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Indian Health Service

Program Level Funding Summary Report
{Dollars in Thousands)

2/2/00
ALE S BUDGET FY 2000
FY 1999 Final FY 2001
Sub-Sub-Activity Actual Appropriation Estimate
SERVICES:
Hospitals & Health Clinics 947,198 1,005,412 1,084,190
Dental Health 71,400 80,062 88,258
Mental Health ) - 41,305 43,245 49,405
Alcohol & Substance Abuse 94,660 96,824 99,636
Conlract Health Services 385,801 406,756 447,672
Tota, Clinical Services 1,540,384 1,632,299 1,769,161
Public Health Nursing 30,363 34,452 39,772
Health Education 9,430 9,625 11,030
Community Health Reps. 45960 46,380 51,105
Immunization AK ’ 1,367 - 1,402 1,457
Total, Preventive Health 87,120 91,859 . 103,384
Urban Health 26,382 27813 30,834
Indian Health Professions 29,623 30,491 32,7179
Tribal Management 2,390 241 2413
Direct Operation 49,309 50,988 54,119
Self Govemance 9,391 9,531 9,604
Contract Support Cost , 203,781 228,781 268,781
TOTAL, _s;Eches 1,948,380 2,074,173 2,271,055
FACILITIES:
Maintenance & improvement 40,625 43433 45,407
Sanitation Facilities 89,328 92,117 96,651
Heallh Care Facilities Construction 41,087 50,393 65237
Facilities & Environmental Health Support 107,682 116,282 129,850
Equipment 13,243 14,330 12,229
TOTAL, FACIUTIES 291,965 316,555 349,374
TOTAL, BUDGET AUTHORITY 2,240,345 2,390,728 2620429
* COLLECTIONS:
Medicare 86,961 1/ 88,824 1/ 88,824
Medicaid 269,995 1/ 275806 1/ 275,806
Private Insurance 36,930 39,950 39,960
Quarters 4,700 4,700 4,700
TOTAL, COLLECTION . 398,586 409,290 409,290
ADVANCE TRANSFER APPROPRIATION:
Diabetes 2/ 30,000 30,000 30,000
TOTAL, PROGRAM LEVEL 2,668,931 2,830,018 3,059,719

1/ Includes $29,203,000 in Medicaid/Medicare for tribal collection estimates.
2 The Balanced Budget Act of 1997 transfers $30,000,000 annually to IHS for diabetes prevention

and treatment for FY 1938 through FY 2002.

IHS-1



Indian Health Service
Funding Summary Report by Budget Authority
(Dollars in Thousands)
2/2/00
R S BUDGET FY 2000 Change
FY 1999 Final FY 2001 Estimate
Sub Sub Activity Actual 1/ Appropriation Estimate Over Approp.
SERVICES:
Hospitals & Health Clinics $947,198 $1,005,412 $1,084,190 $78,778
Dental Services 71,400 80,062 88,258 8,196
Mental Health 41,305 43,245 49,405 6,160
Alcohol & Substance Abuse 94,680 96,824 99,636 2,812
Contract Health Services 385,801 406,756 447,672 40,916
Total, Clinical Services 1,540,384 1,632,299 1,769,161 136,862
Public Health Nursing 30,363 34,452 39,772 5,320
Health Education 9,430 9,625 11,030 1,405
Comm. Health Reps 45,960 46,380 51,105 4,725
Immunization AK 1,367 1,402 1,457 55
Total, Prev Hith 87,120 91,859 103,364 11,505
Urban Health 26,382 27,813 30,834 3,021
Indian Health Professions 29,623 30,491 32,779 2,288
Tribal Management 2,390 2,411 2,413 2
Direct Operation 49,309 50,988 54,119 3,131
: Self Governance 9,391 9,531 9,604 73
Contract Support Cost 203,781 228,781 268,781 40,000
Total, Services 1,948,380 2,074,173 2,271,055 196,882
FACILITIES:
Maint. & Improvement 40,625 43,433 45,407 1,974
Sanitation Facilities 89,328 92,117 96,651 4,534
Construction Facilities 41,087 ° 50,393 65,237 14,844
Facil. & Envir. H. Supp. 107,682 116,282 129,850 13,568
'Equipment 13,243 14,330 12,229 (2,101)
Total, Facilities 291,965 316,555 349,374 32,819
- TOTAL, Budget Authority $2,240,345 $2,390,728 $2,620,429 $229,701
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INDIAN HEALTH SERVICE
FTE Summary

02-Feb-00
PILE: O:/DFM/FTE/FTE FY 2999thru2003REVISED FY 1999 FY 2000 FY 2001
Sub Sub Activity Enacted Estimate Estimate
SERVICES:
Hospital & Health Clinics 8,067 8,109 8,187
Dental Services 763 769 787
Mental Health 290 290 304
Alcohol & Substance Abuse 175 178 175
Contract Health Services 0 0 0
Total, Clinical Services 9,295 9,343 9,453
Public Health Nursing 284 290 292
Health Education 37 37 38
Community Health Reps ) . 5 5
Immunization, AK 0 0 0
Total, Preventive Hlth 326 332 335
Urban .Health 4 4 ) 4
Indian Health Professions 16 16 16
Tribal Management 0 0 0
Direct Operations 729 729 729
Self Governance 8 8 8
Contract Support Costs 0 0 0
Total, Services 10,378 10,432 10,545
FACILITIES: )
Maint. & Improvenment 0 0 0
Sanitation Facilities 179 179 179
Hith Care PFacs Construction 0 0 0
Facil. & Envir. Hlth Support:
Fac. Support 451 463 478
Env. Health Support 543 560 579
OEHE Support 81 85 88
Total, F&EHS 1,075 1,108 1,145
Equipment 0 0 0
Total, Facilities 1,254 1,287 1,324
Total, Services and Facilities 11,632 11,719 11,869
COLLECTIONS :
Medicare 763 763 763
Medicaid 1,733 1,733 1,733
Private Insurance A 420 420 420
Quarters 37 37 37
Total, Collections 2,953 2,953 2,953
Total IHS 14,585 14,672 14,822
Ceiling Exempt 1 1 1
GRAND TOTAL 14,586 14,673 14,823

1/ Includes Externs and Loan Repayment Staff.
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INDIAN HEALTH SERVICE

FTE
Detail of Changes

02/02/00
PitEe ODYWFTR/TTRZ PY Staffing
Non-add of
FY 2000 sStaffing of New Program FY 2001
Sub Sub Activity Estimate New Facas. Pacilities Increases Estimate
SERVICES:
Hospital & Health Clinics 8,109 60 30 48 8,187
Dental Services 769 7 7 1 787
Mental Health 290 3 2 12 304
Alcohol & Substance Abuse 175 ] 0 0 175
Contract Health Services 9 0 0 0 0
Total, Clinical Services 9,343 70 39 71 9,453
Public Health Nursing 290 7 2 o 292
Health Education 37 1 1 ] 38
Community Health Reps S 20 0 ] 5
Immunization, AK 0 0 [’) 0 0
Total, Preventive Hlth 332 28 3 (1] 335
Urban Health 1 0 [} 0 4
Indian Health Professions 16 [} [ 0 16
Tribal Management o 0 L) Q Q
Direct Operations 729 [} 0 [} 729
Self Governance 8 ] ] 0 ]
Contract Support Costs 0 0 0 0 [
Total, Services 10,432 98 42 71 10,545
FACILITIES:
Maint. & Improvenment L] [} 0 [} 0
Sanitation Facilities 179 ] 0 ] 179
Hlth Care Facs Construction Q L] ] 0 o
Pacil. & Envir. Hlth Support:
Fac. Support 463 S 6 9 478
Env. Health Support 560 3 3 16 579
OEHE Support 85 ] 0 3 88
Total, FLEHS 1,108 8 9 28 1,145
Equipment 0 [] ] 0
Contract Support Coste [ 0 ] 0
Total, Facilities 1,287 8 9 28 1,324
Total, Sewicgud Facilities 11,719 . 106 S1 99 11,869
Collections:
Medicare 763 0 0o ] 763
Medicaia 1,733 1) 0 o 1,733 -
Private Insurance 420 [} 0 0 420
Quarters 37 0 0 0 37
Total, Collections 2,953 0 0 0 2,953
Total IES 14,672 106 51 99 14,822
Ceiling Exempt 1 1] 0 0 1
GRAND TOTAL 14,673 106 51 99 14,823
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EXECUTIVE SUMMARY
GENE STA'

The Indian Health Service (IHS) has the responsibility for the delivery of
health services to Federally-recognized American Indians and Alaska Natives
(AI/AN) through a system of IHS, tribal, and urban (I/T/U) operated
facilities and programs based on treaties, judicial determinations, and Acts
of Congress. The Mission of the agency is to raise the physical, mental,
social, and spiritual health of AI/AN to the highest level, in partnership
with the population served. The agency Goal is to assure that comprehensive,
culturally acceptable personal and public health services are available and
accessible to the service population. The mission and goal are addressed
through four Strategic Objectives, which are: 1) Improve health status; 2)
Provide health services; 3) Assure partnerships and consultation with I/T/U;
and 4) Perform core functions and advocacy.

OVERVIEW OF THE BUDGET

This budget request and performance plan represents the next incremental step
necessary to eliminate the health disparities that prevail in the AI/AN
population. It is comsistent with the Agency's mission, the Department's
strategic plan, and the HHS Initiative to Eliminate Racial and Ethnic
Disparities in Health.

The Indian Health Service proposes an increase of $229.7 million and 99 PTE
in FY 2001 above the FY 2000 appropriation. This budget would provide an
additional $125.1 million to -‘restore access to basic health care, including
current services, contract support costs, and health care facilities
construction, $93.7 million in program increases for Services, and $10.9
million in program increases for the Facilities program. These investments
will: 1) to restore the I/T/U capacity and infrastructure to provide access
to hign quality primary and secondary medical services, and basic preventive
services, and 2) halt the recent declines in certain health status
indicators.

POLICY BASTYS AND FORMULATION PROCES R _FY 2001 BUDG URS

The Federal Commitment is to Raise AI/AN Health Status in Partnership with
Tribal Governmments.

From a policy perspective, this budget request is perhaps the most strongly
supported proposal in the Agency's history; it is based on both new and
longstanding Federal policy and commitment for improving health status by
assuring the availability of basic health care services for members of
federally recognized Indian tribes. The request supports the following three
_policy initiatives:

e the President's Race Initiative, specifically the HHS Imitiative to
Eliminate Racial and Ethnic Disparities in Health,

¢ the proposed Healthy People 2010 and its goal of achieving equivalent and
improved health status for all Americans over the next decade,

* the DHHS Strategic Plan:

IHS-14
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* Goal 1 - Reduce major threats to health and productivity of all
Americans. .

¢ Goal 2 - Improve the economic and social well being of individuals and
families, and communities in the United States.

e Goal 3 - Improve accesses to health services and ensures the 1ntegr1ty
of the Nation's health entitlement and safety net program. e

e Goal 4 - Improve the quality of health care and human services.
¢ Goal 5§ - Improve public health systems.

In addition, the Indian Health Care Improvement Act also reflects the
reaffirmation of the U.S. government’s commitment to Indian tribes to improve
the health of their people. The Act states “The Congress hereby declares
that it is the policy of this Nation, in fulfillment of its special
responsibilities and legal obligations to the American Indian people to
assure the highest possible health status for Indians and urban Indians and
to provide all the resources necessary to affect that policy.”

Furthermore, the President of the United States reaffirmed the significance
of the "government to government"” relationship between tribes and the federal
government in his Executive memorandum of April 1994, concerning consultation
with AI/AN tribal leadership.

ET ORIT, AND TRGIES

The primary policy basis for this budget request is eliminating health
disparities between the AI/AN population and the general U.S. population.
This budget request supports this intent by restoring access to the basic
health services, including assuring that there are adequate facilities and
equipment for the provision of health services, providing adequate contract
support services to the tribal health delivery system, and holding the line
against further loss of declines in health status.

This budget is intended to enhance the integration of clinical expertise from
medical, behavioral health, and community health staff in order to address
the top health problems identified by the I/T/U. The community-based public
health model is strengthened by emphasizing prevention strategies throughout
the clinical service activities as well as expanding the community health
programs and supporting partnerships with community resources such as public
safety programs, schools, and other commnity based organizations.

ing Ragi alty - $125 milld

The first priority in the budget proposal is to rastore access to basic
health services. The IHS has demonstrated the ability to effectively utilize
available resources to provide effective services and improve the health
status of the AI/AN people. However, this record of achievement has eroded
in recent years to redress the declining access to essential individual and
community health services, the Area I/T/Us identified funding current
services items as their first priority for budget increases for FY 2001. The
requested funds provide the next investment required to enhance the I/T/U
public health system to a level that can reduce health disparities by
providing access to high quality medical and preventive services.

IHS-15
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An essential component of supporting access to services and improving health
status in the long run is to assure that there are adequate facilities and
equipment for the provision of health services. The average age of IHS
facilities is 32 years. The age of facilities make the efficent, safe, and
pleasant provision of services difficult at many locations.

Also critical is the provision of adequate contract support services to the
tribal health delivery system. These requested funds are necessary for
tribal communities to assure that there are utilities, training, clerical
staff, administrative and financial services needed to operate health
programs. Without this funding, the supports are either not available, or
these services must be funded from resources that would otherwise fund health
service activities. This investment is consistent with the Administration’s
commitment to expanding tribal participation in the management of the
programs and the principles of the Indian Self-Determination Act.

Reduci he Gap in Health Di ities - $105 milli

The proposals mentioned above will keep the program. The next proposals are
intended to move forward towards health improvements. The request addresses
the multiple health issues affecting the AI/AN population and is the
beginning of a long-term plan for continuing improvements in the health of
the AI/AN population. The proposal targets the health problems identified as
highest priority by the I/T/U and responsible for much of the disparity in
health status for the AI/AN population. These include alcoholism and
substance abuse, diabetes, cancer, mental health, elder health, heart
disease, injuries, dental health, maternal and child health, domestic
violence, infectious diseases, and sanitation. The support for public health
infrastructure is also fundamental to these initiatives. These investments
will support surveillance, prevention and treatment services and are based on
“best practices” defined in health literature. This is consistent with the
Presidential Executive Order directing Federal entities to employ such
industry standards. These targeted efforts will be monitored in the
performance plan.

Another need is water and sewer systems for new and existing homes at the
community level. The AI/AN homes are seven times more likely to be without
clean water than homes in the broader U.S. This construction need must be
addressed if further progress is to be made in preventing infectious diseases
and improving the quality of life.

Conclusion
In ry this budget req t and performance plan will redress declining

access to individual and community health services. The reguest provides the
next increment required enhancing the I/T/U public health system so that it
can again continue to make significant improvements in the health status of
AI/AN people.

IHS-16
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FY 2001 Budget Request Summary
(Services and Facilities)

FY 2000 Increase
FY 1999 Final FY 2001 or
Actual Appropriation Estimate _____ Decrease
Budget
Authority..... $2,240,345,000 $2,350,728,000 $2,620,429,000 +5229,701,000

Program Level.l/ $2,668,931,000 $2,830,018,000 $3,059,71%,000 +5229,701,000
FIE........... 14,586 14,673 14,823 +150

1/ The Balanced Budget Act of 1997 included an increase of $30,000,000 for the
prevention and treatment of diabetes. Thissamount will be available each year
through FY 2002,

The request of $2,620,429,000 and 14,823 is a net increase of $229,701,000
and 150 FTE over the FY 2000 appropriation of $2,390,728,000 and 14,673 FTE.
The formulation process included tribal and urban consultation and
participation throughout. The following summarizes the IHS Budget Request:

RESTORING ACCRSS - PY 2001 Current Services: +$177,.632,000 and 51 FTE

The IHS is requesting an increase of $177,632,000 for Current Services which
includes funding for pay raises, inflation, Contract Support Costs, new
staffing and related operating costs for new facilities, and health care
facilities replacement construction projects. All current service funding
pays for annual costs that are attributable to the rapidly expanding AI/AN
population and required to maintain the current level of health care
provided. The current services increase of $177,632,000 includes the
following:

/
e $60,675,000 for Pay Costs.

s $11,720,000 and 51 FTE for Phasing-In of Staffing and Operating Costs for
new facilities.

® $65,237,000 for the following health care facilities construction
projects: Ft Defiance, AZ Hospital and design of staff guarters
($40,115,000) ; Winnebago, NE Hospital ($12,286,000); Parker, AZ Health
Center ($7,578,000); Pawnee, OK Health Center design ($1,745,000); Small
Ambulatory Grant Program ($2,513,000); Dental Units ($1,000,000.

* $40,000,000 for Contract Support Costs.

Program Increases: +8104,563 0_a: + FTE

$8,000,000 for the Indian Health Care Improvement Fund.

$7,000,000 for Information Technolegy and Epidemiology Centers.

$85,589,000 and 99 FTE for Health Disparities.
$1,993,ood to address Alcohol and Substance Abuse.

$3,880,000 to address Diabetes.
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$970,000 to address Cancer.

$3,952,000 to address Mental Health.

$1,940,000 tq address Elder Health.

$1,455,000 to address Heart Disease.

$2,959;000 to address Injuries.

$3,257,000 29 address Dental Health.

$2,912,000 to address Maternal and Child Health.

$1,940,000 to address Domestic/Community Violence.

$970,000 to address Infectious Diseases.

$2,§12,000 for Emergency Medical Services.

$40,916,000 for Contract Health Services.

$2,027,000 for Public Health Nursing.

$1,007,000 for Health Education.

$3,339,000 for Community Health Representatives.

$2,000 for the Alaska Immunization Program.

$2,974,000 for Urban Indian Health.

$2,168,000 for Indian Health Professions.

$2,000 for Tribal Management.

$43,000 for Direct Operations.

$20,000 for self-Governance. ~

$3,961,000 for Sanitation Facilities Construction.
$1,974,000 for Maintenance and Impro&ement.
$2,000,000 for Pacilities an; Environmental Health Support
rogram Decreasegt -$52,494,0
-$50,393,000 for Non-recurring Health Care Facilities Co?struction Funds

-$2,101,000 for Equipment.

ms-ﬁ—l?



Health Services

Facilities

Total, Budget
Authority

Reimbursement

Diabetes 1/

Total, Program
Level

GENERAL STATEI

FY 1999
Actual

$1,948,380,000
291,965,000

$2,240,345,000

$339,566,000

30,000,000

$2,668,931,000

21

\

FY 2000
* Final
ropriati

$2,074,173,000
316,555,000

$2,390,728,000

§409,290,000
(] 000

$2,830,018,000

FY 2001
Estimate

$2,272,055,000
—. 349,374,000

$2,620,429,000

$409,290,000
30,000,000

Increase
Or

Decrease

+$196,882,000
+532,81 [4]

+$229,701,000

$3,059,719,000

+$229,701,000

1/ The Balanced Budget Act of 1997 transfers $30,000,000 annually to IHS for
diabetes prevention and treatment from FY 1998 through FY 2002.

NOTE: Y2K funds appropriated to Treasury in FY 1999.

v di a ;)

The provision of Federal health services to American Indians and Alaska
Natives (AI/AN) is based on a special relationship between Indian tribes
and the United States provided by Article I, Clause 8, of the United States
Constitution. Numerous treaties, statutes, and court decisions first
expounded in the 1830‘s by the U.S. Supreme Court under Chief Justice John
Marshall have reconfirmed this relationship. Principal among these is the
Snyder Act (25 U.S.C.) of 1921 which provides the basic authority for most
health services provided by the Federal Government to AL/AN.

President Clinton acknowledged the special government-to-government
relationship at the historic meeting at the White House with American
Indian and Alaska Native tribal leaders in April 1994, President Clinton
pledged to fulfill the trust obligations of the federal government and
vowed to honor and respect tribal sovereignty. President Clinton said, "I
don't want there to be any mistake about our commitment to a stronger
partnership between our people," and he showed that by signing a government
directive. The directive requires every executive department and agency of
government to remove all barriers that prevent the government from working
directly with tribal governments and to make certain that any action
affecting tribal trust resources have tribal government consultation before
a decision is made.

In carrying out the Executive Order for a stronger partnership between the
government and tribal governments, the Department of Health and Human
Services, the Office of the Secretary and IHS have conducted regional
meetings with tribes on an annual basis since 1995. The meetings continued
the national dialogue begun in 1994 on health care reform by facilitating
federal, state, and tribal discussions about state and region-specific
reform activities. The meetings fostered new partnerships between the
government, state, and tribes to meet the health needs of Indian people. In
Fiscal Year 1999, the Deputy Secretary of Department of Health & Human
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Services and the Director of Indian Health Sexrvice initiated a series of
listening conferences with tribal government leaders on critical health and
human service issues. .

The_Indian Health Service and Its Partnership with Tribes

For more than 120 years, the responsibility of AI/AN health care passed
among different government branches. In 1955, the responsibility for
providing health care to AI/AN was officially transferred to the Public
Health Service (PHS).

In the 1970's, federal Indian policy was re-evaluated by the Nixon
Administration, and the Indian self-determination policy was adopted. This
policy emphasizes tribal administration of Federal Indian programs,
including health care. Self-Determination does not lessen any federal
treaty obligation, but provides an opportunity for tribes to assume the
responsibility of providing health care for their members.

The Indian Self-Determination and Education Assistance Act of 1975, as
amended, and the Indian Health Care Improvement Act of 1976, as amended,
gave new opportunities and responsibilities to the IHS and tribes in
delivering care. These included specific authorizations for providing
health care services to Indian urban populations, an Indian health
professions program, and the ability to collect from Medicare/Medicaid and
other third party insurers. Under the Indian Self-Determination Act, many
tribes have assumed the administrative and program direction roles that
were previously carried out by the federal government. Tribes through
Self-Determination contracts or Self-Governance compacts administer over
one-third of IHS resources. The remaining resources are utilized by IHS
facilities and providers for the direct provision of services to AI/AN
where tribes have elected not to contract or compact their health program
at this time, and to purchase care from private health care providers and
facilities.

With participation from the Indian people, the IHS has explored ways to
improve essential health programs and administrative support to Indian
communities. In January 1995, the Director convened 29 representatives of
the primary stakeholders in Indian health care to establish the Indian
Health Design Team (IHDT}. The IHDT, which included 22 tribal and 7 IHS
representatives, submitted a report recommending changes in the
organization and operation of the IHS. Following their guidance many of
the recommendations relating to IHS headquarters were implemented.

To continue strengthening the federal-tribal partnership, IHS implemented a
new budget formulation procedure for FY 1999 integrating the Government
Performance and Results Act (GPRA), Public Law 93-638 consultation, and
annual budget formulation requirements into an iterative process which
gives local I/T/U more opportunities for annual budget policy input and
review. This process was continued in developing the FY 2001 budget
request. Work sessions in all 12 Areas initiated the FY 2001 formulation
process and established the health priorities with associated budget
priorities on which the FY 2001 budget is based. This new process will
continue to be used and refined on a collaborative basis with Indian tribes
and urban Indian health programs in FY 2002 and future fiscal years. The
IHS Tribal Consultation policy incorporates this new approach to budget
policy development reflecting President Clinton’s commitment to honoring
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and upholding the government to government relationship and .Indian self
determination,

The Mission. Geal, and Vision

The mission of the agency is to raise the physical, mental, social, and
spiritual health of AI/AN to the highest level, in partnership with the
population served.

In November 1994, the Director of the IHS articulated his vision for the
Agency. His vision is for the IHS to continue to be the best primary care,
rural health system in the world. A system that, with tribes, continues its
goal of assuring that comprehensive, culturally acceptable personal and
public health services are available and accessible to the sexvice
population. To reach its goal, the clinical program is made up of many
separate activities including maternal and child health; fetal alcohol
syndrome; diabetes; alcoholism; mental health; emergency medical services;
community health representatives; hepatitis B; dental services; and many
others. These programs possess curative and preventive components to a
degree unparalleled in any similar program. In addition to these
clinically based programs, the Agency also encourages a community based
environmental health program, sanitation facilities construction program
and health facilities construction program.

The IHS program is delivered to more than 1.3 million AI/AN users  through
151 Service Units composed of 554 direct health care delivery facilities,
including 49 hospitals, 218 health centers, 7 school health centers, and
280 health stations, satellite clinics, and Alaska village clinics. Within
this system, Indian tribes deliver IHS funded services to their own
communities with over 42 percent of the IHS budget in 13 hospitals, 160
health centers, 3 school health centers, and 236 health stations and Alaska
village clinics. Tribes who have elected to retain the federal
administration of their health services, or to defer tribal assumption of
the IHS program until a later time receive services with about 58 percent
of the IHS budget in 36 hospitals, 58 health centers, 4 school health
centers, and 44 health stations. The range of services includes
traditional inpatient and ambulatory care, and extensive preventive care,
including focused efforts toward health promotion and disease prevention
activities.

In addition, various health care and referral services are provided to
Indian people in off-reservation settings through 34 urban programs.
Another integral part of the program is the purchase of services from non-
IHS providers to support, or in some cases in lieu of, direct care
facilities. This Contract Health Services program represents about 20
percent of the IHS Budget. The IHS Fiscal Intermediary in FY 1998
processed claims at a total billed amount of $378.4 million. The total
paid amount after contract and alternate resource savings was $173.9
million.

s ice
Service Units, local administrative units, serve a defined geographic area
and are usually centered around a single federal reservation in the

continental United States, or a population concentration in Alaska. Within
these 151 administrative units, health care is delivered through 218 health
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centers, 7 school health centers, 120 health stations, 160 Alaska village
clinics, and 49 hospitals by tribally and federally operated Indian health
programs. .

Area Offices

Twelve Area Offices provide resource distribution, program monitoring and
evaluation activities, and technical support to all operations whether IHS
direct or tribally operated. They serve to support the Service Units and
their points of service delivery.

Headaquaxters

The Headquarters operations are determined by statutes and administrative
requirements set forth by the Department of Health and Human Services, the
Administration, the Congress, and field operations (Area Offices and
Service Units). Headquarters is involved with the Department in
formulating and implementing national health care priorities, goals, and
objectives. It is involved with the Administration through the Department
by providing advocacy for Indian health programs in budget formulation and
legislative initiatives, responding to congressional inquiries, and
appropriate interaction with other governmental entities. It provides Area
Offices and Service Units with general program oversight and direction,
policy formulation, and resource distribution. It provides expert
technical expertise, maintains national statistics, and project trends and
needs for the future. )

ACCOMPLISHMENTS

Since its inception in 1955, the IHS has demonstrated the ability to
effectively utilize available resources to improve the health status of the
AI/AN people. With the funding appropriated between 1972 and 1993,
dramatic improvements in mortality rates were realized including:

e infant mortality reduced 54 percent

s Years of Potential Life Lost decreased 54 percent
» overall mortality reduced 42 percent

¢ maternal mortality reduced 65 percent

e gastrointestinal disease mortality reduced 75 percent
e TB mortality rate reduced 80 percent

It is indeed discouraging that recent mortality data (FY 1994) available
from the National Center for Health Statistics show a small upward trend in
the deaths of AI/AN people since FY 1992 from cancer, diabetes, heart
disease, suicide, alcohol, drugs, HIV/AIDS and tuberculosis.

During the past 5 years major strides have been made in reducing traumatic
injury among American Indians through the implementation of a broad array
of public health measures. These measures include injury surveillance;
extensive training for community health practitioners, board-based
community coalitions and implementation targeted interventions. A recent
analysis of injury deaths indicates a significant downward trend in
unintentional injury mortality. For instance, the Navajo Nation motor
vehicle deaths have been reduced by almost 40 percent. The IHS Injury
Prevention Program Plan describes the necessity of building basic tribal
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capacity in order to institutionalize change. The IHS Director has
identified Injury Prevention as one of the Agency‘’s key health initiatives.
Since 15997, IHS has fostered the development of tribal injury prevention
programs toward identifying community-specific injury patterns and in
implementing targeted injury intervention projects. Annually, maore than
300 tribal health and IHS personnel are trained in injury prevention
practitioner skills. These people are working in their communities to
reduce the incidence of severe injury and death. Although significant
progress has been made, much needs to be done to reduce the major burden on
the health and well being of Indian communities. Even today, many
reservations experience injury death and disability at rates 2-5 times
higher than other Americans do. The right programs are in place and new
resources will enable the agency to expand its successful model to other
tribes.

In fulfillment of the federal policy to afford Indian tribes the right to
contrel the health care programs serving AI/AN, IRS and Indian tribes
negotiated 48 self-governance compacts and S§9 annual funding agreements,
which will transfer approximately $569 million to 213 tribes in Alaska and
41 tribal govermments in the lower 48 States under the Self-Governance
Demonstration Project in FY 2000.

A Memorandum of Agreement (MOA) with the Health Care Financing
Administration was implemented in 1997 for the purpose of extending the 100
percent Federal Medical Assistance Payment (FMAP) to States for services
provided to AI/AN in tribal facilities, Previously, the States were only
eligible to receive the 100 percent FMAP for services provided in IHS
direct facilities. oOverall, the MOA has been successful by simplifying the
billing process and reducing administrative time spent negotiating tribal
leases.

In addition, the IHS, through a sub-contract, completed an evaluation of
four tribal demonstration programs. These sites were authorized under the
Indian Health Care Improvement Act to directly bill and collect for
Medicaid and Medicare services. Because of the high degree of success, a
legislative proposal to allow all tribal programs the authority for direct
billing and collection is currently being considered by Congress.

In FY 2000, approximately $2.5 million was awarded in continuation grants
for community-based prevention, intervention, and treatment initiatives
that will lead to decreased rates of child abuse and domestic violence, and
improved health of women and elders. Seventy tribal, urban and non-profit
organization proposals were received for the Indian Child Protection and
Child Abuse Prevention Demonstration Grant Program totaling approximately
$10.5 million, of which six S-year grants were funded. The Women's Health
Grant Program received 46 proposals, of which 9 were funded. 1In its first
year, the Elder Health Care Initiative Grant Program received Bl grant
applications. All the approved grants are continued in FY 2000.

Special Concerns

Within the vast IHS program, there are certain categories of health
conditions that are of special concern in FY 2001. Program increases are
proposed for specific disease entities identified as priority areas by the
I/T/Us and responsible for much of the health disparities in health status
for AI/AN population. These include dental diseases, injuries, mental
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health, alcoholism, and cancers. Investments in public health
infrastructure and information systems are also included in the request.

In addition, the Balanced Budget Act of 1997 provided $150 million over a
S-year period to address diabetes in Indian country. Diabetes is epidemic
among AI/AN and has been identified as a top health problem in all Areas of
the IHS. The Director supports priority activities designed to increase
the capacity to address these health concerns and serve the needs of the
most vulnerable segments of the AI/AN population including: children, women
and elders.

Health care and related facilities construction are another priority

essential to assuring further progress in preventing infectious diseases
and improving the quality of life.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Service - 75-0390-0-1-551

Clinical Services

Proaram Authorjzation:

Program authorized by 25 U.s.C. 13, Snyder Act, and P.L. 83-568,

Act 42 U.S.C. 2001.

FY 1999

——Enacted
Budget Authority $1,540,384,000

HIV/AIDS ($2,366,000)
FTE 9,295
HIV/AIDS (14}

FY 2000
Pinal

$1,632,299,000
{$2,462,000)

9,343
(24)

FY 2001
— Estimate
$1,769,161,000

($2,575,000)

9,453
(14)

Transfer

Increase
or

—. . Decreage
+$136,862,000

($0)

+110
{14}

Total Request Level -- The Total Request of $1,769,161,000 and 9,453 FIE is
an increase of $136,862,000 and 110 FTE over the FY 2000 appropriation of
$1,632,299,000 and 9,343 FTE. The explanation of the request is described

in the activities that follow.
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HOSPITALS AND HEALTH CLINICS

Indian Health Service FY 2000 Increase

FY 1999 Final FY 2001 or
Clinical Services Enacted  Appropriation Estimate Decreage
iral 1 Lini
A. Budget Authority  $947,198,000 $1,005,412,000 $1,084,190,000 +578,778,000
B. (HIV/AIDS) ($2,366,000) ($2,462,000) ($2,575,000) (s0}
C. FTE ' 8,067 8,109 8,187 78
D. (HIV/AIDS) (14} (14} (14) (a)
E. Activity:
Inpatient:
# of Days 275,000 274,700 273,000 -1,700
Outpatient:
# of Vvisits:
Hospitals 3,650,000 3,750,000 3,832,500 +82,500

Free-Standing

Clinics Visits 3,650,000 3,840,000 3,924,500 —+84,500
Total, Visits 7,275,000 7,590,000 7,757,000 +$167,000
POSE o)) TIO]
Mission Driven Proaram

The Hospitals and Health Clinics budget provides funding for health care
essential to American Indians and Alaska Natives (AI/AN) and critical to
the IHS mission. The mission of the agency is to elevate the health status
of its service population to the highest possible level and eliminate
disparities in health between AI/ANs and the general U.S. population. This
element of the budget supports a full range of clinical, preventive, and
rehabilitative services and is pivotal to realizing improved health for
AI/ANS.

e ] 8 i =) v
The Hospitals and Health Clinics budget supports essential services
including inpatient care, routine and emergency ambulatory care, and
support services including laboratory, pharmacy, nutritjon, health
education, medical records, physical therapy, nursing, etc. These services
are generally unavailable from any other sources in the communities served
through IHS. In addition, the program includes initiatives targeting
special health conditions that affect AI/ANs such as specialized programs
for diabetes, maternal and child health, youth services, communicable
diseases, including AIDS, tuberculosis, and others, and a continuing
emphasis on women's and elder health and epidemiology.

Other clinical services, e.g., dentistry and community services along with
a number of health programs operated by the tribes, such as women, infants,
and children's programs, and behavioral health services, are often housed
in the same facilities. This co-location of services in the hospital and
clinic increases access and fosters a truly comprehensive community-
oriented program. -
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Aghieve Ouality and Customer Satisfaction

The Hospitals and Health Clinics budget provides annual operating expenses
for over 500 health care facilities providing inpatient care, routine and
emergency ambulatory care and support services. The commitment of the IHS
and tribal staff to the delivery of the highest quality of care possible is
reflected in the continuing success in achieving and maintaining IHS and
tribal-operated facility accreditation by the Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO). The JCAHO and the
Health Care Financing Administration (HCFA) regularly and periodically
conduct in-depth reviews of the quality of care provided. They also review
the status and safety of the facilities, adequacy and competency of
staffing, and management of the service delivery components of the IHS.

These reviews are based upon the concept of continuous quality improvement
in clinical programs. The IHS and the tribes fully embrace this concept
and services are provided using the industry benchmarks for customer
satisfaction. The average IHS and tribal hospital accreditation grid score
has consistently been at or above the average score for all U.S. hospitals.

Performance Measures Demonstrate Effectiveness

This review process requires that the staffs of the health facility
establish performance indicators and demonstrate routine monitoring,
analysis, and intervention where the desired outcome is not achieved. The
facility is granted accreditation based on the appropriateness of
objectives established and met. The types of outcome measures monitored by
the clinical facilities include the effectiveness of clinical programs,
such as obstetrics and childcare.

The appropriateness of the services is measured a variety of ways: live
births successfully managed; the Apgar scores of the infants {(an objective
measure of the infant's health at the end of labor and delivery); morbidity
measures in the mother, such as preventable vaginal lacerations, etc.; and
the hospital course of the mother and child as measured by morbidity and
treatments utilized during the hospital stay. These measurements have
demonstrated that the IHS operates a high quality program of services in
its facilities. This is documented in the consistently high scores
achieved by the IHS and tribal facilities undergoing JCAHO review. In fact
when compared to HMO performance in the broader population, the IHS-funded
programs are at the very top in most measures.

Other outcome measures are utilized to assess the effectiveness of the
outreach and prevention programs associated with the clinical services of
the Agency, within are not normally measured by private industry. For
example, demonstration that the outreach activities are effective and the
clinical services are accessible found in the very low rate of out-of-
hospital births among pregnant women served by the IHS despite the fact
that the population in many locations is highly dispersed in remote
locations. There are many other outcome measures associated with matermal
and child health, such as, the number of low birth weight deliveries which
is very low in the IHS service population. Also, the immunization status
of children in the service population in which the IHS service population
is the only identified ethnic population with an immunization rate at or
near the Healthy People 2000 target of 90 percent, the decline in deaths
due to unintentional injury among children, etc. Many of these indicators
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are documented annually by the Agency publications, Trends in_Indian
Health, and the Regional Differences in Indian Health.

Training_Crucial

This commitment requires regular and specialized training. Thus, the
Hospitals and Health Clinice budget activity supports continuing medical
education for a wide variety of the health professionals employed by the
IHS and tribes. This include® specialized traiming in quality assurance
and case management as well as discipline-specific training. The FY 1998
budget provided some advanced and specialized training for nurses in
intensive care unit and operating room skills, nursing management, and the
upgrading of Indian individuals from licensed practical nursing to
registered nursing. The budget enabled IHS to support quality assurance
training through JCAHO; residency training for IHS physicians; and
continuing education of mid-level providers including physician assistants
and nurse and pharmacy practitioners.

Mapaged_Care at Work

The cost effectiveness of the Hospitals and Health Clinics activities is
enhanced through an organized process of managed care. This approach to
care is predicated on strategies of cost recovery and cost avoidance to
provide the highest volume of services within a fixed budget. The success
of this approach demonstrated by the increasing volume of third party
recovery by IHS and tribal facilities (cost recovery).

Community Oriented Primary Care Attacks Chanaing Disease

The IHES program continues to focus on increasing access to preventive and
curative services for the underserved in Indian communities. This is
ordinarily dealt with by utilizing the concept of incrementally meeting the
needs for clinical, preventive, and restorative care. In recent years the
diseases manifest among AI/AN have changed such that there is less disease
burden in the population from acute illness and more from chronic diseases
with significant behavioral determinants.

Of particular concern are disease patterns that reflect disruptions in
family and community strengths. This includes accidents, suicides,
homicides, family violence and chemical dependency. Prevention of these
chronic diseases requires a different set of precepts and disciplines since
they are less susceptible to interventions of the traditional medical
model.

New developments include community-based wellness centers, school and
community based-adolescent clinice and community-based health screening
services. In one case, published data suggests that the use of the
community wellness center red the dependence on medication and that
participants require fewer medical visits than those who do not have access
to wellness centers.

This emphasis on community oriented primary care is particularly well
suited to the unique health needs of AI/AN people. The impressive
accomplishments of the IHS have resulted from the broad community approach
employing Public Health Nurses (PHNs), alcoholism workers, mental health
workers, sanitarians, etc. These skills more directly address the effects
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of higher unemployment, lower socioeconomic status, and the complications
of poor nutrition, sanitation, and housing found in many AI/AN communities.

Maintaining progress made

The overall strategy has paid dividends in the types of health and
performance measures described above.

For example, although the number of pediatric visits has steadily
increased, the number of well child visits has declined by 25 percent since
1993. This is critical since many of the prevention services that are
essential in early life are not being provided. This includes not only
immunizations, but nutritional counseling, parenting education and support
and other preventive services that directly address diabetes, chemical
abuse, and the issues of childhood and juvenile injuries and suicides.
Similar declines in prevention services are documented in adult well care,
well woman care (including cancer screening), and oral health. In
addition, needed specialty medical services are being postponed or
eliminated as demonstrated by the dramatic increase in deferred and
disallowed contract health services for secondary and tertiary services.

These changes are unacceptable to the patients, the communities, and the
professional staff. Therefore, the IHS budget request directly reflects
the commitment to redressing these declines as a first priority.

ACCOMPLISHMENTS
Health Services

The accomplishment of the Hospitals and Clinics budget can be described in
terms of both health services and health outcomes. In the area of health
services, accomplishments can generally be characterized in terms of the
provision of millions of basic primary care inpatient and outpatient
medical services to more than 1.3 million AI/AN active users. An active
user is an AI/AN who has received a medical service in an IHS or tribal
facility during the last 3 years. Primary care is defined by the Institute
of Medicine as the provision of integrated, accessible health care services
by clinicians who are accountable for addressing a large pdrtiomn of
personal health' care needs, developing a sustained partnership with
patients, and practicing in the context of family and community. The
provision of these Bervices is critical to the prevention and amelioration
of disease. It also engages patients in controlling their own health.

In the most recent year in which full year data are available, the IHS and
tribal general hospitals admitted about 68,000 patients while an additional
21,000 patients were admitted to private hospitals under contract. There
has been a gradual decline in admissions that is consistent with the
declining inpatient admission rates experienced generally in the U.S. over
the last decade in favor of other treatment modalities. It also reflects
the IHS commitment to cost containment through expanded use of proven
outpatient care disease management protocols rather than more costly
hospitalizations.

The IHS and tribal hospital outpatient department and health clinics
provided over 6 million outpatient services, a growth of 35 percent since
1990. The outpatient services were provided by a broad range of providers
and illustrate efficient and effective mix of manpower. The hospitals and:
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clinics budget also funds other types of patient and community services
including health education, nutrition, and an array of health promotion and .
disease prevention programs that complement inpatient and outpatient
services.

Performance Measures

"~ The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indicators representative of some of the more significant health
problems affecting AI/AN.

Indicator 1: To support planning for the treatment and prevention of
diabetes during FY 2001, maintain Area age-specific diabetes prevalence
rates and identify trends in the age-specific prevalence of diabetes (as a
surrogate marker for diabetes incidence) for the AI/AN population.

Indicator 2: Reduce diabetic complications by demonstrating a continued
trend in improved glycemic control in the proportion of I/T/U clients with
diagnosed diabetes in FY 2001.

Indicator 3: Reduce diabetic complications by demonstrating a continued
trend in improved blood pressure control in the proportion of I/T/U clients
with diagnosed diabetes and hypertension who have achieved blood pressure
control standards in FY 2001.

_Indicator 4: Reduce diabetic compllcatlons by demonstrating a contxnued
trend of improvement in assessing the proportion of I/T/U clients with
diagnosed diabetes for dyslipidemia {i. e., cholesterol and triglyceride)
in FY 2001.

Indicator S5: Reduce diabetic complications by demonstrating a continued
trend of improvement in the proportion of I/T/U clients with diagnosed
diabetes who have been assessed for nephropathy in FY 2001.

Indicator 6: Reduce cervical cancer mqrtality and morbidity by increasing
-the proportion of women in FY 2001 who have had a Pap screen in the
previous year by 3 percent over the FY 2000 level.

Indicator 7: Reduce breast cancer mortality and morbidity by increasing the
number of the AI/AN female populatlon 40-69 years -of age during FY 2001 who
have had screening mammography in the previous two years by 3 percent over
the FY 2000 levels.

Indicator 8: Improve child and family health by increasing the proportion
of AI/AN children served by IHS receiving a minimum of four well child
visits by 27 months of age durxng FY 2001 by 3 percent over the FY 2000
.level.

i Reduce the incidence of Fetal Alcohol Syndrome by increasing
the proportion of I/T/U prematal clinics utilizing a recognized screening
and case management protocol(s) for pregnant substance abusing women by 10
percent over the FY 2000 level.

Indicator J7: To assure high quality health care, maintain 100 percent
accreditation of all IHS hospitals and outpatient clinics during FY 2001.
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Indicator 18: By the end of FY 2001, improve IHS-wide consumer satisfaction
by 5 percent over the FY 2000 baseline level.

Indicator 20: Reduce the incidence of preventable diseases by increasing
the proportion of AI/AN children who have completed all recommended
immunizations for ages 0-27 months (as recommended by Advisory Committee on
Immunization Practices) during FY 2001 by 2 percent over the FY 2000 rate.

Ipdicator 21: Reduce the incidence of preventable diseases, by increasing
pneumococcal and influenza vaccination levels among adult diabetics and
adults aged 65 years and older by 2 percent over the FY 2000 rates.

Indicator 22: Reduce injury-related hospitalizations for AI/AN.people to
no more than 70 per 10,000 people for FY 2001.

Ipdicator 25: Reduce childhood obesity rates by maintaining ongoing body
mass index (BMI) assessments in AI/AN children 3-5 years old and/or 8-10
years old, for both intervention pilot sites and non-intervention
comparison sites, as part of an overall assessment of the ongoing childhood
obesity prevention project‘'s effectiveness.

Following are the funding levels for the last. 5 fiscal years:

Year Fupding . ETE
1996 $854,478,000 8,078
1997 $891,824,000 7,991
1998 $906,801,000 8,020
1999 $949,140,000 8,067.
2000 $1,005,412, 000 8,109

ERATIONALE FOR BUDGET REQUEST

Total Request -- The request of $1,084,190,000 and 8,187 FTE is an increase
of $78,778,000 and 78 FTE over the FY 2000 Appropriation of $1,005,412,000
and 8,109 FTE. The increase includes the following:

Current Serviceg - Built-in Ipcreages: +$40,08S,000

The request of $40,085,000 is for current personnel related costs. These
requests will partially fund the built-in increases associated with on-
going operations. Included are funds for mandated increases such as pay
raises, within grade increases and increasing benefits costs (e.g. Health
Insurance) . These funds will be shared with Title I and Title III tribes,
as well as Federal programs.

It is extremely critical that the IHS maintain the FY 2000 level of service
to prevent any further decline in primary health services. The IHS patient
population continues to receive less access to health care than the general
U.S. population. Maintaining the current I/T/U health system is necessary
in eliminating disparities in health status between AI/ANs and the rest of
the U S§. population.
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Phasing-In of Staff for New Fdcilities: +$6,724,000 and +30

The request of $6,714,000 and 30 FTE provides for the phasing-in of staff

and related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

acil s Dollarsg FTE
Talihina, OK Hospital $3,959,000 60 1/

. Hopi,AZ Health Center 2,755,000 a0

Total - $6,714,000 30

1/ Non-add - Tribally operated program.

ia; mprovement, F : 8 0

In FY 1999 the IHS developed a new model to estimate the full costs
associated with providing health care for Indian people. The model uses an
actuarial cost calculation to estimate the per capita cost to provide
Indian people a health benefits package that is comparable to.a mainstream
enmployer sponsored benefits plan. In addition the model also estimates the
costs of those public health services not provided by a typical employer
sponsored benefits plan. This request will be used to begin to address
those disparities that exist among tribes in the current distribution of
the IHS budget.

- 47 0
See Tab.
ealth Digparities - + 79,000 a: 8_FTE
Dpial ..

Diabetes was the most frequently identified health problem in the IHS Area
I/T/U budget formulation workshops for FY 2001. Type 2 diabetes occurs at
dramatically higher rates among AI/AN adults who are almost 3 times more
likely to have diabetes than the general U.S. population. A recent alarming
trend is the increase in prevalence of type 2 diabetes in young AI/AN’s.
Over a seven years period from 1991-1997, the prevalence of diabetes rose
about 33% in'children and adolescent AI/AN. Complications of diabetes lead
too much higher incidence rates of blindness, vascular insufficiency
leading to amputation, and End Stage Renal Disease (ESRD) than in the
general U.S. population. Most recent data show that diabetes mortality is
4.3 times higher in the AI/AN population than in the U.S. population.

There has been a 24 percent increase in the American Indian age-adjusted
death rate since 1991-1993.

The Balanced Budget Act of 1997 created a $30 million grant program for the
prevention and treatment of diabetes in AI/ANs. PMore than 300 new and
innovative programs have been implemented as a result of these grant funds.
Additional diabetes program funds would be used to implement successful
*lessons learned" from these new programs in other Indian communities.

’

Although IHS has had an active clinical diabetes program for 20 years, the
incidence of various complications has continued to increase. While
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progress has been made in reducing the rate of increase of blindness and
amputations, these complications continue to occur at unacceptably hxgh
levels, and ESRD is escalating at a rapid rate. Increased primary
prevention and expanded secondary prevention efforts are needed in addition
to the existing clinic-based programs. Based on preliminary information
from international and domestic literature reports, there are promising
community-based primary and well documented secondary prevention efforts
that have been inadequately utilized and evaluated in the U.S. and among
AI/AN populations.

Currently I/T/U programs provide secondary and limited tertiary inpatient
and outpatient treatment services to Indian beneficiaries with diabetes.
In addition, some programs offer limited primary prevention services to
those who are at high risk for acquiring diabetes. The IHS diabetes care
services are consistent with services recommended by the American Diabetes
Association and follow what ie claesified as current “best practices”.

Ultimately, the anticipated cutcome of this funding is a reduction in the
mortality and morbidity of diabetes. In the short term, additional
resources would be used to expand access to both ambulatory and inpatient
diabetes services through a multidisciplinary approach. Ultimate use of
the funds will be in accordance with local priorities, consistent with
those developed during the budget formulation process.

Activities may include increased access. to rECinopathy, dialysis,
nutrition, weight-loss, and foot-care programs. Promotion of the
implementation of diabetes practice guidelines in I/T/U settings would be a
major emphasis.

Funds may also be used to enhance data collection and tracking of diabetic
patients as well as to continue "Diabetes Data" surveillance projects.
Critical support for the RPMS/PCC to automate.clinical feedback and data
collection on diabetes will.also be a top priority.

5
In addition, the funds may be used to provide training specific to diabetes
prevention, expand the I/T drug formularies to include appropriate new
diabetes drugs, increase diabetes teaching curricula and materials, ensure
the availability of essential equipment such as HgA1C machines for tribes
without -the capability of- on-site testing or other monitoring activities.

Recommended funding increases will support expanded prevention and
treatment activities aimed at reducing complications of diabetes, reducing
the prevalence of the disease, and increasing the educational and life-
style tools, such as nutrition and physical fitness. Significant funding
amounts are expected to support health promotion and disease prevention
(HP/DP) community-based activities.

+$970

Cancer was one of the top 10 most frequently identified health problems at
the IHS I/T/U budget formulation workshops in FY 2001. Lung, breast,
cervical, and other cancers are the leading causes of cancer mortality
among AI/AN. We predict that lung cancer deaths among the heavily smoking
tribes will rise too much higher levels within the next two decades. ' Five-
year survival rates among American Indians and Alaska Natives with cancer
are the poorest of all ethnic groups, due primarily to problems with late
diagnosis and access to care.
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The I/T/U health care system is heavily impacted by the treatment
requirements associated with cancer. For example, in Aberdeen Area,
malignant neoplasm's are the 14" leading cause for direct inpatient
admissions, the 11" leading cause for contract health inpatient admissions,
19" leading cause for direct outpatient visits, and the 10™ leading cause
for contract health outpatient referrals. Neoplasm's rank as the 19
leading cause. for CHS inpatient referrals for tribal programs.

The AI/AN cancer mortality rates have been increasing, while national rates
are on the decline. Of special concern are the high rates of cervieal,
lung, and gastric cancer, and rising rates of breast and colorectal cancer.
Fourteen Tribes now receive grants from the Centers for Disease Control and
Prevention (CDC) for breast and cervical cancer screening, and others
receive screening services from States through their CDC grants, but there
are still many Tribes that do not have access to screening and treatment
services.

This incremental request would provide comprehemsive screening for early
detection and treatment of disease, including breast, cervical and uterine
cancers. Early identification, screening, and treatment compliance will be
major priorities. : .

Ultimately, the anticipated outcome of additional fumding is a reduction in
the mortality rates for cancer. In the short term, expansion of
ambulatory, inpatient, diagnostic services and improving care and screening
by a coordinated system to provide logistic support for referrals, track
individual patients, and educate providers are the anticipated outcomes.

Elder Health: +$1,940.000

Elder care was identified by B of the 12 IHS Areas and the Urban Health
Programs as a top health problem during the FY 2001 budget process. There
is a demonstrated need to improve health care for approximately 100,000
elder American Indians and Alaska Natives population. The substantial
growth of this population within the last decade has increased the need for
more geriatric health services. The treatment and medication management
unigue to the elder patient population requires the development of
specialized geriatric capacity within the I/T/U health care system.
Increased health promotion and disease prevention initiatives are greatly
needed for the care of American Indian/Alaska Native elders for they are
the repositories of our cultural knowledge and wisdom to strengthen our
families and communities.

Elder care accounts for 21 percent of ambulatory visits and 36 percent of
hospital inpatient days. The growing number of the elder population
thereby increases the need for inpatient and outpatient clinical services.
The recommended funding would be used to increase access to basic primary
and secondary tertiary care for the elderly and support training on the
special health care needs of AI/AN elders.

Heart Disease: +$1,455.000

Heart Disease was identified by 8 of the 12 IHS Areas and the Urban Health
Program as a top health problem in the FY 2001 budget process. Heart
disease is the leading cause of mortality overall for American Indians and
Alaska Natives. Despite the significant decline of over 50 percent in
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cardiovascular disease in the general US population since 1968,
cardiovascular disease incidence appears to be significantly increasing in
the American Indian/Alaska Native population. The recently published STRONG
Heart Study data has revealed an incidence in the AI/AN population tested
at almost two times the incidence in the general US population. In fact,
between 1994 and 1996, about 22 percent of all deaths in the IHS service
area were caused by diseases of the heart. In 1995, diseases of the heart
caused about 32 percent of all deaths in the United States. The age-
adjusted diseases of the heart death rate for the IHS service area
population were 156.0. This is the rate adjusted for miscoding of Indian
race on death certificates. The Indian rate is about 13 percent higher
than the U.S. All Races rate of 138.3 in 1995. For ages 45 and older, the
leading cause of death is diseases of the heart.

The I/T/U programs provide basic primary care and very few specialists are
available. IHS nationwide currently employs only six cardiologists.
Facilities for cardiac catheterization and surgery, or advanced diagnostic
capability are not available within the IHS system. Conseqguently, the vast
majority of advanced heart disease must be referred to specialists outside
the IHS system, at considerable expense and, importantly, often without
coordinated secondary and tertiary cardiology prevention activities for
these individuals. Most IHS beneficiaries live in rural areas, which makes
access to specialty treatment difficult and adds to costs.

Currently the programs in all IHS Areas provide screening and basic
treatment services for cardiovascular disease such as blood pressure
monitoring, cholesterol screening, nutritional counseling for weight
control, and medications for high blood pressure and cholesterol counts.

Ultimately, the anticipated outcome of additional funding is a reduction in
the mortality rates for cardiovascular and cerebrovascular disease. In the
short term, improved screening by the further development of a coordinated
system to provide logistic support for referrals, track individual
patients, and educate providers are the anticipated outcomes. New non-
invagive and invasive cardiology services {(at IHS as well as collaborating
private/academic facilities) and medication costs will be supported.

Maternal and Child Health: +$2,912.000

Maternal and Child Health (MCH) was identified as a top health concern by §
Areas in FY 2001 budge® process. MCH services generate a large portion of
the ambulatory workload in both our Federal and tribal facilities. The
leading causes of direct and contragt hospitalization for ages 15-44 is
obstetrical deliveries and complications from pregnancy. In 1994-1996, the
birth rate in the IHS service area was 24.1 per 1,000 versus 14.8 per 1,000
for U.S. All Races. Respiratory diseases are the leading cause of
hospitalization for children ages 5 to 14.

In the IHS service areas, 4.5 percent AI/AN of all mothers drank alcohol
during pregnancy versus 1.5 percent of U.S. mothers 20.4 percent smoked
during pregnancy versus 13.9 percent of U.S. mothers. In the IHS sexrvice
areas, 45.4 AI/AN births per 1,000 are to diabetic mothers versus 25.2
births per 1,000 in the U.S. all races. The overall AI/AN infant mortality
rate continues to be higher than in the general population (9.3 per 1,000
versus 7.6 per 1,000). Postneonatal mortality rates in IHS service areas
are 4.8 per 1,000 versus 2.7 per 1,000 for U.S. all races.
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Currently the I/T/U programs provide services related to women’s health,
infant, well child, adolescent, and other pediatric services, such as
immunizations, prenatal care, nutrition services, etc. MCH services are
needed to maintain and enhance opportunities for AI/AN children and youth
to live healthier and happier lives. Indian youth have at a greater risk
for serious mental health and substance abuse problems, suicide, increased
gang activity, teen pregnancy, abuse and neglect, and developing chrenic
conditions due to physical inactivity, poor nutrition, and obesity than
other youth in America. :

To assure future good health and well being of Native American families and
communities, a commitment to matermal and child health will involve the
expansion of primary care services in the prevention, screening and
treatment of childhood illnesses and those chronic diseases, which have
their origins in the behaviors of children and mothers. :

stic _and i Violen : 481 o]

Domestic and Community Violence/Abuse was identified by 4 of the Areas and
the Urban Indian Health Program as a top health problem during the FY 2001
budget process. Violence against women has been determined to be a major
national health crisis by the American Medical Association, the Office for
Victims of Crime, the Department of Justice, and the Centers for Disease
Control and Prevention. The incidence and prevalence rates for child
maltreatment and family violence have been difficult to determine for
Indian Country, but according to a survey conducted by the National Indian
Justice Center (1994), both IHS and BIA estimated that 34.4 percent of
Indian children were at-risk of becoming victims of child abuse/neglect.

Consistent with the IHS Director’s Initiative on Domestic Violence and
Child Abuse, the IHS will continue to collaborate with other federal and
national agencies to institute and expand intervention and prevention
programs to address the prevalence of violence in AI/AN communities. In
collaboration with the Family Violence Prevention Fund‘’s 10 statewide
training efforts, at least 20-30 IHS teams from hospitals and clinics have
been trained on Improving the Health Care Response to Domestic Violence.

Every year, domestic violence results in almost 100,000 days of
hospitalization, almost 30,000 ER visits, and almost 40,000 visits to a
physician. Annual health care costs for treatment of injuries due to
domestic violence are estimated to be between $5 billion and $10 billion.
About 30-50 percent of all calls for law enforcement response and emergency
room visits is related to domestic violence.

The increased in funding will establish baseline for need of community
awareness activities aimed at domestic violence and decrease incidence and
prevalence of domestic/community violence. Training will be expanded for
all health care providers to improve the surveillance, reporting,
intervention and treatment of victims of domestic and community violence
and abuse.

¢

ecti Digeage: +$970,000

Infectious Diseases, including Tuberculosis (TB), HIV, Sexually Transmitted
Diseases (STD) and Hepatitis, were identified by four Areas and the Urban
Indian Health Programs as a top health problem during the FY 2001 budget
process. In addition, the Annual Performance Plan includes three
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performance indicators on preventing and monitoring infectious diseases, ’
including childhood and adult immunizations (indicators 20 and 21), and
HIV/AIDS (indicator 25).

Newly emerging infectious diseases, such as Hantavirus Pulmonary Syndrome
and antimicrobial-resistant bacteria, disproportionately affect American
Indians and Alaska Natives. In the past few months an alarming increase in
antimicrobial resistant infections has been identified in multiple IRS
Areas. Particularly worrisome, many of the patients involved have acquired
infections in the community instead of in hospitals or nursing homes, the
typical locations where these diseases are acquired. Clearly this is a
problem which wust be addressed rapidly and efficiently before we find
ourselves unwittingly returned to the pre-antibiotic era where an infected
scratch could lead to death.

Previous successes in the elimination of TB may be in danger of being lost.
Mortality due to TB among AI/ANs remains almost 200 percent higher than
non-Indiang. While most of the country has experienced declines in TB, the
incidence of tuberculosis in Indians has risen in the past few years,
primarily in tandem with the epidemic of diabetes. Patients with diabetes
are much more likely to develop active TB which sustains the continuing
cycle of TB transmission from generation to generation. Given the ever-
increasing numbers of patients with diabetes, TB could re-emerge as a
serious public health threat if left unchecked.

A comparison of the 1992-1994 Indian (IHS service area) age-adjusted death
rates with U.S. all races population in 1993 reveals the disease burden on

. the AI/ANs associated with pneumonia and influenza to be 61 percent greater
than among non-Indians. For example, in Navajo Area, upper respiratory
ailments account for the largest proportion of ambulatory care visits and,
pneumonia and influenza remain a significant cause of death since the mid-
19708, at twice the national rate. Other IHS areas report similar data on
the impact of infectious diseases on the I/T health delivery system.

In the face of increasing sexually transmitted diseases among AI/ANs, there
is a tremendous need to develop surveillance on the incidence and
prevalence of HIV/AIDS infection rates to assure that prevention and
treatment resource efforts are where needed, both on and off reservation.
Access to appropriate levels of treatment is complicated for tribal members
who are HIV positive by the limited scope of services available in the
I/T/U health care system.

Although Hepatitis B screening and detection are improving, evidence
suggests that Hepatitis C may be increasing among some groups of AI/ANs. A
recent cluster of patients who died of Hepatitis B infections led to us
finding a number of patients infected with Hepatitis C. In addition,
although more accurate numbers are being gathered, the number of patients
infected with Hepatitis C appears to be almost twice that of White
populations in the U.S. A proportion of these patients will need expensive
treatment as their infections progress.

Certain Indian tribes and Tribal Epidemiology Centers have established
collaborative projects with IHS, State governments, and the Centers for
Disease Control and Prevention (CDC) to develop infectious disease
surveillance and control programs. For example, the Navajo Nation is a
recipient of a CDC grant to evaluate the importance of infectious diseases
to tribal members, as well as to develop_ some community-oriented infectious
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disease control projects. The Northwest Portland Area Epi Center has been
an active collaborator with IHS in a major sexually transmitted disease
control program aimed at preventing chlamydia infections.

Initial diagnosis of most infectious diseases is made in I/T/U facilities,
or in contract medical laboratories. . The screening, testing, and treatment
of these diseases is expensive. Funding would allow staffing to screen for
and detect these diseases before they reach advanced stages in order to
stop the progression of the disease. 1In addition, funds will be used to
support and improve state and tribal-based surveillance and disease control
programs needed to address many of these communicable diseases. Some funds
specifically aimed at implementing surveillance of HIV/AIDS will involve
establishing a team of IHS and CDC epidemiologists at the national
Epidemiology Program to provide technical assistance to American Indian and
Alaska Native communities throughout the U.S.

e i ices: _+ 2,000

This request for emergency medical services will increase access to
effective Emergency Medical Services (EMS) for Indian people by improving
the capacity of IHS and tribal programs to provide hospital and pre-
hospital EMS. The requested funds would be available to all Areas and
would be used to expand the capacity of the existing 70 EMS programs which
now serve Indian people. This includes the trajining of new emergeucy
medical personnel as well as enhancing the skills of existing personnel and
upgrading equipment. Funds will also be used to develop EMS capacity for 1
to 3 tribes that currently are without adequate EMS services. Presently an
estimated 25 tribes have the need to develop EMS systems. This request
directly supports the universal enhancement of tribal EMS programs from
Basic Life Support to Advanced Life Support capabilities.
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DENTAL HEALTH

Indian Health Service FY 2000 Increase

Clinjcal Services FY 1999 Final FY 2001 or
. Enacted Appropriation Estimate Decreage

Dental Health

A. Budget Authority $71,400,000 $80,062,000 $88,258,000 +$8,196,000

B. FTE 763 7 769 9787 +18

C. Total Patients

Treated 300,000 319,000 327,000 +8,000
D. Total Services N

Provided 2,400,000 2,458,000 2,485,000 +27,000

OSE D OF OP. I

Program Missjon and Responsibilities

The IHS Dental Program is committed to raising the oral health status of
the AI/AN population to the highest possible level through the provision of
high quality preventive and treatment services at the community and clinic
level. Despite a history of documented improvements in oral health status,
the oral health of Indian people still lags well behind that of the overall
population and this disparity may be increasing. For the past two years
oral health problems have been identified by consumers participating in
budget formulation activities among the top priorities for funding
enhancement. As a result, oral health has been identified as one of the
IHS Director's initiatives for FY 2001, and this budg request addr

the critical issues relative assuring access to dental services and
restoring the dental public health infrastructure that underpins this
access. .

Between the early 19708 and the early 1990s, a period of overall dental
program expansion, the IHS Dental Program made significant strides in
improving the oral health of the AI/AN population. Results of the IHS-wide
Oral Health Status and Treatment Needs Survey of over 25,000 dental
patients completed in 1991 revealed several important findings. When
compared with results from earlier monitoring surveys, a general decline in
tooth decay among children and adults was detected. This encouraging trend
can be attributed mainly to the extensive commitment that the IHS and local
communities have made to water fluoridation during the past decade and the
expanded use of dental sealant. However, AI/ANs continue to have
substantially higher rates of dental caries and periodontal disease than
the U.S. population at large, and since the early 1990s have had reduced
access to dental services.

In addition to the very large backlog of needed dental care, two problems
of particular concern are the extremely high prevalence of baby bottle
tooth decay among preschool age children and the prevalence and severity of
periodontal disease and subsequent tooth loss among adult diabetics. The
survey data better defime the magnitude of these and other oral health
problems and will guide resource planning at the local, regional and
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national program levels. A follow-up oral health survey is in process for
FY 1999 to determine the current oral health status and continued or
emerging problems that must be addressed. Preliminary results of this
survey should be available by the end of FY 1999.

The IHS has been traditionally oriented toward preventive and basic care.
More complex, rehabilitative care, although a legitimate need, is often
deferred so the basic services may be provided to more persons. Within the
Schedule of Services, a service priority hierarchy used by the Dental
Program, over 90 percent of services provided are basic and emergency care.
Estimates of treatment needs remain high; however, a continuing emphasis on
community health promotion/disease prevention is essential  to long-term
improvement in the oral health of AI/ANs.

In 1992, the IHS added a full-time national coordinator for deamtal health
promotion/disease prevention to provide technical assistance to IHS and
tribal programs. Because of the significant loss of support of dental
health promotion/disease prevention available at the Area level, the
national coordinator has attempted to develop alternative networks
including local I/T/U dental staff to carry on essential dental health
promotion and disease prevention activities. Despite these efforts,
prevention activities appear to have declined since the early 1990s.

Tribal programs continue to exert a growing influence in the management of
oral health programs. The number of tribally managed programs continues to
grow steadily. Staff employed by or providing care in tribal programs
produce over a third of the total direct dental services. To responsibly
manage a health program requires data that supports an assessment of the
health needs of the population. To meet this need, tribal programs were
well represented in the IHS 1991 Qral Health Survev of Indian patients and
are participating in the 1999 survey.  Data gathered by these surveys
provides tribes information from which to make rational decisions regarding
their dental programs.

Tribal programs also participate in the IHS Dental Quality Assurance
Program in which clinical care, program management and community activities
are appraised. In general, tribal programs meet standards for clinical
care. When deficiencies are found, tribal employees are encouraged to
participate in IHS continuing education courses or to pursue local training
to improve their programs. The tribal pregram role in community health
promotion/disease prevention, need for efficient use of available
resources, and the value of timely and accurate services data are themes
that continue to be stressed during consultation.

Begt Practices/Industry Benchmarks

The IHS Dental Program has a long and distinguished history of serving as a
benchmark of dental public health excellence. Beginning in the 1960a, the
IHS Dental Program was a pioneer in developing dental resource planning
methods, and, in the early 1970‘s, published some of the first and most
compelling findings regarding the efficiency and effectiveness of using
expanded duty dental assistants in the provision of dental restorations.
Later in the 1970s, the IHS published what still remains as one of the most
comprehensive and recognized approaches to quality assurance for dental
care. In thé 1980s and 1990s, the IHS Dental Program was recognized by
winning three U.S. Public Health Service J.D. Lane research competitions
for community based research/education projects as well as three American
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Dental Association awards for health promotion/disease prevention. The
program’s Baby Bottle Tooth Decay Prevention Project, which won two of
these awards, has been cited internationally as a model of community
empowerment and program effectiveness. As part of these activities the IHS
Dental Program collaborated with the World Health Organization, the Centers
for Disease Control, the National Institutes'of Health, the Head Start
Bureau, and several acclaimed universities.

But, undoubtedly, the ultimate benchmark of success for the public
health organizations is what it accomplishes in term of positive
outcomes for the people it serves. Based on analyses comparing findings
from the most recent (1991) oral health survey completed in 1994, the
results show: .

A 42 percent increase in the number of children 5-19 years with

decay. : ‘

A 35 percent decrease in the number of children 5-19 years with high
decay rates (7 or more cavities).

An 800 percent increase in the number of protective dental sealant
placed in children’s molar teeth.

A 17 percent increase in the number of adults 35-44 .years with 20 or
more teeth remajining; a 29 percemt increase for those 45-54 years;
and a 40 percent increase’ for those 55 years and older.

In addition, the Baby Bottle Tooth Decay Prevention project documented an
overall reduction in the prevalence of the condition of 32 percent over the
five years of the study across all 12 sites with the largest site achieving
a 78 percent reduction.

ACCOMPLISHMENTS

Since 1992, the IHS dental program has downsized the Area Offices and
Headquarters dental public health professional staff from a total of 42 to
6 FTE (i.e., an 85 percent reduction) in an attempt to maximize resources
available to support clinical care. Providing clinical care is the dental
program's highest priority but in recent years both the percentage of the
population seen annually and the total number of services provided have
declined. However, the positions that were eliminated predominately
supported core public health infrastructure and administrative functions.
Thus, assuring the capability to support such functions as staff
development, efficient and effective dental clinic and data management, and
implementing effective oral health promotion/disease prevention activities
with a reduced public health infrastructure has become a dental program
priority. 'To achieve this goal, self-directed workgroups have been formed
composed of remaining dental staff from Headquarters and Area Offices,
along with local dental program staff and are accomplishing many of the
essential functions.

Specific accomplishments include:

¢ A workgroup has developed and is promoting clinical and community-based
strategies to reduce the prevalence of early childhood decay. The
strategies include: providing a dental screening or exam by age one by
medical and dental providers; teaching parents to brush their child’'s
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teeth and looking for early lesions which can be reversed with
fluorides; and educating families about the disease process, diet and
the importance of various fluorides.

e To reduce the prevalence of the dental decay, and increase access to
care, a work group has developed a medical model of care that addresses
dental decay as an infectious disease. Some of the key concepts are the
importance of diagnosis of caries, assessing the risk of disease. and
applying the most appropriate preventive regimens and recall. frequencies
based on the individual patients needs and demands.

e The 'IHS Dental Program has served an active role in the development of
the Surgeon General's Report on Oral Health including drafting sections
and reviewing the process and products of the effort.

* The IHS Dental Program began data collection in the periodic survey of
American Indian and Alaska Native Oral Health Status and Treatment Needs
in early FY 1999 with preliminary findings to be available in early FY
2000.

s The IHS, National Institutes of Dental and Craniofacial Research, and
State University of New York at Buffalo continue to collaborate on the
treatment of pericdontal disease in persons with diabetes. The initial
clinical trail conducted in the Phoenix Area demonstrated the
effectiveness of a non-surgical treatment regimen. The project is
currently being replicated in.the Albuquerque Area. Three S5-year grants
were awarded in FY 1998 to help IHS, tribal, and urban programs
incorporate these procedures into their dental programs.

* The IHS and the Health Resources and Services Administration -(HRSA)
entered into an Intra-Agency Agreement to increase access to care for
the unmet oral health needs of under served populations, including
American Indian/Alaska Natives. An IHS officer is detailed part-time to
HRSA to serve on the oral health initiative team.

PERPORMANCE MEASURES

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded
within this budget lihe item for achievement. These indicators are
sentinel indicators represeantative of some of the more significant health
problems affecting AI/AN.

Indicator 11: Reduce dental decay rates by improving water fluoridation
compliance in FY 2001 by 10 percent over FY 2000 levels for Areas
participating in IHS/CDC Fluoridation Surveillance Demonstration Project.

Indicator 12: Improve oral health status by assuring that at least 25
percent of the AI/AN population obtain access to dental services during FY
2001.

Indicator 13: Reduce children's dental decay by assuring that the
percentage of AI/AN children 6-8 and 14-15 years who have received
protective dental sealants on permanent molar teeth in FY 2001 is increased
by 3 percent aver the FY 2000 level.
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Following are the funding levels for the last § fiscal years:

Year Funding ETE :

1996 $62,783,000 861
1997 $65,517,000 861
1998 $65,517,000 818
1988 $71,400,000 763
2000 $80,062,000 769

RATIONALE FOR BUDGET REQUEST

~-- The request of $88,258,000 and 787 FTE is an increase of
$8,196,000 and 18 FTE over the FY 2000 Appropriation of $80,062,000 and 769
FTE. The increases are as follows:

Current Services - Built-in Increages: 44,147,000

The request of $4,147,000 for personnel related costs will partially fund
the built-in increases associated with on-going operations. Included is
the FY 2001 pay raise and within grade increases. These funds will be
shared with Title I and Title III tribes, as well as Federal programs.

It is extremely critical that the IHS maintains the FY 2000 level of
service to prevent any further decline in primary health services. The IHS
patient population continues to receive less access to health care than the
general U.S. population. Maintaining the current I/T/U health system is
necessary in eliminating disparities in health status between AI/ANs and
the rest of the U.S. population. '

Phasing- W ilities: +$7 1] 2

The request of $792,000 and 7 FTE provides for the phasing-in of staff and
related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Facilities ) Dollarg FTE
Talihina, OK Hospital $387,000 7 1/
Hopi, AZ Health Center 405,000 _7
Total $792,000 7

1/ Non-add - Tribally operated program.

Health Disparities - +$3,257,000.-and 11 FTE ™

The requested $3,257,000 and 11 FTE increase for the IHS dental line item
represents an incremental step in eliminating the disparity in oral health
that AI/AN people experience by thé year 2010 as prescribed in the
President's Race Initiative.
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It also supports the Secretary's FY 2001 Health'Promotion/ Disease
Prevention Initiative as a means to addressing this disparity with a focus
of applying the emerging dental public health guidance from the developing
Surgeon General's Report on Oral Health. The requested e€nhancements are
focused on developing increased access to essential treatment and
preventive services by developing and supporting the capability to deliver
them in the most cost-effective manner possible and include:

e §1,000,000 will be used to hire approximately 11 FTE, which will extend
basic dental services to about 5,000 additional people.

e §750,000 will be used to develop 3 new clinical and preventive services
support centers, provide training and technical assistance to local
I/T/U dental programs, improve clinical and preventive efficiency and
effectiveness through improved clinic management and the implementation
of new treatment technologies.

e $222,000 will be used for Advance General Practice Residency Training
and Dental Specialist Training to develop greater treatment capability
of dentists at local I/T/U dental clinics.

® $485,000 for dental data management including software upgrades to
integrate "point and click" technology to increase data entry and
‘performance monitoring efficiency and accuracy.

e $500,000 to expand the community water fluoridation support initiative
to 3-5 new sites and thus increase access to an estimated 15,000-25,000
people to this effective public health intervention.

e $300,000 will be used for 3 additional diabetic periodontal disease
treatment projects. These projects wil support the exportation of the
diabetic periodontal disease treatment protocol developed with the
National Institute of Dental and Craniofacial Research and State
University of New York at Buffalo. These projects will increase access
to an effective non-surgical alternative to the treatment of periodontal
disease in diabetic patients.

The IHS and its stakeholders believe these investments will build the

needed capacity in human capital for the future and be the most effective
use of resources to address the growing AI/AN population.
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MENTAL HEALTH SERVICES

Indian Health Service FY 2000 Increase
FY 1999 Final FY 2001 v or
Clinical Services Enacted Appropriation Estimate DRecrease

Mental Health
A. Budget Authority $41,305,000 $43,245,000 $49,405,000 +$6,160,000
B. FTE 290 290 304 +14

C. Total Client
Contacts 208,000 214,000 233,000 +19,000

PURPOSE AND METHOD OF OPERATION
PROGRAM MISSION AND RESPONSIBILITIES

The IHS Mental Health and Social Services (MH&SS) program is a community
oriented clinical and preventive service program these activities are part
of a Behavioral Health Team (including Alcohol and Health Education)
working collaboratively to address 4 of the top 10 health issues identified
as priority by the I/T/U. While tribal communities possess much
traditional strength, the level of psychosocial and emotional distress is
high.

The improvements in physical health status for Indian populations have not
been paralleled in the mental health and social services area. The
workloads reported by field staff reflect serious mental and social
problems in many AI/AN communities on reservationa and in urban settings.

e Studies indicate that mental health and social problems are associated
with more than one-third of the demands made on health facilities for
services. Depression, anxiety and post traumatic stress disorder are
emotional problems that are reported frequently in workload data.

e The suicide rate of about 2.4 times the national rate for AI/AN males’
aged 15-34 is one indicator of the severity of mental health problems in
Indian country. .

¢ The rate of homicide, and accidental death in young Native American
males is about twice the national rate.

» The homicide mortality rate for American Indian females 25 to 34 years
is about 1.5 times that for U.S. All Racee females in this age group.

* Problems of alcohol abuse, depression and anxiety frequently underlie
and complicate treatment for physical disorders and traumatic accidents,

requiring considerable attention from caregivers.

The most common MH/SS program model is a crises-oriented outpatient
service, which is staffed by one or more mental health professional. On-
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call emergency mental health services are also provided outside of usual
clinic or hospital hours. Medical and clinical social work are usually
provided by one or more social workers to assist with discharge planning
and provide family intervention for child abuse, suicide, domestic
violence, parenting skills, and marital counseling. Specialized mental
health services for populations such as children and the elderly are often
minimal because of limited resources and difficulties in recruitment of
trained specialists. BIA, state or local community agencies may also
provide supportive services to Native American persons with emotional
problems. Since virtually no partial hospitalization, transitional living,
or child residential mental health programs exist in IHS or tribal
operations, these services must be obtained from local, or state resources,
when available. Inpatient services are provided under contract with local
general hospitals psychiatric units or private psychiatric hospitals.
Often, emergency and long duration hospitalizatione are provided by state
mental hospitals.

Prevention and early intervention, although legitimate needs, are often
deferred so that crisis intervention may be provided to more clients.
Continuing emphasis is made on community wide intervention and prevention
strategies in collaboration with tribes for long-term improvement of child
and family based problems.

' Native healers are utilized in most Indian communities. At the option of
individual tribes, traditiocnal medicine is coordinated with other health

and mental health services. Traditional healing practices are important

health resources in Native American communities.

Services available to Indian communities for serious mental health and
social problems continue to be very limited. Most service units and tribal
programs are operated with little backup because of the rural and isolated
nature of their practice. Professional turnover and burnout also affect
the availability of services.

Many critical components of mental health, child abuse and social service
programs, such as day programs, suicide prevention, and child abuse victim
treatment are not available to Indian communities.

The IHS Mental Health/Social Services have established major initiatives
designed to address and prevent AI/AN family violence and child abuse.
Resources for more services have been described in the IHS Child Abuse Plan
and authorized in P.L. 101-630 as amended and in a plan for support of
additional suicide prevention program, which was submitted in FY 1996 by
IRS to Congress. Major partnerships currently exist with Bureau of Indian
Affairs (BIA), Substance Abuse and Mental Health Service Administration
(SAMHSA) , Center for Disease Control (CDC), Department of Justice (DOJ) and
Administration for Children and Families (ACF} for the following
initiatives:

® Continued implementation of suicide prevention strategies by supporting
development of a tribally based national suicide prevention
network/center funded jointly with the CbBC and by providing funds to
develop two additional suicide prevention projects in South Dakota and
Arizona.
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s Pprovision of grants to tribal child abuse and family violence prevention
programs and day treatment for mentally ill persons. Other support for
child abuse'prevention includes provision of training to IHS and tribal
providers in cooperation with the University of Oklahoma and the "~
University of New Mexico. Joint efforts with the BIA on conducting
background checks for tribal, IHS and BIA programs, and joint
collaborations with the Department of Justice and tribes on developing
community-based initiatives for adolescent sexual abuse perpétrators.

. Impleﬁentation with SAMSHA of a $2.4 million Indian child mental health
initiative. The IHS MH/SS received Vice President Gore's Hammer Award
for this first Indian initiative with SAMHSA.

® Joint efforts with the Head Start Bureau which provide health and mental
health consultation and training to 152 AI/AN Head Start and Early Head
Start programs including family violence prevention and intervention.

® Collaboration with the BIA, DOJ, CDC and other national, state and_local
- agencies in providing training and consultation to I/T/U providers on
domestic violence, child abuse and elder abuse. Also, an IHS system
wide identification and intervention for victims of domestic violence
will continue in the I/T/U health facilities.

® Expansion of the MH/SS system in the I/T/U facilities for data
collection on suicide, child abuses domestic violence in addition to
other clinical information., Data for baseline morbidity are essential
to fully support the I/T/U planning and management of health programs.

® provision of training on needs of high risk children and youth includes;
the detection and intervention for emotionally disturbed youth and child
abuse victims in BIA boarding schools, residential treatment centers
(RTC’s), tribal detention centers, and the Juvenile First Offender
Diversion Program training in Indian communities with the Office of
Juvenile Justice and Delinquency Prevention (OJJDP).

ACCOMPLISHMENTS

The accomplishments of the Mental Health/Social Services Program include
. the following:

e Provided training and program consultation for four adolescent Regional
Treatment Centers, including addressing issues of safety during the
pPlanning and construction phases of the three new facilities.

e Participated in a number of interagency activities, such as meetings and
workgroups with the Substance Abuse and Mental Health Services
Administration (SAMHSA), the Office of Justice Juvenile Detention
Program, and the National Center for Child Abuse and Neglect, which have
positively impacted services for AI/AN communities.

* Development of two new agreements with the Dept. of Justice that will
result in the addition of new resources to both INS and AI/AN °
communities.
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¢ Renewed several interagency agreements that have resulted in increased
resources for AI/AN communities. These include agreements with: (a) the
office of Victims of Crime to provide funds to IHS for Child Protection
Team Training for the Billings and Oklahoma Areas; (b) SAMHSA to support
an AL/AN Technical Assistance Center for the nine AI/AN grantees
selected for the Circles of Care Children's Mental Health Initiative and
to the three AI/AN Children's Mental Health Service grantees; and, (c)
the Office of Child Abuse and Neglect to continue support of Project
Making Medicine at the University of Oklahoma which provides training in
child abuse treatment to IHS and Tribal mental health, social service,
and substance abuse providers and training and technical assistance to
their communities. This project also providee training and technical
assistance to the American Indian Program Branch/Headstart grantees.

e Obtained funding from the Bureau of Indian Affairs (BIA) to allow for
the continuation of the Indian Children's Program at full funding for
another year. The American Indian Program Branch at Headstart has
agreed to replace the BIA portion of the funding for the new contract
year when BIA withdraws from this project. This will provide a stronger
focus on early identification and intervention with disabled children
and their families.

e Development of community-based skills training in child therapy for 12
tribal and IHS providers in cooperation with the University of New
Mexico. This is a pilot project to bring training opportunities to
service providers in rural, isolated areas who otherwise cannot leave
their jobs or families to attend University-based training.

¢ Punded eight S5-year child abuse grants to tribes.

e Implemented Version II of the MH/SS Reporting System that will enhance
clinically oriented direct data entry for providers and secured a
contract for continued technical support for this software.

¢ Continued the Social Work Fellowship Program with the University of New
Mexico that provides child-specific training for Indian professionals.

e Collaborated with Albugquergue Area and State of New Mexico regardiﬂg the
impact of Welfare Reform and the Children's Health Insurance Program on
Indian families.

PERFORMANCE PLAN .

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indicators representative of some of the more significant health
problems affecting AI/AN.

Indicator 14: Reduce the incidence and consequences of family violence,
abuse, and neglect by assuring that in FY 2001 at least 80 percent of I/T/U
medical facilities with Urgent Care or Emergency departments or services
will have written policies and procedures for routinely ldentifying,
treating and/or referring victims of family violence, abuse or neglect
(i.e., child, spouse, and/or elde¢ ly).
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Indicator 15: To improve mental health planning and evaluation, increase
the number of I/T/U programs utilizing the Mental Health/Social Services
(MH/SS) data reporting system during FY 2001 by 10 percent over the FY 2000
rate.

Following are the funding levels for the last 5 fiscal years:

Xgar Funding EIE
1996 $37,200,000 311
1997 $38,341,000 311
1998 $39,379,000 308
1999 $41,305,000 290
2900 $43,245,000 290
BATIONALE FOR BUDGET REQUEST

Total Request -- The request of $49,405,000 and 304 FTE is an increase of
$6,160,000 and 14 FTE over the FY 2000 Appropriation of $43,245,000 and 290
FTE. The increases are as follows:

- - i+

The request of $1,824,000 for personnel related costs will partially fund
the built-in increases associated with on-going operations. Included is
the FY 2001 pay raise and within grade increases. These funds will be
shared with Title I and Title III tribes, as well as Federal programs.

It is extremely critical that the IHS maintains the FY 2000 level of
service to prevent any further decline.in primary health. The IHS patient
population continues to receive less access to health care than the general
U.S. population. Maintaining the current I/T/U health system is necessary
in eliminating disparities in health status between AI/ANs and the rest of
the U.S. population.

The request of $384,000 and 2 FTE provides for the phasing-in of staff and
related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of-medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Facilities . B Dollasrs PTE
Talihina, OK Hospital $226,000 31/
Hopi, AZ Health Center ) 158,000 _2
Total $3B4,000 2

1/ Non-add - Tribally operated program.
1th Di fes 83 2,000 i 12 FIE
Mental health was identified as top health problem by 10 of the 12 IHS
Areas and the Urban Indian Health Programs in FY 2001. The AI/AN people are

committed to promoting the lifetime wellness of tribal members through
prevention, identification and treatment of not only physical disease but
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N

mental disease as well. Noting depression is the most widely reported
psychiatric problem amongst its population, AI/AN people have elected to
focus their attention on bringing this significant health problem under
control in their communities.

The national suicide rate for AI/ANs has consistently been about twice the
US national rated for all races and even higher for young Indian males.

For example, the Alaska Area had 116 suicide related deaths between 1994
and 1996; mental disorders were the 5% leading cause of hospitalization and
anti-depressants are among the highest category of prescribed drugs in
terms of cost. Needs in the behavioral health area comntinue to grow and
will assume greater weight as illness burden shifts from acute to chromic
conditions.

Currently, the mental health programs promote the mental health-of
individuals, families and communities by providing appropriate and
culturally responsive intervention, treatment and prevention services. The
increased funding will support staffing and related costs targeted at
increasing access to mental health services. 1In the long term, the intent
is to provide mental health services in a more timely and efficient manner
consistent with current and emerging health problems.

Funds would also be used to implement routine screening for mental health
diseases. Implementation of comprehensive community based mental health
care systems that are culturally appropriate for AI/AN families and
communities will be a top priority.

Specific prevention and intervention approaches to suicide, child abuse &

neglect, elder abuse and other forms of domestic violence developed by
tribal communities will be supported with these funds.
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ALCOHOL & SUBSTANCE ABUSE

FY 2000 Increase
Indian Health Service FY 1999 Final . FY 2001 : or
Clinical Sexvices Enacted bole) ation Estimate Decrease
Alcohgl & Substance Abuse
Budget Authority $94,680,000 $96,824,000 $99,63S,b00+$2,812,000
Total FTE 175 175 175 0
A. Services Provided:
Outpatient Visits 590,000 593,000 604,000 +11, 000
Inpatient Days - 285,000 286,000 290,000 +4,000
Regional Trt Center: .
Admissions 3,700 4,000 - 4,120 +120
Aftercare Referrals 8,700 9,100 9,400 +300
Emergency Placements 390 400 410 +10
- s . .
)l 08 METHOD OF OPERATIQ!
m_Miss esponsibilj

The Alcoholism and Substance RAbuse Program (ASAP) strives to eliminate the
disease of alcoholism and other drug dependencies and the associated pain
it brings to individuals of all ages, families, villages, communities, and
tribes. The ASAP primary goal is to reduce the prevalence and incidence of
alcoholism and other drug dependencies. The ASAP provides support and
resources in the efforts of AI/AN communities toward achieving excellence
in holistic alcoholism and other drug dependency treatment, rehabilitation,
and prevention services for individuals and their families: ' In addition to
the development of curative, preventative and rehabilitative services, the
ASAP. activities include the following:

e Data development and coordination for measuring the substance abuse and
underage alcohol problems among AI/AN;

e Programmatic evaluation and research toward developing effective
prevention and treatment services;

* National leadership that focuses on youth treatment, community
education, and prevention services for high-risk youth; and

e sServices for developmentally disabled.

The ASAP continues to primarily contract with tribal entities/consortia,
including tribes that have compacted under Self-Governance, and Indian-
managed urban boards of directors since the passage of the Indian health
Care Improvement Act, P.L. 94-437. Presently, the IHS funds approximately
300 AI/AN ASAP that provide a multitude of treatment and prevention
services to rural and urban communities.
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It is estimated that 95 percent of the approximately 1,800 employees in IHS
funded programs are tribal staff. The credentialing, training, and hiring
of 1,200 counselors have been a major initiative to address counselor
competency. The counselor certification and professional licensure rates
continue at approximately 85 percent of the program staff.

There are three adolescent regional treatment centers accredited by the
Joint Commission of Accreditation of Healthcare Organizations (JCAHO) and
three others that are accredited by Commission on Accreditation
Rehabilitation Facilities (CARF). The remaining three treatment programs
are preparing for JCAHO and/or CARF accreditation.

The tribal alcohol. programs are state licensed and/or certified. The
majority of the tribal alcohol programs follow the Indian Health Manual,
Part III, Chapter 18, ASAP Standards which is modeled after JCAHO and CARF
Standards.

Additional resources are needed to determine the priority of need and the
correction of identified deficiencies in residential and non-residential
facilities to improve the functioning of alcoholism and substance abuse
programs. For example, an evaluation of the effectiveness of IHS sponsored
aftercare/continuing care services is underway.

While alcoholism mortality had shown a dramatic decrease from 59 per
100,000 in 1980 to 37.9 per 100,000 in 1991, the latest data indicates that
alcoholism mortality rates have been worsening since 1992. The rate has
increased to 48.7 per 100,000, which is 7.3 times that of the overall U.S.
population. An evaluation study of the Adolescent Regional Treatment
Centers indicates program completion rates of 53 percent in comparison with
61 percent in the general population. The severity and intensity of the
problems in AI/AN youth appear to be more treatment intensive than in the
general U.S. population. The comprehensive care requirements include staff
who are dually trained in mental health disorders and alcohol and substance
abuse in order to effectively and safely respond to the treatment needs of
young people with dual diagnosis.

The first two phases of the four-phase evaluation of women and children
treatment needs has been completed. Preliminary findings indicate that
high rates of abuse as children and adults and motivation to be better
parents are the primary conditions of and reasons for AI/AN seeking
treatment. The findings also indicate a need for treatment programs that
provide cultural, spiritual, and childcare activities, and the importance
of completion of individual and group therapy and participation in support
groups.

CCOMPLIS

Accomplishments of the IHS Alcoholism and Substance Abuse Program include:

¢ Local, community based training workshops and events called "Gathering
of Native Americans, " are being widely adapted throughout Indian
Country. These workshops and events have been designed, tested, and
evaluated in American Indian communities with the help of Indian

IHS-55



55

education, social services and health professionals supported by both
the IHS and the Center for Substance Abuse Prevention. As a result,
there has been a revitalization of community planning interest and
capability to address alcoholism and substance abuse.

Coordination with the Centers for Disease Control and Prevention to fund
an injury management control officer and a tobacco education and
training officer. :

Continued primary care provider training workshops to enhance
professional skills in addiction, prevention, intervention, and
treatment skills. A special module has been developed for public health
nurses. Activities include the development of a lending library (video
and slide materials) designed to improve provider in service capability
and community presentatidns. Between 40 and 60 primary care providers
receive this training each year.

The Chemical Dependency Manag 1t Information System (CDMIS) is now
fully on line. All Areas using CDMIS and those Areas that will be
reporting CDMIS from other data systems have received training. A users
friendly version of CDMIS was released during FY 1996. An integrated ,
version of which incorporates both commercial and RPMS data conducive to
a behavioral health model of treatment is currently being tested in the
Billings Area. The ASAP is supporting two software enhancement projects
which further integrate and coordinate assessment, treatment planning,
and case management utilizing the ASAM Patient Placement criteria and
the CSAT Alcohol Severity Index (ASI) are being tested with 10 youth
RTCs and the Billings area. '

In the Aberdeen Area, numerous clinics and hospitals are now using the
Prenatal Health Assessment, which is a screening instrument for pregnant
substance abusing women developed with the Centers for Disease Control
and Prevention, and these protocols are being piloted in two new Areas
in FY 1999. '

At the University of Washington, Fetal Alcohol and Drug Unit mini-
internships continue to be provided for I/T/U providers.

Leadership is being provided for the prevention of secondary
disabilities in FAS individuals. A training manual for providers and
parents/caregivers of FAS children and adolescents was prepared in
conjunction with the Jamestown S‘Klallam Tribe. Pamphlets to assist
family and community members in advocating for services and preventing
secondary disabilities were developed in FY 1998.

The -counselor certification and professional licensure rates continue at
approximately 85 percent of the program staff.

Clinical supervision training will continue to be supported as in the
previous three fiscal years to enhance the competency of counseling
efforts.

The IHS is in the midst of an ongoing effort to evaluate treatment for
women. The first two phases of the four-phase evaluation have been
completed. The final report of the first two phases described the
conditions of and reasons for seeking- treatment by AI/AN women who use
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IHS funded treatment services. Among other things, these included high
rates of abuse as children and adults and women’'s motivation to become
better parents. The final report also emphasized need for treatment
programs that provide cultural, spiritual and child care activities, and
the importance of completion of individual and group therapy and
participation in support groups. Information from the final report of
the first two phases has been presented throughout Indian country, and
at professional meetings in the U.S. and Canada. Phase III and IV of
this evaluation will conclude in 1999. The purpose of Phases III and IV
are to assess and measure the treatment outcomes achieved by. the women
receiving treatment at facilities supported by the Indian Health
Service. In addition, the evaluation study will attempt to relate
treatment outcomes. to the treatment services provided. It will also
describe the organization and provision of substance abuse treatment and
aftercare services available for adult AI/AN women, identifying common
strengths, problems, and recommendations for improvement.

e As part of the IHS response to the results of an evaluation of the
adolescent regional treatment centers, an RTC Outcomes Tracking Protocol
Project began in FY 1998. The purpose of this protocol is to provide a
quantitative means for validly and reliably documenting client progress,
program outputs, program and policy outcomes and program and policy
efficiency. .

nt ncy Activities

The focus of FY 2000 collaborative efforts is with Substance Abuse and
Mental Health Services Administration (SAMHSA), Centers for Disease Control
and Prevention, National Imstitutes of Health (NIAAA) and the Department of
Justice (DOJ).

Future Directions

The IHS has actively cooperated with the DHHS in Demand Reduction
activities, policy development, development of research agendas, and
development of data monitoring (NIDA:UFDS). The IHS is committed to the
national agenda to reduce alcohol and drug abuse by using strategies that
include:

e Research and evaluation: collaborative efforts with the Robert Wood
Johnson Foundation, aftercare evaluation, and completion of the first
two phases of the women’s treatment evaluation

e Continued development toward a comprehensive continuum of care
encompassing prevention, education, treatment and rehabilitation.
Workshops on American Society of Addiction Medicine Patient Placement
Criteria were sponsored as part of the Clinical and Preventive Health
Leadership, Series

s Initiative to support treatment and prevention for women and for men

*» Supporting inhalant abuse prevention and treatment initiative as a
gateway drug in children, including Headstart, and young adolescents

¢ Injury control projects, e.g., None for the Road Campaigns for the
Healthy People 2000 objectives
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e Continued efforts in enhancement of counselor skills
¢ Tobacco cessation

e Continued implementation of CDMIS with a planned integration.of RPMS and
standardized commercial behavioral health software to enhance quality of
care, evaluation, and third party reimbursement capacity

¢ Expansion of primary prevention efforts via collaboration with the
Center for Substance Abuse Prevention on the Rural and Remote Culturally
Distinct population project and trainxng

e Expansion of traditional healing efforts and 4
e Continued enhancement of RTC development and effectiveness.

PERFORMANCE PLAN

The following performance indicators are included in the IHS FY 2001 Annual

Performance Plan and are primarily dependent upon the activities funded

within this budget line item for achievement. These indicators are

sentinel indicators representative of some of the more sxgnif;cant health
problems affecting AI/AN.

Ingjgg;g;;ai To reduce drug and/or alcohol use relapse of youths discharged
from Regional Treatment Centers (RTC) during FY 2001:

a. follow- -up will be equal to or gréater than the FY 2000 level
b. At least 30 percent will have documented 6 months of less alcohol '
and drug use than before treatment.

; Reduce the incidence of Fetal Alcohol Syndrome by increasing
the proportion of I/T/U prenatal clinics utilizing a recognized screening
and case management protocol(s) for pregnant substance abusing women by 10
percent over the FY 2000 level.

Following are the funding levels for the last 5 fiscal years:

Year Funding FIE .
1996 $91,352,000 173
1997 $91,482,000 184
1998 $91,782,000 186
1999 $94,680,000 175
2000 $96,824,000 175
RATIONALE FOR BUDGET REQUEST

" Total Regquest -- The request of $99,636,000 and 175 FTE is an increase of
$2,812,000 over the FY 2000 Appropriation of $96,824,000 and 175 FTE. The
increase includes the following:
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Currepnt Servi - Built-in Increases: _+$829,000

The request of $829,000 for personnel related costs funds the built-in
increases associated with on-going operations. 1Included is the FY 2001 pay
raise and within grade increases. These funds will be shared with Title I
and Title III tribes, as well as Federal programs.

It is extremely critical that the IHS maintains the FY 2000 level of
service to prevent any further decline in primary health. The IHS patient
population continues to receive less access to health care than the general
U.S. population. Maintaining the current I/T/U health system is necessary
in eliminating disparities in health status between AI/ANs and the rest of
the U.s. population.

5_- 83,0

Alcohol and substance abuse was identified as a top health problem by 11 of
the 12 IHS Areas and the Urban Indian Health Programs in FY 2001. Alcchol-
related automobile injuries and deaths constitute a major burden on the
health of the IHS service population. For many years, the I/T/U has
identified alcohol and substance abuse as its chief health problem
priority. The 1994-1996 age-adjusted mortality rate for alcoholism was 627
percent greater for AI/ANs than those for the United States all races
population. Chronic liver disease and cirrhosis is a common complication
of alcohol and drug abuse, and is the 5% leading cause of death in the IHS
nationwide. '

Alcohol and substance abuse have had a tremendous negative impact on the
health status of American Indians. The use of these substances often
complicates other chronic diseases such as diabetes and hypertension.
Additive use of alcohol and other substances contributes to domestic
violence, homicide and suicide. Involvement of alcohol in child abuse and
neglect, and intentional injuries has been clearly demonstrated.

Drug use, other than alcohol, especially intravenous drugs and
methamphetamine, is on the rise in all Indian communities, with related
dramatic increases in treatment costs. Methamphetamine is the primary drug
used by Native American Women requiring drug treatment in the Billings
Area. In 1997, 9 percent of clients treated for chemical dependency
reported methamphetamine use, with reported use as high as 40 percent at
some ‘sites. The psychiatric co-morbidity of methamphetamine users has
resulted in an increased since detoxification and treatment is longer than
for other drugs.

Currently the alcohol and substance abuse programs provide services to a
small portion of the service population. Programs are primarily focused to
select groups of the population as needs become apparent. Service in this
manner is dictated by crisis and does not address true alcohol and
substance abuse program management of patients. None of the programs are
funded well enough to address all of the conventional components of alcohol
and substance abuse treatment, including outpatient, aftercare, inpatient,
crisis intervention, or prevention, etc. Treatment is less expensive than
incarceration with an increased potential for cure, especially if family
support and ‘interventions are also available. Access to new treatment
modalities and alternative medicine is limited.
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The proposed -funding is an incremental amount towards providing the full
continuum of treatment for alcohol and substance abuse as well as
supporting a comprehensive approach for preventing these problems. The
additional resources will be used to enable the programs to address
multiple services simultaneously, for training of counselors on the
assessment and treatment of patients with multiple diagnosis, and for
enhancing/establishing aftercare programs to reduce recidivism rates in
_persons undergoing treatment.

Programs targeted to certain high risk groups and specialized services will
also be supported. The I/T/U programs identified various needs for these
types of programs, including:

e transitional or sober living programs since many of the adults cannot
return to their communities following in-patient treatment

® halfway houses and group homes .

e community peer support/leadership and mentor programs that are
integrated into drug free recreational activities

e inhalant abuse programs
high risk prenatal clinics to screen and identify women who are abusing
alcohol and other substances to follow them throughout their pregnancy
as a way to diminish Fetal Alcohol Syndrome

¢ Specialty Teams within each IHS Area to perform psychological autopsies
on all completed suicides to diminish the total number of completed
suicides among AI/AN youth. Most completed suicides are highly
correlated with alcohol abuse.

e Youth Regional Treatment Centers.
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CONTRACT HEALTH SERVICES

Indian Health Service : FY 2000 Increase
Clinical Services FY 1999 Final FY 2001 or
Enacted Appropriation Estimate Decrease

Contract Health Services
A. Budget Authbrity $385,801,000 $406,756,009.5447,672,000 +540,916,000
B. FTE B 0 ) 0 0 0
C. Gen. Med & Surg.

Hospitalization:

ADPL 245 248 252 +4

D. Ambulatory Care:

Outpatient Visits 482,600 490,700 541,600 +50,500
E. Patient & Escort
Travel: One Way 35,200 35,900 39,600 +3,700
Trips
¥. Dental Serviqes 59,800 60,600 66,900 +6,300

PURPOSE AND METHOD OF QP TION

Program Mission and Responsibilities

The IHS Contract Health Services (CHS) program supplements the health care
resources available to eligible American Indian and Alaska Native (AI/AN}
people with the purchase of medical care and services that are not
available within the IHS direct care system. The IHS purchases both basic
and specialty health cares services from local and community health care
providers, including hospital care, physician services, outpatient care,
laboratory, dental, radiology, pharmacy, and transportation services such
as ground and air ambulance. The CHS program also supports the provision
of care in IHS and tribally operated facilities, such as specialty clinics,
e.g., orthopedics and neurology, and referrals to specialists for
diagnostic services. )

The CHS program is administered through 12 IHS Area Offices that consist of
66 IHS-operated Service Units and 84 tribally operated health programs.
Although the IHS facilities include three major medical centers, most of
the IHS and tribally operated facilities are small rural community
hospitals and health centers with limited services. In addition, not all
tribes have access to IHS or tribally operated facilities. Therefore, the
smaller facilities and those Areas with few or no direct care facilities
have a higher reliance on the CHS program to provide the needed health
care.

The CHS budget also includes a Catastrophic Health Emergency Fund (CHEF) of
$18,000,000 in FY 2001, which is intended to protect limited local CHS
operating budgets from overwhelming expenditures for certain high cost
cases. In FY 1999, the CHEF threshold was $19,500 based on the annual
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change in the consumer price index as mandated by congressional
legislation. The $12 million CHEF budget funded in FY 1999 710 high cost
cases in amounts ranging from $5,000 to $558,000. At least 521 cases
totaling over $10 million could not be funded in FY 1999.

e Practi dus enchmarks

Because of high patient demand, the IHS relies on the strict adherence to
specific CHS guidelines to ensure that the most effective use of CHS
dollars are attained. As much as possible, the IHS pursues negotiated rate
agreements with private health care providers to obtain health care at
reduced rates, including managed care arrangements. In addition to the CHS
requirement for eligibility, the IHS utilizes a medical priority system and
considers it self to be the payer of last resort. This means that all
patients must exhaust all other health care if eligible, before the IHS can
pay. Tribal contractors provide services under the same CHS regulations as
the IHS.

In addition, the IHS fiscal intermediary (FI) with Blue Cross/Blue Shield
of New Mexico provides a mechanism that provides payment for services in
the private sector through a contract. The FI ensures that payments are
made accurately and timely according to contractual requirements where
applicable, and maintains a centralized medical and dental claims
reimbursement system. The FI process functions within the IHS payment
policy and meets the standards of the medical industry. Aside to providing
payments to vendors, the FI provides program support services that
collects, compiles, organizes workload, and financial data, and generates
statistical reports to the IHS that support the administration of CHS
programs.

Findings Influencing FY 2001 Request
Inflation:

» The medical inflation rate experienced by the IHS in making CHS payments
is significantly higher than in the private sector.

* According to the Bureau of Labor Statistics, the Consumer Price Index
for Medical Care increased 3.2 percent between 1997 and 1998, whereas
for professional care services the IHS FI reported an inflation rate of
9.34 percent for 1998.

Services:

s From FY 1994 to FY 1997, CHS admissions declined by 18 percent, while
billed costs per admission increased 19.8 percent.

e From FY 1994 to FY 1997, CHS-purchased professional services declined by
5.5 percent, while billed costs per vigit increased 27.2 percent.

Denials:

e From FY 1994 to FY 1997, CHS denials increased 64.6 percent.
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Deferred Services:

¢ The number of reported deferred services increased 42 percent from FY
1994 to FY 1998.

CHEF:

e In FY 1999, CHEF claims exceeded the available $12 million budget by $10
million.

s There were 521 claims for which funds were not available in FY 1999.

s Once the CHEF budget is exhausted, Areas Offices cease to report high
cost cases. N

ACCOMPLISHMENTS

IHS patients have been able to receive more health care services than the
amount of CHS expenditures indicate. This is accomplished through a
variety of mechanisms such as alternate resource requirements, and provider
discounts/contracts.

Alternate resource (AR) means other third party payers must pay before the
IHS will pay. To accomplish this patients are required to inform the
Service what type of AR they have and must apply if they are potentially
eligible for an AR. Examples of an AR include private insurance companies,
Medicare, and Medicaid.

Provider discounts/contracts are agreements to reimburse health care
providers at an amount below billed charges. Types of provider
reimbursement contracts at a discount include, payment using Medicare
methodology, a percent of Medicare methodology, per diem rates, and percent
of billed charges (if less than Medicare).

Because of the procedures described above, the CHS program has been able to
purchase health care services that total more than twice the amount of the
CHS expenditures. The actual amount of billed charges purchased through
these arrangements cannot be completely documented because the IHS only has
records for payments actually made. For example, payments by Medicaid are
considered payment in full in accordance with Federal regulation.
Therefore, when a patient is eligible for Medicaid and Medicaid pays the
bill there are no charges to be paid by the Service or the patient.

During FY 1998 the total billed charges were $378.4 million. However, the
FI paid $173.9 milPion for this care. The difference resulted from
contractual discounts of $125 million, and altermate resource savings of
$79.6 million. These figures do not include the additional care paid for
through the Medicaid program. Because the Self-Determination Tribes
operate independently from the IHS, we do not have statistics on their
savings.

EERPORMANCE_PLAN

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primary dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indicators representatives of some of the more significant health
problems affecting AI/AN.
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Indicator 2 : Reduce diabetic complications by demonstrating a continued
trend in improved glycemic control in the proportion of I/T/U clients with
diagnosed diabetes in FY 2001.

Indicator 3: Reduce diabetic complications by demonstrating a continued
trend in improved blood pressure control in the proportion of I/T/U clients
with diagnosed diabetes and hypertension who have achieved blood pressure
control standards in FY 2001.

Indicator 4 : Reduce diabetic complications by demonstrating a continued
trend of improvement in assessing the proportion of I/T/U clients with
diagnosed diabetes for dyslipidemia (i. e., cholesterol and triglyceride)
in FY 2001.

Indicator 5: Reduce diabetic complications by demonstrating a continued
trend of improvement in the proportion of I/T/U clients with diagnosed
diabetes who have been assessed for nephropathy in FY 2001.

-
Indicator 6: Reduce cervical cancer@mortality and morbidity by increasing
the proportion of women in FY 2001 who have had a Pap screen in the
previous year by 3 percent over the FY 2000 level.

Indicator 7: Reduce breast cancer mortality and morbidity by increasing the
number of the AI/AN female population 40-69 years of age during FY 2001 who
have had screening mammography in the previous two years by 3 percent over
the FY 2000 levels.

Indicator 8: Improve child and family health by increasing the proportion
of AI/AN children served by IHS receiving a minimum of four well child
visits by 27 months of age during FY 2001 by 3 percent over the FY 2000
level.

Indicator 12: Improve oral health status by assuring that at least 25
percent of the AYI/AN population obtain access to dental services during FY
2001, '

Indicator 13: Reduce children's dental decay by assuring that the

- percentage of AI/AN children 6-8 and 14-15 years who have received
protective dental sealants on permanent molar teeth in FY 2001 is increased
by 3 percent over the FY 2000 level, '

Following are the funding levels for the last 5 fiscal years:

Yeax Funding ETE
1996 $362,564,000 15
1997 $368,325,000 18
1998 $373,375,000 2
1999 $385,801,000 [}
2000 $406,756,000 0
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RATIONALE FOR BUDGET REQUEST

Total Request -- The request of 5447,672,600 is an increase of $40,916,000
over the FY 2000 Appropriation of $406,756,000. The increase is as
follows: |

Health Disparities - +$40,916,000
The additional requests will be used for the following:

$33,916,000 - New tribes and Health Disparities
$ 6,000,000 - Catastrophic Health Emergency Fund
$ 1,000,000 - Dental Health Program

$40,916,000 Total

Of the increase, 533,916,000 will used to address health status inequities,
equitable delivery of health care services, and funding for newly
recognized tribes. The AI/AN populations have a long history of
disproportionate health problems as compared to the general U.S. population
as well as disparities in funding. This increase will address those )
priority health problems identified by the I/T/Us for FY 2001, including a
portion of inpatient services and outpatient services deferred and denied
under the IHS medical priority system. 1In FY 1999 the IHS deferred payment
authorization for 84,085 recommended cases and denied 15,844 determined not
be within medical priorities. Services and treatment for diabetes, cancer,
heart disease, injuries, mental health, domestic/community/family
abuse/violence, maternal and child health, elder care, refraction’'s,
ultrasound examinations, physical therapy, dental hygiene, and elective
orthopedic services are some examples of cases that are either deferred or
denied.

Of the increase, 56,000,000 will be used to supplement the Catastrophic
Health Emergency Fund (CHEF) programs. These will e increase the CHEF
program from $12 million to $18 million. The CHEF budget has remained at
$12 million since FY 1990, in the mean time inflationary costs for medicine
and health care has grown substantially as well as the tribal Indian -
population. The CHEF program continues to enhance the. IHS and tribal
programs by providing a sigmificant and complementary. resource that
supports limited local operating budgets from the over-whelming effects of
high cost cases.

Because of funding limitations, not all high cost cases that have a
potential for CHEF can be funded. Since FY 1995 the amount of unfunded
cases has increased from $8.0 million to $10.0 million in FY 1999.
Annually, the Fund is depleted before .the end of the fiscal year. Once the
CHEF budget is deplete Areas and tribal programs cease to report cases for
consideration. The estimated unreported cases are over $15 million making
the total need to be more than $25 million. With no additional funds for
high cost cases CHS programs have no alternative but to absorb these
additional costs from there own resources.

In addition, $1,000,000 will be used to provide services for the dental

program to purchase basic and emergency dental services for over 2,000
AI/AN people who do not otherwise have access to dental care from I/T/U
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clinics. The higtoric funding level for comprehensive dental services has
been insufficient to meet the needs of the Indian population.
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HIV/AIDS
FY 2000 Increase
FY 1999 Final FY 2001 or
INDIAN HEALTH SERVICE Actual Appropriation Estimate Decrease
Total Program Level.... $3,649,000 $3,770,000 $3,930,000 +$160
[§ 5251 [ (15) (1s) (15) 0
FY 2000 -
FY 1999 Final FY 2001 .
s
Risk Assessment & Prevention
Surveillance
1. HIV Surveys.......c.vinennersase $947,000 $985,000 $1,030,000
Information & EBducation/Preventive
Services
1. High Risk or Infected Persons
a. Hlth. Educ./Risk Reduction .. 535,000 535,000 535,000
b. Counseling, Testing &
Partner Notification....... 213,000 222,000 __232,000
Subtotal, High Risk or
Infected Persons........... 748,000 757,000 767,000
2. Special Minority Initiatives.... 748,000 773,000 820,000
3. School and College Aged Youth
a. Program Devel. & Training. . 213,000 222,000 232,000
4. General Public & Special Prog. .
a. Regional, State, & Local..... 781,000 812,000 950,000
S. Health Care Workers & Providers
a. Other Types of Training...... 213,000 222,000 232,000
Subtotal, Info. & Educ./ ’
Preventive Services...... [ 2,703, 0 2,785,000 2,900,000
Total......oounes e PR TR $3.649,000 §3,770,000 $3,930,000
SE METH PE.

The Public Health Service (PHS) mission for addressing Acquired Immune
Deficiency Syndrome (AIDS) and the Human Immunodeficiency Virus (HIV) epidemic
is to prevent further spread of infection; to provide effective therapies for
those already infected; to enhance the capacity of the Nation's public and
private organizations at the national, state, and local levels to deliver
effective prevention, treatment, and related health care programs to all
citizens. To achieve the PHS HIV/AIDS mission, the IHS has implemented
programs that include components of risk assessment, education, and prevention
to health care workers' and Indian communities, and treatment of HIV infected _
persons.
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ACCOMPL I SHMENTS
Survejllance

As of June 1999, the IHS has reported 2,722 AIDS/AIDS cases in AI/ANs. New
HIV infection cases average 120 per year. The surveys of prenatal, sexually
transmitted diseases (STD), and alcohol and drug abuse treatment programs have
proved the presence of the virus in remote Indian communities. The CDC
blinded seroprevalence survey in prenatal clinics revealed rates of 4/10,000.

Each Area Office has one HIV/AIDS Coordinator that networks with their
respective State epidemiologist regarding HIV/AIDS in AI/ANs. All programs
must meet State reporting requirements. Information is shared with the States
and the Centers for Disease Control and Prevention.

IHS has one National AIDS Coordinator in Headquarters. Each Area Office has
appointed permanent full-time Area AIDS/HIV Coordinator to enhance
surveillance, prevention and treatment efforts.

High Rigk or Infected Persons

More than 2,000 health care workers in IHS and tribal programs are trained as
HIV counselors. This includes substance abuse counselors and mental health
program staff.

Risk assessment behavior screening is continuing among women seen in prenatal
and other clinice. Similar screening is being done on STD and tuberculosis
patients.

With the increased public awareness of the AIDS/HIV virus, wore individuals
are seeking counseling and requesting HIV testing. IHS is providing 5,000
voluntary confidential tests annually.

Prevention Services

The IHS AIDS Program is focusing prevention activities in special groups, such
as women, tribal leaders, school age youth, community leaders at specific
community events such as feasts, pow-wows, schools, health fairs, and rodeos.

Vi = A

The Urban Indian Health programs received a special appropriation of $646,000
in FY 1993 for AIDS education and prevention services. Urban Indian programs
now provide testing for high risk individuals. Some continue to participate
in the IHS surveillance.

The programs have developed culturally appropriate HIV/AIDS Prevention
materials, and have identified available resources for care. Initially, the
34 urban Indian programs limited their activities to public awareness
campaigns, but are now involved in part-time AIDS/HIV outreach, intervention,
and referral activities for high risked persons.

IHS-69



69

School and College Age Youth

Limited data suggest that Indian youth continue to engage in unprotected sex
at an early age. Surrogate data such as teen pregnancy and STD rates support
this position. IHS provides AIDS Prevention/Risk Reduction services to all
reservation based schools, school boards, and educators, as well as Teen
Clinics, Youth Substance Abuse Treatment Centers, and other youth
organizations. Regular training sessions are offered to the Bureau of Indian
Affairs school administrators, tgachers, and school board members. IHS
personnel are participating in school health programs and curriculum
development.

Local Programs - Community Awareness

The IHS has provided AIDS Prevention/Rigsk Reduction services to all Indian
communities. Nearly all of the IHS service population has heard or seen an
AIDS education message. Communities have established local task forces to
encourage greater community involvement and to assist lifestyle changes.

Health Care Workers

The IHS AIDS Activities offices have distributed copies of the Behavior
Modification Plan and Case Management Plan, a.collection of current preventive
and treatment AIDS. information for IES providers.

\

The local service units maintain continuing medical education programs on
AIDS/HIV prevention for all health care workers. The IHS also provides
training on universal precautions and implementation of 076 protocols for
prevention of vertical transmission of infected mothers to uninfected newborn.
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ACTIVITY/MECHANISMS BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Services - 75-0390-0-1-551
Public and Private Collections

Program authorized by Economy Act of 31 U.S.C. 686 Section 301-P.L. 94-437,
Title IV of Indian Health Care Improvement Act.

Increase
FY 1999 FY 2000 FY 2001 or
- Medicare $79,975,000 $81,838,000 $ 81,838,000 0
Tribal Medicare 6,986,000 6,986,000 6,986,000 o
Medicaid 247,776,000 253,589,000 253,589,000 |
Tribal Medicaid 22,217,000 22,217 000 22,217,000 0
Total $356,956,000 $364,630,000 $364,630,000 Q
Private
Insurance 36,930,000 39,960,000 39,960,000 Q
Total $393,886,000 $404, 590,000 $404,590,00 0
FTE 2,953 2,953 2,953 0
Reimbursable Increase
obligation: FY 1999 FY 2000 FY 2001 or
Enacted Appropriation Estimate Decrease
Personnel Benefits &
Compensation $174,667,000 $184,861,000 $198,609,000 +$13,728,000
Travel & Trans. 2,999,000 2,835,000 2,835,000 . 0
Trans. Of Things 871,000 814,000 8,140,000 0
Comm./Util./Rents 2,549,000 2,238,000 2,238,000 4
" Printing & Repro. 115,000 117,000 117,000 0
Other Contractual
Services 19,636,000 18,452,000 18,452,000 4
Supplies 49,800,000 44,115,000 44,115,000 0
Equipment 12,039,000 10,569,000 10,569,000 [+
Land & Structures 58,589,000 49,638,000 49,638,000 0
Grants 72,563,000 90,881,000 77,153,000 -13,728,000
Insur./Indemnities 17,000 15,000 15,000 0
Interest/Dividends 41.000 35.000 35,000 u
Total $393,886,000 $404,550,000 $404,590,000 $0

OF OPERATION
MEDICARE/MEDICAID

The FY 2000 and FY 2001 Medicare/Medicaid (M/M) estimates reflect the rate
increases incorporated in the FY 2000 President’s Budget Request. For FY
2001, the IHS Medicare and Medicaid collections are estimated to remain at
the FY 2000 level of $335,426,000. The IHS is making an estimate of tribal
collections for the first time this year, we can only estimate tribal
collections because there is no reporting requirement for them. This
estimate is based on HCFA data.
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The FY 2001 President’s Budget assumes that the current 1999 rates will
continue into FY 2000 and that any future IHS rate adjustments will be made
based on the results of a complete analysis of current Medicare hospital
cost reports.

For FY 2000, the IHS Medicare and Medicaid collections are estimated to
total $335,426,000, a net increase of $7,673,000 over the FY 1999 actual
collections. The FY 2000 increase represents a small increase of 2.3
percent. This increase can be achieved through the IHS business management
initiative. To achieve the business management increase, IHS will place the
highest priority on improving its business management operation and
increasing third party collections.

During FY 1999 and FY 2000, a major effort was initiated to improve each
hospital‘s capability to identify patients who are eligible or may become
eligible for third party reimbursement. A major part of this initiative
includes the identification of all children who may be eligible for
participation in the Children’s Health Insurance Program {CHIP). The IHS
has been working with HCFA and the State Medicaid offices to help ensure
the success of this effort. Also, other business management initiatives,
including staff training and automating State Medicaid billings and
collections, will assist IHS in its efforts to increase collections.
Through these business management improvement initiatives, the IHS
estimates that Medicare and Medicaid collections, including CHIP, will
increase by $7,673,000 during FY 2000.

The IBS will continue to place the highest priority on maintaining JCAHO
accreditation standards for its health facilities. The use of the M/M
reimbursements will be in accordance with approved JCAHO/HCFA survey plans
of correction and with identified deficiencies. Specific Service Unit
plans will be developed to respond to these deficiencies. These include
the very large backlog of tial maint and repalr which affects
JCAHO/HCFA standards, including health and safety.

ERIVATE THIRD PARTY COLLECTIONS

In FY 2001, the IHS estimates private insurance collections of $39,960,000,
the same level as FY 2000 and an increase of $3,030,000. During FY 2000
and FY 2001, IHS will continue to its efforts to improve each health
facility’s capability to identify patients who have private insurance
coverage and increase private insurance billings and collections. Funds
collected will be used by the local Service Units to improve services,
including the purchase of medical supplies and equipment, and to improve
local service unit’s business management.practices.

IHS-73,



T2

ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Service - 75-0390-0-1-551
Preventive Health
Program Authorization: Program authorized by 25 U.S.C. 13, Snyder Act and
P.L. 83-568, Transfer Act 42 U.S.C. 2001.

FY 2000 Increase

FY 1999 Final FY 2001 or

Enacted "Appropriation Estimate Decrease

Budget Authority $87,120,000 $91,859,000 $103,364,000 +$11,505,000
HIV/AIDS ($535) ($535) {$535) ($0)
FTE 326 332 335 3
HIV/AIDS (1) (1) (1) (0)

Total Raguest Level -- The total request of $103,364,000 and 335 FTE is an

increase of $11,505,000 and 3 FTE over the FY 2000 Appropriation of
$91,859,000 and 332 FTE. The explanation of the request is described in the

activities that follow.
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PUBLIC HEALTH NURSING

- FY 2000 Increase
Indian Health Service FY 1999 Final FY 2001 or
Preventive Health Enacted Appropriation Estimate Decrease
Public Health Nursing
BA. Budget Authority $30,363,000 $34,452,000 $39,772,000 +$5,320,000
B. FTE 284 290 292 +2
C. Total # of Patient
Vigits 340,000 359,575 392,075 +32,500
Total # of PHN Home
Vvisits Provided 119,000 - 119,900 128,900 +9,000

OSE AND METHOD OF OP:! TIO!

X ilities

Public Health Nursing (PHN) is the integration of nursing practice and public
health practice applied to the prevention of disease and the promotion and
preservation of the health of the Indian population. The nature of this
practice is continuous and comprehensive, including all program areas and
diagnostic groups. The PHN is directed to individuals, families and groups
and intrinsically relates and contributes to the health of a total community.

PHN services are based on the assessed needs of individuals, families, groups
and communities. It is one of the most visible and well known to the Indian
tribes because it is entirely community based. The PHN role is predominantly
one of advocacy, strengthening relationships within the Indian community and
providing the framework for broadly based community efforts. This includes
therapy, counseling, education, and referral activities often carried out in
conjunction with other members of the health care team such as the community
health representative. Other significant PHN activities include coordination
and case management activities.

Practic n enchmarks

The PHN program is an integral component in the Indian Health
Service/Tribal/Urban (ITU) health programs. The tribes operate approximately
one third of the PHN program. Outreach activities includes: home visitation,
well-child examinations, iwmmunizations, prenatal care, and health fairs and
follow-up visit on missed clinic appointments. Referrals for follow-up care
in the home remain a traditional PHN activity in the IHS. Home visits continue
to be a mainstay of the PHN activities along with case finding which together
accounts for over 50 percent of the PHNs time. All IHS PHNs practice case
management . Another 25 percent of the PHN's time are spent in activities for
children under the age of 5 years. The PHNs work collaboratively with the
Maternal and Child Health (MCH) team, Community Health Representatives, and
etc. The AIDS counseling, Fetal Alcohol Syndrome Program team members, and
Sexually Transmitted Diseases (STD) follow-up constitute other important
activities and contacts that PHNs are involved with in providing community
oriented care. Continuous identification of those education programs aimed at
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meeting the health awareness needs of the community constitute other important
PHN activities. Further collaboration with State and county agencies to plan

appropriate programs to meet the needs of the Indian community often requires

input from the IHS PHNs.

Findings Influencing FY 2001 Request

While IHS services related to preventive care have increased 88 percent since

1980, many preventive services directly influenced by PHN home visits such as

prenatal care, high immunization rates, follow-up care for missed appointments
and post-hospitalization home visits are challenged by several factors facing

the PHN Program.

To address a serious problem in recruitment and retention, the IHS implemented
a Special Salary Rate (SSR) to make nursing salaries competitive with the
private sector. In recent years, the increases in funds received for the PHN
program have been utilized to restore some of the lapsed positions and provide
for increases.

The IHS service population is increasing at a rate of about 2 percent per
year. The health needs of the growing elder population are consuming more PHN
time. In 1995, 18 percent of the PHN home visits were to elders 64 years and
older. There are increasing needs to address alcohol related health problems
such as fetal alcohol syndrome, chronic liver disease,.child abuse, domestic
violence, etc. The number of AIDS/HIV, tuberculosis, asthma, diabetes are
increasing and requiring closer follow-up for PHNs.

The PHN programs have successfully been accredited by the National League for
Nursing; however, in recent years because of limited funding many programs
have chosen not to continue this accreditation process. The ability to fund
PHN programs for accreditation is critical so that our programs continue to
meet national standards.

The PHN program has historically provided funding for the PHN Intern program
which provides PHN training. In recent years the number of jinterns have been
reduced from 21 to 7. The program provides the ability to train Native
American nurses who provide culturally sensitive care and are vested in the
communities, thus providing a consistent, stable PHN workforce.

ACCOMPLISHMENTS

The PHN program has been challenged by vacancies that are not filled or kept
open for long periods of time. Despite these shortages, the PHN program
funded four PHN interns, Alpha and Beta tested the PHN PCC form that will
generate more specific data, and provided PHN Update Training for Indian
country wide.

PERPORMANCE PLAN

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded within
this budget line item for achievement. These indicators are sentinel
indicators representative of some of the more significant health problems
affecting AI/AN.
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Indicatoxr 2: Reduce diabetic complications by demonstrating a continued trend
in improved glycemic control in the proportion of 1I/T/U clients with diagnosed
diabetes in FY 2001.

Indicator 3: Reduce diabetic complications by demonstrating a continued trend
in improved blood pressure control in the proportion of I/T/U clients with
diagnosed diabetes and hypertension who have achieved blood pressure.control
standards in FY 2001.

Indicator 8: Improve child and family health by increasing the proportion of
AI/AN children served by IHS receiving a minimum of four well: child visits by
27 months of age during FY 2001 by 3 percent over the FY 2000 level.

Indicator 19: Improve the health status of American Indian and Alaska Native
people by assuring that during °FY 2001, the total number of public health
nursing services (primary and secondary treatment and preventive services)
provided to individuals in all settings and the total number of home visits
are increased by 9 percenc ‘over the FY 2000 workload levels.

Indicator 20: Reduce the incidence of preventable diseases by increasing the
proportion of AI/AN children who have completed all recommended immunizations
for ages 0-27 months (as recommended by Advisory Committee on Immunization
Practices) during FY 2001 by 2 percent over the FY 2000 -rate.

Indicator 21: Reduce the incidence of preventable diseases, by increasing
pneumococcal and influenza vaccination levels among adult diabetics and adults
aged 65 years and older by 2 percent over the FY 2000 rates.

Following are the funding levels for the last 5 fiscal years:

Year —Fundingq _ - EIE
1996 $24,150,000 297
1997 $26,676,000 289
1998 $28,198,000 289
1999 $30,363,000 284
2000 $34,556,000 290
T E P

TOTAL REQURST -- The request of $39,772,000 and 292 FTE is an increase of
$5,320,000 and 2 FTE over the FY 2000 Appropriation of $34,452,000 and 290
FTE. The increases include the following:

- i - s 4

The request of $2,650,000 for personnel related costs would partially fund the
built-in increases associated with on-going operations. Included is the FY
2001 pay raise and within grade increases. These funds will be shared with
Title I and Title III tribes, as well as Federal programs.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current I/T/U health system
is necessary in eliminating disparities in health status between AI/ANs and
the rest of the U.S. population.
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- or New Facilities:

The request of $643,000 and 2 FTE provides for the phasing-in of staff and
related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Eacilitien: Dollars ETE
Talihina, OK Hospital $495,000 7 1/
Hopi,AZ Health Center 148,000 2
Total $643,000 2

1/ Non-add - Tribally operated program.

Health Disparities - +$2,027,000

The additional funds will provide greater access to PHN services to address
the priority health problems identified by the I/T/Us for FY 2001. PHNs
provide home care, case management services, and treatment interventions, as
well as a range of preventive and maintenance services, such as education and
gcreening for early detection, nutritional and medication counseling for
maintenance of health, and follow up services after surgery and chewotherapy,
etc. These services are essential to reducing the gap in health disparities
that exists between the AI/AN population and the rest of the U.S. Funds will
also address training and continuing education needs of PHNs.

Ultimate use of the funds will be determined by local priorities, consistent
with the needs identified during the budget formulation process.
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HEALTE EDUCATION

Indian Health Service FY 2000 Increase
Ereventjve Health FY 1999 Final FY 2001 or
) Enacted Appropriation Esgtimate Decrease
Health Education:
A. Budget Authority $9,430,000 $9,625,000 $11,030,000 +$1,405,000
B. HIV/AIDS ($535) ($535) ($535) {$0)
C. FTE Ky} 37 kY +1
(HIV/AIDS FTE) (1) (1) (1) (0)
F. Total Hlth. Educ. . :
Services Provided 600,000 610,000 614,000 +4,000
E_AND 0 N

Program Migsion and Reoponsibilities

The IHS Health Education Program is committed to raising the health status of
American Indians and Alaska Native (AI/AN) to the highest possible level. '
This is accomplished through advocacy leadership and promoting community
capacity building that nurtures healthy lifestyles and appropriate use of
health services. 1In addition, the Health Education Program fosters
participation of AI/AN communities in developing and managing programs to meet
their health needs. The Health Education Program envisions strong, highly
functional families that support raising healthy Indian children. The Health
Bducation Program has identified these priorities that encompass the core
practices. of public health education - community health, school health,
employee health promotion, and patient education:

To provide leadership in advocating and developing safe and healthy Indian
communities; : .

To develop and strengthen a standardized, nationwide patient education
program;

To enhance capacity of Indian schools (Bureau of Indian Affairs) to respond to
threats to health; )

To support the IHS Director’s Youth Initiative; and
to promote adolescent health and wellness.

To accomplish these goals, partnerships and networking with tribes, schools,
communities, educational institutions, public and private foundations, health
and education agencies will continue and be enhanced. The IHS will assist our
partners to engage in community-based prevention ‘initiatives, such as HIV/AIDS
risk behavior, violence prevention, child abuse, physical inactivity, alcohél
and substance abuse.

The emphasis of the IHS Health Education strategic plan is to improve and
strengthen the practice of public health education, and to take an active role
in community health planning, as determined by sound epidemiological data and
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the availability of proven intervention strategies which are driven by
community-based needs identified by local communities. The Health Education
Program has been active in putting the plan into practice with efforts such as
developing a Web site that includes Health Education recruitment information,
the IHS Patient Education Protocols/Codes, the "Circle of Life" yhich'is a
newly developed Native American HIV/AIDS curriculum for X-6, and a directory
of all I/T/U health education programs. In addition, the Program has designed
and implemented a new aspect to the Health Education Resource Management
System (HERMS) that automatically translates raw monthly HERMS data into more
user friendly forms, such as charts, graphs, etc.

B maxr

The IHS Health Education Program has a long history of serving as a benchmark
and Federal model of health education services. It is one of the few health
education programs nationally that serves such diverse health education needs
working with over S50 tribal entities. Most recently, the program has
embarked on a model “Patient Education Project” that allows outcome
measurements to be obtained for health education services to meet the new
JCAHO standards for health/patient education.

Findi Infl i he FY 2001 R
Based on preliminary analyses of FY 1998, health education workload data,
approximately, 40 percent of the eligible AI/AN population had access to
health education services. Thus, this request is directed at restoring lost

capacity to provide health education services whether it is direct or tribal
health education services.

CCOMP.

e The National Patient Education Project has been successfully implemented
in all 12 IAS Areas. The objective of this project is to standardize
patient education for I/T/Us. The ultimate goal is to institutionalize
this in all areas over the next two years. Eventually ORYX indicators
will be used to evaluate health education and patient education efforts.

e The Health Education Resource Data Management System (HERMS) has been
updated and is be#pg implemented nation-wide. Complete implementation is
slated for FY 2000.

* The Health Education Chapter 12 Update has been completed and awaits
approval for inclusion in the Indian Health Manual. The chapter has been
revised to reflect the Tribal compactlng and contracting activities.

/
s Health Education program is in the final stages of completlng an IHS
Health Education web site.

PERFORMANCE PLAN

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded within
this budget line item for achievement. These indicators are sentinel
indicators representative of some of the more significant health problems
affecting AI/AN.
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Indicator 2: Reduce diabetic complications by demonstrating a continued trend
in improved glycemic control in the proportion of I/T/U clients with diagnosed
diabetes in FY 2001.

Indicator 3: Reduce diabetic complications by demonstrating a continued trend
in improved blood pressure control in the proportion of I/T/U clients with
diagnosed diabetes and hypertension who have achieved blood pressure control
standards in FY 2001.

Indicator 6: Reduce cervical cancer mortality and morbidity by increasing the
proportion of women in FY 2001 who have had a Pap screen in the previous year
by 3 percent over the FY 2000 level.

Indicator 7: Reduce breast cancer mortality and morbidity by increasing the
number of the AI/AN female population 40-69 years of age during FY 2001 who
have had screening mammography in the previous two years by 3 percent over the
FY 2000 levels.

Following are the funding levels for the last 5 fiscal years:

Year — Funding EIE
1996 $8,313,000 49
1997 $8, 632,000 45
1998 $8,932,000 43
1999 $9,430,000 37
2000 $9,625,000 37

RATIONALE FOR BUDGET REQUEST

Total Regquest -- The request of $11,030,000 and 38 FTE is an increase
$1,405,000 and 1 FTE over the FY 2000 Appropriation of $9,625,000 and 37 FTE.
The increase includes the following:

Current Services - Built-in Increases: +$262,000

The request of $262,000 for personnel related costs would partially fund the
built-in increases associated with on-going operations. Included is.the FY
2001 pay raise and within grade increases. These funds will be shared with
Title I and Title III tribes, as well as Federal programs.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current I/T/U health system
is necessary in eliminating disparities in health status between AI/ANs and
the rest of the U.S. population.

Phasing-In of Staff for New Facilities: '+§136 000 and 1 FTE

The request of $136,000 and 1 FTE provides for the phasing-in of staff and
related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities.
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The following table displays the requested increase.

Facgilities: Dollars FTE
Talihina, OK Hospital $66,000 11/
Hopi,AZ Health Center 70,000 i
Total $136, 000 1

1/ Non-add - Tribally operated program
-+ o

The additional funding will support health promotion and disease prevention
(HP/DP) community-based activities focused on the priority health problems
identified by the I/T/Us for FY 2001. The health education departments’
capacity to provide culturally appropriated education and prevention programs
will be enhanced with these funds. Education activities targeting the
youngest members of AI/AN population through school based and community based,
culturally sensitive programs designed to promote healthy behaviors at an
early age will be a high priority. Ultimate use of the funds will be
determined by local priorities, consistent with the needs identified during
the budget formulation process.
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COMMUNITY HEALTH REPRESENTATIVES (CHR)

Indian Health Service < FY 2000 Increase

Preventive Health FY 1999 ) Final FY 2001 or
Epacted Appropriation Estimate Decrease

Community Health Representatives:

A. Budget Authority $45,960,000 $46,380,000 $51,105,000 +$4,725,000

B. Number of CHRs 1,612

C. # of Tribally
Operated Services
Provided 2,200,000 2,000,000 ~ 2,320,000 +320,000

D. FTE 5 5 5 )

PURPOSE AND METHOD OF OQPERATION
Proaram_Mission/Responeibilities

The CHR program is a tribally administered program, based on the concept that
American Indian/Alaska Native (AI/AN) community members, trained in the basic
skills of health care provision, disease control, and prevention, can
successfully effect change in community acceptance and utilization of health
care resources.

The CHR Program plays an important role in the successful implementation of
IHS/Tribal health promotion/disease prevention initiatives. The CHR is well
positioned, within their communities, to provide the needed educational and
related services that can result in healthier lifestyles among their people.
The CHR are considered effective outreach health care providers and have
established an efficient metwork system through which health promotion/disease
prevention initiatives can be delivered to the AI/AN people.

ACCOMPLJ SHMENTS .
The IHS uses the Community Health Representative Information System (CHRIS) II
to record the services provided by CHRs. 1In 1997, CHRs made approximately 3.0
million client-patient contacts. A total of 1.5 million service hours were
spent on health education, case management, patient care, case finding,
monitoring, and transporting patients in the health areas of diabetes,
hypertension, health promotion/disease prevention, alcohol/substance abuse,
cancer, communicable diseases.

The CHR Program provided 3 sessions of 3-Week CHR Basic training in which 99
CHRs succepsfully completed the training. There were also 3 CHR Refresher
training sessions provided and 64 CHRs completed the one-week training.

The CHR Program also revised the 3-Week Basic training manual as well as
developed a CHR Refresher training manual. The manuals will be distributed to
all 215 CHR tribal programs.
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The decrease in client-patient contacts and decrease in the number of CHRs
successfully completing the CHR 3-Week Basic training is due to the increase
in the number of tribes taking their tribal shares under the CHR program line
item.

PERFORMANCE PLAN

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded within
this budget line item for achievement. These indicators are sentinel

indicators representative of some of the more significant health problems
affecting AI/AN.

Indicator 8: Improve child and family health by increasing the proportion of
AI/AN children served by IHS receiving a minimum of four well child visits by
27 months of age during FY 2001 by 3 percent over the FY 2000 level.

Indicator 20: Reduce the incidence of preventable diseases by increasing the
proportion of AI/AN children who have completed all recommended immunizations
for ages 0-27 months (as recommended by Advisory Committee on Immunization
Practices) during FY 2001.by 2 percent over the FY 2000 rate.

"Indicator 21: Reduce the incidence of preventable diseases, by increasing

pneumococcal and influenza vaccination levels among adult diabet;cs and adults
aged 65 years and older by 2 percent over the FY 2000 rates.

Following are the funding levels for the 1t 5 fiscal years:

Year Funding FIE ~

1996 $43,955,000 . [+]

1997 $44,973,000 12

1998 ©"$44,312,000 13 .

1999 $45, 960,000 5 .
2000 $46,380,000 s :

RATIONALE FOR_BUDGET REQUEST

TOTAL_REQUEBST -- The request of $51,105,000 is an increase.of $4,725,000 over-
the FY 2000 Appropriation of $46,380,000. The increase includes the
following: »

- New 5 N

The request of $1,386,000 provides for the phasing-in of staff and related
costs for new facilities. The staffing of new facilities also contributes to
the recruitment and retention of medical staff and promotes self-determination
activities. The following table displays the requested increase.

Facilities: ' Dollars EFTE
Hopi, AZ Health Center 1,386,000 20 1/
Total . . $1,386,000

1/ Non-add - Tribally operated program
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alth Dispariti - +$3.3 00

These funds would be used to increase accees to community based health
promotion and disease prevention services to address the priority health
problems identified by the 1/T/Us for FY 2001. The CHRs are often.the front
line health care providers to meet the needs of the AI/AN population within
the communities. Funds will alsc be used to provide quality training needed to
upgrade the skills and knowledge for the CHRs in order for them to become a
more integrated part of a multidisciplinary community health network.

Ultimate use of the funds will be determined by local priorities consistent
with the needs identified during the budget formulation process.
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HEPATITIS B AND HEMOPRILUS IMMUNIZATION PROGRAMS (ALASKA)

Indian Health Service : FY 2000 Increase

Preventive Health FY 1999 Final FY 2001 Oor
Enacted Appropriation Estimate Decrease
Influenza Immunjzation Program (Alaska)
A. Budget Authority $1,367,000 $1,402,000 $1,457,000 +$55,000
IHS Operated:
* # hepatitis patients
given clinical care 2,500 2,900 2,900 0
# chronic carriers
Surveyed.......... 1,462 1,492 1,492 0
# patients immunized:
Hepatitis A/B..... 6,900 8,400 8,400 0
** Hemophilus
Influenza (Hib)... 900 1,000 1,000 Q
# Hepatitis C
patients followed 650 800 BOO [

Evaluate need for
Hepatitis Booster Doses:

Infants/Children 1,482 1,982 1,982 0
Adults......cc0cnn. ) 2,800 3,000 3,000 0
Immunization Records
Audited: 2,000 3,000 3,000 [4
rx*Purchase of vac. (§):
PedvaxBIB........... $0 . $o $o $0
Hepatitis A (adult). $50,000 $50,000 $50,000 $0
Hepatitis B (adult). $50,000 $50,000 $50, 000 $0

*These patients have diagnostic exams and procedures performed by hepatitis

program staff at rural field clinics and at Alaska Native Medical Center.

**These figures represent patients immunized in hepatitis A/B studies, and adult
vaccination with program-purchased vaccine. Changes in figures represent
hepatitis A vaccination of adults with chronic hepatitis C infection.

w++*These figures represent the purchase of PedvaxHIB in FY 1997 (see narrative
below), and a renewed purchase of adult Hepatitis A and B vaccines agreed upon
in the Alaska compacting tribes funding agreement with IHS. Hepatitis B vaccine
is offered to any susceptible Alaska Native adult. Hepatitis A vaccine is
offered to mon-immune adults in high-risk groups determined by the Advisory
Committee on Immunization Practice (ACIP).

The Viral Hepatitis Program (Hepatitis B Program) and the Immunization (Hib)
Program are distinct programs of the Alaska Native Tribal Health Consortium
(ANTHC) .
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Tribal Contracts:
Bristol Bay Health Corp. 133,000
Yukon Kuskokwim Health Corp. 228,500

Tribal Shares: The 2001 budget is 100 percent tribal shares in the Alaska
Tribal Health Compact, and restricted by Annual Funding Agreement to support
the activities and personnel described below:

Hib Immunization 295,000
Hepatitis 840,400 -
TOTAL 1,497,000

Viral Hepatitis Program

The objective of the Viral Hepatitis Program is to deliver comprehensive.
hepatitis A, B and C control services to Alaska Natives. The Hepatitis B
Program began in 1982 to stop the spread of hepatitis B in Alaska Natives by
mass immunization, and to prevent premature death in chronically infected
persons by early liver cancer detection. Since 1990 the Program has expanded
to include control of hepatitie A infection, detection and control of
hepatitis C infection, and identification and research into non-aA, B, C,
hepatitis infection. :

Current activities of the Viral Hepatitis Program include:

e provision of hepatitis B vaccine for susceptible Alaska Native adults, and
new Alaska IHS employees,

e continuation of four leng-term immunogenicity and efficacy studies to
determine when booster hepatitis B vaccine doses are planned,

e surveillance of 1,500 chronic hepatitis B carriers twice-yearly for early
liver cancer detection,

e studies on the long-term immunogenicity of hepatitis A vaccine in infants
and children and adults,

* Hepatitis A vaccination of high risks Alaska Native adults including those
with chronic liver disease and injectable drug users.

* provispion of hepatitis A vaccine to 2 to 18 year old children using vaccine
provided by the State of Alaska,

¢ development and administration of a Statewide tracking system to track
persons chronically infected with hepatitis C,

e development of anti-viral strategies for hepatitis C infections, including
initiating study on 500 adults chronically infected with hepatitis C to
determine natural history and develop preventive and treatment strategies
including the use of anti-viral medications,

e collaboration with other agencies to identify additional hepatitis viruses
and develop prevention and treatment strategies,
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e provision of hepatitis field clinics in rural areas, and education to
health providers and patients,

e setudies using new antiviral drugs to treat hepatitis C, and

e Development and implementation of a strategy to screen persons at high risk
for exposure to hepatitis C who had a history of receiving blood products
or have used injectable drugs in the past.

Eib Ymmunjration Program

The objective of the Haemophilus influenza Type B (Hib) Immunization Program
is to provide resources, advocacy, training, immunization tracking and
coordination of immunization delivery services among Alaska Native tribal
programs in order to achieve and maintain high levels of on-time immunization,
thus eliminating Hib and other vaccine-preventable diseases in Alaska Natives.
Before the advent of Hib vaccines in the late 19808, Alaska Natives had
record rates of Hib meningitis, €6 - 10 times those of other U.S. populations,
with a preponderance of disease in young infants. The Program was implemented
to prevent Hib disease in Alaska Native infants, initially with passive’ .
immunization, and following licensure of infant Hib vaccines, using Hib
conjugate vaccines. In 1992 the Program objective was expanded include
achieving high on-time immunization levels for all recommended childhood
vaccines, at 2, 4, 6, 12, and 24 months of age.

The current strategies utilized by the Program are:

Assepgment. The Program conducts fegular immunization audits with tribal
contractors to monitor progress toward achieving immunization goals and
identify problems in vaccine delivery.

Training and Feedback. The Program provides annual training for regional
immunization coordinators; periodic vaccine updates to clinical directors,
pharmacists, and health providers; and regular training of Community Health
Aldes. The Program develops and updates vaccine-training materials for
Community Health Rides and other health providers, and disseminates national
and State training materiala.

\

The Program served as principal
consultant to revise the current computerized IHS immunization software
package, which was released IHS-wide in December 1999. In December we trained
regional coordinators on the use of the software package, and are conducting
e-mail, phone, and on-site consultations and training both in Alaska and IHS-
wide. The Program was asked to serve as IHS immunization consultant for the
IHS to the Government Computerized Patient Record (GCPR) project.

v i . The Program meets regularly with the
State of Alaska Immunization Program to advocate for vaccine policies that
optimize disease prevention in Alaska Natives. We have started promotion of
the new pneumococcal conjugate vaccine for infants expected to be licensed in
the February 2000 with the State Immunization Program and Alaska Native health
providers. We collaborate with the State Division of Epidemiology in disease
outbreak control (e.g., measles in 1998).
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Vaccine_Promotion. The Program develops vaccine promotional materials and
coordinates regional efforts to promote timely vaccination, and participates
in the States' Immunization Initiative.

Vvaccine Purchase. Periodically, the Program purchases vaccines not supplied
by the State of Alaska Immunization Program (e.g., MMR for 2™ dose in 1992-
1996, Influenza to cover shortfall of State vaccine), and PedvaxHIB in 1996-7
to replace the State-provided vaccine shown to be less effective in young
Alaska Native infants).

Respiratory svncyvtial virus_ (RSV] Prophvlaxig Project. The RSV gurveillance
study demonstrated the highest reported RSV hospitalization in an Alaska
Native population. The program is monitoring the impact of using RSV
monoclonal antibody to prevent RSV hospitalizations in high-risk infants.
Also, the Program is collaborating with the Arctic Investigation Program (AIP-
CDC), YK Health Corporation and the University of Washington in a cohort study
evaluating the effect of early RSV hospitalization on development of chronic
lung disease and asthma in childhood.

Disease Surveillance apd Analysis. The Program analysis of AIP-CDC
surveillance data on vaccine-preventable diseases has enabled us to detect and
respond to changes in disease patterns. Through AIP-CDC we have had disease
surveillance for Strep pneumonia, and have developed projects to moanitor the
impact of infant vaccination on disease and nasopharyngeal carriage.

ACCONMPLI SHMENTS

The Viral Hepatitis Program has been recognized as the national and
international leader in the prevention and control of viral hepatitis, and
communicable disease experts worldwide are monitoring its performance. Since
its beginnings, in 1982, the Viral Hepatitis Program has reached all the high-
risk villages in Alaska and has the potential for eradicating hepatitis B. By
1988 the majority of Alaska Natives were immunized against hepatitis B, if not
previously infected. More than 96 percent of Alaska Native newborns receive a
dose of hepatitis B vaccine before hospital discharge. The annual incidence
of acute symptomatic hepatitis B infection has decreased from 215 per 100,000
prior to 1982, to 5 per 100,000. The l-year case-fatality rate for primary
liver cancer has decreased from 100 percent to 50 percent.

Since 1989 the Program has conducted studies on the immunogenicity, safety and
efficacy of hepatitis A vaccine in infants and adults. In 1993 the program,
in collaboration with the State of Alaska and four regional Native health
corporations, conducted a project that demonstrated that one dose of hepatitis
A vaccine could halt a large outbreak of hepatitis A. The Program is now
conducting studies of the effectiveness of hepatitis A vaccine in infants.
Other recent accomplishments include jnitiation of studies on hepatitis B
boosting and long-term immunogenicity of hepatitis A vaccines, and the
development of a cancer detection program for persons chronically infected
with hepatitis . C. The latter has involved development of a registry of persons
with hepatitis C, currently approaching 700 Alaska Natives, and the
development of a plan to screen Alaska Natives at high risk for hepatitis C
(persons who received blood transfusions or had cardiac surgery prior to
1992).
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The Hib Immunization program conducts or reviews audits in 12 Alaska Native
regions which have documented an increase in 2-year old immunization rates
in Alaska Natives from 49-73 percent in 1990, to 76-98 percent in 1998-9,
with more than 90 percent fully immunized against Hib disease. Through
expanded immunization tracking in Anchorage the 2-year old immunization
rate in Anchorage Alaska Natives increased from B8l percent in 1996 to 89
percent in 1999, while the age-appropriate immunization rate in 3-27 wmonth
olds increased from 76 percent to 89 percent. The Program provided the
clinical development, testing and training of the new IHS Immunization
software package for the computerized Registration and Patient Management
System (RPMS). This package, which provides expanded opportunities for
immunization tracking and recall, was completed and released IHS-wide in
December 1999.

The Program has successfully collaborated with the State in a immunization
initiative resulting in a state-wide increase¢ in 2-year-old immunization
rates according to the National Immunization Survey from 69 percent in 1996
to 81 percent in 1998 (the Alaska Native immunization rate was 87 percent
in 1998). The Program assisted with a recently finalized American Academy
of Pediatrics (AAP) statement on Immunizations for American Indians and
Alaska Natives.

An emphasis on adult jimmunizations has resulted in influenza vaccination of
>60 percent and pneumococcal vaccination of >80 of elders in at least 1
region.

Although Hib disease has decreased over 90 percent in Alaska Natives, the
active Hib surveillance at AIP-CDC picked up an increase in Hib cases in
1996 following a change in the State-purchased Hib vaccine. The Program
collaborated with CDC in studies that justified to the State of Alaska the
need for a sequential Hib vaccination schedule using PedvaxHib for the
first dose. Since instituting this schedule the number of Hib infections
has decreased with most cases occurring in under-immunized infants.

In 1999, the Program published the results of a 3-year RSV study, and
developed a protocol to evaluate the effect of early RSV hospitalization on
development of childhood lung disease and asthma.

PERFORMANCE PLAN

The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indicators representative of some of the more significant health
problems affecting AI/AN.

@
Indjcator 20: Reduce the incidence of preventable diseases by increasing
the proportion of AI/AN children who have completed all recommended
immunizations for ages 0-27 months (as recommended by Advisory Committee on
Immunization Practices) during FY 2001 by 2 percent over the FY 2000 rate.
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Following are the funding levels for the last 5 fiscal years:

Year  Funding FIE

1996  $1,328,000 0

1997  §1,328,000 [}

1998  $1,328,000 0 .
1999 $1,367,000 0

2000  $1,402,000 0
BATIONALE POR BUDGET REQUEST

Total Reguest -- The request of $1,457,000 is an increase of $55,000 over
the FY 2000 Appropriation of $1,402,000. The increase includes the
following:

The request §$53,000 for personnel related costs will partially fund the
built-in increases associated with on-going operations. Included is the FY
2001 pay raise and within grade increases.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current I/T/U health
system is necessary in eliminating disparities in health status between
AI/M¥E and the rest of the U.S. population.

Health Disparities - +$2,000

The requested funds will provide additional support to the Viral Hepatitis
and HiB Immunization Programs.
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ACTIVITY/MECHANISM BUDGET SUMMARY.
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Service - 75-0390-0-1-551
URBAN HEALTH PROGRAMS

Proaram Authorizatjon:

Program authorized by Title V, P.L. 94-437, Indian Health Care Improvement
Act, as amended. -

FY 2000 Increase
FY 1999 Final . FY 2001 or
_Actual  Appropriation Estimate DRecrease

Budget Activity $26,382,000 $27,813,000 $30,834,000 +%3,021,000
(HIV/AIDS ($748,000) ($773, 000) ($820, 000) (+547,000)
FTE 4 4 4 0
Brogram

-ontput Data:

Svec Provided: .

Medical 262,500 263,000 265,000 +2,000
Dental 53,400 54,000 55,000 +1,000
Outreach/

Com. Svcs 218,600 219,000 221,000 +2,000
Other — 184,500 185,000  __ 186,000 —~—+1.000
Total 719,000 721,000 727,000 +6,000

AND P_O

The IHS Urbapn Indian Health Program supports contracts and grants to 34
urban health programs funded under Title V of the Indian Health Care
Improvement Act. Approximately 100,000 American Indians use 23 Title V
Urban Indian health programs and are not able to access hospitals, health
clinics, or contract health services administered by IHS and tribal health
programs because they either do not meet IHS eligibility criteria or reside
outside of IHS and tribal service areas. Another 49,000 AI/AN use 11 Title
V programs in cities that are located in IHS or tribal service delivery
areas.

Recent studies on the urban AI/AN population documented poor health and
revealed that the lack of adequate health care was a serious problem for
most families. Since 1972, the IHS has gradually increased its support for
health related activities in off-reservation settings aimed at assisting
AI/AN populations to gain access to available health services, and also to
develop direct health services when necessary.

In its 1992 amendments to the Indian Health Care Improvement Act, the

Congress specifically declared the policy of the Nation "in fulfillment of
its special responsibilities and legal obligations to the American Indian
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people to assure the highest possible health status for Indians and urban
Indians and to provide all resources necessary to affect that policy.”

The IHS addresses this responsibility by funding 34 urban Indian health
organizations operating at 41 sites located in cities throughout the United
States. Primary care clinics and outreach programs provide culturally
acceptable, accessible, affordable, accountable, and available health
services to an undeserved urban off-reservation population.

The 34 programs engage in a variety of activities, ranging from the
provision of outreach and referral services to the delivery of
comprehensive ambulatory health care. BServices currently include medical
services, dental services, community services, alcohol and drug abuse
prevention, education and treatment, AIDS and sexually transmitted disease
education and prevention services, mental health services, nutrition
education and counseling services, pharmacy services, health education,
optometry services, social services, and home health care. Fourteen of the
programs are designated as Federally Qualified Health Centers (FQHC) and
provide services to Indians and non-Indians..

Ambulatory medical care services are provided throughout the off-
reservation Indian health programs, including: pre-and postnatal care;
women's health; immunizations for both children and adults; pediatrics;
chronic disease (geriatric health and diabetes) clinics; adult health;
maintenance; acute medical care, infectious disease treatment and control
(tuberculosis, sexually transmitted disease); and referral to specialized
providers when needed.

Dental care services are provided by many programs, including direct
patient care - preventive and restorative. Dental education and screening
for both children and adults are provided in both the clinic and community
settings. When needed, referrals are made to specialists for orthodontics,
periodontics, selected restorative procedures, and oral surgery.

Community outreach services are provided throughout the urban (off-
reservation) health programs, including: patient and community education;
patient advocacy; outreach and referral; and transportation. The outreach
worker serves an important function as a liaison between the off-
reservation health program and the community, and works to make health
services more available and accessible to those community members who need
them.

Alcohol and substance abuse prevention, education, treatment, and
rehabilitation services are provided through program and community based
services. Included as prevention and education programs are as follows:
community education conferences, seminars, and workshops targeting
adolescents; identification of high-risk clients in the clinic and
community; and appropriate referral for those at risk. 1Included in the
treatment and rehabilitation programs are assessments for alcohol and drug
abuse, appropriate intervention, outpatient and treatment programs, and
aftercare and follow-up services.

Alcohol treatment services are provided at 10 off-reservation Indian sites

that were originally funded by the National Institute of Alcohol Abuse and

Alcoholism. Funds were transferred into the Urban Indian Health Program in
FY 1993 to continue these Urban treatment centers under Title V of the
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Indian Health Care Improvement Act. At least 28 additional NIAAA programs
are in the process of being transferred. -

The AIDS and sexually transmitted disease (STD) information is provided at
conferences, seminars, workshaps, and community meetings at all of the IHS
Title V funded off-reservation Indian health programs. These education and
prevention services include culturally sensitive information provided to a
variety of audiences through the use of posters, pamphlets, presentations,
and community education. Additional AIDS services include HIV testing,
pre- and post-test counseling, family support groups, and referral for
additional treatment for AIDS if needed.

Mental health and social services include individual family and group
counseling and support groups to address the problems of abuse, self-
esteem, depression, and other emotional problems and conditions.

Additional services available at various off-reservation Indian health
programs include primary and secondary prevention activities, i.e.,
diabetes, maternal and child health, women's health, men's health,
nutrition education and counseling for prenatal care and chronic health
conditions, social services, community health nursing and home health care,
and other health promotion and disease prevention activities.

ACCOMPLISHMENTS

Some of the accomplishments of the urban Indian health program (UIHP)
include: continued substantial programmatic involvement with the natiornal
urban Indian health organization through a cooperative agreement, continued
participation in the IHS budget formulation process, participation in the
reauthorization of the Indian Health Care Improvement Act (P.L. 94-437),
facilitation of uUrban Indian health program board of director training, and
planning for urban information technology and data collection.

The national urban Indian organization is the National Council of Urban
Indian Health (NCUIH). The Council focuses on its' policy. concerns and
communications among the nation’s urban Indian health programs.

The urban Indian health program was involved in and participated in the FY

2000 and FY 2001 budget formulation processes. The purpose is to formulate
a budget that reflects the priorities of the Indian Health Service, Tribal

health programs and urban Indian health programs.

The urban Indian health programs and NCUIH participated in the
reauthorization process of the Indian Health Care  Improvement Act-from the
regional conferences to the National Consultation Meeting in Washington
D.C. The results will assist the IHS and local tribes and urban health
officials define the many issues involved in the pending reauthorizationm;
changes in the health care environment affecting Indian health today; and
an analysis of -the opportunities presented through the passage of
comprehensive health care legislation.

The urban Indian health program provided board of director training to.
urban Indian health programs throughout the nation. The training addresses
the .roles and responsibilities of a board of directors, as well as its
relationship to its executive directors. An outcome of the training is the
development of a specific plan of action for each participating board of
directors.
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The urban Indian health program is continuing to refine its present stand
alone data collection system known as the Urban Common Reporting
Requirements (UCRR). The Urban Indian Health program is supporting the
continuing implementation of a project for improved processes that provide
data to the IHS Data Center.

rfo (-]

/
The following performance indicators are included in the IHS FY 2001 Annual
Performance Plan and are primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indicators representative of some of the more significant health
problems affecting AI/AN.

: By the end of FY 2001, at least 30 percent of the Urban
Indian health care programs will have implemented mutually compatible
automated information systems which capture health status and patient care
data.

Following are the funding levels for the last 5§ fiscal years: )

Year Funding FIE
1996 $23,768,000 7
1997 $24,768,000 9
1998 $25,288,000 5
1999 $26,382,000 4
2000 $27,813,000 4
RATIONALE FOR BUDGET REQUEST

TOTAL REQUEST -- The request of $30,834,000 and 4 FTE is an increase of
$3,021,000 over the FY 2000 Approprlation of $27,813,000 and 4 FTE. The
increase includes the following:

- - -+

The request of $47,000 for personnel related cost will partially fund the
increased cost of providing health services to IHS beneficiaries by
providing for the FY 2001 pay raise and within grade increases.

Urban Health - +§2,974.000

These funds would support the implementation/delivery of a variety of
individual/community-based prevention, intervention and treatment services
that include urban Indian program infrastructure, development of centers of
excellence, and expand the urban programs' communication and computing
capabilities. These programs will lead to access to services and improved
health of urban American Indian/Alaska Natives. The urban programs will
continue to form partnerships and networks with schools, community service
organizations, institutions, public and private foundations; to engage in
community-based prevention initiatives;

to include but not limited to; HIV/AIDS risk behavior, violence prevention,
child/spousal/elder abuse, alcohol and substance abuse, health
promotion/disease prevention, mental health, immunizations, infectious
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diseases, diabetes, cancer, heart disease, dental health, respiratory
disease, obesity, and other programs.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Services - 75-0390-0-1-551
INDIAN HEALTH PROFESSIONS

Program Aythorization:

Program is authorized by Public Law (P.L.) 94-437, the Indian Health Care
Improvement Act (IHCIA), as amended, Title I, Indian Health Manpower.

FY 2000 . Increase

FY 1999 Final FY 2001 OR

Actual  Appropriation Estjmate Decrease

Budget Authority  $29,623,000 $30,491,000  $32,779,000 +$2,288,000
FIE 16 16 16 -0-

PURPOSE AND METHOD OF OPERATION

The Indian Health Care Improvement Act (IHCIA), Public Law (P.L.) 94-437,
as amended, cites as national policy the elevation of the health status of
American Indians and Alaska Natives (AI/AN) to the highest possible level.
A critical element of this policy is Title I, Indian Health Professions.
Title I and Title II provide three interdependent objectives: (1) enable
AI/AN to enter the health care professions through a carefully designed
system of preparatory, professional, and continuing educational assistance
programs; {(2) serve as a catalyst to the development of Indian communities
by providing educational opportunities and enabling AI/AN health care
professionals to further Indian self-determination in the delivery of
health care; and (3) develop and maintain American Indian psychology career
recruitment programe as a means of encouraging Indians to enter the mental
health field. The IHS has implemented sections 102, 103, 104, 105, 108,
110, 112, 114, 120, and 217 of the IHCIA as funding has been appropriated.
The Indian Health Professions sections of Title 1 and Section 217 (Title
I1) of the THCIA provide authorizations to support scholarship recipients;
loan repayment; temporary employment during nonacademic periods; tribal
recruitment and retention and matching scholarship programs; and health
professions recruitment programs, including programs that recruit for
medicine, nureing, and psychology. ' The training of Al/AN people serves as
a catalyst to the development of Indian communities, with the resultant
increase in the general health status of AI/AN people.

The IHS is experiencing critical shortages of physicians, nurses, dentists,
pharmacists, and optometrists and a growing concern in other professions
egsential to staffing the Indian health program, e.g., laboratorians, x-ray
personnel, mid-level providers, mental health professionals, etc. The IHS
has been able to compete in the open health professions market by using a
complex system of special pays, bonuses and allowances. The scholarship
and loan repayment programs are critical components of this effort, as -
well. : : .

The latter offers health professionals a substantial benefit, the repayment
of professional loans, in exchange for their professional gkills serving in
the IHS, with a tribal program funded under P.L. 93-638 {(the Indian Self
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Determination Act}, in an Urban Program funded under Title V of P.L. 94-
437, or in a "Buy Indian" Act (25 U.S.C. 47) contracted health program.

The Indian Health Professions recruitment and retention activities continue
to be essential to enabling the IHS to effectively staff and manage its
comprehensive health care delivery system. Competition for health care
professionals will continue to increase in FY 2001, with vacancy rates and
turnover rates expected to increase. This will place an ever-increasing
burden on the IHS Indian Health Professions recruitment and retention
programs.

Section 102 authorizes grants to public or nonprofit private health or
educational entities, Indian tribes, or tribal organizations to identify
AI/AN and recruit AI/AN into the health professions. The grantees provide
nurturing and cultural support for AI/AN students as they move from
reservation settings to the world of academia. In FY 1999, awards were
made to the Lac Courte Oreilles Tribe; the Chippewa Cree Tribe; and the
Northwest Portland Area Indian Health Board. These grants are for a
project period ending July 31, 2002.

During FY 1999, the programs funded under the authority of Section 102
provided career information and counseling to more than 1,500 AIL/AN
students. These programe also provided scholarship and career information
to more than 80 percent of their new applicants for other programs in
public health as well as expanding their recruitment roles to include all
health professions. The students recruited by these consortia and tribes
are AI/AN individuals who bhave expressed interest in returning to their
Indian communities to practice their health profession.

Section 103 authorizes two scholarship programs, the Health Professions
Preparatory Compensatory Preprofessional Scholarship and the Health
Professions Preparatory Pregraduate Scholarship. The Health Professions
Preparatory Compensatory Preprofessional Scholarship provides funding to
AI/AN students for up to 2 years for preprofessional education leading to
enrollment in a health professions curriculum and support for compensatory
education required for acceptance into a health professions curriculum.

The Health Professions Preparatory Pregraduate scholarship authorized under
Section 103 provides funding for up to 4 years to AI/AN students who are in
premedicine or predentistry.

" Section 104 authorizes scholarships to AI/AN students who are enrolled or
accepted for matriculation in the health professions, leading to graduation
and service in the IHS and other Indian Health Programs. Scholarships
supported by this program require the recipient to work from the health
profession curriculum for which funding was received.

Upon graduation in the health professions curriculum, these students are
obligated to serve from two to four years, providing professional services
to AI/AN people by working in the IHS, tribal health programs funded under
P.L. 93-638 (the Indian Self Determination Act), Urban programs funded
under Title V of P.L. 94-437, or in private practice in a health

. professions shortage area serving a substantial number of Indians as
determined by the Secretary, DHHS.

Section 105 authorizes the IHS Extern Program. This program provides
Health Professions Scholarship recipients and other health and allied
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health profession students the opportunity to gain practical experience
‘during non-academic periods of the school year by working in the IHS. The
Extern Program provides for one round trip to the work site from school and
provides the funding for the individual's salary while they are in the
externship. All Section 104 scholarship recipients are entitled to an
externship during any rnon-academic period of the year. Other students are
eligible to participate in the Extern program during any non-academic
period provided funds are available after the Health Professions students
are funded. As many as 240 externs have participated in the program in any
given fiscal year.

Section 108 authorizes the repayment of loans incurred by health
professionals during their education in exchange for a minimum service
obligation of 2 years in the IHS, tribal programs funded under P.L. 93-638
or Buy Indian contractors funded pursuant to 25 U.S.C. 47, or Title V (P.L.
94-437) urban Indian programs. In FY 1999, 226 contracts were awarded to
participants in the IHS Loan Repayment Program.

Section 110 authorizes the IHS to fund on a competitive basis Indian tribes
and tribal and Indian organizations to recruit, place, and retain health
professionals to meet the staffing needs of Indian health programs: IHS,
tribal programs funded under P.L. 93-638 or Buy Indian contractors funded
pursuant to 25 U.S.C. 47, or Title V (P.L. 94-437) urban Indian programs.
In FY 1999, Section 110 grants were made to the Northwest Portland Area
Indian Health Board; the Dallas Inter-Tribal Center; the Fallon Paiute-
Shoshone Tribe; the Greenville Rancheria Tribal Health Program; the Houlton
Band of Maliseet Indians; the Nisqually Indian Tribe; and the Tanana Chiefs
Conference, Inc. The project period for these grants ends July 31, 2002.

Section 112 authorizes the IHS to provide competitive grants to public or
private schools of nursing, tribally controlled community colleges and
tribally controlled post secondary vocational institutions (as defined in
Section 390(2) of the Tribally Controlled Vocational Institutions Support
Act of 1990 (20 U.S.C. 2397(h) (2)}, and nurse midwife programs, and nurse
practitioner programs that are provided by any public or private
institutions. In FY 1999, awards were made to the Arizona State
University; the Salish Kootenai College; the University of North Dakota. at
Grand Forks; the University of Wisconsin at Eau Claire; the University of
Oklahoma; the Sisseton-Wahpeton College, and the University of South
Florida.

Section 114 authorizes IHS to provide competitive grants to colleges and
universities for the purpose of maintaining and expanding Native American
health careers programs known-as the Indians into Medicine Program (INMED) .
The IHS in FY 1998 funded INMED programe at the University of North Dakota
at Grand Forks and the University of Minnesota at Duluth. The University
of Minnesota grant will expire in FY 2001 and be re-competed.

Section 120 authorizes up to 5 percent of funds from Section 104 to be used
for competitive grants to tribes and tribal organizations to assist them in
educating Indians to serve as health professionals in Indian communities.
In FY 1999, Section 120 grants were made to the Chippewa Cree Tribe; the
Ketchikan Indian Corporation; the Shingle Springs Rancheria; and the
Southcentral Poundation. The Eastern Band of Cherokee is currently under
review. These grants will be re-competed in 1999.
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Section 120 authorizes up to 5 percent of funds from Section 104 to be
used for competitive grants to tribes and tribal organizatioms to
assist them in educating Indians to serve as health professionals in
Indian communities. In FY 1999, Section 120 grants were made to the
Chippewa Cree Tribe; the Ketchikan Indian Corporation; the Shingle
Springs Rancheria; and the Southcentral Foundation. The Eastern Band
.0f Cherokee is currently under review. These grants will be re-
competed in 1999.

Section 217 authorizes the IHS to provide competitive grants to
colleges and universities for the purpose of developing and maintaining
American Indian psychology career recruitment programs as a means of
encouraging AI/AN to enter the mental health field. 1In FY 1996, the
University of North Dakota American Indians into Psychology Program was
named in the authority and awarded a grant. Additional fuads have been
appropriated in the amount of $600,000 for FY 1999. Of this amount,
the Congress earmarked $200,000 for the University of Montana and
through the competitive grant process Oklahoma State University was
awarded a grant. The project period for these grants ends July 31,
2000.

ACCOMPLISEMENTS

The following graphs illustrate the extent of the scholarship and loan
repayment programs over their years of existence.

Indian Health Service Scholarship Awards
FY 1975 - FY 1999
BY P.L. 94-437 Section
Total Number = 6,122
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As the graphs show, over the period of its existence, the IHS
Scholarship Program has made more than 6,000 awards, 75 percent of -
which were to students in their professional studies (Section 104).
From 9/30/81 to 9/30/98, total professional staff has grown by 43 .
perxcent while Indian professional staff has grown by 179 percent. The
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staff that is Indian has increased by 100 percent over that same period.
It is certain that the vast majority of these Indian professionals were
scholarship recipients.

_The Loan Repayment Program’'s (LRP) contribution to IHS staffing has been as
both a recruitment and a retention tool. Professionals are attracted to
the IHS because of the LRP, stay beyond the required two-year period, as
evidenced by the increasing number of extensions over the years, and remain
in Indian health programs after their obligations are completed.

It is important to note that the data presented above do not include
scholarship recipients who are employed outside the IHS. This information
is not available to us at this time. If this information were available,
the numbers of Indian professionals working in Indian health programs would
surely be much larger.

Following are the funding levels for the last 5 fiscal years:

Year Funding FIE
1996 $23,768,000 a3
1997 $28,270,000 50
1998 $28,720,000 16
1999 $29,623,000 16
2000 $30,491,000 16

TOTAL REQUEST -- The request of $32,779,000 and 16 FTE is an increase of
$2,288,000,000 over the FY 2000 Appropriation of $30,491,000 and 16 FTE.

The request of $120,000 for personnel related costs will fund the increased
cost of providing health services to IHS beneficiaries and other built-in
increases associated with on-going operations. Included are increases such
as the FY 2001 pay raise and within grade increases.

The IHS patient population continues to receive less access to health care
than the general U.S. population. -
N

Health Disparities - +82,168,000

Increased funding in this area will support an additional Indians into
Pesychology Program, an increased number of health professions scholarships,
and an increased number of loan repayment awards. These increases will
help the IHS to address the disparities between the health of AI/AN people
and the general population by helping to increase both the number of AI/AN
professionals who provide services to the AI/AN population and the total
numbers of health care providers who are working to meet the needs of the
population.

. Although AI/AN comprise just over one percent of the American population,
they represent only a fraction of one percent (.0023 percent) of doctorates
awarded in clinical psychology in the past decade. A study conducted by
the University of North Dakota Indians Into Psychology Program (Hchnald,
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1996) showed that only 0.5 percent of all students enrolled in American
Psychological Association accredited doctoral clinical psychology programs
in 1995 were of AI/AN descent.

During the consultation process that resulted in the recently introduced
bill to reauthorize the Indian Health Care Improvement Act (H.R. 3397), the
tribes, urban Indian health organizations, and IHS identified increased
mental health services as a priority for the coming years. The Health
pProfessions Scholarships and Health Professions Preparatory Scholarships
Programs will fund additional awards for pre-social work, medical and
clinical social work, chemical dependency counseling, and clinical
psychology to enable more AI/ANs to be recruited into these health
professions as a means of addressing these needs.

A substantial portion of the funds requested will be used to support
additional loan repayment  for dentists. Coupled with .the implementation of
new pay options, this should help to reduce the dental officer vacancy rate
considerably from the current 23 percent. The improved level of staffing
that would result from this reduction in vacancies would: increase access to
dental services to an estimated 15,000 additional people.

IHS-106-1071
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
public Health Service — Indian Health Service
Indian Health Services - 75-0390-0-1-551
TRIBAL MANAGEMENT

Program puthorization:

Program authérized by Indian Self Determination and Education Assistance
Act, P. L. 93-638, as amended, Sections 103(b) (2) and 103(e) P. L. 100-472,
P. L. 100-472 and P. L. 103-413.

FY 2000 Increase
FY 1999 Final FY 2000 or
Actual Appropriation  Estimate — Decrease

Budget Authority $2,390,000 $2,411,000 $2,413,000 52,000
PURPOSE AND METHOD OF OPERATION

Public Law 93-638, the Indian Self-Determination Act of 1976, authorized
funding to develop the capacity of tribes to manage health care programs.
In October 1988, congress passed P.L. 100-472, the Indian Self-
Determination Act Amendments to facilitate and simplify the process by
which tribes and tribal organizations may assume management responsibility
of IHS programs. In October 1994, congress passed P.L. 103-413, Indian
Self-Determination Act Amendments, reaffirming maximum participation of
Indian Tribes in programs, services, functions, and activities conducted by
the Federal Government for Indians. The Amendments set forth a non-
contracting “model agreement” to encourage and support the right of Indian
Tribes to control and operate their own health programs.

Since FY 1988, these funds have been distributed through the Tribal
Management Program for American Indians and Alaska Natives. This national
grant program competitively awards tribal management funds to tribes and
tribal organizations for 1) planning and the 2) development or improvement
of tribal health management structure such as strengthening weaknesses in
tribal management systems, and developing effective health strategies for
tribal programs, and tribal staff.

ACCOMPLISHMENTS

Over the last 25 years, tribal operation of health programs have steadily
increased and now represent over $600 million of the IHS budget. 1In FY
1988, fifty tribes and tribal organizations received tribal management
grants; since then, the IHS has steadily increased participation in the
grant program to an additional 233 tribes and 63 Alaska Native villages.
In FY 1997, Indian tribes operated 42 percent of the IHS service budget.
The enactment of .P. L. 103-413, the Indian Self Determination Act
Amendmentes of 1994 offers tribes and tribal organizations attractive new
opportunities in the assumption of the IHS.-programs. In FY 1999, 22 new
grants and 6 continuation grants were awarded to tribes and tribal
organizations.
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Following are the funding levels for the last 5 fiscal years:

Year Fundin -
1996 $2,348,000

15997 $2,348,000

1998 $2,348,000

1599 $2,390,000

2000 $2,411,000

TIO! E_FOR BUDGET REQUE

TOTAL REQUEST -- The request of $2,413,000 is increase of $2,000 over the FY
2000 Appropriation of $2,411,000.

Health Dj ities - = .

The request includes a $2,000 increase for costs associated with providing
grants to tribes and tribal organizations. The requested funds will assist
tribes that wish to develop administrative capacity and thereby, provide
greater opportunities to tribes in the develop t and enh of their
management infrastructures. The building of these management systems will
allow tribes and tribal organizations to effectively address the health
disparities that exist
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
. Public Health Service - Indian Health Service
Indian Health Services - 75-0390-0-1-551
DIRECT OPERATION

Program Authorization:

Program authorized by U.S.C. 13, Snyder Act, and P.L. 83-568, Transfer
Acts, 42 U.S.C. 2001.

, FY 2000 Increase

FY 1999 Final FY 2001 or

Appropriation Estimate Decrease

Budget Authority  $49,309,000 $50,988,000 $54,119,000 +$3,131,000
FTE 729 729 729 0

PURPOSE AND METHOD OF QPERATION

Executive direction, program management and administrative support
constitute critical elements in the delivery of health care to AI/AN. No
unit of health service is delivered without substantial program management
and administtatiqe support from different disciplines, i.e., health
assessment, policy development, finance, procurement, program evaluation,
supply management, personnel, equipment, training, etc.

The many unusual circumstances relating to the direct delivery of health
services to AI/AN require the adoption of special executive direction,
management principles and accompanying organizational structure. Recently,
the IHS has expanded its tribal consultation activities with additional
contracting and compacting with tribes. This requires an additional
dimension of administrative and program management expertise not ordinarily
encountered in other Federal programs. An understanding of the way that
the IHS provides, directly and indirectly through Tribal and Urban Indian
health programs, a vast array of services to the diverse and dispersed
AI/AN populations is important in order to understand the management,
oversight, and tribal consultation requirements and their direct influence
on budget formulation and execution activities.

In response to these regquirements, the IHS has structured its organization,
delegated the necessary authorities and assigned the appropriate management
responsibilities .in three principal levels: (1) national (Headquarters);

(2) regional (Area Office); and (3) local (Service Unit or facility). This
structure allows effective programmatic oversight, local management, and
tribal consultation at any level, while capitalizing on the economies of
scale made possible by collaborative or aggregate activities. The
functions of each level are unique, interrelated and complementary to
assure an uninterrupted execution of program and administrative management.
To the greatest extent practicable and feasible, the delegation of
authorities at the community level has and will enable timely decisions in
patient care.
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Headguarters

The Headquarters provides essential integration at the national level,
asguring consistency of policy and practice across the many diverse
locations served by IHS. For example, without this integration, it would
be impossible to address the issue of equity and ensure the integrity at a
national comprehensive healthcare delivery system. Headquarters carries
out national functions, including the responsibilities of a Federal Agency
such as establishment, implementation, and oversight of program and
adminietrative policy, strategic and operational planning, budget
formulation and execution, administrative control of funds, Federal
Managers Financial Integrity Act (FMFIA), procurement, facilities
construction planning, and many related functions in compliance with
applicable laws and regulations.

Headquarters staff, through two principal offices of management support and
public health, advise and support the Director on programmatic and
administrative needs, barriers, and weaknesses and prepare responses to the
many and diverse requests placed upon the agency. Headquarters personnel
also monitor, coordinate, and evaluate Area and local activities and
programs to ensure conformance with congressional and other directives.
They manage certain Nation wide support functions such as catastrophic
health emergency fund, diabetes, health facilities construction and the
scholarship and loan repayment programs. Additionally, Headquarters
perscnnel provide information and reports to the Congress and the Executive
Branch, technical assistance to tribes and Areas, and act in an advocacy
and leadership role with other Federal agencies, professional associations,
and other entities that may contribute to fulfilling the IHS mission.

Area Offices

Area Offices are responsible for carrying out a dual function: (1) to
participate in and establish goals and objectives implementing IHS policies, and
determine action of priorities within the framework of IHS policy. As such,
Area Offices coordinate their respective activities and resources internally and
extermally with those of other governmental and non-governmental programs to
promote optimum utilization of all available health resources. The full
responsibility of negotiating, consulting, and participating with the
approximately 500 sovereign Indian nations rests primarily with the Area Offices
which must advocate for the Indian nations while remaining agents of the federal
government. And, (2) ensure the delivery of quality health care through their
respective service units and participate in the development and demonstration of
alternative means and techniques of health services management and delivery to
provide Indian tribes and other Indian community groups with optimal ways of
participating in Indian health programs. As an integral part of this dual
function, the Area Offices are principally responsible for assuring the
development of individual and tribal capabilities to participate in the
operation of the IHS program as deemed appropriate by the tribes.

ACCOMPLI SHMENTS
Vi otiatio]

In FY 1993 and 1994, the Indian Health Service implemented. a demomnstration
program in Tribal Self-Governance. An Office of Self-Governance was

established to manage IHS-wide negotiations with tribes to establish- annual -
funding agreements and compacts. New policies and definitions of federal
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and tribal operations are evolving and the complex set of financial
allocations was required to provide negotiated funding levels. In FY 1994,
the IHS negotiated and signed its first 14 compacts and annual funding
agreements. Currently, 42 compacts and 59 annual funding agreements are in
place for FY 1599. In FY 2000, the IHS anticipates it will have 48
compacts and 63 annual funding agreements. This effort will continue in FY
2001.

a Desi am

The Indian Health Service has completed the reorganization proposed by the,
IHDT. In FY 1998 and 1999, the Agency continued downsizing of its
headquarters and area offices administrative components. The following
charts illustrate the cumulative downsizing.

Indian Health Service Employment: 1993 - 1999
Area Offices Declined by 1,492 FTE (-55%)

1993 1994 1995 1996 1997 1998 1999
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Indian Health Service Employment: 1993 - 1999
Headquarters decreased by 531 FTE (-57%)

850 -

1993 1994 . 1995 1996 1997 1998 1999

Indian Health Service Employment: 1993 - 1999
Service Units increased by 1,211 FTE (+10%)
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IHS Business Plan

Concurrent with organizational changes, the IHS is shifting to a more
corporate-oriented way of conducting business. IHS has developed, together
with Indian leaders, a business plan to adopt more business-like planning
and practices in key segments of IHS operations. There are 4 key parts to
the plan: ways to increase revenues through third party collections; ways
te control cost increases and maintain financial solvency; ways to manage
increasing transfers of IHS components and resources to tribes; and ways to
bring other business-like approaches to internal management and operations.
The plan ranks the necessary changes in priority order and identifies a
timetable to accomplish recommended changes over a 2-3 year period.

Following are the funding levels for the last 5 fiscal years:

Year Fundina EIE
1996 $47,709,000 510
1997 $48,709,000 465
1998 $47,386,000 398
1999 $49,309,000 728
2000 $50,988,000 729

TOTAL REQUEST -- The request of $54,119,000 and 729 FTE is an increase of
$3,131,000 over the FY 2000 Appropriation of $50,988,000 and 729 FTE.

The request of $3,088,000 for personnel related cost will fund the
increased cost of providing health services to IHS beneficiaries by
providing the FY 2000 pay -raise, within grade increases. These funds will
be shared with Title I and Title III tribes, as well as Federal programs.

Health Digparities - +$43,000

These funds will help defray the administrative costs of administering the
new money for programs and Health Disparities.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
public Health Service - Indian Health Service
Indian Health Services - 7§-0390-0-1-551
SELF GOVERNANCE

P Aut} : s :‘

Progfam Authorized by Title III,(Self-Governance Demonstration Program,
P.L. 93-638, Indian Self Determination Act, as amended.

FY 2000 Increase
FY 1999 - Final FY 2001 or
Appropriation Estimate Decrease

Budget Authority $9,391,000 $9,531,000 $9,604,000 $73,000

FTE 7 7 7 0

PURPOSE AND METHOD OF OFERATION

In FY 1992, IHS was instructed by Congress to initiate planning activities
with tribal governments with approved Department of Interior self-
governance compacts for the development of a Self-Governance Demonstration
Project as authorized by P.L. 100-472. Through enactment of P.L. 102-573,
the Indian Health Care Amendments of 1992, authority to fund the tribal
self-governance demonstration projects (SGDP) was extended to IHS and the
Office of Tribal Self-Governance was established. Since 1993, the IHS, in
conjunction with Tribal representatives, has been engaged in a process to
develop methodologies for identification of Tribal shares for all Tribes.
Tribal shares are those funds historically held at the Headquarters and
Area organizational levels of the IHS but to which the Tribes have rightful
access under Self-Governance. In FY 2000 approximately $564 million will
be transferred to support 45 compacts. In FY 2001, approximately $644
million will.be transferred to support 60 compacts.

Tribes participating in the Self-Governance Demonstration Project (SGDF)
report that the project has had a significant positive impact on the health
and well being of their constituents. The SGDP puts the administration and
management of the health programs in the hands of tribal governments and
provides them the flexibility to tailor their health programs to meet the
diverse and unique needs of their constituents. Significant improvements
have been made in the administration of Tribal health programs and in the
quality, quantity and accessibility of services provided the service
population. Thus federal funds are more effectively and efficiently used in
addressing the local health needs of American Indians and Alaska Natives.
The SGDP also promotes improved program and fiscal accountability in that
tribal governments and health administrators are held directly accountable
by and to their service population. A study conducted by the National
Indian Health Board confirmed the significant positive impact that Self-
Governance has had on Tribal health programs and their constituents.
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The following are examples of the SGDP’'s positive impact enjoyed by self-
governance tribes. It is not an all-inclusive list but rather an example
of what can be accomplished through the SGDP.

. Several Self-Goverpance Tribes have developed goals for its health

program and met them in the following manner:

. To Increase The Accessibility Of Health Services

The construction of the new addition to the existing health
center facility of about 14,000 square feet was started
during the fiscal year with the completion of the ambulatory
clinic anticipated during January, 2000. The new clinic
wing for behavioral health, dental, eye care, and audiology
services will be completed during the second quarter of
fiscal year 2000.

Pharmacy services have increased from 110-120 prescriptions
per clinic day to 190-210 per clinic day at end of FY 99.

During the fiscal year operation 2,324 new patient charts
were created and 14,581 PCC visits were recorded.

Audiology services at the clinic increased during fiscal

year with the examination of 134 patients and 29 new hearing
aids provided.

Eye care services were expanded during the operating year
with a total of 119 examinations and the purchase of 170
eyeglasses and contact lenses.

The optometry clinic, laboratory, and registration area in
Tishomingo Health Center was remodeled with expansion
including additional exam rooms and new physical therapy
services.

Establishment of a fully operational radiology department.
By implementing the radiology department costs have been
reduced and better service is being provided to the
patients.

. To Improve Health Status throughbpatient Awareness and the
Promotion of Well-ness.

The community health department focused its efforts on
increasing community services. This effort included day
care and early head start, monthly screening for elders,
head lice follow-up, home visits for assessments and follow-
up, flu shots and other immunizations.

Nutrition services were increased and focused towards
patients with diabetes, hypercholesterolemia, obesity and
prenatals. Patients are becoming more accountable and
compliant with regard to their diet.
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e The diabetic patient has received a total new program focus
which includes the provision of flu vaccine, auditing of all
diabetic patient charts, diabetic supplies to 245 identified
patients, development of "Blood Sugar Log Books” with tribal
seal, development of diabetic referral form and special
diabetic handouts for counseling, and staff training for the
development of an organized foot clinic to begin in FY 2000.

¢ The WIC program as a part of the Nation’s effort related to
accident control distributed 600 infant car seats.

The quality of health care and health services provided by
Tribal governments has been recognized by other Agencies and
profesasional organizations:

® For example, the Mississippi Band of Choctaw Indians (MBCI)
Health Center was awarded the Hammer Award. MBCI developed
an outreach project to the non-english-speaking Choctaw
Indian population of central Mississippi. Two field offices
and the gtate DDS joined forces with Choctaw Health Center
to provide an onsite disability clinic.

e The Harvard Project on American Indian Economic Development
stated in January that it was taking applicatione for
°Honoring Contributions in the Governance of American Indian
Nations” and that the applications were sent out across
Indian Country. In June 1999 the Mississippi Band of
Choctaw Indians Health Center was notified that it was
chosen as finalist for the inaugural year of Honoring
Contributions in the Governance of American Indians Nations
(Honoring Nations).

The current design of another SGDP tribe the Health Services Program
serves is:

To provide a comprehensive health care and delivery system that
emphasizes preventive care

To help diminish the economic distress suffered by the Tribal
members and their families due to health care needs

To address the social and cultural needs of the Indian Community
by providing health education and care

A S5GDP tribe has implemented .a program to provide medical
transportation service and pharmacy delivery for elders and
individuals who do not have a method of transportation.

Funds have been provided to support traditional healers in working
with their communities to determine the community specific health
needs.

To provide for the physical, mental and spiritual well-being of
another SGDP Tribal Community:
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¢ A Quality Assurance program was initiated

e Talking/healing circles weré instituted and ceremonies were
incorporated in inter-department program events

* A staff team was developed to provide holistic services
e A dental hygienist was available once a week

. The following are the accomplishments of the Health Program served by
another SGDP tribe:

e Establishment of a fully operational radiology department. By
implementing the radiology department costs have been reduced and
better service is being provided to the patients.

e Establishment of a radiologist contract that significantly reduces
cost the reading of x-rays. Under this agreement a local
radiologist comes to the clinic weekly and reads all films for a
flat fee. This allows the clinic to provide better service.
Further, it allows the clinic to globally bill for radiology
services.

e Establishment of a cost effective mammography contract which has
reduced costs by 30 percent. Under this agreement a mobile
mammography service comes to the clinic every 6 weeks and patients
receive this important women’s health service under the
supervision of a radiologist.

e Implementation of a patient satisfaction program to identify
positive and negative trends in health care delivery. To date
over 73 percent of the patients have rated the service received
from the health program Good to Excellent.

The. Grand Traverse Band has met one its objectives to successfully
£ill the position of Self-Govermance Health Planner. The new Health
Planner is working on meeting the second objective of developing and
executing a long term Health Care Delivery System (HCDS). The system
will be shared with other Michigan Tribes and will assist the tribes
to better analyze and assess the HCDS to produce a final strategic
plan for health service delivery issues:

On August 30, 1999, a new Diabetes Management Center was opened and
staffed with a physician, diabetes nurse specialist, nutritiocnist,
behavioral specialist, and community education specialists to serve
as a “One Stop Shop” for all diabetes patients. The goal of the
Center is to significantly reduce the complications among tribal
members with diabetes and to delay or prevent the development of
diabetes in tribal members. Effort and resources extended toward
this goal has reduced the amputation rate by 50 percent since 1994.

A tribe receives 1 of 16 “High Honors” awards from the Harvard Law

School’s “Honoring Nations” project awarded for 1999 for the
advancement in self-governance.
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With funding received from HUD, a tribe was able to add and remodel
the construction of two wings to their Health Complex, which is at 85
percent complete. The remodeled north wing is open for primary
medical, behavioral health, pharmacy, public health nurse/community
health, hearing, and laboratory services. The addition .of a second
wing to be completed in May, 2000 will offer X-ray, dental, and
optometry services.

One tribe has received HUD funds for a Wellness Center with emphasis
on health promotion/disease prevention, which will be built to
compliment their clinic facility. Expected completion date for the
Wellness Center is fall 2001.
. L
Oon March 15, 1999 a tribe opened its doors to a state-of-the-art
Ambulatory Health Care Center and Behavioral Health Facility for
medical, dental, nursing, pharmacy, nutrition, radiology, podiatry,
laboratory, medical records, contract health care, social services,
mental health, community health services and substance abuse services
to be provided.

A tribe has established a comprehensive Case Management Program that
ensures all patients referred to the private sector receive quality
health care that is medically appropriate and necessary.

On December 21, 1999, a tribe is able to complete construction and
open a comprehensive “All Nations Fitness and Wellness Center”. The
Center was designed to serve as the focal point for the prevention of
illnesses and diseases, especially diabetes and heart disease, and
has state-of-the-art exercise and weight equipment designed for all
ages to improve the physical well being of the patient population.
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Following are the funding levels for the last § fiscal years:

Year EFunding ETE
1996 $9,090,000 S
1997 $9,106,000 6
1998 $9,106,000 7
1999 $9,391, 000 7
2000 $9,531, 000 7

RATIONALE_FOR BUDGET REQUEST

TOTAL REQUEST -- The request of $9,604,000 and 7 FTE is an increase of
$73,000,000 over the FY 2000 Appropriation of $9,531,000 and 7 FTE.

rre ices — Epilt-in Increages ~ +
The request of $53,000 for personnel related cost will fully fund the

increased cost of providing health services to IHS beneficiaries by
providing the FY 2001 pay raise and within grade increases.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Services - 75-0390-0-1-551
CONTRACT SUPPORT COSTS

horjzation:

Program authorized by P. L. 93-638, Indian Self-Determination Act, as
amended and P. L. 100-472, Section 106{a){2) A & B.

FY 2000 - Increase
FY 1999 Final FY 2001 - or
Actual Appropriation Estimate Decrease

Budget Authority $203,781,000 $228,781,000 $268,781,000 +$40,000,000

'URPOSE ME D _OF O TION

Section 106(a) (2) of P.L. 93-638, the Indian Self-Determination Act, as amended,
authorizes the Secretary to fund those costs that a tribal contractor incure in
addition to what the Secretary would have otherwise provided for the direct
operation of the program. These costs are referred to as contract support
costs.

The IHS uses contract support cost funds made available under the ISD fund to
support the initial transfer of programs from Federal operations to tribal
operation. The ISD funds tribal requests that includes Start-Up, Direct, and
Indirect types of Contract Support Costs.

Amounts needed for CSC are determined in independent negotiations with the
cognizant Agency’s Inspector General (which is the Department of the Interior
for virtually all contracts). The types of costs included in these indirect
cost pools include the reasonable costs of tribal governing bodies, management
and planning, financial management, property management, procurement management,
data processing, office support, building rent, utilities, program specific .
insurance, legal services, and single-agency audits.

In FY 2000, IHS received an increase of $25 million for contract support
costs.

ACCOMPLISHMENTS

By definition, contract support costs (CSC) to the tribal program exceed
the amount spent by the Agency at the location of service. Therefore, CSC
are a supplement to the direct program funding provided in order to
maintain an equitable opportunity for tribes who choose to operate programs
under this legislative authority.

Amounts available have been less than the demand of which has resulted from
the additional contracting related to the passage of the 1994 ISDA
amendments. When the amounts for CSC are less than the aggregate requested
funding by tribes for all Title I and Title III programs, the remaining
difference is reported annually to the Congress as required by the ISDA.
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In 1997, the Congress directed the IHS to “work with Tribes, the Bureau of
Indian Affairs and the Inspector General at the Department of the Interior
to contdin the escalation in contract support costs.” 1In response to this
directive, the IHS developed a “Report to Congress on Contract Support Cost
Funding in Indian Self-Determination Contracts and Compacts”. The findings
of the report, based on analysis of tribal indirect cost rates, indicated
that rates have remained relatively stable and have not unreasocnably
escalated. The report further indicated that the continued increase in
contract support cost need is due primarily to the increased assumption by
tribes of new programs, services, functions and activities from the IHS.
The Office of the Inspector General within the Department of Interior
reached a -similar conclusion as a result of an analysis it conducted of a
sample of tribes over an eight-year period.

In FY 1999, the IHS received a $35 million increase for CSC.
Recommendations from the tribal consultation process resulted in the
adoption of an allocation methodology that distributed CSC to those tribes
with the greatest overall CSC need. The distribution of the $35 million
increase in this manner resulted in the IHS being able to fund
contracting/compacting tribes at an average level of need funded of 86
percent for CSC. No tribe in the IHS system was funded at less than 80
percent of its CSC need at the time the $35 million was allocated.

Consultation with tribes also resulted in the adoption of a new policy in
FY 2000 to govern the administration of CSC in the IHS. The policy
implements a new process and methodology for distributing CSC within
available resources to tribes for new assumptions of programs, functionms,
services and activities. The policy also implements a process and
methodology for reducing the inequity in CSC funding for existing contract
and compact tribes.

Following are the funding levels for the last 5 fiscal years:

Year Funding ETE
1996 $153,040,000 --
1997 $160,702,000 --
1998 $168,702,000 --
1999 $203,781,000 -- “
2000 $228,781,000 --

TQTAL REQUEST -- The request of %$268,781,000 is an increase of $40,000,000
over the FY 2000 Appropriation of $228,781,000.

Contract Support Costs - +840,000.040

The $40 million increase will first be used to provide CSC for new
assumptions of IHS programs under self-determination agreements. The IHS
estimates that $12.5 million will be needed for new assumptions, but, since
contracting and compacting is a tribal option the amount actually needed
could be higher. No new contracts will be funded at a higher funding level
than the minimum percentage funded for existing contracts in FY 2001. To
the extent the $40 million is not needed for new assumptions it will be
used to increase contract support cost funding for existing contracts. The
increase supports the policy to permit an orderly transition from the
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Federal administration of programs for Indian Tribes, to Tribal
administration of the programs pursuant to the Indian Self-Determination
Act.
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ACTIVITY/MECHANISMS BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Service - 75-0390-0-1-5§51

DIABETES
- hors ion:
Program authorized by 111 STAT. 574 (P.L 105-33).
Indian Health Service ’ Increase
FY 1999 FY 2000 FY 2001 or
Diabetes Actual Appropriation Estimate Decrease
Budget Authority $30,000,000 $30,000,000 $30,000,000 0

* The Balanced Budget Act of 1997 (P.L. 105-33) provides that $30 million
per year appropriated to the Children’s Health Insurance Program be
transferred to IHS for diabetes prevention and treatment. Total IHS
diabetes funding alsc includes the National Diabetes Program with 12 Area
Diabetes Consultants and 19 model diabetes sites ($7.7 million per year)
and, starting in FY 1998, $3 million in diabetes grants and §.3 million for
a periodontal disease initiative.

PURPOSE AND METHOD OF OPERATION

The mission of the IHS National Diabetes Program is to develop, document,
and sustain a public health effort to prevent and control diabetes in
American Indian and Alaska Native peoples. The agency promotes
collaborative strategies for the prevention of diabetes and its
complications in the 12 IHS Service Areas through a network of 19 Model
Diabetes Programs and 13 Area Diabetes Consultants. The agency also
disseminates current information about all aspects of diabetes
surveillance, treatment, education, and prevention.

Diabetes was the most frequently identified health problem in the IHS Area
I/T/U budget formulation workshops for FY 2001. Type 2 diabetes occurs at
dramatically higher rates among AI/AN adults who are almost 3 times more
likely to have diabetes than the general U.S. population. A recent alarming
trend is the increase in prevalence of type 2 diabetes in young AI/AN. Over
a seven-year period, from 1991-1997, the prevalence of diabetes rose 28-36%
in AI/AN children and adolescents. Complications of diabetes lead to much
higher incidence rates of blindness, vascular insufficiency leading to
amputation, and End Stage Renal Disease (ESRD) than in the general U.S.
population. Most recent data show that diabetes mortality is 4.3 times
higher in the AI/AN population than in the U.S. population. There has been
a 24 percent increase in the American Indian age-adjusted death rate from
diabetes since 1991-1993. There is clear evidence that for Indian people
the health disparity related to diabetes is increasing.

The Balanced Budget Act (BBA) of 1997 provided $30 million per year for §
years through the Special Diabetes Program for Indians (SDPI) to provide
grants for the prevention and treatment of diabetes to Indian Health
Service (IHS), tribal, and urban Indian health programs. The IHS completed
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a tribal consultation process on the approach to the provision of diabetes
services in AI/AN communities that is comsistent with the Presidential
policy that supports and directs full Federal consultation and partnership
with tribal governments on matters of health. The process included
national and regional input from tribal and urban program representatives.

A Tribal Leaders Diabetes,Workgroup was established to review the tribal
input and make recommendations on the administration and distribution of
the BBA funds. Based on the Workgroup recommendations, funds were awarded
through non-competitive grants for a five-year project term. The Workgroup
recommended that IHS distribute the funding by HIS Area according to a
formula based primarily on disease burden (53 percent) and user population
with an adjustment to increase funding for very small tribes (42 percent).
They also recommended that $1.5 million be set aside for the urban programs
who were to be exempt from the distribution formula process. In addition, 5
percent of the overall funds were reserved for improved data collection to
enhance the evaluation process. Distribution of the grant funds within each
Area to local IHS and tribal programs was determined by an Area-wide
consultation process. An evaluation process was created for both the
national and Area levels.

There were 286 grants awarded in the first year cycle. Contracts with
several tribal organizations were written at the national and regional
level to enhance and facilitate evaluation and data collection activities.
Ongoing evaluation of the grants, using a mixed methods approach (both
qualitative and guantitative methods) has been implemented.

Tribal programs determined how much of their funding was to be used. Sixty
8ix percent of programs chose to focus on both secondary and tertiary
diabetes prevention efforts (managing diabetes to prevent complications
such as kidney failure, amputations, heart disease and blindness). Thirty
three percent of programs decided to implement primary prevention efforts
to reduce the incidence of diabetes (such as offering exercise and
nutrition programs). And forty one percent indicated the need for
additional planning for their diabetes efforts. Chief Medical Officers,
Area Diabetes Consultants and other IHS Area Office Staff were available to
assist tribee in choosing promising prevention efforts and in selecting
appropriate evaluation measures.

In addition to grantg, $1 million of the BBA funds were allocated for the
development of a National Diabetes Prevention Center (NDPC) in Gallup, NM.
IHS collaborated with CDC Division of Diabetes in this effort. The NDPC
agreement was awarded to the University of New Mexico who have established
a Steering Committee and a Center Advisory Board. The Tribal Leaders
Diabetes Committee, established as a result of the BBA funds to advise IHS
on diabetes-related issues, will also advise the Steering Committee of the
NDPC. A regional diabetes conference with the Navajo Tribe and Zuni Pueblo
was sponsored by NDPC in the spring of 1999.

Tribes have begun to exert a growing influence in the management of
diabetes programs. The number of tribally managed programs continues to
grow steadily. Eighty one percent of the Special Diabetes Program for
Indians grant recipients are tribal programs. To responsibly manage a
health program requires data that supports an assessment of the health
needs of the population. To meet this need, tribal programs were well
represented in the IHS 1998 Diabetes Care and Outcomes Audit of AI/AN with
diagnosed diabetes and will have the opportunity to participate in the 199%
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survey. Data gathered by these surveys provides tribes information from
which to make rational decisions regarding their diabetes programs.

st Practices/Indust Benchmarks

The THS Diabetes Program has a long and distinguished history of serving as
a benchmark of diabetes clinical and public health excellence. The IHS
developed the IHS Standards of Diabetes Care in 1985, prior to those
published by the American Diabetes Association in 1987, and are updated
every 2 years based on the latest diabetes science. The IHS has been a
leader in developing a diabetes care surveillance system, the annual
Diabetes Care and Outcomes Audit, carried out voluntarily in Indian health
facilities, to track performance on more than 87 indicators to study trends
over time. The Diabetes Care and Outcomes Audit monitors use of standards
and outcomes of diabetes care, including blood sugar and blood pressure
control, screening for complications, and preventive health services such
ap immunizations and smoking history. In the 1998 IHS Diabetes Care and
Outcomes Audit, 11,581 charts were reviewed representing care to 70,751
patients at 150 IHS and tribal health facilities in the 12 IHS Areas.

This diabetes care surveillance system has been instrumental in the
improvement of diabetes care practices in many Indian health settings. For
example, in a special program in Alaska and in northern Minnesota from
1989-93, lower extremity amputation rates were reduced by 50 percent in
people with diabetes who received complete foot screening and protective
footwear. This same system enabled IHS to measure improvements in blood
pressure control in Montana after an intensive intervention in 1993.

Beginning in the late 1970s, the IHS Diabetes Program was a pioneer in
developing a public health approach to diabetes. In the early 1980‘s the
program began to publish some of the first national epidemiolegic
surveillance data regarding the problem of diabetes in AI/AN. The IHS
Diabetes Program staff tailored American Diabetes Association education
program criteria to fit the unique needs of Indian communities and
disseminated the adapted criteria nationally. ULater in the 1980s and early
1990’'s, the IHS began to publish in peer reviewed journals its experience
with using the Diabetes Care and Outcomes Audit to measure improvements in
diabetes care for Indian communities. A 1994 GAO report outlining diabetes
care to elderly Americans was compared to 1995 data from IHS. HIS performed
significantly better on all five measures of quality care. In 1998, the IHS
Diabetes Program was recognized by the Diabetes Quality Improvement
Coordinating Committee as one of only two federal agencies who had
collected quality improvement data so that it was available for comparison
when the Diabetes Quality Improvement Project (DQIP) guidelines were
announced. '

The IHS Diabetes Program hae been cited internationally as a model of
community involvement and program effectiveness, and in 1999 was invited to
the World Congress on Diabetes Preveption conference to present a
description of the Balanced Budget Act of 1997 diabetes grant program. As
part of its ongoing programmatic activities, the IHS Diabetes Program
collaborates with the Centers for Disease Control, the National Institutes
of Health, the American Diabetes Association, the American Association of
Diabetes Educators, the National Diabetés Education Program, many state
Department of Health Diabetes Control Programs, and tribal colleges and
universities. .
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ndin Influencin he 200 aque;

The Balanced Budget Act of 1997 Special Diabetes Program for Indians
provided IHS $30 million per year for 5 years for the preven and treatment
of diabetes. These funds have provided “seed money” to 318 new programs to
begin, or in some cases significantly enhance, diabetes prevention programs
in Indian communities. Many of these programs, the majority of which are
tribally run, are creating innovative, culturally-appropriate strategies to
address diabetes. While the SDPI funds have enhanced diabetes care and
education in AI/AN communities, programs are reporting the need for
additional trained personnel, support, technical assistance and continued
funding beyond five years. The next challenge for IHS on a national level
will be to disseminate the new ideas learned in these grant site settings
to other tribal communities for adaptation and implementation.

ACCOMPLISHMENTS

Results of. the 1998 IHS-wide IHS Diabetes Care and Outcomes Audit to assess
diabetes care and education for over 70,000 diabetes patients completed in
1998 revealed an important finding. Data comparisons with 1994-97 results
showed a statistically significant improvement trend in blood sugar control
among AIL/AN with diagnosed diabetes. This encouraging trend has occurred
in spite of the inability of many IHS and tribal facilities to purchase
newer diabetes medications and equipment. The IHS National Diabetes
Program attributes this trend to the extensive commitment that IHS and
local communities have made to improve diabetes control. Blood sugar
control has been definitively shown in large clinical trials to reduce the
complications of diabetes over time. Despite these advances, AI/ANs
continue to have substantially higher rates of diabetes and its
complications than the U.S. population at large.

Specific accomplishments include:

e The IHS National Diabetes Program works closely on diabetes-related
issues with tribal leaders through the Tribal Leaders Diabetes
Committee. This committee was established by Dr Trujillo to advise the
agency on an ongoing basis.

e The IHS National Diabetes Program staff play significant roles on

numerous national diabetes activities: i

v The Director serves as a Steering Committee  member on the National
Diabetes Education Program; as a member of the Translational Advisory .
Committee of the CDC Division of Diabetes; as an ad hoc member of the
Congressionally-mandated Diabetes Research Working Group of the
NIDDK/NIH; as a member of the federal Diabetes Interagency
Coordinating Committee; on the President’s Quality Interagency
Coordinating Committee ~ Diabetes Subcommittee; and as a member of
the President's Committee on Health Disparities - Diabetes Committee.

v Other staff serve on the Executive Board of the American Diabetes
Agsociation and the Task Force to Review the National Diabetes
Education Standards for Diabetes Self Management.

e The IHS National Diabetes Program initiated an Indian health task force

to revise and develop a framework for integrating Diabetes Education
Standards for AI/AN communities. The task force will develop a process
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for achieving formal recognition of quality programs in preparation for
HCFA reimbursement of diabetes education.

The IHS National Diabetes Program and the CDC Division of Diabetes
collaborate closely. The IHS Diabetes Program prevalence and
complications surveillance system have been automated through the
assignment of a CDC Epidemiologist to the program. The prevalence data
have been disseminated to the Tribal Leaders Diabetes Workgroup, Area
Directors, Area Diabetes Consultants, and others. The data are now
available by region on our website.

A Workgroup has been established with CDC, IHS, the American Academy of
Pediatrics and the American Diabetes Association to address the growing
concern about type 2 diabetes in Native American children. 1IHS staff
are leading the effort with requests for screening protocols, standards

of care and treatment recommendations from these expert groups.
¢ The IHS National Diabetes Program partnered with the National Indian

Council on Aging (NICOA) to develop a pilot project to automate diabetes

clinical data at the local and national levels. Five sites are fully

functional and another 5 sites are coming on board in FY2000.

e The IHS National Diabetes Program collaborated with Macro Internaticnal,

INC, a consultant firm specializing in mixed methods evaluation, to

develop an evaluation strategy for the SDPI grants program. ' The data

have been collected and analyzed and reported to the Congress in an
interim report.

Following are the funding levels for the Special Diabetes Program for
Indians for the last 5 fiscal years:

Year Fundinag
1995 $0
1996 $0
1997 $0

1998 $33,000,000
1999 $33,000,000

GPRA_Perfarmance Measures

Indicator_l: During FY 2000, maintain Area age-specific diabetes prevalence

rates and identify trends in the age-specific prevalence of diabetes (as
surrogate marker for diabetes incidence) for the AI/AN population.

Indicator_2: By the end of FY 2000, increase by 3 percent the proportion
I/T/U clients with diagnosed diabetés who have improved their glycemic
control over the FY 1989 level.

Indicator_3: By the end of FY 2000, increase by 3 percent the proportion
I/T/U clients with diagnosed diabetes and hypertension who have achieved
blood pressure control standards over the FY 1999 level.

Indicator 4: By the end of FY 2000, increase by 3 percent the proportion
I/T/U clients with diagnosed diabetes who have been assessed for
dyslipidemia over the FY 1999 level.

Indicator 5: By the end of FY 2000, increase by 3 percent the proportion
I/T/U clients with diagnosed diabetes who have been assessed for
nephropathy over the FY 1999 level.
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ACTIVITY/MECHANISMS BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Service - 75-0390-0-1-551
INFORMATION TECHNOLOGY AND EPIDEMIOLOGY CENTERS

Program Authorization:
Program authorized by 25 U.S.C. 13, Snyder Act, P.L. 83-568, Transfer Act

42 U.S.C. 2001, and P.L. 102-573, Title II, Section 214.

Fy 2000 Increase

FY 1999 Final FY 2001 or

Enacted Appropriation Estimate Decrease

Budget Authority $25,750,000 $35,750,000 $42,750,000 $7,000,000

INFORMATION TECHNOLOGY
SE METHOD OF E! IO

Current T/U formation B

\
The Indian Health Service (IHS) information technology infrastructure
consists of the integratiom of several hardware, software,
telecommunications and staffing elements. The upgrade of this
infrastructure is the first part of a $235 million, multi-year project.
This includes improvement to the Resource and Patient Management Systems
(RPMS) , the national data repository, telecommunications network, financial
systems, and interfaces with our federal partners. _

The RPMS is a decentralized automated information system consisting of over
60 integrated software applications. The system is designed to operate on
micro and mini-computers located at over 400 IHS, tribal, urban Indian
health and public health nursing sites/facilities. RPMS software modules
fall into three major categories: patient-based administrative
applications, patient-based clinical applications, and financial and
administrative applications. The patient-based administrative applications
include software that performs patient registration, scheduling, billing,
and interface functions. The patient-based clinical applications include
packages that support the various health care programs including
immunization, laboratory, pharmacy, radiology, and diabetes. Thirdly, the
financial and administrative applications include application packages that
keep track of finances, billing, and equipment inventory/repair. The
Division of Information Resources (DIR) develops and tests new software and
then distributes the RPMS application suite to IHS Headquarters, each Area
Office and other federal partners. Each Area Office releases the RPMS
application suite to the appropriate hospitals, clinics, health aid, and
State public health nursing sites. Each gite may load the full suite of
applications or only a subset of the applications (as determined by the
size and function of that location. The RPMS applications are highly
integrated. This allows the RPMS to store patient data in a core set of
centralized files rather than in a number of discipline-specific or
program-specific files. This structure allows core data, such as patient
visit data, to flow to the necessary software applications Without having
the system access multiple files or requiring duplicate data entry. Based
IHS-135
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on this single database structure, RPMS has a set of IHS/Department of
Veterans Affairs (VA) tables that are shared by all applications. Sets of
data files are shared by related groups of applications as appropriate.

The IHS Division of Information Resources maintains a centralized data
warehouse for patient encounter and administrative data. Through the wide-
area network (WAN) each health care facility feeds select information about
patient encounters to the national data repository. The national database
is used to provide reports for statistical purposes; performance
measurement for GPRA and accreditation; public health and epidemioclogical
studies; third party revenue generation; natiocnal equipment inventories;
and support for development of the IHS budget process.

The IHS telecommunications infrastructure connects IHS, tribal, and urban
(I/T/U) facilities together and to the national data repository. This
infrastructure is used for data transmission, voice traffic, and
Intranet/Internet access. The capacity to support data transmission as
well ‘as new telehealth applications varies greatly and the ‘ne€d exists to
upgrade the capacity overall. e

The IHS currently uses separate systems for billing, materiel management,
financial and persomnnel management. Since these systems are not
integrated, actuarial and cost accounting data is not a reality within the
IHS for revenue generation, cost containment, work efficiencies and
benchmarking comparisons.

For over fifteen years the IHS has had collaboration with the VA in the
development of software and sharing of resources. Recently, this federal
health care collaboration has included both VA and Department of Defense on
the Government Computer Patient Record (GCPR) project. The FY2001 proposed
increase would rollout major improvements in hardware, software,
telecommunications and support to rural sites. This step of the multi-year
plan would also start the upgrade of financial and billing systems.

EPIDEMIOLOGY CENTERS
PURPOSE AND METHOD OF OPERATION

Although acquisition of medical data through development of information
gystems is critical, just as important is the ability to analyze and
interpret the data. Because most medical data are complex, simple reports
automatically dgenerated by computer systems cannot answer many questions
posed by health professionals and administrators. Trained epidemiologists
are needed to complete the system of health information for tribes and
communities.

The innovative Tribal Epidemioclogy Center program was authorized by
Congress as a way to provide significant support to multiple tribes in each
of the IHS Areas. Beginning in FY 1996, four Centers were funded up to
$155,000 each. Since then, these centers have proven that the concept is
sound and worthy of additional funding and expansion of the program.
Operating from within tribal organizations such as regional health boards,
the Epidemicology centers are uniquely positioned to be effective in disease
surveillance and control programs, and also in assessing the for
effectiveness of public. health programs. In addition, they can fill gaps
in data needed for GPRA and Healthy People 2010.
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Some of the four existing Epidemiology Centers have already developed .
innovative strategies to monitor the health status of tribes, including
development of tribal health registries, and use of sophisticated record
linkage computer software to correct existing state data sets for racial
misclassification. These data may then be collected by the National
Coordinating Center at the IHS Epidemiology Program to provide a more
accurate national picture of Indian Health.

Epidemiology Centers provide critically needed support for tribal efforts
at self-governance of health programs. Data generated locally and analyzed
by Epidemiology Centers enable Tribes to evaluate tribal and’
community-specific health status data so that planning and decision making
can best meet the needs of their tribal membership. Because these data are
used at the local level, immediate feedback is provided to the local data
systems which will lead to improvements in Indian health data overall.

They also can assist tribes in activities such as conducting Behavioral
Risk Factor Surveys in order to establish baseline data for successfully
evaluating intervention and prevention activities. Epidemiology centers .
can assist tribes in looking at the cost of health care for Indian people
in order to improve the use of resources. In the future, in the expanding
environment of tribally-operated health programs, epidemiology centers will
ultimately provide additional public health services such as disease
control and prevention programs. - Some éxisting centers already provide
assistance to tribal-participants in such areas as sexually transmitted
disease control and cancer prevention.

A supplemented Program will enhance the ability of the Indian health system
to collect and manage data more effectively to better understand and
develop the link between public health problems and behavior, socioeconomic
conditions, and geography.

The Tribal Epidemiology Program supplementation will also support tribal
communities by providing technical training in public health practice and
prevention-oriented research and promoting public health career pathways
for tribal members. C

Efforts to expand the Tribal Epidemiology Program will be coordinated with
the Centers for Disease Control -and Prevention (CDC) to optimize federal
resource utilization, create stronger interagency partnerships, and prevent
costly duplication of effort. .

Pollowing are the funding levels for the 1ast-2‘£isca1 yeais:

Year Funding
1999  $25,750,000
2000  $35,750,000

BAII921#!.!98.!!2&51.259!!51
~- The request 6f $42,750,000 is a net increase of $7,000,000

Ietal Reguest
over the FY 2000 Appropriation of $35,750,000. The net increase includes
the following:
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1 echnolo: - +84 0

) 8 d_In -+ 500,000°

Includes software upgrades to the RPMS. In addition to software required
to achieve the RPMS growth path, specific emphasis will be placed upon data
quality, billing and accounts receivable packages. Increased data set
exports would include the Patient Statistical Record, ORYX and GPRA
measures. These upgrades would provide the ability to extract clinical and
financial data to determine best practices. This includes improved security
features that meet all applicable federal laws and regulations regarding
patient confidentiality, electronic data transmission, and executive and
clinical decision making tools for management engineering, bench marking,
and best practice measurement. These investments will pay off with
improved I/T/U clinical care, cash flow and work efficiencies.

Infr YOV - 48400

Upgrades to telecommunication infrastructure to meet the needs of both
urban and rural healthcare programs dependent upon the transmission of
voice, data, or image {e.g., x-rays) between smaller, primary care health
facilities and larger referral medical centers. The infrastructure would
allow sufficient bandwidth for the potential benefit of advancing
telemedicine and teleradiology programs. This includes the addition of 12
telecommunications staff among the Area Offices. Targeted support for
hardware, software, and staffing to more effectively utilize available
technologies.

i -+ 0

Provides 24 hour, seven-day-a-week national and”area support to I/T/U
facilities. Provides information techmology staffing patterns at 1/T/U
facilities comparable to private sector health care facilities. Prov1des
recruitment and compensation program consistent with the private sector.

ai (s) beh -+

Provides significant improvements in RPMS user training through on-site
instructor led courses, web-based training and correspondence courses.
Provides information technology professional training through national on-
site instructor lead courses, Commercial-Off-The- shelf {(coTs) vendor
courses and self-paced instruction.

National Data Repoejtory - +$400,000

Upgrade hardware and purchase software to increase the ability to extract
demographic, clinical, financial, and epidemiologically significant trends.
Provide customers with ability to extract clinical and financial data to
determine best practices costing, epidemiological, and demographically
significant trends. This initiative combined with the RPMS upgrade and
telecommunications improvements will provide data to satisfy the multiple
goals of program accountability, improved public health surveillance, and
increased third party collections.
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Proposed Funding will support enhanced funding to a base level for four
existing Epidemiology Centers and the National Coordinating Center at IHS.
Current funding level is approximately $155,000 per. An enhancement of
$1,435,800 would enable the existing Epidemiology Centers and the Natiomal
Coordinating Center to provide additional services/enhance current
capabilities such as staffing, travel and training. In addition, Centers
will be encouraged to form coalitions representing two or more current IHS
administrative areas in order to provide geographical coverage of the
entire country.

e Funding for staff at each Center including, at a minimum, the following:
- Medical Epidemiologist/Director
- 2 staff Epidemiologists (MPH to PhD- level)‘
- Statistician/database manager
® Funding to provide each Center with travel funds to cover the entire
region
e Funding to provide each Center with appropriate technology and training
needed for data analysis, interpretation, and presentation
* PFunding for National Coordinating Center to provide agreed upon support
as outlined in Cooperative Agreements between IHS and Tribal recipients

Expansion of the Tribal Epidemiology Program into new regions will (1)
provide additional epidemiological expertise at the regional level for more
tribes in those regions, and (2} provide additional sources of health data
for national use in such activities as GPRA.

Proposed Funding will support:

e Establishment of three additional Epidemiology Centers in regions
currently lacking such centers. Centers will be encouraged to form
coalitions representing two ‘or more current IHS administrative areas in,
order to provide geographical coverage of the entire country.

1HS-139 -140



132

DEPARTMENT OF HEALTH AND HUMAN SERVICES
INDIAN HEALTH SERVICE

INDIAN HEALTH FACILITIES

TABLE OF CONTENTS

Page
Indian Health Facilities
(40 0000000008000 000000000000000Ga0000000®000 ooocoaoa vevee 3
Maintenance and Improvement.............. 000000a000Ca000 0coooos 9
Sanitation Facilities Comstruction.................iiueinrnan 0o 13
Health Care Facilities Construction.................... 0000000 19
Facilities and E;wironmem:al Health Support....... 0O0000000Aaaan 29
Facilities Support........ eesacenertenacacaas 000000000 Ho00000 i3
Environmental Health SUPPOIC......eeevesocsresorcncrneannnnn 39
office of Environmeatal Health and Bng:meering
SuUpport........ 0G0000000000000000ad0 00000000000 BaD000 Sogo 47
EQUIPMENt . c .ttt eeereneeaeararoocearannaacaaneanasanennnn 00o0COa0 49
PerBonnel QUATLErB.....-c.cucevernencncoacaaannneenna oo0cOcooaoooo 51

IHF-1-2



133

OVERVIEW -
OBJECTIVES

The objectives of the Indian Health Service (IHS) health facilities
management, health care facilities construction, sanitation facilities
construction, and environmental health services programs are: 1) to
provide optimum availability of functional, well-maintained IHS and
tribally-operated health care facilities and adequate staff housing at IHS
health care delivery locations where no suitable housing alternmative is
available; and 2) to reduce the incidence of enviromnmentally-related
illness and injury by: a) determining and addressing factors contributing
to injuries; b) advocating for the improvement of environmental conditions;
and c) constructing sanitation facilities and ensuring the availability of
safe water supply and adequate waste disposal facilities in American Indian
and Alaska Native (AI/AN) homes and communities.

Through the provisions of these comprehensive environmental health services
and diversified construction programs, the Federal and tribal health care
delivery system is enhanced and the individual home and community
environments are much improved. Currently, all IHS hospitals and clinics
are accredited by Joint Commission on Accreditation of Healthcare
Organizations (JCAHO). The gastroenteric and postneocnatal death rates
among the AI/AN population have been reduced significantly now that over 85
percent have safe drinking water supplies and sanitary waste disposal
systems. Injury prevention efforts of the IHS and tribal programs are also
making strides to reduce outpatient visits and hospitalizations. Clearly,
these program accomplishments provide significant contributions to the
overall IHS health promotion/disease prevention effort.

FUNDING

The fiscal year (FY) 2000 Indian Health Facilities final appropriations
provided $316,555,000 for IHS facilities/environmental health activities
including $43,433,000 for health care facilities maintenance and
improvement (not including an estimated $4,700,000 in reimbursements; i.e.,
quarters return funds); $50,393,000 for health care facilities
construction; $92,117,000 for sanitation facilities construction;
$116,282,000 for facilities and environmental health support ($56,990,000
for facilities support, $49,162,000 for environmental health support, and
$10,130,000 for the Office of Environmental Health and Engineering (OEHE)
Support); and $14,330,000 for equipment. The FY 2001 Indian Health
Facilities request is $349,374,000 to provide the bervices listed above(not
including an estimated $4,700,000 in rent collections called quarters
return funds to be available in FY 2001 for operation and maintenance of
staff quarters).

PROGRAM DESCRIPTION
. Maintenance and Improvement (M&I)

This budget activity provides resources that the IHS uses for materials
and contract services needed: 1) to keep existing Federal and tribal
health care facilities and grounds in good repair; 2) to perform
preventive maintenance on facilities and equipment; 3) to accomplish
needed improvements to existing space so that facilities will be better
suited for delivery of health care services to-AI/ANs; 4) to accomplish
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environmental assessmente and remediation of environmental problems;
and §) to demolish health care facilities replaced through Federal
funding.

The FY 2000 final appropriation of $43,433,000 will enable IHS to
distribute approximately $25,120,000 for routine maintenance activitiesg
among all IHS and tribal contracted facilities; allocate $3,000,000 for
environmental assessments and remediation, and distribute $14,813,000
for maintenance and improvement projects to address critical items from
the Backlog of Essential Maintenance, Alteration, and Repair items
(BEMAR) ; and $500,000 to demolish vacant or obsolete health care
facilities replaced through federal funding. All funds are distributed
to IHS direct operated and eligible tribal facilities.

Sanitation Facilities Comstruction (SFC)

This budget activity funds construction of water supply and waste
disposal facilities for Indian homes and communities, as authorized by
the Indian Sanitation Facilities Act, P.L. 86-121. The proportion of
AI/AN homes with essential sanitation facilities (safe water supplies
and adequate waste disposal.systems) has increased from 20 to

85 percent since the program's inception in 1960. However,
availability of such facilities among all U.S. populations is
approximately 898 percent.

The SFC program is an integral part of the IHS disease prevention
initiative and tribal involvement has been the keystone of SFC program
success. Since P.L. 86-121 was passed, the IHS has constructed
community and individual water supply and waste disposal systems, which
serve more than 231,000 AI/AN homes. The final appropriation of
$92,117,000 in FY 2000 plus contributed funds will enable the SFC
program to provide first-service to an estimated 3,740 additional
new/like-new, and existing AI/AN homes; and upgrade service to 11,035
more existing homes. At congressional direction, sanitation facilities
deficiencies in AI/AN communities are quantified and rank ordered.

Most SFC projects are planned, designed, and managed by IHS engineers
and constructed by tribal or non-Indian contractors. Between 65 and 70
percent of the construction is performed by Indian tribes and firms.

In addition, a few self-governance tribes are now providing their own
professional engineering services. Considering the extremes in climate
and geography often found in Indian country, IHS engineers are uniquely
challenged to design appropriate, economical, and uncomplicated
facilities in order to ensure continued operation and maintenance and
long-term health benefits. To further this end, after construction is
complete, IHS engineers, sanitarians, and environmental health
technicians continue to provide technical assistance and training to
system operators and individual homeowners. Technical assistance and
training efforts, that benefit tribal utility system managers and
operators, positively affect the health and well-being of several
hundred thousand AI/ANs every year by ensuring that improved water
supply and waste disposal services are provided for their homes and
communities:
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Health Care Facilities Construction (HCFC)

This budget activity funds construction, including equipment, of new
and replacement inpatient and ambulatory health care facilities
(hospitals, health centers, etc.), staff quarters, and additional space
at existing facilities, as required to provide direct health care
services to AI/ANs.

.The FY 2000 final appropriation of $50,393,000 provided funding to:
continue construction of the Ft. Defiance, Arizona hospital
($24,285,000); begin construction of the Winnebago, Nebraska hospital
($9,714,000) ; continue construction of the Parker, Arizona health
center ($9,714,000); complete design of the Red Mesa, Arizona health
center ($2,000,000); provide new or replacement modular dental units
($1,000,000) ; begin design and construction of Zuni, New Mexico staff
quarters ($920,000); and assist the Hopi Tribe in providing staff
quarters ($2,760,000). .

The need for each health care facility and staff quarters construction
project is assessed through application of comprehensive priority
system methodologies. Periodically, Headquarters solicits proposals
from the IHS Areas for essential staff quarters needs, ‘and urgently
needed new or replacement health care facilities. The proposals are
evaluated objectively and ranked according to relative need.
Justification documents are prepared for those ranked highest and, when
approved, the projects are placed on the appropriate IHS facilities
priority list and funding estimates are included in the 5-year IHS
Health Facilities Planned Construction Budget. The total unfunded
amount identified on the S-year IHS Health Facilities Planned
Construction Budget for FY 2002 is approximately $938 million.

The IHS is authorized to construct health facilities by the Snyder Act,
25 U.S.C. 13; and the Indian Health Care Improvement Act, Public Law
94-437. These authorities include inpatient and outpatient facilities,
. staff quarters, small ambulatory facility construction grants, youth
regional treatment centers, joint ventures, and dental units. Also,
use of Health Services carryover funds and Medicare/Medicaid funds for
construction is authorized. Only those authorities where projects are
either on-going or recently completed are included in this document.

Facilities and Environmental Health Support (F/RES)

This budget activity provides resources that the IHS uses to staff and
support its Headquarters, Area, district, and service unit activities;
i.e., facilities and environmental health activities carried out
directly by Federal employees or, in certain cases, indirectly by
tribal contractors. This activity funds all costs for the permanent
personnel who manage and implement the IHS health care facilities
maintenance and improvement program; the health care facilities new and
replacement construction program; the biomedical equipment maintenance
and repair program; the sanitation facilities construction program; the
environmental health services program; and the real property and health
facilities planning programs. In addition, it supports personnel who
operate the physical plant at IHS owned health care facilities, and
certain non-personnel related operating costs (e.g., utilities).

In order to maintain clear distinction between the three major
categories of costs included in this activity, the IHS has established
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three sub-activities: 1) Facilities'Support; 2) Environmental Health
Support; and 3) Office of Environmental Health and Engineering Support.
These sub-activities are described separately below.

ilit] s !

This budget sub-activity funds permanent personnel costs, at.the Area
and service unit levels, related to planning; justifying; designing;

_ constructing; improving; leasing or renting; operating and maintaining
IHS direct-operated (and, for certain purposes, tribal-operated) health
care facilities. Also, it funds related Area and service unit
operating costs; e.g., utilities, biomedical equipment
repair/maintenance, some non-medical building operations supplies
(e.g., filters, fan belts, etc.), and some non-clinical personal
property.

The Facilities Support sub-activity was €stablished, in the IHS
Appropriations Act of FY 1992, as part of the Facilities and
Environmental Health Support activity. The IHS, tribes, and tribal
groups operate 49 hospitals, 218 health centers, 7 school health
centers, 280 smaller health stations and satellite clinics, 7 youth
regional substance abuge treatment centers, 140 alcohol and substance
abuse prografn (ASAP) facilities, and more than 2,200 units of staff
quarters.

The IHS owns approximately 849 000 square meters of Federal space in
hospitals, clinics, staff quarters, and other facilities and operates
health care delivery and administrative program elements in GSA
assigned space.

\'a] mental Health S

This budget sub-activity funds permanent personnel costs, at the Area,
district, and service unit levels, related to providing environmental
health services, including injury prevention, to the AI/AN people, to
their communities, and to government (tribal, IHS, Bureau of Indian
Affairs (BIA), local, etc.) institutions. Also, it funds permanent
personnel costs, at the Area, district, and service unit levels, for
planning, designing, and constructing Indian sanitation facilities and
providing follow-up technical support and training to AI/AN owners and
operators of those systems. In addition, it funds related costs
including rabies vaccine for dogs and household pets, vector control
chemicals for plague control efforts, training and community safety
promotion materials, x-ray calibration equipment, and in special
circumstances home smoke detectors, radon monitoring kits, and water
quality sampling/testing eguipment.

In FY 2000, environmental health services provided by IHS Area,
district, and service unit environmental health personnel will include
such activities as: injury prevention, epidemiological studies, water
sampling, vector control activities, food protection surveys, waste
disposal investigations/technical assistance, institutional
environmental health, and radiation monitoring.

Especially noteworthy are environmental health services provided in the
injury prevention category. The IHS environmental health staff has
lead responsibility for coordinating development and implementation of
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community-based prevention measures to address the problem of injuries,
which is the leading killer of AI/ANs age 0 to 44 years. An
encouraging downward trend in injury death rates for AI/ANs is being
achieved as a result of this increased attention. Given these
successes, the IHS has implemented a S5-year Indian Injury Prevention
Plan (Immunizing Against the Injury Epidemic).

Once completed, sanitation projects initiated in FY 2000 will
provide essential sanitation facilities to 450 new, HUD-sponsored
housing units, 290 BIA-sponsored units, 3,000 units constructed
by tribes and other entities, and 1,735 first service existing
homes (total: 5,475 first service housing units). In conjunction
with providing sanitation facilities for the first time to the
homes listed above, systems serving 9,300 previously served
(existing) homes are to be upgraded.

ffi vixronm 1 I i ri

This budget subactivity is used to fund permanent personnel
costs, at IHS Headquarters including two offices of Engineering
Services (ES), for direct support/management of the full array of
services and activities funded by the Facilities appropriation.

The engineers, architects, sanitarians, health facilities plénners,
leasing/contract specialists, real property managers, and support
personnel who work in Headquarters provide technicdl and management
services required to design, construct, operate, and maintain
efficient, accessible, and serviceable health care facilities and staff
quarters; address IHS leasing/rental requirements; provide appropriate
injury prevention and environmental health services and comnstruct
sanitation facilities for Indian homes and communities; meet all legal’
and policy requirements for financial and program accountability; and
develop long-range staffing and programmatic goals to ensure continued
program effectiveness.

In FY 2000, OEHE Headquarters and ES staff will complete engineering
technical reports, surveys, and studies; award major health care
facility design/construction contracts including modifications; process
IHS and GSA leases; hold tribal and Federal employee training courses;
and manage active health care facilities design/construction projects.

. Equipment

This budget activity funds thebpurchase and replacement of new medical
equipment for Federal and tribal health care facilities.

In FY 1995, Congress created this activity to consolidate funds for
medical equipment in the Facilities appropriation. The IHS medical
equipment inventory is approximately $306 million. Of the $14,330,000
final appropriation in FY 2000, $10,830,000 will be used to address
sustaining this inventory by replacement of medical equipment, $500,000
to replace tribal ambulances, and $3,000,000 will be used to provide
for new tribally built facility space.
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N INDIAN HEALTH FACILITIES
Summary of Budget Request

FY 2000 Increase

FY 1999 Final FY 2001 or
Actua) Appropriation Estimate Decreage

Budget . ‘
Authority..... $291, 965,000 $316,555,000 $349,374,000 +$32,819,000

FTE...occvunn. 1,254 1,287 1,324 +37

The FY 2001 budget request of $349,374,000 and 1,324 FTE reflects a net
increase of $32,819,000 and 37 FTE over the FY 2000 final appropriation of
$316,555,000 and 1,287 FTE.

FY 2001 Current Services: +$74.481.000 and 9 FIE

The IHS is requesting an increase of $74,481,000 to partially address the
rising cost of providing health care. Excluded are cost increases
associated with inflation and those that are attributable to the rapidly

expanding AI/AN population. The current services increase is $74,481,000
includes the following

e $7,517,000 for pay related cost.

e §1,665,000 and 9 FTE for Phaéing-In of Staffing'and Operating Cost for
new facilities.

* $65,237,000 for Health Care Facilities Construction.

Program Increase: +510,.694.000 and 28 FTE-

e $1,974,000 for Maintenance & Improvement.

e $2,000,000 and 28 FTE for Facilities and Environmental Health.Support.
e $3,961,000 for Health Disparities (Sanitation Facilities Constructionm).
e $2,959,000 for Health Disparities (Injury Prevention).

Program Decrease: -$52,494.000

e -$50,393,000 Non-recurring Health Care Facilities Constructioh Funds.
e -5 2,101,000 Equipment ’

IHF-8



139

ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
“Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0-1-551
Maintenance and Improvement

‘Program Authorization:

Program authorized by U.S.C. 13, Snyder Act and Public Law 83-568, Transfer
Act 42 U.S.C., 2001.

FY 2000 Increase
FY 1999 Final FY 2001 or
— Actual Appropriation __ Estimate Decrease
Budget .
Authority.... $40,625,000 $43,433,000 $45,407,000 +$1,974,000
PURPOSE AND METHOD OF OPERATION

PY 2000 Base

The Indian Health Service (IHS) maintains federal government owned
buildings operated by the IHS and supports maintenance and improvement
activities where tribally owned space is used for providing health care
services pursuant to contract or compact arrangements executed under the
provisions of the Indian Self Determination and Education Assistance Act
(P.L. 93-638). The Maintenance and Improvement (M&I) program objectives
include: (1) Providing routine maintenance for facilities; (2) achieving
compliance with buildings and grounds accreditation standards of the Joint
Commission on Accreditation of Healthcare Organizations (JCAHQ) or other
applicable accreditation bodies; (3) providing improved facilities for
patient care; (4) ensuring that health care facilities meet building codes
and standards; and (5) ensuring compliance with executive orders and public
laws relative to building requirements, e.g., energy conservation, seismic,
environmental, handicapped accessibility, and security.

The IHS Facilities Engineering Plan (FEP) establishes annual M&I workload
targets and helps determine the most prudent use of available resources.
The FEP is prepared by IHS Areas, service units, and tribal persomnel to
identify, delineate, and plan facilities related activities and projects to
be accomplished during an upcoming fiscal year for the M&I program.

Funds in the M&I account are used primarily to maintain and improve health
care facilities. The staff quarters operation, maintenance, amnd
improvement costs are primarily funded with rent collections called
Quarters Return (QR) funds. The M&I funds may be used in conjunction with
QR funds, at locations with few quarters or where QR funds are insufficient
to ensure adequate maintenance.

: The phys;cal condition of IHS-owned and most tribally
owned facilities are evaluated through annual general surveys conducted by
local facility personnel and IHS Area engineers. 1In addition,
comprehensive "Deep Look“ surveys are conducted every 5 years by a team of
englneers

These Burveys, together with routine observations by facilities pérsonnel,
identify deficiencies that are added to the Backlog of Essential
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The identified BEMAR

for IHS and reporting tribal facilities as of January 2000 is $445,759,000.
Without commensurate funding to cover the addition of numerous tribal

facilities, aging existing facilities, and environmental projects generated
by the on-going environmental assessment program, the BEMAR can be expected

to increase beyond expected inflation costs.

The following table summarizes

the BEMAR by deficiency category:

2/

BEMAR 1/
Structural 2/ .....ciiiiiinnnins . $174,320,000
Mechanical ... . 28,622,000
Electrical.. .- 19,334,000
L0 1-5 . 3,258,000
Grounds ... ;cveven.n e reetateveere st ettt ar st R - 16,103,000
Quarters 3/ ...................... 29,424,000
Real Property Installed Equipment . 1,643,000
‘Patient Care.......ccovveeerunnn . .. 13,563,000
Fire and Life Safety.......... .. 34,723,000
Safety........cvcnncnnnaann 5,252,000
Environmental Quality 4/... 16,629,000
Handicapped Accessibility.....c.vcveuirrereanrarecacoinsonnns 8,793,000
Bnergy Management ...........se0 eeretresrsnest st easaaeans “ee 6,578,000
Program Alterations...... 82,517,000
Total..eeenncas veersa taessseanvae “redeaansasasansasa cetmnaan sesases $445,759,000
1/ FY 2000 M&I allocation will be distributed for routine maintenance and projects;

these’ projects reduce identified BEMAR deficiencies.
Earthquake Hazard Reduction Program Act required IHS to survey and estimate the
cost. associated with compliance to seismic construction standards. This survey

. was completed in the Fall of 1998 and added $149,127,000 in seismic

3/

4/

deficiencies.

Staff quarters operation, maxn:emmce, and improvement costs are funded through
rents collected, called Quarters Return (QR) funds. The M&I funds may be used
in conjunction with QR funds, at locations where QR funds are "insufficient to
ensure adequate quarters maintenance.

Projects include air quality improvement, asbestos remediation, and contminat:ed
Boil remediation. The IHS will continue conducting comprehensive environmental
assessments at IHS/tribal health care facilities. This work is continuing and
the assessments have identified significant additional funding requirements for
environmental remediation, approximately $8.6 million in costs were added this
past year. .

DISTRIBUTION OF M&X FUNDS

Current Distribution Method - The IHS M&I funds are distributed to four
supprogrqms, routine maintenance, M&I projects, environmental
compliance, and demolition: .

Routine Maintenance Punds - Amounts are calculated using the IHS M&I
distribution formula (University of Oklahoma formula). Routine M&I
funds are used to pay non-personnel costs for the following activities
in IHS and tribally-owned health care facilities: maintenance supplies
_and materials; preventive maintenance activities; emergency repairs;
building service equipment replacement; upkeep activities, training,
and local projects.

MsI Project Punds - Amounts are calculated using the IHS M&I
distribution formula. The IHS Area Facilities Engineers develop
priority lists of large projects to reduce the BEMAR. Generally M&I
projects require levels of expertise not available at the local
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facility. Such projects accomplish major repairs and improvements of
primary mechanical, electrical, and other building systems as well as
public law compliance and program-related alterations. Program-related
alteration projects include changes to existing facilities for more
efficient utilization, for new patient care equipment, and for new
treatment methodologies.

Environmental Compliance Funds - Many IHS facilities were constructed
before the existence of current environmental laws and regulations.
‘Compliance with current Federal, State, and local environmental
regulations has been mandated by the Congress. Environmental
assessments identify and evaluate potential environmental hazards.
These assessments form the basis of the IHS facilities environmental
remediation plan. The IHS has identified approximately .$8,609,000 in
environmental deficiencies and included them in the BEMAR database.
Tribally owned health care facilities can receive assessments upon
request by the tribe.

Demolition Funds -~ The IHS has a number of buildings that are vacant or
obsolete and no longer needed. The number currently is estimated at
25-30 buildings. Many of these buildings are safety and security

_ hazards. Demolition of these buildings will reduce the hazards and
liability.

EUTURE FACILITIES JGSUES

Several issues have future impact on the ability for IHS to continue to
maintain and operate health care facilities. The number of new
deficiencies associated with programs for seismic safety of facilities has
increased significantly. 1In addition, numerous tribal buildings have been
added that requires maintenance and improvement. These additional
buildings have further diluted the amount of funds available at each site.

The environmental issues, as noted previously, continue to expand and new
issues such as lead paint removal have a substantial impact on renovation
of older IHS facilities.

The IHS provided a seismic report to FEMA in December, 1998, in response to
Executive Order 12941. Modifications to IHS Federally-owned and leased
facilities needed to comply with seismic construction requirements total
more than $149 million. A detailed seismic feasibility study was performed
in 1999 on the Schurz/Walker River Health Center, Nevada, which was ranked
highest on the Phoenix Area seismic priority list. This study estimated
the cost to seismically upgrade the facility at $1.6 million: total
replacement of the facility would be about $4 million.

Steady State Conditjon -- The Building Research Board of the National
Academy of Sciences (Committing to the Cost of Ownership - Maintenance and
Repair of Public Buildings, 1990) has determined that approximately 2 to 4
percent of current replacement value of supported buildings is reguired to
maintain facilities in their current condition. This amount would not
render a net reduction in an existing backlog of deficiencies, and would
not include improvements and alterations needed to meet changing medical
practice needs, nor include staff and utilities operating costs. The
current (1599) replacement value of all M&I eligible facilities is
approximately $1.859 billion.
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Funding levels for 'the past 5 years are as follows:

Year Funding

1996 $38,334,000
1997 $38,334,000
1998 $39,334,000
1999 $40,625,000
2000 $43,433,000

compljshmen

A total of $40,625,000 was appropriated in FY 1999 plus approximately
$4,700,000 million in quarters return funds was collected and distributed.
(1) For routine maintenance and projects: approximately $25,120,000 was
provided to the IHS Areas for daily maintenance activities and projects to
maintain the current state of health care facilities; approximately
§12,505,000 was provided to the IHS areas to reduce the identified Backlog
of essential Maintenance and Repair (BEMAR) deficiencies; and (2) For
Environmental Compliance, approximately $3,000,000 was provided for
environmental assessments and environmental remediation projects.

Performance Measures -

The following performance indicator is included in the IHS FY 2001 Annual
Performance Plan and is primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are _
sentinel indicators representative of some'of.the more significant health
problems affecting AI/AN.

': To improve access to health care Bservices requires effective
and efficient space, including reliable supporting building systems. This
indicator represents a commitment to this activity that is also fundamental
to maintaining hospital and clinic accreditation (see indicator 17).

TIONAL GET ST

TOT. ) ST - The request of $45,407,000 is an increase of $1,974,000
over the FY 2000 President’'s Budget of $43,433,000. The increase includes
the following:

nance and Improvement - +$1,974,000

The $1,974,000 increase will provide additional resources for routine
maintenance to those facilities, which are part of the health care
facilities inventory and to reduce the rate of increase of the Backlog of
Essential Maintenance, Alteration, and Repair (BEMAR) for health care
facilities and related real property.
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ACTIVITY/MECEANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0-1-551
Sanitation Facilitjes

Program Authorization:

Program authorized by U.S.C. 13 Snyder Act, PL 83-568, Transfer Act, 42
U.S.C. 2001, PL 86-121, Indian Sanitation Facilities Act; and Title III of
PL 94-437, Indian Health Care Improvement Act, as amended. This sub-sub
activity includes the funds necessary for the comstruction of sanitation
facilities’ (i.e. water; sewer; solid waste; and operation and maintenance
projects). The cost associated with professional staff, which provides
management and engineering of this program, are included under the
Environmental Health Support sub-sub activity.

FY 2000 , Increase
FY 1999 Final: . FY 2001 or
Actual - EEEEQEIiaEiQE Estjmate Decrease
Budget Authority... $89,328,000 $92,117,000 $§96,651,000 +$4,534,000
FTE. e eriennnannnnns ' 179 179 179 --
Number of Homeg Benefited
Fiscal Year Program
FY 1999 FY 2000 FY 2001
Actual Appropriation Estimate
A. New/Like-New
461 1/ 450 1/ 450 1/
251 290 290
2,845 2,000 : . 3.060
3,557 3,740 3,800
B. Existing Indian Homes
First Service.........un. i 1,735 1,735 1,795
Upgraded/Emergency....... 11,279 9.300 _—9.660
Subtotal....iveiennnninns 13,014 11,035 11,455
TOTAL: v evteininnennnnans 16,571 2/ 14,775 2/ 15,255 2/

1/ Sanitation Facilities to be funded with HUD grants contributed by
tribes to IHS projects.

2/ Construction projects are funded with IHS appropriated funds and
contributions to serve these homes.
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P S D OPE ON
FY 2000 Base

The Indian Sanitation Facilities Act, P.L. B6-121, authorizes IHS to
provide essential sanitation facilities to Indian homes and communities.
The IHS Sanitation Facilities Construction Program, an integral component
of the IHS disease prevention activity, has carried out those authorities
since 1960 using funds appropriated for Sanitation Facilities Construction
to provide potable water and waste disposal facilities for American Indian
and Alaska Native (AI/AN) people. As a result, the rates for infant
mortality, the mortality rate for gastroenteritis and other environmentally
related diseases have been dramatically reduced, by about BO percent since
1973. The IHS physicians and health professionals credit many of these
health status improvements to IHS' provision of water supplies, sewage
disposal facilities, development of solid waste sites, and provision of
technical assistance to Indian water and sewer utility organizations.

A Report to Congress by the Comptroller General (dated March 11, 1974)
noted that AI/AN families living in homes with satisfactory envirommental
conditions placed fewer demands on IHS' primary health care delivery system
than families living in homes with unsatisfactory conditions; i.e., those
with satisfactory environmental conditions in their homes (e.g., safe piped
water and adequate sewage disposal) required approximately 25 percent of
the health care services required by those with unsatisfactory
environmental conditions.

The provision of Indian sanitation facilities is a very important component
of the overall effort required to achieve a reduction in infant mortality,
a goal highlighted in "The Year 2010 Objectives for the Nation.” Safe
drinking water supplies and adequate waste disposal facilities are
essential preconditions for most health promotion and disease prevention
efforts. Currently, about 1 percent of all U.S. homes lack safe water in
the home while about 7.5 percent of all AI/AN homes lack safe water in the
home.

Support for the IHS' justification of Sanitation Facilities Construction
Program funding can be found in a PHS study entitled Relationship of
Environmental Factors to the Occurrence of Enteric Disease in Areas of
Eastern Kentucky. The data support the premise that the incidence of acute
infections and diarrhea disease could be reduced significantly by
selectively modifying environmental factors. The IHS physicians have
stated that ‘the Indian Sanitation Facilities Act has had a greater positive
effect upon the health of AI/ANS than any other single piece of
legislation. R
As with other IHS activities, sanitation facilities projects are carried
out cooperatively with the Indian people who are to be served by the
completed facilities. Tribal involvement has been the keystone of the
Sanitation Facilities Program since its inception in FY 1960. Projects are
initiated only following receipt of a tribal request expressing willingness
on their part to participate in carrying out the project and willingness to
execute an agreement to assume ownership responsibilities, including
operation and maintenance, for completed facilities. Experience shows that
60 to 70 percent of the actual construction work isOperformed by Indian
tribes/firms. R
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With completion of all projects approved through FY 1999, approximately ,
231,000 AI/AN homes will have been prov1ded sanitation facilities since
1960.

Sanitation Facilities Deficiencies.

\ . .
The Indian Health Care Improvement Act (Title III, Section 302(g) 1 and.2
of P.L. 94-437) directed the IHS to identify the universe of Indian
sanitation facilities deficiencies for existing Indian homes. As of the
end of FY 1999, the backlog of projects to address all documented
deficiencies totaled $1.753 billion. To address the backlog of feasible
projects for existing homes in 10 years would regquire an annual funding
level of §77,002,000. In FY 1999, of the $89,328,000 appropriated for
sanitation facilities, $45,225,500 was used to address the backlog of
existing homes (of this amount $2,528,500 was set-aside to serve solid
waste needs), $198,000 for special projects, $341,500 for emergency
projects, and $43,563,000 was used for sanitation facilities for new/lxke-
new Indian homes.

As proposed, the current backlog of projects would provide sanitation
facilities to between 95 and 98 percent of all existing Indian homes. Also
included in the backlog are projects intended to upgrade existing water
supply and waste disposal facilities and projects to improve sanitation
facilities operation and maintenance capabilities in Indian country.
Maximum health benefits will be realized by addressing existing sanitation
needs identified in the backlog and also by providing sanitation facilities
for new homes when they are constructed.

Funding levels for the last 5 fiscal years follows:

Year _Funding FTE
1996 . $84,889,000 244
1997 $88,963,000 244
1998 . $89,082,000 244 ) . -
1999 $89,328, 000 179
2000 $92,117,000 179

STRIB IN_OF SANITATION FACILITIES CON; .UCTION FUNDS

The FY 2001 Sanitation Facilities Construction portion of the appropriation
will be allocated as follows:

1) $500,000 will be reserved at IHS Headquarters for distribution to the
Areas as needed to address water supply and waste disposal emergencies
caused by natural disasters or other unanticipated situations that
require immediate attention to minimize potential threats to public
health. Emergency funds remaining at the end of the fiscal year will
be distributed to the Areas to address the Sanitatiom Deficiency System
(SDS) priority list of needs. -

2) Up to $47,000,000 will be distributed to serve new and like-new homes.
Some of these funds may also be used for sanitation facilities for the
individual - homes of the disabled or sick who have physician referrals
indicating an immediate medical need for adequate sanitation facilities
in their home. Amounts as needed to serve new and like-new homes will
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be established by Headquarters after reviewing Area requests. Priority
will be given to projects intended to provide sanitation facilities for
the first time to homes in categories B, C, and D under the BIA Housing
Improvement Program (HIP). (NOTE: Homes in BIA/HIP Category A are
considered existing homes. Category A homes needing service ‘will be
included in the SDS.) The amount allocated to each Area for projects
to serve other new/like-new homes will be the Area's .pro-rata share of
remaining funds for serving such housing.

3) Up to $5,000,000 will be used for projects to clean up and replace open
dumps on Indian lands pursuant to the Indian Lands Open Dump Cleanup
Act of 1994.

4) The balance of the appropriation in FY 2001 will be distributed to the
Areas for prioritized projects to serve existing homes, based on a
formula that considers, among other factors, the cost of facilities to
serve exxstlng homes that: a) have not received sanitation facilities
for the first time; or b) are served by substandard sanitation
facilities (water and/or sewer). Another distribution formula element
is a weight factor that favors Areas with larger numbers of AI/AN homes

" without water supply or sewer facilities, or without boch.

The IHS appropriacad funds will not be used to provide sanitation
facilities for new homes funded with grants by the housing programs of the
Department of Housing and Urban Development (DHUD). - These DHUD housing
grant programs for new. homes are able to fund the sanitation facilities
necessary for the homes. ° .
Bccomplishments =
In FY 1999: (1) Received approximately $35.0 million in SFC contributions
from other Federal .agencies, States, and Tribes. Combined with SFC
appropriation, the total SFC program has funded approximately 467 progects
in FY 1999; (2) The staff also assisted Tribes by providing engineering
services to many other Tribes that independently funded their own projects;
and, (3) Provided essential sanitdtion facilities to 3,096 new/like-new
Indian homes and to 1,735 first service existing homes. With additionmal
funds from Housing and Urban ‘Development (HUD), IHS also provided
panitation facilities to 461 new HUD-sponsored housing units.

Performance Measures

The following performance indicator is included in the IHS FY 2001 Annual
Performance Plan and primarily dependent upon the activities funded within
this budget line .item for achievement. -These indicators are sentinel
indicators representative of some of the more significant health problems
affecting AI/AN .

: Improve home environmental health by providing sanitation
facilities projects during FY 2001 to serve 3,800 new or like-new homes and
11,455 existing Indian homes.

TONALE FOR BUDGET REQUEST

TOTAL REQUEST - The request of $96,651,000 and 179 FTE is an increase of
$4,534,000 over the FY 2000 Appropriation of $92,117,000 and 179 PTE The
increase includes the following:
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t Se ces - Built-in Increases - +$573,0

The request $573,000 for personnel related costs will fund the increase of
providing Sanitation Facilities to IHS beneficiaries and other built-in
cost increases associated with on-going projects. Included are increases
such as the FY 2001 pay raise, within grade increases, etc. These funds
will be shared with Title I and Title III tribes, as well as Federal
programs.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current I/T/U health
system is necessary in eliminating disparities in health status between
AI/ANs and the rest of the U.S. population.

D, t. Facilities ne ctio; -+ [1 0

The $3,961,000 increase will provide needed water, sewer, and solid waste
facilities to approximately 60 additional first service and 360 previously
served existing homes, plus service to an additional &0 new/like new homes
in all Areas of the IHS. This includes projects to clean up and replace
open dumps. Projects will be funded based on an established priority
system. Communities and homes with the greatest health needs, which can be
feasibly addressed, will be served first.

IHF-17-18



148

ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0-1-551
Health Care Facilities Construction

Qgr; i io;
Program authorized by U.S.C. 13 Snyder Act, P.L. 83-568, Transfer Act, 42

U.S.C. 2001, P.L. 94-437, Indian® Health Care Improvement Act, as amended,
P.L. 99-570, Omnibus Drug Bill.

FY 2000 Increage

FY 1599 Final FY 2001 or
Program Qutput Data: . -
Hospitals: -
Ft. Defiance,AZ-Comstr... $15,000,000 $24,285,000 $40,115,000 2/ +$15,830,000
Winnebago,NE Design..... 950,000 2,714,000 212,206,000 42,572,000
Total New/Replacement.... $15,950,000  $33,999,000 $§52,401,000 +518,402,000
Xing Cove, AK Constr 1/.. 2,500,000 . [ 0 [}
Polacca (Hopi),AZ-Constr. 18,100,000 [} [} o
Pinon,AZ Design.......... 1,037,000 [ N [} ]
Parker,AZ Constr......... 2,500,000 9,714,000 7,578,000 -2,136,000
Red Mesa,AZ Design....... 0 - 2,000,000 0 -2,000,000
Pawnee, OK Design..... iees 0 90 1,745,000 _+1,745,000
Total Outpatient Care Fac  $24,137,000 $11,714,000 $9,323,000 -$2,391,000
ZUNL L AZ. e n e, 0 920,000 0 -920,000
Polacca,AZ(Hopi)...... v [ 2,760,000 [} -2.7
Total Staff Quarters..... 0 $3,680,000 ] -$3,680,000
Small Ambulatory Grants.. .0 $0 $2,513,000 +$2,513,000
Dental Units........... .- $1,000,000 $1,000,000 $1,000,000 +$0

TOTAL. ..covennes veasieaas $41,087,000 $50,393,000 $65,237,000 +$14, 844,000

1/ Funding was provided in the Department of Interior Appropriation and
transferred to IHS for construction, telemedicime, and medical equipment.
2/ This amount includes $4.1 million to design staff quarters which are
part of the Ft. Defiance. ’

EURPOSE AND METHOD QF OPERATION

FY 2000 Base

The objectives of the Indian Health Service (IHS) Health Care Facilities
Construction Program are to enhance IHS health care delivery capacity by

providing for optimum availability of functional, well-maintained IHS and
tribally-operated health care facilities.and provide adequate staff housing
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at IHS health care delivery locations if no suitable housing alternative is
available. The IHS capital improvement program, funded through this budget
activity, is authorized to construct health care facilities and staff
quarters, administer the IHS/Tribal Joint Venture Consgtruction Program,
renovate/construct Youth Regional Treatment Centers for substance abuse,
provide construction grants for small ambulatory care facilities,
‘replace/provide new dental units, and to assist non-IHS funded renovation
projects.

To determine the locations where new and replacement facilities are most
critically needed, the IHS has developed and is implementing comprehensive
priority system methodologies for health care facilities and staff quarters
construction. As needed, IHS Headquarters solicits proposals from the IHS
Areas for essential staff quarters projects, replacement/new dental units,
and for urgently needed new or replacement health care facilities. These
proposals are evaluated and prioritized. Formal justification documents
are prepared for those scoring highest. Once justified, projects are
placed on the appropriate construction priority list and proposed for
funding. -

"
ealth re Faci ie ongtru fe) m

During FY 1990, in consultation with the tribes, the IHS revised its Health
Facilities Construction Priority System (HFCPS) methodology. The HFCPS
ranks proposals using factors reflecting the total amount of space needed;
age and condition of the existing facility, if any; degree of the isolation
of population to be served in the proposed facility; and availability of
alternate health care resources. There are three phases to the HFCPS.
During FY 1991, Phase I of the methodology was applied to 149 IHS Area-
generated proposals to construct new or replacement health care facilities.
Based on the Phase I result, the INS proceeded with Phase II of the
methodology, using a more detailed analysis of the 28 highest ranked
proposals. During FY 1992, the IHS consulted with tribes about
incorporating additional flexibility into the HFCPS in order to give
consideration to new concepts, such as low acuity beds in health centers,
as directed by the Congress in the FY 1992 Conference Report on IHS
appropriations. Few tribes urged that IHS make .changes to the HFCPS. In
FY 1993, 23 of the 28 proposals considered in Phase II were advanced to
Phase III. IHS Area Offices were asked to develop Program Justification
Documents (PJDs) for each of the 23 proposed facilities. As PJDs are
approved, projects are added to the Health Facilities Construction Priority
Lists. .

The IHS has two processes for reviewing the staff housing needs. Under the
Quarters Construction Priority System methodology, the IHS reviews the need
for additional quarters at all existing health care facilities. Phases I
and II of this methodology were last applied in 1991. As the Program
Justification Document for Quarters (PJDQ) are completed for these
projects, they are .added to the Quarters Construction Priority List. The
second process responds to the Department of Health and Human Service
office of the Inspector General report of April 17, 1990, regarding needed
improvements for planning and construction of IHS staff housing. The IHS
began reviewing the need for quarters at each location where new or
replacement health care facilities are being planned. Where quarters are
required, IHS completes a PJDQ as a part of the PJD for the health care
facility and the quarters need is included with facilities construction.
project on the Health Care Facilities Construction Priority List.
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The Department of the Interior and Related Agencies Appropriations Act for
FY 1991 (P.L. 101-512) authorized and partially funded a “joint venture
demonstration program to equip, supply, operate, and maintain up to three
health centers.” These health centers were to be “selected on a
competitive basis from those tribal applicants agreeing to provide an
appropriate facility for use as a health center for a minimum of 20 years,
under a no cost lease.” The costs of facility construction are borme by
participating tribes. The IHS is responsible for all costs associated with
staffing, equipping, and operating the facilities. This authority was re-
designated as Section 818(e) and further amended by the 1992 amendments to
Public Law 94-437, the Indian Health Care Improvement Act (IHCIA).

The IHS is authorized to construct Youth Regional Treatment Centers (YRTCs)
by section 704 of the IHCIA, P.L. 94-437, as amended. A YRTC is to be

constructed in each IHS Area except that two each are to be constructed in
California and Alaska to provide substance abuse treatment to Indian youth.

The IHS is authorized to award construction grants to tribes or tribal
organizations by section 306 of the IHCIA, P.L. 94-437, as amended. Grants
may be awarded only to tribes operating non-IHS outpatient facilities under
P.L. 93-638 contracts. These are referred to as Small Ambulatory Care
Facility Construction Grants.

The IHS is authorized to accept renovations and modermizations of any
Service facility through non-IHS funded sources and to assist by providing
equipment and personnel by section 305 of the IHCIA, P.L. 94-437, as
amended.

Appropriations for IHS in FY 1994-2000 included funding to replace and
build new dental units.

Funding levels for the last 5 fiscal years follows:

Year Fupding

1996 $12,297,000 .
1997 $14,500, 000

1998 $14,400,000 i

1999 $41,087,000

2000 $50,393,000

Accomplishments

{1)For the Fort Defiance, Arizona, replacement hospital project, the
appropriated $15,000,000 was used to update the previously completed
design and allowed comnstruction of the replacement hospital portion of
the project to start in September 1999.

{2) For the Winnebago, Nebraska, replacement hospital project, the
appropriated $950,000 was used to complete the design in December 1999.
The project is ready for construction to commence using funds
appropriated in FY 2000.

{(3)For the new Hopi Health Center in Polacca, Arizona, the $18,100,000
appropriated was used towards completing construction of the health care
facility, which is scheduled to be completed in FY 2000; and for the
start of staff quarters renovation.
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(4)The $2,500,000 appropriated for the replacement Parker Health Center,
Parker, Arizona, waa used to commence construction in June 1999. Using
funds appropriated in FY 2000, construction will continue.

(5)The $1,037,000 appropriated for the new Pinon Health Center, Pinon,
Arizona, was used towards completing the design of the health care
facility. The design is scheduled to be completed in FY 2000.

(6)The $1,000,000 appropriated for the dental units construction program
was added to funds previously appropriated and allowed three additional
dental units to be processed for design and construction.

(7) For King Cove, Alaska health center project,. $2,500,000 was provided in
the Department of Interior appropriation and transferred .to the IHS for
design and construction. Indian Health Service is working with the
Eastern Aleutian Tribe, however, land and funding issues may delay
completion of this project. :

Performance Measures

The following performance indicator is included in the IHS 2001 Annual
Performance Plan and is primarily dependent upon the activities funded
within this budget line item for achievement. These indicators are
sentinel indictors representative of some of the more significant health
problems affecting AI/AN.

Indicator 31: Improve critically needed access to health care services by
providing the following physical infrastructure:

Fr. Defiance, AZ Hoapital Continue construction of the replacement hospital and start
design of the staff quartera.

Winnebago, NE Hospital Continue construction of the répl hospital.

Parker, AZ Health Center Continue construction of the replacement health center.

Pawnee, OK Health Center Start design of the repl health center.

Small Ambulatory €onstruction Grants | Provide construction grants to tribes/tribal organizations.

Dental Units Provide dental units based on priority needs.

The progress on these projects at the end of FY 2001 will be reported.

RATIONALE FOR BUDGET REQUEST
TOTAL REQUEST -- The request of $65,237,000 is a net increase of

$14,844,000 over the FY 2000 Appropriation of $50,393,000. The amount
requested includes the following:

Fort Defiance Hoppital, Fort DPefiance, AZ: +$40,115,000

Funds in this request will be for replacement of the hospital portion of
the project ($38,715,000) and to design the additional staff quarters
portion of the project ($1,400,000}.

This project is located in the Navajo Nation, Fort Defiance, Arizona. The
proposed replacement IHS health care facility will provide a comprehensive
health care program, having limited inpatient services for gynecological
and general ambulatory surgery, obstetrical, pediatric, intensive care,
labor and delivery, and for adolescent psychiatric nursing; plus a full
range of non-specialty ambulatory care, community health, dental, and
associated support services. The acute care program will have 36 beds,
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which consists of 12 for medical/surgical, 8 for pediatrics, 12 for
obstetrical and 4 for ICU/CCU. An additional, 20 beds will be used by the
adolescent psychiatric nursing unit. The project includes new staff
quarters, consisting of 8 replacements for existing unsuitable units and
148 additional units. The number of staff quarters units will increase
from 89 to 237 units, which will provide adequate housing to support an
‘increased staffing level. The use of the existing housing site will
continue and the new housing will be located next to the replacement
hospital.

The existing main hospital building, being an historical structure that was
constructed in 1938, cannot be altered. Even though renovations were made
in 1972 and 1977, the current 49-bed hospital, which has been converted
from the original 136-bed unit, is functionally inadequate to support the
health care needs of the user population. Patient care and support
pervices are provided currently in limited spaces in the main building and
eight additional separate buildings. There is no room on the present site
for additional construction and the adjacent land is not available.
Therefore, the only option is to provide a replacement facility on a new
site.

Winnesbago Hospital nneba 3 +512,286,000

Funds in this request will be used to continue construction of the project
to replace the existing Winnebago hospital.

The replacement IHS health care facility will incorporate all inpatient,
birthing center, diagnostic, ambulatory, community health, administrative,
and support services into one structure. It will consist of 9 162 gross
square meters (GSM) of new space and 1 505 GSM of renovated space in the
existing facility for the expanded Drug Dependency Unit (DDU) program.
Remaining temporary and permanent structure on the site will be demolished.
The replacement facility will be constructed adjacent to the existing
hospital to support the DDU. Accessibility will be enhanced for
pedestrian, public, service, and emergency vehicle traffic.

The existing IHS hospital in Winnebago, Nebraska, which was built in 1932,
cannot support the needs of the service population. The original hospital
was constructed as a 40-bed, full-service inpatient facility.with surgery,
labor/delivery, and ambulatory services. The original planned functions of
the other.permanent structures were as a garage, garage/warehouse, and a
quarters/apartment unit. The temporary buildings were designed with
minimum space allowances for offices and for outpatient exam rooms and an
emergency/urgent care room.

Due primarily to accreditation criteria and lack of support space, the
original planned services have been scaled down to the current 30-bed
capacity with 12 beds dedicated to the DDU. Four departments {Community
Health Services, Dental Services, Property and Supply, and Facilities
Management) are located outside the hospital proper,. in buildings on or
near the hospital campus. The existing hospital and other buildings are
not of adequate size to house the proposed health care program. Scattered
existing.structures and lack of adequate space within existing buildings,
compromise interdepartmental relationships.
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Parker Health Center, Parker. AZ: +$7,578,000

Funds in this request will be used to complete construction of the
replacement health center at Parker, Arizona.

The IHS and the Colorado River Indian Tribes have agreed that the Colorado
River Indian Reservation needs a new ambulatory health care facility. The
proposed new health center will replace the existing IHS hospital. The
project includes a new health center that will provide space to support a
major comprehensive, preventive, curative, and rehabilitative health
service program to meet the health needs of the Colorado River Indian
Service Unit population.

A 6 702 square meter replacement health center will be constructed on the
existing site, which will enhance the adequacy, access, timeliness, and
continuity of a modern health .care delivery program. The Colorado River
Indian Tribe is designing and constructing the health care facility under a
Public Law 93-638 contract.

There were major concerns with the size and condition of the existing
health care facility and the inability to support a modern health care
delivery program. The existing hospital, constructed in 1930, is a one-
story masonry bearing wall structure with a wood framed roof. Eight wood -
framed additions have been made to the facility from 1955 to 1985. Many
support functions are located in other buildings. There are.ll IHS
buildings, comprising 2 839 gross square meters which house the current
programs.

A 1987 survey was conducted to determine the deficiencies of the health
care facilities, their physical condition, and code compliance. The
engineering report identified deficiencies that would cost over $2,600,000
to correct excluding design and contingency fees. The correction of the
noted deficlencies would not alleviate the problems with the functional
relationships of the programs caused by the scattered existing structures
and lack of adequate space within the existing buildings.

Rawnee Health Center, Pawnes, OK: _+$1,745,000

Funds in this request will be used to design the proposed replacement
Pawnee Health Center in Pawnee, OK.

The proposed new replacement IHS health center will provide a full range of
ambulatory care and community health services to meet the health needs for
the residents of the Pawnee Service Area. It will be a more efficient
facility, which will enhance the adequacy, access, timeliness, and
continuity of a modern health care delivery program, and will be located
out of the flood zone.

The IHS and the Pawnee Tribe of Oklahoma have agreed that the existing
health center is inadequate to provide a modern health delivery program.
The facility, is its present condition, does not comply with current
American Institute of Architects “Guidelines for Comnstruction and Equipment
of Hospital and Medical Facilities,” life safety codes, and barrier-free
design standards. There are major concerns with the size and condition of
the existing health care facilities and their inability to support a modern
health care delivery program. The existing concrete frame and cut stone
masonry facility was constructed in 1928 and served as a hospital for the
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Pawnee Tribe. The hospital was later converted to a health center. From
1936 to 1974, six other structures were constructed to provide support
functions to the health center. All seven structures, which house .
functions such as health care delivery, administration, supply and
maintenance, and telephone, are subject to flooding. 'This factor, plus .the
physical layout, age, physical plant deficiencies, cost to renovate, and
cost of asbestos abatement, underscore the need to provide a replacement
health care facility.

Small Ambulatory Care Pacility Construction Grants Program: +$2,513,000

Funds in this request will be used to award the first grants in.the Small
Ambulatory Care Facility Construction Grants Program. Authorized under
section 306 of the Indian Health Care Improvement Act, Public Law 94-437.

This program allows for the providing of small.health care facilities,
which cannot compete in the IHS Health Facilities Construction Priority
System (HFCPS). Following Department of Health and Human Services grants
policy and regulations, projects will be selected from grant applications
meeting the program requirements. Project grants will be for the
construction, expansion or modernization of non-IHS owned small tribal
ambulatory health care facilities located apart from a hospital. The
selected projects will not be a part of the IHS HCFPS.

Den DOn; 1 + 00 00
The $1,000,000 will provide three needed dental units justified during the
prioritization process. Projects will be funded based on an establighed

pPriority system. Dental units range from three-chair to five-chair
operatories.
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INDIAN HEALTH FACILITIES
CONSTRUCTED SINCE FY 1580

Year . Total

Hospitals: Completed Appropriated
Bethel, AK 1980 534,100,000
Ada, OK z 1980 $14,374,000
Cherokee, NC 1981 $10,341,000
Red Lake, MN 1981 $9,566,000
Chinle, AZ 1982 $19,758,000
Tahlequah, OK 1983 $21,334,000
Browning, MT 1985 $15,086,000
Kanakanak, AK 1987 $16,578,000
Crownpoint, NM 1987 $17,734,000
Sacaton, AZ 1988 $§15,765,000
Rosebud, SD 1989 $20,000, 000
Pine Ridge, SD 1993 $27,090,000
Shiprock, NM 1995 $51,558,000
Crow Agency, MT 1995 $23,091,000
Kotzebue, AK 1998 $62,483,000
Anchorage, AK 1997 $167,915,000
Talihina, OK 1999 s d

Subtotal $526,773,000
Health Centers:
Cibecue, AZ 1980 : $750,000
Lodge Grass, MT 1982 51,485,000
Inscription House, AZ ’ 1983 $3,890,000
Ft. Duchesne, UT 1984 $2,220,000
Tsaile, AZ 1984 $3,856,000
Huerfano, NM 1984 §3,304,000
Ft. Thompson, SD 1988 $3,449,000
Wolf Point, MT 1990 $3,654,000
Kyle, SD 1990 $3,209,000
Toppenish, WA 1990 $9,350,.000
Ft. Hall, ID 1950 $6,002,000
Sallisaw, OK 1992 $4,265,000
Puyallup, WA 1993 $8,472,000
Taos, NM 1993 $5,765, 000
Wagner, SD 1993 $6,119,000
Belcourt, ND (OPD) 1994 $19,449,000
Tohatchi, NM 1995 $9,279,000
Stilwell, OK > 1998 $7,663,000
Ft. Belknap, MT $18,885,000

Hays, MT 1997
Harlem, MT 1998

White Earth, MN 1998 $13,462,000
Lame Deer, MT 1999 $14,.100,000

Subtotal $148,628,000

* Funded and constructed by the Choctaw Tribe.
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Indian Health Facilities
Constructed Since FY 1980

Year Total

c eted Appropriated
Personnel Quarters:

Chinle & Inscription

House, AZ (Design) $336,000
Inscription House, AZ (21) 1982 $1, 764,000
Chinle, AZ (161) 1983 $12,236, 000
Huerfano, NM (9} . . 1983 1/
Ft. Duchesne, UT (9) 1984 1/
Crownpoint, NM (36) 1984 $3,352,000
Tsaile, AZ (23) 1985 $2,141,000
‘Ft. Thompson, SD (13) 1985 $1,279,000
Kanakanak, AK (17) 1986 $4,133,000
Browning, MT (26) : 1987 $2,470,000
Kyle, SD (24) 1987 $1,615,000
Supai, Az (2) 1990 $246,000
Rosebud, SD (29 of 66) 1990 $7,345,000
Neah Bay, WA (4) . 1991 $472,000
Dulce, NM (4) . 1993 $515,000
Barrow, AK (29) . 1993 $18,183,000
Rosebud, SD (remaining 37 units) 1993 $7,695,000
Pine Ridge, SP (45) 1993 $9,517,000
Kotzebue, AK  (50) 1993 $26,155,000
Belcourt, ND (21) 1997

, Subtotal $103,366,000
Youth Reajopnal Treatment Ceptexs:

Alaska - Fairbanks, AK 1993 $1,466,000
Alaska - Mt. Edgecumbe, AK 1994 $866,000
Phoenix - Sacaton, Az 1994 $2,357,000
Portland - Spokane, WA . 1996 $7,343,000
Aberdeen - Chief Gall, sD 1996

Subtotal $17,405,000
Joint Venture Demongtgation Projects:
Warm Springs, OR 1993 $959, 000
Poteau, OK 1994

Subtotal . $1,659,000
GRAND TOTAL $797,831,000

1/ Funds reprogrammed from Chinle and Inscription House
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0~1-551
Facllities and Environmental Health.Support

ram Au rization:

Program authorized by U.S.C. 13, Snyder Act, and P.L. 83-568 Transfer Act,
42 U.s.C. 2001. -

FY 2000 Increase
FY 1999 Final FY 2001 or
Agtual Appropriation Estcimate Decrease

e Aut : .
Fac. Sup.... .- $53,857,000 $56,990,000 $62,293,000 +$5,303,000
Envir. Sup. . 44,548,000 49,162,000 - 56,610,000 , +$7,448,000
OEHE Sup... 7 10,130,000 10,947,000 +817,000
$107,682,000 $116,282,000 $129,850,000 +$13,568,000
451 463 478 +15
543 560 579 +19
81 85 88 243
1,075 1,108 - 1,145 +37

FY 2000 Base

The Indian Health Facilities programs, managed at Indian Health Service
(IHS) Headquarters by the Division of Environmental Health and Engineering
(DEHE) and carried out by Area, field, and service unit staff, provide an
extensive array of real property, health care facilities and staff quarters
construction, maintenance, and operation services; as well as community and
institutional environmental health, injury prevention, and sanitation
facilities construction services. ‘Services are delivered directly by
Federal employees or by tribal contractors. 1In addition to staffing costs,
funds appropriated for this activity are used to pay costs for utilities in
IHS health care facilities, certain non-medical supplies and personal
property, biomedical equipment repair, and some rents. This umbrella
account is further managed and distributed through three categories;
facilities support, environmental health support, and office of
environmental health and engineering support. Currently, costs for
permanent positions that constitute the Federal portion of this national
Facilities and Environmental Health program are paid from this account.
Costs for approximately 179 additional temporary and permanent sanitation
facilities construction support personnel are paid from specific sanitation
facilities project accounts. Costs for positions in tribally contracted
environmental health activities are included among the permanent positions
paid from this account. Costs for health facilities/staff quarters
operation and maintenance personnel are paid from this account or from
reimbursements.

N .
The DEHE Headquarters staff included components in Rockville, Dallas, and
Seattle. The staff has management responsibility for IHS facilities and
environmental health programs, provides direct technical services and
support to Area personnel, and performs critical management functions.
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Headquarters DEHE management activities include national policy development
and implementation; budget formulation; project review and approval;
congressional report presentation; quality assurance (internal control
reviews, Federal Managers Financial Integrity Act activities, and other
oversight); technical assistance (consultation and training for both tribal
and IHS personnel); long-range planning; meetings (with Members of Congress
and their representatives, with tribes, and with other Federal agencies);
and recruitment and retention. In addition, Engineering Services staff
provide architectural, engineering, construction, contracting, and real
property services to IHS and tribal health care facilities programs.

There are counterparts of most facilities and environmental health
‘organizational elements in each IHS Area Office. sStaff of facilities and
environmental health related programs in IHS Area Offices vary in size
depending on program scope; the number and size of IHS facilities served;
the number, size, and complexity of comstruction projects; the number and
location of Indian communities served; transportation comsiderations; and
the method of providing technical services within the Area. Area
facilities and environmental health personnel include engineers,
sanitarians, real property and quarters management specialists, biomedical
technicians, facilities planners, injury prevention specialists,
construction inspectors, utility operations comsultants, draftspersons, and
land surveyors. .

Area personnel perform local management functions while devoting a
predominance of time and effort to providing direct support to service
unit, district office, and tribal contracted personnel. Typical of direct
support functions are services performed by Area-based technical experts
who visit IHS facilities and Indian communities to make institutional
(hospital, school, restaurant, water supply) inspections, complete
sanitation facilities construction survey work, train water/wastewater
treatment plant operators or hospital maintenance personnel, survey real
property and IHS staff quarters, perform epidemiological studies of injury
occurrences, provide onsite construction inspection services, troubleshoot
mechanical/electrical problems in IHS facilities, etc.

The management functions performed by IHS Area personnel parallel those
performed by Headquarters but are focused on Area and service unit needs
and, therefore, are less broad in quantity and scope. They include Area
policy develcpment and implementation, guality assurance in Area/service
unit operations (oversight), technical assistance (consultation and
training), long-range planning, recruitment, and retention.

District Offices are opened when professional/technical services are needed -
at two or more IHS health care facilities or sanitation facilities
construction projects, which are not large enough to merit full-time staff
coverage, when the Area Office is too distant, or when the size of the
service area is too large to provide suitable services, oversight, or
technical assistance from the Area Office. Currently, IHS has
approximately 30 such offices, staffed by engineers, sanitarians,
construction inspectors, land surveyors, environmental health and
construction technicians, aand support persoannel. All provide direct
program support services. !
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Funding levels for the last S fiscal years follows:

Year = _Funding, = EIE

1996 $89,677,000 1,209
1997 $91, 021,000 1,192
1998 $101,617,000 1,192
1999 $107, 682,000 1,178
2000 $116,282, 000 1,108
Facilities and Envir al Health Support is divided into three program

sub-activity descriptions (facilities support, environmental health
support, and office of environmental health and engineering (OEHE)
support) .

RATIONALE FOR BUDGET REQUEJT

TOTAL REQUEST - The request of $129,850,000 and 1,145 FTE is an increase of
$13,568,000 and 37 PTE over the FY 2000 President's Budget Amount of
$116,282,000 and 1,108 FTE. The increases include the following:

The request of $6,944,000 for personnel related cost will fund the
increased cost of providing health care and sanitation facilities to IHS
beneficiaries and other built-in cost increases associated with on-going
operations. Included as increases are the FY 2001 pay raise, within grade
increases, etc. These funds will be shared with Title I and Title III
tribes, as well as Federal programs.

The IHS patient population continues to receive less access to health care
than the general U.S5. population. Maintaining the current I/T/U health '
system is necespary in eliminating disparities in health status between
AI/ANs and the rest of the U.S. population.

el A - +.

The request of $1,655,000 and 9 PTE provides for the phasing-in of staff
and related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Pacilities Rollaxe FIE

Hopi,AZ Health Center +$904,000 +9
Talihina,OK Hospital 761,900 8 1/
Total “4$1,665,000 +9

1/ Tribal Operated. NON-ADD FTE
i V' =+

These increases are to support the injury preveantion program. See
Environmental Health Support for more details.
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Program Increases - +§$2,000,000 and +28 FTE
These increases are to support health care facility activities and

environmental health activities including injury prevention and sanitation
facilities construction.
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. Indian Health Facilities
Facilities and Environmental Health Support
Facilities Support

FY 2000 Increase
FY 1999 Final FY 2001 or
Budget Authority... $53,857,000 $56,990,000 $62,293,000 +$5,303,000
FTE.woveeeeen- e 451 . 463 478 - +15

PURPOSE AND METHOD OF OPERATION
FY 2000 Base

Punds appropriated for the Facilities Support sub-activity are used to pay
certain personnel and operating costs at the Area and Service Unit levels!.
The personnel paid from this account operate and maintain health care
facilities and staff quarters. Staff functions supported by this sub-
activity includes management, operation, and maintenance of real property,
building systems, medical equipment, and planning and construction
management for new and replacement facilities projects. Also, related Area
and Service Unit operating costs, such as utilities, building operation
supplies, facilities related real and personal property, and biomedical
equipment repair and maintenance, are paid from this account.

The IHS is committed to ensuring that health care is provided in functional
and safe structures. Because many IHS facilities are located in isolated
and remote environments far from urban centers, the IHS builds and
maintains residential quarters at those locations to house non-local health
care personnel. ’

The IHS owns approximately 849 000 square meters of Federally owned space
and 809 hectares of land. The nature of space varies from sophisticated
medical centers to résidential units and utility plants {see following
table). Facilities range in age from less than 1 year to more .than 100
years. The average age of our health care facilities is 32 years. Many
IHS facilities were built when medicine was practiced much differently than
it is today and service populations were much smaller (IHS still delivers
care in hospitals originally built as tuberculosis sanitariums in the
‘19308) .

In addxtxon to federally owned space che IHS manages direct lease and GSA
assigned space.

1/Costs for these functions performed by P.L. 93-638 contractors at non-
Federally-owned or previously Federally-owned facillties are funded from
the Services appropriation.
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Space Occupied by IHS and Tribal Health Care Programs
Direct

Type of Federally Federal GSA
Facility Owned - Lease Assigned Tribal
Hospitals and
Health Centers 454 347 M 79 133 M -0- 261 544 M »
Staff Quarters | 258 676 M? 5 393 M’ -0- ol
Other 135 744 M 6 190 M? 66 588 M’ *
Total B48 767 M? 90 716 M? 66 588 M| 261 544 M«

*Tribal Space listed for Hoepitals and Health Centers includes all apace
at locations where direct medical services are provided under P.L. 93-
638 contracts in non-IHS owned buildings. The IHS does not track
individual tribal buildings. Staffing and operations costs for these
facilities are funded from the Services appropriation.

**In 1999, GSA recalculated existing space from net usable to net
rentable; overall space has not decreased.

STAFE_FUNCTIONS

Four principal staff functions are funded at the Area and service unit
levels through the Facilities Support sub-activity.

Facilities Engineers

Area and Service Unit facilities engineers are responsible for ensuring
that IHS building systems are operated properly, facilities and grounds
are maintained adequately, utilities are managed appropriately,
environmental compliance requirements are met, and buildings are safe.
The need for maintenance and improvement projects is determined at the
Area level and identified in Area Facilities ‘Engineering Plans.

Clinical Engineers

The IHS has highly sophisticated medical equipment in its inventory.
Skilled-specialized personnel are employed to maintain and service that
equipment because the lives of patients and level of patient care depend
on accurate calibration and safe operation. Clinical engineers and
technicians perform this critically important function. Additional
funding to repair biomedical equipment is obtained from
Medicare/Medicaid and private insurance reimbursements. Larger IHS
facilities have clinical engineering personnel on-site, but most IHS and
tribal facilities depend on Area, district, or service unit-based
clinical engineers and technicians, who travel to several facility
locations, to repair and maintain biomedical equipment.

Real Property Management

Area Realty Officers provide technical and management assistance for
realty activities associated with direct-leased, GSA-assigned, and IHS
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ownéd (and to some degree tribally owned) Bpace. The program includes
facility and land acquisitions and disposals, licensing/easement
pProcessing, use-permit issuance, quarters management and rent setting
activities, lease administration, and budget functions. The program
also helps tribes and tribal organizations acquire, administer, and/or
manage excess federally owned and tribally leased real property.

e Facilities Planning and Construction

Some IHS Areas have facilities planning and construction monitoring
components that assist in the planning and construction management of
new and replacement health care facility and staff quarters projects.
The need for new facilities is determined by applying the IHS Health
Facilities Construction:and Quarters Construction Priority System
methodologies. Area.staff develop initial proposals for new and
replacement facilities, prepare Program Justification Documents, Program
of Requirements Documents, and Project Summary Documents for projects.
While construction is underway, Area facilities management staff may be
supplemented with construction management personnel to oversee Federal
interests in the construction of new and replacement facilities.

QPERATION COSTS
e Utility Costs

Utility costs include heating and air conditioning expenses, fuel
oil, natural gas, propane, water, sewer, and electricity for lighting
and equipment operation.

¢ Building Operation Supplies and Equipment

Funds for building operation supplies and equipment, such as, special
tools to perform maintenance, heating and air conditioning supplies,
etc.

" e Biomedical Equipment and Repair

The clinical engineering program provides technical service and
support for biomedical equipment at IHS and tribal health care
facilities. The program also administers service contracts for
biomedical maintenance and repair, where clinical engineering
personnel are not available to perform this service.

s Leased Space

The IHS continues to apply its Lease Priority System (LPS)
methodology in order to plan/budget for federally funded IHS and
tribal program space. The LPS improves lease management by
establishing specific criteria for evaluating Federal and tribal
health program space requests.

All leame costs are paid from the Service appropriations.
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Funding levels for the last 5 figcal vears follows:
Year Funding ETE

1996 $38,460,000 539

1997 $38,838,000 560

1998 $48,219,000 560

1999 $53,857,000 580

2000 $56,990,000 463

Accomplishments

In FY 1999, Facilities Support provided Area offices and service units with
staff to operate and maintain the health care buildings and grounds, and to
service medical equipment. This responsibility includes an inventory of
approximately $306 million of medical equipment, hospitals, health centers,
more staff quarters, smaller health stations and satellite clinics, school
health centers, and youth regional treatment centers.

E_FOR B!

TOTAL REQUEST -- The request of $62,293,000 and 478 FTE is an increase of
$5,303,000 and 15 FTE over the FY 2000 Appropriation of $56,990,000 and 463
-FTE. The increases include the following.

= B t- v -+ 8

The request of $3,408,000 for personnel related cost will fund the
increased cost of providing health care facilities to IHS beneficiaries and
other built-in cost increases associated with on-going operations.

Included are increases as the FY 2001 pay raise, within grade increases,
etc. These funds will be shared with Title I and Title III tribes, as well
as Federal programs.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current 1/T/U health
system igs necessary in eliminating disparities in health status between
AI/ANs and the rest of the U.S. population.

ng- o aff for Ne: 1 =+ [(]

The request of $240,000,000 and ‘6 FTE provides for the phasing-in of staff
and related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Pacilities Dollars TR

Hopi,AZ Health Center $694,000 +6
Talihina,OK Hospital $561,000 -y 3/
Total $1,255,000 +6

1/ Tribal Operated. NON-ADD FTE
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This increase will provide additional staffing needed to support the
increased Maintenance, Improvement and New Comstruction funding including
program implementation. This represents less than a 5 percent increase in
staffing. This staffing will be at the Area, Service Unit, and facility
level providing direct program services. This includes activities such as
correction of facilities deficiencies by increasing facility maintenance
staffing; and planning, design and comstruction of new facilities by Area
and service unit staff.
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Indian Health Facilities
Facilities and Environmental Health Support

Envir tal Health pport
FY 2000 Increase
FY 1993 Final FY 2001 Oor
~Actual Appropriation Estimate Decreage
Budget Authority... $44,548,000 §,49,162,000 $56,610,000 +$7, 448,000
579350000000 coooaono 543 560 579 +19

PURPOSE AND MFTHOD OF OPERATION
FY 2000 Base

Funds in the Environmental Health Support sub-activity are used to pay for
personnel who accomplish environmental health services, injury prevention
activities, and sanitation facilities construction activities, at the IHS
Area, district, and service unit levels and operating costs associated with
provision of those services and activities.

Many American Indian and Alaska Native (AI/AN) people live in environments
typified by severe climatic conditions, rough, often treacherous geography,
extreme isolation, exposure to disease carrying insects and rodents,
inadequate housing, unsanitary methods of sewage and garbage disposal, and
unsafe water supplies. Such harsh environments, coupled with decades of
economic deprivation and compounded by the lack of basic environmental
essentials in many homes (such as running water and toilet facilities)
historically have contributed significantly to the exceptionally high
incidence of disease, injury, and early death among the AI/AN people.

Developing solutions to the many environmental concernas affecting AI/ANs
requires knowledge and expertise possessed by a variety of professional and
technical environmental health and skilled health specialists. The Area,
District and service unit environmental health staffs include engineers,
sanitarians, environmental health technicians, engineering aide, injury
prevention specialists and institutional environmental control officers.

PROGRAM EMPHASIS AREAS

e General Environmental Health

Concurrent with the provision of technical and consultative
environmental health services, Area, district and sBervice unit
environmental health services staff provide a wide range of
technical services to American Indian and Alaska Native communities
including water quality, waste disposal, hazardous materials
management, food sanitation, institutional environmental health,
vector control, and occupational safety and health. A critical
component of this effort is the provision of technical assistance to
the Tribes in developing environmental health program management
capacity.

In 1999, IHS environmental health services staff in consultation with
tribes and other federal partners developed a five-year strategic
plan that outlines a strategy for building safe and healthy
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communities and for building tribal capacity. A protocol for
identifying and prioritizing community environmental health needs
will be completed during fiscal year 2000. During fiscal year 2001
community environmental health needs assessments will be conducted in
every AI/AN community, and IHS staff will work with the Tribes and
other federal programs to develop community action plans to address
the identified needs.

e Injury Prevention

Injuries have a significant, adverse effect on AI/AN populations.
Between 1991 and 1993, over 4,000 AI/AN residing in the IHS service
area, died from unintentional injuries (motor vehicle crashes, home
fires, drowning, poisoning, etc.), suicide, homicide, averaging
almost 1,400 such death per year. During 1991-1993 injuries and
poisoning deaths resulted in 132,856 years of potential life lost
(persons dying before reaching age 65).

On average, AI/ANs are dying at a rate 2.2 times the U.S. All Races
rate for injuries and poisonings. The rates for Aberdeen and Navajo
Areas were 3.5 times the U.S. All Races rate. The rate for Alaska
was 3.6 times the U.S. All Races rate. The IHS estimates
conservatively that $100,000,000 is spent each year on transportation
and acute care of injured Indian people; however, costly critically
needed re-constructive surgeries, prosthetic devices, and
rehabilitative services often cannot be provided. Frequently
overlooked is the effect that injuries have on the injured person's
family. Severe disabling injuries often affect the financial and
social fabric of the family and the community, causing a *burden®
unparalleled by other health problems.

For many years the IHS has been aware of the significant drain on its
limited health care resources that is caused by stabilizing,
transporting, treating, and rehabilitating injury victims. In 1981,
an Injury Prevention Program was initiated within the environmental
health activity. Early efforts by Area, district, and service unit
personnel at improved surveillance and targeted intervention were so
encouraging that a formal injury prevention training program was
established.

One of the most important advancements in the field of injury
prevention was dispelling the myth that accidents or accident
occurrences are responsible for most, if not all, injuries. 1In fact,
today it is known that injuries are predictable occurrences that can
be successfully prevented with properly targeted interventions.

There is mounting quantitative evid that ity-base
prevention programs, patterned on the public health model, can reduce
the incidence of severe injuries requiring hospitalization.

For instance, when Centers for Disease Control and Prevention
personnel evaluated the effect of the Navajo Nation‘s motor vehicle
safety belt law, they found that the number of severe injuries
attributable to motor vehicle crashes was reduced by 28. percent.

This reduction represents estimated savings to the Federal Government
of more than $2,000,000 in direct care expenditures alone. An
analysis of deaths among Alaska Natives in the Yukon River delta
region indicated 30 percent reduction in drowning deaths. This
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reduction is attributed to a S-year drowning prevention education
effort sponsored by the Yukon Kuskokwim Health Corporation’s Injury
Prevention Program.

The IHS Injury Prevention Plan “Immunizing against the Injury
Epidemic” calls for collaboration among IHS, tribes, and other
Federal, State, and local agencies in efforts to reduce the incidence
of severe injuries. These efforts include placing special emphasis
on primary prevention, developing programs on sound epidemiological
bases, and funding community-based prevention projects. The IHS has
developed formal injury prevention networking arrangements with the
Bureau of Indian Affairs, the Center for Substance Abuse Prevention,
the National Highway Traffic Safety Administration, and many states,
in order to collaborate more effectively with tribes in co-sponsoring
injury prevention projects.

Also during the past 9 years, IHS has developed injury prevention
training programs specifically for the community-based practitioner.
To support tribal capacity building, IHS provides technical training
in the area of community injury prevention to approximately €0 tribal
health personnel annually through the Injury Prevention Praccitxoner
Level I course.

Support for the IHS Injury Prevention Program is found in the Indian
Health Amendments of 1992, Public Law 102-573, and in “The Year 2000
Objectives for the Nation.¥ Three of these objectives target
reductions in unintentional injuries, motor vehicle crash injuries,
and alcohol-related motor vehicle crashes.

Inuiﬂsimal_ﬂnximmml_ﬂauh

Institutional Envxronmental Health (IEH) specialists, where available
on IHS staffs, work with managers of health care, educational,
childcare, and correctional facilities. Such institutions have
diverse clientele but share many common problems (such.as risks and
hazards of new technologies). Ewmerging disease risks and hazards,
stricter regular requirements and escalating costs resulting from
claims for compensation for work related injuries sustained by health
care workers make institutional environmental problems ever more
complex and challenging.

The IEH specialists are trained to anticipate, recognize, and
evaluate potential hazards and recommend control procedures.
Periodic, formal evaluations of institutions serving AI/AN
populations are performed in order to assess environmental
conditions, identify those that may cause adverse health effects, and
make recommendations.to prevent or minimize harm. Among operational
areas of interest to IEH specialists are as follows: infections
control, industrial hygiene, radiation protection, safety management,
and general environmental health conditionms.

Assistance is provided to institution managers/operators in
developing appropriate program for protecting clients and employees;
and in complying with legislation and executive orders regarding
environmental health and safety management issues. Advice is also
offered regarding compliance with accreditation and/or certification
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standards. Maintaining accreditation.ensures that IHS continues to
have access to medicare/medicaid and third-party funding.

An evaluation research grant of $116,000 was funded for FY 1997.

This initiative was intended to evaluate the effect of primary
prevention and case management in reducing the incidence and
associated costs of work place injuries. The program targeted the 25
largest IHS hospitals and 4 hospitals associated with self-governance
tribes. Grant funds were used to purchase injury tracking software,
interactive safety training software, occupational rehabilitation
training, and reference materials, as well as provide funds for
special projects and bio-statistical support.

This research initiative was extended in FY 1998 with a continuation
evaluation research grant for $35,000. Grant funds were used to fund
a back injury demonstration project in Claremore, Oklahoma, to
establish a Lifting Team at the Gallup Indian Medical Center, to
conduct a study of the relationship between decreased strength and
dynamic stability in the shoulder girdle/joint to the incidence of
carpal tunnel syndrome at the Fort Defiance Hospital, and to present
an applied ergonomics course in Flagstaff, Arizona.

itari i13 c .

In accordance with P.L. 86-121, Indian Sanitation Facilities Act, the
IHS manages and provides professional engineering and services to
construct aver 450 projects annually, at a total cost of over $130
million, to provide essential sanitation facilitiee for AI/ANs. This
work is a significant component of the compreh ive envirc tal,
health services provided by Area, district and service unit
environmental health personnel. These services include management of
staff, pre-planning consultation with, tribes and tribal groups,
coordination with other federal, state and local govermmental
entities, identifying supplemental funding outside of IHS, developing
local policies and guidelines with tribal comsultation, developing
agreements with tribes and others for each project, .providing project
design and construction, assuring environmental and historical
preservation procedures are followed, assisting tribes where the
tribes provide construction management, and assisting tribes with
operation and maintenance of constructed facilities. The Sanitation
Facilities Construction program assures that its staff is highly
qualified for its mission by requiring professional licensure of
District Engineers and higher level positiong. All of these
activities are made more difficult due remote locations where they
work, the diverse cl;matlc and geologic conditions, and cultural
considerations.

In accordance with the Indian Health Care Improvement Act (Title III,
Section 302(g) 1 and 2 of P.L. 94-437) the IHS annually updates its
inventory of sanitation facilities deficiencies for existing Indian
homes. This is carried out with considerable consultation with
tribes. The IHS also develops and updates an inventory of all open
dump sites on Indian lands as required under the Indian Lands Open
Dump Cleanup Act (P.L. 103-399). Both of these inventories are
widely used by other governmental agencies in their evaluations and
funding of sanitation projects.
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Once a sanitation facility is built, the Indian family and/or
community for which was constructed assume operation and maintenance
responsibilities including payment of associated costs. Therefore, a
primary responsibility of IHS Area, district .and service unit
environmental health personnel is to provide technical assistance and
guidance to Indian families and communities regarding the operation
and maintenance of essential water supply and sewage disposal
facilities.

Where appropriate, IHS engineers, sanitarians and technicians provide
technical assistance to tribes and communities to create and manage
sanitation facility operation and maintenance organizations. Among
other areas, the IHS provides facility maintenance training and
assistance with establishing ordinances and user fee schedules. The
availability of technical assistance from IHS has contributed
significantly to the ability of the small communities and rural
families to keep their facilities in working condition. Sustained
attention to proper operation and maintenance of these facilities, by
tribes, communities, and individual homeowners, is an important
contribution to continued strengthening of community infrastructure
for AI/AN. In addition, it is necessary to protect the enormous
preventive health investment made by the Federal Government on behalf
of AI/AN.

TRIBAL_HEALTH PROGRAMS

The IHS Area, district and service unit environmental health personnel also
train tribal employees to provide environmental health services, under
contact with IHS wherever a tribe desires, provided that funds are
available and other considerations make such arrangement practicable.

As a result of training provided by IHS, tribal environmental health
personnel are better prepared to provide higher levels of service to the
Indian people and to support the provision of direct patient care services.
For example, some tribes have chosen to contract for the provision of the
full range of environmental health services as typically provided by the
IHS direct delivery program.

The tribes have been an integral part of the sanitation facilities program
for years. 1In recent years they have administered more than 50 percent of
the project funds for the provision of sanitation facilities to AI/AN homes
and communities. A Navajo tribal enterprise, the Navajo Engineering and
Construction Authority, exemplifies this successful effort. It constructs
virtually all sanitation facilities provided by the IHS on the Navajo
Indian Reservation and employs approximately 350 Navajos on IHS funded
construction projects.

Area, district and service unit environmental health personnel work with
tribes/tribal organizations to encourage maximum participation in planning
health services delivery programs. Also, they provide technical assistance
to the tribal officials who carry out administrative/management
responsibilities associated with operation of federally supported programs.
Their support of self-determination for tribal organizations will continue.
However, the extent to which there is participation in the self-
determination process depends on, and is determined by, the individual
tribes/tribal organizations.
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Funding levels for the last .5 fiscal years .follows:

Year __ Funding EIE

1996  $40,645,000 539
1997  $41,474,000 522

1996  $42,463,000 522

1999  $44,548,000 503

2000 $49,590,000 560

Accompljphmente

Provided professional engineering services to Indian homes and communities
by implementing approximately 3,028 projects to provide sanitation
facilities. Worked cooperatively with other agencies to secure additional
funding, which was combined with the PY 1999 IHS appropriation to initiate
projects to provide sanitation facilities for 461 HUD housing units, 251
Bureau of Indian Affairs units, 2,845 new/like-new housing units, and
13,014 existing housing units. Funded personnel to manage.the injury
prevention program, and performed environmental health services.

BATIONALE FOR BUDGET REQUEST

IOTAL REQURST - The request of $56,610,000 and 579 FTE is an increase of
$7,448,000 and 19 FTE over the FY 2000 Appropriation of $49,162,000 and 560
FTE. The increases include the following.

- - - 4+

The request of $2,919,000 for personnel related cost will fund the
increased cost of providing environmental health services to IHS
beneficiaries and other built-in cost increases associated with on-going
operations. Included as increases are the FY 2001 pay raise, within grade
increases, etc. These funds wil)l be shared with Title I and Title III
tribes, as well as Federal programs.

The IHS patient population continues to receive less access to health care
than the general U.S. population. Maintaining the current I/T/U health
system is necessary in eliminating disparities in health status between
AI/ANs and the rest of the U.S. population. .

- W -+ 0 +3 FTE

The request of $410,000,000 and 3 FTE provides for the phasing-in of gtaff
and related costs for new facilities. The staffing of new facilities also
contributes to the recruitment and retention of medical staff and promotes
self-determination activities. The following table displays the requested
increase.

Eacilities Pollars ETE
Hopi,AZ Health Center +$210,000 +3
Talihina,OK Hospital — 200,000 2 vy

Total . $410, 000 +3

1/ Tribal Operated. NON-ADD FTE
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Health Disparities {Injury Prevention) - +$2,959,000
FACT: 3 of 4 deaths to Indian children are from traumatic injuries!

Childhood injury is a major public health problem and is highly
preventable. Childhood injury related deaths account for 73 percent of all
deaths to American Indian and Alaska Native (AI/AN) children aged one to
nineteen years of age during the years 1985-1996. AI/AN children (0-19
years) have injury - related death rates that are three timeg the rate for-
white children and two times the rate for black children for this same time
period.

With collaboration of American Academy of Pediatrics, NCIPC, Matermal Child
Health, Health and Human Services, the Indian Health Service will be having
a congressional briefing on childhood injuries in the Spring 2000.

In fiscal year 1997, Dr. Michael Trujillo, IHS Director, identified injury
prevention as one of his primary health initiatives. More than $300,000
was identified to support competitive tribal grants toc build the capacity
of American Indian Tribes and Alaska Native Corporations to address their
injury problems, including the implementation of effective injury
interventions. The three main purposes of the Grant Program are to:
improve the basic public health infrastructure of tribes to conduct
effective community-based injury prevention programs; provide federal
funding to agsist tribes in implementing intervention programs based upon
sound epidemiological data or proven interventions; and build capacity of
tribes to understand the public health implications of injury upon their
people and implement effective interventions.

Based upon early success of the tribal projects, more than $1 million was
added in fiscal year 2000 to expand this work to other tribes.

These new injury prevention funds will be available to tribes as
competitive grants to build or enhance their existing public health
infrastructure. It is estimated that approximately 25 new tribes will be
reached with these funds. The remaining funds will be used to support
implementation of proven injury prevention intervention, and these
interventions have the ability to save money for society. These funds also
allow tribes expand their networks which in turns multiplies by 2-3 times
the public health benefits of their programs.

Brogram Increases - +$1,160.040 and +16 FTE

This increase will provide additional federal or tribal staffing to
effectively implement the base workload and requested increase for
environmental health services at Area, district, and service unit locations
providing direct program services. This represents a less than 10 percent
increase in staffing. This includes sanitation facilities construction and
addressing our expanding environmental responsibilities including program
implementation.
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Indian Health Facilities
Facilities and Environmental Health Support
Ooffice of Environmental Health and Engineering Suppart

FY 2000 Increase
’ FY 1999 Final FY 2001 or -
appropriation Estimate Decreage
Budget Authority... $9,277,000 $10,130,000  $10,947,000 +$617,000,000
2 ¢ P 81 85 1] +3

FY 2000 Base

The Office of Environmental Health and Engineering (OEHE) Support sub-
activity funds personnel and operating costs for Headquarters Division of
Environmental Health and Engineering (DEHE) which includes two offices of
Engineering Services (ES) in Dallas and Seattle.’

Headquarters and ES personnel have management responsibility for IES
facilities and environmental health programs, provide direct technical
services and support to Area personnel and perform critical management
functions. Headquarters management activities includes national policy
development and implementation; budget formulation; project review and
approval; congressional report preparation; quality assurance (internal
control reviews, Federal Managers Financial Integrity Act activities and
_other oversight); technical assistance (consultation and training); long
range planning; meetings:(with Members of Congress and their
representatives, with tribes, and with other Federal agencies); .and
recruitment and retertion. Typical direct support functions performed by
DEHE personnel who serve as project officers for health facilities
construction projects are: to review and/or write technical justification
documents, participate in design reviews and site surveys, -conduct onsite
inspections, and monitor project funding status.

The DEHE Headquarters and ES funded positions are in Rockville, Dallas, and
Seattle. Headquarters perscnnel include engineers, sanitarians, health
facilities planners, real property managers, and support personnel.
Engineering Services staff provide architectural, engineering, construction
services, contracting services, and real property services to the IHS
health care facilities program. They provide direct services and support
to Headquarters and Area personnel in preparing the project justificatioms,
construction cost estimates, and project designs, contracting for design
and construction of new health care facilities and existing facility
improvements, conducting construction inspections and facility inspections;
leasing space for IHS program operations; and providing management support.
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Funding leveis for the past S years are as follows:

Year  __Funding EIE

1996 $10,572,090 120
1997 $10,709,000 110
"1998 $10,935,000 110
1999 $8,836,000 110
2000 $10,130,000 8s
ACCOMPLISHMENTS

Funded personnel who have management responsibilities for National policy
development and implementation, budget formulation, congressional report
preparation, health care facilities construction and other national program
related duties.

RATIONALE FOR BUDGET REQUEST

zg;g;_ggggggﬁ -~ The request of $10,947,000 and 88 FTE is an increase of
$817,000 and 3 FTE over the PY 2000 final appropriation of $10,130,000 and
85 FTE. The increase includes the following:

TV =B - 81 ase - +5617

The request of $617,000 for personnel related costs will fund the increased
cost of providing health care facilities and environmental health services
to IHS beneficiaries and other built-in cost increases associated with on-
going operations. Included are increases such as the FY 2001 pay raise,
within grade increases, etc. These funds will be shared with Title I and
Title III tribes, as well as Federal programs. '

The IHS patient population continues to receive less access to health care
than the general U.S. population.

a creases - 0 and +3

This increase will provide additional resources to effectively implement
the requested. increases in the health care facilities construction program.
This includes providing direct program services and support. These program
services are preparing project justifications, construction cost estimates,
project designs, contracting for design and construction of new health care
facilities and existing facility improvements, conducting construction
inspections and facility inspections; leasing space for IHS program
operations; and providing management support.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0-1-551

Equipment
FY 2000 Increase
FY 1999 Final FY 2001 Oor
Actual Appropriation Estimate Decrease

Budget Authority... $13,243,000 $14,330,000 $12,229,000 -$2,101,000

PURPOSE AND METHOD OF QPEM’I‘ION‘
FY 2000 Base

The IHS manages approximately $306,000,000 in laboratory, x-ray, and
biomedical equipment. Accurate diagnosis and effective therapeutic
procedures depend in large part on clinicians using modern and effective
medical equipment to assure the best possible health outcomes. The average
life expectancy for the current medical inventory is approximately .6 years
depending on the intensity of use, maintenance and technical advances. 1In
addition, this activity funds equipment for replacement clinics built by
Tribes using non-IHS funding sources, replacement of ambulances, and the
transfer of available excess Department of Defense medical equipment to IHS
and Tribal health programs.

Funding levels for the last 5 fiscal years follows:

_Year Funding_

1996 $12,975, 000
1997 $14,505, 000
1998 $13,005,000
1999 $13,243,000
2000 $14,330,000

Accomplishmants

(1) The equipment program distributed approximately $10 million to existing
health care facilities to replace and purchase new medical equipment; (2) A
total of approximately $3 million to equip new health care facilities being
funded with non-IHS funds was apportioned to thirty tribal applicants; and
(3) IHS transferred $3.5 million in excess medical equipment and supplies
from the Department of Defense through Operation TRANSAM 98 to the health
programs; {(4) Upgraded and or replaced approximately 1,600 medical devices
for year 2000 compliance using Y2K funds; and (5) began standardization of
the biomedical device management system.

RATIONALE FOR BUDGET REQUEST

TOTAL REQUEST --- The request of $12,229,000 is a decrease of -$2,101,000
over the FY 2000 President's Budget Amount of $14,330,000.
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D = -$2 3

Reflects a reduction in funding associated with Y2K funding.
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ACTIVITY/MECHANISM BUDGET SUMMARY
Department of Health and Human Services
Public Health Service - Indian Health Service
Indian Health Facilities - 75-0391-0-1-551
Personnel Quarters/Quarters Return Fuunds

FY 2000 Increase

FY 1999 Final FY 2001 or

_Actual Appropriation Estimate Decrease
Reimbursements ($000).... $4,700,000 $4,700, 000 $4,700,000 $0
2y T 37 37 © 37 --

FY 2000 Base

Staff quarters operation, maintenance, and improvement costs are funded
with Quarters Return (QR) funds. 1In certain situations, MeI funds may be
used, in conjunction with QR funds, to ensure adequate quarters
maintenance; e.g., locations with few quarters where QR funds are
ingsufficient to pay for all required maintenance costs. Approximately
$4,700,000 in QR funds will be collected during FY 2000. These funds will
be used for the operation, management, and general maintenance of
quarters, including temporary maintenance personnel, security guards,
repairs to housing units and associated grounds, and purchase of
materials, supplies, and household appliances/equipment (stoves, water
heaters, furnaces, etc.). '
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EXHIBIT D -
INDIAN HEALTH SERVICE
Federal Funds

General and special funds:

Indian Health Services

For expenses necessary to carry out the Act of August 5, 1954 (68 Stat.
674), the Indian Self-Determination Act, the Indian Health Care Improvement
Act, and titles II and III of the Public Health Service Act with respect to
the Indian Health Service, [$2,078,967,000] $2,271,.055,000, together with
payments received during the fiscal year pursuant to 42 U.S.C. 238(b} for
services furnished by the Indian Health Service: Provided, That funds made

available to tribes and tribal organizations through contracts, grant

agreements, Or any other agr 8 or pacts authorized by the Indfan Self-
Decarminacion‘and Education Asgistance Act of 1975 (25 U.S.C. 450}, shall be
deemed to be obligated at the time of the grant or contract award and
thereafter shall remain available to the tribe or tribal organization without
fiscal year limitation: Provided further, That {[$12,000,000] $18,000,000 shall
remain available until expended, for the Indian Catastrophic Health Emergency
Fund: Provided further, That [$395,290,000] $429,672,000 for contract medical
care shall remain available for obligation until Beptember 30, [2001] 2002:
Proviéed further, That of the funds provided, up to §17,000,000 shall be used
to ;;rry out the loan repayment program under section 108 of the Indian Health
Care Improvement Act: Provided further, That funds provided in this Act may be
used for one-yéar contracts, and grants which are to be performed in two
fiscal years, so long as the total obligation is recorded in the year for

which the funds are appropriated: Provided further, That the amounts collected

Sup-5
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by tﬁe Secretary of Health and Human services under the authority of title IV
of the Indian Health Care Improvement Act shall remain available until
expended for the purpose of achieving compliance with the applicable
conditions and requirements of titles XVIII and XIX of the Social Security Act
(exclusive of planning, design, or construction of new facilities): Provided
further, That funding contained herein, and in any earlier appropriations Acts
for scholarship programs under the Indian Health Care Improvement Act (25
U.S.C. 1613) shall remain available for obligation until Septehber 30, [2001)
2002: Provided further, That amounts received by tribes and tribal
organizations under title IV of the Indian Health Care Improvement Act shall
be reported and accounted for and available to the receiving tribes and tribal
organizations until expended: Provided further, That, notwithstanding any
other provision of law, of the amounts provided herein, not to exceed
[5228,;81,0001 $268,781,000 shall be for payments to tribes and tribal
organizations for contract or grant support costs associated with contracts,
grants, self-governanée compacts or annual funding agreements 139;;13
»contracts/compacts®) between the Indian Health Service and a tribe or tribal
organization pursuant to the Indian Self-Determination Act of 1975, as
amended, prior to or during fiscal year [2000] 2001, of which not to exceed
{$120,000,000 may be used for such costs associated with] $40,000,000 is

available first for new and expanded [contracts, grants, self-governance

compacfs or annual funding agreements] contracts/compacts, which sghall receive
contract su rt_costs a a; no' reater than, the minimum percenta £
need funded for existing contracts/compacts in fiscal year 2001: Provided
further, ini orti £ 40, 000,000 a b ed £

contract support costs for existing contracts/compacts:1/ Provided further,
That funds available for the Indian Health Care Improvement Fund may be used,

as needed, to carry out activities typically funded under the Indian Health

Sup-6
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Facilities Account. (Department of the Interior and Related Agencies
Appropriations Act, 2000, as enacted by section 1000(a) (3) of the Consolidated

Appropriations Act, 2000 (P.L. 106-113).)
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Indian Health Facilities
!

For construction, rebair, maintenance, improvement, ahd equipment of
health and related auxiliary facilities, including quarters for personnel ;
prepargtion of plans, specifications, and drawings;>acqu£sition of Eites,
purchase and erection of modular buildings, and purchases of érailers; and for
provision of domestic and community sanita£ion facilities for Indians, as
authorized b; section 7 of the Act of August 5, 1954 {42 U.S.C. 2004a), the
Indian Self-Determination Act and cﬁe Indian Health Care Improvement Act, and
for expenses necéssaryvto carry ouf such Acts and titles II and III of the
Public Health Service Act with £eapecc'to‘ehvironmenta1 health and facilit;és.
support activities of the Indian Healeh Service, {$318,580,000] $290,795,000,
to remain available until expended: Provided, That notwithstandihg any other
provision of law, funds appropriated for the planning, design, construction or
renovation of health facilities for the benefit of an Indian tribe or tribes
may be used to purchase land for sites to construct, improve, or enlarge
health or related facilities: [Provided further, That notwithstanding ény
provision of law governing Federal construction, $3,000,000 of the funds
provided herein shall be provided to the Hopi Tribe to reduce the debt
incurred by the Tribe in providing staff quarters to meet the housing needs

-associated with the new Hopi Health Center.] Provided further, that not to
exceed $500,000 shall Se used by the Indian Health Service to purchase TRANSAM
equipment from the Department of Defense for distribution to the Indian Health
Service and tribal facilities: Provided further, That not to exceed $500,000
shall be used by the Indian Health Service to obtain ambulances for the Indian
Health Service and tribal facilities in conjunction with an existing
interagency agreement between the Indian Healtﬁ Service and the General

Services Administration: Provided further, That not to exceed $500,000 shall

Sup-8
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be piaced in a Demolition Fund, available until expended, to be used by the
Indian Health Service for demolition of Federal buildings(: Provided further,
That from within existing funds, the Indian Health Service may purchase up to

5 acres of land for expanding the parking facilities at the Indian Health

Service haspital in Tahlequah, Oklahoma].

nnebago Nebragka D to 86,000 apnd 0 b om availab Octobe
2001 and remain available until expended. up to $17.541,000. 2/ (Department of
the Interior and Related Agencie§ Appropriations Act, 2000, as enacted by
section 1000(a) (3) of the Consolidated Appropriations Act 2000 (p.L. 501—

113).)

Sup-9



187
ADMINISTRATIVE PROVISIONS

Appropriations in this act to the Indian Health Service shall be
available for services as authorized by 5 U.S.C. 3109 but at rates
not to exceed the per diem rate equivalent to the maximum rate
payable for senior-level positions under 5 U.S.C. 5376; hire of
passenger motor vehicles and aircraft; purchase of medical
equipment; purchase of reprints; purchase, renovation and erection
of hodular buildings and renovation of existing facilities;
payments for telephone service in private residences in the field,
when_authorized under regulations approved by the Secretary; and
for uniforms or allowances therefore as authorized by 5 U.S.C.
5901-5902; and for expenses of attendance at meetings which are
concerned with the functions or activities for which the
appropriation is made or which will contribute to improved
conduct, supervision, or management of those functions or
activities: Provided, That in accordance with the provisions of
'the‘Indian Health Care Improvement Act, non-Indian patients may be
extended health care at all tribally administered or Indian Health
Service facilities, subject to charges, and the proceeds along
with funds'recovéred under the Federal Medical Care Recovery Act
(42 U.S.C. 2651-2653) shall be credited to the account of the
facility providing the service and shall be available without
fiscal year limitation: Provided further, That notwithstanding
any other law or regulation, funds transferred from the Department
of Housing and Urban Development to the Indian Health Service
shall be administered under Public Law 86-151 {the Indian”

Sanitation Facilities Act) and Public Law 93-638, as amended:

Sup-10
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Provided further, That funds appropriated to the Indian Health
Service in this Act, except those used for aﬁminiatracive and
program direction purposes, shall not be subject to limitations
directed as curtailing Federal travel and transportation: Provided
further, That notwithstanding any other provision of law, funds
previously or herein made available to a tribe .or tribal
organization through a contract, grant or agreementiauthorized by
Title I or Title III of the Indian Self-Determination and
Education Assistance Act of 1975 (25 U.S.C. 450), may be
deobligated and reobligated to a self-determination contract under
Title I, or self-governance agreement under Title III of such Act
and thereafter shall remain available to the tribe or tribal
organizatioh without fiscal year limitation: Providea further,
That none of the funds made available to the Indian Health Service
in this Act shall be used to implement the final rule published in
the Federal Register on September 16, 1987, by the Department of
Health and Human Services, relating to eligibility for the health
care services of the Indian Health Service until the Indian Health
Service has submitted a budget request reflecting the;increased
cost -associated with the proposed final rule, and such request has
been included in an appropriations Act and enacted into law:
Provided quzher, That funds wade available in this Act are to be
apportioned to the Indian Health Service as appropriated in this
Act, and accounted for in the appropriation structure set forth in
this Act: Provided further, fhat with respect to functions
transferred by the Indian Health Service to tribes or tribal
organizations, the Indian Health Service is authorized to provide

goods and services to those entities, on a reimbursable basis,
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including payment in advance with subsequent adjustment, and the
reimbursements received therefrom, along with the funds received
from those entities pursuant to the Indian Self-Determination Act,
may bé credited to the same or subsequent appropriation account
which provided the funding, said amounts to remain available until
expended: Provided further, That reimbursements for training,
;echnical assistance, or services provided -by the Indian Health
Service will contain total costs, including direct,
administrative, and overhead associated with the proviéion of
goods, services, or technical assistance: Provided further, That
the appropriation structure for the Indian Health Service may not
be altered without advance [approval of] pnotice gubmitted to the
House and Senate Committees on Appropriations. (Department of the
Interior and Related Agencies Appropriations Act, 2000, as enacted
by section 1000(a) (3) of the Consolidated Appropriacions Act, 2000

(P.L. 106-113).)
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1/ Provided further, - of which not to
exceed $40,000,000 is available first

for new and expanded contracts/

compacts, which shall receive contract

support costs at, and not greater

than, the minimum percentage of need

funded for existing contracts/compacts

in fiscal year 2001:

—That any remaining portion of the

$40,000,000 shall be used for contract

support costs for existing
contracts/compacts.

2/ In addition, to remain available

until expended: for construction of a

replacement health facility at Fort

Defiance, Arizona, up to $38,715,000;

for construction of a replacement

health facility at Parker, Arizona, up
to $7,578,000; and for construction of

a replacement health facility at

Winnebago, Nebraska, up to $12,286,000

and, to become available October 1,

2001 and remain available until
expended, up to $17,542,000.

sup-13-14
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Explanation

This language would allow IHS to
fund all new and expanded
contracts and compacts at the
minimum percentage that all
contracts/compacts are currently
funded. And, any remaining
funds will be used to raise the
minimum of all existing
contract/compacts.

The language would allow for
phased-funding of construction
of each health care facility
over several years, therefore,
advance appropriations in FY
2002 is requested for
construction of the replacement
health facility at Winnebago,
Nebraska. Over a period of two
{(2) fiscal years, FY 2001
through FY 2002, the budget
requests sufficient funds to
complete the Winnebago, Nebraska
replacement facility.
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EXHIBIT E-1

DEPARTMENT OF HEALTH 'AND HUMAN SERVICES
INDIAN HEALTH SERVICE

INDIAN HEALTH

SERVICES

Amounts Available for Obligations

©1\0TN\DPFI\ Y2000\ COMNI LA R b B2

FY 2000
FY 19359 Pinal
Appropriation Appropriatien 1/

FY 2001
Estimate

Appropriation:
Appropriation (Services)
Enacted Rescission
Administrative Cost Reduction..
Subtotal, Adjusted Appropriatio

Transfer Appropriation: Diabet

Offgetting Collections:
“Pederal Funds"
"Non-Federal Funds®e

$1,950,322,000 $2,078,967,000

($1,942,000) ($4,794,000)

50 $0
$1,948,380,000  $2,074,173,000
$30,000,000 $30,000,000
285,930,000 289,068,000
275,373,000 293,549,000

$2,275,187,000
{$2,201,000)
($1,931,000)

$2,271,055,000

$30,000,000

288,068,000
293,549,000

Subtotal.

Recoveries of Prior Years Oblig
unobligated Balance, Start of Y
Unobligated Balance End of Year
Unobligated Balance Lapsing.

$561,303,000

0 0
103,000,000 115,000,000
115,000,000 115,000,000

[ [

$581,617,000

$581,617,000

0
115,000,000
115,000,000

0

Total Amount Available, for Obli

$2,527,683,000 $2,685,750,000

$2,882,672,000

1/ To be uped for the 0.38 percent congressional rescission and in those cases where
the Administrative is proposing changes to FY 2000 budgetary resources.

63-262 00-7
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EXHIBIT E-2

DEPARTMENT OF HEALTH AND HUMAN SERVICES

INDIAN HEALTH SERVICE
INDIAN HEALTH FACILITIES

Amounts Available for Obligaticns

©0: \DFM\BFPB\FY2001\Congr'1\Exhibit E-2 FY 2000 i
FY 1993 Final FY 2001
Actual Appropriation 1/ Estimate
APPropriation. .. ....... ittt 291,965,000 318,580,000 352,061,000
Enacted Rescission. [P 0 {2,025,000) (2,520,000)
Adminstrative Cost Reduction............. [ 0 {167, 000)
Subtotal, Adjusted Appropriation......... 291,965,000 316,555,000 349,374,000
Recoveries of prior years obligation..... 11,336,000 0 %}
Uncbligated balance, start of year....... 21,537,000 72,016,000 72,016,000
Unobligated balance end of year.......... (72,016, 000) 0 o
Total Obligations................o.uovuns 252,822,000 388,571,000 421,390,000

1/ To be used for the 0.38 percent congressional rescission and in those cases where
the Administration is proposing changes to FY 2000 budgetary resources.

SUP-16



193

EXHIBIT F
INDIAN HEALTH SERVICE

Health Services

SUMMARY OF CHANGES
2000 Appropriation ..........coiiinnn $2,074,173,000
Total estimated budget authority .... $2,074,173,000
(Obligations) .......iecevuunann ($2,074,173,000)
2001 Estimate ........cvciiiniiianan. $2,271,055,000
(Obligations) ..........ocuuo... ($2,271,055,000)
Net Change .....c.c..cuvuuenee... . +$196,882,000

(Obligations) ........c.ocveeen. . (+$196,882,000)

2000 Base Change from Base

NCREASES : ETE —BA___ FTE —BA__
A. Bujlt-In:
1. Annualization of FY 2000
Pay Raise.........c....vun -- N/A -- $6,173,000
2. FY 2001 Pay Raise at 3.7%
(9 months) ................ -r N/A -- 13,694,000
3. Tribal Pay Cost:......... -- N/A -- 26,853,000
4. Within Grade Increase.. -- N/A - 6,328,000
. 5. Less One Day Pay......... = N/A ’ -1,890,000
Subtotal Built-In........... -- N/A == — 1,307,000
- +$53,158,000
B. Phaging In of Staff and
X Co £ W :
Hopi, AZ Hlth Ctr.......... -- N/A 42 $5,133,000
Talihina, OK Health Center. o= N/A 0 _ 4,822,000
Subtotal Staffing.......... -- N/A +42 +$10,055,000
C. Program:
Info & Telecom Systems...... -- N/A -- 7,000,000
Indian Hlth Care Improv Fund -- N/A -- 8,000,000
Health D:.spanties. e e -- N/A 99 78,669,000
Contract Support Cost....... = N/A == .._40.000,000
Subtotal Program............ - N/A +99  +$133,669,000
TOTAL INCREASES........ PPN = N/A +141  +$196,882,000

NET CHANGE. ... .....ccvveunanen. -- N/A +141 +$196,882,0
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Clinical Services

2000 Appropriation .........ceeeininan. $1,632,299,000
Total estimated budget authority $1,632,299,000
(Obligations) ....c.eevvvenanennn ($1,632,295,000)

2001 Estimate ........... e e $1,769,161,000
(Obligations) ...... 1,769,161,000
Net Change ....... +$136,862,000
(Obligations) ......couveuuvn.. e (+5136,862,000)

____FY 2000 Base —_Change from Base
INCREASES : ) FTE BA FTE B
A. Built-In:
1. Annualization of- FY 2000
Pay RaiB€......0cvvvvnnnn -- : N/A - $5,529,000
2. FY 2001 Pay Raise at 3.7%
(9 months) ................ -- N/A - 12,130,000
3. Tribal Pay Cost.......... - N/A -- 25,367,000
4. Within Grade Increase.... -- N/A -- 5,534,000
S. Less One Day Pay:........ == © N/A = -1,675,000
Subtotal Built-In........... -- N/A - +$46,885,000
B. Pﬁgging In of Staff and
Operating Cost of New Fac: .
Hopi, AZ Hlth Ctr.......... -- N/A 39 $3,318,000
Talihina, OK Hospital...... = N/A (1] 4,572,000
Subtotal Staffing.......... -- N/A +39 +$7,890,000
C. Program: . !
Info & Telecom. System ..... -- . N/Aa .- 7,000,000
Indian Hlth Care Improv Fund .- N/A ~-- 8,000,000
Health Disparities.......... == N/A 71 67,08 00
Subtotal Program............ -- N/A +71 +$82,087,000
TOTAL INCREASES.......coc0veen. = N/A +110 +$136,862,000

NET CHANGE. .. .........00ntannn -- N +110 +51 62,0
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: . Hospital and Health Clinics

2000 Appropriation ...

Total estimated budget authority
{Obligations) ....

2001 Estimate .........
{Obligations) ......evvevunenen. .

Net Change ......
{Obligations) ...

$1,005,412,000

$1,005,412,000
($1,005,412,000)

$1,084,190,000
1,084,190,000

+$78,778,000
(+$78,778,000)

INCREASES:

]
A.

Built-In:

1. Annualization of FY 1999

Pay RaiBe......co0uvusun

FY 2000 Pay Raise at 3.7

(9 monthg) ..ovevinnnnann.
3. Within Grade Increase....
4. Tribal Pay Cost..........
S. Less One Day Pay.........
Subtotal Built-In...........

N

Operating Cost of New Fac:
Hopi, AZ Hlth Ctr..........
Talihina, OK Hospital......
Subtotal Staffing..........

Health Disparities..........
Info. & Telecom. System.....
Indian Hlth Care Improv Fund
Subtotal Program......... cee

TOTAL INCREASES....c.o000uan. -

SuUpP-19

N/A
N/A
N/A
N/A

N/A

N/A
N/RA
N/A
N/A

N/A

-- $4,776,000
-- 10,170,000
- 4,612,000
- 21,931,000

~=1.,404,.000
-~ +$40,085,000

30 $2,755,000
48 $16,979,000
-- 7,000,000
rrellir W )
+78 +578,778,000

=2 el T8

478 878,778,000
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Dental Health

2000 Appropriation ................ ..

Total estimated budget authority

(Obligations) .......eviceieennn

2001 Estimate .........

(Obligations) ......ceeevieunenn.

Net Change ........

(Obligations) ....

$80,062,000

$80,062,000
($80,062,000)

$88,258,000
88,258,000

+$8,196,000
(+$8,196,000)

INCREASES ;
A. Built-In:

1

N

. Annualization of FY 2000
Pay RaiBe.........c0evene
. FY 2001 Pay Raise at 3.7%
(9 months) ...............
. Tribal Pay CosSt..........
Less One Day Pay.........
. Within Grade Increase....
ubtotal Built-In...........

P) ing T L.

Ope. ] ew

Hopi, AZ Hlth Ctr..........
Talihina, OK Hospital......
Subtotal Staffing...... e

Program:
Health Disparities.........
Subtotal Program....... PN

TOTAL INCREASES............ e

SUP-20

N/A

N/A
N/A
N/A

© N/A

N/A

N/A

N/A

N/a

.

—Change from Base
ETE __BA

-- $445,
-- 1,150,
-- 2,192,
-- -159,

= +55, 527,

$405,

sk
~ ~

+$792,

sk
2

+$3,257,

+$8,1

1+
M
oo

|

000
000
000 -
000

0
000

000

000

0

000

00

. 88,196,000
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Mental Health

2000 Appropriation ........iceenieens $43,245,000
Total estimated budget authority $43,245,000
(Obligations) ..eeeccecencoccens ($43,245,000)

2001 Estimate ..........ccceicaeaanns $49,405,000
(Obligations) .......ceveevvesn- ", 49,405,00
Net Change .......ceeeeveecacann +$6,160,000
(Obligations) ........cveveesnen (+56,160,000)

FY 2000 Base fr 2.
INCREASES:; EIE —BA___ FIE — BA
A. Built-In:
1. Annualization of FY 2000
Pay Raise................ -- N/A - $212,000
2. FY 2001 Pay Raise at 3.7%
(5 months) ...... e eaereaeen -- N/A -- 548,000
3. Tribal Pay COSt.......... -- N/A -- 867,000
4. Less One Day Pay......... -- N/A -- -76,000
5. Within Grade Increase.... == N/A == 273,000
Subtotal Built-In........... -- N/A -- +§1,824,000
B. Phasing In of Staff and
Qperating Cost of New Fac:
Hopi, AZ Hlth Ctr.......... - N/A 2 158,000
Talihina, OK Mospital...... == -N/A ]
Subtotal Staffing.......... -- N/A 2 +$364,000
C. Program:
Health Disparities.......... - N/A - 3,952,000
Subtotal Program............ = N/A - +$3,952, 000
TOTAL INCRBASES................ == N/A 42 456,160,000
NET CHANGE . .. e iivniinvnnennnns = m 22 . ¢§§ 160,000

SuUP-21
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Alcohol & Substance Abuse

2000 Appropriation ........... .0 00 -$96,824,000
Total estimated budget authority $96,824,000
(Obligations) ..eaocevean. e . (696,824,000)

. ’/

2001 Estimate .......cceeverncanaaans $99,636,000
(Obligations) .....ccoveevesccan ($99,636,000)
Net Change ......ceoeeeevenaasens +52,812,000
(Obligations) ..,ceecevconacenns (+$2,812,000)

—FY 2000 Base _Change from Bage
A. Built-In:
1. Annualization of FY 2000
Pay Raise......covnvaenns -- N/A .- $96,000
. 2. FY 2001 Pay Raise at 3.7%
(9 months) ..........000n-- -- N/A -- 262,000
3. Tribal Pay Cost.........- -- N/A -- ~ 377,000
4. Less One Day Pay..-.....- -~ N/A == -36,000
S. Within Grade Increase.... == N/A ==
Subtotal Built-If.........«- - N/A -- +$829,000
B. Program:
Health Disparities.......... == N/A ==
‘Subtotal Program..........-s -- N/A -- +$1,983,000
" TOTAL INCREASES.............- = N/A = 462,812,000
NET CHANGE........couveacuvonnn == N/A 2= =$2.812,000

SUP-22
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Contract Health Services

Appropriation .......... .. ...

Total estimated budget authority

$406,756,000

$406,756,000
($405,756,000)

$447,672,000
(6447,672,000)

+$40,916,000
(+$40,916,000)

__Change from Base

(Obligations) ............ eean
2001 Estimate ............. [P
(Obligations) ............. P
Net Change .......... [ .
(Obligations) ..................
- FY 2000 Base
INCREASES : FTE BA FTE
A. Program:
Health Disparities......... - N/A -
Subtotal Program........-.- -- N/A ==
TOTAL INCREASES.......ccvnnennn = N/A =
NET CHANGE.......c.vcneunonn . -~ N/A ==

|
|

syUp-23

—BA
40,916,000
+$40,916, 000
+$40,916, 000
+$40,916,000



(Obligations) .........c.cuvunn.

2001 Estimate ................. e
(Obligations) .............. e

Net Change ........... Ceeaeae ..
(Obligaticns) ............. el

FY 2000 Base

INCREASES: FTES BA
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Preventive Health

2000 Appropriation .............. .

Total estimated budget authority

A. Built-In:

1. Annualization of FY 2000
Pay Raise............o... -- N/A
2. FY 2001 Pay Raise at 2.7%
{9 months)........c.cau... - N/A
3. Tribal Pay Cost.... - N/A
4. Less One Day Pay........ . -- N/A
5. Within Grade Increase.... = N/A
Subtotal Built-In........... -- N/A
B. Phasing In of Staff and
Operating Cost of New Fac: .
Hopi, AZ Hlth Ctr.......... - N/A
Talihina, OK Hospital...... o= N/A
Subtotal staffing....... R -- N/A
C. Program: '
Health Disparities........ - N/A
Subtotal Program.......... -- N/A
TOTAL INCREASES.........-0.... == N/A
NET CHANGE..........ocvoevnnn... -- N/2

sup-24

$91,859,000

$91,859,000
($91,859,000)

$103,364,000

($103,364,000)

+$11,505, 000
(+$11,505,000)

Chanae from Base

FTEs

BA

$233,000

555,000
1,973,000
-76,000

280,000

+$2,965,000

$561,000

1,604,000
+$2,165,000

+6,375,000
+$6,375,000

+$11,505.00
+$11,505,000



Public Health Nursing

2000 Appropriation ....

Total estimated budget authority
(Obligations) ....... SRII

2001 Estimate .........
(Obligations) ....

Net Change .......
{Obligations) ....

201

$34,452,000

$34,452,000
($34,452,000)

$39,772,000
($39,.772,000)

+$5,320,000
(+$5,320,000)

INCREASES:
A. Built-In:
1. Annualization of FY 2000
Pay Raise................
2. FY 2001 Pay Raise at 3.7%
(9 months) ........couuinnn
3. Tribal Pay Cost..........
4. Less One Day Pay.........
5. Within Grade Increase....
Subtotal Built-In...........

B. Phasing In of Staff and
oOperating Cost of New Fac:
Hopi, AZ Hlth Ctr..........
Talihina, OK Hospital.
Subtotal Staffing..........

C. Program:
Health Disparities........
Subtotal Program..........
TOTAL INCREASES........c0.0.. .

NET CHANGE. . . ... cvenerinninnnns

FY 2000 Base

ETEs

sup-25

BA

N/A

N/A
N/A
N/A
N/A
N/A

Change from Base
FIEs- | BA

-- $195,000

-- 931,000
-- 1,193,000
-- -122,000
- 453,000
- +$2,650,000

2 $148, 000
0 495,000
+2 +§643,000
== < 42,027,000
- +52,027,000
42 +85,32 0
32 20,000
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Health Education

2000 Appropriation ............ e

Total estimated budget authorit

$9,625,000

$9,625,000

(Obligations) ................:. ($9,625,000)
2001 Estimate ..... Y . $11,030,000
(Obligations) ........ceuie... .. (511,030,000}
Net Change .............. e . +$1,405,000
{Obligations) ....... e . (+5$1,405,000)
FY 2000 Base Change from Base
INCREASES : FTEs — BA_ ETEs — BB
A. Built-In:
1. Annualization of FY 2000
Pay Raise.......... ... - N/A -- $32,000
2. FY 2001 Pay Raise at 3.7% ‘
(9 months) ...coveeennennns - N/A - 68,000
3. Tribal Pay Cost..... e -- N/Aa - 136,000
4. Less One Day Pay - N/a -- -9,000
5. Within Grade Increase.... . N/B = 35,000
Subtotal Built-In........... - N/A -- +$262,000
B. sin staff and
t Cost_of New Fac:
Hopi, AZ Hlth Ctr.......... - N/a - 70,000
Talihina, OK Hospital. . = N/B = 66,000
Subtotal Staffing.......... - N/A -- +$136,000
C. Program: .
Health Digparities........ - N/A - 07.000
Subtotal Program.......... - N/A -- +$1,007,000
TOTAL INCREASES.....ccvvvasrons = N/A == +81.405.000
NET CHANGE........ .t 0vescees . = N/A = +81 000

SUP-26
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Community Health Representatives

2000 Appropriation ..........cccuinn.n $46,380, 000
Total estimated budget authority $46,380,000
(Obligations) ...........vevunnn ($46,380,000)

2001 Estimate .........ciciencnannnnn $51,105,000
{Obligations) ..........c.0v.nrnn ($51,105,000)
Net Change ................0. e +54,725,000
(Obligations) ........ e cseeen (+$4,725,000)

FY 2000 Base n Ba
INCREASES ; FTEs BA FTEs BA

.A. PpPhasing In of Staff and

rati 8 New F

Hopi, AZ Hlth Ctr -- N/A == 1,386,000

Subtotal Staffing -- N/A ~- +51,386,000
B. Program:

Health Disparities.......... == . N/A == 3,339,000

Subtotal Program Increases.. -- N/A - +$3,339,000
TOTAL INCREASES................ - N/A - +54,725,000
NET CHANGE. ... .0veunrneenneenn. = N/A - +$4.725,000
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Immunization
2000 Appropriation .......... T $1,402,000
Total estimated budget authority $1,402,000
(OD1igations) ..veeevrvreneranns ($1,402,000)
2001 Estimate _____ s e s e e e e e neanans " .51:4571000
(Obligations) ....coveeeereanans 1,457,000
Net CHANGE ...eoovemorreornemnes +$55, 000
(obligations) .................. (+$55:°0°)
___FY 2000 Base an. B
E . FTEs __BA EIEs ——BA

A. Built-In:

1. Annualization of FY 2000 . N/A - 6,000
Pay Raise.......coou0ueee?

2. FY 2001 Pay Raise at 3.7% - N/A - 8,000
(9 months) .....ooievinanr” - N/A -- 38,000

3. Tribal Pay Cost.......-*" .- N/A - -1,000

4. Less One Day Pay......«*" - ELB - 2,000

5. Within Grade Increase..-* - N/A - +$53,000

Subtotal Built-In,.......-*"

B. Program: - == —-2,000
Health Disparities......-..-* - %ﬁ - +$2,000
/Subtotal Program Increase.-*

. - - +$55,00

TOTAL INCREASES.......oonavev®” = ia =

NET CHANGE. . ......ccenvvaeeves? = L = 22

SUP-28
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Urban Health

2000 Appropriation ........... . $27,813,000
Total estimated budget authority $27,813,000
(Obligations) .....ccvvveernnnn. ’ ($27,813,000)

2001 Estimate .......c.cieinnenneeennn $30,834,000
(Obligations) .......ceceeeevans ($30,834,000)
Net Change ........cccvviilvan. +$3,021,000
(Obligations) ......... e (+$3,021,000)

——FEY 2000 Bage =~ __Change from Bage

INCREASES: EIEs — _BA ETEs —BA ___
A. Built-In:
1. Annualization of FY 2000
Pay Raise.......... ...... -- N/A -- $4,000
2. FY 2001 Pay Raise at 3.7%
(9 months) ................ -- N/A - L o-- 17,000
3. Tribal Pay Cost.......... -- N/A e 21,000
4. Less One Day Pay-........ -- N/A -- -2,000
5. Within Grade Increase.... == N/A : == — 7,000
Subtotal Built-In........... -- N/A -- +$47,000
B. Program: ) :
Health Disparities........ == N/B - == 2,974,000
Subtotal Program.......... -- N/A - +5$2,974,000
TOTAL INCREASES................ == /A == 2$3,021,000
NET CHANGE.......coocvennannnnn == N/A == +$3.021,000
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Indian Health Professions

2000 Appropriation .........ceceee00s . §30,491,000
.Total estimated budget authority $30,491,000
(Obligations) ........ceveeannnn ($30,491,000)
2001 ESLAMALE tvverneernneenanceonenns $32,779,000
(Obligations) .....eeveeneeevenn . 1,779,000
Net Change ........co0eeen Ceeeas . +5$2,288,000
(Obligations) .........oceusen .o ﬂ+$2,288,000)
—FY 2000 Base —Change from Base
INCREASES: : . FIEs __'BA FIEs ___BA
A. Built-Tn:
1. Annualization of FY 2000
Pay Raise.............. .. .- N/A. --. $13,000
2. FY 2001 Pay Raise at 3.7%
(9 MONthE) «vvuvnervanannnn -- N/A -~ - 35,000
3. Tribal Pay Cost.........- -- N/A -- 58,000
4. Less One Day Pay......... -- N/A - -n - -5,000
5, Within Grade Increase.... == N/A ==
Subtotal Built-In........ [ -- N/A -- . +$120,000

B. Program:

Health Disparities......... ‘== N/A = 2,168,000
Subtotal Program........... -~ N/A == +$2,168,000
TOTAL INCREASES. .- vv:veeennnnos o= N/A == 2$2.288.000
NET CHANGE. . ..eccvvennnnserenns = N/A -- 152,288,000

. _SUP-30
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Tribal Management

2000 Appropriation ............ ... $2,411,000
Total estimated budget auéhority '$2,411, 000

. (Obligations) ........ e eaeea ($2,411,000)
2001 Estimate ....,...... e '$2,413,000
(Obligations) ............. P © 7 {($2,413,000)

Net Change .......ccecoveenrnunns $2,000
(Obligations) .iieeveennaernanns ) ($2,000)

. ___FY 2000 pase _ Change from Bage
INCREASES: ETEs BA ETEs — BB
A. Program:

Health Disparities......... == N/A == ___ 2,000
Subtotal Program........... -- . N/A -- +$2, 000
TOTAL INCREASES...::vccuunenran == N/A == +$2,000
NET CHANGE. .. oot vevnunnnnnnnsn o= N/A == +52,000

supP-31
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. Direct Operation

2000 Appropriation .......cieeriveann $50,988,000
Total estimated budget authority $50, 988, 000
(Obligations) ...............a.n ($50, 988, 000)

2001 EStimate .......ecveveronrasanns $54,119,000
(Obligations) ........c-ccvvuunn ($54.119,000)
Net Change ..........ccccevunenn

+$3,131,000

(Obligations) .......ceveveunans (+63,131,000)
—FEY 2000 Bage —Change from Base
INCRERSES: ETEs  __BR ETEs —BA
A. Built-In:
1. Annualization of FY 2000 A
Pay Raise......ccevenennn -- N/A -- $387,000
2. FY 2001 Pay Raise at 3.7%
(9months) -.voveennnninnns -- N/A -- 920,000
3. Tribal Pay Cost.......... -- N/A -- 1,433,000
4. Legs One Day Pay.-...-.... -- N/A -- -127,000
5. Within Grade Increase.... == ) N/A - 475,000
Subtotal Buile-In..:........ -- N/A -- +$3,088, 000
" B. Program: i .
Health Disparities...... . == N/A . = 43,000
Subtotal Program........... -- N/A -- +$43,000
TOTAL INCREASES ...covevceuenss-- = N/A o= +§3,331.000
NET CHANGE. . ....cvcvunrnnnnnnns == 27Z.Y == 283,331,000
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Self Governance

2000 Appropriation .................. $9,531,000
Total estimated budget authority $9,531,000
(Obligations) .................. ($9,531,000)

2001 Estimate ......coueenenninnnnannn . $9,604,000
(Obligations) ......oevvuenennn.. 9,604,000
Net Change ..........cieuunnnnn- +$73,000
(Obligations) .................. (+$73,000)

FY 2000 Base Change from Base -
INCREASES : FTEs BA FTEs BA
A. Built-In:
1. Annualization of FY 2000
Pay RaiBSe€.....c.covennaann -- N/A -- $7,000
2. FY 2001 Pay Raise at 3.7%
(9 months) ................ -- N/A -- 47,000
3. Tribal Pay Cost..... . -- N/A - -12,000
4. Less One Day Pay E N/A -~ -6,000
5. Within Grade Increase.... == N/A == 17,9000
Subtotal Built-In........... -- N/A -- +$53,000
B. Program:
Health Disparities......... = N/A = 20,000

Subtotal Program........... -- N/A +$20,000

TOTAL INCREASES..........c..... = N/a = +§73,000
NET CHANGE. . ... ovuuienennnonnn. o N/A . = +$73,000
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Contract Support Costs

2000 Appropriation ............00uu.. $228,781, 000
Total estimated budget authority $228,781,000
(Obligations) .......cveevuvunnn ($228,781,000)

2001 Estimate ...........eiiniininian. $268,781,000
(Obligations) ...........c.0.... ($268,781,000)
Net Change ....vcuvvuerernennnn " +%$40,000,000
(Obligations) .......ccvevvvennnn (+$40,000,000)

FY 2000 Base ghange from Base_
NCREASES : FIEs _—_Bn ETEs __BA
A. Program: .
Contract Support Cost...... == N/A = 1] 1}
Subtotal Program........... -- N/A .- +$40,000, 000
TOTAL INCREASES......onuvnennnn = N/A o= +$40, 000, 000
NET CHANGE. ... ...vcuuvnunvonnnnn = N/A == +840,000, 000

SUP-34
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SUMMARY OF CHANGES

2000 Appropriation. .

Total estimated budget authority

(Obligations) .....

2001 Estimate .....ccievenernnnennn
(Obligations) .....eeeevenennnnn

Net Change .......

(Obligations) .......ccivevnn

S:
Built-In:
1. Annualization of FY 2000
Pay Raise..........c...n.
2. FY 2001 Pay Raise at 3.7%
(9 months)............ N
3. Within Grade Increase....
4. Less One Pay Day.........
S. Tribal Pay Cost..........
Subtotal Built-In...........

Phasing-in of Staff ang

Operating Cost of New Fac:
Hopi,AZ Health Center.......
Talihina,OK Hospital........
Subtotal Built-in...... PN
Program Increases:

Hlth Disparities(Sanitation).
Hlth Disparities(Injury
Prevention)..........ov0nen
Maintenance & Improv....... .
Facilities Support..........
Environmental Health Sup....
OEHE Support.......cuovevvaes
Subtotal Program Increases..

. ﬂggl;!;gg;g Fac. QO!}S;Y:

1. Health Care Fac Comstr...
2. Increas to 2000 Base for
Health Care Fac Constr...
Subtotal FacConstr.......

TOTAL INCREASES.............

FY 2000 Base

N/A
N/A
N/A
N/A

N/A
N/A

N/B

N/A

N/A
N/RA
N/A
N/A
N/A

N/A

N/A

$316,555,000

$316, 555,000
($316,555,000)

$349,374,000
49,374,000

+632,819,000
(+$32,819,000)

Change from Base

ETE

+9
+16
=3
+28

Ba

+§795, 000

1,893,000
958,000
-261,000

,132,000
+$7,517,000

+$1,255,000
410,000
. +$1,665,000

+$3,961,000

2,959,000
1,974,000
640,000
1,160,000
200,000
+$10,894,000

+$50,393,000

+514,B44.000
+$65,237,000

+585,313,000
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FY 2000 Base Change_ from Base
ETE BA FTE BA

DECREASE:
A. Program:

Non-recurring Construction

Funds........ e, . -- _N/A -- -$50,393,000

EQUiPMENt. . «vcvenneenennennn N/A = 2,101,000

Subtotal Program...t........ N/A -- -$52,494,000
Total Decreases............ . = N/2 == -$52,494,000
NET CHANGE. .....covverunrnnnnns = N/A = +$32,819,000
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Maintenance & Improvement

2000 Appropriation .................. $43,433,000
Total estimated budget authority $43,433,000
(Obligations) ................ 5 ($43,433,000)
2001 EStimate .......oveoneenn.. R $45,407, 000
(Obligations) .................. ($45,407,000)
Net Change ........coiieiiennnnn +$1,974,000
{Obligations) ............. e (+$1,974,000)
—FY 2000 Base —Change from Base
INCREASES : FIE ___BA FTE —BA

B. Program Increase:
Maintenance & Ymprove.......

- N/A == _+51,874,000
Subtotal Program Increase...... = N/A = +$1,974,000
TOTAL INCREASE................. . N/A - +$1.974,000
— N/A = R
NET CHANGE..............c...v..
== N/A = £81,974,000

SUP-37



214

Sanitation Facilities

2000 Appropriation .........-......... $92,117,000
Total estimated budget authority $92,117,000
(Obligations) .........e-unn. e ($92,117,000)

2001 Estimate .........cc0eeee.- $96,651,000
(Obligations) ............. e 96,651,000
Net Change ......evosvsceeeeenns . +54,534,000
(Obligations) ........ecevaceaen (+$4,534,000)

FY 2000 Base Change from Base
INCREASES: FTE BA ETE —_Ba
A. Built-In:
1. Annualization of FY 2000
Pay Raise.......c........ -- N/A -- $84,000
2. FY 2001 Pay Raise at 3.7%
(9 months} ...ooviwurvnnnn - N/A -- 90,000
3, Within Grade Increase...... -- N/A -- 44,000
4. Less One Pay Day........... -- N/A -- -12,000
§. Tribal Pay COBt...........- = N/B o= 367,000
Subtotal Built-In.......cevvvn- -- N/A -- +$573,000
B. Program Increase:

Sanitation Facilities....... - N/RA == +$3,961,000
Subtotal Program Increase...... -- N/A -- +$3,961,000
TOTAL INCREASE. . .......cccecn-- = N/A = £54.534,000
NET CHANGE. - . cceeeeeeroncncunns -- N/A = +$4,534,000
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- Healthcare Facilities Construction
2000 Appropriation .........civeienaen $50,393,000
.. Total estimated budget authority $50,393,000
(Obligations) ................ .. ($50,393, 000)
2001 Estimate ..... et $65,237,000
(Obligations) .......conucen eee 5,237 0
Net . Change .................. . +$14,844,000
(Obligations) ............... e (+$14,844,000)
FY 2000 Base ~Shange from Bage

INCREASES : FTE BA FTE __.BA___

A. Program: L

1. Health Care Fac Constr..... -~ N/A -- +$50,393,000

, 2. Increased to 2000 Base for i

Health Care Fac Constr..... - N/B = + 4,000
Subtotal Program........... -- - N/A --- +$14,844,000

TOTAL INCREASES . ...+ ivevenren. == N/A . S +$62,237, 000

DECREASE: ) .

B. Program: . - e .
Non-recurring Funds......... == N/A == =$50,393,000
Subtotal Program............ -- N/A -- .~$50,393,000

TOTAL DECREASE....c.ccverenen.. = N/A = -$50 0

NET CHANGE . .- vvrevernnrenncans = N/A == +$14 000
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Facilities and Health Environmental Health Support

2000 Appropriation. ....

Total estimated budget authority

(Obligations) ..v.veeeveveraanen

2001 Estimate .........

(Obligations) ......

Net Change .........coencerenans
(ObligationsS) ....eveeereenacans

INCREASES :
A. Built-In:
1. Annualization of FY 2000
Pay Raise..............
2. FY 2001 Pay Raise at 3.7%
(9 monthe) ..............
3. Within Grade Increase...-
4. One Less Pay Day.........
5. Tribal Pay Cost..... 0cDo 0o
Subtotal Built-In.............-

B. Phasing-in _of Staff and
Operating Cost of New Fac:
Hopi,AZ Health Center......
Falihina,OK Hospital.......

Subtotal Staffing.......... 0000

C. Program Increasges:
Facilities Support..........
Environmental Health Sup....
OEHE SUPpPOrt.....ccvaveons 0o
Health Disparities (Injury

Prevention)..............

Subtotal Program Increases.....

TOTAL INCREASES....... vevana 0oo

SUP-40

—FY_2000_Base_
FIE —_BA

N/A
N/R
N/A

N/A
N/A

N/B

N/A

N/A
N/A

N/A
N/A

$116,282,000
$116,282,000
($116,282,000)
$129, 850, 000
($129.850,000)
+$13,568,000
(+$13,568, 000)
—Change_from Bage_
FIE —BA
-- +$711,000
-- 1,803,000
-- 914,000
- -249,000
== —3.765.000
- +$6,944,000
+6 +51,255,000
- | — 410,000
+9 +$1,665,000
i 49 +$640,000
i 16 1,160,000
i3 200,000
H

f== 2,939,000
(428 +54,959, 000

47 813,568,000
437 1812.360.000




217

Facilities Health Support

2000 Appropriation. ................. $56,990, 000

Total estimated budget authority $56,990,000
(Obligations) ....veeeeeeinunonn ($56,990,000)
2001 Estimate ......... et $62,293,000
(Obligations) ....... e 62,293,000
Net Change .....coveeecnnnenanas +$5,303,000
(Obligations) ..... Cebsae e (+$5,303,000)

FY 2000 Base . _Change from Base

EASES : ETE —BA ETE —BA
A. Built-In:

1. Annualization of FY 2000 : ’

Pay RaiSe .......ccovuiune -- N/A -- +$349,000

2. FY 2001 Pay Raise at 3.7%

{9 months) .............. - N/A -- 885,000

3. Within Grade Increase ... -- N/A -- 449,000

4. One Less Pay Day......... -- N/A -- -122,000

5. Tribal Pay Cost ..... .. = ‘N/A == 1,847,000
Subtotal Built-In ............. -- N/A -- +$3,408,000
B. Phasing-in of Staff and

Operating Cost of New Fac:

Hopi,AZ Health Center....... -- N/A +6 +$694,000

Talihina,OK Hospital... . = N/A == ~—— 561,000
Subtotal Built-In ............. -- N/A +6 +$1,255,000
C. Program JIncrease:

Facilities Support.......... == N/A 8 6
Subtotal Program Increase...... -- N/A -- +$640,000
TOTAL INCREASES.......c.cec.... = N/A 15 +65,303,000
NET CHANGE. . veevvervronrreans == N/R +1 £8§5,303,000

SUP-41



218

Environmental Health Support

2000 Appropriation. ......cieceinenen

Total estimated budget authority

(Obligations) ....... i
2001 Estimate ...... e e
(Obligations) ..... Ceeene e .
Net Change ....... et aeneeaea
(Obligations) ......icvevunnennn

I ES ;. FTE BA
A. Built-in:
1. Annualization of FY 2000
Pay Raigse................ -- N/A
2. FY 2001 Pay Raige at 3.7%
(9 months) ..............- -- N/A
3. within Grade Increase...... -- N/A
4. One Less Pay Day........... -- N/A
5. Tribal Pay CoBt............ == N/A
Subtotal Built-In.............. - N/A
. B. Phaging-in of Staff and
i New
Hopi,AZ Health Center....... -- N/A
Talihina,OK Hospital........ == N/A
Subtotal Built-In.............. -- N/A
D. Program:
Injury Prevention...... - -- . N/A
Environmental Health Sup.... == N/A
Subtotal Program..........--se+ -- . N/A
TOTAL INCREASES........ e = N/A
NET CHANGE. .. c..ccunr.. e = N/A

SUP-42

$49,162,000

$49,162,000

($49,162,000)

$56,610,000

56 0,000

+$7,448,000

(+$7,448,000)

rom B

+$299, 000

758,000
384,000
-105, 000
1,583,000
452,919,000

+$210,000
0 00
+5410,000

+52, 959,000
451,160,000
+$4,119, 000
457,448,000

+$57 00



2000 Appropriation.

(Obligations) ....
2001 Estimate .........
(Obligations) ....
(Obligations) ...
INCREASES :
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Office of Environmental Health And

Engineering Support

Total estimated budget authority

Net Change .................. e

A. Built-In:

1.
2.

3.

4.

5.
Subtot.

Annualization of FY 2000

Pay RaiBe........... ...
FY 2001 Pay Raise at 3.7%

(9 months) ..............
within Grade Increase....
One Less Pay Day.........
Tribal Pay Cost..........
al Built-In........c.-vo-n

B. Program Increase:
OEHE Support..........c.e0en
Subtotal Program Increase......

. TOTAL

INCREASES .. .. vnvvenannn

FY 2000 Base

e

SUP-43

BA

N/A

$10,130,000

$10,130,000
($10,130,000)

$10,947, 000
1$10,947,000)

+$817,000
(+$817,000)

Change from Base
FTE . BA

-- +$63,000

-- 160,000
-- 81,000
-- -22,000

== 335,000
-- +5$617,000

+3 +$200,000
+3 +$200, 000
£3 £8817,000
3 £5817.000
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Egquipment
2000 Appropriation. ..........00.... $14,330,000
Total estimated budget authority $14,330,000
(Obligations) .......ccvvenenenn. ($14,330,000)
2001 ESEAMAtE & vverrrvnrnranenenennan $12,229,000
(Obligations) ....i.eevenennnann ($12,229,000)
Net Change ........ocieveinnnn. -$2,101,000
(Obligations) .......cevvevennnn . (-$2,101,000)

FY 2000 Base Change from Base

DECREASE : FTE __BA ETE _BA
A. Reduction_to Base:

EQUipmMent. .....ovveernneennn == —N/A == _-$2,101,000
Subtotal Program.............. -- N/R -- $2,101, 000
TOTAL DECREASES................ == —N/A_ = +$2,101,000
NET CHANGE.........comeurnennnn == —=N/A == —=$2.101,000

sSuUP-44
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EXHIBIT G
INDIAN HEALTH SERVICE
INDIAN HEALTH SERVICES
Budget Authority by Activity
(Doliars in Thousands)
FILE: O\DRMBFPB\FY2001\CONGLAEXHIBIT G 2/3/00 '
FY 1999 FY 2000 FY 2001
Actual Appropriation Estimate
FTE Amount FTE Amount FTE Amount

SERVICES:
Hospitals & Health Clinics 8,067 $947,198 8,109 $1,005,412 8,187 $1,084,190
Dental Services 763 71,400 769 80,062 787 88,258
Mental Health 290 41,305 290 43,245 304 49,405
Alcohol & Substance Abuse 175 94,680 175 96,824 175 99,636
Contract Health Services 0 385,801 0 406,756 0 447,672

Total Clinical Services 9,295 1,540,384 9,343 1,632,299 9,453 1,769,161
Public Health Nursing 284 30,363 290 34,452 292 39,772
Health Education 37 9,430 37 9,625 38 11,030
Comm.Health Reps. 5 45,960 . s 46,380 5 51,105
Immunization AK ] 1,367 0 1,402 0 1,457

Total Preventive Health 326 87,120 332 91,859 335 103,364
Urban Health | 4 26,382 4 27,813 4 30,834
Indian Health Professions 16 29,623 16 30,491 16 32,779
Tribal Management . 0 2,390 0 2,411 0 2,413
Direct Operations 729 49,309 729 50,988 729 54,119
Self-Governance 8 9,391 8 9,531 8 9,604
Contract Support Cost 0 203,781 0 228,781 0 268,781
Total Services 10,378 1,948,380 10,432 2,074,173 10,545 2,271,055
FACILITIES: -
Maintenance & Improvement 0 40,625 0 43,433 0 45,407
Sanitation Facilities: 179 89,328 179 92,117 179 96,651
Construction Facilities 0 41,087 0 50,393 0 65,237
Facil. & Envir. H. Supp. 1,075 107,682 1,108 116,282 1,145 129,850
Equipment 0 13,243 0 14,330 0 12,229
Total Facilities 1,254 $291,965 1,287 $316,555 1,324 $349,374
Total IHS 11,632 $2,240345 11,719 $2,390,728 11,869 $2,620,429
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Exhibit H
"HEALTH AND HUMAN SERVICES
INDIAN HEALTH SERVICE
Budget Authority by Object
(Dollars in Thousands)
2/3/00

FILE: O:\DFM\BFPB\FY20001\Congr'l\Exhibit H

FY 2000 FY 2001 Increase or
Appropriation Decrease

Full-time equivalent employment. . . . . . . . . 14,585 14,672 - 87

Full-time equivalent of overtime and holiday .
hours. . . . . . . . .. oL e e s 415 415 (4]
Average SES salary. . . . . . . . . . - .+ . . $112,023 §$115,496 $3,473
Average GS grade. . . . . . . . . . . - . - . 8.21 a.21 0
Average GS salary. . . . . . . . . . .+ o ¢ . . $40,786 $42,050 $1,264

1 C p ions: .
Full-Time Permanent{ll.1}. . . . C e e 383,340 410,836 27,496
Other than Full-Time Permanenc(ll 3). cl e . 18,069 19,389 1,320
Other Personnel Comp.({11.5/11.8). . . . . - N 36,891 39,152 2,261
Total Personnel Cornpensécion. e e e e e s 438,300 469,377 31,077

Civilian Personnel Benefits(12.1). . . . . . . 119,911 128,477 8,566

Benefits to Former Personnel{13.0). . . . . . . - 3,362 3,564 202 N

Subtotal Pay COSES. . . . . . . < & « = « o = + 561,573 601,418 39,845

Travel{21.0). . . . C e e e e . 35,548 35,466 (82)

Transportation of Things(22 0). e e e e e e 13,521 13,610 89

Rental Payments to GSA(23.1). . . . . . . . . . 8,572 8,590 18

Rental Payments to Others(23.2) . . . . . . . . 9,314 9,312 (2)

Communications, Utilities and

Miscellaneous Charges(23.3). . . . . . . . 33,928 34,226 298

Printing and Reproduction(24.0). . . . . . . . . 1,269 1,287, 18

Other Contractual Services:

. Advisory and Assistance Services({25.1). . . . 14,202 14,244 42
Other Services(25.2]. . . . . . e e e e 171,025 157,374 26,349
Purchases from Govt. Accts.(2S. 3) 29,484 29,624 140
Operation and Maintenance of Facxll:iEB(?S 4). 13,282 14, 056 774
Research and Development Contracts(25.5). . 654 650 (4)
Medical Care(25.6). . . . PR . 191,342 232,433 41,091
Operation and Maintenance of Equxpmen:(zs 7) 17,112 17,275 163
Subsistance and Support of Persons{25.8). . . 4,925 4,859 (66)

Subtotal Other Contractual Services . . . . . « 442,026 510,515 60,4089

Supplies and Materials(26.0). . . . . . . . . . . 145,041 145,280 239

Equipment (31.0). . . . e e e e e e e 10,933 10,987 s4

Land and Structures(32. 0) e e e PR 16,165 16,180 15

Grants, Subsidies and Contributions(41. 0) P 1,111,999 1,232,721 120,722

Insurance Claims and idemnities{42.0). . . . . . 474 473 (1)

Interests and Dividends({43.0). . . . . . . . . . 365 364 (1)

Subtotal Non-Pay COBES. . + « &« « » « « s = o & 1,829,155 2,019,011 189,856

TOTAL Budget Authority by Object Class. . . . . 2,390,728 2,620,429 229,701
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EXHIBIT I
HEALTH AND HUMAN SERVICES
INDIAN HEALTH SERVICE
Salaries and Expense .
BY Budget Authority
(Dollars in Thousands)
2/3/100
FILE: OADFM\BFPBAFY200\OONG'LAEbibis | FY 2000 Increase
' Final } FY 2001 or
Object Class Appropriation Appropriation  Decrease

Direct Obligations: .

Full-Time Permanent(11.1)....cccceecemmrececsinnnnnn 383,340 . 410,836 27,496

Other than Full-Time Permanent(11.3).. 18,069 19,389 1,320

Other Personnel Comp.(11.5/11.8).....ccccceevmmees 36,891 . 39,152 2,261

Total Personnel Compensation.........cecssersssenes 438,300 469,377 31,077
Civilian Personnel Benefits(12.1)........oeeeeveernenns 119,911 128,477 8,566
Benefits to Former Personnel(13.0).....ccccccomeenneen 3,362 3,564 . 202
Subtotal Pay Costs, . 561,573 601,418 39,845
Travel(21.0) 20,706 20,915 209
Transportation of Things(22.0).........cceeeeerecnree- 13,521 13,610 89
Rental Payments 10 GSA(23.1)......covrrmmevnenens 8,572 . 8,590 18
Rental Payments to Others(23.2).......ccccueuerreee 9,314 9,312 @
_Conimunications, Utilities and ) .

Miscellaneous Charges(23.3)............ PR 33,928 34,226 298
Printing and Reproduction(24.0).........evrszueeee 1,269 - 1287 18
Other Contractual Services: )

Advisory and Assistance Services(25.1) 14,202 14,244 42
Other Services(25.2) - 171,025 197,374 26,349
Purchases from Govt. ACCLS.(25.3)....susseeenes 29,484 29,624 140
Operation and Maintenance of Facilities(25.4)...... 13,282 14,056 774
Research and Development Contracts(25.5)........ 0 - 0. 0
Medical Care(25.6) : 0 0 0
Operation and Maintenance of Equipment(25.7)... 17,112 17,275 163
Subsistance and Support of Persons(25.8)......... 4,922 4,856 (66)
Subtotal Other Contractual Services........coccccuees 250,027 277,429 27,402
Supplies and Materials(26.0).......c.ccverermreccnnann . 145,041 145,280 239
Subtotal Non-Pay Costs..... 482,378 510,649 28,271
TOTAL DIRECT OBLIGATIONS................... 1,043,951 1,112,067 68,116

63-262 00-8
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EXHIBIT I
HEALTH AND HUMAN SERVICES
INDIAN HEALTH SERVICE
Salaries and Expense
(Dollars in Thousands)
2/3/00
FILE: O:\DFM\BFPB\FY2001\CONG'L\Eshibic Incmse
. FY 2000 FY 2001 or
Object Class Appropriation Estimate Decrease
Reimbursable Obligations:
Full-Time Permanent(11.1).......cocieuriueninnienns 110,985 119,123 8,138
Other than Full-Time Permanent(11.3). 19,443 ~ - 20,888 1,445
Other Personnel Comp.(11.5/11.8)... 16,603 17,875 1,272
Total Personnel Compensation. 147,031 157,886 10,855
Civilian Personnel Benefits(12.1) 38,565 41,438 2,873
Benefits to Former Personnel(13.0) 4 4 0
Subtotal Pay CostS....cccerieuveerrireraicsniresaens 185,600 199,328 13,728
Travel(21.0) 2,842 2,842 0
Transportation of Things(22.0)..... 834 834 o
Rental Payments to GSA(23.1).. 0 0 0
Rental Payments to Others(23.2) 301 301 0’
Communications, Utilities and .

Miscellaneous Charges(23.3) 2,131 2,131 0
Printing and Reproduction(24.0). 117 117 0
Other Contractual Services:

Advisory and Assistance Services(25.1)........... 1,431 1,431 0
Other Services(25.2)..:.. . 6,004 6,004 0
Purchases from Govt. Accts.(25.3 895 895 0
Operation and Maintenance of Facilities(25.4).... 286 286 0
Research and Development Contracts(25.5)...... 188 188 0
Medical Care(25.6) 9,957 9,957 0
Operation and Maintenance of Eqmpmem(zs .. 0 0 0
Subsistance and Support of Persons(25.8)........ 61 61 9
Subtotal Other Contractual Services.........vevuees 18,822 18,822 0
Supplies and Materials(26.0) 44,579 44,579 0
Subtotal Non-Pay Costs 69,626 69,626 0
TOTAL REIMBURSABLE OBLIGATIONS....... 255,226 268,954 13,728
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EXHIBIT J
SIGNIFICANT ITEMS IN HOUSE, SENATE, AND CONFERENCE
APPROPRIATIONS COMMITTEES REPORTS
000 House Repert Lanquage (106-222
Mental health -- The Committee expects the Service to distribute the program

increase (of $2,489,000) above the 1999 level to a limited number of projects
rather than distributing it equally to all tribes. Such an approach will
enable the Service to focus on the most pressing needs.

tion Ta Tak

. The funds will be distributed in a competitive grant process in
conjunction with the Department of Justice under a White House
Initiative to address Mental Health concerns in the American Indian and
‘Alaska Native community.

Rate of amputations among Native Americans -- The Committee is concerned
about the high rate of amputations among Native Americans. The Service
should develop a meaningful plan of action to augment and strengthen its
podiatry care program and address the shortage of commissioned officers in
the podiatry field. The IHS should work with other institutions, including
the american Podiatric Medical Association, the Centers for Disease Control
and Prevention and the National Institutes of Health in developing this plan.

tio k T Tak

The IHS will establish a national committee to develop a plan of action
for the podiatry program. As described, there is a critical shortage
of podiatric manpower and a lack of consistent guidelines and standards
regarding footcare and education for providers. In addition, there is a
need for education of the patient and facilitation of their access to
the footcare that is. available for them. These issues will be.
addressed by the committee.

Wi i -- The Committee continues to be
concerned about the infant mortality crisis in the Shoalwater Bay Tribe and
expects the Service to work closely with the tribe, the State, the Centers
for Disease Control and Prevention and other agencies to identify the causes
of and potential solutions for infant mortality.

Action Taken or to be Taken

The Washington State Department of Health, Pacific County Health
Department, and the Shoalwater Bay Tribe together asked the Centers for
Disease Control (CDC) for an Epi-Aid to Shoalwater Bay Tribe to help
assess a reported excess in (a) the incidence of molar pregnancies
among both Shoalwater Bay Tribe and non-Shoalwater Bay Tribe women in
Pacific County, and (b) the rate of miscarriages among Shoalwater Bay
Tribe women. CDC agreed and the Epi-Aid began in December 1999 and was
completed in several weeks. N

The data collected during this Epi-Aid are still being analyzed and
reviewed by all parties involved. -The Tribal government is adamant
about keeping the news media out of this and requested that nothing--
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neither data nor preliminary interpretations of the data--be released
or talked about until the report is final and the Tribe agrees. The
Tribe considers these data and preliminary interpretations to be
confidential.

Joint Venture Construction Program -- The fiscal year 2001 budget should
address the advisability of reinstituting a joint venture facilities
construction program in the context of overall priorities. The Committee
notes that this is another area of need that has fallen through the cracks as
funding increases have concentrated on addressing the contract support cost
shortfall.

Action Taken or to be Taken

The Indian Health Service, in consultation with tribes, proposed
funding for the Joint Venture Construction Program (JVCP) in the fiscal
year 2001 budget. However, funding for the JVCP was not included
because of the overall budget constraints and funding priorities. The
IHS has moved forward with developing, in concert with the tribes, a
methodology to conduct the JVCP in the event that the Congress
appropriates funding. Under the proposed methodology, following an
appropriation for the JVCP, project proposals will be requested from
interested tribes, for national competition pursuant-to the conditions
stipulated in the authorization. Since it is estimated that the
capital outlay of Federal construction funds could be reduced by
approximately 80 percent by the JVCP, it appears that the JVCP is
needed to help address the construction backlog.

The IHS will begin the process of making needed revisions of its health
facilities comstruction priority system starting this year. How the
JVCP will be integrated with the existing IHS health facilities
construction priority system will be addressed during the methodology
development.

Contract Support Costs -- The Committee expects the IHS to continue to work
with the tribes and the legislative committees of jurisdiction to find an
acceptable solution to the contract support cost funding problem. The
Committee believes the basic “fairmess” question needs to be addressed with
respect to how to distribute limited funds between and among various programs
and the management of those programs.

Action Taken ox to be Taken

Contract support cost (csc} funds were distributed in fiscal year 1999
in a manner that addressed Congressiocnal concerns over the inequity in
CSC funding. Congress appropriated an increase of $35 million for
contract support costs in the fiscal year 1999 appropriation. Based on
Congressional guidance and the results of extensive agency consultation
with Indian tribal governments, the IHS adopted an allocation
methodology for the distribution of the $35 million in a manner that
was a departure from past Agency allocation methods. The increase was
distributed to tribes that have assumed IHS programs in recent years
without receiving any CSC for those assumptions (i.e., tribes on the
Indian self-determination fund “queue”). Specifically the funding
methodology allocated the increase to those tribes that had the
greatest overall CSC need for all programs administered through self-
determination contracts and compacts.
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SIGNIFICANT ITEMS IN HOUSE, SENATE, AND CONFERENCE
APPROPRIATIONS COMMITTERS REPORTS

R }a a ~47

gontract Support Costs -- The lack of a resolution to the contract support
cost distribution disparity in INS continues to be a great concern. The
Service is strongly encouraged to continue its work with the tribes to
resolve the discrepancies that exist currently and ensure that these costs
can be funded fairly. Any resolution to the issues should not be made at the
expense of funding for medical services and facilities for non-contracting
and non-compacting tribes.

Action Takep or to be Taken

The IHS and representatives of tribal governments have worked together
during fiscal year 1999 to develop a revised IHS policy on CSC that
will become effective in fiscal year 2000. The new policy will abandon
much of the historic approach to allocating CSC in the IHS and will

implement new allocation provisions designed to further reduce CSC
funding disparities among tribes.

-- The Service needs to develop a
standardized methodology for comstruction of staff quarters. That methodology
should assume the use of uniform building code approved modular housing
unless there is a compelling reason why such housing is not appropriate. The
methodology should be applied fairly to all quarters projects on the priority
list and should encourage tribal funding and alternative financing. The
Service should address the new methodolegy in their 2001 budget request.

Action Taken or to be Taken

The current methodology of requesting full funding for gquarters with
the annual funding request for the associated hospital or health center
replacement projects is in response to guarters management concerns
raised by the 1990 Office of 'Inspector General’s (OIG) report. The OIG
was concerned that IHS had been completing health care facilities in
remote locations without adequate housing for new staff, and that the
Quarters Construction Priority System was not addressing the need
quickly enough to ensure that housing would be availablé for new staff
when a facility opened. Although the current methodology includes
staff quarters, 5 projects remain on the Quartexs Construction Priority
List which has not been funded.

The IHS is considering how best to address this concern expressed by
Congress. Tribal financing of quarters projects has been discussed
"with some of the tribes affected. Creating a uniform methodology for
all quarters projects will be done in consultation with the tribes and
in conjunction with the revisions to the entire health care facilities
priority system.

In planning and designing quarters, IHS uses the administrative
guidance provided in the Office of Ma t and Budget (OMB) Circular
No. A-45 which requires that a program plan and design for a project be
described in a Program Justification Document for Quarters (PJDQ) and a
Program of Requirements for Quarters (PORQ). Modular housing units will
be used where these prove to be economical and meet OMB standards,
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including conformance with the space authorized in the approved PJDQ
and the construction standards in the approved PORQ.

Facilities Construction Svstem -- The Service should work closely with the
tribes ‘and the Administration to make needed revisions to the facilities
construction priority system. Given the extreme need for new and replacement
hogpitals-and clinics, there should be a base funding amount, which serves as
a minimum annual amount in the budget request. Issues which need to be
examined in revising the current system include, but are not limited to,
projects funded primarily by the tribes, anomalies such as extremely remote
locations like Havasupail, recognition of projects that involve no or minimal
increases in operational costs such as the Portland area pilot project, and
alternative financing and modular construction options. The Service in
re-examining the current system for construction of health facilities should
develop a more flexible and responsive program can be developed that will
more readily accommodate the wide variances in tribal needs and capabilities.

Action Taken or to be Taken

The IHS is considering how best to address the concern of Congress. In
FY 2000, with tribal participation, the IHS will work towards improving
the current IHS Health Facilities Construction Priority System
Methodology. The request to make needed revisions to the health
facilities construction priority system is consistent with the desires
of the tribes based on their proposed mark-up of Public Law 94-437,
which is up for reauthorization. The tribal consultation process is
expected to take considerable time.
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‘ _ Exhibit K
INDIAN HEALTH SERVICE
Authorizing Legislation
(Dollars in Thousands)
FILE: O:ADFM\BFPB\FY2001\CONG'L\Exhibit K 2000 . 2001 2001
Amount 2000 Amount Budget

Authorized Appropriation _Authorized Request

Preventive Health Services
Activity: :

1. Services Appropriations: $ 82,074,173 $2,074,173 $2,271,055 $2,271,055
25U.8.C. 13, Actand P.L. 83-568,
Transfer Act 42 U.S.C. 2001.
Snyder Act, Title V,
' P.L. 94-437, Indian Health Care
Improvement Act, as amended.
Title |, Indian Health Manpower.
Indian Self Determination
and Education Assistance Act,
P.L. 93-638, as amended,
Sections 103 (b} (2) and 103 (e).
Title i, Self Governance
' Demonstration Program, Indian Self
Determination Act, as amended.
P.L. 100-472 Section
106 (a) (2) A& B.

2. Facilities Appropriations: 316,555 316,555 349,374 349,374
Indian Sanitation Faciities Act . - :
P.L.86-121,P.L. 101-512, *
Section 704 of the IHCIA
P.L.103-413, P.L. 102-573

3. Public and Private Collections: 409,290 409,290 409,290 409,290
Economy Act of ’

31 U.$.C. 686 Section 301-P.L. 94437,

Title V of indian Health Care

Improvement Act.

4, Diabetes: $30,000 $30,000 $30,000 $30,000
111 STAT. 574 (P.L. 105-33)

Unfunded authorizations: 0 0 0 0

Total appropriations: $2,830,018 $2,830,018 $3,059,719  $3,059,719

Total appropriations against ’ .
Definate authorizations: $2,830,018 $2,830,018 $3,059,719  $3,059,719
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EXHIBIT L
INDIAN HEALTH SERVICE
Indian Health Facilities Appropriation
Appropriation History Table
2/3/00
FLE: O:\DAMBFPEV Y2001 ICONG\Exhitit L
Budget
Estimate House
to Congress Allowance Appropriation
1992 $12,444,000  $295,211,000 $277,852,000
Reduction - - ($3,501,000)
1993 $270,506,000  $338,596,000 $336,500,000
Reduction - - ($2,860,000)
1994 $279,269,000  $296,997,000 $296,982,000
1995 $167,079,000  $253,892,000 $253,767,000
Reduction - . ($485,000) -
Rescission - - ($300,000)
1996 $242,672,000  $236,975,000 $237,958,000
Rescission . - ($304,000)
1997 $275,261,000 $277,701,000 $247,731,000
Supplemental - - $2,000,000
. 1998 $286,535,000  $257,310,000 $257,538,000
1999 $274,476,000  $313,175,000 $289,485,000
Supplemental - - $2,500,000
2000 $317,465,000 $312,478,000 $316,555,000
Rescission - - ($2,025,000)
2001 $349,374,000
Rescission (§2,520,000)
Reduction ($167,000)
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. INDIAN .HEALTH SERVICE
Details of Full-Time Equivalent Employment (FTE)
By Headquarters, Area Office, and Service Unit

“EXHIBIT O

0:DFM\BFPPB\Congl \EXHIBIT O 03-Feb-00
FY 1999 FY 2000 FY 2001
Actual Estimate Estimate
Headquarters 435 435 438
Area Offices 1,195 1,195 1,205
Service Units 12,956 13,043 13,180
{
Total, FTEs 14,586 14,673 14,823

Average GS Grade

1996. . .0iernunnnn. 8.3
1997 . it 8.2
1998. . c.iueeunnn.. 8.2
1999, ..., 8.2
2000........0unn.. 8.2
2001......0.0000..n. 8.2
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INDIAN HEALTH SERVICE EXHIBIT P
DETAIL OF PERMANENT POSITIONS
FILE: 0:\DFM\BFPB\FYM1M'I\EXHM PL) 03-Feb-00
1999 2000 2001
Actual Estimate Estimate
1 1 1
. 4 4 4
ES-03 2 2 2
ES02 3 3 3
ES01... 6 6 6
Subtotal.... 16 16 716
GS/GM-15... 343 350 358
GS/GM-14... 374 380 388
378 384 392
633 644 658
1,279 1,302 1,330
433 440 450
1,797 1,829 1,869
145 147 150
45 758 775
870 886 905
1,745 1,775 1,813
1,117 1,136 1,161
212 212 212
26 26 26
11 11 11
Subtotal... 10,108 10,280 10,498
Grades established by Act of
July 1, 1944 (U.S.C. 207):
Assistant Surgeon General CO-08..... T 7 7
Assistant Surgeon General CO-07.... 1 1 1
Director Grade CO-06 487 497 507
Senior Grade CO-05.. 635 647 661
Full Grade CO-04. 555 565 577
Senior Assistamt Grade CO-03.. 357 363 371
Assistant Grade CO-02 97 98 100
Junior Grade CO-01 3 3 3
2,142 2,181 2,227
UNBRAdEd. .vvvoonvoosenneesensesananees 1,265 1,287 1315
Total Permanent Positions.............. 13,531 13,764 14,056
Unfilled Positions, End of Year....... 0 0 0
Total Permanent Employment,
End of YEar.....ccvvuerinnninernne 13,531 13,764 14,056
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INDIAN HEALTH SERVICE EXHIBIT P
DETAIL OF PERMANENT POSITIONS
FILE: O:\DFM\BM\FmI\m'I\F.KNIBIT PO 03-Feb-00
1999 2000 2001
Actual Estimate Estimate
Total General Schedule Series:
' (GS-1 - GS-15)
NUDET. ...connirciicenrreerieasenaerens 10,108 10,280 10,498
Towal Salary.. . $402,411,170 $419,280,080 $441,440,900
Average Salary. . $39.811 $40,786 $42,050
A ge Grade...... . . 8.2 8.2 8.2
1,287 1,315
$40.921.£2 $43,108,330
$31,796 $32,782
Number............. i ' 2,142 2,181 2,227
Total Salary.. $113,347,962 $118,238,553 $124,475,938
Average Salary.... $52.917 $54,213 $55,894
Total ES Series:
(ES-01 - ES-04)
Number........ ! 16 16 16
Total Salary.. $1,749,500 $1,792,368 $1,847,936
Average Salary. $109,344 $£112,023 $115,496
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Present Health Facilities Priority Rankings

January 2000

Inpatient Outpatient

Ft. Defiance, AZ* Parker, AZ*

Winnebago, NE* Ft. Yuma, AZ

.Phoenix, AZ* Polacca (Hopi), AZ*

Barrow, AK Pinon, AZ*
Red Mesa, AZ (Montezuma Creek, UT)*
Pawnee, OK '
St. Paul, AK
Metlakatla, AK
Sisseton, SD
Clinton, OK
Dulce, NM
San Simon (Westside), AZ

Staff Quarters

. Bethel, AK (79 units)
Zuni, NM (19 units)*
Wagner, SD (10 units)

Ft. Belknap, MT (29 units)
Kayenta, AZ (62 units)

*Partially Funded

SUP-58
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- ATION

The Indian Health Service (IHS) has implemented the Indian Self-
Determination and Education Assistance Act (ISDA), Public Law 93-638, as
amended, in the spirit by which the Congress recognized the special legal
relationship and the obligation of the United States to American Indian and
RAlaska Native peoples. In keeping with the concept of tribal sovereignty,
the ISDA, as amended, builds upon IHS policy that maximizes opportunities
for tribes to exercise their right to manage and operate IHS health
programs, or portions thereof, under Title I and- Title III, as well as
those tribes who choose their health services to be provided directly by
the IHS. The IHS recognized that tribal decisions to contract/compact or
not to contract/compact are equal expressions of self-determination.

Mela\' .

The IHS contracts/compacts with tribes and tribal organizations (T/TO)
pursuant to the authority provided under Title I and Title III of the ISDA,
as amended. This Act allows T/TO to enter into contracts/compacts with the
Government to plan, conduct, and administer programs which are authorized
under Section 102 of the Act. The IHS has been contracting with T/TO
pursuant to the authority of P.L. 93-638 since its passage in 1975. Today,
the IHS currently administers self-determination contracts under Title I
and compacts authorized under Title III valued at more than $1 billion.
Title III provides authorization to sign self-governance compacts -under a
demonstration project for a specific number of tribes who meet certain
criteria. Forty-five compacts and sixty-four annual funding agreements
have been negotiated to date with 264 tribes.

IHS and Triballv-Operated Service Unit and Medical Pacilities: (See Table)

The total dollars administered under ISDA contracts and compacts have
nearly doubled in recent years and the scope of services managed and
provided by tribal programs has also expanded greatly. Tribes have
historically assumed control of community services first and then expanded
into medical care. For example, the CHR program and community-based
components of the alcohol programs have been almost 100 percent tribally-
operated. Tribally-operated hospitals has now started to rise, and over 20
percent of the hospitals funded by IHS are managed by tribes. This trend
is expanding their scope and is also reflected in the increasing number of
ambulatory medical facilities now managed by tribes.

Title I Joint Rulemaking:

In August 1997, the final joint Department of Health and Human Services and
Department of Interior rule implementing P.L. 103-413, the 1994 Amendments
to the Indian Self-Determination Act, became effective. The final rule ‘was
developed with active tribal participation using the guidance of the
Negotiating Rulemaking Act. The joint rule permits the Departments to
award contracts and grants to Indian tribes without the unnecessary burden
of confusion associated with having two sets of rules for single-program
legislation. The Act, and the joint rule, will facilitate self-
determination contracting by Indian tribes.
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Self-Determination Implementation: Contract Support Cost Funding

Because the rate of T/TO entering into self-determination contracts and
compacts has been steadily increasing, the demand for contract support cost
{csC) funding to support T/TO in their contracting/compacting has also
increased. The CSC funding is authorized pursuant to Section 106 (a) (2)
of the ISDA. This funding has been used by T/TO to develop strong, stable
tribal governments which have in turn enabled them to professionally manage
their contracts/compacts and the corresponding services 'to their
communities. Additionally, through the funding of CSC, the IHS has helped
in the development of T/TO who are maturing and now achieving greater
levels of self-sufficiency in all areas.

It is critical to point out that the requested increases for CSC are
attributed to increased contracting and compacting by T/TO under both Title
I and III of the ISDA, a stated goal of both the Congress and the IHS. The
Agency has taken steps to ensure that funding provided is allowable,
allocable, reasonable, and necessary. The T/TO have, of necessity, also
borne some of the burdens of administrative streamlining. The IHS has,
beginning in FY 1995, provided administrative shares of its budget to T/TO
associated with their contracting and compacting activities. These shares
are made available to T/TO pursuant to Sections 102 (a) and 106 (n) of the
ISDA.
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Part]1 - AGENCY CONTEXT FOR
PERFORMANCE MEASUREMENT

Tomorrow
We have wept the blood of countless ages as each of us raised high the lance of hate.
Now let us dry our tears and learn the dance and chant of the life cycle.
Tomorrow dances behind the sun in sacred promise of things to come for children not yet born,
Jor ours is the potential of truly lasting beauty, born of hape and shaped by deed.
Peter Blue Clond

Overview of the Context of GPRA in the IHS

The Indian Health Service (IHS) has embraced the Government Performance and Results Act
(GPRA) and its requirements as an extension of the public health approach that we have used for
almost a half of a century. In this document the final FY 2001 and revised final FY 2000
Performance Plans have been merged with the FY 1999 Performance Report consistent with the
required format developed within the Department of Health and Human Services (HHS). This
plan is submitted as an incremental step in complying with the Secretary’s Initiative to eliminate
racial and ethnic health disparities and the President’s Initiative to Eliminate Disparities in
Health Status Among Americans. Consistent with the proposed Healthy People 2010 goal of
achieving equivalent and improved health status for all Americans over the next decade, this plan
outlines a strategic set of performance indicators to address the significant health problems of the
American Indian and Alaska Native (AIVAN) population.

Indeed the disparity in health status that the IHS must address is formidable, particularly in terms
of death rates. Comparing the 1994-1996 Indian (IHS service area) age-adjusted death rates with
the U.S. all races population in 1995 reveals greater death rates in the AIVAN population for:

1) alcoholism - 627% greater, 6) pneumonia and influenza - 71% greater,
2) tuberculosis - 533% greater, 7) homicide - 63 % greater,

3) diabetes mellitus - 249% greater, 8) gastrointestinal disease- 42% greater,
4) unintentional injuries - 204% greater, 9) infant mortality - 22% greater, and

5) suicide - 72% greater, 10) heart disease, 13% greater.

It was not surprising that a recent Harvard School of Public Health/Centers for Disease Control
and Prevention (CDC) study found that the lowest life expectancies in the country (including
inner city ghettos) for both men and women exists in Indian corhrnunities. These rates are similar
to ones seen in sub-Saharan Africa and are the lowest of any nation in this hemisphere except
Haiti. Itis also not surprising that these Indian people have also been identified as living in the
poorest counties in the country. Even more alarming, the most recent data (provided in Section
1.2 of this plan) documents that the mortality disparities for AI/AN people are actually
worsening.

Despite these formidable challenges, the IHS in partnership with its stakeholders, view the
GPRA as part of the process for assuring the capacity 1o serve AVAN people. We are optimistic
about the future and encouraged and appreciative of the support of the Department, OMB, and
Congress in the development of this and last year's budgets and of the improved level and quality

3
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of consultation that has occurred with tribes. In particular, the regional meetings/ listening
sessions convened by the Department's leadership provided a valuable dialogue process that was
informative and empowering to the AI/AN people and should contnbute to enhanced
collaborative activities within and outside the Department.

The performance indicators and requested funding increases supporting this plan are
predominately directed at improving access to health services for AI/AN people. However, it is
important to acknowledge that due to the nature of many of the diseases and conditions afflicting
AVAN people, they are not likely to respond immediately to increased access to services. Like
an ocean liner or large freight train which continues to move forward for a considerable time
even after the engines are reversed, so will some chronic and/or life-style related conditions
continue to afflict the A/AN population. For these conditions, improved health outcomes are
likely to take several or many years before they are realized. Thus, initially it will be a
significant challenge to stop the escalation of disease mortality and morbidity evident from the
most recent data presented in Section 1.2 of this document.

This plan and its FY 1999 and 2000 predecessors represents significant efforts over the past three
years by the IHS and its diverse stakeholders in which a " bottom-up" approach to budget
formulation and GPRA performance planning has been used. This approach was adopted to
support the Indian self-determination process and honor the govemment to govemment
relationship that exists with tribes. Beginning with the development of the FY 1999 budget and
Performance Plan, regional meetings were held to outline the GPRA and budget formulation
process for all [HS Area Formulation Teams.

These Area teams then provided representatives of their local programs the opportunity for input
and review of the Area recommendations, which were then compiled. For the past two years
Area Formulation Team representatives then came together along with tribal leaders and
representatives from several Indian organizations to merge and reconcile the Area
recommendations into a single IHS set of budget priorities.

Using these identified budget priorities, a multidisciplinary team of stakeholders that included
health program, budget, and information technology experts, epidemiologists, and IHS and tribal
managers developed this plan. In addition to the identified budget priorities this plan reflects the
context of both the Department of Health and Human Services (HHS) Strategic Plan, the
President's and Secretary’s initiatives, and the Healthy People 2000/2010 goals and objectives.

This performance plan and the requested budget that underpins it, represent a cost-effective
public health approach to reduce the health disparities that prevail for AI/AN people. By most
objective measures of efficiency and effectiveness in addressing health problems, we have been
and are frugal and have a proud history of accomplishments that documnent the achievement of
significant results long before it was required by law. With reasonable support over the next
decade, in partnership with our stakeholders, we will accomplish even more.
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1.1 Agency Mission and Long-Term Goals

The Indian Health Service (IHS) has the responsibility for the delivery of health services to
Federally-recognized American Indians and Alaska Natives (AI/AN) through a system of IHS,
tribal, and urban (I/T/U) operated facilities and programs based on treaties, judicial
determinations, and Acts of Congress. In 1995 a group of stakeholders charged by the IHS
Director to reorganize the [HS, revised the mission and goal and added a foundation as follows:

MISSION:
The mission of the Indian Health Service, in partnership with American Indian and Alaska
Native people, is to raise their physical, mental, social, and spiritual health to the highest level.

GOAL:
To assure that comprehensive, culturally acceptable personal and public health services are
available and accessible to American Indian and Alaska Native people.

FOUNDATION.

To uphold the Federal Government’s obligation to promote heahhy American Indian and
Alaska Native people, communities, and cultures and to honor and protect the inherent
sovereign rights of Tribes.

These three responsibilities have been integrated into the evolving IHS component of the
Department of Health and Human Services (HHS) Strategic Plan for the GPRA to yield four
broad IHS Strategic Objectives to guide the Agency into the next millennium. The first is
essentially a restatement of the HHS Strategic Plan Objecnve 3.6 Improve the health status of
American Indian and Alaska Natives, while the: remanung three strategic objectives represent the
means to achieve the first:

Strategic Objective 1: Improve Health Status
‘To reduce mortality and morbidity rates and enhance the qualny of life for the el:gible
American Indian and Alaska Native population.

Strategic Objective 2: Provide Health Services

To assure access to high quality comprehensive public health services (i.e., clinical,
preventive, community-based, educational, etc.) provided by qualified and culturally sensitive
health professionals with adequate support infrastructure (i.e., facilities, support staff,
equipment, supplies, training, etc.)

Strategic Objective 3:  Assure Partnerships and Consultation with I/T/Us
To assure that I/T/Us, and IHS Area Offices and Headquarters achieve a mutually acceptable
partnership in addressing health problems:
-« providing adequate opportunities for I/T/Us and American Indian and Alaska Native
organizations to participate in critical functions such as policy development and budget
formulation, and
> assuring that VT/Us have adequare information to make mformed decisions regarding
options for receiving heal!h services.
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Strategic Objective 4: Perform Core Functions and Advocacy
Consistent with the IHS Mission, Goal and Foundation, to effectively and efficiently:

advocate for the health care needs of the American Indian and Alaska Native people, and
- execute the core public health and inherent Federal functions.

These Strategic Objectives are essential for the realization of our Mission, Goal, and Foundation
over the next five to 10 years by setting the programmatic, policy, and management course for
the IHS. They are also consistent with the most recognized approach to evaluating health care
organizations in that they address the structure, process, and outcomes of health care delivery
and provide the conceptual and philosophical framework for the performance indicators outlined
in this annual performance plan. :

During FY 2000, the IHS and it stakeholders will identify specific long-term quantifiable health
status and health care measures that will serve to provide benchmarks for focusing improvement
efforts for the future. In essence, this effort will establish quantified targets for Strategic
Objectives 1 and 2. While the IHS is waiting to review and consider the final recommendations
from the Healthy People 2010 efforts, preliminary work with stakeholders has identified several
likely health measures to set long-term improvement targets for the AIAN population that
include:

years of potential life lost
accident/injury death rate
diabetes prevalence and death rates
- infant death rate
immunization rates for children and adults
Quality of Life Index
" cancer survival rate
obesity prevalence rate
suicide rate
rate of children free of dental decay and adults with 20 or more functional teeth
prevalence of substance abuse (i.e., alcohol, drugs, and tobacco)
percent of homes with adequate water and sewage facilities

Clearly making measurable improvements in these health measures is mission critical because
they represent many of the areas of greatest disparities between the AVAN people and the U.S.
general population. Eliminating only these disparities within even 20 years would represent a

public health accomplishment of unparalleled magnitude in recent history.
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1.2 Olrganization, Programs, Operations, Strategies and Resources

The IHS is the Operating Division (OPDIV) within HHS charged with administering the
principal health program for the eligible AAN population. The IHS provides comprehensive
health services through its I/T/U system of facilities and programs. Many of the people served
by the IHS live in some of the most remote and poverty stricken areas of the country, and these
health services represent their only source of health care. In terms of magnitude, the I'T/Us
provide health services to over 1.3 million people through 151 service units composed of 554
health care delivery facilities, including 49 hospitals, 218 health centers, 7 schoo! health centers,
and 280 health stations, satellite clinics, and Alaska village clinics.

Within this system, Indian tribes deliver IHS-funded services to their own communities with
about 42 percent of the IHS direct services budget in 13 hospitals, 160 health centers, 3 school
health centers, and 236 health stations, satellite clinics, and Alaska village clinics. Tribes who
have elected to retain the Federal administration of their health services at the present time
receive services with about 58 percent of the IHS direct services budget in 36 hospitals, 58 health
centers, 4 school health centers, and 44 health stations and satellite clinics. The range of services
includes inpatient and ambulatory care, extensive preventive care, and a diversity of health
promotion and disease prevention activities.

In addition, various health care and referral services are provided to Indian people away from the
reservation settings through 34 urban Indian health programs. It is estimated that aimost 60
percent of all AI/ANs now reside in or near urban centers rather than reservations and available
evidence suggests they have considerable health care needs. The Contract Health Services
program is an integral part of the IHS system for purchasing services from non-IHS providers to
support, or in some cases in lieu of, direct care services. Contract Health Services represents
about 18 percent of the IHS Budget and is distributed to IHS and Tribal programs at the same
relative percentage as direct services funding (i.e., IHS = 59%, Tribal = 41%). In FY 1998, the
IHS Fiscal Intermediary processed approximately 350,000 payment claims.

Since its inception in 1955, the THS has demonstrated the ability to effectively utilize available
resources to improve the health status of the AIAN people. This contention is supported by
dramatic improvements in mortality rates between 1972-74 and 1994-96, including:

maternal mortality reduced 78% (27.7 to 6.1 per 100,000)
tuberculosis mortality reduced 82% (10.5 to 1.9 per 100,000)
gastrointestinal disease mortality reduced 76% (6.2 to 1.5 per 100,000)
infant mortality reduced 66% (22.2 to 7.6 per 100,000)
accident mortality reduced 57% (188.0 to 80.6 per 100,000)

. pneumonia and influenza mortality reduced 50% (40.8 to 20.2 per 100,000)

When compared with the U.S. general population, the IHS achieved these improved outcomes in
the face several complicating factors including:

e insufficient per capita expenditures for health care
o limited availability of providers (e.g., half the physicians and nurses per capita)
e higher costs for providing health care in isolated rural settings (loss of economies of scale)
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e lack of facilities in numerous locations and many outdated existing facilities (i.e., average
age of IHS facilities is 32 years in comparison to 9 years for the private sector)

* lower utilization of health care services (e.g., 25% annual utilization of dental service

 for AI/ANs compared to about 60% for US population overall)

e significantly higher health care needs because of poor health status (significantly higher
rates of diabetes, alcoholism, injuries, oral diseases, and overall death rate)

e  high unemployment, poverty, substandard housing, and other recognized contributing
factors to reduced health status

While overall outpatient visits have steadily increased with the AI/AN population growth of over
two percent annually, decreases have occurred in access to non-urgent primary services which
include:

20% decline in well child services between FY 1992 -96

14% decline in physical exams between FY 1994 -96

18% reduction in people receiving dental services between FY 1994 -96

28% reduction in water fluoridation compliance between FY 1994 -96

79% increasc in denials of claims from health care contractors between FY 1993- 96

In this context, the increasing demand for urgent care has reduced the capacity of the IHS to
provide the primary services that are critical to long-term health maintenance and improvement.
Of greatest concern are the most recent mortality data (FY 1996) available from the National
Center for Health Statistics adjusted for miscoding of AI/ANs. These data document an upward
trend in deaths of AI/AN people for the period of 1994-96 compared to the period 1992-94 from
cancer, diabetes, cerebrovascular disease, suicide, alcohol, and HIV/AIDS. The net result of
these categorical increases is an overall increase in death rate for AVAN people from 690 per -
100,000 population for the period 1992-94 to 699 per 100,000 population for the period 1994-96.
Given that the U.S. general population mortality rate declined during these comparable time:
periods from 513 per 100,000 population to 503 per 100,000 population, it is clear the health
disparity gap relative to AI/AN mortality is worsening.

Given these trends and challenges, the IHS and its diverse stakeholders have been reorganizing
the THS and are continually developing alternative methods to assure more efficient health
programs and administrative support to Indian communities. The redesign efforts emphasize
patient care; strengthening government to government relations; streamlining administration and
management; quality support services to field-based health care activities; diversification of
operations; facilities staffing expansion; and fair treatment of employees. This performance plan
supports and provides quantifiable measures for each of these priorities. :

The budget supponing this performance plan proposes a multidisciplinary approach that
crosscuts programs key to improving health status and addressing complex health problems
caused by chronic diseases and harmful behavioral health practices (see Executive Summary on
page 14 to enhance the integration of clinical expertise from medical, behavioral health, and
community health staff in order to address the top health problems identified by the I/'T/Us. The
community-based public health model is strengthened by emphasizing prevention strategies
throughout the clinical service activities as well as expanding the community health programs
and supporting partnerships with community resources such as public safety programs, schools,
and other community based organizations.
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The first priority in the budget request is to improve access to basic health services for AVAN
people. In this context, the request addresses the multiple health issues affecting the AVAN
population and is the beginning of a long-term plan to assure improvements in the health of the
AV/AN population. The proposal targets the health problems identified as highest priorities by
the I/'T/Us and responsible for much of the disparity in health status for the AI/AN population.
These include alcoholism and substance abuse, diabetes, cancer, mental health, elder health,
heart disease, injuries, dental health, maternal and child health, domestic violence, infectious
diseases, and sanitation.

The support for public health infrastructure is also fundamental to these initiatives. These
investments will support surveillance, prevention and treatment services and are based on “best
practices” defined in health literature. This approach is consistent with the Presidential
Executive Order directing Federal entities to employ such industry standards. Many of the IHS
performance indicators for "treatment” and "prevention” represent our commitment to this
process.

An essential component of supporting access to services and improving health status in the long
run is to assure that there are adequate facilities and equipment for the provision of health
services. With average age of IHS facilities being 32 years, the IHS must assure an efficient,
safe, and pleasant environment for the provision of services by ongoing maintenance, repair,
renovation, and replacement of health care facilities. The funding request for these functions is
underpinned by performance measures in the section addressing Capital

Programming/Infrastructure.

Also critical is the provision of adequate contract support services to the tribal health delivery
system. These requested funds will provide for tribal communities to assure that there are

" utilities, training, clerical staff, administrative and financial services needed to operate health
programs. This investment is consistent with the Administration’s commitment to expanding
tribal participation in the management of the programs and the principles of the Indian Self-
Determination Act.

Another target of the FY 2001 funding request is water and sewer systems for new and existing
homes at the community level to support further progress to be made in preventing infectious
diseases and improving the quality of life and is thus specifically addressed in this plan. This
performance plan backs this request with a specific performance measure as part of the Capital
Programming/Infrastructure section of this document.

In summary this performance plan and budget request represents an initial increment required to
move forward to make improvements in the health status of AIVAN people and ultimately reduce
the significant health disparities they face.
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1.3 Partnerships and Coordination

Given the magnitude of A/AN health disparities and recent trends in IHS funding, it is critical
that the THS identify and collaborate with all available outside organizations with the capacity,
capability, and interest to assist in addressing these diverse health problems. Our resolve to
develop this cross-cutting network is evident by IHS Performance Indicator 35 that commits to
expanding our collaborative network.

It is important to acknowledge that in most cases this assistance will not consist of providing
health care personne! or resources to provide basic health services to AI/AN people. The
exception to this pattern has been agreements made with military health units or medical and
other health profession schools who make available health care providers for short periods of
time. Thus, it is unlikely that the IHS will make significant gains in expanding access to services
by expanding the collaborative network that result in adding significant numbers of providers to
VT/U system. However, the significant benefits that have been realized through these
collaborations warrant further efforts to expand this network.

Most agreements and collaborative partnerships the IHS has negotiated relate to gaining
assistance in developing or disseminating new heaith care and/or surveillance technologies or
securing a variety of training and technical assistance support for 'T/U providers. In addition,
IHS has been collaborating with HCFA to improve the annual rate setting process for Medicare
and Medicaid. Over the last few years, HCFA has assisted IHS in the development of annual
Medicare Cost Reports and this has served to improve the annual rate setting. Furthermore,
improved rate setting has resulted in increased Medicare and Medicaid collections.

The following examples of recent and developing collaborative activities met one or more of the
following criteria:

o clearly presents the true influence that the Federal agency and its programs wicld

¢ shows program coordination as key elements of interest with GPRA implementation to
achieve performance goals

e clarifies roles of the agency, related Federal 4gencies, and performance partners

» demonstrates agency strategy to coordinate cfforts of crosscutting programs-activities,
complementary and common

e documents uniqueness of the agency and its distinguishable contributions,
complementary and common

* presents agency plans for eliminating duplication and overlap

- PROGRAM COORDINATION BY PARTNER
WITHIN DHHS:

F/Hea ureau
e agreements for IHS to provide health related training and technical assistance to AI/AN Head
Start programs
e collaboration in joint Head Start- IHS Obesity Prevention Initiative( see Indicator 25 on page
62)
10



AHRQ (FORMERLY AHCPR) .

o collaborated to dévelop a Quality Measurement and Improvement fellowship position in
AHRQ

¢ collaborating on incorporating IHS inpatient data in AHRQ's Healthcare Cost and Utilization
Project database

« collaborated in supporting the December 1999 "Crafting the Future of American Indian
Health" conference in San Diego to assist tribe in developing collaborations and partnerships
with medical and university communities

* collaborating on working together to provide support as IHS restructures its research program

e collaborating on the development of a Medical Expenditure Panel Survey with the National
Center for Health Statistics (NCHS)

ASSISTANT SECRETARY FOR PLANNING AND EVALUATION (ASPE)
o supported the role of HHS with the White House Mental Health Conference to meet the
mandate of the 1999 State of the Union address of President Clinton

(o110}

The IHS and CDC have collaborated in addressing a diversity of health issues over the past
decade. As a result, the IHS and CDC now annually develop an umbrella agreement and work
plan that currently addresses:

cancer and cancer surveillance

smoking and tobacco control

diabetes and the Diabetes Prevention Center in Gallup, NM, which is a jointly sponsored
initiative contracted to the University of New Mexico .

reproductive health/sexually transmitted discases

immunizations/vaccines

injury prevention

hantavirus surveillance and study

Other agreements with CDC address:

e chronic disease prevention and health promotion activities

o hepatitis prevention and control

e nutrient database for A/AN foods as a component of the National Food and Nutrient
Analysis program

¢ assignment of a public health advisor for vaccine-preventable disease control

In addition, the IHS and CDC are in the process of formalizing new agreements for FY 2000
addressing support for water fluoridation and exercise/fitness demonstration projects that are
represented in the IHS FY 2000 and FY 2001 Performance Plans.

FDA

o assistance and cooperation in reducing radiation exposures; analysis of radiation use in
diagnostic radiation operations; education and training on radlanon health and safety and
exchange of information on medical devices :

11
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HCFA

e establish a Liaison to advise HCFA managers on policy information respectwe to hea]th care

program's administered by the IHS and Tribal Governments

established IHS representative on National Medicare Education Program Task Force

o established HFCA personnel assignments to Indlan Health Care issues at all Regional Offices
and at the Baltimore Office

» negotiated new Medicare/Medicaid rates for IHS

s collaborated on a number of legislative initiatives

* collaborated on IHS/HCFA eligibility listings of beneficiaries through Beneficiary
Eligibility Workgroup
collaborated on Home Health Care through workgroup
collaborated through HCFA/IHS Steering Committee to discuss major issues affecting the
agencies

e Collaborated with HSRA and THS on "Dear State Health Official ” letter announcing
Department policy to exempt AI/AN children from cost sharing provisions under the SCHIP
IHS representative on HCFA APC Workgroup
collaborated on Business Office conferences and TECH Fair
collaborated on reimbursement issues across state lines with our Regional Treatment
facilities.

!
HRSA
¢ provide support for PHS Primary Care Policy Fellowship program to bring 30 Federal and
private sector primary care leaders to enhance their capabilities to advance the primary care
agenda at the local, state, and national level. It also sponsors a mid-year Primary Care
Networking Conference for collaborations.

NIH

s NIH/NCI for research into etiology of cancer, incidence and prevalence among Northwest
American Indians and Alaska Natives

o National Institute for Dental and Craniofacial Research - treatment of Native Americans with
Non-Insulin Dependent Diabetes Mellitus and Periodontal Disease

« National Institute of Diabetes & Digestive Kidney Diseases - comprehensive evaluations of
diabetic renal disease in the Pima Indian population and to provide for training in diabetes
care

e provide engineering services to Rocky Mountain Laboratory Upgrade Project

e National Institute of General Medical Sciences -support various THS grant projects

OMH
o support Tribal Colleges and Universities/HHS Annual Conference

OWH
e workshops for women's health issues

SAMHSA
® co-sponsor SAMHSA's Second National Conference on Woman, Life Pathways: Woman
Healing, Thriving, and Celebrating

12
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- OTHER FEDERAL AGENCIES

1
* provide technical assistance and training for background checks of employees of tribal health
programs .
e addressed ongoing adolescent suicide problems among A/AN youth
® co-sponsored June 1999 National Youth Conference with BIA and ANA.

DOJ :
e develop capability to photographically document and electronically transmit photographs of
injuries sustained by crime victims.

EPA

e coordinate activities of both agencies in a manner that promote the mutual interests, cost-
efficiency, and overlapping responsibilities to design and construct wastewater treatment
projects on American Indian reservations using cross-cutting services and resources.

e Tribes are provided the opportunity for consultation on projects and may choose to
administer their project through grant applications with [HS and EPA providing the technical
guidance and support.

o assist the IHS in obtaining professional services from dentists and dental hygienists

UspA
e agrecment for WIC services for Head Start Indian children to provide basic nutrition food
items to ensure health physical development of children between ages 1-5 years old

ks

Nationally, IHS is collaborating with VA on targeted data systems and credentialing.

Native American veterans.registered with VA will be targeted for VHA services as a result of
identification of under-served areas of Indian country where Native Americans reside

¢ Many local IHS facilities have care agreements and pharmaceutical supply agreements with.
nearby VA facilities.

OTHER PROGRAM COORDINATION BY SUBJECT

! i Yo itiative
The IHS Director is currently spearheading a Domestic Policy Council multi-departmental
initiative for AI/AN children and youth around two themes:
1. Ensuring a safe and healthy home and community
2. Ensuring personal development within the context of developing communities

13
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Response thus far has encouraging with active participation from HUD, DOI, DOA, DOT, and
several HHS OPDIVs. The ultimate goal for the initiative is to improve the status of AVAN
children and youth relative to indicators reflecting the two themes. The approach is to
collaborate with agencies that serve ALAN people to improve coordination of services and
increase access to services for AVAN communities (including urban aréas). Included in this

effort is the drafting of an Executive Order to redirect policy and support needed legislative
changes. In addition, the initial workgroup of this initiative embraced the importance of agencies
documenting their commitment to the initiative through identifying appropriate specific GPRA
performance indicators.

Obstetrics and Gvnecology Training and Technical Assistance from the American College
gL_!me.Ln_ﬁ and Gvnecoloev (ACOG)
ACOG Fellows in Service Program recruits college ob/gyn doctors for short term
assignments in IHS facilities to fill in while our IHS physicians are on leave, matemity leave,
educational training, etc. There are approximately 12-15 assignments that occur during each

year

e The ACOG Committee on American Indian Affairs.conducts OB/GYN Quality Assurance
site visits to 2-3 THS facilities each year

¢ ACOG Post-Graduate Courses on Neonatal and Gynocologic Care course is built around and
focuses the training to the environment/setting of IHS facilities and services. Approximately
100 doctors, nurses, physician assistants, and others attend annually to keep updated with
OB/GYN standards.

Injury Prevention

The mission of the [HS Injury Prevention Program is to decrease the incidence of severe injuries
and death to the lowest possible level and increase the ability of tribes to address their injury
problems. The IHS has initiated an aggressive public health attack to prevent traumatic injury.
Primary emphasis is directed to the greatest cause, motor vehicle crashes, and to the most
common risk factors, lack of use of safety restraints, abuse of alcohol, and poor road conditions
in rural areas. Other projects are focusing on preventing injuries to the elderly as a result of
falling, the prevention of burn and fire injuries that occur in the home, the use of motorcycle and
‘bicycle helmets to reduce traumatic brain injury, and drowning prevention.

To accomplish their mission, the IHS Injury Prevention Program has formed partnerships with
many government and non-govemnment agencies. Formal Interagency Agreements exist between
IHS and the National Center for Injury Prevention and Control, the U.S. Fire Administration, and
National Highway Traffic Safety Administration. Program staff work with many other agencies
and groups including the following; the National Safe Kids Campaign, the Consumer Product
Safety Commission; National Safety Council's Air Bag Safety Campaign; Bureau of Indian
Affairs' Law Enforcement Services and Division of Highway Safety; American Academy of
Pediatrics, Committee on American Indian & Alaska Native Child Health; Federal Highway
Administration; HRSA's Division of Matenal & Child Health; The Johns Hopkins University;
Harborview Injury Prevention Research Center; and private foundations.
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1.4 Summary FY 1999 Performance Report:
Accountability through Performance Measurement

A History of Commitment to Performance

The IHS has practiced performance management and performance measurement for almost a half
of a century. We have demonstrated this commitment by being pioneers in quality assurance in
health care, health services resource planning, the application of information technology to
health care, and the use of alternative providers and the application of the Community Oriented
Primary Care approaches to health care delivery. These efforts and many others were essential
to achieving the mostly unspoken and unwritten commitment adopted by most I'T/U staff to
accomplish the most good (i.e., improved health), for the largest number of people, at the lowest
" possible cost, and in a manner that is acceptable to the consumer and the provider. As presented
in Section 1.2, between 1972 and 1994, these efforts resulted in dramatic improvements in
mortality rates for AIYAN population.

During our early years the results of our efforts were published as reports and journal articles
from across the healthcare disciplines, often in collaboration with outside researchers and
evaluators. While this collaborative approach is still used today, since 1984 the results of these
efforts in terms of the health services provided, health outcomes, and other relevant
demographics of A/AN people have been annually reported in the publication Trends in Indian
Health. 1n 1990 a second annual report, Regional Differences in Indian Health, was added to
provide similar information specific to each of the 12 IHS Areas.

More recently the IHS has prepared the IHS Accountability Report for each fiscal year since FY
1996, which overviews health program accomplishments and management accountability and
includes the annual report on the financial statement audit. While performance management and
performance measurement have come a long way with the implementation of GPRA, it
represents a new challenge but a familiar concept for the IHS.

FY 1999 Performance Summary
The FY 1999 performance report is included with each indicator in Part II of this document. The
data are summarized in tables that precede each set of performance indicators and are elaborated
in greater detail under the description of each individual indicator. The Y2K efforts over the past
year and recent conversion to new hardware and software at our data center diverted
considerable attention away from normal health care data managing activities. As a result, when
preliminary data runs were recently made, some of the new conversions routines were not
completely functional and a significant volume of data were missing from many field sites.
Despite these difficulties, with considerable effort the IHS is able to report on 20 of the 27
indicators. Of these 20 indicators, 16 were attained completely, four were partially attained, and
one was not met.

While all of the IHS process indicators were met to at least some degree, the most challenging
and most important measures in terms of our mission are the indicators that address access to
critical health services. In this.light, it is of great concern that the indicator addressing the
immunization of children was not met for FY 1999. Similarly, while the dental indicators
addressing access to care (Indicator 12, page 45) and dental sealant coverage in children
(Indicator 13, page 46) were met, they do not represent increases in services for AVAN people.
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Furthermore, while data or analyses of data are not yet available for the indicators that address
four indicators relating to services for diabetic patients (available by August 2000), it is uncertaint
whether these will be achieved.

This projection is largely based on growing difficulties in the recruitment and retention of health
professionals, particularly dentists, pharmacists, and nurses, which have approached 20%
vacancy during FY 1999 and are continuing in FY 2000; the highest rates in our history. Indeed,
vacancies of this magnitude will continue to make the achievement of access-related
performance measures very difficult. A detailed analysis of this problem is presented in the
section that follows addressing external factors influencing success.

Despite these challenges, the implementation of GPRA in the IHS has resulted in some
unanticipated benefits that are likely to contribute to future success. First, the GPRA/Budget
Formulation process has increased collaboration and understanding of public health and
budgeting across the diverse IHS stakeholders. The process of addressing these issues beginning
at the local level and moving up has aligned and mobilized tribal leaders and consumners about
funding issues that address significant public health problems. In this process health program
staff have learned more about the IHS budget process and budget/finance staff have learned more
about public health. But probably of most importance, tribal leaders and consumers have had the
opportunity to have dialogue about the "big picture" of Indian health and learn more about both
public health and budgeting.

This new knowledge appears to have resulted in improved cooperation across the diverse I/'T/U
network. As a result, /'T/U leaders are using this knowledge within the political system to speak
in less parochial and more unified voices supported by data, to justify funding requests.
Furthermore, a growing number of tribally managed programs that legally do not have to
participate in GPRA are not only participating, but encouraging other tribal programs to do
likewise. We are hopeful that the collaborative reflection on our successes and challenges from
the FY 1999 GPRA process will serve to improve our performance in the future.

External Factors Influencing Success

A variety of external factors have functioned as powerful determinants in the level of attainment
of the FY 1999 Performance Report and will continue to influence our success in future
performance reports. It is important to acknowledge that for many of these factors the distinction
between what is external versus intemal is often blurred. However, making this distinction is a
critical element in successfully addressing them.

Recruitment and Retention of Health Care Providers

As acknowledged in the previous section, vacancy rates for some health care providers are at the
highest level in [HS' history and are directly related to difficulties in both the recruitment and
retention of these providers. The reasons for these recruitment and retention difficulties are
complex and include both external factors as well as factors within the I/T/U settings. The
broader external factors are the growing debt levels for health professionals leaving school,
coupled with increasing earning potential in the private sector as a result of a healthy economy
and relative shortages of these health professionals. The factors within the IHS context include
relatively poor salary parity between the Federal systems and the private sector, isolation and a
lack of urban amenities in many reservation settings. Furthermore, limited spousal employment
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opportunities, ancillary support, and clinical space to address an ever-increasing patient load,
have also contributed to recruitment and retention difficulties.

These local factors coupled with diminished professional support from downsized Areas and
Headquarters, which includes reduced career development and training opportunities, have
resulted in an a decrease in morale of 'T/U providers. Objective indicators for this trend include
the relatively low score of the IHS in the 1998 and 1999 HHS surveys which define the Human
Resource Management Index from the Department as a whole and for each OPDIV. This annual
process is based on a survey of a sample of employces from each HHS agency and has been
designed to assess several recognized components of the "quality of work life." In addition to
this measure, there has been a significant increase in EEO filed complaints over the past few
years within the THS.

Thus, the net effect of these trends is to compound the retention problem because the staff are
affected by diminished support and overwhelmed by the patient load. For consumers, the
waiting times for appointments increase and complaint rates increase. This can result in staff
becoming discouraged and resigning, patients giving up trying to access the system for health
care needs except emergencies, and access to services such as well-baby, cancer screening,
dental care, or diabetes control in effect become reduced.

The IHS is committed to improving its performance in the recruitment and retention of well
qualified health care providers and the FY 2000 and 2001 Budget Requests and Performance
Plans strategically address this problem. Activities directed towards this end include:

expand web-based recruiting efforts

expand use of alternative Federal pay structures to address pay parity issues

expand the loan repayment program and make it more flexible for I/T/U use

develop alternative mechanisms to support health disciplines in partnership with tribes and
tribal organizations

* enhance quality of work hfe (QWL) through greater adoption of HHS QWL pohcm and

- enhanced leadership training

v
The relationship between poverty and higher levels of morbidity and mortality for both acute and
chronic diseases and conditions has been documented worldwide. In fact, many of the racial and
ethnic disparities in health status disappear when analyses control for education and
socioeconomic status. Across Indian Country, mortality and morbidity rates generally follow the
general economic indicators such a socioeconomic status, employment rate, and also educational
level. As noted in the introduction of this document, the IHS serves several of the poorest
communities in the country that also have the lowest life expectancy rates.

‘While increasing access to comprehensive health services over time will reduce both monrtality
and morbidity to some degree in these situations, health services alone are not likely to eliminate
the huge health disparity gap that now exists, unless the other complex factors contributing to
poverty are also addressed. However, it must be acknowledged that the current limitations on
access to many essential services are contributing not only to poor health but also to poor
economic conditions. Indeed, poor health status should be viewed as both a cause and an effect
of poverty.
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We offér an example of how powerful even relatively mundane and non life-threatening health
problems can be when they are extreme. Between 1988 and 1991 the IHS Dental Program
participated in the World Health Organization sponsored International Collaborative Study of
Oral Health Outcomes. Data were collected on the Lakota Sioux Indian people on the Pine -
Ridge and Rosebud Reservations in South Dakota and on Navajo people in the northeast corner
of the Navajo reservation in Arizona and New Mexico. Other study sites include Baltimore and
San Antonio in the United States and Latvia, France, New Zealand, and Japan. The study
included calibrated and standardized oral examinations with assessments of disease rates and
treatment needs and a detailed patient interview that included a history of dental experiences and
problems.

The oral health examination corroborated findings from IHS surveys that the oral conditions
of Navajo and Lakota Indian people were very poor with disease rates two to four times that
of all other study sites. Findings from the studies patient interview that assessed the impact of
oral health on a variety of quality of life measures revealed the following alarming findings:

e one third of school children report missing school because of dental pain.
25% of school children avoid laughing or smiling and 20% avoid meeting other people
because of the way their teeth look.

s as a consequence of dental pain, almost a quarter of the adults are unable to chew hard foods,
almost 20% report difficulty sleeping, and 15% limit their activities (i.e., work and leisure).

o three quarters of the elderly experience dental symptoms, and half perceive their dental
health is poor, or very poor and are unable to chew hard food.

e almost half of the adults avoid laughing, smiling, and conversations with others because of
the way their teeth look.

These "quality of life measures" were 200 to 400 % more severe for the Indian study respondents
than those from any other sites including Baltimore and San Antonio. Clearly, conditions of this
magnitude represent significant disparities in health status and are not just dental problems, but
have significant sacial, psychological, and economic consequences on peoples' self-esteem and
their ability to learn, secure employment, and reach their full potential. When such dental
conditions are superimposed on top of other prevalent conditions normally considered far more
severe such as diabetes, alcoholism, and family violence, a person’s capability to achieve self-
sufficiency is seriously compromised. .

There is little doubt that in many AIVAN communities health status is contributing to the
economic hardship they experience. It is also true that improved health care alone cannot make
up for the lack of opportunities for economic development. Some tribes are making significant
progress in this process and many of these are the ones who have exercised their option under the
Indian Self-Determination legislation to manage their own health programs. While the IHS is
not an economic development organization, we are committed to assuring that our available
resources are used effectively to minimize the negative effects of poor health status on the
general socioeconomic well-being of AVAN communities. Furthermore we are working to
collaborate with the BIA, the Agency for Native Americans, and with other organizations with
the capacity to assist in economic development. Our success in improving health status in FY
1999 and many years to come will be strongly influenced by the overall success in addmsmg
poverty in Indian Country.
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A Lack of Cost-Effective Interventions for Chronic Diseases

A major challenge the IHS must address is how to provide health care in the face of increasing
mortality and morbidity rates for diseases such as alcoholism, diabetes, and cancer that represent
extremely costly conditions to treat. Of these problems, perhaps diabetes represents the greatest
economic threat to the IHS. Within the I/T/U system are communities with the highest diabetes
prevalence in the world with many other communities showing accelerating increases annually.
Although we are collaborating with CDC and the University of New Mexico to develop
preventive approaches, at this point in time, there are no proven large-scale educational or
medical interventions known to reduce the prevalence of this condition in populations.

Until a preventive technology is developed, we are faced with the costly medical management of
diabetics that is currently estimated in the diabetes literature at $5000 to $9000 per patient per
year. The IHS is funded at approximately $1350 per person per year with Medicare/Medicaid,
private insurance collections and out of pocket expenditures adding an estimated $500-700 more.
Thus, AIVAN people are funded at approximately $2000 per person annually compared to with
almost $4000 for the U.S. general population. In communities where the diabetes prevalence is
approaching 40-50 percent, the entire available per capita funding could be completely
consumed in treating diabetes, leaving nothing for alcoholism, cancer, injuries, oral health,
prenatal care, and well-baby/immunizations to name only a few.

Given these economi®realities, the I/T/Us are faced with difficult choices in assuring access to
essential health care, While there are always ways to improve efficiency and effectiveness and
“do more with less,” at least in this country, there are no private or public health systems that

- have set benchmarks for effectively addressing diseases problems of this magnitude with the
resources the IHS has had available. It appears decidedly easier to show a profit in the health
care industry than to improve the health of the poorer segments of the population. We contend
that since our inception in 1955 to the early 1990s, the IHS has set the benchmarks for rural
health care efficiency and effectiveness.

Clearly our long-term success in improving the health of the AI/AN population will be strongly
influenced by the development of major cost-effective treatment and/or preventive technologies
for addressing the many health conditions AVAN people experience at high rates.

ections
The IHS has established a priority to fully maximize third party collections for delivery of health
care services. This priority was established in recognition that increasing collections is a critical
element to maintaining and improving the delivery of health services to the IHS service
population. Over the last few years, IHS has significantly increased its third party collections,
which, have served to significantly boost the I/T/U's ability to improve the quantity and quality
of its health care services being provided to its population. However, changes in legislation and

HCFA policy at the national or at the state level could affect current reimbursement collection
levels and IHS" ability to maintain current service levels. For example, we have been working
with HCFA to resolve several reimbursement issues regarding the States implementation of the
Children's Health Insurance Program. One state has refused to reimburse IHS for inpatient
physician services for CHIP eligible children.
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Transitions to Tribal Management -
The rate of transition to tribal management of health prograrns has and will continue to represent

a significant challenge'to the IHS. This transition toward tribal management of health programs
superimposed on recent funding constraints has required Area Offices and Headquarters to
downsize significantly. An unfortunate side- effect of this downsizing has been the loss
economies of scale and reductions in the IHS public health infrastructure.
Furthermore, the Agency’s ability to meet inherent federal functions including the GPRA has
been reduced. However, there is also evidence that the transfer of resources and management
control to tribes has freed them to innovate, develop alternative resources, find new mechanisms
for building facilities, and enhance patient care, which ultimately will improve outcomes. The

“ level of success tribes are achieving is clearly linked to IHS funding and particularly contract
supports funds. What is still not completely clear at this time is at what level tribal programs
will participate in GPRA performance measurement, given that it is voluntary based on current
regulations. While a growing number of tribal programs have expressed a commitment to
submit data for GPRA in response to our active marketing of its importance, some have
expressed resistance based on a belief that it represents an unfunded and not required activity
that diverts resources away from patient care.

Indeed the IHS is in a challenging position with the responsibility of including tribal programs in
performance reporting, but lacking the authority to require tribes to submit their data. Despite
these challenges the IHS remains committed to tribal self-determination and to performance
management and views both as essential to the realization of our Mission and Goal.
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PART II - PROGRAM PLANNING AND ASSESMENT

It must be borne in mind that the tragedy of life doesn't lie in not reaching your goal. The
tragedy lies in having no goal to reach. It isn't calamity to die with dreams unfulfilled,
" but it is a calamity not to dream. It is not a disaster to be unable to capture your ideal,
but it is a disaster to have no ideal to capture. It is not a disgrace not to reach the stars,
but it is a disgrace to have no star to reach for. Not failure, but low aim is sin.

Benjamin Mays

Introduction and Rationale

The diagram that follows has been used the past three years to explain the GPRA process and
shows that it is essentially the same as the public health approach the IHS has long followed in
health planning and evaluation. The logic of this model links resources to activities or “process”
(both support and direct health services) which leads to reductions in risk factors for diseases and
conditions (i.e., impact) and over an extended period of time results in improved health
outcomes. The model also depicts how external influences such as economic status (see Section
1.4, The Role of Poverty) isolation, or social norms can have powerful effects on the success of
interventions, particularly in addressing lifestyle related health outcomes.

' The Public Health/GPRA Approach
%

4
Health Patient Health
Services ||| Impact ||| Outcome
—> - = mps

~mm[How?] -

In light of this conceptual model, three broad categories of indicators are of relevance.
Process Indicators:

Indicators that assess the quantity or quality of activities that have the potential to
contribute, at least indirectly, to reduced mortality or morbidity in the population over time.
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Process indicators include activities such as the construction of clinics, identification of the
prevalence of a disease or condition, implementation of consumer satisfaction surveys, and
the provision of some health services (i.e., services for which the link to improved health
outcomes has not been consistently demonstrated). These are important activities that may
be essential to running an effective health care program, but do not in and of themselves
result in improved health outcomes. The GPRA represents a process requirement, and
committing to comply with these requirements represent a process indicator. (See Activities
and Health Services boxes in diagram)

Impact Indicators:

Indicators that assess the quantity or quality of activities that have a scientific evidenced-
based link to improved health outcomes usually by a demonstrated reduction in a recognized
risk factor of mortality or morbidity in a population. These indicators are referred to as
“interim outcomes™ in much of the GPRA literature. They include activities such as
immunizations, dental sealants, assuring safe drinking water, and cancer screenings. Over
time these activities result in improved morbidity and/or mortality. Impact indicators are
usually the most appropriate type of indicator for annual performance plans because they
provide the most measurable link between funding and results. (see Patient Impact box in
diagram)

Outcome Indicators:
Indicators that relate to assessing changes in mortality or morbidity relative to a disease or
condition that program(s) address. While these indicators are the ultimate goal of health
care, for many health conditions it is often years before outcome benefits are realized.
Furthermore, identifying the cost of an observed outcome is often difficult our impossible in
the cases of conditions that multiple providers many be addressing simultaneously while
addressing other health conditions. Thus, outcome indicators are usually not the most
appropriate choice for annual performance plans, but are essential to identify for long-term
goals such as in the GPRA Strategic Plan. Examples include reducing the prevalence of
obesity, diabetic complications or reducing the unintentional injury montality rate (see
Health Qutcome box in diagram).

It is appropriate to note that general workload types of indicators such as total outpatient visits
and inpatient days are not included in this performance plan because any meaningful link to
health outcomes is indirect or circuitous, at best. As noted earlier, outpatient visits have grown
with population growth rather than varied with level of funding. Inpatient days have been
declining across the country as well as in the I'T/U care systems to control costs and neither of
these measures correlate in an interpretable way with improved health status. However, these
data will continue to be monitored and presented to the Department as part of the IHS annual
accountability report because they are of significance in the context of expenditures and demands
on the I'T/U system.

The IHS performance indicators represent sentinel indicators which are specifically focused on
the most significant health problems affecting AI/ANs and/or the essential services that address
them and identified by local I/T/Us. These problems include: diabetes, alcohol and substance
abuse, cancer, dental diseases, mental health, heart disease, family abuse and violence, injuries,
poor living environment, mental health, tobacco use, obesity, environmental hazards, and the
unique health problems of elders, women and children. They all represent important links in the
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GPRA/public health process directed towards outcomes. Some represent primary prevention that
attempts to prevent a disease or condition before it occurs (e.g., immunizations or controlling
weight to prevent heart disease or diabetes). Others are “secondary preventive” in nature in that
they attempt to reduce the morbidity and mortality associated with a disease or condition after it
_has occurred (e.g., access to dental care or breast cancer screening). Given that there will always
be ten leading causes of death, our focus is to intervene early in the processes that contribute
significantly to mortality and morbidity, rather than to target end point problems such as heart
attacks and stroke. This is the essence of the cost-effective public health approach that has
resulted in the improvements in health status of AIAN people over the last three decades.

We have also included indicators for improving how our consumers perceive the quality of and
access to services, how employees perceive the quality of their work-life, and how our
stakeholders perceive our-performance in assuring adequate consultation and advocating for their
needs. In addition, we have developed indicators addressing our effectiveness in building
collaborative relationships with other organizations in regards to cross-cutting issues and
meeting our obligations as an Agency in the Department.

These indicators do not represent the complete spectrum of activities and challenges the Agency
and the I/T/Us address as part of a comprehensive public health organization. To do so would
probably require several hundred indicators and require significant increases in resources just to
collect the data. Consistent with the proposed GAO guidance, these indicators are limited to a
vital few, represent multiple priorities, are linked to the responsible programs, and in many cases
are measures we have used for many years for program evaluation. Several are focused primarily
on better defining the magnitude of certain problems and improving our evaluation capability.

A major challenge in selecting indicators for a one-year plan is that many of the processes
_ mecessary for intervening in complex chronic discases require years or decades of focused efforts
to realize significant progress, even with significant resource enhancements. Therefore, only a
few of these indicators directly address health outcomes, while most are incremental activities
that will lead to such outcomes over time. In addition, several indicators directly embrace the
principles and intent of the National Partnership for Reinventing Government and link directly
with the Secretary’s Initiatives. Finally, all of the health problem related indicators support the
HP 2010 goals for AVAN, the draft HP 2010 goals, while all support the Department’s Strategic
Plan. : .

However, it is important to acknowledge that these indicators were developed in partnership with
Area and I/T/U staff and AVAN tribal leaders with the first priority being the need to reflect the
problems and strategic activities of the I/T/Us collectively. We believe this approach is essential
to secure the high level of collective support we will need with our diverse and decentralized
programs. Because of the diversity across I/'T/Us and the freedom of tribal programs to
participate in GPRA activities at their discretion, not all indicators will be of priority to all
I/T/Us. Furthermore, there are activities that are not included in these indicators that will
continue to be priorities, particularly health issues unique to local I/'T/Us. :
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Budget and Program Aggregation

Because of the number and diversity of IHS health programs, these activities can be organized in
many different ways. Our goal in presenting our performance measures is to the best of our

" ability relate performance to our budget. This is a serious challenge to the IHS for several

" reasons we will articulate, We have selected an aggregation approach largely based on the way
our programs are managed and have selected four functional areas for the aggregation of the 24
budget categories identified in the IHS “Detail of Change Table™: 1.) Treatment, 2.) Prevention,
3.) Capital Programming/Infrastructure, and 4.) Consultation, Partnerships, Core Functions, and
Advocacy. While this approach may appear to be an overly simplistic "lumping" of categories, it
is important to realize that there is no aggregation.or disaggregation that allows mutually
exclusive activities linked to mutually exclusive health problems.

This conundrum exists because addressing most chronic diseases and problems such as diabetes,
injuries, and family violence, require multidisciplinary interventions to successfully address. In
such cases, there may be several health programs (and thus funding categories) simultaneously
addressing a health problem such as diabetes. Confounding the issue further, these same diverse
providers may be addressing other health issues such as tobacco use, blood pressure control, or
mental health during the same encounter. Lastly, tribal programs, which now manage over 40% .
of the total IHS budget, have the legal flexibility to reprogram funding categories to meet their
identified health priorities and likewise use an accounting tailored to their needs and preferences.
As a result, with the exception of the facilities construction category, tribes tend to use resources
based on individual triba] priorities and the link between named categories in the IHS budget and
how the funds are actually used in tribal programs may not be highly correlated.

Thus, for tribal programs the aggregation issue is probably moot. For IHS managed programs,
aggregation of budget categories that not only splits out activities and funding sources but also
allows a valid cost accounting link to health outcomes can not be provided. In such cases, the
accounting link can go no farther than services. A manufacturing type of accounting mindset
taken to an extreme simply does not fit well in the context of a comprehensive public health
program. Therefore, the aggregation approach we have selected seems reasonable given the
limitations of any approach and that we do have the option to disaggregate these inputs if desired
for a more narrowly focused look at well circumscribed programs such as dental services and
public health nursing. There is no priority order to these categories and all are important in
accomplishing the mission of the IHS. Table I that follows shows the relationship between the
funding categories in IHS Detail of Change Table and the appendix of the “Budget of the United
States” and our GPRA aggregation. A brief explanation of the components of each aggregatiorn
category precedes each set of performance indicators. -

24



Deiail of Change Table

[" I SR Y

INDIAN HEALTH
SERVICE

262

Table I
Budget Category Aggregation

APPENDIX
Budget of the United States
items from left column

GPRA AGGREGATION

iterns from lef column

Ho:pll;ls & Health Clinics

Dental Services

Mental Health

Alcohol & Substance Abuse

Contract Health Services
Total, Clinical Services

Public Health Nursiag

SERVICES:

1 Clinlcal Serviees (1-5)

1

3

.

Treatment (1,2,3,4,5,10,11,12,14,15)

. Prevention (6,7,8,9,19b)*

Capital Programming/
Infrastructure (16-20)**

Partnerships, Consultation,
Core Functions, and Advocacy
(13,19a-c)***

*The Prevention category includes 35% of
Environmental Health Support (19b) activities.

**The Capital Programming/infrastructure
category includes 80% of Facilities Support
(19a), 60% of Environmental Health Support
(19b), and 20% of OEHE Support (19c)
activities.

***The Partnerships, Consultation, Core
Functions, and Advocacy category includes
20% of Facilities Support (19a), 5% of

6
7 Health Education
8 Comm. Health Reps
9 Immunization AK
Total, Prev Hith 2 Preventive Health (6-9)
10 Urban Health 3 Urban Heslth (10)
11 Indian Health Professions 4 Indian Health Professions (11)
12 Tribal Management S Tribal Managemeat (12)
13 Direct Operations 6 Direct Operations (13)
14 Sell Governance 7 Sell Governaace (14)
15 Contract Support Costs 8 Contract Support Costs (15)
Total, Services Total, Services
( H FACILITIES:
16 Maint. & Improvement 9 Maint. & lmprovement (16)
17 Sanit. Facil. Constr.
18 Hith Care Facs. Congr. 10 Hith Care Facs. Constr. (17-18)
19 Fadl & Envir. Hith Sup- 11 Facll. & Envir. Hith Sup (19s-
)
192 Fac. Support
19>  Eanv. Heslth Support
19¢  OEHE Support
20 Equipment 12 Equipment (20)
Total, Facllities Total, Facllitles
(20) Total, IHS (12) Total, IHS

Health Support (19b), and 80%
of OEHE Support (19c) activities.

(4 Total, IHS
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2.1.1 Treatment and Prevention Categories: Program Description,
Context and Summary of Performance

Program Description and Context

Treatment and Prevention indicators have been combined in this section for several reasons
including:

e the distinction between treatment and prevention is often blurred

¢ many health care programs provide both kinds of services

e approximately 90% of IHS resources are directed towards these activities

* monitoring for both is usually accomplished from the same data systems

" In essence, prevention and treatment are our business and virtually all other activities are
supportive to them. Combined they are the essence of IHS Strategic Objective 2: Provide Health
Services and the means to accomplishing our Mission and Goal and IHS Strategic Objective 1:
Improve Health Status: The indicators directly address the structure, process, and outcome of
treatment and preventive services. While some of these measures such as the dental indicators
12 and 13 and public health nursing indicator 19 can be closely linked to the funding request,
most are less directly evident in their linkage to funding because they represent activities
performed by staff from multiple disciplines who address multiple health problems. For a more
detailed discussion of the limitations in funding linkages with indicators, see Budget and
Program Aggregation on page 21 and Section A.4 on page 90 in the appendix of this document.

Ultimately, our performance in treatment and prevention activities will determine our level of
success in reaching our mission. While we are on track to accomplish many of the treatment and
prevention targets for FY 1999, several remain in question because of the growing difficulties in
recruitment and retention of critical health care providers. It is important to keep in mind in
reviewing performance indicators and performance results that with the A/AN population
increasing over two percent annually, each indicator that sets a target for the percent of the

" population covered, service capacity must be increased over two percent just to remain at the
same level of coverage. For a more detailed discussion of the issues influencing performance
accomplishment see the FY 1999 Performance Summary section beginning on page 14. In
addition, a performance summary table precedes each section of indicators and the description of
each individual indicator includes an assessment of estimated performance achievement for\)FY
1999.

The budget category/programs that make up the Treatment and Prevention categories, along with
their page reference in the budget are presented below:

Treatment Aggregation

Hospitals and Clinics - supports inpatient and ambulatory care and support services such as
nursing, pharmacy, laboratory, nutrition, medical records, etc (see page IHS-28 in FY 2001 -
budget document).

Dental Services - supports the provision of dental care.through clinical based treatment and
prevention services and community oral health promotion and discase prevention activities
including water fluoridation and dental sealants (see page IHS-42 in FY 2001 budget document).
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Mental Health - supports community oriented clinical and preventive mental health and social
services programs (see page IHS-48 in FY 2001 budget document).

Alcohol and Substance Abuse - supports the efforts of tribes in the provision of holistic
alcoholism and other drug dependency treatment, rehabilitation, and preventive services for
individuals and families (see page IHS-54 in FY 2001 budget document).

Urban Indian Health - supports contracts and grants to 34 urban health programs funded under
Title V of the Indian Health Care improvement Act (see page IHS-94 in FY 2001 budget
document). .

Indian Health Professions - supports self-determination and ac¢cess to health care through
efforts to allow AIAN to enter health professions, and effective recruitment of health staff by
providing scholarships, loan repayment, temporary employment, and health professions
recruitment (see page IHS-100 in FY 2001 budget document).

Self-Governance- provides short-fall funding of tribal self-governance compacts to avoid
adverse impact to non-compacting tribes as well as supporting the Office of Tribal Self-
Govemnance and Self-Governance Planning grants (see page IHS-116 in FY 2001 budget
document).

Contract Support - provides start-up, direct; and indirect costs that occur for tribal managed
programs in addition to what would have been provided under the direct provision of the
program as authorized under Section 106(a) (2) of P.L. 93-638, the Indian Self-Determination
Act, as amended (see page [HS-126 in FY 2001 budget document).

Prevention Aggregation

Public Health Nursing - supports the community-based Public Health Nursing program which
provides treatment, counseling, health education, and referral activities carried out in such setting
as homes, schools, jails, bars, and community centers in conjunction with a diversity of other
health care providers (see page IHS-76 in FY 2001 budget document).

Health Education - supports activities directed towards promoting healthy lifestyles,
community capacity building, and the appropriate use of health services through public health
education targeted at school health, employee health promotion, community health, and patient
education (see page IHS-80 in FY 2001 budget document).

Community Health Representative - supports the tribally administered program of training
AVAN community members in basic disease control and prevention. These activities include
serving as outreach workers with the knowledge and cultural sensitivity to effect change in
community acceptance and utilization of health care resources and use community-based
networks to enhance health promotion/disease prevention activities (see page [HS-84 in FY 2001
budget document).
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Alaska Immunization Program - supports the Alaska immunizations program to address
hepatitis and haemophilous influenzae through collaboration with the CDC (see page IHS-88 in
FY 2001 budget document).

Environmental Health Support - supports the IHS injury prevention program that coordinates
and provides grants for primary preventive community-based collaborative programs using
epidemiologically defined problem identification and evaluation methods (see page IHF—41 in
FY 2001 budget document).

2.1.2 Treatment and Prevention: Performance Indicators

The choice of these indicators was made after considerable deliberation and "trial and error” over
the past three years that has resulted in the acceptance of several selection criteria:
e they address major functional areas of our budget structure (i.e., major health programs)
e they represent I/'T/U priority areas in terms of addressing health problems
e they are relatively passive to I/T/U providers in that they are extracted from existing data
systemns and do not add to their workload
e they do not reward under reporting of conditions (i.e., reducing compllcatlon of diabetes
was dropped for this reason)
e they are evidenced-based and support recognized standards of care

While not all treatment and prevention indicators measure up to all these criteria, most come
close. To make clear the ultimate intent or outcome of each process or impact indicator, each
begin with a statement of intent followed by the intervention and target that will contribute to
this intent. However, it is important to acknowledge that for many indicators a measurable
change in the ultimate outcome is not likely to be seen in the one e year time span of the
performance plan.

The data that support the treatment and prevention indicators comes from several sources but the
largest number are extracted from the IHS automated information system which collects data on
the services provided by IHS and tribal direct and contract programs. In addition, the diabetes
treatment indicators 2-5 are extracted from the IHS Diabetes Audit that is an annual systemnatic .
audit of almost 10,000 charts. Beginning in FY 2001, these indicators will be based on three-year
-running averages from this audit.

The software used by [HS facilities and most tribal facilities is the Resource and Patient
Management System (RPMS). Data are collected for each inpatient discharge, ambulatory
medical visit, and dental visit (all patient specific) and for community health service programs
including health education, community health representatives, environmental health, nutrition,
public health nursing, mental health and social services, and substance abuse (all activities
reporting systems). The patient-specific data are collected through the Patient Care Component
(PCC) of the RPMS. For a discussion of data validation processes relative to this system and the
diabetes audit, see Appendix A.1.

Lastly, these indicators directly address the Secretary’s Initiative to-Eliminate Racial and Ethnic
Health Disparities and the President’s Initiative to Eliminate Disparities in Health Status Among.
Americans. Further connections with other initiatives and the HHS Strategxc Plan will be
identified in the "Linkages"” section of each indicator.
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Performance Summary Table 1:

Treatment Indicators
Performance Indicator FY Targets Actual Reference
Performance
Indicator 1; Maintain Arca age- FY 01: Maintain Data-base FY 01: P:p.32
specific diabetes prevalence rates FY 00: Maintain Data-base FY 00: B: p. IHS-34
(asa gate marker for diat FY 99: Establish baseli FY 99: basclinc established p. THS-130
incidence) for the AVAN '
population.
Indieator 2: Increase the proportion | FY 01: 3-year average improved | FY 01: P:p.33
of VT/U clients with diagnosed FY 00: 3-year average improved* | FY 00: B: p. [HS-34
Diabetes that have improved their FY 99: 38% FY 99: 9/00 IHS-130
glycemic control. . FY 98: 35% (baseline) P
Indicator 3: Increase the proportion | FY 01: 3-year average improved FY01: P:p.34
of I/T/U clients with diagnosed FY 00: 3-ycar average improved® | FY 00: B: p. IHS-34
diabetes and hypertension that have | FY 99: 30% FY 99: 9/00 p. IHS-130
hieved diabetic blood f FY 98: 27% (baseline)
control standards.
Indicator 4 : Increase the FY 01: 3-year average improved FYO1: P:p.35
proportion of I'T/U clients with FY 00: 3-year average improved* | FY 00: B: p. IHS-34
diagnosed diabetes who have been | FY 99: 81% FY 99: 9/00 p. [HS-130
assessed for dyslipidemia. FY 98: 79% (bascline) :
Indicator 5: Increase the proportion | FY 01: 3-year average improved FY 01: P:p.36
of UT/U clients with diagnosed FY 00; 3-ycar average improved* | FY 00: . B:p. IHS-35
diabetes who have been assessed for | FY 99: 36% . FY 99: 9/00 p. IHS-130
nephropathy. < FY 98: 33% (baselinc)
Indicator 6: Increase the " L P:p. 37
proportion of wornen who roceive EL&L:“": B .B: p. 1HS-35
. FY 01: +3% over FY 00 level FY 01: | IHS-136
Pap screcaing. FY 00: 43% aver FY 99 level* | FY 00: P
FY 99: baseline 4/00

Cervical Cancer

FY 99: determine incidence of
. cervical cancer

FY 99: 8-10 per 100,000 based
on 40% of AUAN
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Performance Indicator FY Targets Actual Reference *
Performance
Indicator 7: Increase proportion of FY 01: 43% ovet FY 00 level FY 01: P: p.38
the AVAN female papulation over 40 | gy go. 430/ (e FY 99 baseline* | FY 00: - B: p. HS-33
years of age who receive screening | by g e cpblich baseline FY 99: 4/00 p- THS-136
mammography.
Indicator 8: Increase the proportion | FY 01: +3% over FY 00 FY 01: P:p.40
of AVAN children receiving a FY 09: +3% over FY 99 FY 00: B: p.-IHS-37
minimum of four Well Child Visits FY 99: establish baseline FY 99: 38.5% provisional
by 27 months of age and expand .
coverage.
Indicator 9: Maintain the rates and Abstinence P:p.41
intensity of folow-up for adolesoems FY 01: +5% over FY 00 FY 01: B: p. IHS-54
discharged from IHS FY 00: establish baseline FY 00:
chonal Trestment Centns (RTC) Follow-up Rates
and assure abstinence. FY 01: FY 00 level or higher FY 01:
FY 00: +10% over FY 99 FY 00:
FY 99: establish baseline for 30 FY 99: 64.5% at 30 days
days, 6 months, and 12 months 55.2% at 6 months
follow-up rates 40.9% at 12 months
Indicator 10: Expand the percentage | FY 01: + 10% over FY 00 FY 01: P:p.43
of /T/U prenatal clinics utilizing FY 00: +5% over FY 99 level FY 00: B: p. IHS-54
ing and case FY 99: establish baseline FY 99: 3/00
Is for p b .
abusmg women and advocate to
expand usage.
Indicator 11; Immprove water FY 01: 10% over FY 00 FY 01: P:p. 44
fluoridation compliance for Areas FY 00: 15% over FY 99 FY 00: B: p. [HS42 -
participating in IHS/CDC FY 99: no indicator FY 99: bascline 6/00
Fluoridation Surveillance :
Demonstration Project.
Indicator 12: Increase annual FY 01: 25% FY 01: P:p.45
access to dental services for the FY 00: 23% FY 00: B:p. IHS42
AI/AN population. FY 99:21% FY 99: 23% preliminary
FY 98: 24.5% (bascline)
Indicator 13: Increase the 68 yrs P:p. 46
percentage of AL/AN children 6-8 FY 01: +3% over FY 00 FY 01: B: p. IHS-42
and 14-15 years who have received FY 00: +3% over FY 99* FY 00:
protective dental sealants on FY 99: 50% FY 99: 38.8%
permanent molar teeth. FY 91:40.1% baseline
= 14-15 yrs
FY 01:+3% aver FY 00 FY 01:
 FY 00:+3% over FY 99% FY 00:
FY 99:58% FY 99: 66.8%

FY 91: 66.5% baseline
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* indicates revised FY 2000
measure, see Summary of Changes
Table on pages 87-90

Performance Indicator FY Targets Actual Reference -
_ - Performance
'| Indicator 14: Increase the % of FY 01: 80% FY 01: P: p. 47

UT/U medical facilities with Urgent | FY 00: 70% FY 00; B: p. IHS-48

Care or Emergency departments or FY 99: 60% FY 99: 64%

-services that have written policies FY 98: 47% (bascline)

and procedures for routinely

identifying, treating and/or referring

victirms of family violence, abuse or

neglect (i.e., child, spouse, eiderly).

Indieator 15: Expand the FY 01: +10 over FY 00 level FY 01: P:p. 48

percentage of I/T/U programs that FY 00: +10 over FY 99 level FY 00: B: p. [HS-48

have implemented the use of the FY 99: 50% FY 99: 51%’ .

Mental Health/Social Services FY 98: est. 40-45% baselinc

(MH/SS) data reporting system.

Indicator 16: Develop the FY 01: implemented in 30% of FY 01: P: p. 49

specifications and implementation urban programs B: p. IHS- 94

plan for an automated mutually FY 00: test in at least one site* FY 00:

compatible information system FY 99: develop specs and plan FY 99: iccomplished 8/99

which captures health status and .

patient care data for Indian Urban

health care programs and implement

at field urban sites.

Indicatoy 17: Maintain 100% FY 01: 100% FY 01: P: p. 50

accreditation of all [HS hospitals and | FY 00: 100% FY 00; B: p. IHS-28

outpatient clinics. FY 99: 100% FY 99: 100%

FY 98: 100% (bascline)

Indicator 18: Improve AVAN FY 01: +5% over FY 00 baseline | FY 01: P:p. 51

consunter satisfaction with the FY 00: cstablish baseline* FY 00: , B:p. 1HS-28

acceptability and accessibility of FY 99: develop instrument and FY 99: instrument and protocol

health care as measured by IHS protocol complete

consumer satisfaction survey.

Total Treatment Funding: FY 01: §2,113,572,000 P: page# i
FY 00: $1,931,326,000 perform. plan
FY 99: $1,811,951,000 B: page #in
FY 98: $1,711,018,000

budget justif.
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A FY 2001 Treatment Indicators:

Indicator 1: To support planning for the treatment and prevention of diabetes
during FY 2001, maintain Area age-specific diabetes prevalence rates and identify
trends in the age-specific prevalence of diabetes (as a surrogate marker for diabetes
incidence) for the AI/AN population.

Rationale: Diabetes continues to be a growing problem in many AIVAN communities with rates
increasing rapidly in several Areas, age at diagnosis occurring at younger ages, and no signs of
decline in any Area. The impact of this disease in terms of individual and family suffering is
immense, as are the treatment costs to the Indian health delivery systems. Though incidence
rates of diabetes (occurrence of new cases within a certain time period) are very difficult and
expensive to collect, and are only done reliably in large, population-based studies, trends in age-
specific prevalence rates of diabetes can provide evidence of an increase or decrease in diabetes
for a certain age group and may suggest a change in true incidence. Analysis of these trends will

. allow the program and I/T/U’s to target prevention efforts to specific age groups in ongoing and
future interventions.

Approach: The IHS Office of Public Health is responsible for overall coordination of efforts to
achieve this indicator. The IHS Diabetes Program estimates diabetes prevalence of diagnosed
diabetes in Native Americans seeking care in I/'T/U facilities. Rates are calculated using the THS
automated record system (i.e., PCC/RPMS data), and are reported by geographic Area, gender,
and age groups for adults. Three-year rates will be calculated to reduce variability. Three-year
running rates (i.e., add the most recent year of data and drop the oldest year of data) will be used
in trend analysis. Longitudinal studies of diabetes conducted in Pima Indians since 1965 have
provided extensive information on the prevalence and incidence of diabetes in this tribal
community. While there are several other tribal-specific diabetes epidemiological studies, none
are to the depth of the Pima studies and they cover fewer than 10% of all tribes. Furthermore,
there are no published studies on the growing problem of type II diabetes in American Indian
youth, though there is extensive recognition by I/T/U providers that the age of diabetes onset is
declining to younger adults and children.

Local/tribal facilities can assess diabetes prevalence by using PCC registries and /or diabetes
case registries, deriving baseline measures for their tribal communities. The IHS Diabetes
Program and the IHS Chronic Disease Epiderniology Program can assist I/T/U facilities to
enhance their PCC registries and/or other diabetes registries, as well as establish and organize
systematic screening and data entry in order to better ascertain diabetes prevalence. Emphasis
will be placed upon the specific age groups identified for this measure.

Diabetes prevalence information will be collected, transformed into similar formats, and
transferred to the CDC Division of Diabetes epidemiologist (interagency agreement between
CDC and IHS) for analysis and adjusting. Reports will be created and disseminated to I/'T/U’s,
other DHHS agencies, universities, and private foundations for use in identifying prevention
strategies and resources.

Data Source: RPMS/PCC reports, Diabetes Registries

“ - Baseline: These indicators commit to establishing and maintaining diabetes prevalence
baselines using the IHS PCC and local diabetes registries that are used now in all areas. These
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rates will serve as the baseline for tribal-specific prevalence studies in selected tribes and will be
determined annually.

Type of Indicator: Process

Linkages: This indicator supports the President’s initiative for diabetes, the DHHS Strategic
Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 5.1 Improve Public Health
Systems' Capacity to Monitor the Health Status and Identify Threats to the Health of the
Nation's Population. 1t is supported by IHS/CDC agreements, and supports several HP 2010
objectives in Focus Area 5: Diabetes.

Program Performance FY 1999: The FY 1999 performance measure was to establish the
initial Area age-specific prevalence rates for diabetes and has been accomplished. Area age-
specific diabetes prevalence rates have been prepared for the AVAN population based on patients
diagnosed with and treated for diabetes and having at least one outpatient visit during FY 1997.
Rates are available by IHS Area and sex for 4 age groups (0-19, 20-44, 45-64, and 65+).

Among the IHS adult population (age 20 and over) 9.6 % have diagnosed diabetes. Alaska Area
has the lowest rate (2.9%); Nashville and Tucson Areas have the highest rates (16.1 and 17.9%,
respectively).

Indicator 2 : Reduce diabetic complications by demonstrating a continued trend in
improved glycemic control in the proportion of 1/T/U clients with diagnosed
diabetes in FY 2001.

Rationale: Large clinical studies have demonstrated that glycemic control significantly reduces
the incidence of complications related to diabetes. In addition, achieving better blood sugar
control has been shown to significantly reduce the costs associated with caring for people with
diabetes. Using Staged Diabetes Management treatment guidelines for diabetes clinical
management has significantly improved glucose control in several Indian communities.

Approach: The IHS Diabetes Program conducts a yearly medical record review of a random
sample of nearly 10,000 charts in I'T/U facilities in order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a rccogmzed evidence-based correlation with improved diabetic
patient outcomes. This record review is known as the Diabetes Audit and uses a strict protocol to
assure statistical integrity and comparability of both process and outcome measures over time.
Each year, facility-specific values are reported for each indicator, as well as values for each Area
and IHS-wide. Trends over time for I/T/U facilities, service units, Areas and IHS-wide are also
constructed for selected indicators. Three-year running rates (i.e., add the most recent year of
data and drop the oldest year of data) will be used to reduce variability and provide trend
analysis.

Glycemic control refers to how well the blood sugars are controlled in a person with diabetes. It
is measured with a blood test called the Hemoglobin Alc that measures the average blood sugar
for a 2-3 month period. The IHS Diabetes Audit process divides these levels of control into
“Acceptable”, “Fair” and “Poor” categories based on national diabetes care standards. These
categories will be used in the GPRA process to determine improvements in glycemic control.
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The benefits of aggressive interventions to lower blood sugar in diabetics have been well
described in the literature and numerous practice guidelines and standards exist. Local efforts to
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pertinent audit data will be provided to each site through the IHS
Diabetes Program.

Data Source: Diabetes registries, yearly [HS Diabetes Program Chart Audit

Bagseline: The 1998 Diabetes Audit reveals that 35% of all IHS clients were in the "good
control" category; 36% of all IHS clients were in the "fair control" category; 17% of all IHS
clients were in the "poor control" category; 7% of all IHS clients were in the "very poor control"
category; and values were missing for 5% of clients. The proportion of all I/T/U patients with
diabetes in “good” glycemic control for FY 1997-99 will serve as the baseline value and will be
available by August, 2000.

Type of Indicator: Impact

Linkages: This indicator supports the President's initiative for diabetes, the DHHS Strategic
Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services. It is supported by [HS/CDC agreements and addresses
Year 2010 objective 5-6 (Diabetes: diabetes-related deaths).

Program Performance FY 1999: Data for this indicator will be reported by August 2000
following analyses of the FY 1999 Diabetes Audit.

Indicator 3: Reduce diabetic complications by demonstrating a continued trend in
improved blood pressure control in the proportion of I/T/U clients with diagnosed
diabetes and hypertension who have achieved blood pressure control standards in
FY 2001.

Ratjonale: Large clinical studies have demonstrated that blood pressure control significantly
reduces the incidence of complications related to diabetes. In addition, achieving better blood
pressure control has been shown to significantly reduce the costs associated with caring for
people with diabetes. Using Staged Diabetes Management treatment guidelines for diabetes
clinical management has significantly improved blood pressure control in several Indian
communities.

Approach: The IHS Diabetes Program conducts a yearly medical record review of a random
sample of nearly 10,000 charts in I/T/U facilities in order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a recognized evidence-based correlation with improved diabetic
patient outcomes. This record review is known as the Diabetes Audit and uses a strict protocol to
assure statistical integrity and comparability of both process and outcome measures over time.
Each year, facility-specific values are reported for each indicator, as well as values for each Area
and IHS-wide. Trends over time for I/T/U facilities, service units, Areas and IHS-wide are also
constructed for selected indicators. Three-year running rates (i.e., add the most recent year of
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data ap‘d drop the oldest year of data) will be used to reduce variability and provide trend
analysis. : - .

Blood pressure control is usually defined in the non-diabetic person as a blood pressure level less
than 140790 mm Hg. However, because a person with diabetes is at greater risk for
complications related to blood pressure, national standards recommend that the ideal goal of
diabetic blood pressure control should be 130/85 mm Hg. For the GPRA process, “acceptable™
control will be defined as 140/90 mm Hg and “ideal” control will be defined as 130/85 mm Hg.
and both levels will be reported.

The benefits of 'aggressive interventions to lower blood pressure in diabetics have been well
described in the literature and numerous practice guidelines and standards exist. Local efforts to
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pertinent audit data will be provided to each site through the IHS
Diabetes Program.

Data Source: Diabetes registries, yearly IHS Diabetes Program Chart Audit

Baseline: The 1998 Diabetes Audit reveals that 34% of all IHS clients were in the "normal blood

. pressure” category; 27% of all IHS clients were in the "controlled blood pressure” category; 27%
of all IHS clients were in the "uncontrolled blood pressure" category; 8% of all [HS clients were
in the "severely uncontrolled blood pressure" category; and values were missing for 4% of
clients. The proportion of all 'T/U patients with diabetes in the “controlled” category for blood
pressure control for FY 1997-99 will serve as the baseline value and will be available by August,
2000.

Type of Indicator: Impact

Linkages: This supports the President's initiative for diabetes, the DHHS Strategic Plan,
Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve the
Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparities in the Receipt
of Quality Health Care Services. It is supported by IHS/CDC agreements and addresses Year
2010 objectives 5-6 (Diabetes: diabetes-related deaths) and 5-7 (Diabetes: cardiovascular
deaths).

Program Performance FY 1999: Data for this indicator will be reported by August 2000
following analyses of the FY 1999 Diabetes Audit.

Indicator 4 : Reduce diabetic complications by demonstrating a continued trend of
improvement in assessing the proportion of I/T/U clients with diagnosed diabetes for
dyslipidemia (i. e., cholesterol and triglyceride) in FY 2001,

Rationale: Large clinical studies have demonstrated that lowering of serum cholesterol
significantly reduces the cardiovascular (CVD) morbidity and mortality associated with diabetes.
In addition, achieving better control of lipid parameters has been shown to significantly reduce
the CVD costs associated with caring for people with diabetes. Using Staged Diabetes
Management treatment guidelines for lipid management has significantly improved lipid control
in-patients with diabetes.
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Approach: The [HS Diabetes Program conducts a yearly medical record review of a random-
sample of nearly 10,000 charts in I'T/U facilities in order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a recognized evidence-based correlation with improved diabetic
patient outcomes. This record review is known as the Diabetes Audit and uses a strict protocol to
assure statistical integrity and comparability of both process and outcome measures over time.
Each year, facility-specific values are reported for each indicator, as well as values for each Area
and [HS-wide. Trends over time for I/T/U facilities, service units, Areas and IHS-wide are also
constructed for selected indicators. Three-year running rates (i.c., add the most recent year of
data and drop the oldest year of data) will be used to reduce vanablhty and provide trend
analysis.

The benefits of aggressive interventions to lower cholesterol levels in diabetics have been well
described in the literature and numerous practice guidelines and standards exist. Local efforts to
improve these parameters through lifestyle intervention and appropriate medication use will be
encouraged. Local feedback of pemnent audit data will be provnded to each site through the IHS
Diabetes Program.

.

Data Source: Diabetes registries, yearly IHS Diabetes Program Chart ‘Audit

Baseline: The 1998 Diabetes Audit reveals that 79% of all IHS clients had serum cholesterol
values in their chart, 74% had serum triglyceride levels, and 29% had LDL cholesterol values
recorded. The proportion of all I/'T/U patients with diabetes who have had a cholesterol
assessment done in FY 1997-99 will serve as the baseline values and will be available by
August, 2000. -

Type of Indicator: Impact

Linkages: ‘This indicator supports the Secretary's initiative for diabetes, the DHHS Strategic -
Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services. 1t is supported by IHS/CDC agreements and
addresses Year 2010 objectives 5—6 (Dxabetes diabetes-related deaths) and 5-7 (Diabetes:
cardiovascular deaths).

Program Performance FY 1999: Data for this mdlcator will be reported by August 2000 .
. following analyses of the FY 1999 Diabetes Audit. -

Indicator 5: Reduce diabetic complications by demonstrating a continued trend of
improvement in the proportion of I/T/U clients with diagnosed diabetes who have
been assessed for nephropathy in FY 2001.

Rationale: End stage renal disease (ESRD), or diabetic kidney disease, is a significant and
growing problem in Indian communities. Large clinical studies have demonstrated that certain
measurements can identify those patients at high risk for ESRD and that interventions aimed at -
reducing risk (blood pressure control, and other "state of the science” medications) may delay the
onset of ESRD. Using the Kidney Health Profile of the diabetes audit and the Staged Diabetes
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Management treatment guidelines for diabetes clinical management may significantly i 1mpmvc
the approach to kidney health in Indian communities.

Approach; The IHS Diabetes Program conducts a yearly medical record review of a random
sample of nearly 10,000 charts in I/'T/U facilities in order to assess compliance with the IHS
Standards of Care for Diabetes. These standards are a set of clinical parameters of care and
patient management that have a recognized evidence-based correlation with improved diabetic .
patient outcomes. This record review is known as the Diabetes Audit gnd uses a strict protocol to
assure statistical integrity and comparability of both process and outcome measures over time.
Each year, facility-specific values are reported for each indicator, as well as values for each Area
and THS-wide. A special sub-report of the audit, called the Kidney Health Profile, is generated
which assesses screening and treatment for kidney health in a conununity. Three-year running
rates (i.e., add the most recent year of data and drop the oldest year of data) will be used to
reduce variability and provide trend analysis.

The benefits of aggressive interventions to lower blood pressure in diabetics have been well
described in the literature and numerous practice guidelines and standards exist. Local efforts to
improve these parameters through lifestyle intervention axg appropn'ate medication use will be
encouraged. Local feedback of pertinent audit data will be provided to each site through the [HS
Diabetes Program.

Data Source: Diabetes registries, yearly IHS Diabetes Program Chart Audit

Baseline: The 1998 Diabetes Audit reveals that 89% of all IHS clients had a serum
creatinine on the chart and 81% had a urinalysis on the chart. Of these urinalyses, 29% showed
positive proteinuria (i.e., protein in urine). Of those with no proteinuria, 33% had a test for

~ microalbuminuria recorded in the chart. Because microalbuminuria is the most sensitive _
assessment for early diagnosis of diabetes, it will serve as the target measure. The proportion of
all VT/U patients with diagnosed diabetes screened for "kidney health” based on screening for
microalbuminuria in FY-1997-99 will serve as the baseline and available by August, 2000.

Type of Indlcator' : Impact

Linkages:  This indicators supports the Secretary’s initiative for diabetes, the DHHS Strategic
Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services. It is supported by IHS/CDC agreements and addresses
Year 2010 objective 5-11 (Diabetes: proteinuria).

Program Performance FY 1999: Data for this indicator will be reported by August 2000
following analyses of the FY. 1999 Diabetes Audit.

Indicator 6: Reduce cervical cancer mortality and morbidity by increasing the. .
proportion of women in FY 2001 who have had a Pap screen in the previous year by
3% over the FY 2000 level.

Rationale: This indicator is selected because cervical cancer occurs at higher rates among
AVAN women than in the general U. S. population. The death rate for AVAN women is 4.1 per
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100,000 compared with 2.5 per 100,000 for the U.S. All Races rate. Furthermore, this cancer is
the cause of significant premature mortality, and is almost entirely preventable by thorough Pap
screening and early treatment of pre-cancerous conditions. The long-range goal is to reduce both
cervical cancer incidence and death rates to achieve parity with the U. S. all-races rate. Thismay
be attainable within 10 years. This indicator supports a nationally recognized standard of care.

Approeach: The IHS Office of Public Health is responsible for overall coordination of efforts to
achieve these indicators. All Papanicolau screening tests (cervical cytology or Pap smear)) for
cancer of the uterine cervix, performed during the previous year will serve as the numerator for
this calculation. The denominator for this assessment will be all AVAN women over age 18 who
reside in counties included in the IHS Service Area, from the U. S. census. In addition, public
‘education, training providers to perform colposcopy, added funding for screening and treatment,
and aggressive follow-up of abnormal Paps will all be part of the strategy.

Data Source: The total number of Pap screens performed will be a composite of [HS
Laboratory reports and PCC electronic records.

Baseline: Based for FY 1999 to be available by 4-1-00.

Type of Indicator: Impact

Linkages: This indicator supipons the President's Initiative on Cancer Screening and
Management, the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availabili:}_;q‘/

Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska Natives,
4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services. It is supported by IHS/CDC agreements (National
Breast and Cervical Cancer Early Detection Program). This indicator also, directly supports the
HP 2010 objective 3-4 (Cancer: cervical cancer deaths).

Program Performance FY 1999: The FY 1999 performance measure was to identify the
incidence of cancer of the uterine cervix for AVAN women. This indicator was partially
accomplished. After a numerous analyses, the only reliable sources of data for this measure
were determined to be: New Mexico Tumor Registry {(a SEER site); Arizona Central Cancer
Registry; Alaska Native Tun'lor' Registry. These three registries include approximately 40% of
the IHS user population and the rates vary between 8 and 10 cases per 100,000 women per year.
The U.S. White rate during this same time was 8.5. Other state cancer registries were considered
to be inaccurate because of high rates of racial misclassification, and because they often did not
include Federal facilities (such as IHS and VA) in their database. Since complete accurate
assessment of this measure is not currently available for the entire AI/AN population, the
indicator was changed to address Pap screening for FY 2000 and FY 2001.

Indicator 7: Reduce breast cancer mortality and morbidity by increasing the
proportion of the AI/AN female population over 40years of age during FY 2001 who
have had screening mammography in the previous year by 3% over the FY 2000
levels. '

38



276

Rationale: Breast cancer has long been considered to be rare among AIVAN women. Incidence
and mortality rates have been documented in some A/AN populations to be 1/3 to 1/2 of the
White rates. This picture seems to be changing, however, with breast cancer incidence in the’
northern plains and Alaska now approaching the rates of the White population. Screening
mammography was seldom performed by IHS before 1991, when the CDC National Breast and
Cervical Cancer Early Detection Program was initiated. The CDC funded programs have been
successful in reaching AVAN women in many states, and not so successful in others.

Mammography is a nationally recognized standard of care based on its association with both
reduced mortality and morbidity because breast cancer is identified at earlier stages. Early
identification allows for early clinical intervention and secondary prevention of morbidity and
mortality. For this indicator, the numerator will be the number of AIAN women age 40 and
older, registered for care with IHS, Who have had a mammogram during the previous year and -
the denominator is all AVAN women age 40 and older, who are registered for care with [HS
(user population).

Approach: Local I/'T/U service sites are responsible for delivering the screening. Regional
coordination and assistance is the responsibility of the IHS Area offices. The IHS Office of
Public Health performs the overall coordination of this effort. Linkages with NIH, CDC, and the
American College of OB/GYN are critical to success.

The strategic approach includes outreach to improve patient access and the availability of
specialized staff and equipment to perform the screening. The staff required are public health
nurses, Community Health Representatives, and health educators to improve outreach, and
specialized clinical providers (nursing, physician, and imaging staff) to provide the actual
clinical breast exams and mammograms. The availability of screening must also be associated
with the capability to provide diagnostic studies such as ultrasound, biopsy, and fine needle
aspiration, as well as treatment such as surgery and chemotherapy.

The successful reduction of premature deaths and morbidity among A/AN women will depend
on full implementation of effective screening and follow-up clinical services. This indicator is
linked to success in meeting Strategic Objectives one, two, and four of the Agency s component
of the DHHS Strategic Plan.

Data Source; Three data sources will be combined for the total number of mammograms. First,
the IHS Medical Imaging Program collects data on mammograms performed by IHS. These data
will be supplemented with data from the CDC Breast and Cervical Cancer Early Detection
Program, which serves AVAN women in all states and 15 directly funded Tribes. The last source
of data will be mammograms paid for by IHS but performed at non-IHS facilities, are captured
by the IHS Fiscal Intermediary. Collectively these sources effectively serve as a reliable
estimate of mammogram coverage for A/AN women.

Baseline: Estimates from FY 1999 ranged from 27%-73% and are of limited usefulness. Using
the methodology described above, a baseline for FY 1999 will be established by April 2000.

This approach utilized for FY 1999, as described in the Program Performance FY 1999 section
below, has not proven useful. ‘

>

Type of Indicator: Impact
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Linkages: This indicator supports the President's initiative on Cancer Screening and
Management, the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availability of
Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska Natives,
4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services. 1t is supported by IHS/CDC agreements (National
Breast and Cervical Cancer Early Detection Program). This indicator directly supports HP 2010.
objective 3-3 (Cancer: breast cancer deaths).

Program Performance FY 1999: The FY 1999 performance measure was to determine the
proportion of AI/AN female population 50-69 years of age who had received annual
mammography. Despite considerable effort, the data approaches used did not adequately meet
this performance measure. Thus an alternative approach as describe above wﬂl be used and

: avallable by April of 2600. :

For the initial approach to this indicator, data were collected from two sources: the CDC
Behavioral Risk Factor Surveillance System (BRFSS), and the Indian Health Service annual
Assessment of Diabetes Care. Based on the 1997 BRFSS, 73% of AUAN women over age 50
responded that they had a mammogram within the past two years. The latest ITHS Diabetes Audit
to collect mammography data (1997) identified that 54% of diabetic women over age 40 had a
mammogram documented in the medical record at any time in the past. By IHS Area, this
ranged from 36% to 80%. For the same year, 27% of diabetic women over age 40 were in
compliance with American Cancer Society recommendations (mammogram in past two years for
age 40-49, in past year age 50 and up). By IHS Area, this ranged from 4% to 56%.

The BRFSS only reaches women with telephones, and so misses at least 20% of the AVAN
population. Probably those women without phones have lower socioeconomic status and are less
likely to seek preventive services, sothe BRFSS figure of 73% is almost undoubtedly a high
estimate of mammography coverage. Another problem with BRFS is that relatively few AVAN
wormen are sampled, so this estimate is based on small numbers and may not be reliable.

The IHS Diabetes Audit is designed to be a scientifically valid sample of people with diabetes in
IHS. In one recent study, diabetic women were found to have pap screening rates that were
identical to women without diabetes, so we feel that it is reasonable to apply this survey for this
purpose. The Diabetes Audit methodology requires documentation on the chart of the
-mammogram, so will probably not include mammograms that were performed at health fairs and
other non-THS sources that were not paid for by THS. Therefore this rate of 27% should be
considered an underestimate. .

Probably the true figure for mammography coverage in IHS lies closer to 27% than 73%. _
Because the considerable expense necessary to resolve the problems with obtaining adequate
data for this measure, the IHS has changed the assessment approach for this indicator for future
years as described above. The age range has been also been changed to comply with the latest
CDC recommendations.

Indicator 8: Improve child and family health by increasing the proportion of
AV/AN children served by IHS receiving a minimum of four well cluld visits by 27
months of age during FY 2001 by 3% over the FY 2000 level.
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Rationale: Well child visits have been associated with improved post-neonatal mortality and
opportunities to improve family health and safety in the longer term and is a recognized national
standard of care. Of particular importance are the anticipatory educational interventions given to
' parents concerning diet and nutrition, injury prevention, and prevention of family violence. The
current minimum standard for Well Child Visits is six for first bomn children and five after first
born. Accepting four visits as an acceptable minimum is based on the high percentage of
children who receive Well Child services in conjunction with urgent care visits and thus are not
coded as Well Child Visits.

Approach: The responsible parties are the local I/'T/U service sites. The IHS Area offices can

provide assistance in development and coordination of media campaigns and analysis of

. information and they are responsible for regional coordination of this effort. The IHS Office of
Public Health is responsible for overall coordination of the effort. Linkages with the USDA-WIC

program and the DHHS Head Start program are also critical.

The strategies for success are rooted in effective outreach and management of clinic scheduling
for service provision. The outreach activity is dependent upon parent education to assure their
awareness of the importance of routine and periodic assessment of well children. Secondly, the
effective identification of children in the targeted age groups is important. Public health nursing,
Community Health Representatives, Head Start programs, and parent groups have important
roles in identifying children and families who are the target of this intervention.

Clinical care is dependent upon the availability of trained nursing and physician staff with the
time to address this objective. Scheduling and follow up of these children and their families is
critical. The cooperation of medical records staff and others in the clinical environment is
essential. Achievemnent of effective well-child health care is critical to the prevention of
childhood obesity, injuries, and family dysfunction. This objective is also consistent with the
Secretary’s Initiative on Improving the Health of Children. )

Data Source: RPMS/PCC

Baseline: Determined by the FY 1999 Indicator and reported below

Type of Indicator: Process

Linkages: This indicator supports the Secretary’s Children’s Health Initiative, the DHHS .
Strategic Plan, Strategic Objectives 3.2 Increase the Availability of Primary Health Services, and
3.6 Improve the Health Status of American Indians and Alaska Natives and 4.2 Reduce
Disparities in the Receipt of Quality Health Care Services and broadly addresses the HP 2010
objectives addressing Focus Areal 6: Matemnal, Infant, and Child Health.

Program Performance FY 1999: The FY 1999 performance measure was to determine the
proportion of the AI/AN children served by the IHS receiving a minimum of four well-child
visits by 27 months of age. An automated extraction routine has been developed and run on FY
1999 service data that identified all children 3-3.5 years and then looked back four years to
identify specified visits. Based on this initial run, out of 9,873 children, 3,799 or 38.5% of the
children met the criteria. These findings should be considered provisional pending approval of
the extraction approach by the Areas and final data verification.
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Indicator 9: To reduce drug and/or alcohol use relapse of youths discharged from
Regional Treatment Centers (RTC) during FY 2001:
a. follow-up will be equal to or greater than the FY 2000 level
b. increase by at least 5% over FY 2000, the youths who have documented 6
months of less alcohol and drug use than before treatment

Ratignale: Studies indicate that the longer individuals are engaged in treatment (including
aftercare/continuing care) the better the prognosis (Hoffmann, DeHart, & Gogineni, 1998;
Zywiak, Hoffmann, & Floyd, 1999). One RTC evaluation concluded, "aftercare is the biggest
problem” with limited coordination among RTC, service units and local aftercare programs
retarding the effective and efficient delivery of treatment services at the local level following
RTC release. This indicator is focused on assuring adequate follow-up care including an
assessment of short-term relapse. A follow-up consists of a structured case management activity
whereby continuity of care, treatment modalities and treatment services are assessed. This
assessment of integrated aftercare activities is designed so that an individual's changing needs
will be met as that individual moves through the recovery process thereby decreasing relapse.

Approach: The Division of Clinical and Preventive Services, Office of Public Health will be
responsible for coordinating data collection from the Adolescent Regional Treatment Centers
who are the responsible parties. The Alcoholism and Substance Abuse Program has developed an
ongoing evaluation instrument in consultation with the RTC. The evaluation process began
implementation in FY 1998 and includes follow- up information that will be reported to program
staff and compiled for tracking this indicator. In addition, those RTC utilizing the RPMS
Chemical Dependency Management Information System (CDMIS) and the RPMS Mental
Health/Social Service (MH/SS) packages, routinely collect follow up information which can be
exported for national reporting purposes. Aftercare services (for those utilizing CDMIS)
occurring at local sites will also provide additional data to support tracking of this indicator.

Findings from the Comprehensive Assessment & Treatment Outcome Research adolescent study
indicate that youth engaged in aftercare/follow up activities had better sobriety rates than those
who did not, but for optimal benefit, contact frequency of at least twice per week was required
(Hoffmann, Mee-Lee, & Arrowood, 1993). Although one-year follow-up information was
limited in the IHS RTC Evaluation completed in FY 1997, data did suggest that youth that
completed treatment and were involved in continuing care and follow up services maintained
higher sobriety rates.

Data Source: CDMIS (IHS Alcoholism and Substance Abuse component of RPMS) and RTC
Evaluation System.

Baseling; RTC Evaluation completed in 1997 only 50% of youth admitted between January
1993 and May 1995 received any follow-up care. Actual baseline was determined by FY 1999
Indicator 9 and reported below. A baseline assessment for abstinence rates following discharge
will be collected during FY 2000 for comparison in FY 2001.

Type of Indicator: Process/Impact

Linkages:  This indicator supports the Secretary’s initiative to Prevent Youth Substance
Abuse, the DHHS Strategic Plan, Strategic Objectives 1.4 Curb Alcohol Abuse, 1.5 Reduce the
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lllicit Use of Drugs, 3.2 Increase the Availability of Primary Health Services, 3.6 Improve the
Health Status of American Indians and Alaska Natives, and 4.2 Reduce Disparities in the Receipt
of Quality Health Care Services. This indicator also directly supports HP 2010 ob}ecuvc 26-10
(Substance Abuse: reduce youth use of illicit substances).

Program Performance FY 1999: The FY 1999 performance measure was to determine the
rates and intensity of follow-up care for adolescent discharged from IHS supported RTCs. This
was accomplished and is continuously being updated through the ongoing use of the evaluation
instrument that has been implemented. Based on this approach, the overall follow-up rate within
the critical first 30 days was 64.5% for the 815 youths discharged from the 12 RTC in FY 1999.
This rate drops to 55.2% for those who receive follow-up at 30 days and at least a second follow-
up by 6 months, and down to 40.9% for those who receive follow-up contacts at 30 days, at least
" asecond follow-up by 6 months, and at least a third at 12 months after discharge.

Indicator 10: Reduce the incidence of Fetal Alcohol Syndrome by increasing the.
proportion of I'T/U prenatal clinies utilizing a recognized screening and case
management protocol(s) for pregnant substance abusing women by 10% over the
FY 2000 level.

Rationale: Surveillance conducted at 2 THS Areas indicated Fetal Alcohol Syndrome (FAS)
rates exceeds general population rates (2.3 and 2.7/1000 live births vs. 0.6/1000 live births
approximately). The Institute of Medicine 1996 report on FAS includes case identification and
appropriate intervention and treatment of a maternal alcohol abuse as a critical part of FAS
prevention. Thus, the purpose of this indicator is to assure that providers consistently screen and
make appropriate referrals for women at risk. The written protocol makes this more likely
because these efforts become part of the local quality assurance process. However, successful
implementation of such a process requires staff training as well as cooperation from tribes and
local governing bodies and thus requires resources and time.

Approach: The I/T/Us will be responsible for reporting via survey to be conducted by the
Division of Clinical and Prevention Services, Office of Public Health relative to the
implementation of protocols. Resources for analysis may be required from other divisions within
the Office of Public Health. The Prenatal Health Assessment (PHA) screening instrument was
developed in the Aberdeen IHS Area with the Centers for Disease Control and Prevention. A
curriculum for utilizing the instrument in prenatal clinics and developing case management
systems has been piloted in that Area in FY 1998. In the Aberdeen Area, there are numerous
clinics and hospitals that are currently using the protocols. In FY 1999 the protocols will be
piloted in two new Areas. This screening instrument is one of several recognized protocols
which are being encouraged for use in I/T/U programs to assure the routine prenatal substance
abuse screening and case management tailored to the resources of each site. The PHA is
currently being reviewed by the Medical Records and will be provided for use nationally by the
IHS end of FY 1999. A baseline will be established via the survey in 1999 and repeated in 2000.

Data Source: Survey and possibly RPMS

Baseline: Determined by FY 1999 Performance Indicator and reported by March 2000

Type of Indicator: Process
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Linkageés: This indicator supports the DHHS Strategic Plan, Strategic Objectives 1.4 Curb
Alcohol Abuse, 1.5 Reduce the lllicit Use of Drugs, 3.2 Increase the Availability of Primary
Health Services, 3.6 Improve the Health Status of American Indians and Alaska Natives, and 4.2
Reduce Disparities in the Receipt of Quality Health Care Services. This indicator also directly
supports several HP 2010 objective 16-16 (Maternal, Infant, and Child Health: Fetal Alcohol
Syndrome).

Program Performance FY 1999: The FY 1999 performance measure was to'determine the
percentage of prenatal clinics utilizing screening and case management protocol for pregnarit
substance abusing women. Area reports will be compiled by March 2000.

Indicator 11: Reduce dental decay rates by improving water fluoridation

_ compliance in FY 2001 by 10 % over FY 2000 levels for Areas participating in

IHS/CDC Fluoridation Surveillance Demonstration Project.

Rationale:  Fluoridation is one of the most cost effective public health measures for reducing
the prevalence of dental decay in al age groups. Costs range from a mean of 31 cents per person
per year to $2.12 per person in communities with less than 10,000 people. For many Indian
communities, the cost may be up to $5 per person per year since most of the water systems in
Indian country serve less than 1,000 people. It has been estimated that for every dollar spent on
fluoridation, there is a $50 savings in dental treatment. Fluoridation of community drinking
water is a major factor responsible for the decline in dental caries (tooth decay) during the
second half of the 20™ century. In a 1991 oral health survey conducted by the Indian Health
Service, there was a 31% decline in caries rates in adolescent children in those communities with
access to fluoridated water. However, despite the known benefits of fluoridation, the number of:
fluoridated water systems in Indian country has declined by 200% over the last five years. This
decline in systems has had an adverse impact in the percent of the population that needs the

) _benefits most and are now receiving the least benefits from this proven public health measure,

Approach: The IHS Dental Program, Office of Environmental Health and Engineering Branch,
and the Centers for Disease Control and Prevention’s Division of Oral Health will enter into a
cooperative agreement to support a demonstration fluoridation project in the southwest region.

A fluoridation specialist will provide training and technical assistance to those tribes who want to
fluoridate their community water systems. The concept of having an individual available to
travel onsite and trouble-shoot problems and solve them with the water operator present has
tremendous potential for learning and support of these individuals working in very isolated areas.
The circuit rider will also monitor the monthly results and report them to a central data source.
This will allow a better process for surveillance. The circuit rider will also train the operators in
repair and maintenance of the equipment and help identify resources for needed equipment
replacement. The circuit rider concept will also help demonstrate a model for small systems that
can be applied to other rural areas as a cost-effective method for assuring the benefits of
optimally fluoridated water to less populated communities. '

Data Source; IHS Fluoridation SmeillmceSystm and database are maintained at HQW.
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Baseline: In FY 1997, 28 percent (96/340) of the tribally managed fluoridated water
systems were in compliance. FY 1997, 39 percent (40/103) of the systems in the Phoenix,
Albuguerque, Navajo, Albuquerque and Tucson Areas (southwest region) were in comphance

Type of Indicator: Impact

Linkages: This indicator supports the DHHS Strategic Plan Strategic Objectives 3.2 Increase
the Availability of Primary Health Services, 3.6 Improve the }Iealth Status of American Indians -
and Alaska Natives, 4.1 Promote the Appropriate Use of Effective Health Care, and 4.2 Reduce
Disparities in the Receipt of Quality Health Care Services. It also addresses HP 2010 objective
21-9 (Oral Health: community water fluoridation).

Program Performance FY 1999: No FY 1999 indicator.

Indicator 12: Improve oral health status by assuring that at least 25% of the AVAN
population obtain access to dental services during FY 2001.

Rationale: Available evidence supports that people who utilize dental services annually have
improved oral health status compared to those who do not. The growing AI/AN population has
resulted in higher demands for dental care and this problem has been compounded by increasing
difficulties in recruiting dentists. As a result, there has been almost a 10% reduction in the
percent of the AVAN population annually receiving dental services in recent years. Restoring
access to both primary and secondary treatment and preventive services can lessen the disease
progression. Improving access and thus increasing utilization of dental services can also result in
less costly care, improved oral health status, and quality of life. The [HS will be conducting a
program-wide oral health survey in FY 1999 and FY 2000 to determine current oral health status
of the AVAN population, in light of reductions in access to care.

Approach: Providing access to care is directly dependent upon the dental care resources in a
community which include adequate numbers of dental providers and facilities, and their .
efficiency in providing services. The requested dental funding enhancements for FY 2001 will
be used to increase access to dental services through a combination of strategies that include:

= increase the /T/U dental workforce by increased effectiveness in the recruitment of staff to
fill vacant and newly funded dental positions using advance communications technologies,
greater use of altemative pay systems, and expanded loan repayment opportunities.

* increase retention and productivity of dental providers through the expansion/enhancement of
support centers to provide training and technical assistance to enhance efficiency and
effectiveness of preventive and cllmcal care, and restoration of short and long-term staff
training opportunities.

. update and simplify the automated dental record keep sﬁlcm to enhance clinical efficiency
and planning and evaluation capability.

o expand essential dental specialty services through contracts with the private sector.

» target specific populations, (i.e., school-age children, di abetics or othcr special target
groups), utilizing third party payers, and identifying Medlcald-ehglble families which would
result in increased resources to hire additional staff.
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For the numerator of this calculation, the dental program will count the number of patients who
access /T/U and contract systems through the dental exam and first visit procedure codes within
the Dental component of the PMS patient data record as a valid proxy measure of annual dental
care utilization. The denominator will be the IHS three-year user population.

Data Source: IHS Dental Data System component of the RPMS.
Baseline: FY 1998 =24.5%

Type of Indicator: Process

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase-
the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services.,
This indicator also relates to the HP 2010 objectives 13.12 (Oral Health: referral and follow-up:
children) and 21-10 (Oral Health: use of oral health care system).

Program Performance FY 1999: The FY 1999 indicator committed to achieving the target
level of 21% of the AVAN population receiving dental services. This performance measure has
been achieved, but the goal was selected when preliminary data analyses for FY 1998 indicated
that dental access had fallen to under 20%. Follow-up efforts to identify missing data through
the verification of Area data submissions resulted in a revised access rate for FY 1998 of 24.5%.
However, because vacancy rates for dental positions had increased dramatically in FY 1999 to
the highest levels in history and approaching 20%, the target of 21 % was considered appropnate
(see Section 1.4 Recruitment and Retention of Health Care Providers on page 15 in this
document for a discussion of factors contributing to this problem).

Preliminary analyses of FY 1999 data show that access to dental care was 23%, and the number
is likely to grow slightly when final missing data are secured.

Indicator 13: Reduce children's dental decay by assuring that the percentage of
AV/AN children 6-8 and 14-15 years who have received protective dental sealants on
permanent molar teeth in FY 2001 is increased by 3% over the FY 2000 level.

Rationale: Dental sealants, a recognized standard of dental care, are an effective measure for
reducing dental decay rates in children and can be effectively applied by dental auxiliaries at
relatively low cost. Sealants and fluorides can prevent almost all tooth decay and play a role
similar to vaccinations. Because surveys of A/AN children’s oral health status have consistently
identified significantly higher decay rates than the U. S. general population, sealants are essential
to reducing the ravages and costs of treating dental decay. The IHS Dental Program was one of
the few dental programs in the nation to have achieved the HP 1990 and 2000 dental sealant
objectives. However, based on FY 1999 THS Oral Health Survey, no significant progress has
been achieved since the FY 1991 IHS Oral Health Survey and coverage actually declined for the
younger age group, ‘probably driven by an mcreasmg dnfﬁculhcs in the recruitment and retention
of dentists.

Approach: Local dental clinics are responsible for implementing/maintaining effective and .
efficient sealant programs that are either school-based or school-linked and targeted for children-
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ages 6-14 years (to coincide with the eruption of first-and second permanent molar teeth). Use of
a specialized procedure code, which was created specifically to measure use of sealants in
school-age children, will enable {ocal programs to track progress in meeting this objective. The
Dental Data Software package in the RPMS environment can capture the number of children
examined and the number of children who receive dental sealants on a quarterly and annual basis
and thus document trends.

Data Source: IHS Dental Data System component of the RPMS.

Baseline: Based on FY 1999 IHS Oral Health Survey: 38.8% for 6-8 age group and 66.8% for
14-15 age group.

Type of Indicator: Impact

Linkapges:  This indicator supports the DHHS Strategic Plan, Strategic Objectives 3.2
Increase the Availability of Primary Health Services, 3.6 Improve the Health Status of American
Indians and Alaska Natives, and 4.2 Reduce Disparities in the Receipt of Quality Health Care
Services. The indicator also addresses the HP 2010 objective 21-8 (Oral health: dental sealants).

Program Performance FY 1999: The FY 1999 performance measure was to assure that the
percentage of children 6-8 and 14-15 years who have received protective dental sealants on
permanent molar teeth was restored to at least 90% of the FY 1991 IHS Oral Health Survey
level. This performance measure has been achieved for both age groups, aithough in terms of the
original proposed target levels for the 6-8 age group. not based. The rates from the FY 1991
survey had originally been reported to be 57% for the 6-8 age group and 64% for the 14-15 age
group. However, the statistician who analyzed both surveys identified one significant error in
the 1991 analysis for the 6-8 age group and a lesser error in the 14-15 age group in the process of
running comparison analyses. The data presented for the 6-8 age group from FY 1991 was
actually only for the 7 and 8 year olds and had been printed in the monogram in error for 6-8
year olds. The finding for the older age group also changed slightly because the original
calculation presented in the monograph had some missing data.

When the analyses for sealant assessment between the FY 1991 survey and the FY 1999 survey
were standardized for valid comparisons, the rates for the FY 1991 survey were 40.1% for the 6-
8 year olds and 65.5% for the children 14-15 years. Based on the FY 1999 IHS Oral Health
Survey, of the 1479 children 6-8 years in the survey, 38.8% had sealants and of the 831

_adolescents 14-15 years in the survey, 66.8% had scalants . Thus, both age groups exceeded the
goal of 90% of the FY 1991 level with the 6-8 year olds at 97% and the 14-15 year age group at
102 %.

Indicator 14: Reduce the incidence and consequences of family violence, abuse,
and neglect by assuring that in FY 2001 at least 80% of I/T/U medical facilities with
Urgent Care or Emergency departments or services will have written policies

and procedures for routinely identifying, treating and/or referring victims of family
violence, abuse or neglect (i.e., child, spouse, and/or elderly).

Rationale: Family violence victims come to the health care system witha variety of physical
injuries, illnesses or medical conditions directly related to abuse. The umbrella of family
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violence includes child, spouse or elder abuse and/or neglect. Experts in the field of family
violence have identified an important link between violence against women and the abuse of
their children. Research indicates that children who witness violence in the family are affected
in the same way as children who are physically and sexually abused (Goodman and Rosenberg,
1987). The propensity for family violence can extend to older members of the family (parents,
grandparents, aunts, uncles) living in the home. The consequences of family violence can be
seen in physical, psychological and cognitive results such as intentional and unintentional
injuries, detachment, avoidance, depression, and suicidal ideation." -

Thus, the purpose of this indicator is to assure that providers consistently screen for indications
of violence, abuse or neglect‘and making appropriate referrals. The written protocol makes this
more likely because these efforts become part of the local quality assurance process. However, -
successful implementation of such a process requires staff training as well as cooperation from
tribes and local governing bodies and thus requires resources and time.

Approach: The Mental Health and Social Service program will work with IHS Area Offices to
assure that staff are appropriately trained and local policies and procedures are established for
these health concerns. Tribal and urban programs will also be encouraged to address these areas
and IHS will respond to requests for assistance. Existing funds and staff will be utilized.
Achievement of the indicator will assure local identification of family violence and those
appropriate services for prevention and treatment of family violence, including the perpetrators,
the individual victims, as well as the families and communities which suffer the consequences.

Data Source: Annual survey and/or progress review by IHS Area and Headquarters staff.

Baseline; Determined in FY 1998 to be at 47%. At that time 31-6f 66 IHS Service Units had
_ Policies and Procedures in place to address this indicator.

Type of Indicator: Process

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 2.4 Improve
the Safety and Security of Children and Youth, 3.2 Increase the Availability of Primary Health
Services, 3.6 Improve the Health Status of American Indians and Alaska Natives, and 4.2 Reduce
Disparities in the Receipt of Quality Health Care Services. This indicator also addresses several
HP 2010 objectives in Focus Area 15: Injury and Violence Prevention.

Program Performance FY 1999: The FY 1999 performance measure was to assure that at
least 50% of I/T/U with urgent care or emergency departments would have written policies and
procedures for routinely identifying, treating and/or referring victims of family violence, abuse
or neglect. This performance measure was achieved as documented in a survey of 223 clinics
and hospitals that showed that 64% had written policies and procedures for domestic violence.
In addition, this survey demonstrated that clinics with policies and procedures in place were 2.36
times more likely to regularly screen patients for violence, abuse, and neglect.

Indicator 15: - To improve mental health planning and evaluation, increase the
number of I/'T/U programs utilizing the Mental Health/Social Services (MH/SS) data
reporting system during FY 2001 by 10% over the FY 2000 rate.
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Rationale: The implementation of the MH/SS data reporting system will provide the vehicle for
collection of baseline morbidity, mortality, services and workload data for [HS. Audits of the
existing I/T/U data systems have documented both under-reporting and lack of specificity of
mental health related conditions reported and services provided. Thus, the continued
implementation of this management information system tool will provide a plethora of baseline
formation that will enhance and complement national private and public outcomes monitoring
efforts and allow consistent reporting, data aggregation for planning, managed care, and more
effective billing and collection for services. This objective is also essential for monitoring many
of the HP 2010 objectives addressing “Mental Health and Mental Disorders.” The proposed
implementation level of an addition 10 percent of I/T/U sites is based on the resources available
to provide the incremental hardware and software upgrades, as well as staff training.

Approach: Accomplishment of this indicator is contingent on several factors. The
implementation of the RPMS data system should be mandatory and a priority within the IHS
service system. Responsibility for the maintenance of the data system will be shared by the
MH/SS program and Division of Information Resources, to assure clinical, technical and
administrative viability.

Data Source: MH/SS component of RPMS.

Baseline: FY 1998 estimate of IHS program usage of MH/SS system is 40-45 % of the I/T/Us.

Type of Indicator: Process

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 2.4 Improve
the Safety and Security of Children and Youth, 3.6 Improve the Health Status of American
Indians and Alaska Natives, and 5.1 Improve Public Health Systems' Capacity to Monitor the
Health Status and Identify Threats to the Health of the Nation's Population. This indicator also
supports several HP 2010 objectives in Focus Area-18: Mental health and Mental Disorders.

Program Performance FY 1999: The FY 1999 performance measure was to assure that at
least 50 percent of /'T/Us would have implemented the use of the MH/SS data reporting system.
This measure has been achieved, with 115 of 227 VT/U programs or 51% having implemented
this system according to Area Information Systems Coordinators (ISCs). The breakdown by
type of program is 85% for IHS run programs, 35% for tribal programs, and 60% for Indian
urban programs. Expanding the use of this system continues to be a crucial component of the
overall Behavioral Health efforts throughout the [HS, including tribal and urban programs.

Indicator 16: To improve planning and better define the needs and health
conditions of urban Indian people, at least 30% of the Urban Indian bealth care
programs will have implemented mutually compatible automated information
systems which capture health status and patient care data by the end of FY 2001.

Rationale: Adequate health status and health services data are essential for the effective
planning and management of any health care delivery system. Curmrently Urban Indian health
programs capture data under the Urban Common Reporting Requirements (UCRR). These data
are not currently compatible with other IHS health services data sets and only of limited use for
the purpose of health systems management. Thus, the large urban AI/AN population has been
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minimally represented in AI/AN data sets. The proposed implementation level of 30 percent is
based on a schedule to provide the incremental hardware and software upgrades as well as urban
program staff training: :

Approach: A workgroup has been formed, comprised of Urban Programs health directors to
review and revise the UCRR. The revised UCRR will capture an expanded set of data that are
compatible with the IHS RPMS System, as well as provide local urban program managers better
information about the health status and health services provided to their clients. Untila
comprehensive needs assessment is completed it is difficult to estimate the resource requirements
of this project; however, attempts will be made to, where feasible, avail the IHS RPMS system to
urban programs so that systems are not duplicated. These indicators were developed to help
monitor successful development of then updated urban data reporting system.

Data Source: Self-report of Urban health programs.

Baseline: No Urban Indian Health Programs with compatible information systems in FY 1998.

Type of Indicator: Process

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives, and 5.1 Improve Public Health
Systems' Capacity to Monitor the Health Status and Identify Threats to the Health of the Nation's
Population and directly addresses the HP 2010 objective 23-4 (Public Health Infrastructure: data
for select populations).

Program Performance FY 1999: The FY 1999 performance measure was to develop the
‘specification and implementation plan for an automated mutually compatible information system
which captures health status and patient care data for Indian Urban health care programs. This
measure was accomplished by the writing of the-Indian Urban Program Data Plan that was -
developed by an Indian Urban workgroup with the assistance from an information technology
consultant. The plan includes full specifications for hardware and software to support a mutually
compatible automated information system that captures health status and patient care data.

Indicator 17: To assure high quality health care, maintain 100% accreditation of all
IHS hospitals and outpatient clinics during FY 2001,

Rationale: The accreditation of IHS hospitals and clinics represents perhaps the most objective
and respected measure of health care quality. In addition, accreditation is essential for
maximizing third-party collections, and contributes directly and indirectly to many other
indicators presented in this plan. : ’

Approach: The local /T/U multidisciplinary team approach to accreditation and ongoing
quality management has been the mainstay of success in this important activity. Additional
support and guidance from Areas and Headquarters staff will continue to support this indicator.
This will be one of the most demanding indicators to meet given the proposed funding levels
available to support the backlog of health facilities maintenance, improvement, and renovation
that is critical to accreditation. The accrediting body most frequently used is the Joint
Commission on the Accreditation of Health Care Organizations (JCAHO).
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" Data Source: IHS compiled database generated from-accreditation reports.
Baseline: 100% accreditation of IHS hospitals and outpatient clinics for FY 1997-98.

Type of Indicator: Process

" Linkages: This indicator supports the Secretary's initiative 10 improve health care quality and
the DHHS Strategic Plan, Goal 4, Improve the Quality of Health Care and Human Services, and
Strategic Objective 3.6 Improve the Health Status of American Indians and Alaska Natives and
broadly supports several HP 2010 objectives in Focus Area 1: Access to Quality Health Services.

Program Performance FY 1999;: This indicator has been met as stated for IHS managed
programs. A small isolated tribal program in the Phoenix Area, however, did not receive
JCAHO accreditation as part of the Area-wide accreditation review in June 1999. The IHS
accreditation level would be 98,7% for FY 1999 if tribal programs were included in the
calculation. Furthermore, despite this one deficiency, the overall review of the Phoenix Area
was very affirming for the IHS. At the closeout session the JCAHO review team leader stated
that from his experience and the team's experience, the IHS program of the Phoenix Area was the
best rural health care system in the United States that they had ever been involved with.

Indicator 18: By the end of FY 2001, improve IHS-wide consumer satisfaction by
5% over the FY 2000 baseline level.

Ratiopale:  Assessing consumer satisfaction is fundamental to quality management and
required for accreditation of hospitals and clinics. Furthermore, it is essential to meeting the
President’s Executive Order on “Setting Customer Service Standards” and the Secretary’s
initiative on improving the quality of health services.

Approach: In FY 1999 the IHS submitted a comprehensive culturally sensitive consumer

satisfaction survey instrument for OMB clearance. In FY 2000 the instrument will be used to

- identify baseline scores for IHS hospitals and clinics. The strategy will be to survey patients
(clients) in a sampling format to assess their views on various aspects of the services delivered,
the manner in which the services are delivered, and provide the opportunity for offering
suggestions for change or improvement. The information gathered will be analyzed and various
local, Area-wide, or national policies or procedures will be considered for revision based on the
findings. In FY 2001 the survey will be repeated to assess whether improvements have been
realized.

The responsible parties for implementation are the local /'T/U service sites with assistance from
the THS Area office staff. The local staff will be part of the local quality assurance program and
the aggregate staff will be part of the IHS epidemiology centers/program. Continued
responsiveness to the patients and the AVAN communities will be dependent (in part) on the
achievement of this target.

Data Source: THS Consumer Satisfaction Survey

Baseline: To be determined with initial FY 2000 survey
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Type of Indicator: Process

Linkages: These indicators support the Secretary's initiative to improve health care quality
and the DHHS Strategic Plan, Goal 4, Improve the Quality of Health Care and Human Services,
and Strategic Objective 3.6 Improve the Health Status of American Indians and Alaska Natives.

Program Performance FY 1999: The FY 1999 indicator was to develop and submit a pre-
tested culturally sensitive consumer satisfaction instrument to OMB for clearance by the end of
FY 1999. The Survey instrument has been developed, revised through the use of focus groups,
and additionally pre-tested. The agency administrative staff is currently in the end stages of
refining the overall clearance package for final submission to the Office of Management and
Budget for authorization for actual implementation the latter part of this F¥2000.

In anticipation of a successful clearance and approval of the survey instrument, the agency has
initiated program plans to enable the use of the survey instrument in each of the Indian Health
Service clinics and facilities over a two year period. A national steering committee has been
formed with five (5) members and two (2) staff. Field liaisons from each of the Areas in the
Indian Health Services where IHS health facilities are located have been identified. A draft plan
is being formulated for use in August 2000. Discussions regarding the cost have been ongoing
and will be formalized when the draft plans are approved.

The instruments was developed and pre-tested but difficulties in preparing the OMB clearance
package have delayed the submission process. However, the IHS will soon submit the package
to OMB and may still be able to meet the FY 2000 measure of collecting a baseline assessment
in late FY 2000, after OMB clearance has been obtained.
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FY 1999 Performance Summary Table 2:
Prevention Indicators

Performance Indicator FY Targets Actual Reference
Performance
Indicator 19: Increase the total Total Visits P:p 55 7
number of public health nursing FY 01: +7% increase over FY 00 | FY 01: B: p. IHS-76
services (primary and secondary FY 00: +7% over FY 97* FY 00: _
treatment and preventive services) FY 99: no indicator FY 99:
provided to individuals in all FY 97: total visits 339,283
settings and the total number of baseline
home visits. Home Visits .
FY 01: +7% incréase over FY 00 | FY 01:
FY 00: +7% over FY* FY 00:
FY 99: no indicator FY 99:
FY 97: home visits 119,482
Indicator 20; Increase the FY 01: +2% over FY 00 level FYo1: P:p. 56
proportion of AVAN children who | FY 00: +2% over FY 99 level* FY 00: B: p. IHS-76
have completed all recommended FY 99: 91% FY 99: 87% p. IHS-37
immunizations by the age two. FY 98: 88% (baseline)
Indicator 21: Increase overall FY 01: +2% over FY 00 level FY01: P:p. 57
pneumococcal and influenza FY 00: 65%* FY 00: B: p. IHS-76
vaccination levels among diabetics | FY 99: no indicator FY 99: 3/00 p. IHS-36
and adults aged 65 years and older. FY 98 63% baseline
Indicator 22: Reduce the number Hospitalizations P:p.58
of unintentional injuries for AVAN 01: 70 per 10,000 FY 01: B: p. [HF-52
people. FY 00: 71.5 per 10,000* FY 00:
FY 98: 72.5 /10,000 hosp.
FY 96: 74.7/10,000 hosp.
Deaths
FY 99: 93/100,000 FY 99: 12/02
FY 94-96: 92.6/100,000 deaths
Indicator 23: Increase percentage FY 01: 50% of /T/Us implem. FY 01: P:p. 60
of UT/Us that have implementeda | FY 00: no indicator FY 00: B: p. IHS48
suicide surveillance system to FY 99: no indicator FY 99:
raonitor the incidence and FY 98: estimated 25%
prevalence rates of suicidal acts
(ideation, attempts, and
completions) which assures those at
risk receive services, and that
appropriate population-based
prevention interventions are
implemented.
Indicator 24: Establish model FY 01: 5 sites established FY 01: P: p. 61
fitness programs at either THS Area | FY 00: no indicator FY 00: B: p. IHS-116
Offices or the /'T/U level. FY 99: no indicator FY 99: R

FY 98: one site established
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Performance Indicator FY Targets Actual Reference
Performance
Indicator 25: Maintain ongoing FY 01: impl program and FY 01: P: p. 62 .
body mass index (BMI) assessments monitor pilots and B:p.IHS-34 |
in AVAN children 3-5 years old comparisons sites p. IHS-37
and/or 8-10 years old, for both FY 00: develop five pilot sites* FY 00: p. IHS-130
intervention pilot sites and non- FY 99: develop approach and FY 99: approach and baseline
intervention comparison sites, as baselines accomplished
part of an overall assessment of the
ongoing childhood obesity
P ion project’s effe
Indicator 26: Develop at least five | FY 01: establish five tobacco FY 01: P: p.64
regional tobacco control centers to * control centers B: p. IHS-35
assist AVAN health facilities and FY 00: establish baseline rates for | FY 00: baseline p- IHS-136
organizations with tobacco tobacco usage
prevention and cessation activities. | FY 99: no indicator FY 99:
Indicator 27: Implement local FY 01: 50% implcment needs FY 01: P:p. 65
needs assessment to address assessment in 50% of B: p. IHS-68
HIV/AIDS infection in AVAN UT/Us .
communities. FY 00: establish bascline rates FY 00: bascline
FY 99: no indicator FY 99:
Indicator 28: Develop FY 01: 90% of communities FY 0l: P:p. 66
environmental health surveillance assessed B: p. IHF-51
system. And complete community | FY 00: develop surveillance FY 00:
cavironmental assessments in 90% protocol and plan*
AVAN communities. FY 99: no indicator FY 99: no reliable baselinc & no
surveillance system in place
Total Prevention Funding : FY 01: $123,243,000 . ‘l P: page # in
: FY 00: $109,216,000 perform. plan
FY 99: $102,712,000 B: pagg#&n
FY 98: 599,647,000 budget justif.

* indicates revised FY 2000
measure, see Surnmary of
Changes Table on pages 87-70
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B. FY 2001 Prevention Indicators:

Indicator 19: Improve the health status of American Indian and Alaska Native
people by assuring that during FY 2001, the total number of public health nursing
services (primary and secondary treatment and preventive services) provided to
individuals in all settings and the total number of home visits are increased by 7%
over the FY 2000 workload levels.

Rationale; Public Health Nursing (PHN) is the integration of nursing practice and public health
practice applied to the prevention of disease and the promotion and preservation of the health of
Indian population. The nature of this practice is continuous and comprehensive, including all
program areas and diagnostic groups. This includes primary and secondary treatment and
preventive services, counseling, education, community development and referral follow-up.
Many of the successes in Indian health such as decrease in infant mortality, high immunization
rates, and increased prenatal care are attributed to the efforts of public health nursing.

The unique quality of PHN service is that care can be provided in any setting where the patient is
accessible. This is especially effective for high-risk patients and families (e.g., substance
abusing prenatal patients, infectious communicable disease cases, families with dysfunctional
life styles, etc.). Settings include homes, schools, jails, bars, and other community locations in
addition to the health clinic. The ability to meet the patient in their own environment allows the
PHN to fully assess socioeconomic and quality of life variables that affect health status and
facilitates rapport with patients who often distrust the formal health care system.

Approach: The population base for public health nursing services is the IHS census population
residing within the official boundaries of the Area. The PHN/RRM standard indicates that PHN

" program addresses the needs of the community and therefore the appropriate target population is

census population. However in some service units, the user population is greater than the

reported census population, in these cases, the Indian user population is used as an estimate of

the service population to reflect PHN service to both stable community and transient populations.

Providing access to PHN services is directly dependent upon the community based resources in a
community that includes adequate numbers of PHN providers. Strategies for increasing care and
its effectiveness includes targeting high-risk patients based on community epidemiological data
and improving access for these targeted populations, (i.e., children, pregnant women, elders,
etc.). '

The percentage of population served by PHNs in any setting will be calculated by using total
individuals served by the PHN in any location for the numerator and the greater of IHS Service
Area or IHS user population for the denominator. The percentage of population served by PHNs
in the home setting will be calculated by using total individuals served by the PHN in the home
location for the numerator and the greater of IHS service area or [HS user population for the’
denominator.

It is anticipated that with the requested FY 2001 funding at least 25 additional public health
nurse positions will be place in the field. This projected increase in staff reflects direct salary
and benefit costs in addition to supporting services of secretaries, supplies, transportation, and
consultation support centers. The projected increase in workload is at least 32,500 additional
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patient services with at least 9,000 being in the home setting. PHN expert opinion and anecdotal
historical performance standards reflect 1000 total visits per PHN as a minimally acceptable
standard. A significant percent of these totals should be outside the health care facility.

Baseline: FY 1998 and 1999 workload will be reviewed and analyzed to define the baseline for
the objective. Total national patient workload for FY 1997 is 339,283 and home visit workload
is 119,482. Preliminary data analysis shows 26% of the Indian user population received PHN
service in any setting and 9% of the Indian user population received PHN service in the home
setting. This, however, was based on total visits rather than individuals served and, thus, would
include duplicate patient counts. Because many tribal programs do not report PHN staffing or
workload, this data too is considered estimated.

Specific data from one Area specific to individuals served in FY 98 shows 30% of user
population receiving PHN service in all setting and 4% of user population receiving PHN service
in the home setting. These are unduplicated counts. It also shows an average of 1510 total visits
per PHN, 304 home visits per PHN, and 833 total individuals served per PHN.

Data Sources: IHS PCC, IHS service bopulation and user population estimates, IHS Program
Statistics Team. : :

Type of Indicator: Process/Impact

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase
the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives, and 4.2 Reduce Disparities inthe Receipt of Quality Health Care Services.
It also broadly supports a multitude of HP 2010 objectives.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 20: Reduce the incidence of preventable diseases by increasing the
proportion of AI/AN children who have completed all recommended immunizations
for ages 0-27 months (as recommended by Advisory Committee on Immunization
Practices) during FY 2001 by 2% over the FY 2000 rate.

Rationale: Immunizations are one of the most cost-effective public health measures available
for improving health outcomes in children and are a recognized standard of care and
immunization rates are a recognized standard of public health. Thus, vaccination coverage rates
are a sensitive measure of the status of public health services and are essential in supporting the
Secretary’s Children’s Initiative.

Approach: Percent of children vaccinated appropriately for age will be calculated for a
representative sample of IHS service population children from each Area. Vaccines evaluated
include polio (IPV),Diphtheria/Tetanus/Pertussis (DTAP), Measles/Mumps/Rubella (MMR),
Haemophilus influenzae type b (HIB), Hepatitis B (HBV), and Hepatitis A (HAV). IHS
completes these surveys on a quarterly basis. IHS will be primarily responsible for completing
the surveys.

Data Source: IHS patient care records and public health nursing records.
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Baseline: 87% based analyses of FY 1999 data.

Type of Indicator: Impact

Linkages: This indicator supports the President's initiative on childhood and adult
immunizations and the DHHS Strategic Plan, Strategic Objectives 3.2 Increase the Availability
of Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska
Natives, and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services. 1t also
directly addresses the HP 2010 objectives in Focus Area 14: Immunizations and Infectious
Diseases. -

Program Performance FY 1999: The FY 1999 performance measure was to increase the
proportion of AI/AN children who have completed all recommended immunizations by the age
of two by 3% over the FY 1998 level which was 88%. When calculated as it was in FY 1998, the
FY 1999 immunization rate for children is 89% or 2% under the goal. When calculated to
include an Area that did not submit for last year's calculation the rate drops to 87%.

The reasons contributing to not meeting this performance measure include:

« high vacancy rates for health care providers, particularly nurses and public health nurses

= continued growth of new recommended vaccines make expanding coverage increasingly
difficult :

= significant turnover of Area immunization coordinators has resulted in disruption in attention
to immunizations. ’

The turnover of Area immunization coordinators has at least temporarily been resolved and the
IHS is working to address the recruitment and retention problems. For a more detailed
discussion of this issue, see the section titled Recruitment and Retention of Health Care
Providers on page 15 of this report. ‘

Indicator 21: Reduce the incidence of preventable diseases, by increasing
pneumococcal and influenza vaccination levels among adult diabetics and adults
aged 65 years and older by 2% over the FY 2000 rates.

Rationale: Immunizations are one of the most cost-effective public health measures available
for improving health outcomes. In addition, adult vaccination coverage rates are a sensitive
measure of the status of clinical preventive services and are essential in supporting the
Secretary’s and IHS Director’s elder health initiatives. This indicator also directly supports the
HP 2010 “Immunizations and Infectious Disease™ objectives.

Approach: Pneumococcal and influenza vaccination coverage rates will be calculated for a
sample of IHS service population diabetic adults aged 65 years and older in each Area. These
rates are to be collected and calculated by the Service Unit, Area, and Headquarters by diabetes
personnel as part of the routine diabetes audit.

Data Source: [HS patient care records and public health nursing records.

Baseline: FY 1998 rate for adults receiving both influenza and pneumococcal vaccines was 63%.
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Type of Indicator: Impact

Linkages: This indicator supports the President's initiative on childhood and adult
immunizations and the DHHS Strategic Plan, Strategic Objectives 2.5 Increasing Opportunities
for Seniors to Have an Active and Health Aging Experience, 3.2 Increase the Availability of
Primary Health Services, 3.6 Improve the Health Status of American Indians and Alaska Natives,
and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services. It also directly
addresses the HP 2010 objectives in Eocus Area 14: Immunizations and Infectious Diseases.

Program Performance FY 1999: No FY 1999 Indicator

Indicator 22: Reduce injury-related hospitalizations for AI/AN people to no
more than 70 per 10,000 people for FY 2001.

Rationale; Injuries are a leading cause of hospitalization for AI/AN people relative to morbid
events. Annually, forty six percent (46%) of the Years of Potential Life-Lost (YPLL) for AAN
people are the result of injuries. Furthermore, injuries are the number one cause of mortality for
AN/AN people for ages 1-44 years and second for overall death rates. The IHS spends more
than $150,000,000 annually for the treatment of non-fatal injuries. The single largest
expenditure of contract medical care funds are for the treatment of injuries. However, the
systematic implementation of safety protocols through partnerships with tribes and outside
agencies has demonstrated significant improvements in injury rates across AI/AN communities
and will serve as models for further diffusion of these technologies.

Approach: The IHS has assigned a Principal Injury Prevention Consultant, in the Office of
Public Health, at Headquarters who coordinates activities and resources with specially trained
Injury Prevention Specialists at the Area, District, Service Unit and tribal levels. This program
employs a community empowerment model based upon Dr. John Farquar’s work at Stanford
University (1985). Primary program empbhasis is directed to building the capacity of tribes to
recognize severe injury problems and employ evidence-based strategies to prevent or otherwise
control injury outcomes. The Complete Injury Prevention Program model developed by IHS is
the cornerstone of community-based intervention measures.

The HS Five-Year Injury Prevention Strategic Plan identified the need for basic capacity
building and investments in tribal and Federal infrastructures for the development of effective
injury prevention programs. Since 1990, Congress has appropriated over $3.5 million to injury
prevention programs and competitively based intervention projects. In 1997 the Director, IHS,
supported a national demonstration grant announcement for basic public health infrastructure
projects within tribes. Approximately $300,000 is awarded for the 13 tribal project sites. In
addition to these projects, literally hundreds of Indian communities and Alaska Native villages
are implementing proven injury prevention strategies associated with safe home and
communities. ,

Most of the unintentional injury problem is related to motor vehicle crashes. Significant
improvements can be made in these statistics with increases in use of occupant protection [safety
belts and child safety seats], reducing pedestrian/motor vehicle collisions and reductions in
alcohol-related injuries through multiple strategies including corrections in the physical
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environments, changes in tribal policies and health promotion/education. These injury measures
are identified in the Year 2000 Objectives and are relatively easy to measure.

In FY 2000 IHS will be implementing a $1 million dollar cooperative agreement program with
tribes to establish local injury prevention programs to address injuries. Other new initiatives are
targeting childhood fire-related deaths through the Sleep Safe program in conjunction with Head
Start schools, and continued work with our partners such as the Centers for Disease Control, the
National Highway Traffic Safety Administration, and the US Fire Administration.

Data Source: In its original form from the FY 1999 performance plan, this indicator targeted
injury mortality as the performance measure. However due to the time lag of 2-3 years in the
release of official injury mortality data from the National Center for Health Statistics (NCHS),
IHS has determined that injury-related hospitalization rates are a more appropriate measure for
the rate of unintentional injuries and will use this measure for the FY 2000 and FY 2001
indicators.

By using this approach the lag time in obtaining data can be shortened to less than one year as
compared the NCHS mortality data. In addition, these data include hospital discharges for IHS
tribal and contract health care facilities and thus are considered inclusive. Finally, it is likely that
the injury hospitalization rate may actually be more sensitive to the actual injury rates than
mortality because improvements in emergency medical services could improve injury mortality
without reducing the actual injury rate or morbidity.

Baseline: Estimated to be 72.5 per 10,000 in FY 1998 for AI/AN population on or near
reservations.

Type of Indicator: Qutcome

Linkapes:  These indicators support the DHHS Strategic Plan, Strategic Objectives 1.2
Reduce the Number and Impact of Injuries, and 3.6 Improve the Health Status of American
Indians and Alaska Natives. 1t also directly addresses the HP 2010 objectives in Focus Area 15:
Injury and Violence Prevention that relate to unintentional injury prevention.

Program Performance FY 1999: The FY 1999 measure for this indicator was to assure that
the injury death rate was no greater than 93 per 100,000 deaths in the AI/AN population. While
the data that is currently available is incomplete, it is highly likely that this measure has been met
and possibly/probably exceeded. When the measure was initially set in FY 1998, the most recent
rate available was 95 per 100,000 based on 1992-94 NCHS data. However, the FY 1994-96 data
that became available last year showed that the rate had dropped to 92.6 per 100,000. Because of
difficulties and delays in getting mortality data that we initially had hoped to overcome, we
changed the indicator for FY 2001 and FY 2001, as described above, to focus on hospitalizations
and the FY 1999 indicator was not revised.

Regardless of how injuries are measured, the community-based joint partnership approach that
has been used has proven successful, as injuries (unintentional and intentional) have dropped
from the leading cause of death for Indian people of all ages in the early part of the decade to the
2" leading cause of death currently (heart disease is now the leading cause for all ages). And
while seven IHS Areas still have rates that are above the FY 1999 mortality target, most of these
areas are in the rural west, such as the Navajo and Aberdeen Areas, where travel distances are
long and residents are at high risk for motor vehicle-related injury. However, these Area rates
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have been trending downward over time, due to efforts in reducing impaired driving, tribes
passing tougher drunk driving and occupant restraint laws, and stricter enforcement of these
laws. .

Indicator 23: Reduce suicide rates by assuring that by the end of FY 2001, at least
50% of the I/T/Us will have implemented a suicide surveillance system to monitor
the incidence and prevalence rates of suicidal acts (ideation, attempts, and
completions) which assures those at risk receive services, and that appropriate
population-based prevention interventions are implemented.

Rationale:  The suicide death rate for the AUAN population has actually increased in the
1990s and is currently 72% greater than the national average. This problem has been particularly
devastating for a number of AI/AN communities that have experienced dramatic increases in
adolescent suicides in recent years and represents one of the greatest tragedies the THS must
address. The implementation of local suicide surveillance and prevention initiatives has been
successful in reducing suicide acts in several Indian communities. The obvious goal of diffusing
intervention approaches and learning from successful programs to other AI/AN settings is to
reduce suicide acts in the AI/AN population as quickly as possible.

T

Approach: The I/T/Us will be responsible for reporting the implementation of protocols via
survey to be conducted by the Division of Clinical and Preventive Services, Office of Public
Health. Resources for analysis may be required from other divisions within the Office of Public
Health. A suicide surveillance and prevention system was developed in the Aibuquerque IHS
Area (National Suicide Prevention Project with the Center for Disease Control and Prevention).
A suicide surveillance instrument which identifies potential high risk individuals has been
developed and is currently being used in clinics and case management systems have been
piloted. Numerous clinics, hospitals and behavioral health programs are currently using suicide
surveillance protocols and now simply need to be identified and counted. A suicide surveillance
and prevention systemn is being encouraged for use in I/T/Us to assure the routine suicide
screening and case management are tailored to the resources of each site. A baseline will be
established via survey in 2000 and repeated in 2001. -

Data Source: Local annual survey and database linked with RPMS as appropriate.
p .
Baseline; To be determined with developed surveillance system

Type of Indicator: Impact

Linkages: These indicator supports the DHHS Strategic Plan, Strategic Objectives 3.2 Increase
the Availability of Primary Health Services, 3.6 Improve the Health Status of American Indians
and Alaska Natives, and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services.
This indicator also directly supports several HP 2010 objectives in Focus Area 18: Mental Health
and mental Disorders which address the incidence of suicide.

Program Performance FY 1999: No FY 1999 Indicator

'
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Indicator 24: Improve physical fitness and model fitness behavior by assuring that
by the end of FY 2001, at least five model Take Charge Challenge fitness programs
will be organized and functioning at either IHS Area Offices or the 'T/U level.

Rationale: The benefits of exercise and physical fitness in reducing the risk of obesity, diabetes,
and cardiovascular disease have become increasingly clear over the past two decades. Within
seginents of the AI/AN population the prevalence of diabetes is the highest in the world while
other segments with historically low diabetes rates are now experiencing dramatic increases.
Furthermore, the diabetes death rate for AI/AN increased by almost 13 percent between the
period of 1992-94 and 1994-96, and there is no evidence from any subgroup that the problem is

\ . lessening anywhere. The approaches currently available to prevent the onset of diabetes, and in

some cases reverse its early stages, is the control of diet and exercise.

Thus the intent of this indicator is to develop a sufficient number of organizational sites
modeling fitness behavior which can serve as successful models for others to follow along with
the communities they serve. There is also evidence that the development of such programs at
work-sites can serve to dissipate siress and improve the quality of work life which could
ultimately contribute to achieving indicator 37 which addresses the quality of work life. The
minimum number of 5 sites is based on an estimated threshold, or seed level, needed to assure
some successful models to build organizational acceptance and diffusion to other work sites and
communities. . '

Approach: In 1983 Mr. Bruce Leonard, an IHS health educator working at the Zuni Indian
Reservation in New Mexico, developed a community-based exercise program that became well
integrated into the Zuni community and continues today. In 1992 Mr. Leonard transferred to the
CDC to work with states addressing a variety of issues including fitness and exercise. Working
in this context, he revised, updated and expanded the fitness program for use in a variety of
settings including work sites and communities. The approach has been piloted in 51 work sites in
21 states since 1995 (including the IHS Tuba City Service Unit) and was successfully
implemented withini CDC in 1996 as part of it 50™ anniversary activities sanctioned by the then
CDC Director, Dr. David Satcher. It is underpinned with the most recognized theoretical
approaches to behavior change including stages of change; social learning theory, the diffusion
of health innovations, and social marketing. The program is now called the * Take Charge
Challenge" and is packaged such that it requires minimal resources and has data collection,
evaluation, and cultural sensitivity built into it implementation process.

The IHS is working with CDC to formalize an agreement to utilize this successful approach in
each [HS Area and then incrementally attempting to stimulate the diffusion of the intervention to
a growing number of I/T/U sites.

Data Source: The Take Charge Challenge Data set

Baseline: One known program currently functioning in I/'T/U settings.

Type of Indicator: Impact

Linkages:  This indicator supports the President's diabetes initiative, the Secretary's chronic
disease prevention initiative, the DHHS Strategic Plan, Strategic Objectives 1.3 /mprove the Diet
and the Level of Physical Activity of Americans, 3.6 Improve the Health Status of American
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Indians and Alaska Natives, and 4.2 Reduce Disparities in the Receipt of Quality Health Care
Services. This objective also directly supports several HP 2010 objectives addressing Focus
Area 22: Physical Activity and Fitness, and will require significant collaboration between IHS,
CDC, and tribes.

Program Performance FY 1999: No FY 1999 Indicator

Indicator 25: Reduce childhood obesity rates by maintaining ongoing body mass
index (BMI) assessments in AI/AN children 3-5 years old and/or 8-10 years old, for
both intervention pilot sites and non-intervention comparison sites, as part of an
overall assessment of the ongoing childbood obesity prevention project's
effectiveness.

Rationale: Obesity is prevalent among AVAN people of all ages and is increasing significantly
in a growing number of communities. Obesity is an important risk factor for cardiovascular
disease and diabetes, which are perhaps the greatest single health problems for the AVAN
population. Unfortunately, success in reducing the prevalence of obesity and diabetes on a
population basis has not been consistently documented. Evidence supports that children who are
obese beyond infancy are at risk for elevated circulating serum insulin, which may be a precursor
to the development of type II diabetes later in life.

Infant nutrition is emerging as another important factor in childhood obesity. Recently published
studies of Pima Indians and also of Bavarian children show that breastfeeding for at least two
months provides statistically significant protection from obesity in early childhood. It has also
been demonstrated that obese older children are more likely to become obese adults. Fitness
promotion and obesity prevention in childhood are expected to be more effective at preventing
adult obesity and its complications, including type II diabetes, than weight reduction programs
for adults.

It is the intent of this objective to pilot a series of at least five multidisciplinary/multidimensional
community projects to address nutrition and fitness in early childhood. Ongoing periodic
surveillance of school aged heights and weights will continue to monitor overweight prevalence
in older children. Insights gained from the 6-year NIH-sponsored Pathways obesity prevention
intervention in third, fourth, and fifth grade students, which began in FY 1997, provides larger-
scale interventions for school children. The recently released Surgeon General’s Report on
Physical Fitness outlines additional intervention strategies for reducing obesity. This objective
directly supports the HP 2010 objectives addressing *“Nutrition” and “Physical Activity and
Fitness.” - :

Approach: The responsible parties are the local /'T/U, Head Start, and WIC service sites. The
IHS Area and USDA Regional offices can provide assistance in development and coordination
of media campaigns. The IHS Office of Public Health is responsible for overall coordination of
the effort. The linkages with the USDA-WIC program, the USDA, the DHHS Head Start
Program, CDC Nutrition and Physical Activity Division, and the National Diabetes Prevention
Center in Gallup, NM are critical. This objective is linked in part to Indicator 8, assurance of
well child visits. )
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The strategies for success require effective multidisciplinary outreach and management of clinic
and community programs, coordination of WIC, well child care, and education programs such as
Head Start and Early Head Start. This activity is dependent upon parent education to assure they
are aware of the importance of routine and periodic assessment of well children. Secondly, the
effective identification of children in the intervention age groups is important. Public health
nutrition, public health nursing, Community Health Representatives, WIC, and

Head Start programs, and parent groups are important components in identifying children and
families who are to benefit from this intervention.

Coordination of maternal and child health clinical care, community activities, and community
involvement are also critical to prevent childhood obesity. Interventions will be piloted and
evaluated initially at selected, interested demonstration sites, and then successful strategies and
ideas will be disseminated to all programs. Data will be collected through the IHS RPMS
computerized health record system using the PCC BMI reports developed to measure prevalence
of obesity in the clinic population. Coordination between the Pediatric Surveillance System
managers at the CDC Nutrition and Physical Activity Division and the IHS Office of Public
Health is critical for data access and analysis of the IHS Service Area data subset. This objective
is also consistent with the Secretary’s Initiative on Improving the Health of Children.

Data Source: CDC Pediatric Nutrition Surveillance System (PDNSS), and IHS RPMS system
Baseline: Determined by FY 1999 indicator and reported below.

Type of Indicator: Impact/Outcome

Linkages:  This indicator commits to halting the accelerating rates of childhood obesity and
thus supports the President's diabetes initiative, the Secretary's chronic disease prevention
initiative, the DHHS Strategic Plan, Strategic Objectives 1.3 /mprove the Diet and the Level of
Physical Activity of Americans, 3.6 Improve the Health Status of American Indians and Alaska
Natives, and 4.2 Reduce Disparities in the Receipt of Quality Health Care Services. This
objective also directly supports the HP 2010 objectives addressing Focus Area 22: Physical
Activity and Fitness and Focus Area 19: Nutrition and Overweight and will require significant
collaboration between IHS, CDC, WIC, and Head Start.

‘Program Performance FY 1999: The FY 1999 performance measure was to establish Area-
specific prevalence rates for obesity in children ages 3-5 and 8-10 and develop a
multidisciplinary and multidimensional intervention plan to address this problem. This measure -
has been accomplished. A data-extraction process has been developed and successfully run that
captures obesity rates from the RPMS patient record system. The use of this extraction routine
will be expanded during FY 2000.

Findings from this initial run show expected hlgh rates of childhood obesity in all age ranges
determined by the criteria of being in the g5t percentile, or greater, of the Body Mass Index
(BMI) based on the National Health and Nutrition Examination Survey II (NHANES II). For
children in the 3-5 age group rate of obesity is about 20% and increases to about 25% for the
children 8-10 years. While this method of assessing obesity may not provide research quallty
data, it is more than adequate for its intend of monitoring long-term trends.
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The intervention plans for both age groups have come together as collaborative efforts with other
HHS agencies. For the 3-5 year age group, the IHS has collaborated with Head Start in
developing a Head Start- IHS Obesity Prevention Initiative entitled "Healthy Children, Healthy
Families, Healthy Communities” that began in early 1999 with a “Future Search Conference" of
stakeholders to begin planning the program with the broadest input. This program sceks to
develop partnerships with AVAN Head Start grantee programs, IHS and tribal health programs,
and outside organizations. Interventions for this four-year initiative involve Head Start children,
staff, families and AIVAN communities and address both nutrition and physical activity.

For the second age group, the IHS is assisting the Pathways intervention that is a large-scale trial
for the primary prevention of obesity in 3"-5" grade children. This project is funded by the
National Institute of Health- National Heart, Lung, and Blood Institute and targets classroom
curricula, physical activity, school food service, and family involvement.

Indicator 26: Reduce tobacco use by assuring that at least five regional -tobacco
control centers are available to assist AI/AN health facilities and organizations with
tobacco prevention and cessation activities by the end of FY 2001.

Rationale: The use of tobacco represents a significant cause of preventable deaths in many
AV/AN groups. Over 15 percent of all deaths in AI/ANSs are related to cigarette smoking or use
of other tobacco products and over $370 million is spent annually for care of smoking-related
illnesses. Experience has shown that tobacco control is best pursued at the local level. This is
especially true when religious and cultural belief systems are involved, as is the case with
tobacco and American Indians. To achieve meaningful progress in tobacco control, we need to
empower and support AIAN tribal organizations to work with their local communities. To this
end we propose to establish regional tobacco control centers, located within existing tribal
organizations, to encourage and provide technical support for local efforts.

The goal of five regional support centers to assist in tobacco control is based on current resources
and program capability coupled with regional needs and anticipated growth and development.
While more centers may eventually be needed, significant benefit can be anticipated with five.

Approach:  Using funds already identified from CDC, issue a request for applications (RFA)
for tribal organizations to develop regional support centers. Program direction will come from
IHS Cancer Prevention and Control Program and CDC Office on Smoking and Health. The
regional centers will become part of a national network for tobacco control among A/AN.

Data Source: IHS Program records.

Baseline: Currently four AVAN organizations are active in Tobacco control: Great Lakes
Inter-Tribal Council, (Wisconsin); Northwest Portland Area Indian Health Board (Oregon);
Alaska Native Health Board (Alaska); and the California Rural Indian Health Board (California).
These centers all have a limited scope of activities and do not have resources to serve their entire
region. Through this new RFA, we plan to increase the capacity of these centers and add new
ones to serve multi-state and multi-tribe areas.

Type of Indicator: Process
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Linkages: This indicator is new for FY 2001 and supports the Secretary's initiative to reduce
tobacco use, and the DHHS Strategic Plan, Strategic Objectives 1.1 Reduce Tobacco Use,
Especially among Youth 3.6 Improve the Health Status of American Indians and Alaska Natives,
and 5.1 Improve Public Health Systems' Capacity to Monitor the Health Status and Identify
Threats to the Health of the Nation's Population. 1t is supported by an IHS/CDC agreement, and
supports several HP 2010 objectives in Focus Area 27: Tobacco Use.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 27: Reduce high risk HIV/AIDS behaviors by assuring that at least 50%
of the I/T/Us will have implemented an HIV/AIDS Needs Assessment to monitor and
assess risks by individuals and tribal communities and develop appropriate
interventions.

Ratignale: The HIV/AIDS rate of infection is 0.3% of the two million American Indian/Alaska
Native (AI/AN) population. HIV/AIDS surveillance data collected in FY2000 will provide
information on the infection rate on and off the reservation. A clear assessment of the current
extent, patterns and trends of HIV infection among AI/ANs is necessary for public health
planning, to ensure adequate prevention activities and access to health care. The IHS prevention
effort is to target A/AN youth. With average age at infection falling, and with half of the new
infections occurring in individuals under the age of 25, interventions will target HIV prevention
efforts at young people.

On a national survey of two groups, young gay men and young women infected through
heterosexual sex, the infection rate accounted for roughly 75% of the adolescent epidemic. The
epidemic in AVAN is a microcosm, generally, of what is happening nationally. The incidence of
HIV infection is growing in young people who are particularly vulnerable in society. The
individual's ability to insist on safe sex or abstinence is likely to be affected by any social
condition that damages self-esteemn and a sense of control, limits resources, eliminates choices,
or reduces access to information and tools of prevention. Young people at risk need far more
than information about the biology and transmission routes of HIV. Prevention providers build
on the foundations of traditional HIV prevention efforts-providing information and skills training
to address the myriad of external forces challenging our AVAN youth.

Approach: Utilization of the [HS RPMS data on HIV/AIDS within the Indian Health Service.
CDC HIV/AIDS Semi-Annual Surveillance Report that gives information on American
Indian/Alaska Natives. The standardized survey will be evaluated and monitored during the

year. Information from this survey will identify deficiencies in HIV prevenuon and allow
appropriate intervention by each of the I'T/U areas.

Data Source: Local annual survey and database linked with RPMS as appropriate; CDC
HIV/AIDS Semi-Annual Surveillance Report.

Baseline: To be determined in FY 2000.

Type of Indicator: Process
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Linkages: This supports the President's HIV/AIDS initiative and the DHHS Strategic Plan,
Strategic Objectives 3.6 /mprove the Health Status of American Indians and Alaska Natives, and
5.1 Improve Public Health Systems’ Capacity to Monitor the Health Status and Identify Threats
' to the Health of the Nation's Population. It is supported by IHS/CDC agreements, and supports
several HP 2010 objectives in Focus Area 13: HIV.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 28: Reduce environmental threats to health by completing community
environmental assessments of 90% of American Indian and Alaska Native
communities in FY 2001 by the implementation of the environmental health
surveillance system.

Ratiopale: Community environmental health status has traditionally been determined by
completing environmental health surveys of individual facilities listed on the Facility Data
System (FDS) inventory. However the overall environmental health status of a community is
more than a simple sum of inter-related parts. An accurate determination of a community’s
environmental health status must be based on a comprehensive analysis of how those parts
collectively affect the overall environmental health and quality of life of the residents of the
community. Overall community environmental heaith status will be continuously assessed
through the use of the environmental health surveillance systemn that will be developed during
FY 2000. However to effectively measure improvement in the environmental health status of a
community, baseline environmental health status must be determined by conducting initial
comprehensive community environmental health assessments.

Approach: The Environmental Health Services program will work with the National Center for
Environmental Health (NCEH), the National Association of City and County Health Officials
(NACCHO), and Tribal partners to establish a surveillance protocol and implementation during
FY 2000. This protocol will be employed in conducting the initial community assessment and
for ongoing surveillance. At the regional level, this project will be coordinated with the [HS
Area Environmental Health Officers in partnership with the tribes and local IHS environmental
health services programs.

The collection, organization, and implementation of environmental health and epidemiological
data may redesign the services and activities currently provided by.and recommended by the
Environmental Health Services program. We are not certain that the assumptions used to build
the current system are still valid (FDS vs. risk-based decision making). Data analysis is
necessary to establish baseline levels of community environmental health, evaluate the
effectiveness of existing programs and to plan future programs to insure that resources and
activities are best targeted to most effectively reduce environmentally related disease and injury
at the local level.

Data Source: IHS Environmental Health Surveillance System developed in FY 2000.

Baseline: To be established by the end of FY 2001.
Type of Indicator: Process
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Linkages:  This indicator is an extension of FY 2000 Indicator 26. It supports the DHHS
Strategic Plan, Strategic Objectives 3.6 Improve the Health Status of American Indians and
Alaska Natives, and 5.1 Improve Public Health Systems Capacity to Monitor the Health Status
and Identify Threats to the Health of the Nation's Population. It also broadly supports many of
the HP 2010 objectives in Focus Area 8: Environmental Health.

Frogram Performance F'Y 1999: No FY 1999 Indicator.
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221 C;ipital Programming/Infrastructure Category: Program
Description, Context and Summary of Performance

Program Description and Context _

Capital Programming/Infrastructure indicators represent the physical infrastructure that
contributes to a healthy environment by assuring safe water and sewage facilities, medical
facilities where health services can be adequately provided, and the ability to maintain the
medical facilities which are critical to our mission.

Sanitation Facilities Construction — supports the construction of water, sewage, and solid
waste systems (see page [HF-14 in FY 2001 budget document).

Health Care Facilities Construction ~ supports the construction of new or replacement health
care facilities (see page [HF-20 in FY 2001 budget document).

Maintenance and Improvement — supports ongoing health care facility maintenance,
alteration, and repair (see page IHF-10 in FY 2001 budget document).

2.2.2 Capital Programming /Infrastructure: Performance
Indicators

These indicators were selected and based on the following criteria:

* supports components of the Indian Health Facilities Appropriation and funding priorities of
U/T/Us identified in the budget formulation process

s are supported by existing data systems that record the need for physical infrastructure or
improvements to the existing infrastructure

o follows the formula-based prioritization of each project's relative need

» has demonstrable link to improved access to health services or healthier living environments

The data that support these indicators are recorded at the local level where projects are
conceptualized based in strict protocols and formulas. These data are compiled at the Area and
Headgquarters level and reviewed for accuracy and they compare against similar projects. The
validation of this information is essential to the facilities programs since it is used to distribute
resources as well as measure performance. The link between funding levels and our ability to
accomplish these indicators is relatively direct and supported by well-quantified and validated
planning formulas.

These indicators support all of the Presidential, Departmental, and IHS initiatives by providing a
foundation where health services can be effectively delivered and objectives reached. Without a
healthy living environment, access to adequate medical facilities, and proper maintenance most ;~
of the objectives could not be met.

/
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FY 1999 Performance Summary Table 3:
Capital Programming/Infrastructure

Performance Indicator FY Targets Actual Reference
Performance
Indicator 29: Address the net FY 01: address $12 millionof | FY 01: P:p. 70
backlog of essential maintenance, FY 2000 BEMAR B: p. IHF-10
improvement, and renovation FY 00: address $12 millionof | FY 00:
(BEMAR) needs for health care FY 1999 BEMAR* .
facilities. FY 99: maintain backlog at FY 99: backlog maintained at
$243 million 3243 based on FY 1998
formula
FY 98: $243 million baseli
Indicator 30: Provide sanitation FY 01: 3,800 New/L. New FY 01: P:p. 71
facilities to new or like-new homes 10,930 Existing B: p. [HF-14
and existing Indian homes.
FY 00: 3,740 New/L. New FY 00:
11,035 Existing*
FY 99: 5,900 New/L. New FY 99: 3,557 New/L. New
9,330 Existing 13,014 Existing
Total 15,230 Total 16,571
Indicator 31: Improve access to FY 01: complete scheduled FY 01: P:p. 72
health care by construction of the phase of construction of B: p. [HF-20
approved new health care facilities. | appropriated facilities
- FY 00: complete scheduled FY 00:
phase of construction of
appropriated facilities* .
FY 99: complete scheduled FY 99: projects completed on
phase of construction of schedule
appropriated facilities
Total Capital Programming/ FY 01: $305,530,000 P: page #
Infrastructure Funding: FY 00: $277,303,000 in perform.
FY 99: $255,953,000 plan -
FY 98: $221,009,000 B: page #
in budget
* indicates revised FY 2000 justif.

measure, see Summary of
Changes Table on pages 87-90

69




307

FY 2001 Indicators

Indicator 29: To improve access to health care services, during FY 2001 the IHS will
address $12 million of the FY 2000 Backlog of Essential Maintenance, Alteration, and
Repair (BEMAR) for health care facilities.

Rationale:  The provision of quality health services requires effective and efficient space,
including reliable supporting building systems. This indicator represents 2 commitment to this
activity that is also fundamental to maintaining hospital and clinic accreditation (see Indicator 17
on page 50).

Approach:  This initiative is part of an IHS effort to more accurately determine the resources
and processes required to sustain physical surroundings which enhance the delivery of health
care services. This includes maintaining both IHS and tribal health facilities in good working
order, eliminating environmental and safety hazards, and modifying space as needed to facilitate
changing service delivery practices. To achieve this indicator, the IHS will complete an
evaluation of the current listing of the BEMAR and initiate major maintenance and improvement
projects that will result in the gross reduction to the 2000 BEMAR. It is important to note that
the BEMAR continues to grow with additions in space, associated operating costs, aging of
facilities, and improved data gathering.

The physical condition of IHS-operated, federally-owned and tribally owned health care facilities
is evaluated continuously by local facility personnel and through annual general surveys
conducted by local facility personnel and IHS Area Office engineers. In addition,
comprehensive “Deep Look” surveys are conducted every five years by a team of specialists,
which may include IHS and tribal engineers, architects, and operations experts, and occasxonally
technical specialists from private sector architectural/engineering firms.

A major facet of this initiative is an improvement of the data system in which identified facilities—
deficiencies are listed. The revised system will move input and querying of data to a lower level,
Area Office and/or field sites, so the information may be used to support and improve decision
making at those levels and the capturing of expenditures for capital improvements for buildings,

as promulgated by the Federal ‘Accounting Standards Advisory Board will be enhanced.

Data Source: Identified deficiencies recorded in the Facilities Engineering Data System.
Baseline: The 2000 backlog of identified deficiencies totaling $446 million. -

Type of Indicator: Process/Impact

Linkages:  These indicators support the DHHS Strategic Plan, Strategic Objectives 3.6
Improve the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparities in
the Receipt of Quality Health Care Services and generally, many of the HP 2010 objectives.
Program Performance FY 1999: The FY 1999 performance measure was to maintain the net
backlog of maintenance, improvement, and renovation needs for health care facilities at the FY

1997 level. For the two-year period, FY 1997 to FY 1999, approximately one third of the
annually appropriated maintenance and improvement funding ($25 million) were utilized for
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projects to reduce the BEMAR. This enabled the IHS to meet the goal of maintaining the net
BEMAR deficiency level, as defined in FY 1997, with the available funding.

However, the BEMAR was greater at the end of FY 1999, increasing from $243 million in FY
1997 to $446 million in FY 1999. This increase occurred in part because two new data tracking
elements were added to the BEMAR during the period. Seismic deficiencies identified in
compliance with Executive Order 12941, "Seismic Safety of Existing Federally Owned or
Leased Buildings," were added during FY 1998 in the amount of $149 million. Also, the
facilities environmental database was added in FY 1999 in the amount of $8 million. Several
other factors contributed to the remaining increase in the BEMAR: 1) Increase in space - IHS has
seen a continued trend in added space being provided for health care services. During the
reporting period 522,000 square feet of space were added. The impact of the added space was
not factored into the original GPRA goal. 2) Improved reporting - as the IHS improves its
facilities data system, accessibility and usability of the system increases improved data gathering
and updating; and 3) inflation factors were applied to portions of the cost data.

- Indicator 30: Improve home environmental bealth by providing sanitation facilities
. projects to serve 3,800 new or like-new homes and 11,455 existing Indian homes.
Rationale:  The IHS Sanitation Facilities Construction Program, an integral component of the
HS disease prevention activity, has carried out those authorities since 1960 using funds
appropriated for Sanitation Facilities Construction to provide potable water and waste disposal
facilities for American Indian and Alaska Native (AAN) people. As a result, the rates for infant
mortality, gastroenteritis morbidity, and other environmentally related diseases have been
dramatically reduced, as much as 80 percent since 1973. Compelling evidence supports that
many of these health status improvements are attributable to IHS' provision of water supplies,
sewage disposal facilities, development of solid waste sites, and provision of technical assistance
to Indian water and sewer utility organizations. Satisfactory environmental conditions (e.g., safe
piped water and adequate sewage disposal) place fewer demands on IHS' primary health care
delivery system. However, AUAN homes are still seven times more likely to be without clean
water than homes in the broader U.S. The current need for sanitation deficiencies as of the end
of FY 1999 was $1.753 billion. Of this total, $770 million was considered to be techmcally and
economically feasible projects.

Approach: The Indian Health Care Amendments (Title I1I, Section 302(g) 1 and 2 of P.L..
100-713) directed the IHS to identify the universe of Indian sanitation facilities deficiencies.
From this process, a backlog of needed sanitation facilities was identified and regularly updated.
1t is feasible to provide sanitation facilities for between 95 and 98 percent of all existing Indian
homes. Also included in the backlog are projects intended to upgrade existing water supply and
waste disposal facilities and projects to improve sanitation facilities operation and maintenance
capabilities in Indian country. Maximum health benefits will be realized by addressing needs
identified and providing facilities for new/like-new homes when they are constructed.

" Data Source: The Sanitation Facilities Deficiency System.
Baseline: Not Applicable

Type of Indicator: Impact
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Linkages: These indicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparities in the
Receipt of Quality Health Care Services and several of the HP 2010 objectives in Focus Area 8:
Environmental Health.

Program Performance FY 1999: The FY 1999 performance measure was to provide
sanitation facilities to 5,900 new and like-new homes and 9,330 existing homes by the end of FY
1999. In FY 1999 the THS provided sanitation facilities to 3,557 new and like-new homes and
13,014 existing homes for a total of 16,571. These exceeded the total goal of providing :
sanitation facilities for 15,230 homes.

The number of new and like-new homes served was less than the performance goal. The most
significant reason was the large decrease in newly constructed HUD funded homes served in FY
1999. Only 461 HUD funded homes were served instead of the projected 1300 HUD homes.
This decrease was due to the changes in the HUD Indian Housing programs authorized under the
Native American Housing Assistance and Self-Determination Act of 1996 (NAHASDA). The
NAHASDA increased the flexibility of tribally managed housing programs to independently
meet tribal housing needs with programs beyond the traditional new HUD funded housing
construction programs. As a result of NAHASDA, tribally managed housing programs are
constructing new HUD funded homes, including associated sanitation facilities infrastructure,
without requesting IHS assistance.

Sanitation facilities were provided for 13,014 existing homes in FY 1999, which exceeded the
performance goal. This increase was the result of more projects to upgrade existing community
sanitation facilities infrastructure. In spite of exceeding the goal for provision of sanitation
facilities to existing homes, the backlog continues to grow. The current need for sanitation
deficiencies as of the end of FY 1999 was $1.753 billion. Of this amount, $770 million was
considered to be technically and economically feasible projects.

"Indicator 31: Improve critically needed accesslto health care services by providing the
following physical infrastructure: ’

Ft. Defiance, AZ Hospital Continue construction of the replacement hospital and
start design of part of the staff quarters.

Winnebago, NE Hospital Continue construction of the replacement hospital.

Parker, AZ Health Center Continue construction of the replacement health center.

Pawnee, OK Health Center Start design of the replacement health center.

Small Ambulatory Provide construction grants to tribes/tribal organizations.

Construction Graants

Dental Units Provide dental units based on priority needs.

The progress on these projects at the end of FY 2001 will be reported.

Rationale:  Constructing replacement health care facilities increases access to personal
medical services supported by the IHS. These medical services can be compared to medical
services available to the general population (appointments to see primary care physicians, nurses,
dentists, etc.). Efficient space for health care delivery allows for more appointments and for
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patients to see more health care providers in one trip. People are also reluctant to use old run-
down facilities but are more likely to seek needed health care when provided in modern facilities. ~

Likewise, modem facilities help recruit and retain health care providers that can result in
improved access and continuity of health care. Once a replacement facility has been completed
and fully staffed, IHS has experienced an average increase in patient visits of approximately 60%
over the old facility (see page THF-27 of budget for individual facility specifications). The
designing of additional facilities is the first step in improving access for identified locations.
Also, altemative methods of providing health care facilities are included (joint venture projects,
small ambulatory grants, and non-IHS funds renovation projects).

Approach:  The IHS developed the Health Facilities Construction Priority System (HFCPS)
methodology in response to congressional directive to identify planning, design, construction,
and renovation needs for the 10 top-priority inpatient care facilities and the 10 top-priority
outpatient care facilities and to submit those needs through the President to the Congress. Under
the three-phase HFCPS process, the IHS Headquarters solicits proposals for health facility
construction from the Area Offices and ranks them according to their relative need for
construction. Factors used to determine relative need are workload, age, isolation or alternatives
to construction, and existing space data. The highest-ranking proposals are added to the Priority_
Lists.

When new projects are to be added to the Priority Lists, [HS Headquarters asks each IHS Area
Office to submit proposals for Phase I consideration. The IHS uses the HFCPS methodology to
review these proposals and to determine which will be considered during the more intensive
Phase Il review. A limited number of proposals that successfully complete Phase I are
considered further during Phase II. The THS examines these proposals in greater detail and
applies the methodology to determine those proposals that will be considered during Phase III.

During Phase III, appropriate IHS Area Offices prepare a Program Justification Document (PJD)
for each.proposed project still being considered. THS Headquarters reviews each PJD. If the PJD
justifies construction, it is approved and the project is placed on the appropriate priority list
below those already on the list. Proposed projects that have been approved and placed on a
priority list remain on the list until they have been fully funded by congressional appropriations
or other funding mechanism.,

After projects are placed on the Priority Lists, IHS ipdates its 5-year planned construction
budget. That budget is updated yearly and used as the basis for funding requests. The HFCPS is
generally applied using existing IHS resources (staff and equipment); however, some Area
Offices have procured assistance in developing the PJD and POR.

Data Source: Health Care Facilities Priority System and Health Care Facilities Planned
Construction Budget (5-Year Plan).

Baseline: Not Applicable, the IHS Inpatient and Outpatient Facilities Priority List is used to
determine needed construction priorities.

Type of Indicator: Process/Impact

Linkages:  These indicators supports the DHHS Strategic Plan, Strategic Objectives 3.6
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]mpr_'m'ie the Health Status of American Indians and Alaska Natives and 4.2 Reduce Disparities in
the Receipt of Quality Health Care Services and generally, many of the HP 2010 objectives in
Focus Area 1: Access to Quality Health Services. )

Program Performance FY 1999: The FY 1999 performance measure was to reach the
completion phase of construction for the Hopi (Polacca), Arizona Health Center, and starting
construction of the Ft. Defiance, Arizona Hospital and the Parker, Arizona Health Center by the
end of FY 1999. This measure has been accomplished and can be summarized as follows:

New Hopi Health Center, Polacca, Arizona; The FY 1999 appropriation fully funded the
project and allowed the tribe, under a P.L. 93-638 contract, to obligate funds for
completion of the project. The construction is on schedule to be completed in the third
quarter of FY 2000. ’

Replacement Hospital, Fort Defiance, Arizona: Using the FY 1999 appropriation, the
previously completed design for the replacement hospital portion of the project was
updated and construction was started in September 1999.

enlacement Health Center, Parker, Arizona: Using the funds appropriated in FY 1999,
construction began in June 1999, pursuant to a P.L. 93-638 contract.
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2.3.1 Partnerships, Consultation, Core Functions, and
Advocacy Category: Program Description, Context and
Summary Performance

Program Description and Context

The Partnerships, Consultation, Core Functions, and Advocacy aggregation encompasses the
IHS' administrative and management functions, relationships with stakeholders and consumers,
and strategies for collaboration in pursuit of the IHS mission. Data for these indicators come
from recognized sources including budget reports and audits, a HHS survey, and a survey of the
universe of stakeholders using recognized social survey methods. The two components of this
aggregation are:

Partnerships, Consultation, Core Functions,
and Advocacy Category Aggregation
Direct Operations - supports management and administrative functions for Area and
Headquarters staff including policy development, budget formulation, health program support,
and accountability requirements (see page IHS-110 in FY 2001 budget document).

Facilities and Environmental Health Support - provides administrative and
management support for the construction, maintenance, and operation of health care facilities,
staff housing, and sanitation facilities (see page [HF-41 in FY 2001 budget document).

2.3.2 Partnerships, Consultation, Core Functions, and Advocacy
Category: Performance Indicators

The choice of indicators for this aggregation category are based on the following criteria:

* supports and encourages tribal sovereignty, the government to government relationship
between tribes and the Federal government, and tribal self-determination

e supports and encourages collaboration with stakeholders, agencies, and organizations
directed toward improving the health of AI/AN people

e supports and encourages sound management practices

Achieving these performance indicators, as well as the overall coordination of the GPRA and

other Federal accountability requirements represent a significant challenge for the IHS and its

reduce management and public health infrastructure. The reorganization of Headquarters and

many Area offices has resulted in flatter organizational structures, less specialization in function,

and greater use of self-directed teams in order to increase efficiency. However, it has become

increasingly clear that coupled with improved data management capacity, two functions must

adequately supported to assure overall program success and these are:

e assuring that continued and expanded opportunities for tribal consultation and participation
in IHS endeavors is supported

e assuring effective recruitment of needed health discipline is achieved and that orientation,
training, and support are available to enhance the retention these staff.
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FY 1999 Performance Summary Table 4:
Consultation, Partnerships, Core Functions, and Advocacy Indicators

Performance Indicator FY Targets Actual Reference
R Performance -
!ndlcalor 32: lmprove the level of | FY O1: secure OMB clearance | FY 01: P:p.
faction with the p for instrument . B:p lHS—l 10
for wnsnltahon and pamcnpnnon FY 00: revise policy and FY 00:
provided by the THS, as measured instrument * ’
by a survey of I/T/Us. J FY 99: establish policy and FY 99: policy established but
collect baseline baseline delayed
Indicater 33: Improve the level of | FY 01: 88% FY 01: P:p. 78
Contract Health Service (CHS) FY 00: no indicator FY 00: B: P. IHS-62
procurement of inpatient and FY 99: no indicator FY 99: NA
outpaticnt hospital services for FY 97: 85.4% baseline
routinely used providers under
contracts Or rate quote agreements
at the IHS-wide reporting level. N
Indicator 34: Maintain FY 01: 1876 FTE or less FY 01: P:p. 79
administrative infrastructure (Area | FY 00: 1876 FTE or less* FY 00: B:p. IHS-110
and Headquarters) no higher than FY 99: atleast 10% under FY | FY 99: -22% (1,619 FTE)
FY 1999 target level while 97 tevel or 1876 FTE
maintaining full compliance with X
major Federal requirements (i.c., FY 97: 2085 FTE baseline
GPRA, GMRA, ITMRA, etc.).
Indicator 35: Increase the number | FY 01: increase over FY 00 FY 01: - P:p. 80
of interagency agreements and FY 00: increase over FY 99* FY 00: B: P.IHS-110
cooperative agreements with FY 99: increase by 10% over FY 99= 86 total agreements
agencices and organizations thatare | FY97or 73 agreements ’
‘;ﬁ;‘égﬂk ©d to performance plan FY 97: 66 agreements
baseline
lndicntor 36: Continue FY 01: secure IT capability FY01: P:p. 81
imp ion of M ial Cost | FY 00: develop pilot sites* FY 00: B: P. [HS-110
Accounting systems across IHS FY 99: begin implementation FY 99: "cost centers”
setting. implemented in FY 1999
Indicator 37: The IHS will FY 01; at least 95 points FY 01: P:p. 82
improve its overall Human FY 00: at least 94 points* FY 00: B:P.IHS-110
Resource Management (HRM) FY 99: no indicator FY 99: 93 points
Index score as measured by the FY 98: 93 points baseline
DHHS annual HRM survey.
Total Consultation, Partnerships, | FY 01: $78,084,000 P: page# in
Core Functions, and Advocacy FY 00: $72,884,000 perform. plan
Funding: FY 99: $69,729,000 B: page#in
FY 98: 567,038,000 budget justif.

* indicates revised FY 2000
measure, see Summary of
Changes Table on pages 87-90
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FY 2001 I"artnershigsl Consultation,
Core Functions, and Advocacy Indicators

Indicator 32: To improve the IHS consultation process with its I'T/U stakeholders,
during FY 2001 the IHS will implement the revised consultation policy and secure

OMB clearance for the instrument to assess I/T/U stakeholder satisfaction with the
consultation process.

Rationale: It is fundamental to the intent of the NPR and the realization of the IHS Mission
and Goal that [/'T/Us increasingly become participating partners in the important processes which
will guide the Agency into the next century. Given the number and diversity of I/T/Us, formal
policies are essential to assure broad input, a rational and equitable approach to making timely
decisions, and the highest possible buy-in across I'T/Us. Equally important is securing the data
to assess how well the processes are actually working, and then improving them. In addition,
this indicator serves as a proxy measure of the effectiveness of the IHS Tribal Management
program. Finally, during the initial reorganization of the IHS in 1995-96, the IHS was
encouraged by its stakeholders to assure opportunities for local I/'T/Us to evaluate the agency's
progress in enhancing the consultation process and supporting recommended changes.

Approach: It is critical that the IHS form a strong and effective partnership with its /'T/U
constituents in addressing the health disparities. This partnership is essential to ensure that
resources are effectively and efficiently utilized to maximize the positive impact health programs
have on the target 'T/U populations. Partnerships already exist with such tribal entities as the
National Indian Health Board (NIHB), Regional Indian Health Boards, the Tribal Self-
Govemance Advisory Committee (TSGAC) and the National Congress of American Indians
(NCAI).

The starting point for this initiative was with the development and implementation of the [HS
consultation policy and was to be followed by the development of a survey instrument to assess
I/T/U satisfaction with the consultation process. This policy was actually developed ahead of
schedule and was in effect at the start of FY 1999. In addition, a survey instrument was
developed and tested in the spring of FY 1999. This survey instrument was to be used in FY
1999 to establish a baseline and was to be accomplished by several tribal and AVAN
organizations. However, concems about the how the consultation process was being
implemented refocused the attention of the I/T/U stakeholders on revising the policy to address
specific consultation processes. As a result the collection of data was delayed pending the
revision of the policy by a team that includes the I/'T/U stakeholders.

The IHS has elected to honor our stakeholders' preferences and will support the revision of the
consultation policy/process for FY 2000 and concurrently revise the survey instrument to reflect
changes in the policy. For FY 2001 the IHS will implement the revised policy and submit the
revised instrument to OMB for clearance.

Data Source: I/T/U survey instrument and protocol

Baseline: From baseline survey completed in FY 1999.
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Type of Indicator: Process

Linkages: This indicator supports the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of Américan Indians and Alaska Natives and 4.3 Increase Consumer's
Understanding of their Health Care Options. It also underpins the IHS' commitment supporting
the Self-Determination process and AI/AN community empowerment.

Program Performance FY 1999: The FY 1999 indicator committed to establishing the
consultation policy, developing a satisfaction survey, and securing the baseline level of
satisfaction. This performance measure has been partially completed. The policy was developed
and implemented well ahead of schedule and the survey instrument was developed and tested in
the spring of FY 1999. However, as described in the "Approach " section, data collection with a *
survey instrument has been delayed to coincide with the revised policy and the need for OMB
clearance. The IHS has elected to prioritize stakeholder participation and preferences over a
predetermined schedule.

Indicator 33; During the FY 2001 reporting period, the THS will have improved the
level of Contract Health Service (CHS) procurement of inpatient and outpatient
hospital services for routinely used providers under contracts or rate quote agreements
to at least 88% at the IHS-wide reporting level.

Rationale: It is important that IHS optimize its use of CHS resources. CHS regulations require
the use of medical priorities to assure that persons with the most urgent need receive services and
that alternate resources pay prior to IHS expending funds. Beyond these built-in requirements,
THS is making efforts to assure that we receive the best price available from our routine
providers of care. To that end, we are seeking to ensure that contracts or rate quote agreements
are in place that provide reduced rates to IHS and its patients with routinely used hospitals.
While not every routinely used hospital will agree to some reduced rate schedule with IHS, many
will, and it is to our advantage to continue to aggressively pursue cost-effective arrangements.

Approach: It is not feasible to pursue contracts or agreements with every hospital that provides
services to JHS patients. Some hospitals are utilized on a one-time emergency basis when it is
impossible for the patient to be movéd to a contract facility, or when there'is no contract facility
in the vicinity. In other cases, the utilization of the facility is so infrequent that it is impractical
to contract with that facility for a small number of patient visits per year. Therefore, IHS is only
interested in obtaining contracts or rate quote agreements with frequently used providers.

Frequently used hospitals are defined as those facilities to which IHS paid more than $50,000 for
inpatient services per year and/or more than $10,000 in outpatient services per year. Not all
hospitals meet both criteria, and inpatient and outpatient service contracts and rate quotes will be
tracked separately. :

To calculate the percentage rate we divide the amount paid to frequently used hospital providers
with contracts or rate quote agreements, by the amount paid to all frequently used hospital
providers. The THS fiscal intermediary (FI) , who makes IHS” CHS payments, will provide these
amounts. The FI also maintains information on contract and rate quote agreements and applies
the contract or agreement rate to the payment. Records are maintained by individual provider
and composite data can be provided by the FI.
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Data Source: The IHS Fiscal Inlermediary'—— Blue Cross and Blue Shield of New Mexico.
The IHS will use FY 1997 claims paid data as the baseline. For this year the calculated rate is
84.4 percent. The reason why the baseline of FY 1997 is chosen is that the data are 99 percent
complete. :

Type of Indicator: Process

Linkages: These indicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives the accountability requirements of a
DHHS OPDIV, and support H P 2010 objectives in Focus Area 1: Access to Quality Health
Services.

Program Performance FY 1999: No FY 1999 Indicator.

Indicator 34: During FY 2001, the IHS Headquarters and Areas will maintain full
compliance with major Federal requirements (i.e., GPRA, GMRA, ITMRA, ete.),
without expanding the admiuistrative staff above the FY 1999 FTE target level.

Rationale: A major recommendation in the THS reorganization plan was to downsize and
streamline the IHS Headquarters and Area Offices and move from controlling and directing to
providing consultation and support to I’'T/Us. This recommendation supports the continued
transition to local control, and the intent of the NPR, but represents a significant challenge
because of the loss of economies of scale in the decentralization process. In the FY 1999
performance plan the IHS committed to reducing the number of FTE s in IHS Headquarters and
Areas by 10 percent over the FY 1997 level.

For FY 2001 the IHS is committing to maintaining the reduced Area and Headquarters
administrative FTE level at the target FY 1999 level (i.e., 10% below the FY 1997 level) and to
focus resources at providing access to services. Further reductions in administrative positions
will be considered with caution given the increasing accountability requirements for which the
Agency must be responsive and the importance of field support.

Approach: To accomplish this indicator the IHS continues the process of reorganizing
Headquarters to a flatter and simpler structure and integrating the use of multi-disciplinary teams
to address important functions, including the GPRA. Many Areas are also reorganizing to more
efficient structures. Likewise, the IHS is well along in its Y2K conversion plan addressing five
mission-critical information systems and will meet the necessary requirements associated with
this activity.’

As described in Performance Indicator 35, we are attempting to expand the development of
partnerships with outside organizations to bolster our capacity to serve the needs of AIVAN
people. Doing more of what is important without expanding administrative overhead will
require considerable training and improved technologies, as well as ceasing to expend resources
on low value work.

The evaluation of our success in this attempt at achieving more will come from the surveys of
UT/Us described in Performance Indicator 32. Feedback will come from the Department, OMB,
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and Congress relative to our level of compliance with the growing number of Federal
requirements, particularly the GPRA, GMRA, ITMRA, and audits of the resources expended.
In the long run, our success in this efforts will be reflected to a considerable degree in the level
of realization of our component of the DHHS Strategic Plan and the IHS Mission and Goal.

Data Source: Audits of Area and Headquarters, I/T/U Survey, and feedback from HHS, OMB,
and Congress.

Baseline: FY 1997 Area and Headquarters FTEs = 2085

Type of Indicator: Process

Linkages: These indicators support the DHHS Strategic Plan, Strategic Objectives 3.6 Improve
the Health Status of American Indians and Alaska Natives and the accountability requirements of
a DHHS OPDIV.

Program Performance FY 1999: FY 1999 Indicator 25 committed to reducing Area and
Headquarters staff by 10% below the FY 1997 level of 2085 FTEs (i.e., 1876 FTEs) and

maintaining compliance with Federal requirements. This indicator has been achieved with FY
1999 total Area and Headquarters FTEs level of 1,619 or a 22 % decrease while meeting
compliance standards. However, the large reduction in FTEs that has occurred with
reorganization is greater than anticipated and has left "function holes" in the IHS infrastructure
that are essential to replace to assure that the IHS can meet its accountability requirements.
Thus, the THS is committing to maintaining the target level (i.e.. 1876FTEs) rather than the
actual FY 1999 levels for this performance measure for FY 2000 and FY 2001 (see summary of
changes to FY 2000 plan on pages 87-90 of appendix).

Indicator 35: To increase collaborative support for improved healtb status of
AI/AN people, the IHS will have increased the number of interagency agreements
and cooperative agreements with agencies and organizations that are directly linked
to performance plan indicators over the FY 2000 level.

Rationale: Given the demands in health care that the IHS continues to face, it has become
increasingly important to the IHS's advocacy role to seek collaborative partnerships with other
organizations which can assist in efforts to achieve the THS Mission and Goal. While the
number of agreements was initially identified as the most appropriate indicator, it has become
clear that number is less significant than the area of focus and level of commitment spelled out in
the agreement. Thus, this indicator was revised to address increasing the number of agreements
specifically directed at performance indicators.

Approach; For many years the IHS has worked collaboratively with other organizations,
particularly other HHS agencies (e.g., NIH, CDC, AHCPR), in efforts to improve the quantity
and quality of services we provide. The IHS is currently in the process of proactively seeking
additional and broader partnerships with organizations directed at setting in place long-term
strategic approaches to addressing the interactive effects of health and social services,
community empowerment, and economic development directed towards improved quality of life
for AVAN people.
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Clearly opportunities exist for expanding agreements with existing organizations as well as
developing new ones with other Federal, State and local agencies, as well as private sector
organizations. In this light, our Director is currently spearheading a Domestic Policy Council
multi-departmental initiative for AIVAN children and youth around two themes:

1. Ensuring a safe and healthy home and community
2. Ensuring personal development within the context of developing communities

Response thus far has been encouraging with active participation from HUD, DOI, DOA, DOT,
and several HHS OPDIVs. The ultimate goal for the initiative is to improve the status of AVAN
children and youth relative to indicators reflecting the two themes. The approach is to
collaborate with agencies that serve A/AN people to improve coordination of services and
increase access to services for AVAN communities (including urban areas). In addition, the
initial workgroup of this initiative embraced the importance of agencies documenting their
commitment to the initiative through identifying appropriate specific GPRA performance
indicators.

Many additional opportunities exist to address major health problems through collaboration.
These will be pursued with intent to include joint performance indicators as part of the
collaborative process (e.g., see Indicator 11 on page 44).

Data Source: Audit of existing agreements.

Baseline: The FY 1999 total number of agreements was 86. The baseline for those FY 1999
agreements linked to performance measures will be determined by February 2000.

Type of Indicator: Process

Linkages: This indicator broadly supports the DHHS Strategic Plan, Strategic Objective 3.6
Improve the Health Status of American Indians and Alaska Natives.

Program Performance FY 1999: The FY 1999 indicator committed to increasing the total
number of agreements with other agencies and organizations by 10% over the FY 1997 level that
was originally reported at 71. Review of the'documentation of FY 1997 revealed that only 66
were actually in effect. This indicator has been accomplished with 86 agreements for FY 1999
for a total of $12.9 million compared to the 66 agreements in FY 1997 for a total of $11.6
million. This represents a 30% increase in the number of agreements.

Indicator 36: During FY 2001, the IHS will expand Managerial Cost Accounting
(MCA) capacity through the investment in necessary information technology in accord
with DHHS and OMB guidance.

Rationale: The Federal Financial Management Improvement Act of 1996 (The Brown Bill)
requires IHS to achieve the linkage of resources to results through MCA. This

legislation requires each agency to maintain financial management systems that comply with
Federal financial management systems requirements, applicable Federal accounting standards,
and the U. S. Standard General Ledger at the transaction level. As mentioned in the Program
Aggregation section on page 24, caution must be exercised in applying manufacturing
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accounting approaches to a comprehensive public health program. Attempting to cost account
for outcomes for complex chronic disease processes (i.e., diabetes) addressed by many health
disciplines in diverse settings, with long time lags in effect, is plagued with threats to validity,
and would probably represent an exercise in futility.

Approach: The IHS has contracted with the Mitretek Systems to analyze technical alternatives
for IHS cost reporting/cost accounting. This will be a detailed analysis of technical alternatives
and include a cost benefit and trade off analysis of alternatives. The results will be provided to a
steering committee to support strategic decision making regarding the implementation of cost
reporting and cost accounting at IHS. This system is necessary to assist IHS leadership to
maximize the effective use of available resources and ensure that patient care can be provided to
its customers. Perhaps the most significant benefit or goal for establishing MCA is to increase
collections from private insurance, Medlcare and Medicaid.

Type of Indicator: Process

Linkages:  This indicator supports the management and accountability requirements of
GPRA, GMRA, Clinger-Cohen and a DHHS OPDIV.

Program Performance FY 1999: The FY 1999 indicator committed to begin implementation
of cost accounting during FY 1999. This measure was accomplished with the implementation of
“cost center" accounting practices which began operating at IHS health facilities, Area Offices,
and Headquarters and have contributed to improved management particularly at hospitals and
clinics.

Indicator 37: To improve job satisfaction and the guality of work life for IHS
employees, the IHS will improve its overall Human Resource Management (HRM)
Index score to at least 95 as measured by the DHHS annual HRM survey.

Rationale: The DHHS Quality of Work Life Initiative is based on social-psychological
principles which are associated with both organizational effectiveness and improved quality of
life for members. As part of this initiative, the Department has developed and refined a HRM
Index employee survey as a valid measure of management practices that are important to
organizational performance. These practices include Morale, Climate for Innovation, Planning
and Organization, Communication, and Operational Efficiency. Since the DHHS started
conducting the HRM Index surveys in 1991, the [HS sample scores have consistently averaged
below the overall average DHHS score. Given that the elements assessed in this survey are
fundamental to achieving the IHS Mission and Goal, the Agency is committed to improving this
trend.

Approach: The IHS is now in the process of actively tailoring the implementation of the
Department's Quality of Work Life Initiative to its unique and diverse setting. Furthermore, some
of the additional resources in the requested FY 2001 IHS Budget will be used to improve
supporting functions such as training, equipment and supplies, and improved communications
networks. The Agency believes these enhancements, coupled with the Quality of Work Life
Initiative, will improve morale, communications, job satisfaction, and other factors sufficiently
to be reflected in an improved HRM Index score for the IHS in FY 2001.
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Data Source: FY 2000 DHHS HRM Survey
Baseline: FY 1992 and FY 1999 DHHS HRM Survey Scores were 93 for the IHS

Type of Indicatoer: Process/Impact

Linkages: This is a new indicator for FY 2000 which directly supports the Secretary's Quality
of Work Life Initiative and generally supports the DHHS Strategic Plan, Strategic Objective 3.6
Improve the Health Status of American Indians and Alaska Natives.

Program Performance FY 1999: No FY 1999 indicator
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APPENDIX TO THE
IHS 2001 PERFORMANCE PLAN

A.1 Approach to Performance Measurement

Data Verification and Validation

The IHS utilizes outside (non-IHS) and [HS data sources to manage its diverse programs and
assess Indian health status. The two principal outside data sources are the Bureau of the Census
and the Centers for Disease Control and Prevention, in particular, the National Center for Health
Statistics (NCHS). The Census Bureau is the source of Indian population counts and social and
economic data. However, reliable Indian census data at the county level are only available from
the Decennial Census, once every 10 years. The [HS prepares AI/AN population estimates for
years between the Census.

The NCHS provides IHS with natality and mortality files that contain all births and deaths for
USA residents, including those identified as American Indian or Alaska Native. The NCHS
obtains birth and death records from the State departments of health, based on information
reported on official State birth and death certificates. The IHS receives these records with
essentially the same basic demographic information as the records maintained by NCHS, but
with names, addresses, and record identification numbers deleted as required by the Privacy Act.
It should-also be noted that tribal identity is not recorded in these records by the States. The
State of New Mexico does identify tribal affiliation for 23 indigenous tribes of that state.
However, the IHS does not obtain this tribal identification from the automated records provided
by NCHS. The data are subject to the degree of accuracy of reporting by the States to NCHS.
The NCHS does perform numerous edit checks and imputes values for non-responses. The IHS
assigns IHS organizational (Area and service unit) identifiers to the birth and death records in
setting up its Indian database. The IHS computer routines for accomplishing this have been
thoroughly verified, and the results are continuously monitored.

Several studies have shown considerable miscoding of Indian race on State death certificates,
understating Indian mortality especially in areas not associated with Indian reservations. The
THS now utilizes factors based on a National Death Index study to adjust Indian mortality rates
for race miscoding. Another major problem with mortality data is the time lag in receiving data.
These data are not typically available from NCHS until two years after the events occur, and
mortality data are often slow in showing the impact of health interventions. Due to these
constraints, IHS has chosen not to use mortality data for annual performance plan indicators
except in special circumstances. The [HS will continue to use mortality data for tracking long-
term trends in Indian health status and to make comparisons with other population groups.
However, having to wait two years to link activities in an annual performance plan with
mortality findings is of limited value in the ongoing implementation and evaluation process. The
IHS would like to see greater emphasis on long-term strategic planning in the future, which
could more effectively link the GPRA and HP 2010 process and depend, to considerable extent,
on mortality data.
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IHS Automated Data Systems

The IHS has its own program information systems to collect data on the services provided by
IHS and tribal direct and contract programs. The software used by IHS facilities and most tribal
facilities is the Resource and Patient Management System (RPMS). Data are collected for each
inpatient discharge, ambulatory medical visit, and dental visit (all patient specific) and for
community health service programs including health education, community health
representatives, environmental health, nutrition, public health nursing, mental health and social
services, and substance abuse (all activities reporting systems). The patient-specific data are
collected through the Patient Care Component (PCC) of the RPMS. These data are subject to
recording, inputting, and transmission errors. However, [HS software systems have extensive
edits built in at the facility and central database levels to detect and correct a large part of the
errors, Others that cannot be detected by computer are often discovered through the monitoring
for reasonableness that is performed in the field and IHS Headquarters. '

Each facility that utilizes PCC has a facility-level database that contains the detailed PCC data
collected at that site. A subset of the detailed PCC data (to meet the routine information needs of
IHS Headquarters) is transmitted to the IHS central database. The PCC data are the source of
most of IHS” GPRA measures since they reflect prevention activities and morbidity and do not
have the time lags described previously for mortality data. However, many of IHS® proposed
measures rely on detailed PCC data not currently transmitted to the IHS central database.

The IHS is developing software to transmit some of these nejeded data items to the central
database. In the meantime, IHS will need to use sampling routines to collect the required data
from the individual facility-level databases. A stratified sampling approach will be used to
include different types and sizes of facilities and Indian populations with different health
characteristics. In some cases, the required data for a measure may not be part of PCC or, if it is,
may not be coded at some facilities. Local surveys may need to be utilized in these areas to
capture the required data. Standard survey questionnaires and procedures will be used whenever
- possible. The degree to which these activities will be achieved depends on the available
infrastructure to address these demands in the face of the many competing priorities.

IHS Diabetes Audit

A final important data set that underpins the diabetes treatment indicators 2-5 is the IHS Diabetes
Audit. Since 1986 a yearly medical record review to assess diabetes care has been conducted in
more than 75% of the IHS and tribal facilities, representing care to nearly 70,000 AVAN people
with diabetes. Staff at participating facilities are encouraged to maintain active diabetes
registries using uniform definitions. Each registry is maintained in the JHS computerized
medical record system and includes information about individuals with diagnosed diabetes who
have been seen at least once in the past three years. Each year a systematic random sample is
drawn from each facility's registry, using a sample size sufficient to provide estimates of +10%
of the true rates of adherence for that facility with a confidence of >90%.

The medical record review measures selected clinical interventions, performance measures, and
intermediate outcomes using the uniform set of definitions. Chart reviews are conducted by the
Area diabetes consultants and other professional staff trained by them in accordance with written
instructions and definitions provided by the IHS Diabetes Program. The abstracted data are
entered into a microcomputer-based epidemiologic software program. Summary reports are
printed for immediate use by facility staff in their quality improvement and program planning
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activities. Regional and national rates are constructed for each item of the medical record review
after data are aggregated from all participating sites.

During the period 1995-1997, 150 sites submitted data to be compiled for the IHS total. Indian
health facilities and tribally contracted facilities that do not provide direct patient services did not
participate in the audit. Participation from each of the 12 IHS administrative regions varied by
year and by federal or tribal management. All regions were represented in each year and
approximately 2/3 of all the facilities contributed data in a given year. Tests of trend over the 3-
year period were performed by the Mantel-Hanzel test except as noted in the text.

A.2 Changes and Improvements

The IHS FY 2000 Performance Plan and its 34 performance indicators have been revised based
on updates in baselines and other data related issues that have been identified as part of
implementing the FY 1999 plan. In addition, targets have been adjusted for certain treatment
and infrastructure related indicators based on the actual FY 2000 IHS appropriation which was
lower than the President's proposed IHS budget for FY 2000 in several categories.

The IHS FY 2001 Performance Plan include a management-related indicator for increasing the
number of cost-saving contracts with vendors who provide services through the Contract Health
Services mechanism and indicators to track suicide attempts and assure appropriate referrals for
people at risk. In addition, the IHS is negotiating with CDC regarding collaboration on a pilot
exercise/fitness initiative and performance indicator to support health promotion/disease
prevention for obesity, diabetes, and heart diseases.

FY 1999 Performance Reporting

IHS has report on 20 of its 27 (74%) FY 1999 performance measures in the FY 1999
performance report included in this document. Data will be available on the remaining
indicators by August of 2000, with the exception of Indicator 22 that will not be until December
of 2002.

Revision to FY 2000 Performance Plan

The iterative process of developing the FY 1999-FY 2001 performance plans has required the
IHS to audit many different data sets to assess current access to health services (coverage) and
baseline rates of various conditions. During this process it has become increasingly clear that
the continued diversion of available resources toward maintaining patient care in response to
continued funding shortfalls has resulted in continued loss of the public health infrastructure that
support data collection and analyses. Data sets that were previously well enumerated and
maintained are now incomplete or under analyzed.

In light of these findings, the IHS has revised several indicators for FY 2000 to assure more
reliable, timely and valid performance data. Furthermore, analyses of recent workload data have
revealed continued declines in access to some services. Based on these trends and Congressional
committee marks for the IHS FY 2000 budget below the President's request, we have reduced the
target levels of a few indicators to refiect more realistic probabilities of accomplishment for FY
2000. The table that follows summarizes the significant changes in content or magnitude to FY
2000 indicators submitted with the FY 2000 budget.
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.Summary of Changes to the
FY 2000 IHS Performance Indicators

Rationale for Change

Original FY 2000 Indicator | Revised FY 2000 Indicator
Indicator 2: By the end of FY Indicator 2: Reduce dlabem:
2000, increase by 3% the propomon complications by d g a
of /T/U clients with d d trend in improved
diab who have i d their glycemic control in the propomon

glycemic control over the FY 1999
level.

It has been determined that three year
running trend data (i.e., add the most
recent year of data-and drop the oldest
year of data) is a more reliable for an

of UT/U clients with di
diabetes in FY 2000.

Indicator 3: By the end of FY
2000, increase by 3% the propomon
of UT/U clients with di

Indicator 2: Reduce diabetic
complications by demonstrating a
inued trend in improved

diabetes and hypenenslon who have
achieved blood pressure control
standards over the FY 1999 level.

glycemic control in the proportion
of I/T/U clients with diagnosed

1t has been determined that three year
running trend data (i.e., add the most
recent year of data and drop the oldest
year of data) is a more reliable for an

| diabetes in FY 2000.

Indicator 4: By the end of FY

lndicator 4: Reduce diabetic

It has been determined that three year

2000, increase by 3% the proportion li by d ating a running trend data (i.e., add the most
of I/T/U clients v:ith diagnosed continued trend of i improvement in | recent year of data and drop the oldest
diabetes who have been assessed for | assessing the proportion of I'T/U year of data) is a more reliable for an
dyslipidemnia over the FY 1999 clients with di d diabetes for going
level. dyslipid (l c., chol 1 and

tnglycende) in FY 2000.
Indicator 5: By the end of FY lndlcalor 5: Reduce diabetic It has been determined that three year
2000, increase by 3% the propomon ip ions by d ating a ing trend data (i.e., add the most
of /T/U clients with di d trend of i itin | recent year of data and drop the oldest
diabetes who have been assessed for | the proportion of I/I‘/U clients with | year of data) is a more reliable for an
nephropathy over the FY 1999 diagnosed diabetes who have been | ongoing measure.
level. assessed for nephropathy in FY

2000.

Indicator 6: By the end of FY
2000, increase the proportion of
women who have annual Pap
screening to 55%.

Indicator 6: By the end of FY
2000, increase the proportion of
women who have annual Pap
screening by 3% over the FY 1999
baseline. .

Performance level adjusted based in FY

2000 priation and need to
newb of the diab

audit formerly used.

Indicator 7;: By the end of
FY2000, assure that at least 30% of
the AAN female population 50-69
years of age have had screening
mammography during the previous
year.

Indicator 7; By the end of FY2000,
assure that at least 30% of the
AUAN female population 40 years
of age and older have had screening
mammography during the previous
year.

The CDC has changed its recommended

age range for regular mammography
from women 50 and older to women 40
and older,

Indicator 13: By the end of FY
2000, assure that the percentage of
AVAN children 6-8 and 14-15 years
who have received protective dental
sealants on permanent molar teeth is
increased by 5% over the FY 1998 -
GPRA Dental Pilot Dental Project.
level.

Indicator 13: By the end of FY
2000, assure that the percentage of
AV/AN children 6-8 and 14-15 years
who have received protective dental
sealants on permanent molar teeth is
increased by 3% over the FY 1999
IHS Oral Health Survey rate.

Performance level adjusted based in FY
2000 appropriation. The baseline has
been changed to allow comparison with
the more accurate 1999 Oral Health
Survey findings.
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Original FY 2000 Indicator

Revised FY 2000 Indicator

Rationale for Change

Indicator 16;: By theend of FY
2000, at least 25% of the Urban
Indian health care programs will
have implemented mutually
compatible automated information
systems which captures health status
and patient care data.

Indicator 16: By the end of FY
2000, the Urban Indian health care
programs will have field tested in at
least one site, a mutually compatible
.automated information systems
which captures health status and
patient care data. .

Performance level adjusted based in FY
2000 appropriation.

Indicator 18: By the end of FY
2000, implement the OMB approved
1HS-wide consumer satisfaction

Indicator 18: By the end of FY
2000, obtain OMB clearance for
IHS-wide consumer satisfaction

Submission for OMB clearance was
delayed in FY 1999, but it is anticipated
that it will occur in time to achieve

survey protocol and determine survey and protocol and determine baseline levels for FY 2000.
baseline level of satisfaction with baseline level of satisfaction with . :
the ptability and ibility of | the puability and ibility of
health care. health care.
|
Indicator 19:  Assure that by the | Indicator 19:  Assure that by the | Performance level adjusted based in FY
end of FY 2000, the total number of | end of FY 2000, the total pumber of | 2000 appropriation,

public health nursing services
(primary and secondary treatment
and preventive services) provided to
individuals in all settings and the
total number of home visits are
increased by 15% over the FY 1997
workload baselines.

public health nursing services
(primary and secondary treatinent
and preventive services) provided to
individuals in all settings and the
total number of home visits are
increased by 7% over the FY 1997
workload basclines.

Indicator 20: During FY 2000,
increase by 3% the proportion of
AL/AN children who have

Indicator 20: During FY 2000,
increase by 2% the proportion of
AL/AN children who have

leted all ded

immunizations by the age two over
the FY 1999 rate.

completed all ded
immunizations by the age two over
the FY 1999 rate.

Performance level adjusted based in FY
2000 appropriation,

Indicator 21; By the end of FY
2000, increase by 3% overall
pneumococcal and influenza
vaccination levels among adults
aged 65 ycars and older to 60%.

Indicator 21: By the end of FY
2000, increase by 2% the overall
pneur ! and infl

vaccination levels among adults
aged 65 years and older over the FY
1998 rate.

Performance level adjusted based in FY
2000 appropriation.

Indicator 22: By the end of FY
2000, reduce deaths by
unintentional injuries for AVAN
people to no more than 90 per
100,000 people.

Indicator 22: By the end of FY
2000, reduce injury-related hospital
discharges for AIAN people to no
more than 71.5 per 10,000 people.

Injury mortality data have been difficult
to secure in reasonable timeframes. The
rate of hospitalization for injuries is
probably a better proxy for actual injury
rate and is available directly through
IHS data sets.
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Original FY 2000 Indicator

Revised FY 2000 Indicator

Rationale for Change

Indicator 28: By the end of FY
2000, develop and implement an
environmental health surveillance
system to provide the information
needed to identify environmental
health issues, establish local and
regional priorities, and develop and
evaluate eauvironmental
interventions and programs.

Indicator 28: By the end of FY
2000, develop the protoco) and
implementation plan for an
environmental health surveillance
system to provide the information
needed to identify environmental
health issues, establish local and
regional priorities, and develop and
evaluate environmental

inter ions and p

Performance level adjusted based in FY
2000 appropriation.

Indicator 29; By the end of FY
2000, IHS will reduce 1998 Backlog
of Essential Maintenance,
Alteration, and Repair (BEMAR) by
6%.

Indicator 29: By the end of FY
2000, IHS will IHS will have
completed an evaluation of the
current $445,759,000 listing of the
Backlog of Essential Maintenance,
Alteration, and Repair (BEMAR)
and addressed $12 million of

the FY 1999 BEMAR listing.

Performance level adjusted based in FY
2000 appropriation.

Indicator 30: By the end of FY
2000, provide sanitation facilities
projects to serve 5,900 new or like-
new homes and 9,930 existing
Indian homes.

Indicator 30: By the end of FY
2000, provide sanitation facilities
projects to serve 3,740 new or like-
new homes and 11,035 existing
Indian homes.

Indicator 31: Improve critically
needed access to health care
services by continuing construction
of the Ft. Defiance, Arizona
Hospital and the Parker, Arizona
Health Center; completing the

{ designs of facilities at Red Mesa,
Arizona and Pawnee, Oklah

Performance level adjusted based in FY
2000 appropriation.

| Indlcator 31: Improve access to

health care by continuing
construction of the replacement-
hospital in Fort Defiance, Arizona;
starting construction of the

pl hospital in Winnebag
Nebraska; continuing constructio:
of the repl. health center in

and providing new or replacement
dental units by the end of FY 2000.

Parker, Arizona; designing the new
health ¢enter in Red Mesa, Arizona;
designing and starting construction
of the staff quarters to support the
hospital in Zuni, New Mexico; and
continuing the design and
construction of dental units.

Performance level adjusted based in FY
2000 appropriation.

Indicator 32: By the end of FY

Indicator 32: During FY 2000, the

2000, the [HS will have improved THS will work with VT/U
the level of consultation and stakeholders to revise the
oppor for particip for its Itati and develop an

I/T/U partners as demonstrated by'a
5% increase in score over the FY
1999 satisfaction survey.

appropriate survey instrument and
protocol to assess UT/U satisfz

Stakeholder interest in revising the IHS
consultation policy and including

id for the imp process
resulted in a delay of using the
instrument developed in FY 1999 to
collect baseline rates. Thus for FY 2000

with the IHS consultation process.

the instrument will be revised in concert
with the revisions to the consultation
process. In addition, the survey will be
submitted to OMB for clearance to allow
the IHS to support the process.
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Original FY 2000 Indicator

Revised FY 2000 Indica.tor

Rationale for Change

Indicator 34: During FY 2000, the
IHS Headquarters and Areas will
maintain full compliance with major
Federal requirements (i.e., GPRA,
GMRA, ITMRA, etc.), without

ding the administrative staff’

Indicator 34: During FY 2000, the
IHS Headquarters and Areas will |
maintain full compliance with major
Federal requirements (i.e., GPRA,
GMRA, ITMRA, etc.), without

ding the administrative staff

above the FY 1998 FTE level,

ab:)ve the FY 1999 FTE target level
of 10% below the FY 1997 level.

The reduction in FTEs that occurred in
FY 1998 and FY 1999 were more than
anticipated (22% below FY 1997)
leaving "functional holes" in the IHS
infrastructure. Some of these functions
must be restored to meet accountability
requirements so the target FTE level will
be at the FY 1999 target level (i.e., 10%
below the FY 1997 level.

Indicator 35: By the end of FY
2000, the IHS will have increased
the number of interagency
agreements and cooperative
agreements with agencies and
organizations that are directed at
improving the health status and/or
the quality of life of A/AN people
by 5 % over the FY 1999 level.

Indicator 35: By the end of FY"
2000, the [HS will have increased
the number of interagency
agreements and cooperative
agreements with agencies and
organizations that are directly linked
to performance plan ind over

The number, of agreements is not a
reliable and valid measure of the level of
collaboration relative to the performance
effort. For ple, several ag)

have been folded into 2 single larger
agreement. This reflects a decrease in

the FY 1999 level.

the ber of agr but a higher
level of collaboration.

Indicator 36: By the end of FY
2000, the IHS will have fully
implemented Managerial Cost
Accounting (MCA) in accord with

Indicator 36: By the end of FY
2000, the IHS will continue the

DHHS and OMB guid:

of Managerial Cost
Accounting (MCA) through the
devel of itional pilot

sites in accord with DHHS and
OMB guidance.

Performance level adjusted based in FY
2000 appropriation and an anticipated
delay the implementation of needed data
systems across local health care
facilities.

Indicator 37: For FY 2000, the
THS will improve its overall Human
Resource Management (HRM)
Index score to at least 95 as
measured by the DHHS annual
HRM survey.

Indicator 37: For FY 2000, the
IHS will improve its overall Human
Resource Management (HRM)
Index score to at least 94 as
measured by the DHHS annual
HRM survey.

Performance level adjusted based in FY
2000 appropriation. ’
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A.3- Linkage to HHS and OPDIYV Strategic Plans

The IHS FY 2001 Plan was developed in the context of the IHS component of the HHS Strategic
Plan and the four broad strategic objective described in Section 1.1. From the perspective of the
HHS Strategic Plan, every indicator selected directly or indirectly supports Objective 3.6
Improve the Health Status of American Indians and Alaska Natives. Furthermore, most
indicators also address multiple other Department objectives and are listed in the “Linkages”
section of each individual indicator.

A4 Performance Measurement Linkages with Budget, Cost
Accounting, Human Resources, Information Technology Planning,
Capital Planning and Program Evaluation

Performance Measurement Linkages with Budget
One of the greatest challenges of implementing the GPRA in a public health program is responding

to the requirements of demonstrating an outcome focus on one hand and better linkages to funding
(and hence, costs) on the other. These are difficult and in some cases impossible goals to mutually
accomplish. The IHS has integrated the use of process, impact and a few outcome indicators but
because many health outcomes cannot be realized in a one-year plan, we have predominantly
focused on activities that have an evidenced-based association with positive health outcomes over
time (impact).

To attempt to enhance short-term detailed cost accounting as well as discipline specific outcome
assessment capability would require the reprogramming of a significant proportion of resources
away from patient care into administrative infrastructure. Such an effort would run against current
trends and directives from the Department, Congress, OMB and our stakeholders. We contend
given these realities, our plan meets the requirements and intent of the GPRA and more than
adequately strengthens the connection between showing how health care funding is annually
prioritized to the problems of greatest concem of our consumers. Health outcomes (i.c., mortality
and morbidity) are well articulated annually in our publication Trends in Indian Health, but which
present data that are two to three years old because of delays in the Nations data system
infrastructure.

The IHS has elected to keep general reference to funding levels in the plan and built estimated
accomplishment around the request funding level. We can identify which requested funding
enhancements are generally linked to supporting specific indicators in some cases. While the
linkage would be relatively clear and direct in the case of public health nursing or dental care related
indicators, it would get more complex with the diabetes-related indicators and extremely vague in
the case of consumer and employee satisfaction related indicators. Applying a linear single path
manufacturing accounting model to many health problems and management issues in a
comprehensive public health program such as the IHS is not feasible.

We have selected an aggregation approach largely based on the way our programs are managed
and have selected four functional areas for the aggregation of the 24 budget categories identified
in the [HS “Detail of Change Table™: 1.) Treatment, 2.) Prevention, 3.) Capital
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Programming/Infrastructure, and 4.) Consultation, Partnerships, Core Functions, and Advocacy.
While this approach may appear to be an overly simplistic "lumping" of categories, it is
important to realize that there is no aggregation or disaggregation that allows mutually exclusive
activities linked to mutually exclusive health problems. For a more detailed discussion of these
issues, see the Program Aggregation section on page 24 of this document.

Cost Accounting
Beginning in FY 1997, the IHS contracted with the Mitretek Systems to analyze technical

alternatives for IHS cost reporting/cost accounting. This provided a detailed analysis of
technical alternatives and a cost benefit and trade off analysis of alternatives. The results have
been provided to a steering committee to support strategic decision making regarding the
implementation of cost reporting and cost accounting at IHS. This system is necessary to assist
IHS leadership to maximize utility of diminishing resources, be cost effective, and ensure that
patient care can be provided to its customers.

Most recently, the steering committee met during the week of August 2, 1999, in Portland,
Oregon. The immediate objective of this workgroup was to review, revise and expand the cost
center structure of the agency. All the current 95 cost center specifications were reviewed for
content and current applications. The workgroup has recommended that some of the current cost
centers be deleted in future years.

Likewise, several new cost centers will be recommended for development. These reflect current
technology, terminology and healthcare practices that will further help to delineate the agency’s
costs. It is anticipated that a larger workgroup will further revise the cost center in FY 2000 as
well as look at other cost accounting issues and direction.

Human Resources

The IHS is committed to human resource development as an essential component of performance
planning and performance management. Historically, we have consistently invested in long and
short-term training in the clinical, public health, and management/leadership areas to assure
capable providers and public health leaders. In recent years we have reduce these investments to
in order to support other priorities. The effects of these reductions in training are undoubtedly
multiple but perhaps most evident in growing staff retention difficulties. That these two problems
are related was confirmed in surveys of employees leaving the IHS, who indicated that a lack of
training opportunities was a significant determinant in their decision to leave.

Across budget categories in the requested FY 2001 IHS budget is a renewed commitment to find
cost effective approaches to better meeting human resource development needs including -
clinical, public health, management, information technology, and teamwork. Through our
Quality of Work Life initiative, the IHS has attempted to align its performance goals with its
human resource management efforts in several ways. One, IHS has began a process by which
future executives are identified and trained to take over top leadership positions one they become
available. Primarily, the use of candidate development programs at all levels is the process that
we will be using. Two, there is a large push to train our present and future leadership cadre at
the lower levels by offering courses like Leadership in Context which focuses on leadership
behaviors at all levels, and Leadership 2000 which focused on leadership behaviors at the
individual contributor level. Three, we are planning to train a cadre of internal
consultants/coaches to offer support and infrastructure to the change in culture that will be
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needed for the future of Indian health. Four, there is a major push toward flexibility in working
conditions for all employees, like flexiplace, flextime, etc. '

We use the Human Resource Management Index (HRMI) to determine if our Human resource
program is meeting employee and management expectations. The HRMI measures 14 different
work related issues ranging from management culture to employee morale. The [HS HRMI
score has been identified as a performance measure in both the FY 2000 and FY 2001 [HS
Performance Plans (see Indicator 37 on page 82) and we expect to raise the HRMI score by at
least one point each year to document performance improvement.

.

Information Technology Planning .
The Clinger-Cohen Act (CCA) of 1996 (formerly the Information Technology Management and

Reform Act), established new requirements for the information technology (IT) planning process
that emphasize the management of IT resources as a "capital investment" and link these IT
planning activities to budget and performance measures. The Act reflects the growing
importance that the management of IT resources plays in contributing to efficient government
operations. The IHS is working to integrate CCA activities in support of GPRA efforts and visa
versa.

The IHS budget formulation process is the mechanism through which the portfolio of IT
investments is selected and funded. Increased attention needs to be given to the economic and
business justification of major investments. During the budget execution phase, an intensified
management control process will be established to ensure performance goals are achieved, and
that IT projects are delivered on time, within budget, and perform as intended.

The establishment of an IT investment review process as required by CCA represents a major
paradigm shift in IT planning, acquisition and management. Because of this, IHS efforts have
focused on educating I/T/Us in the new IT management process and providing technical .
guidance in the development of IT management processes consistent with their operational and
management environments.

During FY 2001, the IHS will establish an agency-wide IT Investment Review Board (ITIRB)
and policies and procedures on IT capital planning and investment control processes in
accordance with CCA requirements and Departmental guidelines. The IHS' approach to CCA
implementation will follow the example of the Department in delegating responsibility and
authority to the Area Directors for Area IT capital planning and investment control.

As part of the requirements of GPRA and the CCA, performance measurement is an essential
part of effective management. CCA requires IHS to measure the contribution of IT investments
to mission results. A key goal of the CCA is for agencies to have processes and information in
place to ensure that IT projects are implemented at acceptable costs, within reasonable and
expected time frames, and are contributing to tangible, observable improvements in mission
performance. To effectively link strategic and IT capital planning along with the budget process,
IT performance measurement efforts must monitor the performance of IT investments/projects to
address whether they are effectively supporting the mission and programs of IHS.
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Capital Planning

Capital asset planning for health care facilities construction is done in accordance with the [HS
Health Care Facilities Priority System Methodology and submitted to OMB through Circular A-
11, Preparation of Budget Estimates, Section III for reporting capital assets. These issues are
represented in this performance plan by the three Capital Programming/Infrastructure Indicators
29-30 beginning on page 70.

Program Evaluation .

In recognition of the growing importance of evaluation in supporting the IHS Mission, Goal and
GPRA performance planning, the IHS has elected to add this section addressing program
evaluation for FY 2000. The IHS evaluation process secks to include American Indians and
Alaska Natives as primary stakeholders in defining the purpose, design, and execution of
evaluations. Stakeholders are the users of the end product of evaluations and typically are the
population or groups most likely to be affected by the evaluation findings. The [HS has worked
with it stakeholders in identifying and implementing principles of responsive evaluation practice
and setting evaluation priorities.

The purposes of IHS evaluation efforts are: :

s to advise the Director of the [HS on policy formulation; to conduct and manage program
planning, operations research, program evaluation, health services researches, legislative
affairs, and program statistics

¢ to develop the long-range program and financial plan for the IHS in collaboration with
appropriate agency staff

» to coordinate with HHS, Indian Tribes, and orgamzatlons on matters that involve plannmg,
evaluation, rescarch and legislation

* to develop and implement long-range goals, objectives, and priorities for all activities related
to resource requirements and allocation methodologies and models.

The Oﬂ'lce of Public Health (OPH) serves as the principal advisory office to the IHS on issues
of national health policy and coordinates these four evaluation functions:

e Health Program Evaluations--Collect and analyze information useful for assisting THS
officials in determining the need for improving existing programs or creating new
programs to address health needs.

e Policy Analysis--Conduct analyses when a change in the THS health service delivery
system must be considered, when issues emerge in an area where no policy currently
exists, or when current policies are perceived as inappropriate or ineffective.

e Health Services Research--Undertake analyses of the organization, financing,
administration, effects, and other aspects of the IHS.

-e  Special Studies and Initiatives--Conduct studies and prepare special reports required by
Congress in response to pending legislation or policies, often using a roundtable
whenever an issue or a health problem reqmres immediate action and it is unclear what
type of action should be taken.

The OPH meets part of the IHS evaluation needs with two major types of short-term studies:
policy or program assessments and evaluation study. The policy study contributes to THS
decision making about budget, legislation, and program modifications and includes background
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information to support IHS initiatives. Evaluation studies are carried out at the program level, or
area offices, and focus on specific program needs. i

Annually, OPH identifies the high-priority health care and health management issues and
concems through the submission of headquarters and area office proposals for assessment or
evaluation. IHS area and associate directors submit proposals for possible areas of evaluation
study. These proposals are reviewed and rated by a panel of subject-matter experts and
evaluation experts and also reviewed by IHS staff for more specific concurrence with IHS
strategic goals, objectives, and priority areas. The proposals are then ranked by priority and
forwarded to the OPH for review and approval. The Director of the IHS reviews the final
proposals and decides the respective funding levels.

~Summary of Relevant Evaluations Activities

Several recent evaluation projects have signiﬁcént direct and/or indirect implications for IHS
performance planning and are thus summarized below:

Level of Need Funded Study Part 1: Benefit Package Costs for All Indians: This study, which
is currently in draft report status, was designed to answer the question: What would it cost to
provide an equitable level of health care services to all eligible Indian people? The research
team used an actuarial analysis approach to address factors that affect the cost of providing
health care benefits. The Federal Employee Health Benefits Plan was used as the benchmark for
coverage and cost (i.e., premiums, co-payments, and deductibles) and adjustments were made for
the population's age, health status, location, and estimated payments by other insurers (i.c.,
Medicare, Medicaid, and private).

The finding revealed that a health-care package comparable to the Federal employee's provided
to all 2.4 million AI/AN would cost $2,980 per person for a total cost of $7.4 billion annually.
This same coverage applied to the current 1.34 million using the IHS system would cost
approximately $4 billion with about 25% of the cost expected to come from other sources (i.e.,
Medicare, Medicaid, and private). IHS appropriations provide only 59% of net funding needed
for the 1.34 million Indian users and an additional $1.2 billion would be needed to raise the level
of need funded to 100%. The cost to expand coverage to the 1 million eligible Indians not now
served by the Indian health care system would be an additional $3 billion.

Diabetes in the Native American Population: The purpose of this project is to evaluate the
effects of intensive counseling and drug management on the lowering of HgAlc's hypertension
control and compliance with annual exams through a pharmacy practitioner diabetes program.
The current Santa Fe Service unit (SFSU) HgAlc average is 8.3%. This is a reduction from 9.4%
in 1995. It has been suggested that this reduction is due to the increased use of metformin at the
SFSU. The cost of this agent for the past 2 years at SFSU alone totaled $45,303. The estimated
cost of all diabetic medication in FY 97 was $31,750. The proposed use of another new agent
trogilitazone has the potential of triple this dollar amount. The project will attempt to limit these
expenses by providing intensive counseling on the use of medications, reinforcing dietary and
lifestyle changes and recommended by the dietician, reinforcing the use of self-blood glucose
monitoring, and adjusting medication per protocol or doctors orders.

The findings from this study underpin many of the strategies used in to achieve Indicators 2-5.
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Evaluation of the Behavioral Risk Factor Surveillance System's Results and their
Applicability to the Native Population of Anchorage: The purpose of this evaluation study is to
determine the relative accuracy, validity and reliability of the Behavioral Risk Factor
Surveillance System (BRPSS) risk estimates of the Anchorage Native population compared with
data collected using other techniques that include (a) door-to-door household surveys, (b) key
informant surveys, and (c) intercept data collection from Natives seeking primary care services
in Anchorage from the Alaska Native Medical Center and the Primary Care Center.

The findings have significant implications for the most efficient and effective approaches to
delivering health services and thus achieving many of the performance measures in this plan.

Evaluating the impact of primary intervention technigues on the dental caries rate in children
living in southwest Alaska Native villages: The project will identify the reason why some
communities in Bristol Bay have significant higher/lower caries rates in children than do other
children in other Bristol Bay communities. Children aged 6-8 have been selected for the project.
Since there are multiple contributing factors from caries, multiple risk factors must be reviewed
to properly assess the risk for disease. The results of the project will be used to identify the
factors that create high risk communities. A community model will be developed for use in
allocating specific techniques including use of fluoridated water, consistent tropical fluoride
application, village education and support will reduce decay by an average of 2-3 surfaces per
child at the end of those years.

Alaska Native Teen Tobacco Cessation Project: The purpose of the Alaska Native Teen
Tobacco Cessation Project is to (1) help the youth who participate in the project to quit tobacco,
2) motivate the youth to become tobacco prevention and cessation advocates in their
communities, and 3) determine the effectiveness of the cessation camp model in helping youth to
quit tobacco. The utility of the study is to provide health educators, parents, teachers,
community health aids, and other community health workers with information about the
effectiveness of this particular approach to teen tobacco cessation.

This project will provide important information and strategies relevant to the development of
Tobacco Control Centers as outlined in Indicator 26.

Assessing Substance Abuse Treatment Outcomes for Native Americans Residing on the
Reservation: This study will provide a description of the severity of the participants' problems
across eight domains (medical, legal, employment, social, drug use, psychological and spiritual)
prior to intervention, and for up to 24 months after intervention. This description will provide
the basis upon which improvements of the treatment program can be made. Areas that should be
targeted for specific populations will be identified. In addition, the study will produce a set of
manuals documenting the interventions provided by Indian Rehabilitation, Inc., in a manner that
will allow replication by other facilities.

96



334

Methodology for Adjusting IHS Mortality Data for Inconsistent Classification of Race-
Ethnicity of American Indian and Alaska Natives Between State Death Certificates and IHS
Patient Registration Records: The findings in this study indicate that on 10.9 percent of IHS
Indian records matched to national death records, the race reported for the decedent was other
than American Indian or Alaska Native. The percentage of records with inconsistent
classification of race varied considerably among the IHS Areas. Recommendations included
replicating the study using data on deaths occurring since 1988, using the adjustment factors
developed in the study, and working with States to decrease inconsistent race reporting. While
the sigmificance of the study is not profound in terms of the performance indicators in this plan
(i.e., the indicators are not based on State death certificates), the long-term significance in
monitoring mortality disparities for the AVAN population is critically important. The
- adjustments factors developed from this investigation are now being utilized in calculating

" AI/AN mortality rates in all the IHS publications.

Evaluation of the Indian Health Service (IHS) Adolescent Regional Treatment Centers: The
principal conclusion based on this study's findings is that regional treatment centers have
developed effective adolescent alcohol and substance abuse programs. The continuity of care and
aftercare, however, is the biggest problem. The regional treatment centers need additional mental
health staff resources, client charting improvements, and innovative ways to increase family
involvement. Recommendations include improving the continuum of care to adolescent
substance abusers, self-evaluation, and regional treatment center effectiveness and efficiency.
This evaluation effort served as a major determinant in selecting Indicator 9 for this plan that
addresses follow-up care for youths returning from regional treatment centers.

Evaluating the Effecti of Alcohol and Subst Abuse Services for Native American
and Alaska Native Women: Phase II Final Report: This evaluation provides both qualitative
and quantitative information about a group of women that has been traditionally . .
underrepresented in research. The life conditions of women about whom information was
gathered are extreme, and for many women, adverse or abusive childhood experiences and
conditions have carried through to adulthood. The vast majority of women were exposed to
various types of abuses--such as physical, sexual, and emotional abuse--from childhood to
adulthood. Women entered treatment through a variety of ways. Those who were mandated
tended to enter treatment as an alternative to incarceration. Women hear about the availability of
services through the court system, word-of-mouth, or through a community or an American
Indian and Alaska Native social service agency. Women in the focus groups tended to select
their current alcohol and other drug treatment program over alternatives because of its focus on
American Indiar and Alaska Native tradition and culture. The women and staff also espoused the
benefits of the family-like environment that the treatment centers promoted. The availability of
women-centered, family-focused approaches to alcohol and other drug treatment is severely
limited in the United States. Several barriers to services for potential participants exist. The ..
leading obstacle for parenting women is the lack of child-care for their children while in
treatment. It was strongly emphasized that a woman's recovery was dependent on three key
factors: herself, her social networks, and her community.

Partially based on the findings of this evaluation, this plan includes indicators which address
policies and procedures for dealing with substance abusing women (Indicator 10) and for
identifying, treating and/or referring victims of family violence, abuse or neglect (Indicator 14).
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Prior Trauma Care of Intoxicated Patients as a Predictor of Subsequently Fatal Injury: The
IHS has funded a study that includes the preliminary data collection, crude data reporting, and
initial death certificate-hospital record linkage for alcohol related fatalities. The purpose of this
study is to identify intervention opportunities associated with nonfatal, alcohol-related injuries
reported in IHS emergency departments and clinics that could, over time, decrease alcohol-
related injury death in the Billings, Montana, Service Units. This study is providing baseline data
for post-intervention comparisons by expanding the existing database about alcohol-related
injuries and death. The findings are being used to identify different intervention and prevention
strategies directed at decreasing alcohol-related injuries and deaths in the Billings, Montana,
Service Units. Injury-control efforts include a new policy regarding referrals by emergency room
treatment staff to alcohol treatment staff. Prevention of alcohol-related injuries and deaths will
also include activities focused on informing youth about the relationship between alcohol
consumption and high-risk behavior. The findings of this evaluation effort underpin the
interventions that are being used in achieving Indicator 22 in this plan addressing the reduction
of unintentional injury mortality rates.

Resource Requirements Methodology Update: In the early 1970's, the IHS formulated the
Resource Requirements Methodology (RRM) as a management tool to provide a comprehensive,
systematic, and uniform process for estimating the level of resource requirements necessary to -
provide adequate health care to IHS customers and to assist in the allocation of non-earmarked
resources. To reaffirm the purpose of the RRM, a study was conducted in 1995 to determine the
validity and accuracy of the present methodology for use in today's health care environment.
Preliminary findings support the need to update the current methodology to meet the future
program demands of the IHS. The will consist of the following phases: (1) Update Staffing
Criteria and Modules, (2) Formulate Needs Assessment Cost Model, and (3) Needs Assessment
Model Training. This methodology is critical to planning the achievement of most of the health
service related indicators identified in this plan. '

Development of a Health Services Research Agenda for American Indian and Alaska Native
Populations: The IHS and the Agency for Health Care Policy and Research cosponsored a health
services research conference as a first step in a long-term agenda-setting process to identify the
most important health services research issues facing AI/AN communities and their health care
systems over the next 5 to 10 years. The health services research agenda is intended to promote
collaboration among American Indian or Alaska Native organizations, tribal and urban health
systems, medical communities, foundations, and government agencies to increase
communications and produce research information on health program services for the American
Indian or Alaska Nafive patient. The health services research agenda is also intended to provide a
forum for discussing health care reform changes that are creating new directions in the Indian
health care system.

The agenda developed from this conference will serve as a priority guide in achieving Indicator
35 in this plan that seeks to increase collaborative partnerships with other organizations.
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New Directions for Evaluation

The IHS is responding to dramatic changes taking place inside and outside the Govemment
including greater involvement of tribal governments in the Indian health care system,
technological innovations, the changing pattems of disease to more chronic conditions, and the
transfer of many Federal programs and resources to individual States. These changes will affect
the THS evaluation strategy in the coming years. Nevertheless, the IHS remains committed to
comprehensively community-based, preventive, and culturally sensitive projects that empower
tribes and communities to overcome health issues. Specific research and evaluation proposals
currently in process include the following topics: evaluation of the effects of medical nutrition
therapy on patient outcomes among Native Americans with newly diagnosed type II diabetics, -
evaluation of the elders clinic at the Zuni (New Mexico) Ramah Service Unit, and the evaluation
- of the impact of the Northern Cheyenne End-Stage Renal Disease Preventioh Project.

In addition, the Director of the [HS has increased emphasis on several areas consistent with the
Secretary’s initiatives and the DHHS Strategic Plan. These initiatives focus on women's health,
youth, traditional medicine, elder care, and establishment of working relationships with Federal
and State governmental agencies. These initiatives will undoubtedly affect new directions for
evaluation.
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The Office budget request for fiscal year 2001 is $15,000,000. The funds requested will support the
Operation of the Office, Relocation Payments (Housing Acquisition and Construction), Incentive
Bonus Payments, and Discretionary Funding to facilitate and expedite resettlement activities.
Component elements of the Budget Proposal include: (thousands)
- Operation of the Office $5,500
a. Office of the Commissioner
b. Executive Direction
¢. Administration
- Relocation Payments (Housing) 7,800
- Incentive Bonus Payments 400

- Discretionary Funds (Individual Infrastructure) 1,300

Total Budget Request $15,000

Consistent with the provisions of PL 93-531 and its associated Amendments Act of 1980, PL 96-305,
1988, PL 100-666, and 1991, PL 102-180, the Office will continue efforts towards the final
settlement of the long standing dispute between the Navajo Nation and the Hopi Tribe.

General Restrictions:

Prior to the details of this budget being further explained, the Office wants Congress to understand
that the requested funding level allowed by the Administration will only be sufficient to operate the
Office and move 92 clients. There is a certain amount of work that must be done before people are
willing and able to move into a new area, i.e. archaeology, power lines, water and sewage systems,
roads, etc. These continuing projects will all have to be put on hold until funds are available for them.
Current clients will only be able to move into areas that are fully ready for houses to be built, or to
off-reservation areas. It is also necessary to understand that without the money for completion of
these collateral projects, there may be a slowdown in our ability to move people in the fiture. We
can’t move a client into an area where the group infrastructure has not been completed.  On the
other hand, in FY2001, if the Office has a client that cannot wait to move until a project is completed,
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we will be forced to complete whatever project is necessary, with a corresponding decrease in the
number of relocations that can be accomplished.

eration of the Office

Mission Statement: The mission of the Office of Navajo and Hopi Indian Relocation is to provide
quality services to eligible households and others impacted by the Relocation Act, in such a way that
our clients have the opportunity to re-establish their lives in a positive and productive manner.

Long-Range Goal: The long-range goal of the Office is to assure that all relocation-resettlement
activities conducted by the Office are consistent with the intent of Congress and the Executive Branch
as expressed by PL 93-531, and the Navajo and Hopi Indian Relocation Amendments Act.

Major Objectives
1. Conduct meetings and support various other activities of the Commissioner, as necessary, to

insure the proper review and oversight of the Office of Navajo and Hopi Indian Relocation.

2. Maintain an effective management structure for the direction, implementation, and
management of Office policy by agency staff.

3. Provide necessary research and evaluation of ongoing and new program proposals for
dissemination by agency management. B
4, Maintain an effective program of federal and legislative coordination to insure that the
necessary resources from appropriate federal participants are included in the overall relocation
implementation efforts.

5. Provide ongoing engineering and technical support to relocation planning and implementation
activities.
6. Conduct a comprehensive program of Relocation Services for Navajo and Hopi families

participating in resettlement activities. This will include necessary family counseling assistance, the
payment of incentive bonuses, the acquisition of decent, safe, and sanitary replacement housing, the

disposal of abandoned property and improvements on the former Joint Use Area, and various other
activities necessarily associated with relocation-resettlement.

7. Conduct a comprehensive program of new construction and resale dwelling building
inspections. Through ongoing inspections, decent, safe, and sanitary housing for relocatee families
shall be provided within the prevailing benefit ranges.
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8. Conduct planning and evaluation programs directed towards determining the feasibility of
involving the private business sector in developing workable commercial alternatives for lands
acquired for occupancy by relocatee families.

9. Utilize discretionary funding assistance for projects designed to facilitate and expedite
relocation efforts through practical land usage alternatives.

10.  Conduct administrative and financial management programs in support of all agency activities.

Program Objectives: To provide effective relocation assistance to families subject to resettlement as
a result of partition. To complete the necessary development of the New Lands to accommodate
those who have chosen a site thereon, in accordance with the wishes of the Appropriations
Committee. To coordinate activities with other federal participants. To utilize Office resources to
mitigate the impacts of relocation through sound economic development planning,

Program Accomplishments Since Inception: The Office has operated a program of relocation
operations since 1977. As of the end of FY1999, a total of 3,082 families had received relocation
assistance, and a total of 433 certified heads of household remained to be relocated. Approximately
73 of these families still resided on the partitioned lands and 360 resided elsewhere.

. A total of 2,980 Navajo families had relocated from the Hopi Partitioned
Lands, 1,940 to on-reservation homesites and 1,040 to off-reservation. (361
of the on-reservation homesites are located on the New Lands.) 426 Navajo
families remain to be relocated, approximately 73 residing on the HPL and
353 residing elsewhere.

. A total of 26 Hopi families had relocated from the Navajo Partitioned Lands,
23 to on-reservation homesites and 3 off-reservation. 1 Hopi NPL family
remains to be relocated.

. A total of 76 Navajo families, who were forced to move from District Six as
a consequence of the decision in U.S. vs. Kabinto, have received relocation
benefits. The replacement homes of 54 of those families are located at
on-reservation homesites (19 of these homesites are located on the New
Lands), and 22 are off-reservation. 6 District Six families remain to receive
benefits.

The Office has been instructed to limit new development of the New Lands, and, in fact, this budget
submission contains no funding request to finish projects that are not at this time completed on the
New Lends. These projects will, however, need to be completed in the future so that the funds
already spent will not have been wasted. In addition, the needs for future development on the New
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Lands are difficult to predict since they are influenced by factors over which the Office has no control.
Future budgets will include requests for new developments as the needs arise.

One of the factors that may force additional new development on the New Lands is the
Accommodation Agreement signed by most Navajo families currently living on the HPL and the Hopi
Tribe. This instrument gives families who signed the Agreement a 75-year lease on the HPL. Any
of these families who have signed leases can change their minds before February 1, 2000 ( or within
three years of their original lease signing), give up their lease, and still receive relocation benefits from
the Office. As of the end of FY'1999, the Hopi Tribe has indicated that 209 leases had been signed
by potential relocatces under this Agreement. Of these signers, 60 have also now signed
relinquishments, (They now intend to accept relocation.) It is likely that as the final date for
relinquishment of these leases is reached, the Office may need to develop new homesites and/or
subdivisions with their accompanying infrastructure. This budget for FY2001, however, does not
include any funds for this contingency. As this issue unfolds, the Office may have to request
supplemental funding to handle these projects.

Program Accomplishments for FY1999: The Office's primary program accomplishments during
FY1999 are identified in the table"Output/Workload Measures." Additional information about
activities and accomplishments during FY'1999 is provided below:

. 90 Navajo families, in the following categories, were relocated in FY1999:
68 to on-reservation homesites (76%), and 22 to off-reservation (24%).

. 1 Navajo family who was evicted from District Six as a consequence of the decision
in the case of the U.S. vs. Kabinto, 1972, received benefits as provided for in Public
Law 96-305.

. 5 HPL families who formerly resisted relocation and failed to file an application for
benefits by July 7, 1986, were provided with relocation homes pursuant to 25 CFR
700.

. 40 on-reservation homesite leases were approved and received from the Navajo
Nation. There are an additional S8 leases at the Navajo Nation Office of Land
Development or BIA awaiting final approval. These are for individual homesites.

. As of the end of FY'1999, a total of 2,813 cases had been closed because of the end

of the 2-year post-move follow-up period. There was an active/open caseload of 269
cases.

The following illustrates the status of the families who have been certified eligible for benefits as of
the end of FY'1999:
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Certified Eligible ) 3,515  There are 53 active appeals of
) denied applications.

Relocated 3.082

Relocation in Progress 433  Includes 73* full-time residents of
the HPL. .

Homes Being Built 32  Includes 1 full-time resident of the
HPL. .

Seeking Homes 74  Includes 5 full-time residents of the

. HPL. :

Remaining 327 Includes 67 full-time residents of the
HPL.

Total to be relocated 433

;

(* As of September 30, 1999, 70 of these HPL residents had signed the Accomodation Agreement
with the Hopi Tribe. Of these seventy leases, 18 have signed relinquishments and will be moving

under the auspices of the relocation program.)

As of the end of FY1999, there are 53 pending appeals of the total of 1,038 denied cases. It is
estimated that 20 of these denials will be reversed by administrative appeal or District Court, which

will bring the certified total to approximately 3,525.

Output/Workload Measures: Actual Estimated
Function; FY1999 FY2000

1. Eligibility Appeals Hearings &
Administrative Case Reviews

With Reversals 26 47
2. Pre-move Counseling Sessions 1600 1400
3. Housing Counseling Sessions 315 280
4, Homesite Feasibility Studies 180 160
5. Construction Inspections 634 560
6. Properties Disposed S1 20
7. Post-Move Home Contacts 167 170
8. Post-Move Referrals to Qutside

Agencies 13 10
9, Home Warranty Inspections 278 250
10.  Families Relocated 90 80

Estimated
FY2001

1100
322
194
650
160

10
285
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Program Objectives for Proposed Funding Level:

1.

2.

The Office, during FY2001, plans to relocate 92 families, for a program total of 3,254

The Office will be working jointly with IHS and NTUA to furnish utilities to homesites
chosen by relocatees on the big reservation. Any other group infrastructure projects to
service future relocatees will not be funded in FY2001 This may bring a slowdown in the
process in the future.

Relocatee families, remaining to be relocated, will continue to be contacted individually to
give them sdditional information on the New Lands and other subdivision sites being
developed, and to request that they choose a relocation site.

The Office will continue to work closely with various other federal agencies with statutory
responsibility for provision of services to Indian communities. The Office will continue to
coordinate planning and developmen<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>