, wanting the Tribes on more, | don't really feel that a lot of us around the table
understand some of the details that maybe Dean discussed at the PAFAC. You know,
we voted on something seven years ago. We've had lots of turnover at this board in
that time, to understand one of the things that | think about that would make it
successful is having, | guess | would want to be assured that people who are planning
this are actually health care providers and thinking of the future, like how it can be
successful and not to be disrespectful, but not just IHS health care providers. The
actual practitioners that are working within the communities with good reputations. You
know? Quality is one of the biggest concerns that | have in continuity of care. So if
you're having a contract with a stellar cardiologist two days of the week, what happens
when somebody's sick on the third day, or they got problems? There is a lot that needs
to be planned out to make sure that continuity and quality of care is also extremely
important, and this project will not be successful if it's not partnered up with a hospital.
You can't have surgeons practicing in a facility like this and not think that possibly
something could go wrong.

The other piece that | see that if we're going to do something Native, and | think it could
be really successful if the right things get put into place and we're efficient, and we have
quality of care, is that you need to do it our way. And that means the families that drive
these patients here need to be taken care of or have somewhere to stay or have some
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sort of resources. | work at a big hospital. We get people who travel. We have plenary
of parking space for those who need to bring their RV's or whatever. We have many
different places for families to stay while their loved ones are around. Because these
places, if you're asking them to travel six hours, six hours is a whole day, and then
they're going to have doctors' appointments and then we want them to go home? That's
not how it works. So it could be the potential to do it right and our way. | just have
many concerns. | mean, we sent Donni Wilder down to Phoenix because that hospital
was so messed up. I'd like to know what happened at that hospital and the lessons
learned. What are the lessons learned? Because we could do this really good and it
could be really successful, but if the quality of care isn't there and people aren't treated
good, and direct care sometimes doesn't save money. | mean, IVC was created for a
reason. And there are many places that struggle with efficiency. People want to go,
doctors want to go to IHS clinics because they don't think they have to work as hard.
I'm just going to say, that's the way it is. At our own clinic, I'll speak for myself because
I'm battling at home. Efficiency and taking care of people and doing it right is the most
important thing we can do. Otherwise, | want them to go somewhere else. | want that
money to go somewhere else, because | want them to have the best. Not "well, this is
IHS. You have to go here." I'm tired of people dying that way or not getting the care
that they deserve. A lot of these people are veterans, and they choose to come to our
clinics because they're treated better. And that's how it should be. Shouldn't have to
get second rate, third rate care. We shouldn't have to have, you know, seven patients
seen in a day and nobody cares that people need appointments and it's not happening.
Those are the obstacles that are in Indian Country right now.

So if we move forward with something new and innovative, what are we going to have in
place to make sure that doesn't happen? Because we're still battling that today. So
those are just some concerns of having, if we're going to plan this, $110,000 is not very
much. Because we need to make sure that this is top-notch. That this is efficient
quality care, that we're not getting just people who want to retire because they don't
have to work as hard. We want good people taking care of our people. The best. And |
think we can do it. | think it can be better than everywhere else. And then everybody
would want to go there. Because the rumor would be out there. | mean, I'm sure you
understand, that's how things happen in Indian Country. "I heard that this was a good
place. | heard that that person was good. They were treated well there." If they're not
treated well there, they won't go. They'll stay home and die. You know? They'd rather
do that, because that's something they know. You know? We're asking people to be
trusted with some of the most, you know, important things. Important things that, you
know, that they're dependent on us. It's very hard for our people to be dependent on
us. But the most highest, | mean things that | talked about in the last meeting, and I'll
talk about it again, and that is really improving quality care. Really | mean, that's the
most important thing. And learning how to judge that we're doing that. Learning how to
judge that we can efficiently -- because we know it's possible. And we know it's
possible to save lots of money. Because we know the nonprofit hospitals are making
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billions. So it is possible to do it wonderful and save lots of money. But we could also
be in a hot mess. And I'd like to know some of those hot mess stories. You know, and
how they're being fixed, so that | can have faith that it's going to be done right and that
we're going to talk about it and be open.

Rich Truitt: Cassie, thank you for the feedback. If | could address just a couple points
in the visit with both Chehalis and Puyallup, the idea of having the partnership with a
local hospital was identified. Both of those Tribes gave examples of relationship they
have with the adjacent hospitals. In terms of the families and patients that would come
and stay, some conversation is already underway in terms of housing folks who do
travel a distance to be able to be there. So those are excellent points. | welcome any
suggestions you have about how we can get the information to all the Delegates. On
the PAFAC there are some folks that are a whole lot more experienced in health care
delivery than | am, and | think hearing from them, it might help to answer some of the
questions you have in terms of quality of care, in terms of continuity and those kind of
things which are being planned for. Other questions? Comments? Yes, Marilyn?

Marilyn Scott: Over the year since the Portland area first started this plan, the health
care arena has changed quite a bit. But | just want to state that the idea originally
behind this, because the Portland area has not been able, no matter how much work
has been put forward in planning and individual Tribes as well as consortiums and Joint
Venture applications have not been funded. There's just not enough funding to be able
to get a facility of any sort and/or the staffing support for a facility. And originally, a
specialty care facility like this was going to be something that was going to be another
option available because yes, we may have some Tribal programs that have their
immediate referral centers that they have connected with and can get their patients into,
but some of us do not have access to those specialty services and specialty providers
that will accept our patients when we refer them and in many cases we're having to
send them a long distance, and it's costing us our patient referred care program a lot of
money to send them to get that specialty care, because we cannot get them in because
many of those specialty providers in our local area will not accept our patients.

And so | know that in Washington State, we recently met with the governor in the
centennial accord. Almost every one of the Tribes in Washington voiced the concern
about the crisis of Suicide and Behavioral Health crisis within our communities within
Washington State, and the disconnect for culturally appropriate services that our Tribal
programs provide at our members, but disconnect when they had need for specialty
care in psychiatric, higher level of care arena. And where the state will not accept the
referrals being made by our Tribal behavioral health providers when getting them into
those appropriate type services.

So | just want to voice that the arena has changed from when we first started
developing this concept, and it's based on the Portland area and the Tribes within the
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Portland area not being able to get funded on the priority list according to the priority list
that funding gets funded. Any funds to our area, and so the development of this
concept, it was another option. But also many of us, the Tribal programs provide direct
services to those other American Indians and Alaska Natives that are living in our
service area, and we can provide so much care within our facilities when they have
need for specialty care. You know, we don't have nowhere to send them. And they
don't have other coverage to pay for that care that they might need, that this would be
another option that we could send them to this type of facility that's within our area, as a
preventive measure from them expiring in some cases.

So I just want to kind of bring it around to how we started this idea in the years of the
development. But | also heard at the National Conference of American Indians last
week, the part of the White House Congress that's going to be held next week is the
current Administration is wanting to hear from the Tribes across the country, priority list
of options that the current Administration couldn't consider within the time that this
administration is in office. And so it's been asked of Tribes and Tribal leaders to think
about that and put forward at that meeting with the current Administration, things that
could be potentially done within the time frame of the current Administration. So
hearing the information that the Director is supportive of this type of idea, and moving it
forward, that's the first time we've heard that from this -- the number of years that
Portland area has put into this concept. So you know, | really believe that with the idea
that there would be additional facilities if this does work, that could be available and
there are different types of specialty care services in those various locations, it would be
a benefit for our area. | really feel strongly that if we can get our foot in the door, | feel
we should not risk losing that chance.

Rich Truitt: Thank you Marilyn. Are there other questions --

Bonnie Sanchez: This is Bonnie Sanchez, from Squaxin. | just really agree with her
point about the direct care patients that we have who are not our Tribal members. And
they're not covered under PRC. And sometimes they don't have insurance. They don't
have any other options. And they're all the people in the Urban centers, and there are
just a lot of Natives out there who don't live in their CHESDA and don't have coverage
and don't really have many options to choose from. So | mean, those Natives, they
need health care too. All of our Natives need health care. And | think this will be a
good start.

Rich Truitt: Thank you. Any other questions or comments? If not, thank you very
much for time to share this with you.

Andy Joseph: Thank you Rich. OK. We have a scheduled break. We'll start back at
3:35.
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Break.

Andy Joseph: Allright. If we could get back to our seats, we're going to have our next
presentation. The Oregon Washington Health Network, OWHN. Tim Gilbert, from
Yellowhawk, Chief Executive Officer, will do his report.

Shawna Gavin: Thank you Andy. As you can see, I'm not Tim Gilbert. Wait, am 1?

No, I'm not OK. Just checking to see if you're awake! | wanted to take a quick minute
here at the beginning of the presentation to thank the Health Commission at the
Yellowhawk and the Umatilla Tribe. And | don't see -- | saw Susan Shoeships. Raise
your hand, Susan. Susan really helped out a lot with planning the meeting. Cathy
Burke was here a little while ago. She's our Vice Chair, JoMarie Tessman, the daughter
of Betty McLain, who you may remember, is -- oh. Yeah. | know how to do that. Merina
Tubby [sp?] is not here today. And Bob Shipentower helped out with the Color Guard.
And he's a Veteran, so he's also our representative from the Board of Trustees. | didn't
see you sitting there, Tim. Good thing | didn't say anything! Of course you know | never
would.

OK. In 2013, Yellowhawk leadership underwent a strategic planning exercise, and this
is the three-year strategic plan for Yellow Hawk. These are the 18 goals that are in the
plan, and | will just give you a few highlights from that. | won't read word for word from
the slide.

Our number one goals are to address our Chronic Disease disparities. We have
several programs that address Chronic Disease, and if you look here -- oh, sorry. If you
look here, this is some of the activities that are funded by our CDC Good Health and
Wellness grant. And this is one that I'm especially fond of. | have a real affinity for the
plant life, and | have to mention after our meeting with the California board, | really enjoy
the presentations from the California board on their sharing of their native foods and
their medicinal plant use. And so it kind of sparked that in me, because it used to be
something | was really all about, and so I've been kind of really bugging everybody
about it at Yellowhawk.

If you've looked in the back, you have seen that we have our new clinic plans and
designs back there. We're really excited about the new clinic. We have a site selected.
It's over by the Government center, so everything will be all kind of together, which is in
fact the dream of our Elders, some that are gone. | remember in a General Council
meeting when we first started talking about this new clinic and the plans for the
Government Center, and she talked about having everything all together and being able
to go from point A to point B without having to even walk outside, and I'll never forget
her words. She said "in my lifetime, please," and so I'm sorry that we didn't do it. But
we're almost there.
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So if you could take some time and those of you who have new clinics, and | know a
few of you do, and you have some ideas, please look at our designs and share some of
your do's and don'ts with Tim Gilbert, who will diligently take down your thoughts.

This last Friday, we had our second annual Yellowhawk crab feed. And here's some
pictures from that. It was a great opportunity to share with the community about the
new building. And | think it was also a fundraising effort. And that was pretty much
orchestrated by Nancy Curtsy over there. | call her the goddess, but | think her title is
Executive Assistant. And before | go any further, | should also introduce Tom Howard,
who's our HR director.

So we continue to focus on our GPRA as one measure of quality. And if you look at the
red cells here, oh -- | keep pointing at this screen, and you're looking up here. If you
look up at the red cells, that's where we still need improvement. I'm sorry. We do need
improvement. | wanted to say we were perfect, but we're not. So, sorry.

OK. Moving right along. See? You're waking up.

We've had to focus on improving our maternal and child health program for some time
now. And I'm really excited about this one. This is something that most of our current
Health Commission members have been really excited about. You might say we
nagged a little bit about it, but we've got a lot of really good programs going on at Yellow
Hawk. And I'm really proud of that, because I'm a grandma. | know a lot of us in here
are grandmas. And we want to make sure our babies are healthy.

We have had a lot of excellent work. I'm sorry, | lost my train of thought there. We do
have a wonderful staff. And in this picture, you see Sandy Sampson, and these are the
ones that, these are just a few of the ones that we could recognize this year for having
some great achievements. | mean, you can't recognize everybody in the building, but |
mean it would be wonderful if you could. But these are some really hardworking staff
members. And they're from all different departments. | see finance people and
behavioral health. Oh, and that's our lab department. We really love our staff. And |
will turn this part over to Tim. He will finish. He's got a lot more, you know, technical
type of things to share with you. Thank you. Tim Gilbert, CEO.

Oregon Washington health Network(OWhN)

Tim Gilbert: Thanks Shawna. Good afternoon everybody. So we just wanted to share
a little bit about the -- we appreciate the people who stayed through the whole day and
wanted to spend your afternoon listening to a little bit of what we do in Yellow Hawk.
We wanted to just get some highlights. Thank you Shawna, for going through the first
part of this. | really do want to underscore one of the things that she mentioned, which
is to look at our schematics that we have back here. We're just kind of drawing near to
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the close of our preconstruction phase. We're finishing up our programming, which is to
say we're looking at square footage and trying to decide what programs go where. And
these four concepts are all one story concepts, about 6,000 square feet. Our current
footprint is about 32,000 square feet, and about 5 different buildings. So we're bringing
people back into one group and a lot of enforcing growth and adding programs. So for
those of you who have constructed in the last few years, we'd be really eager to hear
some of the stories you have, the do's and don'ts and avoid some of the pitfalls that
people have encountered.

So I'm just going to spend a couple seconds going through these last few slides, and
then talk about a unique program that we've had in the last couple years with the
development of the rural health network. Strategic build number 7 for us, the last three
years has been improving access. And | was sitting here earlier today remembering
back when you were here in probably this very room, back in 2012 and we were sharing
with you our open access model that we had just deployed in our clinic. We continue to
focus on access. We're always looking for ways to improve accessibility to care in both
the medical and dental and ancillary departments for our Tribal members. But this just
kind of shows you some of the providers that we currently have on staff.

We had -- for my money, we've had more programs and more resources dedicated
toward youth and adolescent health than we ever have. We promised one of our
program managers that we would include one of his slides up in the very right corner
there, is a picture of the youth lacrosse team that has really caught on in our
community. That's just, we can't believe how popular it is among youth and how good it
is for their health, etc. Down in the little left hand corner is our fun run that we've held
every year.

And then finally, we are constantly reminded and also telling our community that -- |
know this will resonate with you -- that it's not all about the money in our communities.
At the same time, we have to share with them why, every time we come in, we're
capturing their demographics and their insurance information. Because that's how
we're going to sustain those programs and maybe even expand them. But we're really
proud of our revenue team. Over the last 5 years, they've consistently hit home runs
and are appreciative, | don't know if Dean's left already, but grateful to the Portland area
IHS for recognizing our revenue team for their outstanding achievements from last year.

So | just want to spend a couple minutes, sharing a few notes on one of our strategic
goals we felt like was unique. We didn't really expect it to be doing this kind of work
three years ago. But | wanted to share with you an initiative that has really kind of
grown out of need to do something differently in this really kind of rapidly changing
health environment. One of our strategic goals since 2013 has been to work on
formalizing business relationships in our community. Us, like the rest of you, if you think
back to 2013 when we were sitting at these tables talking about the Affordable Care Act,
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you know, changes that we didn't know in our state here in Oregon, Cover Oregon was
still a viable entity. No longer. But those types of threats or landscape is what we were
looking at back in 2013. When we were talking with our referral hospitals in our
network, and I'll show you the names of those, we realized they were feeling the same
pressures, especially if you work with some of those hospitals that depend on Medicare
for a significant part of their revenue. They are very worried about the value of a
purchasing system and what that might mean in terms of funding reductions.

Again, like probably most of you, recruiting in our area, if you're in a real rural area, has
always been a challenge, continues to be a challenge. And frankly our health
disparities over time is actually as a county, not just for the CQR Tribal members or
American Indians in the country but for everybody, has worsened. In fact, we were
showing at the health directors' meeting yesterday that for some health indicators,
through a website that's called -- it captures county health statistics, this county is one of
the worst in terms of some indicators.

In addition to that, we realized as we sat at Yellow Hawk and figured out how we were
going to attain our mission and vision, but we just can't do it by ourselves. We can't do
it just with Tribal partners. We actually need those people who are immediately around
us. So we thought about that. And we talked with some of our non Tribal health
providers and ended up pursuing a HRSA Rural Health Network planning grant, which
is really just a one-year opportunity to work with several partners to talk about how we
might work together to address common issues. And for those of you that have been in
health care for a while, you might remember back in the 90's when managed care was
surfaced and was more or less not effective, but about that time, the government made
these network development grants available to help rural providers ensure that there
was some kind of safety net in place, that it wasn't, that the changes that were
happening back then with managed care didn't negatively impact the safety net in rural
communities. So that's kind of where they started, and now they're still available.
Sometimes for different reasons, but we pursued one of these networking grants and
began to work with eight other partners that I'm showing here. Of course, the
Yellowhawk Tribal health center was the lead agency. St. Anthony is the hospital that
most of our patients get referred to. It's about eight miles west of here. It's a CHR,
Catholic Health Initiative Hospital. Good Shepherd Hospital is in Hermiston. You might
have passed through if you drove through from Portland. Both of those hospitals are
critical access hospitals. The fourth bullet there says the Providence St. Mary Medical
Center, which is just north of us, about 40 miles it's in the Providence system. It's kind
of a secondary or tertiary facility in part of the greater Providence system, which now by
the way is affiliated with CHIH over in Tri-Cities, and Swedish in Seattle.

And then you can see the next three bullets are really county public health departments.
I'm going to come back to those in a second. But we realize that for some functions, we
rely, in fact we do a handoff to county health departments, so it becomes a certain
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monetary and surveillance activities. And finally we saw the value in adding an
institution of higher learning, Blue Mountain Community College is our local community
college, and has a nursing track that we do locations with. Saw the value in adding
those to our network. And likewise is our Behavioral Health provider here in this region.

So we started working with those guys a couple years ago, talking with them about what
their issues were. What were the things that we Haden in common, that we could band
together and kind of work on together in the form of a rural health network? So this map
just kind of shows you graphically where those providers are. | don't have a pointer, but
the Yellow Hawk Tribal health center is actually -- our service area is actually a two-
county area. It's, you're currently in Umatilla County. And if you drove east on [-84,
you'd go over the mountains and eventually you'd get to La Grande. And that's Union
County. That's also our second that's in our CHSDA, or our service area. But we felt
like our patients -- we're thinking out patients come of course some beyond those two
county areas, so they come from up north in Walla Walla county across the state line,
and over west towards more counties. So this map just kind of shows you where those
line organizations are in terms of our rural health network.

Cheryl Sanders: Tim, for trauma where do guys go? Which one of those do you guys
use?

Tim Gilbert: The question was what hospital do we refer to for trauma. Both St.
Anthony -- all three hospitals, of course, have an ER.

Cassie Sellards-Reck: Providence St. Mary's.

Tim Gilbert: Providence St. Mary's is usually our -- it's up in Walla Walla, | don’t have a
pointer. It's up there across the state line. It's about a 40 mile drive.

So what we did again, the leadership in those organizations, we started an exercise.
I'm not going to go through these data in very much detail. What | want to point out to
you is that as you sit down with your neighbors, your non Tribal neighbors and start to
talk about what it is that keeps you up at night, what are the disparities, the health
problems, there actually is a lot of data and you'll find we have a lot of issues in
common. So we look at things like morbidity / mortality rates for different counties. I'm
not going to go through these, but we started to summarize that data and look at it as a
group as we decided, well, what could be worked on as a rural health network?

This is a little bit more detail, and this is really just for Oregon communities. But began
to look at communities and health indicators for different conditions or diagnoses, and of
course the areas in both kind of point out where there's higher rates in those
communities. And we also looked at utilization. How do our counties, how do our
jurisdictions differ? And it's actually, we're not a huge geographic area, but those four
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counties that | just mentioned, Morrow, Umatilla, Union, Walla Walla Counties. But
there are some pretty significant access kind of disparities. For example, up in Walla
Walla county if you've been there at all, you can see that the second column down
where it says one per 825, that's the number of primary care providers per population.
Compared to for example in Morrow County where it's one provider per 3700 patients.
So even within our own little four-county region, we realized that we have some
disparities. And yet we have the same problems in recruiting those types of health
professions.

So we began to look at utilization data. We talked with leadership of those
organizations, and came up with some areas that we felt like we could work on together.
And again, I'm not going to read these to you, but my point is as we sat down to the
table over a couple year period, looking at those kind of data, looking at our health
statistics, kind of taking off maybe your Tribal hat for a while, or your for-profit hat or
public health hat, and just sitting down as health providers and a common community,
you'd be surprised at how much commonality there are with your non-Tribal partners.

So this is kind of underscores -- this is the map that shows just Oregon. Doesn't have
Washington in it. But the dark county up there in the Northeast corner is where you're
sitting today. That kind of underscores what | said earlier, that this particular county has
some less than favorable health indicators, and really looking at this data that's
maintained by the State, really highlighted the need for us to work together. And |
should mention even though we have those nine partners in our rural health network,
we also had Emily Hughes with the office, the Oregon office of Rural Health, which is
based in Portland. They've attended all of our meetings. And there's another network
over in La Grande Oregon called Northeastern Network that we have MOU with.

| mentioned this morning, earlier, that this is hot off the press. We didn't have this when
we were looking at all of our data and doing this exercise. But | just want to reiterate
that we're appreciative of that. The resource and having Tribal specific data. We'll be
looking at that both internally and with our partners.

So with all that, we discussed, we talked about what is a rural health network. What's
the benefits? What's the advantages? What's the commitment? You had everything
from a community college, the tertiary hospital, the three public health departments, and
the little tiny Tribal ambulatory health center. What's in it for everybody?

Over the course of that year and a half, we decided that there was a benefit to all the
people that were at the table. So we formed, we developed a memorandum of
understanding that would kind of highlight what are the expectations. What we should
or couldn't do, and what the opportunities were. Everybody signed. Frankly, I'm kind of
really shocked that the participation we get with those meetings -- it's the first time that
we've had those particular sets of providers come to the same table, and just kind of
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leave some of their individual items and agendas at the door, and talk about what's
good for the people in those four counties. So we ended up with, this is just the cover of
a strategic plan that has far too many goals in it, but it was a good exercise. I'm going
to share with you just a few of the things that we decided we should work on.

Before | get to that, this shows just a little bit about our organizational structure. So the
top box is the nine organizations that signed the MLU. Yellow Hawk remains as the
lead agency. | think everybody saw the value in having a Tribal agency submit the
grants, because we sometimes get extra points for being a Tribal agency. There's a
steering committee that kind of oversees the work of the network. And so on and so
forth. And I'll just share with you just as kind of an aside, we early on when we wrote
the HRSA grant, this was called the Yellowhawk Rural Health Network. And we were --
we wrote the grant and it was like "we're going to call it this." And we got about a year
into it and realized that the world is bigger than Yellow Hawk, and those other eight
organizations actually touched our patients and we had things in common, and so we
backed away from that and called it the Oregon Washington Health Network. So just a
little aside about how we arrived at the name of that network.

So what are we working on? There are actually about 20 strategic goals that we --
you're more than familiar that there's a long list of things that we could be doing in our
communities to improve health. These are just a few select things. We've been able to
-- part of our grant planning required us to do training, so we identified training for all
members of the network as a priority. We realized really quickly that we have an under
utilization of telemedicine in that four county area, even though some of our providers --
there's different levels of capacity, the Providence people were furthest along in the use
of telemedicine.

One of the areas that came up recently, and for those of you who are from Oregon, this
will resonate with you. Our Oregon counterparts, for example the Umatilla County
Public Health Department, regards the mental health, behavioral health, substance
abuse arena as really a public health crisis in Oregon. The provider panels are closed.
Access is just terrible. What we learned at Yellowhawk is that we have probably more
resources than some of our non-Tribal partners. So we're actually actively working on
how we can address that as a larger network to get some equity for everybody in our
service area.

Health professions recruitment is a little tricky. We all identified that as an area of need.
We saw the statistics about how many primary care providers there are per population.
As it turns out, having a common recruiting effort is a little trickier to do than it is to say,
because you're competing for those people. But we still want to work towards that. We
realized quickly also that we're, as | said, we exchange patients. So we refer to St.
Anthony, St. Mary, and some of our patients end up at Good Shepherd. So we have a
specific HRSA outreach grant that's active still, working on outreach and case
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management.

There's a special committee looking at business opportunities among those Board
members for things like shared services, things like that. Another difficult one, but really
fascinating, is the regional Ql initiative. We're at very different levels, nine organizations
of how we address quality improvement issues. | personally was intrigued yesterday at
the Health Directors' meeting that we heard from Pulse and some of the meaningful use
information during that meeting. So we're striving for some standardization of our QI
work.

| didn't show the graph, but if you look at our leading causes of death, cancer is in the
top two, and we have a lot of work to do in terms of getting some of our fundamental,
just kind of basic cancer care improved.

And then finally, out there a ways is the development of a family medicine residency
program. Of course, tied to the health professions recruitment. So just to give you kind
of a little bit of a flavor of the things that the Oregon Washington Health Network aspire
to, just as kind of a close out here, we -- so | mentioned a few minutes ago, people
came to those meetings with their own hats on. What's in it for me? Providence sells
telemedicine equipment. CHI or St. Anthony's trying to make sure that referrals come to
them. Etc., etc. Butit's been a great exercise in trying to figure out how you take off
those individual hats and think kind of collectively as a large organization with a larger
vision. But I'll be honest with you. Yellowhawk started this effort because we had a
selfish agenda. For example, in this bottom left hand corner, we heard from a lot of our
patients that at some of these facilities, our patients don't get treated as they would
hope to as Tribal members. And we learned really quickly that there's been a paucity of
cultural awareness, cultural sensitivity training. So that was kind of first and high on our
list with our network members, and it was pretty well received.

| don't want to read those to you. But the last year and a half has been filled with
identifying kind of the low hanging fruit for training opportunities and how we could help
our patients as we work with these non-Tribal providers.

So we wanted to share this with you because we just felt, you know, we still feel as we
did three years ago that we can't accomplish our mission and vision in a vacuum. We
depend on these non-Tribal partners -- that's even more so. We're talking CCO's and
MODA and all these other things the ACA has brought to the table. So what do we gain
from it? You know, it's been surprising as | mentioned earlier that the lack of
communication that there's been, with organizations that are maybe five miles away,
and share patients sometimes. So the communication, | can't tell you how important
and valuable it has been to interact with these partners in kind of a more formal way.

As | mentioned as well, when we take up our respective paths, we do have common
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issues, and it's been a good exercise to identify those and have productive
conversations about what we could do together to work on them. And in some
instances, we have a whole list of funding we're pursuing. But there is value in the
strength in numbers when you have a network and collaborators. It's been a real
advantage in terms of putting in for funding.

So our next steps really are we're kind of -- you've caught us in between planning. Our
planning year ended. We're in the midst, a year or two, of a HRSA outreach grant that
is related to evidence based protocols. And some telemedicine work. But next spring
we expect the HRSA rural health network development RFP to come out. And that kind
of, if we are successful, that helps you lock in some funding for a three-year stint, and
you keep going beyond that if your network is effective. We're as we speak deploying --
one of the things we did with our planning was purchase some hardware for all of our
partners so that we can actually start doing some telemedicine, but also telemeetings.
You all know how you're all sitting here. You know how much time it takes to go to
meetings and the cost of that.

And I think | jumped ahead of myself, but the network development grant is on our list.
So as | mentioned, we're fairly new. We're currently contracted to have a website
developed. But | guess we just want to share, it's interesting, we appreciated Rich's
presentation. He used the word network. This isn't that network, but it is a network, a
rural health network. And we found it valuable for all reasons | just described, and we
think we're going to keep pursuing this as long as there's value for our charter members
and the population that we're here to serve. So that is our presentation. Thanks.
Appreciate your patience. (Powerpoint presentation was presented)

Andy Joseph: Thank you. That was a really good presentation you both did. All right,
now on our agenda we have an executive session. Is there any issues that we need to
discuss in executive session? I'm not seeing anything. OK, how about logistics for the
dinner? | guess it's just across the hall. And that starts at 6:00, so come and have
dinner by the host Tribe here. And I'll see you at 6. Oh yeah, and don't forget about the
silent auction. We might have a chance here, we don't have Dan here looking over your
shoulder . So you got a chance to bring something nice home.

Recess
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Cheryle Kennedy: The individual who's going to do invocation this morning.

Shawna Gavin: Thank you Cheryl. Good morning everyone. | hope you all rested well
and have a little bit heavier pockets today, maybe! | would like to introduce one of our
treasured Tribal elders, Tessie Williams, who is going to come up and do invocation this
morning. Tessie is a former CHR and a former health commission member. She's a
pioneer in the health field. And so much of what we do today in this room is because of
some of the hard work that Tessie did. So I'm always very grateful. She's wise and
very often very kindly shares with me maybe a direction | might be taking that child be
changed. She's very positive, and I'm very thankful to have her here today.

Tessie Williams: [Ringing bell.] We are calling and letting our Creator know that we
are all here as his children to take care of the rest of our children. This is wonderful and
feels good. Felt good to get up and think of "oh boy, I'm going to work today!" | love my
job. | work with the elders. | work with the parents. | worked with the children. And it
was wonderful. It was wonderful because they taught me a lot. My people, you go
home and take care of your own people, my grandmother said. We are taking care of
white people. | lived in Portland for many years, but | came home to take care of our
Tribal people. So when you hear some of the things that | pray for, you'll understand it's
a wide world today. Very mixed world today. As | look around, when | started, | saw all
Indian people. Nothing but Indian people. And | welcome you all here. All souls are
beautiful. All souls that belong to the Creator are beautiful. And | want to let you know
that we pray today for ourselves. We've got to learn to take care of ourselves because
if we don't take care of ourselves in our mind, our heart, and our body, we fail ourselves.
So today, | want you to look at yourself. Look at who you are. Where you come from.
And who you plan to take care of. Because this is very important. Taking care of
people is a wonderful thing. | grew up on this reservation, pristine land without the river.
My great great grandmother, she used to deliver babies in her home. She would take
care of those babies. She would sing for their life. My family was rich because my
Uncles come from the 0:05:05.7 [INAUDIBLE] clan. And they had horses. All kinds of
horses. They loved horses. They took care of horses. On the other side of my family,
he was a Cree writer. He wrote his name on theTreaty. So when | look at all of these
things that my children are going to grow up with, | have three daughters. Three
beautiful daughters, gifted me with many, many grandchildren. And I'm proud of those
grandchildren. Very proud. So when you look at yourself, you look at your family and
what you're doing and what you're doing for -- for your family.

A long time ago, they said you set an example. | didn't understand that. What | did in
my lifetime was good and bad. Good and bad. | was normal. So everything we do can
be good and bad. But what we achieve from this good and bad is how our family will
be. So today, [ringing bell] | ring this bell. Our dear Creator, you are our only one
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Creator that gave us life. That gave us a gift of life. We ask today, dear Lord as we
pray for the beautiful helpers that we have in health, not to be judgmental as | was a
judgmental person. Not to criticize. Not to look at a person if they did bad, to make
them look bad. But to look at them as somebody that's growing up. We have to look
today at 0:07:54.2 [INAUDIBLE.] We've got to learn to understand all the medications
and our drugs that are being used and abused. For everybody. For everybody.
Creator, there are all kinds of sicknesses. We pray for those who carry cancer. We
pray for those that are lonely. Very lonely. We pray for those that are alone and have
many things to think about. Creator, bless everyone to understand You. To talk to You
every day. As | say "give thanks for our land," this beautiful land that we walk on. That
we enjoy. That our men can go hunting. That our men can go fishing. That our men
can enjoy a life. Give thanks for all the food that comes from this ground. Our
traditional foods, the salmon. The deer meat. The roots. The berries. And 0:09:43.8
[INAUDIBLE.] Give thanks, oh God, for our precious water that blesses us every day
when we drink the water. That blesses our body so that it can be well and you can
stand and say "l am well." Today is a new day. It's a new day when we can 0:10:17.1
[INAUDIBLE] the Creator and thank Him, thank Him so much for what he has given you.
Your family. For the precious children that are coming up tomorrow. For the babies
that are being aborted. We're sorry, dear Lord, we have to be that way. Those are the
things that we see that are not right. We pray for them. We pray for the deceased that
are gone, that set many examples for us to follow. The good steps. That wonderful trail
that we have. Today, we bless our service men. We bless our service men that fought
for this land. That are still fighting for this land. So, today we are thankful for the
Creator. And as we go, we are not alone. Never, ever think you're alone. 0:11:42.6
[INAUDIBLE.] [Ringing bell.] [Singing.] [Ringing bell.]

| talk very seriously because | love my work. There were many times when I'd tell my
children "put your belt on." Some of them would look up at me and say "what's the
matter, don't you know how to drive?" There were other times when I'd go visit people,
they'd tell me what they did that day. There was one couple. "Oh, | could have beat up
my husband. | just could have beat up my husband. We were driving down the road,
and | told him, | said stop! Stop! What for? Let's fight. Let's fight. Let's get out and
fight." That's how precious they were. There was one time when | followed through
with my patient 0:13:29.9 [INAUDIBLE.] And | always asked the question, every day,
some were personal, one man he told me "why are you doing this to me? Why are you
doing this to me?" And | told him, and | explained to him and | explained to him, and
one day he saw me walking across the street. He said "hey,