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INDIAN HEALTH CARE, 1977

FRIDAY, NOVEMBER 11, 1977

U.S. SENATE,
SuBcoMMITTEE 0N HEALTH AND ScIENTIFIC RESEARCH
oF THE Coarrree oN Humax REsources,
Isleta,N. Mea.

The subcommittee met, pursuant to notice at Isleta Pueblo Indian
Reservation at 9 a.m., Senator Edward M. Kennedy (chairman of the
subcommittee) presiding.

Present : Senator Kennedy.

Also present : Senators Domenici and Schmitt.

Senator Kexxepy. We will come to order.

We have a very full agenda this morning, and the primary purpose
of this particular meeting is to give people in this pueblo and those
concerned about Indian health issues the opportunity to speak. And
so I will be very brief in terms of my comments.

But first of all, I want to thank the Isleta Pueblo and the members
of the tribal council and the members of the other pueblos who met
with us earlier this morning to consider a wide range of different
interests that our Indian friends have on their agenda.

We cannot consider just Indian health without considering a variety
of different other issues which matter very deeply to the people here in
New Mexico and are a common concern to Indian people all over this
country, and I found that exchange useful and helpful to me.

There are issues which T have tried to follow over a period of time
and T welcome the constructive comments that were made and the
informed way in which they were presented indicated that T as an
individual Member of the U.S. Senate will look forward to working
and continuing to work on these particular issues. We were joined
at that meeting by Senator Domenici and Senator Schmitt, and, in
just a moment or two, I will ask Senator Domenici and Senator Schmitt
if they would say just a word as well.

Coming back to New Mexico is always a very special set of cireum-
stances for me. Five years ago, I was here as chairman of an Adminis-
trative Practices Committee of the Judiciary Committee. We were
looking into the issue of mineral rights. water rights, and the pro-
cedures that were being followed by the Bureau of Indian Affairs on
these particular issues. We were out at Window Rock and, at that
time, we had one of the most severe blizzards of the winter and it
took us 8 hours to drive back to Albuquerque; and we commenced our
hearing.

Every witness remained for our hearing. and a hearing that was
supposed to start at 6 o’clock started at 1 o’clock in the morning. But
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it was a very clear indication to me about the seriousness with which
these issues are addressed by the Indian people.

And now I have come to New Mexico again as part of a trip that
we have been conducting as the health sube ommittee. We have traveled
down to Atlanta, (m, “to the center for disease control. We visited
some of our senior citizens in Miami and then went out to the migrant
camps on the issues of migrant health; yesterday, into the great bio-
medical research centers in Houston, the M. D. Anderson Centers;
later on today, out to visit the DNA research facilities in Stanford
and then health delivery in southern California, in Los Angeles.

But when we announced that I had made the decision to come to
New Mexico, my niece gave birth to a wonderful 8-pound 9-ounce
baby girl. The next generation of Kennedys is starting, not in Mas-
sachusetts, but is starting right here in New Mexico, and we are
delighted. [Applanse.]

And I do not know whether it is ap |r-np|1m' but perhaps it is, to
introduce her grandmother, my sister-in-law, Ethel, Mrs. Robert
Kennedy, who is——[ Applause.]

And I think that many of our friends here remember very clearly
the work that was done in the area of Indian education by Senator
Robert Kennedy. Still, many of those wr-mnmmulatmnc remain to
be—fulfilled. Some progress was made but, still, as in all of these
problems, much remains to be done.

Now, at the outset, T would like to pay tribute to the Indian health
service individunals. I have had the opportunity to meet with them, to
talk with them, to counsel with them, to learn from them and, I think,
as individuals, they have been enormously dedicated and committed ;
and I think as a result of much of their work, we can see on a chart
that is over here on your left and on our right, we see some important
progress that has been made in Indian health over the period of recent
years.

And T think that is a very clear indication—with the drop in
suicides, some reduction in infant mortality, some success with pnen-
monia. influenza, and in the problems of suicide, we see some degree of
progress.

But we measure that against the next chart, which shows a con-
tinuing problem of a significant growth in a varietv of different areas
that significantly exceed the national ave rages, and it reminds us of
how much further we have to go.

Thope you will review these figures and statistics as we hear the e om-
ments. They give a fairly clear indication of the continued serious
problems that our Tndian people are facing in terms of life expectancy
anywhere from 20 to 23 years less than the rest of the popul: \tion.
There has been a significant reduction in infant mort: ality, but still it
remains substantially higher than the rest of the population; still we
are not providing the kinds of either resources, in terms of meeting
health-care needs that we do in terms of the rest of the population; and
it reminds us of the unfulfilled promises, in terms of trying to provide
decent quality health care toall the peoples of this great nation.

I am mindful of the position that has been taken by vour council in
terms of national health insurance and health security, And I believe,
as we hopefully will get a debate and discussion on that issue in the
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next session of Congress, these kinds of requests that you have made,
the issues that you have identified, are not greatly dissimilar from what
adjustments we have made in the veterans program.

And I welcome the opportunity to work with your people. We have
gotten a good collection of material and I think it is important that we
bring that to the attention of the national administration, as they are
proposing their particular programs.

Just a final comment.

The good news of today is, at last the Department of Health, Edu-
cation, and Welfare has 1ssued the Indian Health Care Improvement
Act regulations. And Emery Johnson the Director of the Indian
Health Service, will remain here during the day to work with the repre-
sentatives of the different pueblos in the interest of the $6 million that
have already been appropriated and are available to your communities
in these areas of Indian health profession recruitment and scholarship
grant. programs. This program is intended to encourage Indians to
enter the health professions and insure the availability of the Indian
health professions to serve Indians,

The regulations also address the category of continuing education
allowances for employees of Indian Health Services—a matter of very
great importance in enconraging Indian people to continue to work in
the Indian health field: contracts with urban Indian organizations to
assist those organizations carry out programs in urban centers to make
health services more accessible: and, finully, leasing from Indian tribes
of land and facilities which the Indian Health Service would other-
wise be authorized to acquire or build.

It has been too long in coming into development. We are glad that
the Secretary of HEW had signed off on these programs. Dr. Johnson
brought these. This, I believe, is the only copy that he has with him to-
day, but they have just been signed off in the past few hours and are
gong, I think, to provide some important opportunities to the tribes
and the Pueblos to move ahead in some of these important areas.

[ The prepared statement of Senator Kennedy and the charts referred
to follow :]

PREPARED STATEMENT OF SENATOR EDWARD M. KENNEDY, A
U.S. SENATOR FROM THE STATE OF MASSACHUSETTS

Senator Kenxepy. I want to open this hearing of the Senate Health
Subcommittee by extending my special thanks to the people of Isleta
and Gov. John Jojola for their warm welcome this morning. T also
want to express my appreciation to the Chairman Del Lovato and the
members of the All Indian Pueblo Council. Their support and assist-
anee made this hearing possible.

Our hearing this morning will focus on health care. The Nation has
a legal and moral commitment to provide Indians with the best possible
health care and to provide for your full participation in the develop-
ment and delivery of those services. But despite the dedicated efforts
of the Indian Health Service and its personnel the Nation has failed
to meet those commitments. This is a matter of grave concern to me as
chairman of the Health Subecommittee ; it is a matter of grave concern
to Senator James Abourezk, chairman of the Select Committee on In-
dian Affairs; it must be brought to the attention of every member of
Congress and to the American people.
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The charts in our meeting room this morning document the problems
you know only too well. The story they tell about the Albuquerque area
mirrors the situation as it exists for Indians throughout the country.

There have been some significant improvements in the health status,
among New Mexico’s Indians. These improvements are an outstanding
tribute to the Indian Health Service.

The incidence of alcoholism, and related deaths and disease, however,
continues at a very high rate. The toll this has placed on human lives
and well-being is beyond measure.

Now let’s turn to the resources which exist in New Mexico to deal
with these problems.

In New Mexico the Indian Health Service can meet only 37 percent
of the demand for mental health workers; only 29 percent of the de-
mand for community health nurses; only 17 percent of the demand for
public health and nutrition workers; and only 37 percent of the demand
for environmental health workers. The Indian Health Service simply
does not have the personnel required to provide the physicians and
health care workers you need.

Nor does the Indian Health Service have the money it needs to pro-
vide contract care for Indians in New Mexico—the care which the
Indian Health Service cannot furnish in its own facilities. The Albu-
querque Indian Hospital, for example, has no surgical suite and its
stafl is so limited that it cannot provide inpatient care for young chil-
dren. All these services must be provided by other facilties which are
then reimbursed by the THS. But only two-thirds of the $5.3 million
needed to provide contract care in the Albuquerque service area is pres-
ently available. For the Zuni-Ramah unit the deficiency is 68 percent.

Let me tell you what I think this means. It means you may have to
wait for years for hospital services; dollars and cents are determining
whether you and your children can see a doctor and get followup
care; money is the determining factor in deciding whether your hos-
pitals and clinies will be able to meet even minimal standards. This is
anational disgrace of alarming proportions.

And what is the situation right here at Isleta? You have a brand
new clinic which meets the finest structural and medical standards.
It was built through the dedicated efforts of your tribal leadership
and the special help of Senator Joe Montoya, But the facility itself
is not enough. The Indian Health Service doesn’t have the staff it needs
to put this clinic into full operation. A single physician and a minimal
support staff are handling 6,500 patient visits a year. Yet, in spite of
these problems, they have developed a promising program of preven-
tive care—especially for women and young children. We can only
imagine what could be accomplished with adequate staffing.

Two new hospital construction projects are underway to serve
vou in New Mexico—one at Acomita and one at Santa Fe. Other
facilities are being discussed and planned. T expect we will hear more
about them today and the problems they are facing.

With us this morning we are fortunate to have tribal leaders, con-
sumers and physicians with extensive firsthand involvement in the
needs of New Mexico’s Indians. in the proorams of the Indian Health
Service, and in the physical and mental health needs of your com-
munity. Dr. Emery Johnson, Director of the Indian Health Service,
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has made a special trip from Washington to be with us and contribute
to the hearing.

I expect that we will hear testimony on a wide range of health care
roblems and possible solutions to those problems. We also want to
}wu:‘ from our witnesses on pending national health insurance pro-
posals. Indians have a very special stake in that legislation. T want to
know what you feel needs to be done to make health security legisla-
tion fully responsive to Indian health care concerns.

[ look forward to your comments and to responding to your con-
cerns. I will take this information back to Washington. I will work
at every level to reinforce and strengthen our national commitment
to bringing Indian health care to the highest possible level and to
providing and encouraging maximum participation of the Indian
people in the planning and management of those services.

And now, before we turn to our witnesses this morning, there is a
special item of good news that I want to share with you. You have
been waiting since September of 1976 for implementation and funding
of the Indian Health Care Improvement Act. This act is essential in
order to realize the enormous promise of the Self-Determination and
Education Assistance Act which became law in January of 1975.

The Health Care Improvement Act includes resources for training,
to improve and increase services, to provide facilities, for participa-
tion in medicare and medicaid and funding for programs in urban
areas. The Congress authorized $145 million for the first year of this
program—but only a fraction of that amount has been appropriated.
A major barrier has been the delay in getting approval of the neces-
sary regulations.

I am pleased, therefore, to announce this morning that your long
wait is over. The Indian health care improvement regulations were
signed by Secretary Califano.

We can now focus our efforts on the administration, the Department
of Health, Eduecation, and Welfare, the Office of Management. and
Budget, and the Congress to win approval for the additional funding
needed to fully fund these programs.

[The charts referred to follow :]
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Senator Kexxeoy., I would ask perhaps Senator Domenici if he
would like to say a word of welcome.

STATEMENT OF HON. PETE V. DOMENICI, A U.S. SENATOR FROM
THE STATE OF NEW MEXICO

Senator Domexicr. Well, Senator Kennedy, T will be brief.

I want to join with our Indian people in welcoming you. They have
done that this morning in the meeting with you, but I want to do it
publicly. We need your help and support in the many areas of Indian
concern, We are all aware of your genuine and abiding interest in the
field of health care, and we know that that extends across the spec-
trum and that it also includes the many and significant health needs
of our Indian people.

We hope that once again you leave our State fully aware that while
Americans have health problems, the Indian people have the most
severe and significant health problems of any group of people living
in America. The Indian people, are living examples of our not being
able to help as we should.

I want to thank you for help in the past. T want to thank Dr. Emery
Johnson for his continued support for our projects in New Mexico.

We are opening two new hospitals, Senator Kennedy : one in Acoma;
one in Santa Fe. We have a few more that are high on the priority list.
His professionals work hard ; they work with us. It is indeed not only
good news but great news that the regulations are out on the Indian
Health Care Improvement Aect, our first effort at comprehensive Indian
health delivery. I hope that the regulations will really carry out the
effect and that Congress will live up to the commitment made in the
words of that act,

I want to close by saying that we in New Mexico are very prond of
the first of the new generation of Kennedys—we will have to still call
her “No Name,” and that sounds pretty good ; sounds kind of Indian—
will reside in New Mexico. Also. we do thank you, and I appreciate
the opportunity to be with you here for a moment. I will not be able
to stay for the entire hearing, as you know, but T am glad to be here
with you this morning.

Thank you very much. [ Applause.]

Senator Kexxepy. Thank you very much, Senator.

Senator Schmitt, if you would like to say a word now,

STATEMENT OF HON. HARRISON H. SCHMITT, A U.S. SENATOR FROM
THE STATE OF NEW MEXICO

Senator Scayrrr. Hardly more than a word, Senator.

Again, let me welcome you to what we think is the most beautiful
State in the Union. All of us, Indian and non-Indian alike, wish you
well in this visit. We know what motivates it. We agree, T think, al-
most entirely on the nature of the problems that have to be solved. We
may find ourselves disagreeing among ounrselves on the best way to
solve them, but there is no question, as you ean witness by the crowd
here this morning, that we here in New Mexico have a tremendous
concern about health problems, rural health care, and the unique prob-
lems of the Indian people.




10

Washington is not where the real problems are. The real problems
are here and clsewhere in this country where people are faced every
day with the kind of health problems, the kinds of educational prob-
lems, that are going to be discussed with vou in this hearing.

I hope that as we try to solve our problems, and invest in what
we commonly call *plant,” that is, we build a hospital—let’s not forget
that it takes something to operate it. A hospital without operating
funds is just another building, but a hospital with operating funds 1s
something that can truly help people; that can truly go to the core and
the heart of the kinds of problems that our friends here today will be
discussing with you. So let us not just leave it at the point of having
built the hospital.

It is good to have you here, Ethel. I congratulate your family again
on a new arrival. We hope that they will decide to become New Mexico
citizens now that they ][111\‘0 been born in this great State. We allow
that, you know. [Laughter.]

You ecan take up citizenship here any time. T understand that
New Mexico is becoming attractive to the number of former poli-
ticians and maybe even present politicians. Our friend, Senator
iAbourezk, told me the other day t]mt he might join us out here in
his retirement. He promised not to run against either Domenici or
myself. [Laughter.]

I told him not to make any rash promises, that it was never safe in
politics.

Thank you again for coming to New Mexico. We are looking for-
ward to more of these discussions. [ Applause.]

Senator Kexxepy. We shall start off with Governor Paytiamo: and
if he would be kind enough to make his comments and then we will
continue with our other witnesses.

I know my colleagues will not be able to remain during the course
of the hearing, so they will have to withdraw.

But we appreciate very much their words of welecome and joining
with us.

Governor?

STATEMENT OF HON. STANLEY PAYTIAMO, GOVERNOR, ACOMA
PUEBLO, ACOMITA, N. MEX,

Governor Payrramo. Thank you very much. Senator.

How is everybody this morning, my Indian people ?

I am glad to see that everybody is here.

Senators Domenici, Schmitt, the Indian Health Service, the All
Indian Pueblo Council, Chairman Lovato, and officers of the All
Indian Pueblo Council, my fellow governors we are glad that we are
able to meet on these occasions, There are a lot of things that we
would like to say. I will try and summarize my statements so that I
can give the opportunity for those Indian people that are here to make
some statements that they would like to make; because we have some
people that work out in the field and that are really knowledgeable
about some of the things that we are concerned about; and T am glad
that some of you people are interested ; and I hope, Senators, that you
will give us support on the House resolution in particular, House Reso-
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lution 9054, and any other bills that may come up that may be working
against the Indian people.

To start off with, I know that when our Indian elderlies, when they
hear this termination bill, I know what they are going to say. I know
what statements that they have made.

On the humorous side, to start off, I think that our President is
giving some of our land that used to belong to us—especially 1 am
talking about the Panama Canal—as we all know, we are landlords of
the whole Western Hemisphere, and I am all in favor of, instead of
giving the land back to the people down there, they ought to give it
back to us Indians. [Applause.]

I know also that since the—some of our people in Washington are
introducing such silly bills that I know our elderlies will also com-
ment and say that I think what we ought to do is send all the blacks
back to Africa and all the Europeans back to Europe and let us have
our land that used to belong to us. ]

Senator Kenyepy. Could the Irvish stay if we [ Laughter.]

And add that to the treaty?

Senator Scinorr. If they send the Germans back, I am sorry, the
Irish have got to go. [ Laughter. |

Governor Payriamo. That is something over on the humorous side.
Now, more on the serious side.

My name is Stanley Paytiamo. I am the governor of the Pueblo of
Acoma and the chairman of the Ten Southern Pueblo Governors
organization,

Your interest in the health and well-being of our Pueblo people is
encouraging. In my capacity as the leader of my pueblo, I would
like to present the following facts, findings and recommendations:

As the Pueblo people become more involved in the planning and
delivery of health-care services, it has become evident that there have
been misplaced energies and resources in providing for the health care
of the Pueblo people. Evaluation and feasibility studies have done
little to improve the direct medical eare provided to our people.

The planning effort has been previonsly guided by the Indian
Health Serviee with little regard for tribal concerns. In our present
level of involvement, we have identified and determined major areas
of health care which require additional support resources, attention,
from this committee.

I would like to at this time say that—and T know that there are
going to be some statements made by other people on this subject—
and that is the item of the Indian burial services, which is covered
under Publie Law 94-165.

I know there is a lot of problem in this area, and T will just stop
here and other people will also touch on this.

Under facilities construction, the construction of health facilities
is an important consideration to our people. The Acoma-Canoncito
(Navajo)-Laguna 40-bed hospital facility now under construction on
our reservation wasg funded for construction without operating funds.
This problem was alleviated. but the hospital board recently dis-
covered that no major surgical capabilities are incorporated within
the facilitv. This means that all sureical eases will still have to be
transported to Albuquerque, 65 miles distant.
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The provision of surgical services is a major need and must be con-
sidered in future appropriations. This fucility will serve approximate-
ly 10,000 Pueblo and Navajo people. Also, professional stafling will be
difficult for the new facility because of a lack of housing. An earlier
agreement between the Acoma Tribe and the Albuquerque Area
Indian Health Service stated that Acoma would build 50 housing units
and then rent these units to the professional staff. The Albuquerque
Area Indian Health Service has reneged on this agreement. We are
therefore asking for your support and assistance in obtaining these
funds for construction of these units.

The next item is the Albuguerque Indian Hospital.

The Albuqguerque Indian Hospital provides inpatient and outpatient
services for seven pueblos, two Navajo chapters, students at two
Indian schools located in Albuquerque, and also the urban Indian
population.

Senator, there has been a defieit in the Indian Health Service fund-
ing because of our urban people, or more of our urban are moving to
the cities and the only headeount that is made are for those people
that are resident. But because of the Indians moving out into Albu-
querque area from all areas in the country. there is not enough money
to go along. And T would like to see some consideration made on that
area. This 54-bed facility is outdated and inadequate. Tt has only
seyen examining rooms to serve 100 to 200 patients daily. The average
waiting period for a patient is 30 minutes to 3 hours. The staff is over-
loaded in all areas. Our outpatient services are not available after
4:30 p.m., or on weekends,

Senator, T have been the subject, where T have come to the hospital,
bringing my family, and there was no emergency service. As a result,
T had to take my daughter all the way to the Indian Health Servyice in
Gallup. And T was lucky that T was able to do this, but considering
those people, especially the Indian poor people who do not have the
kind of transportation, what if this was the case?

Senator Kexxepy. One of the key problems is the shortage of per-
sonnel. and that is, as T understand it, not the Indian Health Service.

Isn’t this, Dr. Johnson—don’t you run into the—isn’t that a key
factor in terms of

Dr. Jouxsox. Yes; this—a number of things that the Governor is
talking about we have been over many, many times.

Senator Kexxepy. Fine. Sure.

Dr. Jouxsox. It is a matter of where do you get the resources to
provide the service. The staff are more than—not only willing to but
anxious to provide the service.

Senator Scirmrrr. Senator, there is a problem of how the funds are
utilized. I think the Governor is mentioning that at this time, a lot
of the funds that would normally go to the more rural Indian popula-
tion—the indigenons population, by a quirk in the law or regulations,
are being used up by this increasing population of urban Indians from
all over the country. We need to not neglect either group, but make
sure that adequate funds are available for each one.

Is that correct, Governor?

Governor Payriamo. That is correct.

The major areas of concern center about an ever increasing demand
for services that has strained the personnel budget and physical plant
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to its limits. Because of the above, we recommend a major medical
. center for the Albuquerque area.

An $18,000 feasibility study has provided the necessary support to
implement this facility. This medical center for Albuguerque area is
needed to provide a comprehensive approach to quality health care
for all Indian people. ;

Although a system of contract care provides a majority of direct
care for these services unavailable through the present Indian Health
Service facilities, the cost is staggering. There will not be any method
for controlling these rising costs in the next 20 years and it is recom-
mended that the concurrently increasing Indian Health Service con-
tract health care budget be analyzed for possible redirection into the
construction of a major referral center for this area, Estimated cost
18 $45 million,

Another item is the Santa Fe Indian Hospital.

The new 55-bed Santa Fe Indian Hospital has also had its share of
problems. Two problems at this point in time are: (1) that funding
1s not yet released by the Indian Health Service Headquarters for
many of the new professional and support personnel positions and (2)
most, of the new equipment that has been ordered is delayed because it
has not been manufactured yet.

Under the subject of the national Indian health insurance, the All
Indian Pueblo Council’s consensus position is that the Indians should
not be included in the basic national health insurance program so that
Indians may continue to build their own unique programs.

The Indian Health Service acknowledges the primary role of the
Indian people in the planning, development. and delivery of health
services to the tribal members. The national health insurance legisla-
tion must specifically address. recognize, and preserve the principles of
tribal sovereignty and tribal self determination. The Pueblo people
are esnecially concerned in the following areas:

(1) Language contained in any national health insurance legislation
must support existing Indian Health Service delivery system for
American Indians.

The Indian Health Service must remain the Federal mechanism
through which financing and health care delivery is implemented.

The national health insurance legislation must not substitute, re-
place, or jeopardize services to onr Indian people. Financine from Con-
gress must continue to come directly to the Indian Health Service,
therebv allowing Indian tribes to build their own health programs.

(2) Pueblo people must be exempted from any compulsory NHI
financing charges, should a national health insurance program become
a reality. We are recipients of Federal health services beeause of our
unique trust responsibility with the Federal Government and have
been exempted from pavment for Indian health services.

A majority of the Nations nonulation does not realize the contribu-
tions in natural resources made by the Indian people. Resources such
as land and water are considered bv the Federal Government to be
prepavment for all health eare provided.

(3) If a national health insnrance proeram is adonted. anv supnle-
mental elements not provided by the Tndian Health Service shonld be
meorporated into the Indian Health Service system. T am speaking




14

here of the guaranteed benefit package that each person would be en-
titled to and the prospective funding to implement that guarantee.

(4) Tribal governments must be recognized as appropriate entities
for the administration of these health programs. We, the 19 pueblos
of New Mexico, have a proven record of being able to conduct our own
business. If the national health insurance program is implemented, the
tribal governments need to be involved totally in the administration of
these programs at the reservation level. i A

(5) Indian self-determination is also a very important consideration
in any national health insurance legislation. Any national health insur-
ance legislation must insure that Indian self determination is not di-
minished in any way.

Under the Environment Health, in the environmental health areas
we have concerns also. T'wo concerns are:

(1) The need for solid waste disposal systems at the pueblos. Many
pueblos have sanitary landfills but the advantages and disadvantages
of other waste disposal systems need to be considered.

(2) Water quality is also a problem of the reservation. Two major
problems areas are: the content of hard minerals within the water and
the lack of sufficient water, Senator, in fact, we went to one of the
pueblos just recently and the water was so hard that the water corroded
the system, and when we took a bath, we thought it was going to come
out red. [Laughter.]

Under Public Law 93-638, the Indian Self-Determination and Edu-
cation Assistance Act provides the opportunity for all our people to
assume more responsibility for their health. Yet, there is agency back-
lash in its implementation.

Contracts and grant mechanisms were not fully explained prior to
implementation. I think in some areas that the Indian people knew
more about Public Law 93-638 than those who were the funding
agencies. Tribal contractors are flooded with technicalities which delay
and confuse, rather than assist, in the self-determination process.

There is a lack of leadership at the Albuquerque Area Indian Health
Service in regard to Public Law 93-638. The law became effective ap-
proximately 2 years ago. The first formal training session provided by
the Indian Health Service was during the first week of November of
this year. The rules and regulations of Public Law 93-638 have been
misinterpreted by the Indian Health Service field staff on several
oceasions.

When funds became available under Public Law 93-638, there were
very few Pueblo Indians placed in position at the Indian Health Serv-
ice area office, These Pueblo people would have been trained in all
phases of Public Law 93-638. They, in turn, would provide training
to the Pueblo people.

Most. of the Tndian Health Service personnel in these positions are
non-Pueblo Indians or non-Indians. And we would like to see a lot
of our Indian people from this area fit into those positions because,
after all, the Pueblo people are going to be the only ones that are going
to be running the programs.

We do not like to see the people from other areas coming here because
after they get that training we are going to lose all of that. At least,
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if the Pueblo people from this area were trained, at least these people
are going to be here.

In summary, I would like to recommend that a closer look at the
tribal-Indian Health Services, Bureau of Indian Affairs, relationship
be analyzed. In order to achieve the goal of self-determination, these
things must occur:

1. The role of the tribe, the Bureau of Indian A ffairs, Indian Health
Service, must be defined ;

2. Cooperation between agencies and tribes must be effected ; and

3. The United States must stand firm in its commitment to the
Pueblo people and all Indian people of our country.

Senator, I know that there are other Pueblo governors here. I know
that the statement that I have made has been very general, and I wish
I could—and you have a copy of this?

I wish we could go right through all of these documents and make
some comments on it individually. I know the governors will be mak-
ing other detailed. specific points that apply to them in different areas,
and we do have some of the other health boards here and they will also
be making some other more specific points.

[ will be glad to answer any questions, if you have any, Senator.

Senator Kexyeoy. Thank you very much,

We will include your statement in its entirety in the record in the
supplementary information, which we will obyiously take back with
us and have a chance to get into with a careful review.

I think, with regard to the health insurance legislation, what I
would like to do is have someone on my staff come out and spend some
time with the Pueblos and go over the details of this particular con-
cern, and then we will take that baek and work with the administration
on this.

But T think we have got some-very important recommendations
which T think it is very important to get in at the very earliest level.
We will have someone come out here and sit down with youn people and
go over in preat detail those partienlar provisions, What T would like
to do is see if we could go through with the witnesses and come back to
some of the general questions, and we will include the statement in its
enfirely,

[The prepared statement of Governor Paytiamo follows:]




IN HEFLY REFER TO

PUEBLO DE ACOMA

“THE SKY CITY™
P. O. Box 309
ACOMITA. NEW MEXICO 87034

OFTICE OF THE GOVERNOR TELEFHONE 552.6606

STATEMENT
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GOVERNOR STANLEY PAYTIAMO OF ACOMA
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BEFORE
SENATOR TED KENNEDY, CHATRMAN
SENATE SUBCOMMITTEE ON HEALTH
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ISLETA PUEBLO, NEW MEXICO

My name is Stanley Paytiamo, I am the Governor of the Pueblo of Acoma.
Chairman, Ten Southern Pueblo Governor's. Your interest in the health and
well being of pur Pueblo people is encouraging., In my capacity as the leader
of my Pueblo I would like to present the following facts, findings and
recommendations.

As the Pueblo people become more involved in the planning and delivery
of health care services, it has become evident that there have been misplaced
energies and resources in providing for the health care of the Publoe people.
Evaluation and feasibility studies have done little to improve the direcc
medical care provided to our people. The planning effort has been previously
guided by the Indian Health Service, with little regard for tribal concerns.
In our present level of involvement, we have identified and determined msjor
aress of health care which requires additional support resources, lttgntlon
from this committee.

Facilities Construction: The Comstruction of Health Facilities is an

important consideration to our people. The new Acoma - Canoncito (Navajo) -
Laguna 40-bed hospital facility now under comstruction on our reservation

was funded for comstruction without operational funds, This problem was
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alleviated, but the hospital board recently discovered that no major surgical
capabilities are incorporated within the facilicy. This means that all surgical
cases will still have to be transported to Albuquerque, 65 miles distant, The
provision of surgical services is a major need and must be considered in future
appropriations. This facility will serve approximately 10,000 Pueblo and Navajo.
Also, provessional staffing will be difficulty for the new facility because
of the lack of housing. An earlier agreement between the Acoma tribe and
Albuquerque Area Indian Health Service . ptated that Acoma would build 50
housing units and then rent these units to the profeasional staff. The Albuquerque
Area Indian Health Service has reneged on this agreement. We are therefore,
asking for your support and assist in obtaining funds for comstruction of the units.
(attached Resolution No. TC-0CT=19-77)

Albuguerque Indian Hospital

The Albuquerque Indian Hospital provides inpatient and outpatient services
for seven Pueblos, two Mavajo Chapters, students at two Indian schools located
in Albuquerque, and also the urbsn Indian population.

This 54-bed facility is outdated and inadequate, It has only 7 examining
rooms to serve 100 - 200 patients daily, the average vating period for a
patient is 30 minutes to 3 hours; the staff {s overloaded im all areas, Out-

not
patient services are/available after 4:30 p= or on weekends. Outpatient

utilization has increased rapidly since the facility was opened (from 3,648

in FY 1971 to 31,431 in FY 1976). The major areas of concern center about an
ever increasing demand for services that has strained the perasonnel, budget
and physical plant to its limits, Because of the facts above, we recommend a
major medical center for the Albuquerque Area, An $18,000 feasibility study

has provided the necessary support to implement this facility, This medical
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center for the Albuquerque Area is needed to provide a comprehensive approach
to quality health care for all Indian people, Although a syates of contract
care provides a majority of direct care for these services unavilable
through the present IHS facilities, the cost ia staggering, There will not
be any method of controlling these rising costs in the next 20 years and it is
recommended that the concurrently increasing IHS contract health care budge
be analyzed for possible redirection into the contruction of a gajor referal
center for this area. Estimated costs is 45 million dollars.

Santa Fe Indian Hospital

The new 55 bed Santa Fe Indian Hospital has also had ite share of problems.
Two problems at this point in time are: (1) that funding is pot yet released
by the Indian Health Service Headquarters for many of the pew professional and
support personnel positions, and (2) wmust of the new equipment that has been
ordered is delayed because it has not been mamufactured.

Hational Health Insurance

The All Indian Pueblo Council's comsensus position is that Indians should
not be included in the basic National Health Insurance program, so that Indians
wmay continue to bulld their own unique health programs, The Indian Health
Service acknowledges the primary role of Pusblo people in the planning,
development and delivery of health services to tribal members. The National
fealth Insurance legislation must specifically address, recognize and preserve
the principles of tribal soverignty and tribal self-determinatiom.
The Pueblo people are especially concerned in the following five areas:

1, Languate contained in any National Health Insurance legislation must

support the existing Indian Health Service delivery system for American Indlans.

The Indian Health Service must remain the federal mechanism through which
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financing and health care delivery is:implemented. The Mational Health Insurance

leglalacion must not substitute, feplace, or jopardize seryices tq our Indian

people. Pinancing from Congress must contimue to come directly to the Indian
Bealth Service, Thereby allowing Indian tribes to build their own health pPrograms.

1, Pueblo people must be exempted from any compulsory NHI financing
charges, shoild a National Health Inmsurance prograz become a reality, We are
recipients of federal health services because of our unique trust relationship
with the federal government and have been exempted from payment for IHS services.
A majority of the nation's population does not realize the contributions in natural
resources made by the Indian people. Resources such as land and vater are
considered by the federal government to be prepayment for all health care
provided.

3. 1If a Bational Health Insurance program is adopted, any supplemental
elements not provided by the Indian Health Service should be incorporated into
IHS system. I sm speaking here of the guaranteed benefit package that each
person would be entitled to and the prospective funding to implement that
guarantee.

4, Tribal governments must be recognized as appropriate entities for the
administration of health programs. We, the 19 Pueblos of New Mexieo,hsve 2
proven record of being able to conduct our own business, If the NHI program is
implemented, the tribal governments need to be involved totally in the
administration of these programs at the reservation level,

5. Indian Self-Determination is also a very important consideration in any
NHI legislation, there,any NHI legisiation must {nsure that Indian Self-

Determination is pot diminished in any way.
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Envirommental Health

In the envirommental health areas we have concerns also, Two concerns are:

1. The need for solid waste disposal systems at the Puebloa, Many Pueblos
have sanitary landfills bur the advantages and disadvantages of other waste
disposal system need to be considered.

2. Water quality is also a problem on Pueblo reservations, Two major
problem areas are the content of hard minerals within the water and the lack
of sufficient water resources.

Bubltc Lev 93-638

Public Law 93-638, the Indian Self-Determination and Education Assistance Act,

provides the opportunities for our people to assmume more responsibilicy for their

health., Yet there is agency backlash in its implementation, comtracts and grant

mechanisms were not fully explained prior to implementation, Tribal contractcrs
are flooded with technicalities which delay and confuse rather than assist in the
self-determination process.

There 18 a lack of leadership at the Albuquerque Area Indian Health Service im
regard to Public Law 93-638, The law became effective approximately two years ago.
The first formal training session provided by IHS was during the first week of
November, 1977.

The fules and regulations of P,L. 93-638 have been misinterpreted by the THS
field staff on several occassions.

Whan funds became availablae under P.L,93-638 there were few Pueblo Indians
placed in positions at the IHS Area Office. These Pueblo people would have been
trained in all phases of P,L, 93-638, they in turn would provide training to
the Pusblo people. HMost of the THS personnel in these position are Nom-Pueblo
Indians of Non-Indians. In summary, I would 1ike to recommend that a closer

look at the tribal-Indian Health Service - Bureau of Indian Affairs relatiomship
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be analyzed. In order to achieve the goal of self-determination these things

must occurer (1] The role of the tribe, the Bureau of Jndiam Mfairs, Indfan

Health Service must be defined., (2) Cooperation between agencies and tribes
must be effected. (3) The United States must stand firm in its commitment to

the Pusblo pecple and all Indian people of our country.,




ME:\IO RA NDU:\{ DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

Public Healih Service

Director, Indian Health Service DATE: November 7, 1977

Director, Albuquerque Area

Indian Healch Service
SUBJECT: Acoma Tribe's desire to Cuaranteed Lease of Proposed Housing for Acoma,
Laguna, Canomcito Hospital.

Please find attached a resolution passed by the Tribal Council of the
Acoma Pueblo, which indicates a definite desire to lease 25 units in-

stead of the original 50 units to the Government under conditions of

Tictle 7 of PL94-437.

As indicated by the Resolution the only way the Tribe does desire to
lease is if they can make a reasonable return on thelr money as they
are currently realizing by investment in long term certificates of
deposit.

T. J. Harwood

ce & Enclosure

Will Frazier

Harold -Savage

Dr. Robert Vanderwagen
__Governor, Stanley Paytiamo

Arturo Ortega, Law Offices
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Law OFFICES

ORTEGCA AND SNEAD

=

ARTURO ©
T

TELEPHONE (S08) Baz-a177

CHANLES B WET
MICHAEL D BUBTAMANTE

October 28, 1977

George Fries

U.8.P.H.5./I.H.5.

Room 4005

500 Gold Avenue SW
Albuguerque, New Mexico 87101

Re: Pueblo Of Acoma-Resolution /

osed please Resolution

Very truly yours,

CHARLES P. REYNO
Attorney at Law

CPR/dm
Enclosure (1)

ALBUQUEROUEL. NEW MEXICO 87

ove cause
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PUEBLO OF ACOMA
P.0. Box ‘3p9

Acomita, , New Mexico g3(3s
Telephone 552-6606

RESOLUTIORN

No.TC-Oct-19-77

At a duly called meeting of the Acoma Tribal Council,
held on the 19th day of October, 1977, the following resolution
was adopted:

WHEREAS, the Pueblo of Acoma has received information
from the Director of the Indian Health Service, Health Services
Administration, Public Health Service, United States Department
of Health, Education, and Welfare, that the Indian Health Service
will support a supplemental request to the Congress of the United
States for funds to construct guarters at Acomita, New Mexico for
the personnel to be employed at the Acoma-Canoncito-Laguna Indian
Health Services Hospital, because of the difficulties encountered
by the Pueblo of Acoma for construction of these quarters and;

WHEREAS, the Indian Health Service has requested that
the Pueblo of Acoma provide IHS with a justification for the
request including facts concerning the lack of adequate housing
in Acomita and surrounding areas such as San Fidel, Grants,
McCarty's and Cubero, and;

WHEREAS, the Indian Health Service has requested clearance
from the Tribal Council to investigate the possibility of entering

into a lease-guarantee arrangement whereby the Pueblo of Acoma

would be guaranteed a fair return on their investment into the

construction of housing guarters;




25

NOW THEREFORE BE IT RESOLVED, that the Tribal Council
direct the Tribal Attorney to prepare the justification requested
by the Indian Health Services to support the supplemental requests
to the Congress of the United States for quarters at Acomita for
the Acoma-Canoncito-Laguna Indian Health Services hospital per-
sonnel.

BE IT FURTHER RESOLVED, that the Pueblo of Acoma Tribal
Council hereby gives clearance to the Indian Health Service to
explore thé possibility of entering into a guaranteed lease arrange-
ment, provided, however, that the Pueblo of Acoma will be able to
construct only twenty-five (25) units of housing under such a

guaranteed lease arrangement should it be entered into.

é/ L

. uu tenant Governor

nd Lieu}en “Qyernor

"Head "Councilman
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cERPIVPICATION

The foregoing resolution was duly adopted by the Acoma
rribal Council, at a regular meeting held on the 19th day of
oOctober, 1977 at the Acoma Tribal Council Room at which !‘Q______

members voted for, (&) _members voted against, and QO

ety ks

R STANLEY" ng’ AMO

members abstained from voting.




Senator Kexyepy. Paul Bernal is vice chairman, All Indian Pueblo

Couneil,
Paul?

STATEMENT OF PAUL BERNAL, VICE CHAIRMAN, ALL INDIAN
PUEBLO COUNCIL

Mr. Bernar, Senator, I will read the following statement prepared
by the All Indian Pueblo Council:

Senator Kennedy, my name is Paul Bernal. T am the vice chair-
man of the All Indian Pueblo Council, Inc., and a member of Taos
Pueblo. My Governor is here with me.

Senator Kennedy, we certainly do appreciate your time coming
over and we wish you well, your new Kennedy family, and also we
wish the youngsters, as they become old as we are, maybe older than
we are, they get acquainted with Indian problems,

I would like to give you the summary because my colleague over
here has spoken, not touching many areas that—which are pertinent
to Indian health that we have in the State of Mexico among the
Pueblo Indians.

Our common objective is quality health care that is comprehen-
sive in approach, and responsive to our needs. Our needs do not foeus
just on more money. We realize that utilization of resources is a vital
aspect. of health-care operations. We also understand that a coordi-
nated system is required to provide comprehensive health care.

Within this context, we consider the development of additional re-
sources—funds, manpower, facilities—a high priority; but do not
forget that the effective use of resources mandate the involvement of
those people served, in this case the Pueblo people. As part of the
self-determination process we have identified particular health prob-
lems and barriers to good health for all our pueblos. T would like to
address these issues today.

1. Public Law 94437, the Indian Health Care Improvement Act:
Since its enactment into law in 1976, we have been waiting for $145
million authorized for the first year of the program. To date. we have
not even seen the publication of the final regulations. As a result, the
funds appropriated in fiscal year 1978 budget cannot be spent for
much-needed services and facilities,

2. Contract medical care: Due to inadequate staff, facilities, and
funding, many of the services THS eannot provide directly to Indian
people are provided through contracts with private physicians and
hospitals. These services generally include dental care, eye care, and
surgieal care. While the services provided are satisfactory, the fund-
ing is tofally inadequate, Tn some cases. Indian patients must wait
several weeks and up to months for appointments. Tf services must
be contracted ont, then sufficient funds should be provided for ade-
quate service.

3. Manpower: Professional personnel are becoming harder and
harder to find and keep. There is a shortage of Indian paraprofes-
sionals. Although there is training available at various agencies and
institutions, they are fracmented. These types of programs must be
coordinated and the Indian Health Service should lead the way in
effecting these relationships. Developing Pueblo professionals, job
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placement efforts, and a clearinghouse for Indian health manpower are
additional areas which need to be improved.

4. Alcoholism and drug abuse: Alcoholism is a great health prob-
lem within our communities. While a great impaet is being made by
special alcoholism projects such as detoxification programs, halfway
houses, and counseling programs, funds and qualified personnel are
becoming scarce, Problems of drug abuse evolve in much the same
manner as alcoholism problems.

5. Other health needs:

() Emergency medical services: Emergency medical services are
limited in scope and fragmented in effort. There are no funds for
training tribal members and no funds for developing emergency medi-
cal services systems—vehicles, personnel, communications.

(b) Preventive health service: Preventive health services must be
expanded to provide community awareness, home health assistance,
coordinated screening clinic, immunization system and educational
programs in child abuse.

(¢) Elderly care: The young and the elderly people of the pueblo
are a most valuable asset. Experience in trying to receive adequate
medical care has been frustrating to our elderly. Most important, the
elderly do not have an advocate for their individual and collective
needs.

The Bureau of Indian Affairs and Indian Health Service are estab-
lished specifically for the provision of services to Pueblo people. Why
cannot these agencies wm&: together in bringing about more efficient,

effective services? Instead, they compete for funds and programs, dis-

regarding Indian concerns. As with all people, health and medicai
care for the Pueblo elderly is a right and not a privilege.

(@) General medical services: While some improvements have been
made in the health care of American Indians, the demand and needs
far exceed available services, facilities and resources. Services for
dental care are limited to extraction in many cases. Dentures and
orthodontic care is nonexistent. The same is true in eye-care services.
The surgical needs of many patients must wait because of inadequate
funding or lack of facilities.

These require the facilities I have been mentioning to you, Senator,
that today we are waiting, we have been waiting too long, and I think
that we are compelled to wait much longer. I, for one, have been
speaking in behalf of the All Indian Pueblo Council more than 15
years in health improvement. I have been to Washington and testified
before the corporation committee, and tried to increase the Indian
Health Service Corporation.

We have been doing the same thing—the Acoma-Laguna Hospital
and the Santa Fe Indian Hospital. The All Indian Pueblo Council
and the Indian leaders implement their thought and their words to be
carried out and honored and keep them alive in records, and not to put
up on the shelf No. 13 over there and forget it.

And I do not think that is the way the American Indian should be
treated. And we talk about paper talks. We tell you and we expect our-
self what we want the U.S. Governmeni—remind them of their re-
sponsibility to the Indian people. This has kind of been a forgotten
thing—a forgotten pattern that we have been experiencing.

_ We are talking about Public Law 93-638. Too much technical as-
sistance has been provided, but there is not enough money to play with.
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We got to play with money and at the same time, we have got to pro-
vide technical assistance. Two things make a quality service—con-
tract medical care services.

The All Indian Pueblo Couneil and other Indian tribes in the State
of New Mexico have great desire to see this facility come up, and to-
day, that Santa Fe Indian Hospital is taking space, is still prolonging.
The construction is there, the wall is there, the roof is up, but we are
facing a shortage of the money. Like someone said, you have got to
have money to get the function of the things going.

We need your assistance. We have asked you to provide funds to
get these two facilities to get to use as soon as possible.

Some of the things that have been mentioned, that the Intertribal
Health Authority and the All Indian Pueblo Council, that the two
facilities, because of lack of money, that they cannot complete those
hospitals this year. Maybe another 6 months, maybe another year
again,

Senator Schmitt is here, from the State of New Mexico. I am pretty
sure that he is acquainted with the kind of health problems that we
have. I do think that the Indian people in the State of New Mexico are
entitled to live in a good place, entitled to receive the first-class medical
care and up-to-date medical capabilities—mew medicine, new
equipment.

I think we as human beings not to be treated as such. For many,
many years, that I know of, calling attention to Dr. Emery Johnson,
about Santa Fe Indian Hospital—used to be only one lavatory for
men and only one lavatory for women. I was a patient one time and we
had to stand in line to go into these lavatories.

I think that kind of treatment is incredible. Sorry about this, but
there comes a time that we become a little bit emotional, sir.

We do have aleoholic problems. Indian Health Service is not able
to provide sufficient service for alcoholic prevention programs. So the
Illthﬁl] himself is not able—if you can be able to come on and help us
on that, we do appreciate it.

Our elders need facilities. These are the people who were the one-
time constitutional body in our area; these are the ones become idle
and sent back home. When there is no facilities available at the com-
munity level, they have been sent to the homes—places where they had
been kept alive. I do feel that the senior citizens should be treated
equal.

Senators, we need your help in that area.

I have only one copy of this statement. I certainly appreciate it.
Thank you in behalf of All Indian Pueblo Council for your time and
effort.

Thank you, sir. [Applause.]

Senator Kexneny. Thank you, Paul.

Ernest Jaramillo is the second lieutenant governor of Isleta
Pueblo.

Ernest ?

STATEMENT OF ERNEST JARAMILLO, SECOND LIEUTENANT
GOVERNOR, ISLETA PUEBLO

Mr. Jaraminio. Senator Kennedy, Senator Schmitt, other distin-
guished guests:
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Let me welcome you to the Pueblo Isleta. And certainly the rest of
the people that are here today, let me welcome everyone to the Pueblo
Isleta. I am Lt. Gov. Ernest C. Jaramillio, Isleta Pueblo.

First, let me express our gratitude for the health services that have
been provided for my Pueblo throughout the years, Along with my ex-
pressions of gratitude for the health services come the concerns of
madequacies 1n our Indian Health Services because of a lack of com-
munication between the Indian Health Service and the various In-
dian communities.

This communication I speak of must be established and strengthened
if the Federal Government is to fulfill its obligations in accordance
with the dictates of the Indian Health Act, which specifically states
that Congress, through the Indian Health Service, must provide for
maximum Indian participation in all health programs and services
conducted by the Federal Government.

In the recent past, we have had difficulty in negotiating contracts
to provide community health services to our people—a seemingly sim-
ple task. However, we have been met with attitudes that seem to offer
an atmosphere of austerity that contributes to the impediment of our
programs. Cutbacks in funds is usually the reason given us, although
we never know if this is really the case or not.

On the other hand, our quest for funds is based on need, and I
emphasize “need” simply because we do need what we ask for.

Our figures are not padded nor are they theorized. It is simply
need. This may be corrected in the appropriations and allotments that
can be provided through Clongress.

And let me point out an article in the newspaper that I read recent-
ly, where a man back East, by the name of Rockefeller, evidently sold
25 acres of land for development at the nominal fee of $5.5 million for
residential development. And some groups in Washington found out
that the cost of homes that were to be built in this area was in the
neighborhood of $300,000 per unit. And these people snubbed their
noses at these houses, And T am wondering what kind of people we
have that live back East that would be shocked at such a shanty.

In our health clinie—it is a beautiful facility. It is well built strac-
turally. However, we are lacking in the professional doetors and den-
tists that are needed to take care of the health needs of our people.
These doctors must be assigned if the facility is to reach its optimum
effectiveness and if it is to provide the education to our people for the
improvement of our health standards.

Alcoholism is our No. 1 health problem; 95 percent of our criminal
cases in tribal court stem from alecohol and drug abuse. Thanks to
our American progress, we are in the middle of the greatest construc-
tion boom in the Southwest. It has brought with it the drug traffic
that threatens our most important recourse—our vouth.

With alcohol and drugs, both easily obtainable, staring our kids in
the face, most fall prey to them than not. It is for this reason we
desperately need professional counseling and treatment facilities right
here, where the problem breeds, Even the Bureau of Indian Affairs
Law Enforcement Agency in lackadaisical in the law enforcement
assistance in this matter of legal complications.

We have sent a proposal in to the Public Health Service to fight
these aleohol problems and drug abuse problems. For at least 6 or 7
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months now we have had no response as to whether it is a good idea,
a bad idea, it is not worth anything, no funds available, or nothing.
We have had no response at all.

Alcohol and drug abuse has brought about mental health cases.
Many cases that have been referred to the Mental Health Division
of our Indian Health Service for psychological evaluation from our
tribal courts because of criminal acts stemming from alcohol and drug
abuse—— >

Senator Kexyeoy. Maybe I would ask Dr. Johnson, have you re-
ceived the correspondence on these requests, in terms of alcoholism
and

Dr. Jouxsoxn. Yes; Senator,

The issue on alcoholism, as you may recall, 1 year ago, Congress
made a decision to change the way in which Indian alcohol programs
were being handled. '

Up until the present time, all Indian alcohol programs are funded
by the National Institute on Alcohol Abuse and Aleoholism, which is
not the Indian Health Service.

Congress, recognizing that the NTAAA approach, which says that
after a period of 6 years, the funding is to be taken over by State and
local government, recognize that this was not a rational input for
Indian aleohol programs.

So beginning this June of this next year, the Indian Health Serv-
ice will begin to fund those projects originally started by NIAAA.
which have received years of NIAAA funding.

However, under the agreement reached within the Congress between
the various—the two committees, the responsibility for funding new
projects remains with the National Institute of Aleohol Abuse and
Alcoholism. And we have been working with Dr. Ernest Melville, who
is the director of the institute; as a matter of fact. I met with him
just 1 week ago to try to sort out some of the responsibilities between
the two agencies and to get an assurance from the National Institute
that their support for starting new Indian alcohol programs and in-
novations and expansions will continue. And we will keep you advised
as this goes on.

But that would be the mechanism through which the project that
he is talking about would be funded—through the National Institute
on Alcohol Abuse and Alcoholism.

Senator KexNepy. Does it make a great deal of sense for one agency
to start it and go for a certain period of time and then turn it over
to the other agency ?

Dr. Jornxsox. Well, T

Senator Kex~epy. I don’t want to get far away from the point, but
I am just wondering.

Dr. Jounson. T think it is sort of a, you know, lesser of several
evils. One is that the administration felt that vou could not, in the
National Institute on Alcoholism, support Indian projects at 100-
percent levels of Federal financing indefinitely.

When the legislation—and the intent of that legislation—is to have
a Federal startup and then a gradually spinning off of those to other
funding sources, basically State and local government.

And what really has happened here is they have substituted the
Indian Health Service as that State and local governments funding
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source. So I think it is consistent in that sense, Senator, We could go
with this either way. I have thoughts on both sides of this.

Senator Scamrrt. Senator——

Senator Kex~epy. I wonder if you would continue it and find out—
just before yielding—I would be glad to inquire where this is now. We
will be back in touch with you.

Mr. Jaraminro. Thank you, Senator.

Senator Scayrrr. Senator, I think his diseussion of aleoholism is
the tip of the iceberg of the core of the solution to a great deal of
Indian health problems and health problems throughont the country.
Prevention—disease and injury prevention—could be the solution to
our health problems.

Most of what we have talked about so far this morning has been
about health care. That is extremely important. One reason we have to
talk about it is that people get sick and they get hurt. If we can start
to focus a good deal of our attention also on the prevention of injury
and the prevention of disease, we will start to see some of these other
health-care costs come under control and the needs come under control.
I think that that is what Mr. Jaramillo is talking about when he talks
about alcoholism. It is a cause of disease and other disease and other
injury.

It 1s a disease in itself, and must be treated as such. There are many
other such situations that affect the Indian people where, if we can
focus some more attention on prevention, we will have solved a great
deal of the problems of health care. I hope that this hearing will con-
tinue to explore those two sides of the issue—prevention and care.

Thank you.

Mr. Jaraymro. We have also been met with negativism from the
Mental Health Division when the patients are referred from our tribal
courts to the mental health facilities; they are met with negativism.

These people need evaluation, psychological evaluation. However,
the public health service has refused on numerous instances to accept
these patients for psychological evaluation. And I would hope that
they recognize our tribal court orders and recognize the need for such
evaluation when they are brought into the mental facilities, Nega-
tivism breeds contempt. Contempt breeds dissension and dissension
brings total failure.

The mechanism for the proper administration of the Indian Health
Service is there, but we have got to work together. Just as in any other
organization, communication—the lines of communication is the first
link between two agencies that hope to accomplish any kind of note-
worthy results in their endeavors.

That is all T have, sir.

Senator Kexyeny. Fine. Agnes Dill, Isleta Pueblo.

STATEMENT OF AGNES DILL, ISLETA PUEBLO

Mrs, Do, First of all, T want to congratulate Senator Kennedy
upon being the first uncle here in New Mexico of the Kennedys, and
Mrs. Kennedy on being the first grandmother in New Mexico. And I
think, since you are in Isleta, that you should name your baby after an
Isleta name. [Laughter.]
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I have been asked, and I see I am the only female here and I am
very glad of that [ Laughter.]

I have been asked by our governor to testify today on the health
status of the Isleta Pueblo. Any discussion of health problems includes
health needs and health resources available to meet these needs, So 1
shall try in the few minutes alloted to me to relate some of the specifics.
Since some of the general things have been related, I will try to relate
somie of the specifics.

In talking with some of the people within the pueblo and with the
health clinic and other programs here, I have discovered a few things
that needed to be brought to the attention of this meeting.

First of all, I have the Isleta Clinic.

Isleta people are appreciative of the much-needed health clinic and
the improvement in clinical services. However, there are still a lot of
shortages which prevent adequate services to the people. There is a
great need for more staffing and equipment. I know there is going to
be some overlapping here, but nevertheless this will emphasize the
things that are needed here.

One doctor serves 4 days a week: one nurse who also serves triple
duties as a laboratory technician and a pharmacist ; and a nurse’s aide
who also does custodial services between patients because there is no
custodial services within the clinic. There is one nurse-practitioner
who serves 2 days a week—this is mainly for women—Dbut could spend
more time if she did not have to go to the other pueblos. This is a
woman practitioner, as I said, which deals with women’s health prob-
lems, which is very much needed.

Government regulations of hiring need to be changed to allow the
hiring of more personnel, as there is a limitation on the number of
people to be hired. This came from Dr. Kotomori yesterday. There is
a need for more laboratory facilities and X-ray units, plus personnel
to operate this phase.

Patients have to be transported to Albugquerque Indian Hospital and
to the BOCMC Hospital, which creates problems for patients, especially
those who cannot be moved very well. More funding is needed to meet
these needs as well as more training of Indian doctors, nurses, tech-
nicians, et cetera, and hiring of qualified Indian personnel.

Then the number of people requiring dental services has increased
markedly and there is a tremendous need for more personnel. There
is one dentist, also, who operates 4 days a week in Isleta Clinic with
one dental assistant. This is a great need for funds.

There is a great need for funds to contract for orthodontic services
for children—that is for braces and denture work for children; be-
cause we do have some children who do need braces. There is a cost
of $2,000 per patient for braces, and there are no funds at all avail-
able for children who are needing this service.

The Indian hospital in Albuquerque was once a tubercular hospital,
built in the late 1930’s, and is very old and inadequate for today’s
health care.

Personnel and equipment is inadequate for inpatient care as well as
outpatient care. There is a definite growth of outpatients.

In 1972, according to figures, there were only 40 patients a day.
This was given to me by one of the doctors. In 1977, there are 150
patients to 200 patients and, according to statistics, there are more
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Isleta people using this hospital than any other Pueblo Tribe. And,
of course, as has been said already, there are a lot of urban Indians
who prevent some of our reservation Indians from getting services.

There are not enough examining rooms. A proposal has been written
to provide for new facilities, including 16 examining rooms instead of
the 6 now in use. And I guess this is where the students are examined ;
I don’t know. But I know that I have been there and I have seen these
overcrowded conditions. According to these observations, there is a
need for much improvement. Isleta people would recommend a new
hospital for pueblos to meet the needs of our Indian people.

More funding and training is needed also to operate these facilities
in operation now. Unless we can get a hospital soon, then we do not
have to worry about these old facilities.

CONTRACT HOSPITAL SERVICES

Medical funds are constantly inadequate—they are consistently in-
adequate. A very crucial period is the last quarter of the fiscal year
when only dire emergencies can be taken care of. Increased funds are
needed for inpatient care and ambulatory care. Patients are made to
wait long hours, sometimes all day, before services are rendered at
the Bernalillo County Medical Center as well as the Indian hospital,

The first priority set by the Indian Health Service is for school
children to get dental and eye services. Because of the lack of funds.
adults are serviced only in case of emergencies. Therefore, there is a
great need also for funds for adult programs in dental and eye care.

ENVIRONMENTAL HEALTH

Isletans are fortunate in having sewage and water systems and
other conveniences, including automobiles, These have created health
hazards which call for certain needs: Improvement in sewage and
water systems, accident prevention and an orientation and training
program for the people.

Many people suffer from sinus and respiratory infection due to the
dust pollution created by the many cars on the dirt roads in the pueblo.
There is a great need for payved roads or streets and the main thorough-
fares but, again, there is no funding for this.

Aleoholism has already been mentioned. It is still one of the leading
health problems. Drugs, marijuana and sniffing among young people
is becoming quite prevalent, with all the things that Ernest mentioned.
There is a great need for a strong program in the areas of prevention,
counseling, et cetera.

And, last but not least, our senior citizens, or the elderly.

According to statistics, there are 339 senior eitizens here from ages
55 to 73 vears plus. There is a senior citizens' feeding program and a
very limited arts and crafts program attended by 12 elderly ladies at
the present time. I visited them yesterday when T was trying to get
some information on senior citizens. They haye a very nice lunch pro-
gram, but there are still a lot of citizens: as yvou see. 339, and onlv 12 of
them are taken care of in the room right next door here. There is
much that can be said as to the needs of the elderly, but since this is a
health hearing, this is what we will deal with here,
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There have never been enough funds for the care of diseases for the
aged or sufficient funds to meet the total health needs. Each Indian
health service should implement programs for geriatric medical care.
There are no Indian professionals to give medical services to the
elderly.

The major problem in Isleta, as the people told me—the ladies told
me, is a lack of transportation to take people to clinics, hospitals and
wherever they want to go. Many of the elderly have expressed the de-
sire to have a nursing or sheltered-care facility right here in the
pueblo. More and more of our elderly are needing this type of care
facility. ke,

But Indian people have very little chance of obtaining these facili-
ties. States refuse to license nursing homes on reservations due to the
question of jurisdiction, and the Federal funds are not anthorized
unless the facilities are licensed by the State. Federal funds should
be made available directly to Indian tribes for the operation of such
homes on the pueblo level and regulations of the Government should
be changed.

These are some of the things, Senator, that T picked up from the
people themselves and put them down in here and some of my own
observations, And we are very thankful that you are here today and
we really do need your support.

‘Thank you. [Applause. ]

Senator Kex~xepy, Thank vou.

I learned this morning that this clinic in effect was just operated
out of a living room here in the pueblo, a little over 1 year ago; is
that right?

Mrs. Dicw. Yes; that is right.

Senator Kexxeny. And now it is an important addition to the
pueblo. But I think, as you point out, the understaffing and the tre-
mendous demands upon the people in that center reminds us of our
responsibilities to insure adequate staffing.

And T think this has been something that has been talked about
earlier in the hearing—the time, the delay, the increase in outpatient
utilization and still there has not been the corresponding increase in
terms of personnel in the Albuquerque facility and other factors,

Why do not we keep moving and then we will come back to some
questions.

Mr. Kotomori, the service unit director, the Albuquerque Service
Unit, Indian Health Service,

STATEMENT OF RICHARD KOTOMORI, SERVICE UNIT DIRECTOR,
ALBUQUERQUE SERVICE UNIT, INDIAN HEALTH SERVICE

Dr. Koromorr. T also would like to congratulate vou and Ethel on
the new addition to your line. T would like to thank you and Senator
Schmitt for allowing me to speak and present my views of the Indian
Health Service from the direct-care level—from the frontline, so to
speak.

We have heard testimony from several individuals here about the
shortcomings in the Indian Health Service health-care system. T think
the fact that these shortcomings are recognized are evidence of the
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fact that the Indian Health Service has been a viable force as far as
health-care is concerned within the communities.

The seed of health awareness has been planted and now we are
reaping an unexpected harvest—a demand for complete, qualified serv-
ices by an informed populace.

The Indian Health Service has contracted indigenous health work-
ers—community health representatives—to form an outreach task
within the community. They have done their job. Case finding and
identification has increased and this has, again, inereased the demand
on the Indian Health Service facilities.

They spoke of the waiting time, the lack of funds, the lack of per-
sonnel. This is all true. It exists within most of our community clinies
and especially at the Albuquerque Indian Hospital. I do not know
whether you could say we created a monster or perhaps a force for im-
proved medical care within the Indian population.

The CHR will find the patients in need of care. They are then
referred to our facility. When they hit our system thev are met by a
2- to 3-hour wait in our waiting room. If they need any contract
health service care, they will be sent out if they are an emergency.
Depending on the part of the funding eycle during the year, if they
have an elective procedure to be done, or they have to see a contract
specialist, this will be deferred to the following fiscal year.

Lientenant Governor Jaramillo mentioned a case about a mental
health patient that we were unable to fund. This probably ocenrred
during the last quarter of the fiscal year when we had no funds, When
my financial management officer is ealling me, saving, “We have no
funds; you have to restrict services.” We generally restrict services
to nothing but emergeney medical care at that time.

The shortfall on contract care funds is evident by the graph over
there, which demonstrates that we have approximately a 30-percent
shortfall. Interestingly enongh, that graph was drawn during fiscal
year 1976, and the amount of projected need was just about what we
spent in fiscal year 1977,

The reason for the waiting times here, again, is evident by the
gravh on the ambulatory patient-care services.

Indian people are demanding more in the way of medical services.
They expect to receive this. They have been told by the CHR’s that
we are available and can provide the service. However, the staffing
of the Indian Health Service facilities are extremely limited.

Agnes mentioned the fact that she had called me yesterday about
why the staff number is limited. T tried to explain the position-ceiling
concept to her. This is extremely difficult to do.

My own physicians cannot even understand the position-ceiling
concept. We feel that if there is a need, if we are seeing more patients,
then all you should do is hire more people to meet the need, We can see
if we were not doing the job, or did not have the demand. that perhbaps
you could reduce services—zero-based budgeting, T think they call it.

However, we are continually being met with an inereased demand
an- we are being advised to reprogram. redirect, reorganize. find some
other way of giving services with less and less. This is poor for staff
morale as well as for the quality of medical services we are giving.

Staff morale at the Albuanerque Indian Hospital has dronped to an
all-time low, as evidenced by a recent union election that took place.
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In the past, the union was rejected on two previous occasions, In the
last election, they won in a two-to-one vote. And this I think is a reflec-
tion of job dissatisfaction. You can get just so much work out of in-
dividuals, You can reprogram, redirect just so much, and then they
reach the breaking point. -

The ambulatory care center was alluded to by several speakers.

The present outpatient department in the Indian hospital was built
to service a maximum of 20,000 visits a year. It was built at the request
of the All Indian Pueblo Council in 1971. Presently, we are seeing
approximately 35,000 outpatient visits a year and it is increasing about
20 percent a year. It is impossible for us to meet this need with the
amount of staff we have and, as a result, we have been shift ing stafl
from inpatient services and other community clinies to cover the need.

This shifting of staff here, again results in reduced services in com-
munity clinics, in the hospital, and elsewhere.,

If there were some way of adjusting the budget to meet the needs so
that we can provide adequate staffing when the demand arises, it would
be a lot simpler than operating with a fixed position ceiling and a
minimum amount of increase in staff, regardless of what the needs are.

Senator Kexyevy, Perhaps Dr. Johnson ean respond to this.

As I understand, there are some resources that are a vailable, but you
have this restriction in terms of existing legislation for supplementary
personnel ?

Do I understand that—part of the difficulty is in the recruitment of
personnel under the current law? Am I correct in that understanding?

Dr. Jouxson. Yes: there are several pieces to it, Senator Kennedy.

One, obviously, is that there are certain health categories that are
in short supply, physicians being the most common one, And this is
not, a problem limited to the Indian Health Service, That is true in
rural areas, in the military, in the Veterans’ Administration and so
forth.,

But I think that what Dr. Kotomori is suggesting and what some of
the others have suggested is that even if you had people to recruit, you
cannot recruit them if you are under a position ceiling, which has been
established—it says, “Regardless of your need, you cannot hire any
more people.”

Now. that puts you in the anomalous situation of spending large
amounts of money for contract health care services becanse you can
buy outside services but you cannot hire staff for your own facility.
And that, to my way of thinking—and I am obviously not speaking
for the administration on this one—it seems to me that the dollar ought
to be the mechanism that controls the cost, not the position ceiling. It
forces you to become less cost effective when you have to manipulate
your program within a fixed-position ceiling.

Senator Kexxeny. Now, a part of the diffienlty was the—in terms
of the eontract of the physician and in the legislation that we passed
last Friday evening. We provided greater flexibility to your office in
terms of being able to obtain those physicians, I understand. And will
you just make a comment on that in terms of explanation ?

Dr. Jouxsox. Well, there are—one major source that we have for
recruiting physicians at the moment—and I believe this is what you
are referring to—is under the national health service or public health
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service scholarship program, And under that program, we do have
the opportunity to select physicians who want to serve Indian people
and pay for their way through medical school in return for which
they will come back and serve a specified period of time, depending
upon the number of years that they were supported.

In addition to that, with the signing of the regulations by the Secre-
tary vesterday, we will now be able to implement the Indian health
scholarship program, which will supplement—not replace—these other
scholarship programs. That will permit us to assist tribes when the
tribe finds members of their community who have the capacity and
desire to gain health—professional training and a need in the com-
munity for that kind of a person ; and this has been brought out a num-
ber of places here. We will now be able to target scholarship resources
to that kind of an individual. Tt does not require frickling down
through some sort of national program where the Indian may or may
not. get in. And I think that is a very significant concept in the Indian
Health Care Tmprovement Act—Health Manpower Act.

It is a unique scholarship program, and we are very. very happy to
have the reculations now, and look forward to being able to implement
it, start the implementation during this fiscal year.

Senator Kexxepny. This is still a lead-time problem we are talking
about here. We should not be under any illusions about that. And it is
important lead time; but in terms of responding to some of these par-
ticular questions in terms of your supply; this will be useful.

Dr. Jounsox, That is correct.

That legislation really targeted in on one of the great gaps in the
ability to develop appropriate health manpower for the reservations.

Now, it will be some years, unfortunately, before it really—the im-
pact. If you are going to train a physician, of course, we are talking
about, 5, 6, T or 8 years before those physicians are going to be back
home to serve, depending upon their stage of training at the moment.

Senator Kexyepy. Good.

Dr. Kotomori ?

Dr. Koromort. Additional positions have been added in the area of
community health medies and physicians. However, there is a failure
to recognize the fact that the inereased number of primary care pro-
viders necessitates support personnel,

Medical records, laboratory and X-ray is barely able to meet the de-
mands at our hospital at present and. right now, we are a little bit con-
cerned that we may lose our acereditation by the Joint Commission
of Accreditation of Hospitals because we are unable to meet the re-
quirements that timely reporting of test results be posted in the labora-
tory records on the medieal file.

Janitors in our hospital are required to transport patients to contract
facilities. This leads then to neglected janitorial duties. custodial duties
not being done adequately. All of this could be solved if we could have
some way of hiring people based on present needs. And I think you
probably got the message that what we need is a larger budget and
more personnel ; and I won’t go on any further.

Senator Kexxeny. OK. Fine.

Dr. Andre, who is the psychiatrie consultant for Aleoholism and
Alcohol Abuse, Indian Health Service.
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STATEMENT OF JAMES ANDRE, M.D., AREA PSYCHIATRIC CON-
SULTANT FOR ALCOHOLISM AND ALCOHOL ABUSE, ALBUQUERQUE
AREA INDIAN HEALTH SERVICE

Dr. Axore. Thank you, Senator Kennedy, for the opportunity to
testify about what T consider to be the major public health problem
among the native Americans. I think it iz among all Americans, for
that fact. T am speaking about the abuse of alcohol and the tragic im-
pact it is having on the native American individual, on his family and
on his community.

I am going to confine my remarks to illness, to death, to general
misery that aleoholism visits upon the Indian people, but T would like
to mention that this particular problem, alcoholism. also is having a
devastating effect on mental and emotional health, on social health and
on economic health,

It is also producing problems in the area of law enforcement as well
for the native American. Many people that I see and have seen over the
past 10 years are nervous and depressed. Their families are becoming
disorganized and broken. Jobs, which are very difficult to find in the
first place for Indian people, are being lost, people are being incar-
cerated, people are being fined, and all of that, in my judgment, is a
direct consequence of aleohol,

Now, the problem, T think is growing worse, as some of these charts
reflect, and it is growing worse among the people who 1 think can least
afford it. The native American already has many inroads on his health
and his well-being.

Among the 26 tribes that ave served by this area of Indian Health
Service—and none of the charts up there reflect this—but it might be
worth mentioning—five, 5 of the 10 leading causes of death among the
American Indian people are alcohol related—half of the 10 leading
causes. And they are accidents, cirrhosis of the liver, homicide. suicide.
and alcoholism asa primary diagnosis.

Of the top five causes of death—and they are reflected in a second
graph up there—I would call your attention to the fact that they are
rising at an alarming rate, and three of those are alcohol related. They
are alcoholism, cirrhosis of the liver and homicide. All three of those
are alcohol relatde, and are among the top five causes of death.

To be a bit more specific, in the latest period for which figures are
available, and they are reflected here. 220 Tndian people in this area
lost their lives from these five alcohol-related problems. And that is
just in this area alone.

Of the total deaths that occurred in this are, that is a staggering 35
percent which are alcohol related. And it does not even inelude deaths
from other diseases where alchol plays a role, such as heart disease.
stroke, diabetes, and so on.

One indication of what the actual mortality might be, Senator,
from alcohol-related diseases, the actual mortality, is a study that
was done in a single pueblo in this area in which 57 persons died in
a 5d-week period. Of these, 34 or 60 percent, were directly attributa-
ble to aleohol abuse.

In another study of a pueblo, three out of every four persons who
committed suicide were known to have been under the influence of
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aleohol at or just prior to the time that they took their lives. In 90
percent of the homicides, either the perpetrator or the victim or both
were intoxicated at the time of the homicides.

Now, I think that that is cause for alarm, but some sthing that con-
cerns me even more so is that that is the toll among young Indian
people, and that is the greatest resource that the Indian community
has. When I took my medical tt.mnng I saw cirrhosis of the liver
primarily in men over the age of 40. Since I have joined the Indian
Health Service 10 years ago, I have had the occasion to stand at the
bedside of Indian men and Indian women who were in the final stages
of cirrhosis of the liver and under the age of 25. Now, it is not t:mght
that that would oceur when I went to medical school, but 1 have seen
it.

Senator Kexnepy. Now, the significance of that fact from a health
point of view is that cirrhosis of the liver is bas sically irreversible

Dr. Axpge. It is,

Senator Kexnepy. And even once it begins to see a deterioration
of the liver function among the younger people even if they cease
the utilization of alcohol, the damage is effectively done. w ith all the
implications and potential danger that it provides, I think the state-
ment that you made, that this is ine rreasingly a problem among the
young Indians is a matter of grave concern as well.

T do not know whether there is anything that you want to ela-
bmate in terms of this question of alcoholism among the young. 1
think that we generally see an explosion in the country of, for exam-
ple, smoking in teenage girls, which will have all kinds of implica-
tions in terms of that chart up there and cancer and heart disease
and illness,

But I would be interested, from your own review, in whether you
have been able to detect a similar kind of development of alcoholism
among the young?

Dr. Axpre. I think there is an explosion. The thing that concerns
me us someone who works on the frontline, if you will, \'rlth these kinds
of problems is that they are khntmg lhmlnncr younger, at a younger
age; they are starting to drink in greater ||u.mtzlu-~ I know that is
going on in the country as well.

I think what we are seeing is a reflection. At least insofar as Indian
people are concerned, the problem is that thi does make an impact
on people who already have problems, difficulty finding jobs and any
sphere that you want to consider, including health—other problems
than aleohol or drug problems; respiratory problems and so on.

And T think for this problem to rage out of control, as T believe
it is, just worsens an already bad situation. T think we really have
to make some sort of preventive effort.

May I continue?

Senator Kexnepy. Sure.

Dr. Axpre. Now, up to this point, I have talked about mortality,
about alcoholism as a killer of Indian people; but I think it is a lot
more than that.

Those health problems which cause pain and suffering which cause
chronie disability, general misery, and so on, many of these are di-
rectly related to alcohol use and abuse.
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For example, injuries from which people do not die and show up
as a mortality statistic, nevertheless, produce a great deal of pain
and suffering. Gastrointestinal hemmorhage—I have seen more than
I have ever seen anywhere in my work. Heart and brain disease, mal-
nutrition, damage to the unborn fetus—and that is just to name a few.

There is a third chart up on the right there that just capsulizes—
that indicates some drain on our limited IHS resources, that all of
the Indian people here are well aware of and that many of the lead-
ers have spoken of; 35 percent of the admissions to our four THS
hospitals are alcohol-related admissions. A third, or almost a third—
31 percent, of all the hospital days—alcohol related. )

Eighteen percent of all people that show up at the clinics have an
alcohol-related problem. One t'hin,r: that is not on the third chart, Sen-
ator, a part of it isn’t—those 35 percent of our admissions to contract
hospitals for alcohol-related disease is true, but it eats up 56 percent
of the contract health care funds.

I think many of these problems are, as you indicated, advanced
problems, like cirrhosis of the liver, and the cost of treatment is
extensive. :

Well, enough statistics. I don’t really need them to know that al-
coholism is really a major cause of death and illness among Indian
people. T know it; my fellow health workers know it; and the Indian
people knew it. T am sure all in this room know that.

We are not struggling with this problem alone; that is, IRS is not.
Indian leaders have been trying to establish prevention and treatment
programs in their communities, I think, for a very long time. But even
where they have succeeded in getting programs, the programs are
funded at what I consider to be such an inadequate level that it is
difficult to operate, I can just give you a case I am aware of.

One pueblo has just now opened a detox center and they are trying
to serve eight other Indian communities with a staff of four. I have
real concerns for the energies of the people who are going to be work-
ing in those centers.

I think the Indian people deserve a better chance to show that they
can bring Indian ways and Indian means and methods to this par-
ticular problem than that kind of funding will support.

We have been operating on a shoestring or as we often talk about it,
we—myself and Indian alcoholics and counselors—is that it is very
much like fighting a forest fire with a bucket brigade. No matter how
hard you try, you are still losing the fight—the fire is still raging out
of control.

We have been reacting rather than acting. And T think what needs
to be done is we will have to hit this thing head-on in a deliberately
planned program. :

Senator Kexxeny. Thanks for your comments. That is very helpful
and sobering testimony. '

In the area of prevention. as T understand, there are steps that can
be taken in terms of edueation, but that basically it is family example
that has an extremely important impact on the younger people.

Am T correct aboit examples? '

Dr. Axore. Yes; that is true.

Senator Kexzeny. And so it is reallv a vicious cvele. Tt is a real
catch 22 in terms of the whole evaluation of this problem?
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Dr. Axpre. I think what can be done, Senator, is that Indian youth
can be shown that there are other alternatives than drinking, that there
are other examples in the Indian communities, that there are good
examples that can be followed. But you need people to get out there
and work at this.

Senator Kexxepy. We had an amendment I introduced on the In-
dian Health Care Improvement Act last year, dealing with alcoholism
no pains. It authorized $4 million but only $1 million was appropri-
ated. That level of funding for a nationwide program is simply an
inadequate response.

The Congress and the administration have failed to address this
aspect of social policy—especially as it affects Indian health. It is
replicated in other areas, too, but 1t is a tragic reminder of what needs
to be done.

Before hearing from—we are beginning fo run into a timeframe.

I had a message from the Santo Domingo Tribe who want to make a
brief statement. I am going to take the time out of Emery Johnson,
who is an old friend 1T know here. We will hear from you, Emery,
but I want to make sure that we will hear from them briefly, Emery
is very helpful to us in making the arrangements here earlier this
morning and we are very mucﬁ in his debt.

STATEMENT OF ERNEST LAVATO, SANTO DOMINGO PUEBLO

Mr. Lavaro. Senator, it is part of our tradition I believe that we
are taught to stand when we speak, if you want to get there. T have
learned this philosophy from my ancestors of several years, and it is a
habit for me that T must speak of this respect.

I had hoped that other New Mexico congressional delegation would
be here to perhaps hear this very to-the-point message of the people
concerned. Perhaps this people will carry the message to the—both
to the halls of Congress in Washington and to the President’s office
to the White House.

This whole thing must be treated with concern. It must be carried
with great concern and serious issue at hand. In other words, we are
seeking for action. There is no time for tomorrow.

As Governor Paytiamo has stated earlier, we have waited long
enough to recéive adequate care,

Just yesterday, one of the hired physicians in the Federal Govern-
ment in the field of health happened to run into me in Santa Fe and
said, “Ernie Lavato, what do vou think for you is the most needed
of Indian reservation.” In other words, he said to me, “Ernest, what
do you need the most in area of health?” And T replied, “Sir, the most
we need now is lots of aspirins, and T will tell you why. There are a
lot of headaches in the Federal Government.” So there is my reaction
to them. [Laughter.] }

Senator, I would like to be the first to compliment you on your
statement in Florida.

“Certain parties of the Nation’s Canital receive a vast health care
without cost.” And that is true. Free. What about the first Americans
of this continent? What about the Pueblo Indians of this country # We
need that free service and better health care, better funding and
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better health; in other words, better and the first of all things in the
Pueblo country.

I might point out at this point, Mrs, Kennedy and Senator Kennedy
and all the family of the Kennedys, I want to again congratulate you.
You have been congratulated by everyone else, but we, too, would
like to take that opportunity as well.

I would like to counteract over what Agnes Dill said: you must
consider giving this lad a Pueblo name. But I would say you must
consider all the Pueblo names for consideration. She is one of us now.
[ Laughter.]

Much has been said throughout the morning session and much is
going to be said throughout—as long as we can live,

Lots of hearings have been held in the Nation’s Capital at Wash-
ington. Lots of hearings have been held throughout the Indian coun-
try, throughout the various States.

Lots of things have been said for the record over the years., Where
are we at today ¢ And I believe the answer is there—that the Congress
of the United States must now pay a particular attention, in other
words, alertness, the quickness, the sincerity.

We are not asking for sympathy. All we want is better health care,
better appropriations, better hospitals, better staff. Above and beyond,
we refuse to be practiced on by interns. But whether we want the
true, certified physicians, the qualified physicians that can be em-
ployed at the Santa Fe service unit, BCM(, at the local clinics and
everywhere we have hospitals, we have gone beyond that. And we
are the ones that have gone through lots of misery.

Those of us who have to live with it 24 hours a day on the reserva-
tion, we know what the problems are. And yet we are at the mercy of
the Federal Government, the public health officials. of course, real-
izing they have a lot of books—the irregularities of the Federal regu-
lations, that those things must be changed.

And those changes can come about through the efforts of the Con-
gress of the United States in order to fulfill the obligation and mission
of the first Americans, that we are entitled to. Let us face it, we gave
up our land. I take it back. We never gave up our land; it was taken
from us illegally. But whether we are going to regain—or we are
going to recontrol eventually. On top of that, Federal Government
said to us, by peace treaties, there shall be forever lasting free com-
mitment to the Indians.

Dental care, cataract work—it is a great emphasis now. There are
a lot of people on the reservations that we know of. We need this
adequate care in cataract cases as well as the dental work. We need a
direct service, better water and sewerlines system in our public com-
munities. We have been after the public health officials for a great
number of years and their excuse was that, “Ernest, no money.” Go
to the Congress and applicate in the Congress, Maybe somewhere this
Congress—some Member of Congress will give you adequate attention.

Well, those things have done, many times, but we are not going to
give up. We are going after it yet. Health funding at the Santa Fe
service unit. those pueblos that we are connected to—a number of us
are connected to Santa Fe service unit, but look at the distance that we
have to travel.

We need a greater ontlet services or rather we could stand to the
local clinics with adequate funding. What I am saying, or advocating
now is we are self-determined. We want a direct funding to our res-
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ervation communities; because oftentimes when the Congress appro-
priates certain funds, it is the same old history : money channels into
so many bureaucracy process, and that is where they chop off our
administrative overhead to gain the great, great, great empire build-
ing process for greater employment, and all we are getting now is
nothing but retirement, sick leave and all kinds of things. But what
about on the reservation ?

We need that greater attention on our pueblo communities. That
i1s the reason for direct funding to the pueblos. We are capable. We
have got a lot of young people coming up that would like to assume
this responsibilities—expansion of clinic.

There should be greater emphasis and advocacy in the Congress of
the United States for better attention to our elders, the senior citizens.
These are the people who have been neglected for 100 years or more.
We need to give a greater attention to our elders. Who is more impor-
tant in our Indian nation? The older people. They are the ones who
have survived to protect our land base, natural resources and many
other things, The young coming up, we need to educate them through
professional college training and so on, to assume future responsibility
for Indian health care.

So, Senator, I think what T am advocating here and too I hope that
the New Mexico congressional delegation and other Congress of the
United States will take this message with great concern, with a sincere
heart, because we as an Indian people, so-called, Indian leaders in
their communities expect to perform, and that performance must be
fulfilled.

And if we fail now, rest assnred, when our next generation of Indian
routh will say to us, “Where were you in 1977? How come we still
wave this inadequacy 2

But it is not our fault. It is somebody else—the Nation’s Capital.

So what T am saying here, Senator, and I know that vou are very
much dear at heart to our Indian people because you have demon-
strated your interest; and we must compliment you that we will do
everything possible to go side by side with you in whatever endeavor
to help you to voice our opinion when the time comes for showdown
in the Congress of the United States for better appropriation.

And I want to thank you very much, Senator, for coming to New
Mexico as well as vour aides, staff and certainly the members of the
Kennedy family. We have always had a great faith and trust in your
family, and T mean this from the bottom of my heart.

What I say T do not go by statistics, I do not go by charts. T speak
from my heart as I feel you—as I do everyone. Because we are the ones
who live with it, night and day. And I think I have been honest about
what T am saying. And no disgrace to the U.S. Public Health officials,
you need our help. | I,:m;_rht(':'.?

We will help you. if you will help us. And thank you very much.
And if T have gone beyond the way, this is the way I am and because
I am sincere and T am very concerned. It is the way that I voice my
opinions in every minute. But we have got to shake up this United
States to fulfill that mission.

Thank you very much. [ Applause.]

Senator Kenxeny. Thank you very much.

Well, we have just missed our plane out, so we are going to stay here
for another 3 more hours. [ Applause.]
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I will ask Dr. Johnson who is going to remain here to just say a
brief word. Then I will make an extremely brief comment and we
will adjourn.

I give you—Dr. Johnson, I give you about a minute and a half. The
important thing is that he is going to stay here and go on over these
regulations. So I would hope that the representatives of the tribes
and the pueblos would remain behind. That is when the real work is
going to be done. But I would like to see if Dr. Johnson could just take
a minute.

Dr. Jounsox. Thank you, Senator Kennedy.

Obviously, the fact that we have been communicating and working
together is exemplified by the opportunity to have this kind of a meet-
ing, where we can all, quite frankly and honestly, express our opinions
and our desires,

I certainly would agree in general with the comments that we all
understand, the needs—1I think the Congress of the United States un-
derstands the needs. I think in passing Public Law 94-437 they clearly
addressed and admitted to the kinds of problems that have been
brought up today by the tribal leaders and also by our own staff.

I think the process has been put in place, Senator Kennedy, where if
the Indian people and the Indian Health Service, the administration
and the Congress address the road map that has been placed before us
through the laws, Public Law 93-638 and Public Law 94437 we can,
in fact, address and deal with and solve the problems that we are talk-
ing about.

I would only add one last caution.

We cannot solve all health problems through a health program.
Many of the problems that we are talking about here are problems
related to the community itself and human behavior. And those are
not, in fact, amenable to the ministrations of doctors, nurses, and so
forth.

So here again as Ernie said we really have to deal with this through
the tribal community itself. That is the key to the success of this
program.

And T appreciate again, Senator, your support, your being here,
providing this forum for us.

Senator Kexxeny. Thanks, Dr. Johnson.

Dr. Johnson will remain behind.

L, first of all, want to express my very deep sense of appreciation
1o the Isleta Pueblo for their kindness and hospitality in greeting us
here this morning and making this marvelous room available to the
[].S. Senate Health Subcommittee, and thank all of those who have
been good enongh to join us during this particular session—for your
patience and your understanding, and to thank our witnesses. We will
include their statements in the record.

We will take them back; we will analyze them; we will work on
them and we will continue the process that has begun this morning
and also has existed in the past in a number of different areas.

In this trip that we have taken across the country, we have focused
on the areas of indifference by national policy leaders. We have
focused on the health-care needs of our elderly people and the migrant
workers, on the problems of Indians—and there has been no place,
that T can think of, that there is a greater responsibility and a greater
need than in this area of Indian health, s




46

It is a complex issue that involves many different factors, ag Dr.
Johnson has said, beyond just the narrow reaches of health and health
care. But what we have seen in the past is on an important Indian
health issue, passed and signed into {aw in October of 1976; yet the
regulations come out over a year later, in November of 1977—that has
to alter and the priorities have to change.

And what I do pledge and commit to you is my continuing interest
and desire to work with your people to see that that priority is
changed. No one has magic wands. No one has magic solutions to the
problems that we are facing, These issues, as your leaders have pointed
out, take time and commitment and dedication and step-by-step prog-
ress. That is what I hope all of us will pledge ourselves to do.

I want to also—in the important area of tribal sovereignty and In-
dian self-determination—give my full and complete and wholehearted
support. [ App'ause. ]

We have not had the chance to get into these issues in the course of
the morn 'ng, but I did not want to leave this particular meeting with-
out indicating very clearly to the members of the pueblo and to others
my position on these issues,

President Kennedy, when he would have to leave a meeting, quoted
those lovely lines of Robert Frost, who was a New England poet, who
said : “The woods are lovely, dark and deep, and T have promises to
keep, and miles to go before I sleep, and miles to go before I sleep.”

So I hope you will excuse Ethel and myself because we have miles
to go be “ore we sleep.

The report and supplements A, B, C, D, E, and F supplied for the
record fo.low:]
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a Indi
Mata Report

Indian

ALBUQUERQUE AREA REVIEW

The Albuquerque Indian Health Service Area includes the states of Colorado
and Wew Mexico. A total of four service units are within the Area. The
FY 1977 service population is estimated to be 43,202 persoms for the Albu-
querque Area using the new population projection methodology. Individual
Service Unit estimates are as follows:

Detailed social and economic data for the state of New Mexico are available
from the 1970 Census. These data are based on the twenty percent sample of
the 1970 Census. The attached table shows social and economic character-
istics of the 1970 Census for the total U.S. population, the total U.S.
Indian population, the total IHS Service population, and for Indians in New
Hexico.

This table indicates that Indians residing in New Mexico were slightly worse
off than most Indians in the U.S5. and the total IHS Service population in

1970. The median age of the New Mexico Indians was 17.1 with a median income
of §4,327 while the total U.5. population was 28.1 and 59,590, respectively.
The table also indicates that the Indians in New Mexico were younger and poorer
in comparison with the other populations.

The median years of school completed was lower and they also had fewer college
graduates, In addition, they had more persoms "not in the labor force" and
their housing conditions were equivalent to the conditions of the IHS Service
population.

Population Statistic Branch
OPS/DRC/IHS
November 1, 1977
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Selected Causes of Death

Albuquerque Area

Rate Per Rate Per
CY 1973-75 100,000 CY 1963-65 100,000 Percent
Number Population Number Population | Change

All Causes

Accidents

Malignant Neoplasms
Discases of Heart
Cardiovascular Disease

Influenza and Pneumonia 3 26, 63 74,

Certain Causes of
Mortality in Early
Infancy

Symptoms and Ill-
Defined

Homicide

Suicide

Cirrhosis of Liver
Tuberculosis
Congenital Anomalies
All Other Causes

B85 715.0 651. 174.3 = 1.7

155.9 124 147. + 5.
52. 47 55. - 6.
75. 97 115.
30, - -

10, %6 56

6l.4& 87
25. 11
25 11
- - 5 11
10,5 13
4. 18
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Selected Vital Statistice Rates

Albuguerque Area

Birth r Death

Rate Neonatal

1975 3.
1974 30.
1973 3.
1972 30.
1971 33.

1970 34,
1969 322
1968 30.
1967 29.
1966 33. . 26.

1965 a8, . 21.
1964 41. . 31.
1963 35, . 22.
1962 41. . 3.
1961 36. . 22,

1960 39. 4 23
1959 40.5 v 18.
1958 3l. g 40.
1957 3. HA
1956 35. . 37.

1935 33. 86.8 ¥ 59.6

Birth rates and crude death rates are per 1,000 population.

Infant death rates are per 1,000 live births.

Vital Events Branch

November 1, 1977
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UNMET NEEDS

SIMMARY OF APPLICATION OF RESOURCE ALLOCATION
CRITERIA BY IHS AREA AND PROGRAM ELEMENT 1/

(FY 1977)
i ! Staffing
PROGRAM ELEMENT ! Required Available Additional Need ; Deficiency
J Positions Positions Positions $(000) (Percent)
I !
Inpatient Care ] 405 269 136 2,858 $ 34
¢ 1
Ambulatory Care 223 i 110 113 2,373 51
Dental 3 94 E 62 32 672 ] 34
1
L) ' H
Community Health '« 107 3N 76 LB b
" Nursing }
Realth Education . 21 9 12 252 i 57
Environmental Health § 50 16 3% 714 .f 68
1 Services/ . 4 :
Mental Health : 62 H e » 819 . 63
Public Health . 3
Butrition . 31 5 26 546 1 &8
Optometry ! 21 6 15 s 71
3
i i
L}
]
TOTAL 1,014 I 531 483 10,143 48
{
f

L/ Excludes Contract Health Seryices and Area Office.

Revised 7/77
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RESULTS OF APPLICATI
CRITERIA.BY IHS AREA Al

PROGRAM ELEMENT: Total Contract Health Service

RVICE UNIT _— —

Available [ Additional Weed Deficiency
Plodbn Gl s — oo deaBlsieanr.| | el et

b Required

CE ! (Percent)
Albuquerque § 2,290,162 $ 1,603,382 $ 686,780
Santa Fe 2,007,510 1,598,864 408,646
Zuni -Ramah 654,423 208,941 445,482

Mescalero 388,218 270,944 117,274

$5,340,313 3,682,131 $ 1,658,182

NOTE: 'FY 76 figures have been used| FY 77 not available




Albuquerque
S5anta Fe

lescalero

luni-Ramah
Sub total
Biomed. Engineering

Toral

Positions
161.2

83.7

$(000)

|
1,411.2

537.6
760.2

__16.8

2,692.2

168.0

2,860.2

41.7
30.6

54.7




RESULTS OF A?

Progran

Requi red

Positcions
buquerque 100.4 . 1,152.9
mta Fe 1,001.7 |

scalero 2.5

ni-Ramah 2 %

NOTE: Maintenance ard housekeeping mot perified




PROGRAM ELEMENT: Contract Health Service - Dental

ERVICE UNIT

Albuquerque
Santa Fe
Zuni-Ramah

Mescalero

61

RESULTS OF AFPLICATION OF RESOURCE ALLOCATION
CRITERIA BY 1HS AMEA AND SEXVIUE UNIT

Required F Available Additional Need Deficiency
{ (Percent)
§ 181,300 $ 56,500 § 124,800 69
228,100 118,200 109,900 48
42,100 500 " 41,600 9% .
13,900 500 13,400 96
$ 465,400 $175,700 $ 289,700 62
‘NOTE: FY 76 figures' have been usell, FY 77 figures not available




Albuquerque

Sante Fe
Mescalero
Zuni-Ramah

Total
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| Ava
|

| |

|

Albuguerque 9 4 5 105 55.6
Sante Fe 6 3 3 63 50

Hescalerc 1.5 0 1.5 31.5 100

]
Ins
r
w




AREA: Albuguergque

RESULTS OF APPLI(
BY, IS AREA, SERVI

Service Unit | Program Element: Environmental Health

“Required [ Available Additional Need o

Positions Positions Pos. $(000)

Albuquerque
Sante Fe
Mescale rc;
Zuni-Ramah

Total




RESULTS OF AF
BY IHS5 AREA, SE

| — T

Service Unit Frogram Element: Social Services/Mental Eealth

Required Available Additional Need

Positions Positions Pos. $(000)

Albuquerque
Sante Fe
Mescalero
Zuni-Ramah

Total




Albuquerque

Sante

Mescaler

Zuni

Teotal







I(VICE UNIT

PROCRAM ELEMENT:

CONTH

68

rALTH SEEVICES

LESULTS OF APPIICATION OF RESOURCE ALLOCATION
CRITERLIA BY JHS AHFA AND SERVICE UNLT

TRequired

Contract Health Service - Excluding Dental

Available

\lbuguerque
janta Fe
Zuni-Ramsh

{escalere

$ 2,108,862
1,779,410
612,323

374,318

$ 4,874,913

$ 1,546,882
1,480, 664
.208, 441

270,444

$ 3,506,431

Additional Reed

561,980
298,746
403,882

103,874

$ 1,368,452

NOTE: FY 76 figures have been used,) FY 77 figures no

| 22-/94-023

I Deficiency

(Percentc)

27
17
66

28

28

available
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Health Status

The perception of health and health care is different ‘from the general
American medical model. These perceptions are frequently different for each
Pueblo group: The Isletans have a traditional interpretation of health which
includes social as well as physical well-being. These divergent perceptions
not only influence the utilization of available services, but also complicate
treatment of an Indian patient by a mon-Indian physician.

The tribal religion at this point of time is very active. Approximately

951 of all tribal members are involved with the practice of the tribal beliaf.
Within this 95X, there is a large percentage of people who beliewve that
illness is primarily cawsed by some force from within the Pueblo, such as
evil, chaos, etc. This force is only known to the Americam Indians, and
modern medical knowledge will not help alleviate this problem. Indian
Medicine Men are the dominant healers for diseases of this eticlogy. However,
there are some cases that the medicine man may judge are mot due to this
force, and these patients are referred to the medical doctor:to be cured.
There are cases in which the medical doctors treatment is unsuccessful, and
the patients are released from that medication or observation. At this point,
thepatient proceeds to make arrangements to see a Indian Medicine Man. Often,
the patient will come out well and cured of the illness.

With a mortality rate of 202.0/100,000 population in 1971, accidents remain
the leading cause of death among Albuquerque Ares Indians. In most cases,
liquor is involved. 1In ¥Y 1974, there were 343 new cases, and 61 hospital
admissions from Isleta for conditions in this category.

Home sccidents are a frequent occurrence among the Indiam popalation. There
are a few Indian homes beated with open stoves, and the use of karosene or
gasoline to ignite fires is common. Kot only is the use of these substances
in the home responsible for serious burna, but their presescé often results
in accidental ingestation by children.

Motor vehicle accidénts are a frequent cause of injury and death, In 1973
there were 35 injuries in Isleta resulting from motor vehicle sccidents.
Accidents involving one or mre motor vehicles occupied with family members

is a common occurrence. Alcoholism is a contributing fattor in 10.0% of these
accidents.

Safety problems are also classified as a primary problem. About 202 of all
health treatments are directed towards the safety problems, such as falls,
custs (puncture wounds), fire hazards, animal bites, automobile accidents,
poisonings, and drownings.

Buicide has developed into a major area of concern (the Indian rate is twice
as high as the rate for the total U.S. Population). A noticesble correlation
exists between alcoholic abuse and suicide, hoth being identified as methods
of self-destruction. The total number of reported suicides, assaults, and
similar accidents in the tribe of Isleta during FY 1973 were 126, of which
seven were alcohol-related.

Alcoholism seems to be the most apparent manifestation of emotiomal disruption.
Multiple counseling programs are being devised to focus on the drinking problems
of Isleta. An alcoholism program began in August of 1974. The development

of this alecoholism progras will provide the basis for the prevention,




Diabetes Mellitus, Otitis Media, and Drug Abuse, also fall in the category
of primary concern because the rate is increasing at a constant rate in
Isleta.

In addition to health statistics, 13 health providers and 20 health
consumérs were consulted to ascertain the leading health problems, in their
opinion. The following results were obtained:

Primary Problem Areas (in descending order or importance)
A. Mental Health
1. Alcoholism
2. Drug Abuse among youth
3. Suicides, assaults, etc.
Home, automobile, and oceupational safety problems
Hypertension and associated problems of nutrition
Disbetes Mellitus
Otitis Media

Secondary Problem Areas (not in order ot importance)

A. Sanitation

B. Incomplete understanding of structure and policies of health
delivery system

C. Malignant neoplasm, and associated fears

D. Inadequate school health education curriculum, including sex
education

E. Maternal and child health and family planning

F. Dental problems

G. HNutritional and home care problems of the elderly

H. Child abuse

Health Priorities at Isleta Pueblo According to Health Consumers

The primary, and for the most part only, health problem identified by health
consumers is alcoholism. The fact that other health problems weren't
identified is due to a lack of awareness of the type or meaning of medical
terms or conditions, because of lack of education and the influence of the
tribal religion.




Chronology of Planning Events
The present building was constructed in 1933 as a residence and "dispeasary."”

May, 1971 the Regional Office of Federal Engireers inspected the building
and recommended that it be replaced with a new clinic building.

In August, 1971 a Preliminary FPacility Justification Survey was developed
by the Albuquerque Area Office in response to a Tribal Resolution. The
survey justified the need for a new health center. (Juan Abcita was
Governor at that time.)

The Indian Health Service was unable to secure funds for construction of
the health center through normal appropriation channels, so discussions
were started in 1973 to explore the ] y of the Isleta Tribe
constructing the Health Center and IHS leasind the facility.

[Through the efforts of Governor Alvino Lucerc and the Isleta Tribal Council,
working with their congressional delegation, particulary Senator Joseph
Montoya) an appropriation of $111,000 was secured to lease, equip and staff
the proposed Health Center.)

Mr. Seferino Lente who was then Tribal Planner and Secretary worked closely
with IHS Area and Service Unit staff to develop initial plans.

Mr. Earl Mayne, Architect for the Tribe worked closely with IHS Area staff
to incorporate ideas and needs for functional space and equipment in the
clinic,

Several follow-up meetings were held ' with Covernor Seferino Lente and his
staff to review plans and discuss lease arrangements.

In June, 1975 a’Space Acquisition schedule was developed and negotiations
began soon after between the General Services Administration - Ft. Worth,

Texas and the Isleta Tribe toward a lease agreement.

A lease agreement was reached in January, 1976 and a construction contract
wvas awarded in February.

July 24, 1976 was the scheduled completion date.

The Health Center was occupied by the Isleta Tribe in September, 1976,
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SUPPLEMENT A

Title--Albuquerque Area India Health Service Data Report

_—

Staffing of Health Programs
Unmet Needs

The Resource Allocation Methodology is used by the Indfan
Health Service to identify unmet needs in staffing of

health services and programs. The methodology assures
equitable distribution of resources, provides standard
staffing criteria, stimulates the development and documen-
tation of standards of care and determines the most efficient
and effective manner of delivery of health care.




The Fiscal Year 1977 application of the Resources Allocatfion
Criteria showed serious shortages in the Albuquerque Area in
several important staff categories as follows:

Available RAC Unmet
Staff Requirement Need

Inpatient Care 232 439 206

Ambulatory
Patient Care 106 266 159

Community
Health Nursing 30 101

Dental 81 45

Environmental
Health 34

MH & Social
Services 26

Nutrition 22
Optometry 18
Health Education 5
Alcoholism Control 8

TOTALS
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PROPOSED AMBULATORY PATIENT CARE CENTER

One of the major health management problems and unmet needs is the
inadequate facility serving as the Outpatient Clinic in the Albuquergue
Indian Hoepital.

It 1s an on-going program that is barely able to meet the present
needs of the Indian people and is rapidly being overwhelmed by the
demand for services.

Our goal, as stated by the Indian Health Service Director, Dr. Emery
Johnson, and T. J. Harwood, Albuquerque Area Director, is to deliver the
best possible health care to Indian people. Therefore, our objective,
in order to implement this goal, is to plan, build, and develop an ambula-
tory patient care center for the Albuquerque Service Unit, and possibly
a referral center for the other service units of the Albuqueraue Area.

A new, modern and efficient Ambulatory Patient Care Center is needed
to accomplish one of the primary goals of the Indian Health Service in
Albuquerque. The goal is competent and compassionate medical service to
the Indian people in the Albuguerque Service Unit.

The bulk of the direct patient care done by the Albuquerque Service
Unit is done in the Outpatient Department of the Albuquerque Indian
Hospital. The total number of Outpatient Department visits last year
was 32,000. This year it will be about 36,000. Over the past 6 years
there has been a mean increase of about 207 in the total number of OPD
visits per year.

The following figures are the workload as experienced in the Out-
patient Department of the Albuquerque Indimn Hospital which acts not only

as a direct primary care provider, but also as the referral center for the
outlying community health clinies. *

ATH-OPD

FY 1973 16,441
FY 1974 22,962
FY 1975 24,531
FY 1976 32,031

According to these figures we can congervatively estimate about a 15%
annual increase in OPD wvisits.

FY 1977 36,000
FY 1978 41,000
FY 1379 47,000
FY 1980 52,000
FY 1981 60,970

The populations that occupy the constituent communities of the
Albuquerque Service Unit have grown only slightly. This is because manv
of the pecple have movad into the City of Albhuouargue to seek housing
and employment. Agriculture, pottery and Indian jewelry makina are not
suificient to eccaomically suscain the local Indian communities. This,




together with other migrant Indians, has swelled the Indian urban popu-
lation. The U.S. government, through Congressional legislation and

court decisions, has been obligated to furnish health care to these
people. Publicity concerning recent court ruling has resulted in increas-
ing numbers of patients sceking health care.

It has been the experience of the Albugquerque Service Unit that
vhenever inadequate facilities were improved in the commmities, projected
patient load increased immediately. Therefore, it is anticipated that
the projected OFD visits will become a reality.

The present OPD in the hospital is already inadequate to handle the
day-to-day patient load. Not only is the space inadequate, but also there
is an insufficient number of physicians, nurses and equipment. All

practicing physicians average over 60 hours of work covering the hospital
and the clinics.

The following personnel are needed to handle 50,000 and 80,000 OPD
visits according to the Resource Allocation Criteria (RAC) document.

50,000 80,000

Primary Care Providers
Registered Nurses
Licensed Practical Nurses
Nursing Assistants

X-Ray Personnel
Laboratory Personnel
Pharmacy Personnel
" General Clerks, Personnel
Administrative Clerks
Medical Records Personnel
Housekeeping Personnel
Supply Personnel

Drivers 2

Examining Rooms

.
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Adequate staffing and facilities may reduce the amount of hospital
care through the increased availability of primary care.

PLAN OF ACTION

In July, 1976, the service unit administrative staff, with the
assistance of the Area Office Construction and Maintenance Branch, developed
an initial proposal for an Albuquergque Hospital program to meet the
Acbulatory Patient Care needs for about ten (10) years. This included
an Ambulatory Patient Care facility, a new Medical Records Department, and
a larger Supply warehouse. In February, 1977, Dr. Todd advised us that
he would seek the initial $18,000. Architectural and Engineering funds
for a feasibility study. In August, the funds were received and the
initial stages of the plan for development was begun.
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The Service Unit Health Board, as well as the Urban Indian Coali-
tion, is very much interested in {mproving the Ambulatory Patient Care
capacity of the Albuquerque Indian Hospital. Both parties should be
involved in any additional funding requests.

PROJECTED FUNDING NEEDS FOR AMBULATORY PATIENT CARE CENTER

Construction $1, 292, 000
Staff (one year - 47 positions) 824, 000
Equipment (15% estimated construction cost) 194, 000
Supplies and Drugs 40, 000
Operational Expenses 50, 000

TOTAL $2, 400, 000,




COST ESTIMATE

Date Prepared

10-14-77 '5}\221 2 or

Project
Albuquerque indlan Hospital

Location
Albuguergue, New Mexico

FY Project No.

Beais for Estimate

[JcCode A (Fo design completed)
(3 Code ¥ (Preliminary design)
[ Code C (Final design)

[ Other (Specify)

Draving No.

Estimator Checked B
o GH —I By

ITEM

UNIT QUANTITY COST

Outpatient Facllity:

Site

11,000

F oundation

57,600

Building System

208,000

Intecior Finish

54,000

____Speclalties

15,000

Mechanical

30,240

Plumbing

1 23,760

Elecirical

29,160

Equipment

_Contiengency

Ramp Structure:

Ramp

Column Support

Footings

Finish

Canopy

Roof

Specialties

Contiengency




Ej-‘-‘ dean & hunt associales, lid
3 oo
t - TR pibanke - )

Cate Prepared

COST ESTIMATE 10-14-77 |5h=et dor 3
rroject r Basis for Estimate
Albuguerque Indian Hospltal [Jcode A (Mo design completed)
Location J ({ Code B (Preliminary design)
Albugquerque, New Mexico Dc.-_,d, ¢ (Final 59,13:.)
FY g Project No. [] Other (Specify

GH

Drawing No. Estimator ]Checked By.

QUANTITY cosT

Basement Remodel:

Demolition

MNew Partitioning

New Ceiling

New Flooring
Finishes

Elect.
HVAC
Contiengency

Pharmacy Remodel:

| Demolition
Partitiohing
Flooring

Ceiling

Finishes

Carpentry

Casework

Speclalties

HVAC

Plumbing

Electrical

Contlengency
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COST_ESTIMATE Dete Trepared 10-10-77 | megs  or
Froject Easis for Estinmate
Albugueraue Indian Hosoital [ code A (o destgn ccmpleted)
Location i) Code B (Preliminary design)
[J Code C (Final design)
Y Project No. [] Other (Specity
Draving Ne. i IZslinl:nr GH I Checked By
ITEM unIT BUDGET COST |SCHEMATIC
__Outpatient Facilities 486 000 486,000 |
___Site Work s e
Bullding —_—
Utliities
| _Ramp Facillty 54,800 52,090
Basement Remaodel 129,600 16,939
__Pharmacy Remode| ——l L D,800  _} 1 ogeas? |
Remodel Laboratory 21,600 78,500
Portable Supply Bullding 162,008 152,000
Demolish Existing Shops 32,400 22.815
_Supply to Maintenance Shop 27,000 I 27,000
Officer of the Day 16,200
_Move 2 Dental Bulldings 25,000 25,000
_New Parking Lot ot 80,000 79,200
TOTAL 1,077,000 1,037,901 |
20% Inflation cost pending approval for
construction 215, 000.
TOTAL 1,292,000,
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Albuquerque Area *

Alcoholism & Morbidity
Alcoholism and Morbidity

Among the health problems affecting the American Indian in

this area, many are directly related to the abuse of alcohol.
These include diseases which cause acute pain and suffering,
chronic disability, loss of productive time and earning capacity,
family disruption for the individual. On IHS staff time, re-

sources and contract health funds the impact is a major one indeed.

Such causes of morbidity which are directly related to alcohol
abuse but which do not immediately (but often eventually) result

in death are the following:

- Accidental injuries

- Cirrhosis of the liver

- Alcoholism as a primary diagnosis
- Attempted homccfdes

- Attempted suicides

- Malnutrition

- Pancreatitis

- Gastrointestinal bleeding

- Fetal alcohol deformities

- Mental and emotional disorders
- Organic brain syndrome

- Alcoholic heart disease
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When morbidity from both direct and indirect alcohol-related
diseases are considered a conservative estimate of impact on

health and on available IHS resources can be made.

In a recent report (FY 1976) in which just five catagories of

disease are considered the impact is significant:

1,124 of 3,238 PHS Hospital discharges were alcohol-

related (35%)

- 7,352 of 24,040 hospital days were alcohol-related (31%)

- 32,593 of 183,121 clinic visits were alcohol-related (18%).

- 1,076 of 3,033 contract hospital discharges were alcohol-
related (35%) but consumed $1.8 million out of a total
contract budget of $3.2 million (56%)

- 2,680 contract clinic visits were alcohol-related (25%)

and consumed $48,800 out of a total contract budget for

this purpose of $174,800 (28%).
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ALCOHOLISM AS A .HEALTH AND SOCIAL PROBLEM IN THE

. ALBUQUERQUE AREA INDIAN HEALTH SERVICE

James Andre, M.D., M.P.H.

Albuqueruge Area IHS

Alcoholism and Alcohol Abuse has long been recognized as a major
health and social problem among Native Americans. Hard data has
often been lacking to support what health personnel, tribal leaders
and the Indian people themselves already know - that alcoholism

and alcohol abuse is the major cause of 1llness, death, social dis-

ruption, and general misery among Native Americans.

Statistical and impressionistic evidence however f&:accumulating from
a wide variety of sources and this evidence is cause for alarm among

all who are concerned with the health and well-being of Native Americans.

I. Alcoholism and Mortality

Five of the ten (10) leading causes of death among Indian persons

in this areaare alcohol-related!

These five alcohol-related causes of death and their ranking as

killers of Indian people are:

Accidents No.
Cirrhosis
Alcoholism
Homocide 8

Suicide 10

This data from the area's vital statistics report for 1973 - 74
is the latest mortality data available. Changes that may have
occurred between that period and 1977 would certainly show worsening,

not improvement in the problem.




Accidents

In the two-year period cited, 125 Indian persons died by accidental
causes in the Albuquerque Area. This represents 21% of the

total number of deaths (619). Eighty-four (84) of these deaths
were Motor-Vehicle fatalities and of these, tribal police and
other officials conservatively estimate that 75% or 63 deaths

were directly due to alcohol abuse.

Of the remaining 41 deaths by accidental means, a conservative
estimate is that one-third or 14 deaths are directly due to
alcohol abuse.

Cirrhosis

In the same two-year period, 58 Indian persons in this area lost
their lives due to cirrhosis of the liver and 100% of these were
alcohol-related. These figures in no way reflect the extensive
morbidity and the drain on IHS resources of those with c1r;hosis
who did not die in that period of time but who may well be part

of future mortality statistics.

Alcoholism

Again, in the same period there were 39 Indian persons who died
with a primary diagnosis of alcoholism and in whom none of the
other four alcohol-related causes of death listed here was a factor.
Examples of precipating causes of death in this catagory would

include pancreatitis, gastrointestinal hemmorrhage and pneumonia.




Homicide

Twenty-five (25) Indian persons were victims of homocidé in the
same period and of these law enforcement authorities conservatively
estimate that in 90% of these either the perpetrator, the victim

or both were intoxicated at the time of the homicide. In the
remaining 10% there is strong evidence that alcohol abuse is a
related factor e.g., arguments over the recurrent drinking behavior

of a family member.

Suicide

In this period there were 21 deaths attributable to self inflicted
wounds among Indian persons in the Albuquerque Area, IHS and the
vast majority of these were among young people - the Indian

community's greatest resource.

Without hesitation, and based on ten years of experience in this

area, [ say that all of these deaths by suicide were alcohol-related.

A four-year concurrent study (1971-1974) of completed suicides in
one Pueblo lends strong support to this impression. Of the nine
completed suicides in this community, seven (78%) were known to
have been drinking at or just prior to the time they took their
lives. Of the remaining suicides, alcoholism abuse was known to
be a disruptive factor in their lives even though they were not
drinking at the time of their death. More than half (55%) of

these suicides were under the age of 30.




Since these are mortality figures, they do not include non-
fatal suicide attempts many of which were serious and 1ife-
threatening, (In this one Pueblo alone, in a four-year period
there were 83 such attempts and 69 of these or 83% were known
to have been drinking at or just prior to the suicide attempt.
Eighty-seven percent (87%) of these attempts were by persons

under the age of 30.)

A most conservative estimate of the number of deaths of Indian

persons in the Albuquerque Area IHS (1973-74) which are directly

related to alcoholism and alcohol abuse is 220 (63 + 14 + 58 + 39

+ 25 + 21).

Of the total deaths (619) this represents a staggering 35%.
And, it does not even include those deaths among all other causes
of death that are, directly or indirectly related to alcoholism

e.g., heart disease, stroke, diabetes, etc.

As an indication of what the actual mortality from alcohol-related
diseases may be is a study of a single pueblo (1972 - 1973) in
which 57 persons died during a 54 week period. Of these deaths 34

or 60% were directly attributed to alcohol abuse.
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Alcoholism and Morbidity

Among the health problems affecting the American Indian in
this area, many are directly related to the abuse of alcohol.

These include diseases which cause acute pain and suffering,

chronic disability, loss of productive time and earning capacity,

family disruption for the individual. On IHS staff time, re-

sources and contract health funds the impact is a major one indeed.

Such causes of morbidity which are directly related to alcohol
abuse but which do not immediately (but often eventually) result

in death are the following:

Accidental injuries

Cirrhosis of the liver
Alcoholism as a primary diagnosis
Attempted homocides

Attempted suicides
Malnutrition

Pancreatitis

Gastrointestinal bleeding
Fetal alcohol deformities
Mental and emotional disorders
Organic brain syndrome

Alcoholic heart disease
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While morbidity statistics are not available to clearly

link alcohol abuse with these health problems, experience

in our hospitals and clinics certainly do support the link.

In just one pueblo in this area, in just one year (1975),

there were 258 admissiors to the IHS hospital (23% of total
admissions) for alcohol-related disorders additionally, there
were 4,951 visits to the clinic (18% of total visits) for
alcohol-related disorders. Also in addition, in the same
pueblo, for a four-month period, $78,731 or 50% of the contract
budget for that community was spent just for alcohol-related

disorders.

If to these morbidity figures are added, those conditions which
are indirectly related to alcohol abuse, the impact on the health
and well-being of Indian persons becomes one of greatest concern
to us all. Such conditions, which are indirectly related to

alcohol abuse include:

- Infections including veneral disease
- Diabetes Mellitus

- Infant malnutrition

~ Convulsive disorders

- Hypertension and heart disease

- Respiratory disorders

- Child abuse and neglect

- Neuritis
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Hﬁen morbidity from both direct and indirect alcohol-related

diseases are considered a.conservative estimate of impact on

health and on available IHS resources can be made.

In a recent report (FY 1976) in which just five catagories of

disease are considered the impact is significant:

1,124 of 3,238 PHS Hospital discharges were alcohol-
related (35%)

7,352 of 24,040 hospital days were alcohol-related (31%)
32,593 of 183,121 clinic visits were alcohol-related (18%).
1,076 of 3,033 contract hospital discharges were alcohol-
related (35%) but consumed $1.8 million out of a total
contract budget of $3.2 million (56%)

2,680 contract clinic visits were alcohol-related (25%)
and consumed $48,800 out of a total contract budget for

this purpose of $174,800 (28%).
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Alcoholism and the Law

While it is not, strictly speaking, a health problem the
impact of arrests, incarceration and fines on the mental
health, social stability of the American Indian and his

family is significant.

Since many of the offenses committed by Indian persons are
indeed alcohol-related and since some hard data is available,
this section is included. It should be noted that the arrest
data for Indian persons presented here are only arrests off-
reservation (CY-1976) . Arrest data occurring on-reservation
by tribal police and other authorities are not yet available.
But reports by BIA law enforcement specialists and tribal
police consistently point out that 90% of all arrests on re-

servation are a direct result of alcoholism and alcohol abuse.

The figures which are available for Indian arrests off-reservation
show the following:
-~ 7,716 total offenses by American Indians CY-1976
- 978 offenses against property (13%)
- 473 offenses against persons (6%)

- 6,265 offenses against public safety (81%)

In the largest catagory (offenses against public safety) are
those offenses which are clearly alcohol-related:
Driving under the influence

Liquor law violations




Disorderly conduct

Curfew and loitering violations

Drunkenness is not reported since it is no longer considered
a reportable offense. If it were still reported, the total

numbers would be staggering.

Inadequacy of Alcoholism Program Staff

It must be mentioned briefly that the current Albuquerque Area
professional staff assigned to address the problems of alcoholism
and alcohol abuse consist of a Psychiatrist, half-time and one

full-time Nurse.

This staff is responsible for providing technical assistance to
all four service unit hospital and clinic staff, tribal governments
and courts, law enforcement officers and the staff of fifteen (15)

Indian community alcoholism programs throughout the area.

There is an urgent need for an immediate increase of 3 professional
staff at the area level and one each at each of the four service

units - total of seven.

There is an additional need for adequate funding of the 15 existing
Indian alcoholism programs, none of which is complete and all of
which are under serious strain to provide service. Alcoholism
should be, in my judgment, a line item within the IHS budget if

we are ever going to meet this problem with any chance of success.
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ALBUQU E AREA INDI

HEALTH SERV

MENTAL H

BRARCH

lth

The following description of Mental | gram in tha Albuquerque

Ates actempts ro incorporate information which relates not only to content,
specifically elements of service delivery, and structure, specifically
operational principles and characteristics, but the programmatic, or
management philosophy which provides overall program development guidelines
as well. In addition, some developmental perspective will be included when

it helps clarify a point or concept.

The Albuquerque Area Mental Health Branch operates with three primary types

of organizational foci: the Indian communities, Service Unit hospitals, and
the Area Office, with paraprofessional mental health technicians in the com-
munities interacting with a multi-disciplinary team of professional mental

health consultants based in the Area Office and Service Unit hospitals. With
such an organizational structure, working within the comprehensive IHS healch
program and supplemented by such other resources as exist or can be developed

an the area, the Albuquerque Area Mental Heal

B

ch attempts to approach
the goal of providing a comprehensive community mental health service for the

70 vr more American Indians residing in this area: in the cities of

3

Albuquerque and Santa Fe, and in twenty-six tribal communities served by the

four Albuquerque Area Service Units,

Since 1966, the Mental Health Branch staff has grown from one psychiatrist co

a current staff of twenty-four,

des seven profes

io

al pos

thirteen mental health technicians positions, and four eclerical positions

Each prof

sional consultant i{s responsit

sing ecveral

ibal rescrvacions, while each mental
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resident within and a member of & single reservation community. Since there
are twenty-six reservations in the Albuquerque Area, it is apparent that
half are without the services of a mental health te:h;icinn. while each
consultant must attecpt to provide services to as many as six reservations,

with distinct cultures and languages.

Because of the nature and distribution of the Albuquerque Area Indian popula-
tions, it would be desirable eventually to place a mental health technician
with each tribe, since even when adjoining tribes speak idential languages,
their cultures and social organizations may be so different as to render a
technician from one tribe ineffective in the other., Since some of the tribes
in the area nre'quite small, a goal of one mental health technician for each
tribe of 500 or more population has been approached, backed up by one consul-
tant for every two technicians. Nine of the tribes, however, have populations

of less than 500, based on 1975 census figures,

The program delivery philosophy is to pair a mental health professional with

a mental health worker who is a resident participating member of the community
where he, or she, ;orks. This team approach generally facilitates the inte-
gration of both perspectives and results in what we believe is a more appro-
priate program response. The co-professional relationships that have developed
between the team members are based on mutual respect, shared interests and
genuine friendships. These factors, as a basis, allow for a more open ex-
change of information, a clesrer collective delineation of problems, and the
more precise integration of theoretical, conceptual, technical, social and
cultural information. In this respect, the product of each collaborative
effort results from an attempt to tailor the response to the needs of the

individual(s), within a specific social setting in a unique cultural context,

=
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f.e. a psycho-socio-culture specific response. This may sound presumptious
but we nevertheless believe it to be, for the most part, true. Frequently,
a major'portion of this effort is spent in determining what "can" be done
within the framework of what "needs" to be done. This is generally the case

wnether the effort is educational, programmatic or case specific,

It must be borne in mind that cocmunity mental health workers, both consultants
and technicians, mus:_apend about half or more of their time in the following

essential non-direct patient care activity categories..

Proceeding from the more general, diffuse activities in which the nonprofes-
sional, or personality, or previcus life experience attributes of the mental
health worker, professional or nonprofessional, have greater importance than

tta more specific, focused, professional activities:

1. Getring acquainted and establishing working relationships: both

inftial contacts with agencies, organizations, community represen-
tatives and groups, and other workers, and later contacts alsc which
have no direct or specific program content, but do have 1np11c3:1u;1
or potential for progra=s and are, in fact, a necessary preliminary
to developing programs in areas vith administracive, political, socio-
economic, cross-agency, cross-cultural or regligious sensitivicy.
Such contacts may occasionally be social in nature ostensibly, but
are nontheless essential.

Facilitating or developing interagency communication, referrals, and
coordination of existing resources: taking the initiative in making
such a network effective often playing a catalytic role. Many in-
dividuals in our area, not necessarily identified as pacients, ex-
perience significant i=pairment in carrving out many of the usual
functions of living, for which mobilization of a support nctwork is




often more relevant than direct care or for which optimal care will
more likely result from identification and intervention in a variety
of community contexts, such as schools, workplace or in the home.
Conducting case consultation: indirect service, assisting physicians,
teachers, etc., in their provision of direct service.

Providing mental health information or conducting education and train-
ing programs with tribal groups, teachers or counselors, hospital
staff, other agency staff, etc.

Helping develop mental health or mental health-related programs

and facilities: assisting via committee mectings, discussions, etec.,
in planning, organizing, developing or stabilizing, for example, non-

IHS alcoholism programs, treatment centers for the handicapped, eotec.

The seventh category of community mental health service activity is direct
patient care. This is a high priority category,-of course, but even if

we had adequate staff to provide direct patient care whenever needed for
all age groups and problems, we encounter so many individuals and problenms
requiring wmulti-agency and multi-disciplinary input, that the neced is in-

escapable to expand much or most of our time and energy in the first six

categories.

Incidentally, in this regard, mental health services and medical social

services may be identical in all categories except direct patient care

and perhaps case consultation. Mental health workers are expected not just

to assist, but to take charge with as full responsibility as necessary and

possible of patients considered emotionally disturbed, of any degree of

difficulty or complexity. ile this is especially true in a hospital

setting, it is also true in the field where a mental health worker is ex-




pected to take charge in getting such a patient into a hospital if
necessary. In other words, the difference between mental health services

and social services is less a matter of different training, skills, or

functions than of different expectations by others in the health system,

especially physicians and administrators, and of different degrees or
channels of direct patient care authority and responsibility. In crisis
situations, the mental health service is perceived as a medical servioe
and cannot evade medical responsibility. In non-erisis situations, this
is less so; in fact, it is often essential in non-crisis situations to

avold being perceived as too medically oriented.

During FY 1977, Mental Health Services data show 3,852 patient contacts,
representing over a thousand patients seen by the Albuquerque Area Mental
Realch Staff, 1In excess of 75X of these contacts specified. the following
four problem areas as the primary reason for the contact.

Number Conracts I of Total

Individual problems 1,779
Alcoholism = Drugs 536
Family Services 365
Hed. Liaison 294

2,974 77.2%

More interesting perhaps is the fact that six specific problem codes of the
B3 possible account for 60% of the contacts.

X of Toral

Depressed
Anxiecty
Alcohol Problem 473

Adult-child Relactionships 237




Marital Conflict 202

Confused-disoriented 183
3,852

Tf th~ data included those contacts where alcohol problems were secondary

or contributing, we estiamte that about 75% of all contacts would be included.

e

is of interest to note that when percentages of total patient contacts by
ege category are compared with percentages of population by age category, only
about 11X of the patients seen were under 15 years of age — a category that

makes up almost 44% (43.6) of the total service population.

What the data do not show is the amount of time expended in making many of
these contacts in the field; the missed appointments, the telephone calls,
the discussions and consultations with others working on the same case or

viti family members. Thege are few "fifty-minute hours" in Indian mental

health practice, and few patients are seen in the :haraptst‘s office.

The data also do not indicate time spent visiting about fifty schools and
dormitories with some degree of regularity, from weekly or monthly, to
whenever called on, and caking patient care services or referrals avail-

able thus to about 16,000 school age children.
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j The overall program effort is establishing and maintaining a services
delivery network and facilitating responses within that network. Toward
this end the branch has developed and helped maintain a series of contracts
with sppropriate resources outside PHS, These include contracts for services
fuom specinlized programs, and individuals with specialized gkills. Examples
would include the resources of the Albuguerque Child Guidance Center, a
facility which provides special evaluative, diagnostic and therapuetic
services to children and adolescents, and their families; the school of social
work in the College of Santa Fe which has maintained an educational and
counseling mental health program at Saint Catherine's Indian School in Santa Fe
for the past three years; and the several individual contracts with specialist,
€.8. speech therapist, child psychologist and educational diagnosticians. In
ad2itioan to these contracted resources, the brdnch-has made a gpecial effort to
locate and use, on an as needed basis, resource people who have interests,
skills, and sensitivities appropriate to the prnblem; of Indian people and
Indfan communities. In this effort the evaluations of these resources made

by the mental health worker has been quite important.

Equally important is the explicit recognition that this process is of necessity
dynamic and require constant réasscssment. evaluation and reformulation. As

new programs within other services or agencies develop, and as directions,

philosophies or personnel change in existing programs, attempts arc made by

branch personnel to restructure the network to £ill the "gaps", to respond to
nevly defined or re-defined problems and to develop, strengthen or integrate

appropriate resources.

This concious effort by branch staff to recognize the programmatic need to

remain flexible, to avoid "closure", to claorify anbiguicy, and to constantly




examine our assumptions has in, and of, itself created some problens for our
progran, since it sometimes makes it difficult to make general statements
about program content. Careful attention to process in program developrment
and maintenance is not necessarily an accepted practice in a bureaucratic

systen.

It is important to understand that in the early developmental phase of the
prcgran)serviccs deliyery were emphasized over program definition. The staff
felt that the lacter could only come from acquired experience in the former
In addiction, it was felt that in order to facilitate community acceptance

and use'the effort should be directed primarily at responding to cormunity
definitions of need. In this respect, the program was responsive but gemerally
passive, maintained a relatively low profile, and was careful not to imply

or promise more than could reasonsbly be delivered. This is not to say that
the program was not active, rather that this activity was focused on trying

to find solutions not on trying to find, or define problems for the community,
Generally, it was felt that this approach would result in a program that was
specifically responsive to a given community. We believe that this approach
generally paid off in the development of acceptable, responsive solution
oriented community mental health progranzs. The term "programs" is used

advisedly since we have recognized that in some respects our current pro-

gram is an aggregate of community specific programs cperating within the

framework of an overall effort, While this has resulted in a more responsive
and flexible program at an overall level, it also means that any cotounity
specific program component is primarily defined by that cormunity on the

basis of the program's ability to respond te that community's definition of
need and demand. Consequently, any programmatic shift in a specific cormunity

will have to be accompanied by an scceptable justification., This is especially
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true when the proposcd shift in program focus will necessitate a reduction

in scme kinds of services currently being provided in that community.

One increasingly obvious problem in our programmatic effort is that unless
we are able to develop more acceptable and effective nethods of earlier
intervention and prevention we will remain on the "backside of the power

curve” in effectively meeting the mental health needs of the communities.

The preponderance of our current case load is made up of adult pacients with

problens of some time depth. Many of thase problems are complex and dif-
ficult to deal with, requiring a considerable investment of effort and encrgy.
It is probable that some of this effort and energy could be more effectively
used if we re-focused on a younger segment of the population, We are aware
of, but currently unable to get much of a purchase on, instances where ado-
lescents and teenagers are beginning to have difficulties. We can antici-
pate that some of these kids will be our next round of patients but righet

now they are in the background, the issues not quite serious enough for our
network of services to be called into the situation or low priority problens
in a system where increasing crisis demands are made on a limiced resource

network.

There are several inter-related problems involved in attenpting to deal with
this sitvation. Since the communities themselves are an important recognized
element of our current system, some shift {n comnunity perception and utili-
zation of the mental health services will have to occur, As noted above, our
program, of necessity, developed its essential character as a result of decand,
il.e., abiliey and willingness to respond to requests for services, and since
the progran's cormunity perccption, and eredibilicy i{s linked to what we are
currently doing, some careful thought will have to be given to how we justify,

without loss of credibility, a major or minor shift of effore,
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In addicion, the increase in the number of community based programs over the
past three or four years has béen accompanied by a steadily growing number of
referrals to, and requests for services from, ocur Mental Health program. This
increasing workload has caused us considerable concern about the appropriate-
ness of allocations of effort and monies in the program. All of us have, at
one time or another, wondered about how well our efforts actually meet the needs
of the communities. We are increasingly busy, but we wonder whether what we
are doing i{s what we should be doing. Not satisfied that we currently have the
information on hand to attempt to answer the questions that these concerns
generate, we have initiated a project designed to develop the appropriite
materials from vhich to be able to approach the problem. The first phase of
this project is directed at establishing an ongoing data base including more
objective measures of the problems on a community basis, of sufficient time-
depth that the numbers involved are statistically meaningful, and organized

in such a way that a clear distinction betwean peoplé and problems can be care-
fully maintained. We expect to be able to use this material for program evalu-
ation ‘and resource allocation; as a base from which to begin a more serious
discussion of the development of standards of care; and eventually as a means
of gaining a better understanding of the processes involved in the development
of the problems we are asked to deal with, hopefully sueh that we could inter-

vene earlier, more effectively and conceivably more efficiently.

We do not necessarily expect this material to provide answers to quastinn§
relating to the status of the mentol health of New Mexico Indian populations,
rather, we see it as a context within which other sources of data, e.8.y
Soclal Services and Mental Health report materials, APC information nay be
interpreted and assessed. Since our overall aim is to carefully evaluate our

mental health program in 1I1S, this effort is scen as establishing a base-line
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of quantifiable, statistically valid, information sufficient to assess,

evaluate, and more appropriately determine program priorities.

Clearly part of the answer would be to increase manpover and monies in the
Piugen... These are linirs, however, to the amount of additional resources our

pragram could effectively integrate and still maintain its essential character.

As the foregoing discussion indicates, we do not expect to deal with the issue
of improved mental heglth care solely on the basis of additional resources,
rather, ve are currently in a phase of resssessment and redefinition, directed
at a nev synthesis within a more appropriately defined set of program goals,
strategies and priorities. Some changes in what we are doing and how we are
doing it are both clearly needed, but we intend to attempt to formulate these

cnanges frou & more definitive picture of needs, resources and priorities.

One issue that has recently developed is derived from the complex set of pro-

blems involved in the states rights vs tribal sovereignty conflict, Since

we expect that it is only the forerunner of a series of Jurisdictional prob-

lems which will effect program development and patient care, it is worth in-

cluding here,

Pordy- trr.1976 session of the State legislative, a new Mental Health Code

wvas adopted for the State. It {s in keeping with the current concerns for

patients' rights and clearly defines the procedures for involuntary hospital-
izations. Our problem with the code derives from the fact that the only coure
recognized as legitimate in this process is the state court. A recent federal
court decisfon in South Dakota held that under a similar set of circumstances,
i.e., involuntary hospitalizacion of an Indian patient, the state did not have
the authority to legitimize the process. Foartunately, we have not had a larpe

number of Indian patients who required involuntary hospitalization. However,
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the code specifies thi a1 c for all p ements of adolescents
and clhildren under 16 years 3 ocperated facil

particular section for all intents,

facilicd or residential programs to all Indizn children adolescents

who reside on reservations.

We have generally been able to work out alternative methods of dealing with

those adult patients who might be effected by this legis

yet to work out sat!sfactorw solutions to deal with adolesce

Development of the Indian Children's Village, the diagnostic and treatment
progran included in the comprehensive Indi d designated for
development in the Albuquergue Area, w y help in the resolution

of these problems,
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Aserican people have endured. This survival, althcugh meager in many
instances, is due to the coatinuous efforts of tribes and other groupa

to heal their cick and resolve their ovn conflicts. Uncil cuice

recently, they received more hindrance than help in these efforts. In

the last decade however, there has bean some rocognition by the federal
government that it has responsibilitics for helping Mative Americans to
cope with problems of alcohal sbuse, family dicorganization, delinquency,
depression, suicide, and other facets of mental {llness. The Office of
Econoaic Opportunity, the Mational Inmstitute on Alcohol Abuse and Aleoholisn,
RIDA, NI, and the Indian Health Service have provided varying degrecs of
support for treatment and prevention programs. Many of these are largely
staffed and dirccted by the communities themselves and the success of these
progracs has again desonstrated the resiliency and endurance of the Kative
American people. lowever, because of inadequate support, pany cosmunitics
still have treuendous unzet nceds, and unresolved chronic mental health
problens,

The Indfan Health Service has begun to soive the problems of
providing good nmental health services to the Azerican Indians., In all
areas, pregrams are develeping that have shown the possibility of eovercoming
the barriers of langusge, cultural difference, nutual wisunderstanding and
prejudice, If the mental health program can grow to the point where it can
reach all of our patients, we will have the chance to find and demonstrcte
nethods that will be of usc to the vast portion of mankind also living in

tribal groups in conditions of rurcl poverty. The Indiaw gervice wventel health

2=
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progras can QE a model for waya of reaching millions of pcople in Asia,
Africa, Australia and South [merica. This would strengehen the philocephy
of rcspecting huzankinds, huzan and unalienable rights.

Defore the beginning of the Indian Health Service mental health
r~apran, Indian paople in necd of psychiatric care, were rcf;rred to
nsychiatriste and other professionals nost of whoa were lacking in
knowledge and acquaintance with the realities of Indian 1ife. The
resulting encounters were usually confusing and discouraging to both
patient and physician., We have found that greater acqueintance with
Indizn languoge, customs, and conditions relieves thin confusion and
enables us to see that our psychiatric patients are more similar to us
than otherwise, and that ccoperative work is quite possible.

Two basic requirczents for mental health vork with Indian groups
have become clear: A continuing effort to understand Indian life, ideas,
and language; and the participation of Indian pecple in our programs. If
thaso vequirements are et and are supported by edequate appropriations
by the government, it becomes possible to solve the difficult problems
of serving an impoverished, scattered and often isvlzted population. The
solutions to these problens mecessarily wary froa one reservation to
another, but the basic requiresents remain the same,

Tiw desoloprent of the mental health prograw to an adequate lcvel is
essential to raising the gencral health standards of the Indian pesple and

to bkelping then to fulfill the poteatial wverth of their sveisty.

" The Indiesn flealch Service Mental Nealth Peogran is basically teoss

of mental health profcssionals, stiatepiecally loeated throughout aa

=3
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Indian licalth Area who train, supervice and back-up the work

of a large nuzber of Indian paraprofessional rental health

workers. In addition to providing dircet services ro paychotie

or other gevercly disturbed patients, these profcssionals cnd

peraprofessionals provide consultation Services to service unit

personnel, Dureau of Indian Affairs boarding schools, Tribal
governments, law enforcement and other local agencics,

The objecctive of the prograo is not only to provide services
to the mentzlly 111, but also to assist the mentally well by presenting
alternatives Lo secure the greatest possible mental health advantages.

The ideal is to have at least one professional in cach large Indian
reservation couaunity, and an Indisn mental health worker in each reservation
eccounity thereby expanding the services of the profesaional through
trained paraprofessionals. The model provides multiple access points to
services since all act as "S:te keecpers". The m:ntél health program based
on this network of available scrvices can be described as a program of
Support, constructive intervention, and prevention planned specifically for
the comuunity it serves with the advice and invelvement of the leaders of
that coemunity. The gosl of the INS mental health program is to assist the
Iodian person in reaching or maintaining an acceptable level of mental health.

The Indian population of federal reservatisns ic approximately
576,000. There are in cxcess of 500 Indian, Dskimo and Alout cesrunitics
speaking 300 languagas. Many of these coszunities seill receive ‘no or only

sporadic mental health serviee,

violence, depression, apathy and dependence are probless which are ctill

il
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too common. In the past decade, the Indian lealth Service with the
assistance of various federal agencies has set up a variety of cental
health programs largely scaffed by Kative Amcrican people and especially
suitable to tha neéeds of liative Asorican patients. Thesc prograns have
demonstrated the possibility of macting Rative Acerican mental health
ncede. They have not, however, reached z2ll of the people vho need them
becausa recources have so far been too limited., If additional resources
are wade svailable, {t would make possible a very lzrge step towvard
fulfilling the nocds of the Kative Americans by impreving boarding school
condirions vhich now produce mental illness, by secting np diagnostie,
evaluation and treatment centers for disturbed Indian children, by providins
inpaticnt psychiatric care to meat the specialized needs of severely
disturbod Native American patients, by expending the field mental health
programs of the Indion llealth Scrvice so that they can reach comnunities
not served, by halping to preserve Hative American ;culing traditions
vhich have been serving their people well for centurics, and by increasing
the number of, and exppanding present Indian aleoholiem and drug treatment
and prevention prograss.

One additional equally and badly needed service is in the Area of

Com=unity Mental Health Centers. Of the 547 Community Mental Health Centera

throush out our country, not a single such center is located on an Indlan
Reservatien, nor are any of these specifically designed to serve the lsrfc
urban Indian population.

In fisecal 1976, Congress dirccted the ¥ational Institute of Mental
Nealtl to « rtake & study of the mental health eare available to Mative

-G
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fmericans and probleas particular to thea.

This wandate {s found in Sen: Heport No. 94-366, dated
Septcaber 10, 1975, and recds as fol

"The Committec is most concerned with the extresely high incidence
of mental health problems affecting lMative Americans. The latect figures
available to the Committee indicate that vhile the suicide rate for the
Katiot! as a whole was 11.9 per 100,000, the rate of suicides azong Ied{ans
was 19.4 per 100,000 gnd among Alaskan Batives was a staggering 35.0 per
100,000. The Co=zittee urges the Institute to develop & progren aiced ot
improving the mental health of our Native Acerdicons.”

Our subsequent experience Indicates relatively lictle zectual NDGU
progran change has occured with reference to Native Americans, In the
State of South Dakota, there is zn attempt haing cade to have Indian
representation on the advisory board to the Community Mental Health Centers
eince the area catchaent population has nificant nusbors of Indian people.
There are indications that an Indian stoff person may be hired in twe new
South -Dzkota Cor=unity Mental Health Conters. Howaver, no additional
Pregrass or mew programs funded by NINH sinee 1975 can be ascertained. We
are, howaver, hopeful of the inteat of the Director NI and our cfi;rts
will ecorntinue to further develop collahorative progroes.

We euggest that consideration be duly given to the establishment of

such centers, stalfed by and for ladian prople.
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P.L. 94-437 Title 11

Activity: Indian Children's Village Arca: Albuguerque

— e

Resources : Fiscal Year Pasition Amount
> s T oL LS

FY 1978 20 $360,000
FY 1979 20 $297,000
FY 1980 10 3360]000

DESCRIPTIVE PROGRAM INFORMATION, INCLUDING GDALS/OBJECTIVES

Background:

There is an unmet necd for bringing diagnoses, therapy, cducation,
training and follow-up for Indian children who are handicapped

up to an acceptable level and insuring adecquate training for
those professionals and para-professionals who serve the

handicapped.

The recognition of this unmet necd has come about as a result
of IHS long range study and planning, surveys done by Indian
organizations and tribes and increased sensitivity of Indian
parents to the comparative inadequacies of their children's

care.

Public Laws -142 and 94-437 make feasible a significant forward
step toward equity of opportunity for handicapped Indian

children.

Public Law -142 mandated cducation and related training and

care for all handicapped from age three through age twenty-ono.
Congressional sensitivity and JEW/INTERIOR awareness led to desig-
nation of BIA to serve in esscnce as a fifty-first state to insure
delivery to Indians. This necessitates outrcach to locate all

handicapped people between the ages of threc and twenty-one - by
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law - and such a "child find" program is now on going.

To be effective in cducation and related activities there is a noed
for definitive diagnoses. In many instances this can only he
.

accomplished in a residential facility.

Public Law 94-437 authorized develeping just such a center
Scction 201 of Title II. By implication outreach, diagnoscs
evaluation, integrated curriculum and therapy, monitoring and
follow-up arc all integral to complcte service for the handicapped.
Operational Considerations:
1. It has been determined that this national resource will be
located *in the Albuquerque Area.
Existing facilitics which can be brought up to acceptable
standards will be used with new construction as an alternative.

The Albuquerque location permits case of liaison with the Chief

of Mental Health, 1HS, and the hecad of BIA Special Education.

The University of New MExico and its Medieal College staff h
indicated intent to Support.l

There is relative nearness to the large Indian pepulation and
Albuquerque is central to the national Indian population.
Expansion can include enlargement of the initial operation or
replication.

To meet with the intent of PL-142 and PL 94-437, it appears that
early operation with phased devclopment of functions is the bost
course of action. Based on this concept, scveral steps have

been taken.




PL 94-437 renources

T {11

Personncl
Funding $3060,000
These resources arc above Arca 437 quota,

These figurcs are curulative,

An Indian Children's Village dovelopment team has been established

using Albuquerque Arca MCIL and it persounel. This team is heing

supported on request by Arvea and IS leadguarters as nceded,

The team has established liaison with appropriate foccl points in

HEW, EDA, the ilew Moxico State Governmimt, and sore local org

zations, Fational organizations including civie eclubs will be

bricfed later.
\

There will be a Board of Directors which will include:
Chief of lMental lealth, IHS
Chief of Matornal & Child llcalth of IS
hicf of Specizl Education of BIA
Chief Pediatrics, UNM
Chicf of Psychology, UNM
Chief of Psychiztry, U
A banker
A lavye

Iadian people ot

h nd vouesti




Thore will be a Profersisnal Adviucc

sounding board for the Develdg ¢ teaa Inditd

Executive Dircctor, ultirately The educational, tcechn

medical disciplines sctive in the center will be roprescented as

appropriate.

It is assunad that IS Headquarters will support all devel
aspects of The Indian Childron's Village., These will ir
expediting funds and personncl, zcquisition, negotiation for con-
struction and negotiations with BIA for cduecationn

people (ec.g5. food serviee anl yards and grow: ind building

maintenance) as well as surrogate parents and cransportation

people.

It is assured that travel funds and one secretary (GS 6 or 7)

will be provided to support the Developuent Team, IHS enginccrins

teans and contract ncgotiations and consultutions.

The phasing of operations is basically a transiticn from:
a, Ewphasis on field work and case find with stars up of
residential secrvices
to

Field ronitoring and full residentlal
to
Full resideatial diagnoscs, treatsen

ronitoring supplimanted by

classes, occupational rudying
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Duplication of resources and activities alrcady oxisting in IS or

in this.vicinity will be avoided. {(e.g. EEG)

Pre-admission cvaluation and testing will be done where feasiblz.

(c.g. blood counts).

The referring DIS Area will pssume responsibilicy for eontract
medical care costs and obtaining parental permission for diagnosis,

therapy and evcergency care.

Third party pay=ents will be used when available and construction

will meet Title 18 and 19 standards as will services,

IEW and BIA educational funds will be used to raximum appropriate

extent, EDA and other construction resources will be explored,

Association with existing Indian facilitics &ind non-Indian facilicics

for education and carc of the handicapped will be established.

Affiliation with national associations for "The Village" and its stalf

will be an objective.

The University of Hew Mexico and other academic facilities relation=
ship will include use of their facilities and services, on-site

visits and assignment of interns and externs.

Data collection and analysis will be correlated and coordinzted with

the national 1S resources located in Albuquerque.
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27.

28.

29,

30.

31.
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An adequate on-site librury will be backed up by University,

public and private resources.

State Crippléd Children's Service eligibilicy «i1l bo used as

a basis for joint support of Indian Children's nceds,

Maximum structural protection wlill be provided through construction
planning and personnel treining to prevent fires, accidents and

self inflicted injuries.

Attention will be given to fencing, sidewalks, storage or texic
agents, use of protrective glass, suitable railing, locks, ramps,

padded furniture and walls, non-skid surfaces, ete.

The cottage plan for housing wil) permit adrission isolation, crib
care, special diets, proteetion of the erotionally disturbed and

confort for the physically limited,

Range of cases will ultimately be frum birth to twenty-one ycars and
will include the spectrum of the handicapped = physical, retarded,
mental, emotional, congenital, acquired and multiple. This is made
feasible bx combining the cottage approach with Individualized curricula

and therapy.

The cottages also allow for use as respite hores and for staff contact

with families on admission or discharge.

Case tecords will be hendled in sceord with both the Privacy Act and
the laws governing access. Adeguate personncl training in these

arcas will be provided,
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Initial trausportacion to arnd from “Ihe Village" will be a
function of the referring Area. Local transportation will be

arrunged with BIA, local school systems or an assigned acbulance.

Communications will fnclude an eight hour switchboard, intercoms and a
night phone. There will be a duty administrative and professional

0.D.

III. Personnel Notes

1.

There will be an Executive Direetor for the Indian Children's Village
vho will be a physician expericnced in administration and care of

the handicapped. He will also serve as the cxeéutive secrctary to
the Doard of Dircctors and to the Profcssional Advisory Board. This
position will he filled within six months after appropriations have

been obtained.

The Executive Director will rcport to the Board of Directors. lis

respousibilitics will include accounting for a fiscally responsible

and effective operation in accord with highest professional standards,

epplicable govermimental regulations, the paramcters of Indian culture and

the intent of PL 94-437.

The Deputy Dircctor for Professional Services will coordimate clinieal
care and diagnoses with cducational ecare and diagnosis and will insurc
individualized curricula integrated with rehabilitacion and specific

therapy as well as needed follow-up,
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B,

9.

10.
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B

The Deputy Director for Administrction will coordinate budget,
aquisition of equipment and suppliecs, assignment of space, personnel

matters and other adnministrative functions,

Social Scrvices will have a brozd function including ia;zrticip::ion
in case find gnd monitoring tecams, liaison with tribal and state

social service and staff consultation.

Rutrition and Dietetics Service will include overall controal of

food service, special diets and parcntal guidance,

Nursing Service will include day to day medical care, irmunizations
and first aid as well as participation in case conferences and

field trips.

The educationcl coordinator will integrate cottage care, the
rehabilitation through education, educational diagnosis, class work,
art therapy and music therapy. This will be closcly coordinated with

the special therapies (physical, speech, occupational and reercational).

Speech and hearing therapy will be conducted in accord with services

already existing in the Albuquerque Area in the DIS or under contract.

Alcoholism* - often an additional handicep will be handled in conjunction

with cxisting plans and policics.

Dental care will be by a nom-assigned exam from the Albuquerque Area

with contvact specialists for complex problams,

*Xot coordinated with Dr. Andre as yet. Other functions.




All therapy will be culture oriented.
Professional competence and Indion prefercence will both be
stressed in acquiring personnel. When possible handicapped

people will be employed.

A phased personnecl plan based on IHS employing fifty people

by 1980 follows. Personnel positions to be filled will be
compatible with annual increments of 20 - 20 - 10 and with the

phased increcase of functions previously reforenced.




RESIDENTIAL THERAPY

The core of The Village's diagnostic and treatment approach is the concept

of residential diagnoses and follow-up therapy, based on the idea that every
experience in the daily life of the child shall be therapeutic for h}r. All
phases of his environment - social, educational and recreational -ﬁﬂesféicd

and controlled to meet both his emotional and his intellectual needs. Sound
relatfonships will be carefully fostered with staff members who can help pro-
mote growth in many areas. Competition and stimulation will be strategically
regulated depending upon the capacities of the child. Structure will be suppliz=?
where necessary, leniency where indicated. Each day will be planned and super-
vised to encourage success and achievement, to discourage frustration and fail-
ure. My personal experience confirms that the result of these efforts is a
healing, restorative force which greatly enhances formal treatment and thera-

peutic educational programs.

CLINICAL TEAMS

Because each person is uniquely individual, each child will be considered on an
individual basis, his program tailored to his own needs, This 24-hour daily
program will be planned and conducted by Clinical Teams composed of professional
representatives from the fields of therapeutic education, psychiatry, psychology,
medicine, and social work, all cooperating to continually assure the best treat-
ment approach for the child, This multidisciplinary teamwork, in which differs
viewpoints are contributed to modify or reinforce findings of othe;s. will enable
a synthesis of each child's skills, apitudes, attitudes and physical conditions

to attain one objective: the highest emotional, mental, spiritual and physical

development of the child,
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e
THE HOMOGENEOUS UNIT = THE COTTAKE CONCLPT

The treatment program is designed for children who present & wide range of
clinical categories and who represent vastly differing age groups. To achieve
both treatment and academic progress, patients will be grouped hozar2neocusly,
according to program needs, disgnostic findings and chronological age. Each
child resides in one of 26 geographically separate units. Independently
staffed and operated under the direction of a central administration, each
unit provides a warm, homelike atmosphere, with a close staff-to-child ra:iq‘.
vhere virtually all of the child's program requirements can be met. Educa-
tional as well as home, recreational and treatment facilities are closely
related and the atmosphere is conducive to participacion in rewarding group
activities and to the development of close personal relationships both with

peers and staff members.

Upon enrollment, the child is assigned to that unit vhich, in the opinion of
the professional staff, best suits his needs at that time., As the child pro-

gresses in his program, subsequent evaluations are made, which may indicate

transfers to other units to accommodate the child's changing needs.

The goal of most enrollments is the child's return to his family and community,
under the direction and guidance of his physician or the referring professional
person. For those individuals whose intellectual potential is severely limited,
however, the need for shelter and protection in a structured environment may
continue indefinitely in another location. The same type of warm, homelike
environment should be provided for these youths in small, self-contained com-
munity-like settings, Here, limitations and disabilicies can be accepted and
opportunities for personal achicvement and self-respect assured. The communitcy

environment enables a degree of fulfillment unattainable in competitive society.
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while encouraging growth socially, intellectually, and emotionally. Grouped
according to age, social needs and learning aptitudes; each is offered a

daily program which may include arts and crafts activities, specific tasks
within the unit, or, where possible, sheltered workshop or Joca:ional training
assignments in various activity areas within the treatment centers. fhe aim

is effective treatment for living, rather than a system of training or custodial

care.

EDUCATION PROGRAMS

A full therapeutic educational environment from kindergarten through high
school will be available through the Village. Instruction will be highly
individualized, consisting of either private lessons or work done in very

small groups. The actual curriculum will range through all of the offerings

of a modern school system, For example, a high school course of study may vary

from the most intensive academic roster to a general or vocational roster of

any degree of intensity indicated.

Academic performance is regarded as a function of the total personality; and
both competition and demand will be carefully structured and controlled accord-

ing to individual emotional maturity and intellectual and physical capacities.

After transferring from the Village, some youths will experience scholastic
success at grade-level. Others will experience success in the practice of a
tradey, Still others, with retarded or impaired intellectual function, will
schieve self-support and self-confidence by acquiring skills of artisanship or
other productive techniques which come within their range of capability, Whac-
ever the range of abilities involved, the goals of personality development and

reasonable challenge will be paramount in every therapeutic educational activity
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RECREATIOMAL PROGRAMS

An extensive recreational, extra-curricular program will be an integral part

of The Village offering. There will be encouragement to participate inm cul-
turally oriented games, sports, social and artistie pursuits, and other ac.ivities

in order to develop skills in non-academic areas.

Sports activities will range from the simplest non-competitive games among
more limited children, to inter-unit contests and competition. Shopping trips,
visits to museums and similar cultural outings, as well as bowling, movies and

various field trips will be all a part of The Village recreational program.

THE VOCATIONAL REHABILITATION PROGRAM

For those youths whose interests and abilities are essentially non-academic,
there will be a flexible vocational rehabilitation program which will seek to
identify individuals with aptitudes and abilities a%uhg vocational lines and
develop these capacities to the full potential of the individual. The program
will include a government certified sheltered workshop, as well as on-the-job

training opportunities.

It is projected that some youths will perform a variety of bona fide industry
operations under conttact with local firms for which they will receive a
”regunf} paycheck. On-the-job training, for which they will be also cbmpensated,
encompasses many of the varied day-to-day functions of a residential treatment.
center ranging from indoor and outdoor maintenance, to food preparation and
service, housekeeping work, child care, etc, The purpose of these programs is

to encourage all students to know the rewards of performing a meaningful task,

and to open doors to job opportunities for those who leave The Village.

The vocational program will include a modified school curriculum consisting of

22-M8 0O =-T8 -9
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basic aricthmetic skills, oral and written English and social studies. Programs
will be individually prescribed according to the recommendations of the clinical
and educational teams, with schedules determined according to individual needs

with continued counseling and close personal supervision,

The Villages mobile teams will visit homes, schools and other programs to which
children are discharged to the maximum possible extent to insure a productive

monitoring.




Albuguergue Area

SAFETY - INJURY CONTROL - ACCIDENT PREVENTION

Problem:

Accidents account for 20X of all Indian deaths in FY 1976. There were
over 132,118 Indian People injured in accidents (9,413 in the Albugquerque
Area). Costs for treating accident wvictims exceeded 512 million in

FY 1976. (Albuquerque Area over $500,000). 16% of all IHS Hos;ital beds

are taken up by accident victims. Hospitalization due to accidents are

exceeded in the Albuquerque Area only by hospitalization due to pregnancy
and childbirth. The death rate due to accidents among American Indians
is 3.7 times higher than the national average. The Albuquerque Area has
an accidental injury rate of 225 per-thnusand pepulation. Injury and
death due to accidents are without question the principle health proslen

facing Indian people today.

On September 28, 1974 President Ford signed Executive Order ¢ 11507

ordering all federal agencies to inplecent all aspects of the Occupacicnal
Safety and Health Act (0SHA) of 1970. HEYW Safety Manuel standards {=plezenting
this order indicatesrequirements on staffing, inspections, reporting
procedures, investigation and training of staff. Recent legal opinicas on
O0SHA and liability of the federal governsent, with specific referenze o

safoty officers’ 1iability, has caused greater and greater emphasis to be
placed on this aspect of the program. Since candatory action is identified
under these dircctives it has tended to place limitations upon our prinmary

initial objective of reducing the accident problem among our Indian constituents.




Solution ~ Plan of Action:

Accidents can be prevented by implementing the same techniques applied to

any other preventive medicine activity. The same principles of epidemiology

apply. The chain of accidents can be broken by reducing or removing

"unsafe acts" or "unsafe conditions" through training, inspections, motivation,
surveillance and accident investigations.

Reduced highway speed limits in FY 1974 have alread; resulted in a drop in
Indian Motor Vehicle accidents. Similar reduction due to fire and poisonings
are becoming evident with the concentration on building inspections (heating
and electrical), fire prevention services and training in storage of poisons
and drugs, lock-top medicine bottles, more explicit instructions by pharca-
cists to patients etec. Similar results could be anticipated in other accident
problem areas.

He have na:gg a statistically idencifiable trend in a lowering of accidents
due to falls, machinery accidents, fires and drownings in the Albuguerque Area
for a three year period since we began to place emphasis on cormmunity injury
control. Two thirds of the tribes with safety programs have shown either
"reductions" or "no increase" in injuries for two and three year periods.
Tribc; without organized safety programs have shown routine increase in eleven
reservations with incidental reduction in only three. It appears that even
with minimal input a beneficial reduction in accident rates can be realized.
Similar observation are now evident with the OSHA efforts in private industry
vhich should also manifest itself in governmental agencies as statistics can

‘be compiled.
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1. Establish within the Occupational Health & Safety Branch
three (3) professional safery officer positions to be located
at (1) Santa Fe Service Unit. (2) Albuquerque Service Unic,
(3) Grancs Field Office. These individuals would provide the
technical support to tribal groups in implementing a safery

program and provide the necessary training, inspection-survey

surveillance services and motivaticnal work necessary to :;rrr

out an accident prevention program. They would be the primary
support and backstop for the CHR/Safety Officers currently being
established in several reservations.

2. Expand cthe CHR/Safety Officer program to include at least
several more pajor reservations such as Jemez, San Juan, Jicarilla,
§ix Sandoval and Ignacio Ute. We presently have CHR/Safety Offiters

as follows:

Isleta

Zuni

Santa Clara
San Ildefonso
Laguna

Taos

Zia
Mescalero
Canoncitoe
Alazo
Acoma

Santa Domingo (application pending)
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4. The addition of three professional position would permit
compliance with the OSHA and DHEW requirements as they pertain

to periodic safety inspections of IHS facilitics, fire prevention
inspection, staff OSHA training, Defensive Driver Training
(required by CSC), posting, investigating and reporting as mandated
in the OSHA Act and providing technical assistance to Indian and
non-Indian industry on tribal land regarding the intent of the Act.
Special assistance is urgently required, and would be provided
through these positions, to assist and advise in new areas of
industrial expansions related to Mine safety (uranium and coal) as

well as processing and refining of thcse substances.

5. Establish a permanent secretarial position in the OHS Branch

to provide administrative and secretarial support to this branch.

Impact of Solution:

Through reduction of accidents considerable savings in inpatient-outpatient
services could be realized. Suffering due to accidental injuries could be,
substantially reduced. Property loss, particularly due to motor vchiclq
accidents and fire, would be reduced. With a reported 9,413 Indian injuries
last year in Albuquerque the paradox appears to be that the total problem is
under reported. For each accident requiring medical attention, an estimaced
five other occur which are untreated and consequently unreported. The problem
is one of major magnitude and is also interrelated with proble=s of alcoholism,
mental health, and socio-economic factors. It presents the greatest unmet need

in the TiiS todav.
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OCCUPATIONAL HEALTH AND SAFETY ETANCH

OBJECTIVES
This newly established Branch is very much understaffed. The growth
of this Branch and activity will depend a great deal on the emphasis

placed on the need for such a problem by Headquarter's and area staff.

The objective of this program is to establish awareness of the Bafety
problem among Indian people at the community and reservation level

and to comply with OSHA requirements in IHS facilities as digec:ed by
Presidential Executive Order and HEW Manuel regulations. Accidental
injuries to Indian people are over three times higher than the national
average and the leading cause of death in the Albuquerque Area, being

almost double the second highest reported category of mortality.

The present staffing consists of one Sanitarian (C0) who is Chief of
the Branch, one Staff Safety Officer (Sanitarian C0), and one temporary
secretary. To continue to develop the program and in order to get the
program organized and oriented at the service units and field level,

the following positions are needed at this stage of development:

1. District Safetv Officer. 03 or GS-7:

Location: Santa Fe to cover northern pusblos. $ 14,000
2. District Safety Officer, 03 or GS-7:

Location: Albuquerque to cover Pueblos in Albuquerque
Service Unit and Mescalero. $ 14,000

3. District Safety Officer, 03 or GS-7:

Location: Grants lield 0Office: to cover Zuni, Liguna,

Acoma, Canoncito. $ 14,000




Threc vehicles

Secretary for Area Office, GS-4

Equipment and supplies
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ALBUQUERQUE AREA IHS CONTRACT HEALTH SERVICES

The Indian Health Service, in addition to operating hospitals and

clinics, has a Contract Health Service Program,

This program, essentially, is to contract with private hospitals,
physicians and dentists to provide specialty health care to
patients that the IHS does not have the facility or expertise

to provide such care,

The cost of health care has increased at a rapid rate and the
funds available to the Albuguerque Area Contract Health Care
Program has increased almost at the rate of hospital and medical

costs.

However, in this Area the Indian population has increased approxi-
mately 40% which has caused problems in the Contract Health

Services Program.

Further, the advances in health care techniques are now available
to local residents, such as kidney dialysis, organ transplants,
treatment for cancer, and special diagnostic procedures in
laboratories and radiology. These are very expensive, but do add

to the longevity of the population.

This fiscal year the Congress appropriated approximately 19 million
dollars to the Indian Health Service which is expected to make a '

big impact on the unmet surgical needs of the Indian population.
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Two major health problems known in this Area are alcoholism and

mental health, which should be addressed.

In FY-77 only a small portion of CHS funds could be utilized for
these two problems: $17,600 in alcoholism detoxification and

$13,000 in mental health per se.

(Use Dr. Andre's brief on alcoholism)
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ALBUQUERQUE AREA

CONTRACT CARE ALLOCATIONS

FISCAL YEARS 1967 THRU 1977

Fiscal Year Amount
‘ 1967 $1,779,900
1968 $1,192,950
1969 $1,137,000
1970 $1,382,000
1971 $1,512,000
1972 $2,251,400
1973 $2,337,400
1974 $3,074,000
1975 $3,755,000
1976 $4,527,000
1977 $5,117,300

Budget/AAD
11/3/77
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MORTALITY DATA
Albuquerque Area

Indian Health Seryice

The category "Unknown, I11-defined conditions" was the second leading

cause of death in 1967, accounting for 32 deaths per year, a rate of 119
per 100,000 population. This decreased to 19 deaths, a rate of 52.5 per
100,000. Better acceptance of the health services offered to Indians has
meant that fewer deaths have occured "Unattended".

Pneumonia and influenza death rates have decreased from 51.1 to 30.4
deaths per 100,000 population in 1974. More effective use of Ambulatory
Patient Care facilities has resulted in earlier diagnosis, reduced hospital-
ization and mortality due to pneumonia.

Suiciﬁes numbered 12 in 1967, 9 in 1974. The suicide death rate
decreased from 44 to 25 deaths per 100,000 population in this time.

Tuberculosis mortality continued a long term decline. In the charted
period, 1967 showed a tuberculosis death rate of 16. This decreased to 6
deaths per 100,000 population in 1974. During this period a radical change
in treatment occured with less reliance on long term hospitalization and
greater stress on early detection and intensive use of tuberculosis fighting
drugs.

Infant mortality has shown a gradua) decrease in recent years. In
1961, 51 babies out of every 1,000 born died before they reached 1 year
of age. This infant death rate was more than twite the United States(all
races)rate. By 1976, the Indian residents of the Albuguerque Area had an
infant death rate of 18 deaths per 1,000 live births, compared with the
U. S. rate of 15. As of 1976, the Aibuque}que Area Indian neonatal rate

(death in the first 28 days of 1ife) was lower than that of the U. S.
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Page 2. (Suggested Marrative)

Heart disease death rates increased from 62 to 94 deaths per 100,000
population in the 1967-74 period. This probably reflects both the aging
of the population and the reduction in’the category "Unknown and 111-defined
conditions®.

Cirrhosis of liver deaths increased at a greater rate. The 1967 rate
was 49 deaths per 100,000 population and this increased to 94 in 1974, in-
dicating an alcohol problem of major proportions. The cancer death rate
increased from 44 to 75, again probably reflecting same aging of the pop-
ulation and the reduction in the category "Unknown, 111-defined conditions".

Alcoholism as a cause of death increased as did cirrhosis of the liver
Alcoholism increased from 13 to 56 deaths per 100,000 population.

Homici&es increased in this period from 15 to 36 deaths per 100,000

population.
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ALBUQUERQUE AREA - SERVICE UNIT STAFFING

VACANT POSITIONS

ALBUQUERQUE SERVICE UNIT

PHYSICIAN ASSISTANT

MESCALERO SERVICE UNIT
FIELD ENGINEER

MENTAL HEALTH TECH,

SANTA FE SERVICE UNIT
2 CLINICAL NURSES
LPN

SOCIAL WORKER ASSOC.

ZUNI SERVICE UNIT
EQUIPMENT MECH.
GENERAL SUPPLY SPEC,
SUPPLY CLERK
2 MEDICAL DOCTORS
PHYSICIAN ASST.
2 Clinical Nurses
3 LPN's
PUBLIC HEALTH NURSE

CoMM, HEALTH TECH,
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The Albuquerque Area Indian Health Service Dental Program

The current dental staffing in theé arcas provides a ratio of about one dentistc
per 3,438 people. It is obvious from this ratio that the dental needs of the
Indian people in the arca are not being met. During FY - 77 the dental program
vas only able to provide 17% of the services which were expected to be required
during that year (see attachment 1 for further information).

It would be unressonable to expect total utilization {f all resources were
available. The IHS dental Master Resource Plan (12/09/76) i{ndicates a require=
ment of 19.8 dental man-years for the Albuguerque Area. The current staffing
provides 13 dental man-ycars.

Due to the limited resources the dental program has been following a plan of
priority care for children. This is en incremental dental program oriented
toward head-start snd school-sge children,

The demand for sdult dental services is increasing and the data indicate that
the area dentists have been sceing more adult patients, The program, however,
cannot substantially increase treatment for adults without displacing the young
patients currently served.

The need for orthodontic care is large. During FY - 1977, of 197 twelve-year
olds examined, 24 percent were in need of orthodontic treatment for severe
malocclusions., At the current program level each orthodontic case treated would
displace five to ten other children who were in need of more basic dental care
to prevent tooth loss,

The community component of an oral health program i{s in need of much more
attention in all locations of the Area. This compoment includes dental heslth
education and prevention progrems, Fluoridation of community water supplies

is critical to any program of prevention of dental disesse. This ares needs

& high level of effort on the part of IHS end the Indian comrunities to create
greater awareness of the steps available to prevent dental disease, This effort
should focus on the family, the schools, and the tribal governments. The

dental branch intends to hire a dental heslth education specialist but
additional positions are needed to encourage fluoridation and to provide outreach,
These positions could be in the form of dental CHRs and fluoridation specialiscs
hired by the Office of Environmental Health, The Chief, Dental Services Branch
intends to focus increasing attention on the development of community awareness
and participation in oral health,

Staffing

There are 17 dentists and 36 auxiliaries employed in the dental program. These
positions are i{nvolved with providing direct clinical services, program
management, and training,

Dentiscs = 13 full-time clinical equivalent
Auxiliaries = 17 Dental assisvants

5 Dental therapists

7 Lab technicians
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Page 2
Staffing - cont'd

Training - 3 part-time dencists 5
1 Dental assistant instructor
2 Laboratory Technology instructors

Clerical-
Secretarial - &

Management = 1 full-time dentist, 1 part-time dentist

Dental services are provided in 20 locations throughout the area. Direct
services and training are provided in one location.

Contract dental care is provided by about 25 private practitioners. These
vendors provide care in their own offices and some in IHS facilirties,

The facility at Southwestern Indian Polytechnic Institute provides training
for dentists, dencal assistants, dental therapists, and dental laborstory
technicians, This training is both long-term and short-term and the staff
does the primary teaching job. Consultants may be called in as required,

The current budget for direct dental services is approximately $1.2 millien.
The contract budget Ls $252,000,

Attachment 1

Expected Need Secrvices Provided Percentage of
Y - 77 FY =77 Hetd Provided
Examinations 44,692 15,029 k14
Teeth Restored 123,628 32,006 18
Jeeth Extracted 23,284 8,483 15
Space Maintsiners 1,073 136 13 ;
Prosthetic Units 24,178 964 3
Periodontal Services 28,111 1,021 4 :
__Orthedontic Services ‘____6.16? 31 1
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ALBUQUERQUE AREA
INDIAN HEALTH SERVICE

HUMAN PLAGUE CASES 1949 - 1977

YEAR UNITED STATES NEW MEXICO NEW MEXICO INDIANS

1977 17
1976 16
1975
1974
1973
1972
1971
1970

1949 - 69

About two-third (2/3) of all human plague case since 1949 in the United States

have been in New Mexico. One-third (1/3) of these cases have been Indian.
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ALBUQUERQUE AREA PROGRAM PACKAGE
CONTROL (F VECTOR-BORME DISEASES
January 29, 1976

Program: Surveillance and Control of Vector Borne Diseases and
Biological Insults in the Albuguerque Area.

I. Intreoductiom:

A program package for surveillance and control of vector-borme
diseases and biolegical insults in the Albuquerque Area was
prepared and submitted for coosideration and possible funding
in December of 1971 and again in April of 1975. Lack of
available positions and funding has thus far resulted in
nonimplementation of the program in the Albuquerque Area.

This is an up-date of these requests.

Background:

Encephalitis, plague, rabies, tuleremia, Rocky Mountain Spotted
Fever and fly-borne intestinal diseases still represent major
potentisl health problems among the Indian population in the
Albuquerque Area.

Mosquito-borne encephalitis virus has been detected in New Mexico
in each of the past ten years and the threat of a human outbreak
cannot be disresarded. Current levels of control of mosquitoes
and their breeding places are irregular and undependable. If
effective control of mosquitoes and a reduction in the encephalitis
outbreak potential is to occur, research needs to be expanded to
determine effective mosquito control methods without further
contamination of the environment with indiscriminate use of
pesticides.

Seventy percent of all plague cases in the United Staces since 1949
have occured in YNew Mexico. Fiftcen of the 20 reported human cases

in the United States during 1975 vere in close proximity to the
Albuquergue Ares. One human cese of plague resulting from the bite cf
an infected fles cculd develop into the pneumonic form of olague and
lead to a widespread cutbreak of the disease with devastating con-
sequences in the form of death and undue suffering. Current levels of
surveillance against plague are very inadequate resulting in

a "Fire fighting" type approach to the problen.
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Intestinal diseases carried by flies are highly prevalent in the
Indian cocmunities. Current insanitary conditions in and around
the communities of the Albuquerque Area present the likelihood

of increased incidence of intestinal diseases spread by flies and
other insects. :

Rabies, one of the most dreaded diseases comrunicated from the
lower animals to men is widespread among skunks, raccoons, coyotes,
foxes and bats. Immunization of domestic dogs and cats and the
control of stray animals, essential elements in an effective
rabies control program, are not always accomplished in many of the
Indian communities because of the lack of funds and personnel.
Publie understanding of the threat of rabies is inadequate and
without an tncrease in efforts to control the disease an increase
in the incidence of rabies can be expected. Other vector-borne
diseases such as Rocky Mountain Spotted Fever and Tularemia are
present within the Indian communicties; however, sufficienc staff
has not been available to maintain surveillance levels adequate to
fully understand the ecology of these diseases. Biological insults
which result from contact with insects such as roaches and bedbugs
are common in the Indian cormunities. Control of these probleas
are high on'the priority list of the Indians themselves as the
problem is visible and ever present.

Objective:

To establish an effective surveillance and control program in the
prevention of vector-borne diseases among Indians in the Albuquerque
Area.

Action Steos:

1. Health education activities aimed at informing the Indian
people of the causal relaticnship of vector-borne diseases and
appropriate preventive measures to be used.

2. Locate and provide continuing surveillance of plague endemic

areas and identify epizootics as they occur. This will be accom-
plished by utilizing the prairie dog 2s & sentinel animal,swaboing
prairie dog burrows for fleas, trapping and bleeding smali redents

and animals, bleeding domescic degs which also serve as sencinel
#nimals, etc. The above specimans would be submitted to the Haticnal
Communicable Discase Center in Fort Collins, Colorado, for analysis to
determine the presence of Yersinia Pestis organisms or antibody
titers.

3. Apply appropriate control measures in populated areas vhere
plague is found to be present. These measures would be desizned to
prevent plague from spilling over into the human population,

4. Surveillance of potentizl encephalitis problems threugh the
utilization of sentinel chicken flocks. Antibody titers froz sera

-2 =
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to be used to determine presence and variety of encephalitis in
the area.

5. Initiation of mosquito control activities to control mosquito-
borne encephalitis. Insecticides to be utilized 2s a last resort
with primary emphasis on biological control measures - continuing
research will be required in this regard.

6. Rabies immunization clinics co-ducted in all Indian cormunities
to insure adequate im—unization levels for all domestic dogs and
cats. Selected wild mommal population control in areas where rabies
has been demonstrated to be prevalent.

7. Promotion of animal control regulations within the Indian
communities.

8. Promotion of improved sanitary conditions in and around Indian
homes and communities to eliminate fly breeding areas. Control
measures applied as a last resort.

9. Provide assistance concerning insect or vector-borne disease
problems to any individual or Indian community upon requesc.

The Office of Environmental Health thrcugh its Environmental Health
Services Dranch {s responsible for monitoring the proposed progzram.
In order for this group to conduct an adequate and effective prograa,
the following additional resources would be required.

Resources Reouired:

A. Contract and Agreercnts (Current Identified Sources)

1. Contract with Southern Ute Tribe for 3iolczical Aide
Services Covering the Southern Ute and Ute Mountain Ute
Tribes. $10,000

2. Agreement with City of Albuquerque for Vector

Control Services on the Isleta, S.ndia, and Santa

Ana Reservations. This agreement is primarily

for mosquito and limiced fly control activities

during the summer months, $ 5,000

B. [Eguipment and Sunplies:

Insecticide $ 5,000
Sprayers
(1) Back-Paks 10 at $75 $ 750
(2) Buffalo Turbine § 4,000
(3) Hand Sprayers 10 at $40 $ 400
Rabies Vaccire, Needles, Syringes, etec. $ 5,000

-y




VI.

Training:
Contract and OEH Scaff

Training 2 days each at $25
per day $50 ea, 20 x S50

Personnel:

Salaries and Benefits

(To be Contracted for with Individual Tribes)

Ten persons to carry out survelllance

and control of vector-born diseases at

$8,000_ each. -§80,000

Benefits at 13.5% $10,800
FICA, FUTA, etc.

Transportacion

Travel - 10 persons at 12,000 miles

per year each.

120,000 miles at 12 cents per mile $14,400

Total Resources Requested $136,350

Eveluation:

Specific goals and needs will be established at the beginning of
each fiscal year. It is anticipated that these will vary slizhely
each year due to accomplishments made the previous year.

Objectives and action steps established ko meet the specific goals

and needs will be evaluated on a continuing basis. Accomplish-ents
will be reported on a monthly basis, with the reporting systes desizned
to show percent of objectives met., This will allow for review and
redirectio. of the program at any time should the need arise.

The ultinate success and evaluation of the program should be
demonstrated by a marked reduction in vector-borne diseases and
biological insults in the Albuquerque Area.
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Laboratory Services Branch
Unmet Needs

Program Trends F.Y. 78

{

The trend in nationwide laboratory services is a steady
annual increase in the total laboratory service provided.
The trend in the Albuquerque Area has been consistent with
this nationwide trend. From available figures the work-
!oad in the Albuquerque Area IHS has increased by

approximately 72816 tests in F.Y. 77 over F.Y. 76.

Another trend is toward increasingly complex sophisiticated
laboratory testing procedures, with an increase in automated

procedures, demanded by newly trained physicians coming to

our Area with clinical training based on this laboratory

trend, and are expecting our laboratories to comply with

this trend.

Problems
The most significant

a) Lack of professional Staff Positions

b) Lack of Major Equipment
The Albuquerque Area with a total technical work force of 15
(12.5 full time and 2.5 temporary or intermittent) produced
approximately 385224 tests in F.Y. 77. These tests represent
a time value of 2,627,227 minutes per year. Based on the RAC
figure of 88,612 minutes per person per year and the College
of American Pathologists recommendation of no more than
13,000 tests per Technologist per year. The Albuquerque Area

would require 30.0 professional laboratory staff based on this
workload.
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This is an additional 15 positions required for current

workload.
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Laboratory Major Equipment Needs

ALBUQUERQUE SERVICE UNIT

Automated 5 Channel Cell Counter $18,000.00
Blood Storage Refrigerator w/Alarm System $ 2,000.00
,000.0

MESCALERO SERVICE UNIT

Automated Blood Chemistry Analyzer(on order)

$15,000.00
Blood Gas Analyzer $10,000.00
Blood Storage Refrigerator w/Alarm System $ 2,000.00
Microscope $ 2,500.00
Floor Model Centrifuge $ 2,500.00
Kodak X-ray Processor $ 8,000,00
Water Purity System $ 1,200.00
Hematocrit Centrifuge $ 350.00

$47,550.00

SANTA FE SERVICE UNIT

New Facility NONE

ZUNI SERVICE UNIT

Automated 5 Channel Cell Counter $18,000.00

Automated Blood Chemistry Analyzer(on order) $15,000.00

Water Purity System $ 1,200.00
$

Hematocrit Centrifuge 350.00
Dackfield Microscope Condenser $ 250.00
X-ray Machine w/Fluoroscope $80,000.00

(current machine continually malfunctioning)
X-ray Machine, Portable
(current portable x-ray unit down, unable
to get repaired)

$25,000.00

TOTAL $139,800.00
TOTAL EQUIPMENT $201,350.00
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Another major problem is the lack of staff development funds, to
p;uvide yearly staff development for each of our personnel. It

is estimated that a minimum of $600.00 per technical person is
required to provide one week of staff development. This would
indicate a total need of approximately $9000 for laboratory staff
development based on current position level of 15. RAC accessed needs
of 15 additional positions would be an additional $9000 for a total
staff development need of $18,000. The total budget for laboratory
improvement, which must be used for Consultant Salary, Consultant
travel, equipment, temporary positions, supplies, educational
materials and staff development is $70,400. The amount allocated
for staff development is $5000, indicating a fund deficiency of
$4000 and a projected deficiency based on RAC of $13,000.

Current Year Program Budget

16336 Temporary & Intermittent Staff

18258 Area Lab Consultant Salary

5000 Staff development

2500 Area Consultant travel

2500 Consultants, speakers, in-service etc.
2000 Educational Materials

2500 Journals, Professional Study, Seminars,

Workshops, Slides, Film etc.
4000 Quality Control
Chemistry Continued
Hematology & Coagulation to be added
15000 Equipment
2306 Emergency

70400 Total
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Total ldentified Unmet

Staffing

15 current positions
Future 15 RAC Positions

Equipment

current needs
future RAC needs

Staff Development

current needs
future RAC needs

Work Space

(based on CAP figures of 45
tests per net square foot.)

current needs
future RAC needs

TOTAL UNMET NEEDS

$185040.00
$185040.00

$201350.00
Unknown

$ 9000.00
$ 9000.00

Unknown
Unknown

$185,040.
201,350.
13,000.

$399,390.
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Total Unmet Needs

Current

Staffing
Equipment

Staff development
Work Space

Future (RAC)

Staffing
Equipment

Staff development
Work Space

$185,040
201,350

$399,390.

$185,040.

?
9,000
?

.00

.00

13,000.
?

00

00 Plus

00

.00

$194,040.

00 Plus
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OPTOMETRIC PROGRAM - ALBUQUERQUE AREA

Priorities for Service:

1. School age population - Head Start up.

2. - Adults who require correction for employment,

3. All others who require visual correction.

Need = Adults genefally receive minimal service due to demands of
priority No. 1. 2

Resources:

Total required = 24 positions $480, 000
available = 6 positions 146,000

Unmet need = 18 positions $234, 000

FY '"17 - 15865 glasses dispensed at $22, 00 per pair (avefage cost).
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Burial Policies

BIA/IHS R=lationahip Rezerding Payrent for Burials

The Bureau of In2ian Affairs end Indien Keolth S==vices heve reviscd thcir

respective policies as it perteins to burial ecsictance for indigest Indians

vho expire in en Indian Hemlth Service facility or a contract care fecility.

Guidslines for the provision of burial assistence to indigent Indians who
expire in an Indian Fealth Service fucility or comtract cere facility for
each sgency are as follovs:

1. The Bureau will be responsible for providing burial assistonce for the
ipdigent Indion vho expires in an Indian Health Service fmcility or
contract care facility oo his native reservetion if there is an esteblisked
miscellapeous essistance program on the reservationm.

The Buresu will be responsible for providing burial essistonce to the
indigent Indinn who expires in en Indien Health Service fecility or
contrect care fecility evay frca his netive reservetion 4if the body is
being returned to the decensed's reservation for buriel and there is en
estoblisbed miscelleneous assistance on that reservation. There it po
tice lizit of the period oan Indien may. have lived awny fron his native
reservation. The agency et the reservation whers the indigent Indimn
expires will be responsible for any prelicinary cost associated with the
buriel subject to reicbursesent from the receiving mgency which will
ultizately be respoosible for the total cost of the buriel essistance
for eligible Indiecs vhose body is brought back to their reservation

for buricl.




. 2.
The Bureau will be responsible for providing the rinimus nesessary
cost of transportation of the body back to the deceesed's pative
‘reservation if there is a fiscellancous assistance progran and such
services has 'be:en requested by the relatives or next of kin.
Indiex Fealth Sexrvice will te responsible for zaking the initial contect
with the deceased's fanmily or next of kin following the Indien's expiration.

5. Indien Eealth Service in consultation with the farily or next of kin will

be resporsible for & notifyding the local zartvary and for meking preliminrary

erracgexents for care of the deceased's body.

6. Indil;_': Oealth Service will be responsible for burisl sssistance to indigent
Indinn vhose native reservation &oces not have an established =iscellacecus
nssistance program.

Indien Health Service will Le responsible for referring fexdilies or next
of kin to the Bureau whes they express a desire for burinl nasictance.
Indicn Health Service will be responsible for motifying the local
suthorities vhen the indigent Indicn cennot be identificd as to trikal
affilistion or reservation connections. i

In tkosse instances where eligibildty for buriel mssistance cannot be
izmediately detercined, Indien Health Service » or the pext of kin will
be responsible for all cost associated with the burial subject to rei=m-

burss=ent if the indigent Indien is fousd to be eligible.

411 other requirecants prescribed in 65 IAM 3.1.12A Turials are to be met.

In effect, the significant changes in the Bureau burial policy is the extension

“or Zervices to indigent Indiens who expire ip an Indien Heslth Service fecilisy




elinination of

his reservetion

in the cost of

Should you ve any quasticns, plense call or write your respective Central

ffice.
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SUPPLEMENT B

Title 42—Public Health
CHAPTER 1—-DEPARTMENT OF HEALTH, EDUCATION AND WELFARE

PART 36--INDIAN HEALTH

Subpart J—Indian Health Care Improvement Act Programs




BILLING CODE: 4110-84

Title 42—Public Health
CHAPTER 1--DEPARTMENT OF HEALTH, EDUCATION AND WELFARE
PART 36--INDIAN HEALTH

Subpart J—Indian Health Care Improvement Act Programs

AGENCY: Department of Health, Education, and Welfare
ACTION: Final rules
SUMMARY: These rules prescribe requirements for the following activ-
ities authorized by the Indian Health Care Improvement Act:

(1) Indian health professions recruitment and seholarship grant pro-
grams intended to encourage Indians to enter the health professions and
insure the availability of Indian health professionals to serve Indians;

(2) Continuing education allowances for employees of the Indian

Health Service;

(3) Contraets with urban Indian organizations to assist those organi-

zations to carry out programs in urban centers to make health services more
accessible to the urban Indian population; and

(4) Leasing from Indian tribes of land or facilities which the Indian
Health Service would otherwise be authorized to acquire or build.

EFFECTIVE DATE: (date of publication)
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FOR FURTHER INFORMATION CONTACT:

Dr. Robert C. Birch, Indian Health Service. Telephone: 301-443-1044,
Address: Room 5A-55, 5600 Fishers Lane, Rockville, Maryland 20857.
SUPPLEMENTARY INFORMATION: On May 23, 1977 a notice of pro-
posed rulemaking was published in the Federal Register (42 F.R. 26306 et
seq.) proposing to establish requirements for Indian health professions
recruitment and scholarship grant programs, continuing education allow-
ances for employees of the Indian Health Service, contracts with urban
Indian organizations, and leases with Indian tribes authorized by seetions 102,
103, 104, 106, 502 and 704 of the Indian Health Care Improvement Act, Pub.
L. 94-437 (25 U.S.C. 1601 et seq.). Interested persons were given until July
7, 1977 to submit written comments, suggestions or objections.

A. Changes Made From The Proposed Rules.

After full and careful consideration of all comments received, certain
provisions of the proposed rules have been revised as noted below:

L. Clarifying language has been added to the definitions of health
professions schools renumbered as sections 36.302(m), (n), and (o) to indicate

that the Commissioner of Education referred to in those definitions is the

Commissioner of Education of the Department of Health, Education, and

Welfare,




2. The definition of "school of allied health professions" renumbered

as section 36.302(m) has been changed to incorporate a generie definition of

educational programs in the allied health professions, and to include
certificate programs. As a generic definition is by its nature quite broad
and does not provide a list of specific allied health professions™curricula, a
requirement has been added as a new section 36.304 that the Secretary
publish a list of allied health professions for consideration in the award of
preparatory and Indian Health scholarships.

Several commentors suggested deletion of the requirement that the
school be affiliated with a hospital. The definition with respect to
affiliation has been revised so that affiliation is required when it is
necessary for completion of the programs of education offered by the
school. Additionally, the method of affiliation has been specified and a
definition of hospital has been added at section 36.302(g) for purposes of
clarity.

3. The definition of "school of nursing" renumbered as section
36.302(0) has been revised to accord more closely with accreditation
requirements in the definition of school of nursing in section 853 of the

Public Health Service Act. (42 U.S.C. 298b).
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4. The population requirement in the definition of "urban center"
renumbered as section 36.302(t) has been reduced from 50,000 to 10,000 so as
not to exclude smaller cities in midwestern and other areas .

5. The definition of "urban Indian organization" renumbered as section
36.302(v) is revised to include organizations which have the provision of
health programs as one of their major functions, but not necessarily the
principal function, if the health programs are administered by-a distinet
organizational unit within the organization. This change was made so as not
to exclude mtﬂtipu.rpbse organizations with major functions other than
administration of health programs. Section 36.302(v)(3) has been revised to
require that the board of directors be composed of urban Indians elected or
appointed in accordance with the articles of incorporation and bylaws of the
organization. This change was made to insure full Indian control of the
organization. Language has been added to section 36.302(v)(5) to except
organizations administering urban projects under contracts with the Secre-
tary prior to October 1, 1977 from the requirements of paragraphs (v)(2) and
(vX3) of section 36.302(v) for the period of such contracts or until July 1,
1978, whichever is later.

6. Section 36.312(c)(7) has been amended for clarification to require
that when the target population of a proposed recruitment project includes a
particular tribe or tribes, the grant application must include an offieial
document in such form as is prescribed by the tribal governing body of each

such tribe indicating that the tribe will cooperate with the applicant.




Several comments suggested the language in 42 C.F.R. § 36.206 be
substituted for section 36.312(c)(7). Section 36.206 of 42 C.F.R. applies to
contracts with tribal organizations under the Indian Self-Determination Act,
Pub. L. 93-638, and provides that before the IHS may enter into a eontract
with a tribal organization, the IHS must be requested to do so by the tribe in
the form of a resolution complying with the specified requirements of that
section. This requirement was not adopted as it implements a specific

» requirement of section 103(a) of Pub. L. 93-638 which is not applicable to
recruitment grants under the Indian Health Care Improvement Act, Pub. L.
94-437, and would establish an unnecessary requirement for tribal

prganizations.

7. Section 36.313(b) establishing an order of priority for preference to
recruitment grant applicants has been changed to place Indian tribes on a
higher priority than tribal organizations.

8. Section 36.317(b) Accounting for royalties has been deleted as sub-

part F of 45 C.F.R. Part 74, made applicable to recruitment grants by
section 36.319 of these regulations, covers accounting for royalties and
makes current Public Health Service grants policy applicable,

9. BSection 36.323(a) has been revised to change the amount of the
monthly stipend for recipients of preparatory scholarships to $400 per month
with specified adjustments to conform to the monthly stipend awarded to

recipients of National Health Service Corps Scholarships under section

751(g)1) of the Public Health Service Act (42 U.S.C. 294t(g)(1).




10. Subdivision J-4—Indian Health Scholarship Program has been revised

to reflect a change in the statutory authorization for the program. Section
104 of the Indian Health Care Improvement Act amended section 225 of the
Public Health Service Act to authorize the award of Indian Health

Scholarships to students in health professions sehools under section 225.

However section 225 was repealed effective October 1, 1977 by section

408(b) of the Health Professions Educational Assistance Act of 1976, Pub. L.
94-484. The preamble to the May 23, 1977 Notice of Proposed Rulemaking
at 42 F.R. 26306 noted that regulations for the Indian Health Scholarship
Program were proposed in the expectation that Congress would take
corrective action before repeal became effective. Section 307(n)1) of the
Health Services Extension Act of 1977, Pub. L. 95-83, adopted on August 1,
1977, adds a new section 757 to the Public Health Service Act (42 U.S.C.
294y-1) effective October 1, 1977 authorizing the award of Indian Health
Scholarships to students in health professions schools under Subpart IV of
Part C of Title VII of the Public Health Service Act which authorizes the
National Health Service Corps Scholarship Program.

Subdivision J-4 of these regulations has therefore been revised to make
certain necessary amendments to conform to section 757 of the Publie
Health Service Act. References to regulations at 42 C.F.R. Part 62 have

been deleted as those regulations, issued under section 225 of the Publie




Health Service Act which was repealed, will not be applicable to Indian
Health Scholarships. Section 36.330 has been revised to provide that Indian
Health Scholarships will be awarded pursuant to Subpart IV of Part C of
Title VII of the Public Health Service Act, and such implementing
regulations as may be promulgated by the Secretary except for the
requirements in Subdivision J-4.

Section 36.333(c)(1) has been revised to require that the service
obligation in private practice be in a health manpower shortage area
designated under section 332 of the Public Health Service Act (42 U.S.C.
254e). This will make the reference to "physician or other health
professional shortage area” in section 757(b)(2) of the Public Health Service
Act consistent with the reference to "health manpower shortage area" in
section 753 of the Public Health Service Act (42 U.S.C. 294v) specifying
requirements for the service obligation in private practice under the
National Health Service Corps Scholarship Program. A new section 36.334
has been added requiring publication of a list of recipients of Indian Health
Scholarships in the Federal Register. This is consistent with section 36.324
requiring publication of a list of recipients of preparatory scholarships.

Il. Corrections in the text of section 36.350(e) have been made to
conform that section to section 504(d) of the Indian Health Care

Improvement Act.
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12. Certain changes have been made to section 36.351 governing the
application and selection process for econtracts with urban Indian organiza-
tions. Section 36.351(b) has been revised for clarification to indicate that
proposals will be selected which "best promote the purposes of Title V of the
Act" taking into consideration the factors listed. In this regard several
comments suggested that section 36.351(b) should specify that proposals
meeting a maximum number of factors would be selected. This was rejected
in favor of clarifying the standard with respect to which all factors would be
considered.

Section 36.351(b)1) has been revised to indicate that the extent of
unmet health care needs of urban Indians should be determined on the basis
of the latest available statistics on the factors listed in that section. A fifth

category of "under 1000" has been added to section 36.351(b)(2). Section

36.351 (b)(4)iii) has been deleted in response to comments objecting to its

inelusion on the grounds that proximity of the applicant's facilities to other
sources of health services is not a significant additional factor, in light of
the other factors listed in section 36.351(b)(4), for assessing duplication with
other health services projects.

Section 36.351(b)(8) specifying identification of a city as a BIA re-
location site as a.factor for consideration has been deleted as that factor is

not applicable to the majority of cities considered urban centers under these

regulations. The word "clinic" in section 36.351(b)(9) has been changed

v




to "program" as some existing projects have not developed to the stage
where they have clinies, but nevertheless have a health program. The
suggestion of one eommentor that cities with urban Indian health elinics be
given priority over other cities was rejected as cities with elinies are not
necessarily those with the greatest need.

13. Section 36.352 on fair and uniform provision of services has been
revised for purposes of eclarity.

14. Certain provisions have been renumbered to accommodate the
above changes.

Discussion of Miscellaneous Comments

The Secretary does not agree that the proposed rules would be
improved as suggested by some commentors and has rejected the following
suggestions:

1. That section 36.301(a) Policy contain a statement to the effect that
it is the policy of the Secretary that the Indian Health Care Improvement

Act Programs governed by these regulations are subject to contract under

the Indian Self-Determination Act. Such a statement would be inappropriate

as the recruitment, scholarship and urban programs established under Pub.
L. 94-437 are not subject to the Indian Self-Determination Act. However, as
Indian tribes and "tribal organizations are preferential grantees under the
recruitment program, section 36.301(a)(2) does refer to Indian self-
determination and assisting tribes and tribal organizations to develop their

Manpower programs.
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2. That section 36.301(a) Policy contain a statement that the needs of
Indian tribes, tribal organizations and the Indian Health Service will be given
priority consideration. A policy statement to this effect would be eonfusing.
The needs of the Service are based on identified needs of tribes and tribal
organizations.

3. That the definition of Indian be expanded to include adopted
children and grandchildren of specified tribal members. Section 4(e)(1) of
Pub. L. 94-437 uses the terms "descendant, in the first or second degree, of
any such member" which includes only the natural child or grandehild of

" specified tribal members.

4. That the phrase "such as reservation health boards, national health

promotion councils, ete." be added to the definition of "Indian health organi-

zation". The definition is based upon certain characteristies an organization

must have to qualify, Adding a few examples of organizations which may

qualify will not necessarily clarify the definition and may be misleading if
not inclusive.

5. That section 36.303 requiring scholarship applicants to provide
evidence of tribal membership or other evidence that they are Indian under
renumbered section 36.302(h) be revised to specify what evidence will be
acceptable in the case of persons of Indian blood who are not members of an
Indian tribe. It is not the purpose of section 36.303 to interpret the

definition of Indian in section 36.302(h) but only to establish a general rule
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that scholarship applicants must submit evidence that they are Indian, It
should be noted that section 36.302(h) which defines the term "Indian" for
the purposes of subdivisions J-2, J-3 and J-4, includes persons considered by
the Secretary of the Interior to be Indian for any purpose or determined to
be Indian under regulations promulgated by the Secretary of Health,
Edueation, and Welfare, e.g., 42 C.F.R. § 36.12.

6. That section 36.313(b) establishing an order of priority for preference
to recruitment grant applicants give urban Indian organizations the same

priority as tribes and tribal organizations. This would conflict with section

102(b)1) of Pub. L. 94-437 which requires that preference be given to

applications of tribes and tribal organizations.

7. That section 36.312(d)(1) be changed to indicate that aptitude or
other testing done in elementary and secondary schools as part of a re-
cruitment project be "eulturally sensitive”. The grant review process will
require that testing procedures used be culturally sensitive.

8. That section 36.312 specify mandatory and optional activities for
recruitment projects. The examples of activities listed in section 36.312 are
intended to encourage innovative approaches in the design of proposed
projects rather than restrict applicants to a particular list of mandatory and
optional activities.

9. That payments to recruitment grantees and urban Indian organiza-
tions be required to be made in advance of incurring expenses. Sections
36.314(a) and section 36.350(c) in accordance with Department policy allow

advance payment in the discretion of the Secretary.
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10. That recruitment projects under subdivision J-2 be focused on
elementary and junior high school students. Such students are included with
respect to project activities listed in section 36.312.

Il. That consideration be given in the award of recruitment grants to
Indian Health Career Programs currently in operation. Prior experience will
be taken into consideration under several of the factors listed for evaluation
of grant proposals under section 36.313.

12. That the limitation on preparatory scholarship grants to two
academic years be'deleted from section 36.320. The limitation is imposed

" by law under section 103(b) of Pub. L. 84-437.

- 13. That "stay in school" programs designed to assist Indian students to
remain in school be included in the preparatory scholarship program under
subdivision J-3. Section 103 of Pub., L. 94-437 which authorizes the
preparatory scholarship program is limited to scholarships.

14. That an applicant's professional goals be included in section
36.322(b) as a factor for consideration in the award of preparatory
scholarships. An application must indicate the applicant's professional goals
under section 36.322(a)(1) and such goals will be considered under the factors
already listed. For example, the applicant's stated reasons for asking for the
scholarship will be considered under section 36.322(b)(4) and the relative
needs of the IHS and Indian health organizations for persons in particular
health professions under section 36.322(b)(5) will be matehed up with the

professional goals of applicants,




15. That faculty recommendations be deleted as a factor under section
36.322(b) for evaluating applications for preparatery scholarships for the
reason thatl faculty recommendations may not be available to the average
student. Faculty recommendations are considered a relevant fuctor for
determining an applicant's demonstrated capability to successfully complete
courses of study in a health professions school under section 103 (a)(2) of
Pub. L. 94-437. However, faculty recommendations are only one of several
factors listed in section. 36.322(b) of these regulations for evaluating
- applications.

16. That vocational and technical schools be included in the list of
schools students may attend. The comments referred to the definitions of
health professions schools in seetion 36.302, which are limited to schools for
the particular health professions designated in sections 102 and 103 of Pub. L.
94-437 and section 757 of the Public Health Service Act. The accreditation
and other academic requirements in those definitions are considered
essential to assure the quality of education provided to students on Indian
Health Scholarships.

17. That a definition of Indian preference be included in the definition

section of these regulations to assure that Indians will receive priority in the

award of Indian Health scholarships. Priority for Indians is provided in

renumbered section 36.331 in accordance with section 757(b)(1) of the Public

Health Service Act.
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18. That tribal organizations and the Indian Health Service be given an
equal priority with respect to the service obligation for Indian health
scholarships. Renumbered section 36.332 allows fulfillment of the service
obligation by service in the IHS, an urban Indian organization, or in private
practice (such as with a tribal organization) which meets the requirements
of that section. No distinetion is made as to priority.

19. That distribution of Indian Health Scholarships among the health
professions under proposed section 36.334 be tied to job availability within

the IHS. Under that section, renumbered as section 36.333, the needs of the

IHS are given priority consideration in the distribution of scholarships and

the determination of IHS needs assumes projected availability of positions.

20. That stipends for Indian Health Scholarship recipients be
determined on the basis of what is necessary to meet the recipient's needs.
The amount of the stipend is fixed by law at $400 per month with specified
annual percentage increases under section 751(g) of the Public Health
Service Act (42 U.S.C. 294t(g)).

2]. That the phrase "substantial number of Indians" in proposed section
36.333(c) stating requirements for service in private practice be defined to
mean where the practice serves a majority of Indians. The suggested
definition was not adopted as it would make the percentage of Indians served
by the practice the determining factor regardless of whether significant

numbers of Indians are served.
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22. That Indian health professionals employed by the IHS be given
priority over other Indians for Indian Health Scholarships. Priority is
afforded to Indians as distinguished from non-Indians. There is no basis in
section 757 of the Public Health Service Aet to give an additional
preference to Indian employees of the Service.

23. That the regulations require a list of IHS employees receiving
continuing education allowances under subdivision J-5 be published in the
Federal Register. This suggestion was rejected as inappropriate since such
allowances are internal personnel matters and statistics on such allowances

* will be reported to Congress annually.

24. That nurses be eligible for continuing education allowances under
subdivision J-5. Nurses are included under the phrase "other health
professionals” in section 36.340.

25. That the population requirement in the definition of urban center
and the priority list for specified urban Indian populations in seetion
36.351(b) (2) be deleted. Inclusion of population indicators is necessary to
clarify program criteria.

26. That the phrase "on an optional basis" be added to section 36.351
(b)(4)(i) and (ii) after the word "utilization". As the language in that section
does not imply that utilization of existing health services by urban Indians is
on other than an optional basis, there is no need to add the suggested phrase

for clarification.




27. That section 36.351(b)(11), renumbered as section 36.351(b)10), be
changed to specify letters of support from either the Indian or non-Indian
communities in an urban center but not from both; so that letters from the
non-Indian ecommunity not be considered mandatory. Letters of support
from the non-Indian community are relevant under section 36:351(b) as
indicative of the potential cooperation of that community with the applicant
for purposes of carrying out project activities. However, such letters are
only one of many factors to be considered under section 36.351(b).

28, Cornmt;,nts were received requesting information on administrative
procedures for programs governed by these regulations. Clarification of
administrative procedures are properly the subject of program guidelines and
will be addressed in the program operation plans.

Comments Beyond Scope

Several comments were received that were beyond the scope of the
notice. They include suggestions:

1. That the regulations contain minimum requirements for State
recognition of Indian tribes;

2. That Pub. L. 94-437 funds be distributed among the IHS Area

Offices and then to the tribes.

3. That the Indian Health Service implement an extern program for

high school students.




The current meeting totals for the period October 1, 1976 — June

1977:
No. of Pub. L. 94-437 meetings held throughout the U.S.

No. of eommunities in which meetings were held

No. of people at me®tings

American Indian/Alaska people represented
at meetings

No, of communications cards processed by IHS
Core Team

72

7,358

800,000+

2,693




Part 36 of Title 42 is amended by adding the following new Subpart J.
The Department of Health, Education, and Welfare has determined
that this document does not contain a major proposal requiring preparation

of an Inflationary Impact Statement under Executive Order 11821 and OMB

Circular A-107.

DATED; 9 NOV 1977

g/ Julius B, Rictmoud :

Assistant Secretary for Health

APPROVED:

o/ J 4t

Secrelary
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the Act Lo recrull +dlana tnts Lhe heulth
profesalona (Sul  sadon J-3) ;

13 The awas  of preparalory schol-
anhip granta cuder sectinn 103 of the
Act to Indiana undortaking comperss-
tory preprofesslonal education (Subdl-

ward of Indian Fealth
ralitp granta pursuant Lo section
25110420 of the Publie Hoalth Bervice
Azl s ndded by sectlon 104 of the Act,
to Indian or olher stodenis in heallh
professions schools Subdivision J-4) ;
{4} The provision of conlimuing edu-
eatlon allowances Lo health professionals
employed by the Scrvice under sctlion
106 of Wie Act (Subdivision J-5) ;
5} Contructs with urban Indan or-
ganlzations under section 501 of the Act
o sstabiul programa in urban areas W
make health services more accesafble to
e wban Indian population (Subdl-
vislon J-8); and
i8) Lemses with Indian tribes under
section 704 of Lhe Act (Subdivision J-7).
§36.302 Definliions
As used in this subpart: () "Act™
meana the Indian Mealth Care Improve-
ment Act, Pub. L. 4437 (25 DAC. 1801
el seq. ),
1t “Arademic year” means the tra-
ditional approximately § month Bepem-
une annual sesadon, except for
students who stiend summer smalon in
addidon to Lhe tmditional academic
your during & 13 month period for
whom the scademie year will be conaid-
eted Lo be of approximately 13 months
duration. -
ie) “Pudpel period™ means the inter
vl of time into which the spproved se-
Uvity Is divided for bDudgelary purposo,
8 specified In the grant award docu-.
ment.
id} “Compenzatory  preprofessional
sducalion” means any proprofessional
education necessary o compensate for
deficlencies tn an Individunl’s prior edu-
cation In order to enable Ut lodividusl ey
to qualify for enrollment In & health {g) "Hospital" means general, tuber-
. Sl educational entity™ culosis, mental, and other types of
mMOAns An OFganialion, sEency, of com- hospitals, and related facilivies such
bination thereof, which has the provi- % . " VI -
tion. of heallh of educationkl programe as laboratories, outpatient dep irt
(m), (n), or (o) msoneof its major funcuens ments, extended care facilivies, fa-
1) “Health professions school™ menns . 5 ated rograms r ho
any of the schools defined In parsgrapha cilities related to program [ . nows
of Uiy section health services, self-care units, edu-
}-H i “Indian™ or “Indinns” means, for cation or training facilities for
e of sons J-3, .
P i’:‘.hl‘:(ls::‘; pcr-\:n in-:'::-;:’m health professions personnel operated
ber of sn Indian tribe, as defined In as an integral part of a hospital, and
paragraph 111 of this sectlon or any in- ¥ % 5 eTate
dividual who (1), frrespective of whether nEral services facilitiss operated
he or she lives on of near & reservation, in connection with hospitals, but does
s & member of & tribe, band or ather or- not include any hospital providing
ganized group lerminated since 1040 and
those recogmized now or i the future by primarily domiciliary care.
the Btate in which they reside. or who =
Is Ihe natural child or grandchild of any
such member, or (30 la sn Eskimo or o and J-4
Aleut or other Alaika Native, of 130
considered by the Becretary of the In-
terlor Lo be an Indian for any purpose, or
(4) s delermined Lo be wn Indian under
requlalions promulgaied by the Becre-
tary,




H'l_) M “Indian  health orsaniation®
ale b

mERnA & nenrodt eor iy rom
posed of Indians which provides for the
manhnum participat of all inlerested
Indlan groups and individunls and which
has Lhe provisken of health programns s
i princinpal function

BT “Inalinn tribe™ mesna any Indian
tribe, band. nation, ar olher srpaniaed
Eroup or commumity, inchiling any
Alaska Native willage of group or re-
mional or village corporation s de ﬂnﬂl
I or eatabilished pursuant to U Al

ble for the spocial progras
fces |-n\vh1n! by the Unifted Stales to In.
dians because of thelr status as Indinns,

= "Nonprofit” ns amadied Lo any pri-
¥als enUly means that no part of the net
enrnings of such enllly Inures or winy
Iawfully inure to the benefit of any pri-
¥ale tharchalder or Individunl

4 “Froject period” means the total
Uma for which suppart for & project has
been approved. as spocified 1o the prant
awnrd document.

% “School of allied health profes-
wous®™ means a juntor college, college,
or wniversity—

\J,\R‘f’r A
,_ibed hre
7 je allled health pro-
I -l:urrlcull\ a3 re spectfied by reg-
llun of the Socreindy;

and serv-

—withrw—trah-

(3} Which s aceredited or. assured
Bceredilnllon by & reovgnbied bedy or
bodies spproved for such purpose by the
Cominissioner of Educatiol

el

*School of medicine,~ ~gchool of |

denlistry,® “school. of oslecpathy,
“school of pharmacy,” “school of oplo-
mmetey,” “school of podiatry.~ =school of
velerinary medicine,” and “school of pbe
e health™ menns & schoal which pro-
¥ides Lmining Jeading, respectd ("'
degree of doclor of medictne, & s of
doctor of denlal surgery or an equivalent
degree, & degree of doclor of catcopathy,
8 degree of bachelos of sclence tn phar-
macy or an equlvalent degree, & degren)
of doclor of podistry or an equivalent
degree, and & g ate degree In public
health, and including sdvanced trafntng
related Lo such tratnbng provided by any
such school, and Is accredited or assurcd)
sccreditation by m recognized body orf
bodics approved for tuch purpose by thel
Commbaloner of Fducation

“School of Adng™ incans n col-
legiate, ntsociale drsree; or  diplom
school of nursing. as those Lerma LA
fined Ikbslorpermeraph Lo

S ——
r,(EI.J Which provides, or com provide,

(1) The term “colleglate school of!
nuring™ mesns & department, divislon,
or other sdminbiralive unit In & col-
Jege or wniversity which provides pri-
marily or exchusively & program of edu-
cation in professional nursing and allled

181
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pPrograms
0f education lecading to a certificate, or to
an associate or baccalaurcate degree (or the
equivalent or either), or to a higher degree
for preparing personnel with responsibilicies
for supporting, complementing, or supple-
menting the professional functions of physi-
ciams, dentists, and other health profos-
sionals in the delivery of health care to
patients or assisting environmental engincers
and others in environmental health control
and preventive medicine activities.

(2) Which, if in a college or university which
4oes not include a teaching. hospital or in a
junior college, is affiliated through a
written agreement with one or mere hospitals
which provide the hospital component of the
clinical training required for completion of
guch programs of education. The written
agreement shall be executed by individuals
authorized to act for their respective
institutions and to assume on behalf of
their institution the obligations imposed
by such agreement. The agreement shall
provide:

(1) a description of the responsibilities
of the school of allied health professions,
the responsibilities of the hospital, and
their joint responsibilities with respect
to the clinical components of such pro-
grams of edocation; and

(11) a description of the procedure by
which the school of allied health pro-
fessions and the hospital will eoordinate
the ncademic and clinical training of
students in such programs of education;
and

{iii) thar, with respect to the clinical
component of each such program of edu-
cation, the teaching plan and resources
have been jointly examined and approved
by the appropriate faculty of the school
of allied health professions and the
scaff of the hospital.
S —

-
+f the Department of Health, Education, and

Welfare -
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subjecls lending to the degree of barhie-
lor of arta, bachiclor of sclonee, b
Jor of nursing. or to an equivale
or toa graduate deoree I nur
Including advanced Lruining ret ]
sach program of cducation provided by
such schoolps s

frnn

divizskon, or olher admibutiraiive unlt i
& Junlor college, comununily college, col-
ece. or university wihileh provides pri
mamilly or exclusively & two-year pro-
gram of education in professionsl nurs
ing end allied subljecls beading o ar
mssociale dedree In, nursing or 0 an
} degreerc
) The teon nn sehiool of nurs-
Ing™ meana & achool efilinted with a
haoapital or university, or an independent
achool, which pravides primarily er ex-
clusbrely & program of education in pro-
Tesslohnd nursing mnd  sliied  subjects
deading Lo a dipbomna or Lo equivalent
dicla thal such prograumn has begn satis-
faetorily complete
e “Hocrelary™ means the Sceretary ™
of Health, Education, and Welfare and
any other Oficer or coployee of Uie Do
o Partment of Health, Educalion, and Wel-
Tare to whom We suthorily involved has
been delegated.
*m “Bervico means the Indian Tlealth

“Btate or Jocal government™
ny public health or educational
ek b included willin the defi-

nition of Blate or local government in 43
CFIL 14.3 und Indlan tribes or tribal or-
gnnlul-lnm.

4k =Iribal orgnnlzation” means the
clecled poverning body of any Imdian
Lribe or any legally established arganiza-
Uen of Indlans which b contoolled by one
or more such bodics or by a board of
direclors clocted or aclecled by one or
more such bodie for clected by the In-
dian populstion o bo served by such
organitmntion) and which Includes the
maximum particlpation of Indlana in all
phm.: of Its netivition,

o “Urban eenilor™ mieans any rile
wilh & population of T aa
delermined by the United States Cervuy
Durean, which the Scerelary deternunie
has & suflicient urban Indian populalion
with unmet health needs 1o warrant ns-
ol nnw under Title V of the Act

& "Urban Indian” means any indi.
widual who resldes In an urban center, as
defined In paragraphis) of Whis secllon,
and who meels one or more of the four

In 7 e (1) through

{1 Indlan  ergantzation™
& nonproflt corporate Body Miu-

DR

ated In an urban center which
lll h{wnm'cdt\rnrbm!ndhn.' 4-

4} Provides for the maximum par-
Uctpation of all Interested Liadlan groups
and individuals; and

(5) Is cupable of legally cooperating

r publie and privats eniliios

s but only
college or

if such program, or such- unit,
university is accredited;

—
, but only
-ollege or

if such program, or such unit,
university is accredited;

but only if such program, or such affiliated
school or such hospital or university or such
independent school is accredited

The term "accredited" as used {n this
buection when applied to any program of
nurse education means a program accredited
or assured accreditation by a recognized
body or bodies, or by a State agency,
approved for such purpose by the Commissioner
of Education of the Department of Health,
Education, and Welfare and when applied to

a hospital, school, college, or university
(or a unit thereof) means a hospital, school,
college, or university (or a unit thereof)
which is accredited or assured accreditation
by a recognized body or bodies, or by a
state agency, approved for such purpose by
the Commissioner of Education of the De-

partment of Health, Education, and Welfare.
e

{2) Has the provision of health programs as:
, (1) its principal function, or

(11) one of its major functions and such
health programs are adwinistered by a
distinct organizational’ unit within the
organization.

(1) Is governed by a board of directors com
posed of urban Indlans elected or nmminrled
in accordance with the articles of incorpo-

ration and bylaws of the organization.
L.




Ir»c the purpose of performilng the ac-

crtlerin (3}

shall nal gy

minkicrine nu uris ¥ liralids prroj-
ccl under a eomiract with the Decreiary
prior Lo Oclober 1, 1977, for the period
of such conlract

§36am

Indians spplying for sehubar.
ahl.

of scholarsbin
sdivinlons J-3 wid Jo4

submil evidence
ship (or
eant Iy .\n T

tnce Lhial the
N As defl d tn p
02 ol this subdivision)

f e
gall rn.:tnn- o the
(b} Where an N
A Lribe recognteed relary of
the Interior, Lhe npplicant must ubmitt
rtkjrnr: of his or her tribnl member=
ehip £

Uon ol tribal enroliment
ary of the Interior scling
he Bureau of Indian Aflajirs

nee of such NIA cer-
ilation that the ny
meels the re of iribal
membershilp ns preser i by Lhe cliar-
ter, arbicles of Incorporation or other
Jegnl Instrument of the tribe and has
been oMclally dealr em-
tribal oMcial; or
¢ of tribal member-
ship satisfaciory ln the Becretary.
fe) Where Lhe ieant s & member
of n tribe terminated sinee 1940 or a
Biale recogniacd tribe, the apnlicant
must aubmit documentalion that the ap-
plicant meetz the requirements of Lrihal
mombership sa prescribed by the char-
ter, arllcles of Incorporation or
Jogal tnalrument of the iribe and h
been officinlly doxienated a bribal mem-
ber by an authorised tribal official; or
olher evidoncs, satlalnctory o the See-
relary, thai the applicant is & meinber
of Lhe iribe. In addition, ¥ Uie termi-
maled or Blale recoentred Lribe of which
the applicant ¢ r s not on &
Hat of such Uibes putdished by the fee-
relary In the Fesrna Tieoreres, the ap-
plicant must snbmit documentalion ma
may be reauired by Beeretary bl
the tribe ts & Uribe Lesminaled stnee 1900
of Is recognieed by the State In which
the tribe Is Jocated In sccordance with
Whie law of that Siate
(d} An spplicant who s nob & teibal
member, but who 11 & natarsl child or
Aehild of a tribal member as defined
J of § 36202 of this mib-
division must sulwnit evidence of sueh
Iact which s salisfactory Lo the Secere-
fary, In additlon to cvidence of his or
her . rent’s  tribal
with pars-
b) and ic) of this section

or until July 1, 1978, whichever

is later.

) T 95,304 Pt slication of a list of

allied health profe

The Secretary, acting through the Ser-
vice, shall publish from time to time
in the Federal Register a list of the
allfed health professions for con-
sideration for the award of prepara-
tory and Indion Health scholarships
under subdivisions J-3 and J-4 of this
Subpart, based upon his determination
of the relative needs of Indians for
additional service in specific allied
health professions. In making that
determination, the needs of the Ser-
vice will be given priority
consideration.

graphs {
'I n ol Fenilinions,

‘The Becrelary may, with respect to
any grant sward onder ils gubparty
Impose additional conditions prioe Lo or
&L the Lime of any sward when In his

wuch it are
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Lo asaure or prolect advancement ol Uie
approved project, the intereals of the
public hiealth, oc Lhe conzervallon of
grant funds
Wore —Nondi
and contracia part ar
P Irements of seetinn
the Civll Mighia At of 1oL (43
VBE, 30061, prok t
i Lenete of
ulation st 4
with ¢

Moalled by Pesberal
parlicular rage, color.
Gifferent from |
() Altention B ca
ments of Thile LX of the F
monts of 1973 and
#OL of awch
persan tn the
basts of men n
In, be denied : e wube
Jettod 10 diserimination undef sny e
Uon program o setivily recelving Pede
Bnancial assisiance
{6} Altention in enlied ta the req
of section 504 of the Mehabiiile
17, - tre ch
otferwise
In the Uniled Biates o
son of his handicap, be encluded from par-
ticlpation In, be denbed the benefiis of, o
b6 subjecied 1o diseriminalion woder any
program or acilvity recelving Federal Soan-
el asslatance
Busmivimion  J-2—Heartn  Prorrssioss
MecnuiTHEnT PROCEAM Froa INotase

Mealih professions receuitment

slon, In sccordance with section 102 of
the Acl, are for Lhe purpose of assist-
ing In meeling the enals of projects to
(a) Tdentify Indinne with a polent
for education or tralaing In the heallh
profeasions and encourneing and nssis
fng them (1) To enroll in schools of
medichie, oateopathy, dentistry, veterl-
nary modicine, optometry, podistry,
pharmacy., publie health, nursing, or
allled health professions: or (30, i they
nre not qualified to enroll in any such
school, Lo undertake such poat
educallon or Lralning as m
quired to qualily them for enroliment;
) Publicire existing sovrces of finan-
elal ald avallable Lo Indlana enrolled
In any school referred Lo in parngraph
a1 {1} of this secllon or wha are nn-
derlaklng tralning necessary to qualify
them to enroll In any such school: or
(e} Exiablish olher programa which
the Scerclary determines will enlinnee
and facllitate the enrollment of Tndians,
and the subsequent pursull and com-
pletion by them of coursea of atudy, In
school referred o In parngraph
a} 1) of this scction,
§36311  Eligikiliny, .
Any Tndian tribe, tribal oreanization,
urban Indlinn erganization, Indian health
erprnialion of mny pulilc or sler pon-
prefil private liealth or cducational en-
ity s eligitle to apply for a bealth pro-
fomslona recrulunent grant wnder thw
subdivision.
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recrullment prand
hatl be auln
Ll iwl br
manner as Lhe Secrelary actl
the rviee

b} Tho »
by an bnediv

fngy AwArd

he terms and con d
tions af Whis pubdivi-

Including the regul
shon

e} In nd n to such olher peril-
nent Informntion pa the Bccrriary may
req the application lor a health pro-

fesalons recruliment grant shall contain
the follow ing
(U} A dese

plion of the leeal stalus
n of the am

1 of Lhe target Lo
population to be served by the propo
project and Lhe relal hip of the appli=
cant lo that population:

(4} A narralive descriy
tare, dura ane,

fon of the na-
need for and
ajoct and of the
ant intonds

h Bpecifie measurable ot
fhe proposcd proje
(0 Mow the described objectives are
conslstent with the purposes of section
102 of the Act:
(i} The work and Ume e
which wiil Le wed o accomplish

sources Lo be ulilized Lo conduct the pro=
posed project;

v} The name and qualifica 2 of
the project direclor or other Individual
resporalble for Lhe conduct of the pro-
Jeet: the quaiifications of the principal
slafl carrying out Lhe project; and a
description of Uie manner in which the
applicants siaff & or will be organised
and supervised Lo carry oul the proposed
preject;

(8} An lemined budeet for the enlire
project period for which support W
sought and justification of the mmount
of grant funds reguested;

8) The Inlended Nt
tlon, i any, of Lhe apiicant in the pro-
posed project specily the type of con-
Uribullons such ns cash or scrvices, loans
of Iull or parl-Lme siafl, equipment,
apace, maleriala or facllities or olher
conlribullons;

(7 When Lhe larget population of &
proposcd project Includes n parUeular,
Indian Lrlhe 6 L1 el b

wial participa-

bty
Indicating that the Libe or trites will
eooperale with We applicant

{d} In Lhe came of proposed projects
for MenUncation of Indlans wilh & po-

* Applicatliona snd lnsbrucilons may
eblained from Uae apfeewiate Indiag uulu
Barvice Ares or Program

185

- 28 =

J_ (if any) in the applicant's organization.

an official document in such form as
is prescribed by the tribal g:ws-rnlns
body of each such tribe

or by writing the Director, Indian Health
Service, Room 5A-55, 5600 Fishers Lane,
Pockville, Maryland 20857.




tential for education or Lraining In the
henlth prof

elude a et L rlu.
tal of Inlereste 1 wrnderlak-
ng nocesaary edu i

e healih L tandon s mojecly
mny b rd Lo, Lhe
following acti

mentary and

3 rouh olsers

tude of oler tosting, nens

e performance, performance In

speelal projects and activitles, and other

methods sa may be desipned or devel-
sed

13} Jentifying Indlans in college or
universily programs, relsled employ-
ment, upward mobility programa or
other arens of activity indicallve of In-
torest and poternitial;

) Review of the upward mobilily

with npanopriste earecr arientations,
pression of lnterest, or recognised poten—
Ual;

1) Conducting work
carcer days, orientation project

erf n‘lh::( lalson l\,‘tl\'ll e withe
alonal orgon! na, Indian
ma (L
. schiool
dian ||.|!n|l
munily grous
Interest or net

?

take compcnsatory ed Jon or br

In the health professlons because of
fnancial need,

(e} I'roposed projects dealened Lo en-

o enrcll In

profeasb or, If not

qualified Lo enr o paate

atlon or traming required

them for enrollment may In-

clude, uul are nol limited Lo, Lie follow-
ing setivities:

(1) Providing technieal nasistance nod
counseling 1o encoursge and asald In-
dians Mentified ss haying & polential
for education of tralning In e health
profosslons—

To enroll In hetith profeasions
schools

€} To undertake any post-secondary
education and Lraining  required to
qualify them to enroll In heaith pro-
fesslona schoots, nnd

(i) To otain financinl aid Lo enabls
I.lu'-m to enrell in hrallh profesions

schools or ndcrtake post-seenndary
education or Lraining required o quallly
them Lo enroll In such schools;

{2} Conducling programas o (1} Men-
Ay factors such as deficiencios in ’
eommunication, resenrely, Academie
Ject malter (such na science., mathemat-
fea, eled, or ollier akih w may
prevent or discourage Indians from en-
rolliing In heaith professlona schools or
undertaking the pest-sccondary educa-
Uon or tralning required Lo qualify tem
to enroll, mnd () provide counccling
and bechnleal assiatance Lo Indlana 1o
msalst Lhem In underiaking the neces-




sary edueation, tratiding or other activi-
Ues Lo overcome such baclos

llitin on=
Inl il dvndiabie Lo
beaitly 5

Ing nece
In such s
Hmited o

T Progrin
assisted by @ vl
slon and Lo In

Sludy in s
ul are not

o
education or Ualntng
requircmnents far enrallinent
grams: and

iy

ablon and dissomination of
prol

collepes and *

3} Developing p
dians Lo pain expos
fesalons such &s arranging for
to health eare facililies an ]
and meetl seminars with health
part-time summer or

or v} olher means of providing such
exposure:

(4) Doveloping programs which relate
Erfbal culiure and traditon, including
nalive medicine, to carcers In the health
profemions; mnd

3) Developing programs (o make In-
dlans aware of projeeled health man-
power noods, expecled em 1 o=
portunitica In Lthe henllh prolessiona,
and other faclors In order o orient and
mollvate lndlans (0 pursee careers in
the heatlh professions

$36.303  Evalustioon and grant aws
(o) Willin the limits of funds avail-

sble for such purpese, the Secrelary,
£h Bervice, may award

it Erants W

mots the punsees of me
Act, taking Serntion

(1) The potentind cllccliveness of the
proposcd project In emurylng out auch
PuTNey;

30 -
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(2) The capabiiily of tha amilieant to
suceemlully comduct tho prvhe
(3} Tha acee
Lo tarpel Linll
Inchadiug evid
eooperation betwern U
stich communitics or tribes;
(4) The relat il of projoct objoc-
chmaled luadlan
lex;

plbennt and

15 The soundocss of the fis plan
for assuring clleclive ulilization of grant
Hunds; -

6} The complelencss of tha appli-
eation

b} FPreference ahall be given Lo apptl
Uona, Weayglon Jr
and other ﬁ’ M e

4 pthier v

o) i .

y awnrd under
this subdivision w e delermbned by
tho Becrelary on the basly of his est-
mals of e suin nocemsary fo
deaignated portion of the dire .
the project plus an additio mnount
for Indirect cosis, I any, which will be
ealculaled by the Becretary either: (1)
‘On the baals of his catimats of e netunl
Indirect cosls remsonaldy relaled Lo the
project, or (2) on Whe basts of &
age of all or a porilon of, Lhe ¢
direct costa of the project whion th
reasonable assurances thal the
such percentage will pot excced Uie ap-
proximale actual Indireel eosls, Such
award may include an mtimaled provi-
slonal unount for lndireel costs or for
designaied direct costs (such as fringe
benefiL ratea} sublect to upward (within
the limits of avalln funds) as well as
downward adjustments to ac
when the amount properly expended by
the granlee for |
been delermined by £

(d) All prant awards shall be in writ-
ing, and shall sct forth the sunount of
funds granted and Lhe period for which
support s provider

(e} Meliher the approval of any projs «
ect nor the mward of any grant shall
commil or obligzale the United Gintes
in any way bo mnake any addiblonal
sy cvenlal, continuation, or other
sward wilth reapect to any approv
projoct or poriion (hereof, Por contin-
uallon support, grantoes must make
arale application nt such Uimes o
such form as the Seerelary may dictate,
B30 Paymwnt siml wee ol Tunile,

(a) The Scerclary acling U
Bervies will }
eitlier by way of rel
pouses Ineurred I We project period,
of tn sdvance for expenses Lo be ncurred,
o the extent he delermines such pay-
ments are necesanry Lo prompily initlate
and conduct the approved project

b)) Any funds granled under this sub-
divislon shall be wved solely for earrying
out Lhe approved project in accordance
with scetlon 102 of the Acl, the regula-
Uona of Lhis subdivision, and Lhe terms
and conditions of Lhe grant awarnd.

-
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36320 Preparsiory scholarsbip prama.

Bcholarship grants may be swarded
under Uiy aulsdivision uwl coction 102
of Uin .A. A I period inot o exceed

nACeREAry o oo -
prepro-
Lhe recipd-

(nY Hna comy
slency and
prefeasional
Beeallhy g

(L)

rolled mnd
Hon o qual
health professio

§ 36321 Eligi .
Te be cligible for & preparatary schel -

arship gran U this subdivialon an
spplicant must .

ia) Be an Indian

(b} Flave succeasfy
school edueallon or Illl.h
lency: L8

(e} llave demonatral to
faction ol the Sccrelary the de
capabllity b0 succesafully e
courses of study in & heallh profe
school;

(d) De accepted for enrollme
be enrolicd In any compensats
profesafonal educalion course of
riculumn mecling the erfleria In § 2432 lt
of this subsdiv

(&) Be a cittcn of the Uniled Blates,

§36.322 Appliention and seter
(a) An application for

al wpuch

through

Rowever, an appl

() The heaith which

12} wheth-
J to provide
health serviees
pletion of hea
or trainlie by

thin llm mits of furuls avall-
“ able for Whe purpoec. the
Ing through the Bervice
scholarship grant awnrds for »
not o excoedd Lwo academic years of an
Indlvidunl's ecompensntory preprofes-

* Applications snd basiractions mag be sb-
ks Indlan Mesitn




in eligible wpy
shlcralion:

1) Acndlemde prerformance;

(2 Work exiwriin

(3 Vacully rocommondatlons;

(1) Blaled reasons for naking for Us
acholarshipy aiud

(5) The reintive needs of the Bervice
and Indian health oreantaations for
porsons in epecifie health professiona.
§36.323  Schalarship and 1nition

(n) Behols grmnt nwards under
his sulxdtvidon shall consiat

[t o o g

B e R IV

2 An mwmount dele
Becretary for transportation, tullen,
feea, Looka, Iabornlory expazises mod

the coals of Luition and feos ma Indleatad
In the grant sward will be prdd direelly o
he school upon recelpd of ‘mn Involcs
from e school. The supend end re-
malnder of Lthe scholarhip grant award
will be pald monthly o the granioe un-
der the conditions speciiled in the grant
awar

§ 36324 Publication of & list of n-clp-'g"-
benta

The Becrelary, acllng through the
Bervice, will put snnually in the Pra-
ERAL Tirensyen 4 of recripients of
scholarohip grants ungder this subdivi-
slon, Including Wie nune of each recipl-
ent, ribal afliintlon xnd school.

Byrorvision J Truan Hrarm
Bonotas, Procran

§36.330  Indian heahih schol

Indlan Henlih Scholarshipe will bo
awnrded by tho Becretary pursunnt to

Bervite-Act-tmrnroorinmre—withrermia -
w L FH-Prrtel excent
s sel oul In his subdivisien for ihe
purpase of providing echolarbips o
Indian and sther siudentis st hoallh pro-
fesatons schools In order Lo obtalin heslth
professionals Lo serve Indinns
ety
Tondinnd

b e
$363AL  Selection.
(8} The Breeretary, neting Uirotgh the
Bervice, shall delennine the Individunia
who recelve Indinn leadihy Scholnrshipe
b} Priority shall be glven o appll-
eants who are Indlans,

L6333 Servies obligation.

The service obligation provided in

H"lq-f—w—mqq ks mel by the
receiplent of an Indian e oo

ahip by service in:

(a) The Indinn Heallh Service,

b} An wrban Tndian  erganimtion
amalsled under Subdivision J-8,

(1) A stipend of $400 per month
adjusted in accordance with para-
graph (c);

(¢} The amount of the monthly sti-
pend specified in paragraph (a)

(1) shall be increased by the Secre-
tary for each acad year ending
in a fiscal year beg ing after
September 30, 1978, by an amount
{rounded to the next highest multi-
ple of $1) equal to the amount of
such stipend multiplied by the over-
all percentage {as set forth in the
report transmitted to the Congress
under section 5303 of Title 5,
United States e) of the adjust-
ment (if such adjustment is an in=-
crease) in the rates of pay unde

the General Schedule made effective
in the fiscal year in which such
L,:'_.:dmr.lr year ends.

Subpart IV of Part C of Title VII of
the Public Health Service Act, and
such implementing regulations as

may be promulgated by the Secretary

-‘i 36.331
-E'ih «332

[ection 757(b)(2) of the Public
fealth Service Act

f—
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BILLING CODE: 4110-B4

Title 41—Public Contracts and Property Management
CHAPTER 3—DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
PART 3-4—SPECIAL TYPES AND METHODS OF PROCUREMENT

Subpart 3-4.57—Negotiated Procurement Under the Buy Indian Act

AGENCY: Department of Health, Education, and Welfare

ACTION: Final rules

SUMMARY: These rules prescribe Department poliey on preferential pur-
chasing from Indians and Indian firms under section 303 of the Indian Health
Care Improvement Act, and the negotiating authority of the Buy Indian Act.
EFFECTIVE DATE: (date of publication)

FOR FURTHER INFORMATION CONTACT:

Dr. Robert C. Birch, Indian Health Service, Telephone: 301-443-1044.
Address: Room 5A-55, 5600 Fishers Lane, Rockville, Maryland 20857,
SUPPLEMENTARY INFORMATION: On May 23, 1977, a Notice of
Proposed Rulemaking was published in the Federal Register (42 F.R. 26314 et
seq.) proposing to amend subpart 3-4.57 of 41 CFR to accord with section
303 of the Indian Health Care Improvement Act, Pub. L. 94-437 (25 U.S.C.
1633), and for other purposes.

Under scction' 303(a) of Pub. L. 94-437, the Secretary may use the
negotiating authority of the Buy Indian Aect (25 U.S.C. 47) to give preference

to Indians and Indian firms: (1) in the construction and renovation of Indian
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Health Service (IHS) facilities and (2) in the construction of sanitation
facilities for Indian homes and communities. The Secretary may give a
preference unless he finds, pursuant to regulations and after considering
certain evaluation criteria listed in section 303(a), that the project to be
contracted for will not be satisfactory or cannot be properly completed or
maintained under the proposed contract.

Under the proposed regulations, those findings and eriteria would be
made applicable to all Indian Health Service procurements under the Buy
Indian Act. In addition, certain other changes in subpart 3-4.57 of 41 CFR
were proposed with respeet to (1) the definition of Indian firm, (2) the
required degree of Indian ownership, and (3) procedures for prior notification
of Indian firms. Interested persons were given until July 7, 1977 to submit
written comments, suggestions or objections.

Change Made From the Proposed Rules

After full and careful consideration of all comments received, section 3-
4.5705(b) has been changed to insert the words "are to be in writing and" after
the word "determinations”. The change is in response to a comment that the
determination made under section 3-4.5705(a), that the project or funetion to
be contracted for is likely to be satisfactorily performed and properly

completed or maintained under the contract, be made in writing.
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Discussion of Miscellaneous Comments

The Secretary does not agree that the proposed rules would be
improved as suggested by some commentors and has rejected the following
suggestions:

1. That the regulations provide that other appropriate agencies within
the Department may act as agents of the IHS in advertising and awarding
design and construction contracts with Indian organizations. This is not
necessary as section 3-4.5700, Scope of Subpart, provides that Subpart 3-
4.57 applies to procurements "made by or on behalf of the Indian Health
Service". :

2. That the regulations should give a preference to tribally owned or
operated construction companies. As Indian tribes may request contracts
under the Indian Self-Determination Aet, Pub. L. 93-638, a preference for
tribal companies under these regulations is not necessary.

3. That an Indian contractor be required to prove that the eontractor
will give employment preference to Indians and is in a position to employ
Indians as a large percentage of its work force. Final regulations published

on September 30, 1977 (42 F.R. 52400), as corrected on October 7, 1977
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(42 F.R. 54552), have revised sections 3-4.5703(c) and (e) of the Buy Indian
Act regulations to include requirements for Indian preference in training and
employment and the award of subcontracts to Indian firms pursuant to

section 7(b) of the Indian Self-Determination Aet, Pub, L. 93-638 (25 U.S.C.

450 c(b).

4, That evaluation eriteria in section 3-4.5705 not apply to Indian
firms in California. The evaluation eriteria are specified in section 303(a) of
Pub. L. 94-437 (25 U.S.C. 1633(a)) without exception for particular
geographic areas.

5. Certain recommendations for stylistic changes not affecting sub-
stantive meaning have been rejected in favor of retaining simpler language.
It was suggested that the words "provide for utilizing the Buy Indian Act" be
substituted for "ealls for the use of the Buy Indian Aet" in the third and
fourth lines of section 3-4.5701 and that the last sentence in section 3-
4.5703(a) as proposed be rewritten as two sentences without substantive
change.

Publie Participation

Following publication of the Notice of Proposed Rulemaking (NPRM)
on May 23, 1977 and during the public comment period which ended July 7,
1977, about 6,000 cobies of the NPRM were distributed to American Indian

and Alaska Native people, IHS staff, and other interested persons.




Meetings were held with American Indian and/or Alaska Native
people, IHS staff, and others to stimulate understanding of the NPRM and to
encourage public comment where interested. Examples of locations where
these meetings were held include: Arizona — Sells, Tuecson, ':‘-’indm:;r Rocek;
California — Escondido, Sacramento; San Francisco; Minnesota — Bemidji,
Duluth; Nevada — Reno; New Mexico — Albuquerque, Dulce, Santa Fe, Zuni;

Oklahoma — Chiloceo; Washington — Seattle; Wisconsin — Stockbridge-

Ménsee.

The current meeting totals for the period October 1, 1976 — June

1977:
No. of Pub, L. 94-437 meetings held throughout the U.S.
No. of communities in which meetings were held 72
No. of people at meetings 7,358
Ameriean Indian/Alaska people represented

at meetings 800,000+

No. of communications cards processed by IHS
Core Team 2,693




Part 3-4 of Title 41 is amended by amending subpart 3-4.57 as follows.

The Department of Health, Education, and Welfare has determined
that this document does not contain a major proposal requiring preparation
of an Inflationary Impact Statement under Executive Order 11821 and OMB

Circular A-107.

DATED:

s/ Julius B, Richmond
Assistant Secretary for Health

APPROVED:

Secretary
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TAB B

Public Law 94-437
94th Congress, S. 522
September 30, 1976

An Act

To Impleent the Federal responsibility for the care and edueation of the Indian
people by Improving the services and facllities of Fideral Indian health pro-
groms and encournging mwaximum participation of Indlans o such prograwms,
and for other purposes.

Be it enacted by the Semate and House of Representatives of the
United States of America in Congress assembled, That this Act may
be cited as the “Indian Health Care Improvement Act”,

FINDINGS

Sec. 2. The Congress finds that—

(2) Federal health services to maintain and improve the health of
the Indians are consonant with and required by the Federal Govern-
ment’s historical and unique legal relationship with, and resulting
msl;,(msibilily to, the American Indian people.

(b) A major national goal of the United States is to provide the
quantity and quality of health services which will permit the health
status of Indians to be raised to the highest possible level and to
encourage the maximum participation of Fndians in the planning and
management of those services.

(c) Federal health services to Indians have resulted in a reduction
in the prevalence and incidence of preventable illnesses among, and
unnecessary and premature deaths of, Indians.

d) Despite such services, the unmet health needs of the American
Indian people are severe and the health status of the Indians is far
below that of the general population of the United States. For example,
for Indians compared to all Americans in 1971, the tuberculosis death
rate was over four and onc-half times greater, the influenza and pneu-
monin death rate over one and one-half times greater, and the infant
death rate approximately 20 per centum greater.

(e) All otfﬂ:r Federal services and programs in fulfillment of the
Federal responsibility to Indians are jeopardized by the low health
status of the American Indian people.

(f) Further improvement in Indian health is imperiled by—

(1) inadequate, outdated, inefficient, and undermanned facil-
ities. For example, only twenty-four of fifty-one Indian Health
Service hospitals are aceredited by the Joint Commission on
Accreditation of ospitals; only thirty-one meet national fire and
safety codes; and fifty-two locations with Indian populations have
been identified as requiring either new or replacement health
centers and stations, or clinies remodeled for improved or addi-
tional service;

(2) shortage of personnel. For example, about one-half of the
Service hospitals, ll'our-liflhs of the Service hospital outpatient
clinies, and one-half of the Service health clinics meet only 80 per
centum of stafling standards for their regpective services;

(3) insuflicient services in such areas ag laboratory, hospital
inpatient and outpatient, eye care and mental health services, and
gervices available through contracts with private physicians, clin-
ies, and agencics. For example, about 90 per centum of the surgical
operations needed for otitis media have not been performed, over

57 Fer centum of required dental serviees remain to be provided,
and about 98 per centum of liearing aid requirements are unmet ;

(4) related support factors. For example, over seven hundred
housing units are needed for stafl at remote Service facilities;
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(5) lack of access of Indians to health services due to remote
residences, undeveloped or underdeveloped communication and
transportation systems, and diflicult, sometimes severe, climato
conditions; and

(6) Jack of safe water and sanitary waste disposal services.
For example, over thirty-seven thousand four hundred existing
and forty-eight thousand nine hundred and sixty planned replace-
ment and renovated Indian housing units need new or upgrded
water and sanitation facilities, o

( } The Indian people’s growth of confidence in Federal Indian
hcaﬁl services is revealed by their increasingly heavy use of such
services. Progress toward the goal of better Indian health is depend-
ent on this continued growth of confidence. Both such progress and
such confidence are dependent on improved Federal Indian health
services,

DECLARATION OF POLICY

Sec. 8. The Congress hereby declares that it is the policy of this
Nation, in fulfillment of its special responsibilities and legal obliga-
tion to the American Indian people, to meet the national goal of
providing the highest possible health status to Indians and to provide
existing Indian health services with all resources necessary to effect
that policy.

DEFINITIONS

Sec. 4. For purposes of this Act—

(a) “Secretary”, unless otherwise designated, means the Secretary
of Health, Education, and Welfare.

ﬁb) “Service” means the Indian Health Services

¢) “Indians” or “Indian”, unless otherwise designated, means any
person who is a member of an’ Indian tribe, as defined in subsection
(d) hereof, excopt that, for the purpose of sections 102, 103, and
201(c) (5), such terms shall méan any individual who (1), irrespective
of whether he or she lives on or near a reservation, is a member of a
tribe, band, or other organized group of Indians, including those
tribes, bands, or groups terminated since 1940 and those recognized
now or in the future by the State in which they reside, or
who is a descendant, in the first or second degree, of any such mem-
ber, or (2) is an Eskimo or Aleut or other Alaska Native, or (3)
is considered by the Secretary of the Interior to be an Indian for
any purpose, or (4) is determined to be an Indian under regulations
promulpated by the Secretary.

(d) “Indian tribe” means any Indian tribe, band, nation, or other
organized group or community, including any Alaska Native village
or group or regional or village corporation as defined in or established
pursuant to the Alaska Native Claims Settlement Act (85 Stat, 688),
which is recognized as eligible for the special programs and services

n;\:ridud by the United States to Indians because of their status as
ndians,

(e) “Tribal organization” means the clected governing body of
any Indian tribe or any legally established organization of Tndians
which is controlled by one or more such bodies or by a board of
directors elected or selected by one or more such bodies (or clected
by the Indian population to be served by such organization) and
which includes the maximum participation of Indians in all phases
of its activities.

(f) “Urban Indian" means any individual who resides in an urban
center, as defined in subscetion (g) hercof, and who meets one or more
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of the four eriteria in subsection (¢) (1) through (4) of this seetion.

(g) “Urban center™ means any conmunity which has a suflicient
urban Indian population with unmet health needs to warrant assist-
ance under title V, as determined by the Seeretary.

(h) “Urban Indian organization” means a nonprofit corporate body
situated in an urban eenter, composed of urban Indians, and providing
for the maximum participation of all intervested Indian groups and
individuals, which body is eapable of legally cooperating with other
public and private entitics for the purpose of performing the activities
described in section 503(a).

TITLE T—INDIAN HEALTH MANPOWER
PURPOSE

Sec. 101. The purpose of this title is to augment the inadequate
number of health professionals serving Indians and remove the mul-
tiple barriers to the entrance of health professionals into the Service
and private practice among Indians.

HEALTH PROFESSIONS RECRUITMENT PROGRAM FOR INDIANS

See. 102, (n) The Secretary, acting through the Service, shall make

fmuls to ‘mhlic or nonprofit private health or educational entities or

ndian tribes or tribal organizations to assist such entities in meeting
the costs of— X

(1) identifying Indians with a potential for edueation or train-
ing in the health professions and enconraging and assisting them
(A) to enroll in schools of medicine, oal-.-upuﬁn_\'. dentistry, veteri-
nary medicine, optometry, podiatry, pharmacy, public health,
nursing, or allied health professions; or (B), if they are not
qualified to enroll in any such school, to undertake such post-
secondary education or training as may be required to qualify
them for enrollment;

32] publicizing existing sourees of financial aid aveilable to
Indians enrolled in any school referred to in clause (1) (A) of
this subsection or who are undertaking training necessary to
qualify them to enroll in any such school; or

(3) establighing other programs which the Secretary determines
will enhance and facilitate the enrollment of Indians, and the
subsequent pursnit and completion by them of courses of study,
in any school referred to in clause (1{ (A) of this subsection.

(b)(1) No .';rru-n! may be made under this section nunless an applica-
)

tion therefor has been subinitted to, and approved by, the Secretary.
Suel application shall be in such form, submitted in such manner, and
contain such information, as the Secretary shall by regulation pre-
scribe: Provided, That the Seerctary shall give a preference to
applications submitted by Indian tribes or tribal organizations.

(2) The amount of any grant under this section shall be defermined
by the Secretary. Payments purstant to grants under this section may
be made in advanee ar by way of reimbursement, and at such intervals
and on such conditions as 1ﬁc Sceretary finds necessary,

(¢) For the purpose of making payments pursuant to grants under
this section, there are anthorized to be appropriated $900,000 for fiseal
year 1978, §1,500,000 for fiscal year 1979, and $1,800,000 for fiscal year
1980, For fiscal years 1981, 1952, 1983, and 1984 there are authorized
to be appropriated for such payments such sums as may be specifically
anthorized by an Act enacted after this Act.
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HEALTIL FROFESSIONS PREPARATORY SCHOLARSHIF PROURAM FOR INDIANS

Skc. 103. (a) The Secretary, acting through the Service, shall make
scholarship grants to Indians who—

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

(2) have demonstrated the ea pability to successfully completo
courses of sludf' in schools of medicine, osteo oathy, dentistry,
veterinary medicine, optometry, pediatry, pharniacy, public
health, nursing, or allicd health professions.

(b) Each scholarship grant made under this section shall be for a
period not to exceed two academic years, which years shall be for
compensatory preprofessional educution of any grantee.

(c) Scholarship grants made under this section may cover costs of
tuition, books, transportation, board, and other necessary related
expenses,

(d) There are authorized to be appropriated for the purpose of this
section : $800,000 for fiscal year 1978, $1,000,000 for fiscal year 1979,
and $1,300,000 for fiscal year 1980. For fiscal years 1981, 1982, 1983, and
1084 there are nuthorized to be appropriated for the purpose of this
section such sums as may be specificall ¥ authorized by an Act enacted
after this Act.

HEALTH PROFESSIONS BCHOLARSHIP PROGRAM

Sec. 104, Section 225(i) of the Public Health Serviee Act (42
U.S.C. 234(i)) is amended (1) by inserting “(1)" after “(i)”, and
(2) by adding at the end the following:

"(93'(1\) In addition to the sums authorized to be approprinted
under paragraph (1) to carry out the Program, there are authorized
to be appropriated for the fiscal year ending September 30, 1978,
$5,450,000; for the fiscal year ending September 30, 1979, $6,300.000 ;
for the fiscal year ending September 30, 1980, $7,200,000; and for
fiscal years 1981, 1082, 1083, and 1984 such sums us may be specifienlly
authorized by an Act enacted after the Indian Health Care Improve-
ment Act,*to provide scholarships under the Program to provide
physicians, osteopaths, dentists, veterinarians, mmses, o tometrists,
podiatrists, pharmacists, public healtl personnel, and allied health

rofessionals to provide services to Indinns. Such scholarships shall

+ designated Indian IHealth Scholarships and shall be made in
accordanee with this section exeept as provided in sub aragraph (13).

“(B) (1) The Seeretary, acting through the Indian Illc-nlth Service,
shall determine the individuals who receive the Indian Health Sehol-
arships, shall nccord priority to applicants who are Indians, and shull
determine the distribution “of the scholarships on the basis of the
relative nceds of Indians for additional service in specific health
professions.

“(ii) The active duty service abligation prescribed by subseetion
(e) shall be met by the recipient of an ]m?inu Health Scholarship
by serviee in the Indian Hnnlllh Service, in a program assisted nnder
title V of thg Indian Health Care Improvement Act, or in the private
practice of his profession if, as determined by the Secretary in accord-
ance with guidelines promulgated by him. such practico is situated in
a physician or other health professional shortage arca and addresses
the health care needs of a substantial number of Indinns.

“(C) For purposes of this paragraph, the term ‘Indians’ has the
same meaning given that texm by subsection (¢) of scction 4 of the
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Indian Health Care Improvement Act and includes individuals
described in clauses (1) through (4) of that subsection.”.

INDIAN HEALTH BERVICE EXTERN IROGRAMS

Skc. 105, (n) Any individual who receives a scholarship grant pur-
suant to section 104 shall be entitled to employment in the Service
during any nonacademic period of the year. Periods of employment

ursuant to this subsection shall not be counted in determining the

ulfillment of the service obligation incurred as a condition of the
scholarship grant.

(b) Any individual enrolled in a school of medicine, osteopathy,
dentistry, veterinary medicine, optometry, podiatry, pharmacy, public
health, nursing, or allied health professions may be employed by the
Service during any nonacademic period of the year, Any such employ-
" ment shall not cxceed one hundred and twenty days during any
calendar year.

(¢) Any employment pursuant to this section shall be made with-
out regani' to any competitive personnel system or agency personnel
limitation and to a position which will enable the individual so
employed to receive practical experience in the health profession in
which he or she is engaged in study. Any individual so employed
shall receive payment for his or her services comparable to the salary
he or she would reccive if he or she were employed in the competitive
system. Any individual so employed shall not be counted against any
employment eeiling affecting the Scrvice or the Department of Health,
Edueation, and Welfare.

(d) There are anthorized to be appropriated for the lpurpose of
this section : $600,000 for fiscal year 1978, $800,000 for fiscal year 1979,
and $1,000,000 for fiscal year 1980. For fiseal years 1081. 1982, 1983,
and 1984 there are authorized to be appropriated for the purpose
of this section such sums as may be sp«-c:ﬁcalll,_\' authorized by an Act
enacted after this Aet.

CONTINUING EDUCATION ALLOWANCES

Src. 106. (2) In order to encourage physicians, dentists, and other
health professionals to join or continue in the Service and to provide
their services in the rural and remote areas where a significant portion
of the Indian people resides, the Secretary, acting through the Service,
may provide allowances to health professionals employed in the Serv-
ice to enable them for a period of time each year prescribed by regula-
tion of the Sccretary to tuke leave of their duty stations for profes-
sional consultation and refresher training courses,

(b) There are nuthorized to be appropriated for the purpose of this
section: $100,000 for fiscal year 1978, $200,000 for fiscal year 1079,
and $250,000 for fiscal year 1980. For fiscal years 1081, 1982, 1983,
and 1984 there are authorized to be appropriated for the purpose of
this section such sums as may be specifically authorized Y)y an Act
enacted after this Act.

TITLE II-HEALTH SERVICES .

HEALTH BERVICES

Sec. 201. (a) For the purpose of eliminating backlogs in Indian
health care services and to supply known, unmet medical, surgical,
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dental, optometrical, and other Indian health needs, the Seerct
authorizel to expend, through the Servies, over the seven-fi al-your
period beginning after the date of the enactment of this Aet the
amounts mithorized to be uppropriated by subsection (e). Funds
appropriated puvsuant to this section for each fiscal year shall not he
used to offset or limit the appropriations required by the Serviee
under other Federal laws to continue to serve the health needs of
Indians during and subscquent to such seven-fiseal-year period, Imt
shall be in addition to the level of appropriations provided to the
Service under this Act and such other Federal biws in the preceding
fiscal year plus an amount equal to the amount required to cover pay
inereases and employee benefits for personnel employed under this
Act and such laws and increases in the costs of serving the health needs
of Indians under this Act and such luws, which increases sre cansed
by inflation,

(b) The Sccretary, acting through the Servier, is anthorized to
employ persons to implement the provisions of this section during the
seven-fiscal-year period in accordance with the schedule provided in
subsection (e). Such positions authorized each fiseal year pursuant
to this section shall not be considered as offsctting or limiting the por-
sonnel required by the Service to serve the hiealth needs of Indians
during and subsequent, to such seven-fiseal-year period but shall be in
addition to the positions anthorized in the previons fisenl year.

(e) The following amounts and positions are authorized, in accord-
ance with the provisions of subscctions (a) and (b)), for the specific
purposes noted :

(1) Patient care (direct and indirect) : sums and positions as

rovided in subsection () for fiseal year 1978, $8,500,000 and two

» hundred and twenty-five positions for fiseal year 1979, and

$16.200.000 and three hundred positions for fisenl year 1980,

(2) Field health, excluding dental care (direet and indirect) :
sums and itions as provided in subsection (o) for fiscal year
1978, W!.Jiﬁg}smﬂ and eighty-five positions for fiscal year 1979, and
£5,550,000 and one hundred and thirteen positions for fiscal year
1980,

(3) Dental care (direct and indirect) : sums and positions as
provided in subsection (e) for fiscal year 1978, 1,500,000 and
eighty positions for fiscal year 1079, and $1,500,000 and fifty posi-
tions for fiseal year 1980.

(4) Mental health: (A) Community mental health serviees:
sums and positions as provided in subscction (o) for fiseal year
1978, $1,300,000 and thirty positions for fiscal vear 1979, and
$2,000,000 and thirty positions for fiseal vear 1980,

(B) Inpatient mental health serviees: sums and positions ns
provided in subseetion (e) for fiseal yem=1978, $100,000 and fifteon
positions for fiseal year 1979, and $600,000 and fifteen positions
for fiseal year 1980,

(C) Model dovmitory mental health services: sums and posi-
tiops as provided in subsection (e) for fiscal vear 1078, $1,250.000
and fifty positions for fiseal year 1979, and $1.875,000 and fifty
positions for fiseal year 1980,

(D) Therapentic and vesidential treatment centers: sums and
positions as provided in subsection (e) for fiseal year 1978,
100,000 and ten positions for fiscal year 1979, and $100,000 and
five positions for fiseal year 1980,

(1) Training of traditional Tndian practitioners in mental
health : snms as provided in subsection (o) for fiscal yoar 1978,
$150,000 for fiscal year 1979, and $200,000 for fiscal year 1980,
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(5) Treatment and control of alcoholism among Indians:
$4,000,000 for fiscal year 1478, $9,000,000 for fiscal year 1979, and
$0,200,000 for fiscal year 1980.

(6) Maintenance and repair (direct and indirect) : sums and

itions as lprovi(lod in subsection (e) for fiscal year 1978,

1,000,000 and twenty positions for fiscal year 1979, and $4,000,000
and thirty positions for fiscal year 1980,

(7) For fiscal years 1981, 1982, 1983, and 1984 there are
authorized to be appropriated for the items referred to in the

receding paragraphs such sums as may be specifically authorized

y an Act enacted after this Act. For such fiscal years, positions
are authorized for such items (other thin the itemns referred to
in paragraphs (4) (E) and (5)) as may be specified in an Act
enacted after the date of the enactment of this Act.

d) The Secretary, acting through the Service, shall expend directly
or by contract not less than 1 per centum of the funds appropriated
under the authorizations in each of the clauses (1) through (5) of
subsection (¢) for research in each of the areas of Indian health care
for which such funds are authorized to be appropriated.

(e) For fiscal year 1978, the Secretary is autliorized to apportion
not to exceed a total of $10,025,000 and 425 positions for the programs
enumerated in clauses (¢) (1) through (4) and (c) (8) of this section.

TITLE III—HEALTH FACILITIES

CONSTRUCTION AND RENOVATION OF SERVICE PACILITIES

Sec. 801. (a) The Secretary, acting through the Service, is author-
ized to expend over the seven-fiscal-year period beginning after the
date of the enactment of this Act the sums nuthorized by subsection
(b) for the construction and renovation of hospitals, health centers,
health stations, and other facilitics of the Service.

(b) The following amounts are authorized to be appropriated for
purposes of subsection (a) :

(1) Hoepitals: $67,180,000 for fiscal year 1978, $73,256,000 for

year 1979, and $49,742,000 for fiscal year 1980, For fiscal

years 1981, 1982, 1983, and 1984, there are authorized to be appro-

riated for hospitals such sums as may be specifically authorized
y an Act enncted after this Act.

(2) IHealth centers and health stations: $6,960,000 for fiscal
year 1078, §06,226,000 for fiscal year 1979, and $3,720,000 for fiscal
year 1980. For fiscal years 1981, 1982, 1983, and 1984, there are
authorized to be appropriated for health centers and health sta-
tions such sums as may be specifically authorized by an Act
enacted after this Act.

(3) Staff housing: $1,242,000 for fiscal year 1978, $21,725,000
for fiscal year 1979, and $4,116,000 for fiscal year 1980, For fiseal
years 1981, 1982, 1983, and 1984, there are authorized to be a])rm—
priated for staff housing such sums ns may be specifically author-
1zed by an Act enacted after this Act.

(e) Prior to the cx[penditum of, or the making of any firm commit-
ment Lo expend, any funds authorized in subsection (a), the Secretary,
acting through the Service shall—

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

(2) bo assured that, wherever practicable, such facility, not
later than one year after its construction or renovation, shall meet
the standards of the Joint Committee on Accreditation of
Hospitals,

CONETRUCTION OF SAFE WATER AND SANITARY WASTE
DISPOSAL FACILITIES

Sec, 302. (a) During the seven-fiscal-year period beginning after the
date of the enactment of this Act, the Sceretary is authorized to expend
under section 7 of the Act of August 5, 1954 (42 U.S.C. 2004a), the
sums authorized under subsection (b) to supply unmet needs for safe
water and sanitary waste disposal facilities in existing and new Indian
homes and communities.

(b) For expenditures of the Secretary authorized by subsection (a)
for facilities in existing Indian homes and communities there are
authorized to be appropriated $43.000,000 for fiscal year 1978,
$30,000,000 for fiscal year 1979, and $30,000,000 for fiscal year 1980,
For expenditures of the Secretary authorized by subsection (a) for
facilities in new Indian homes and communities there are authorized
to be appropriated such sums as may be necessary for fiscal years
1978, 1979, and 1980. For fiscal years 1081, 1982, 1983, and 1984 for
expenditures authorized by subsection (a) there are nuthorized to be
appropriated such sums ns may be specifically authorized in an Act
enacted after this Act.

(¢) Former and currently federally recognized Indinn tribes in the
State of New York shall be eligible for assistance under this section,

PREFERENCE TO INDIANS AND INDIAN FIRMS

Sec. 303. (a) The Sceretary, acting through the Service, may utilize
the negotiating authority of the Act of June 25, 1910 (25 U.8.C. 47),
to give preference to any Tndian or any enterprise, partnership, cor-
poration, or other type of business organization owned and controlled
by an Indian or Indians including former or currently federally
recognized Indian tribes in the State of New York (hercinafter
referred to as an “Indian firm”) in the construction and renovation of
Service facilities pursnant to section 301 and in the construction of
safe water and sanitary waste disposal facilities pursuant to seetion
302. Such preference may be accorded by the Sceretary unless he finds,
pursuant fo rules and regulations promulgated by him, that the project
or function to be contracted for will not be satisfactory or such project
or function cannot be properly completed or maintained under the pro-
posed contract. The Seeretary, in arriving at his finding, shall consider
whether the Indian or Indian firm will be deficient with respect to
(1) ownership and control by Indians, (2) equipment, (3) bookkeep-
ing and accounting procedures, (4) substantive knowledge of the
project or function to be contracted for, (5) adequately trained person-
nel, or (8) other necessary components of contract performanece,

(b) For the purpose of implementing,the provisions of this title,
the Secrctary shall assure that the rates of pay for personnel engaged
in the construction or renovation of facilities constructed or renovatod
in whole or in part by funds made available pursnant to this title are
not less than the prevailing local wage rates for similar work as
detormined in accordance with the Act of March 3, 1931 (40 U.S.C.
276a~276a-5, known as the Davis-Bacon Act).
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BOROBA SANITATION FACILITIES

Sec, 304, The Act of December 17, 1970 (84 Stat. 1465), is hereby
amended by adding the following new scetion 9 at the end thercof:

“Sro. 9. Nothing in this Act shall preclude the Soboba Band of
Mission Indians and the Soboba Indian Reservation from being pro-
vided with sanitation facilities and serviees under the authority of
section 7 of the Act of August 5, 1954 (68 Stat. 674), as amended
by the Act of July 31,1950 (73 Stat. 267).".

TITLE IV—ACCESS TO HEALTH SERVICES

ELIGIBILITY OF INDIAN HEALTII SERVICK FACILITIES
UNDER MEDICARE PROGRAM

Sk, 401, (a) Sections 1814 (c) and 1835(d) of the Social Security
Act are each amended by striking out “No payment” and inserting
in lieu thereof “Subject to section 1880, no payment”, -

éb) Part C of title XVIII of such Act is amended by adding at the
end thereof the following new section :

“INDIAN IEALTII SERVICE FACILITIES

“Src. 1880, (a) A hospital or skilled nursing facility of the Indian
Health Service, whether operated by such Service or by an Indian
tribo or tribal organization (as those terms are defined in section 4
of the Indian Health Care Improvement Act), shall be eligible for
payments under this title, notwithstanding sections 1814(c) and
1335(d‘], if and for o long as it meets all of the conditions and require-
ments for such payments which are applicable generally to hosl}itn]s

e

or skilled nursing facilities (as the case may be) under this tit
“(b) Notwithstanding subsection (a), a hos[{xital or skilled nursing

facility of the Indian Health Service which does not meet all of the
conditions and requirements of this title which are applicable gen-
erally to hospitals or skilled nursing facilities (as the case ma ﬁ ’
but which submits to the Secretary within six months after the d};ltc of
the enactment of this section an acceptable plan for achieving com-
pliance with such conditions and requirements, shall be decmed to meet
such conditions and requirements (and to be eligible for payments
under this title), without regard to the extent of its actual compliance
with such conditions and requirements, during the first 12 months
after tho month in which such plan is submitted.

“(c) Notwithstanding any other provision of this title, mnyments to
which any hospital or skilled nursing facility of the l'm'linn Health
Service is entitled by reason of this section shall be placed in a special
fund to be held by the Scerefary and used by him (to such extent or
in such amounts as are provided in appropriation Acts) exclusively
for the purpose 6f making any improvements in the hospitals and
skilled nursing facilities of such Service which may be necessary to
achieve compliance with the applicable conditions and requirements
of this title. The preceding sentence shall cease to apply when the
Secretary determines and certifics that substantially all o}i'lu- hospitals
and skilled nursing facilities of such Service in the United States are
in complinnee with such conditions and requirements.

“(d) ‘The annual report of the Seerctary which is required by sec-
tion 701 of the Indian Ilealth Care Improvement Act shall include
(nlong with the matters specified in section 403 of such Act) a detailed
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statement of the status of the hospitals and skilled nursing facilities
of the Service in terms of their compliance with the applicable condi-
tions and requirements of this title and of the progress being made by
such hospilnls and facilities (under plans submitted under subsection
(b) and otherwise) toward the achievement of such compliance.”.

(¢) Any payments received for serviees provided to beneficiaries
hereunder shall not be considered in determming appropriations for
health care and services to Indians.

(d) Nothing herein authorizes the Secretary to provide services to
an Indian beneficiary with coverage under :ilic XVIII of the-Social
Security Aect, as amended, in preference to an Indian bencficiary
without such coverage.

BERVICES FROVIDED TO MEDICAID ELIGIBLE INDIANS

Skc. 402. (a) Title XIX of the Social Security Act is amended by
adding at the end thereof the following new section:

“INDIAN HEALTI S8ERVICE FACILITIES

“Sec. 1911. (a) A facility of the Indian Health Service (including
a hospital, intermediate care facility, or skilled nursing facility),
whether operated by such Service or by an Indian tribe or tribal orga-
nization (as those terms are defined in section 4 of the Indian Health
Care Improvement Act), shall be eligible for reimbursement for
medical assistance provided under a State plan if and for so long as
it meets nll of the conditions and requirements which are applicable
generally to such facilities under this title.

“ﬂb) Notwithstanding subsection (a), a Yfacility of the Indian
Health Service (including a hospital, intermediate care facility, or
skilled nursing facility) which does not mect all of the conditions and
requirements of this title which are applicable gencrally to such facil-
ity, but. which submits to the Secretary within six months after the
date of the enactment of this section an acceptable plan for achieving
compliance with such conditions and requirements, shall be deemed
to meet such conditions and requirements (and to be cligible for reim-
bursement under this title), without regard to the extent of its actual
compliance with such conditions and requirements, during the first
twelve months after the month in which such plan is submitted.”,

(b) The Secretary is authorized to enter into agreements with the
appropriate State agency for the |mr'lm of reimbursing such agency
for health care and services provided in Serviee facilities to Indians
who are eligible for medical assistance under title XIX of the Social
Security Act, as amended.

(c) Notwithstanding any other provision of law, payments to which
any facility of the Indian Health Service (including a hospital, inter-
mediate care facility, or skilled nursing facility) is entitled under a
State plan approved under title XIX of the Social Security Aect by
reason of section 1911 of such Act shall be placed in a special fund to
be held by the Secretary and nsed by him (to such extent or in such
amounts as are provided in appropriation Acts) exclusively for the
purpose of making any improvements in the facilities of such Servieo
which may be necessary to achieve compliance with the applicable
conditions and requirements of such title. The preceding sentence shall
ceaso to apply when the Seerctary determines and cortifies that sub-
stantially all of the health facilities of such Serviee in the United
States are in complinnee with such conditions and requirements,

90 STAT, 1409
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(d) Any payments received for services provided recipicuts here-
under shall not he considered in determining appropriations for the
provision of health care and services to Indians.

(e) Secction 1905(b) of the Social Security Act is amended by
inserting at the end thereof the following: “Notwithstanding the first
sentence of this section, the Federal medical assistance percentage shall
be 100 per centum with respect to amounts expended as medical assist-
ance for services which are received through an Indian Health Service
facility whether operated by the Indian THealth Service or by an Indian
tribe or tribal organization (as defined in section 4 of the Indian
Health Care Improvement Act).”.

HEFORT

Skc, 408. The Secretary shall include in his annual report required
by section 701 an accounting on the amount and use of funds made
available to the Service pursuant to this title as a result of reimburse-
ments through titles XVIII and XIX of the Social Security Act, as
amended. ;

TITLE V—HEALTH SERVICES FOR URBAN INDIANS
PURPOSE

Skc. 501. The purpose of this title is to encourage the establishment
of programs in urban areas to make health services more accessible
to the urban Indian population.

CONTRACTS WITH URBAN INDIAN ORGANIZATIONS

Sec. 502. The S('crr*luz']_\," acting through the Service, shall enter into
. contracts with urban Indian organizations to assist such organizations

to establish and administer, in the urban centers in which such organi-
zations are situated, programs which meet the requirements set forth
in soctions 503 and 504.

CONTRACT ELIGIBILITY

Sec. 508. (a) The Secretary, acting through the Service, shall place
such conditions as he deems necessary to effect the purpose of this
title in any eontract which he makes with any urban Indian organi-
zation pursuant to this title. Such conditions shall include, but are
not limited to, requivements that the organization successfully under-
take the following activities:

(1) determine the population of urban Indians which are or
could be recipients of health veferral or care services;

(2) identify all public and private health service resources
within the urban center in which the organization is situated
which are or may be available to urban Indians;

&3) assist such resources in providing service to such urban
Indians;

(l'l) assist such urban Indians in becoming familiar with and
utilizing such resources;

5) provide basic health education to such urban Indians;

EG) establish and implement manpower training programs to
accomplish the referral and cducation tasks set forth in clauses
(3) through (5) of this subsection;

7) identify gaps between unmet health needs of urban Indians
and the resources available to meet such needs;

90 STAT, 1410
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(8) make recommendations to the Secrctary and Federal, State,
local, and other resource agencies on methods of improving health
service programs to meet the needs of urban Indinns; and

(9) where necessary, provide or contract for hiealth care services
to urban Indians.

Urban Indian (b) The Secretary, acting through the Serviee, shall by regulation
organizations, prescribe the criterin for selecting urban Indian organizations with
selection which to contract pursuant to this title. Such criteria shall, among
criteria, other factors, take into consideration :

(1) the extent of the unmet health eare needs of urban Indiuns
in the urban center involved ; v,

(2) the size of the urban Lidian population which is to receive
assistance ;

(3) the relative aceessibility which such population has to
health care services in such urban eenter;

(4) the extent, if any, to which the activities sct forth in sub-
section (a) would duplicate any previous or eurrent public or
private health services project funded by another source in such
urban center;

(5) the appropriateness and likely effectiveness of the activities
set forth in subsection (a) in such urban center:

(6) the existence of an urban Indian organization capable of
performing the activities set forth in subsection (n) and of enter-
ing into a contract with the Secretary pursuant to this title: and

(7) the extent of existing or likely future participation in the
activities set forth in subsection (a) by appropriate health and
health-related Federal, State, local, and other resonrce agencies,

OTTIER CONTRACT REQUIREMENTS

25 USC 1654. Skc. 5p4. (a) Contracts with urban Indian organizations pursuant

to this title shall be in accordance with all Federal contracting luws
and regulations exeept that, in the discretion of the Secretary, such
contracts may be negotiated without advertising and need not conform
to the provisions of the Act of August 24, 1935 (48 Stat. 793), as
49 stat, 793, amended.
40 USC 2702~  (b) Payments under any contracts pursuant to this title may be
270d, made in advance or by way of reimbursement and in such installiments
and on such conditions as the Scerctary deems necessary to carry out
the purposes of this title. g
Contract re- (¢) Notwithstanding any provision of law to the contrary, the
vision or Secretary may, at the request or consent of an urban Tndinn’ orga-
amendment.  pization, reviso or amend any contraet made by him with sueh organi-
zation pursuant to this title as necessary to carry out. {he purposes of
this title: Provided, howerer, That whenever an urhan Indian orgm-
nization requests retrocession of the Sceretary for any contract entered
into pursuant to this title, such retrocession shall hecome effective
upon a. date specifiect by the Secrctary not more than one hundred and
twenty, days from the date of the request by the organizalion or at
such later date as may be mutually agreed to by the Seeretary and
the organization. W
Government (d) In connection with any contract made pursuant to this title,
facilities, the Sccretary may permit an urban Indian organization to utilize,
— in carrying out such contract, existing facilities owned by the Federal
Government within his jurisdiction under such terms and conditions
as may be agreed upon for their use and maintenance,

90 STAT, 1411
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(e) Contracts with wrban Indiun orgmnizations and regulations
adopted pursuant to this title shall include provisions te assure the
fair and uniforin provision to urban Indians of services and assistance
under such contracts by such organizations.

REPORTS AND RECORDS

Sec. 505. For each fiscal year during which an urban Indian orga- Report to Sec-
nization receives or expends funds pursnant to a contract under this retary of the
title, sueh organization shall subniit to the Sceretary a report including Interior,
information gathered pursuant to section 503(a) (7) and (8), infor- 2% USC 1655,
mation on activities condueted by the organization pursuant to the =
contract, an nccounting of the amounts and purposes for which Federal
funds were expended, and such other information as the Secretary may
request. The reports and records of the urban Indian organization Audit,
with respect to such contract shall be subject to audit by the Secretary
and the Comptroller General of the United States,

AUTHORIZATIONS

See. 506. There are authorized to be appropriated for the purpose 25 USC 1656,
of this title: 85,000,000 for fiscal year 1978, $10,000,000 for fiscal year
1979, and $15,000,000 for fiscal year 1980.

REVIEW OF PROGRAM

Sec. 507. Within six months after the end of fiscal year 1979, the Submittal to
Secretary, acting through the Service and with the assistance of the C°“§{'”‘
urban Indian organizations which have entered into contraets pursuant Legomi-tnivei S
to this title, shall review the program established under this title and r;sc UsC ?2'5; e
submit to the Congress his assessment thereof and recommendations A
for any further legislative efforts he deems necessary to meet the pur-
pose of this title.

RURAL ITEALTH PROJECTS

Skc. 508, Not to exceed 1 per centum of the amounts authorized by 25 USC 1658.
section 506 shall be ayailable for not to exceed two pilot projects pro-
viding outreach services to eligible Indians residing in raral com-
munities near Indian reservations.

TITLE VI—AMERICAN INDIAN SCHOOL OF MEDICINE;
FEASIBILITY STUDY

FEABIDILITY BTUDY

Sec. 601. The Secretary, in consultation with Indian tribes and 25 USC 1661,
appropriate Indian organizations, shall conduct a study to determine
the need for, and the feasibility of, establishing a school of medivine
to train Indians to provide health services for Indians, Within one Report to
year of the date of the enactment of this Act the Scerctary shall.com- Congress,
plete such study and shall report to the Congress findings and recom-
mendations based on such St.llh_\".

90 STAT, 1412.
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TITLE VII-MISCELLANEOUS
REPORTS

Skc. 701, The Secretary shall report annually to the President and
the Congress on progress made in effecting the purposes of this Act.
Within three months after the end of fiseal year 1979, the Secretary
shall review expenditures and progress made under this Act and make
recommendations to the Congress concerning any additional authoriza-
tions for fiscal years 1981 through 1984 for programs anthorized under
this Act which he deems appropriate. In the event the Congress enacts
legislation authorizing appropriations for programs under this Aect
for fiscal years 1981 through 1984, within three months after the end
of fiscal year 1983, the Secretary shall review programs established or
assisted pursuant to this Act and shall submit to the Congress his
assessment and recommendations of additional programs or additional
assistance necessary to, at a minimum, provide health services to
Indians, and insure a health status for Inr{iuns, which are at a parity
with the health services available to, and the health status, of the
general population.

REGULATIONS

Sec. 702. (a) (1) Within six months from the date of enactment of
this Act, the Secretary shall, to the extent practicable, consult with
national and regional Indian organizations to consider and formulate
Rpprcprintc rules and regulations to implement the provisions of this

ot

(2) Within eight months from the date of ennctment of this Act,
the Secretary shall publish proposed rules and regulations in the Fed-
eral Register for the purpose of receiving comments from interested
parties.

(3) Within ten.months from the date of enactment of this Act, the
Secretary shall promulgate rules and regulations to implement the
provisions of this Aet.

(ha The Secretary is anthorized to revise and amend any rules or
regulations promulgated pursuant to this Act: Provided, That, prior
to any revision of or amendment to such rules or regulations, the
Secretary shall, to the extent practicable, consult with appropriate
national or regional Indian organizations and shall publish any pro-
posed revision or amendment in the Federal Register not less than
sixty days prior to the effective date of such revision or amendment
in order to provide adequate notice to, and receive comments from,
other interested parties.

FLAN OF IH!"]..EM!’,N?‘\TION

Sec. 703.'Within two hundred and forty days after enactment of
this Act, a plan will be prepared by the Seerctary and will be sub-
mitted to the Congress. The plan will explain the manner and schiedule
(incJuding a schedule of appropriation requests), by title and seetion,
by which the Secretary will implement the provisions of this Act.

90 STAT, 1413
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LEASES WITH INDIAN TRIBES

t 1y other provision of law, the Sceretary 25 USC 1674,
is authorized, in carrying out the purposes of this Act, to enter into

Sec, 704. Notwithstanding mg
leases with Indian tribes for periods not in excess of twenty years.

AVAILABILITY OF FUNDS
Sec. 705. The funds appropriated pursuant to this Act shall remain 25 USC 1675,

available until expended.
Approved September 30, 1976,
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Public Law 95-83
95th Congress

An Act

To amend the I"ublic Health Service Aet 1o extend through the fiseal year ending __ﬂ'_{- 1._]_1”_’_
Beptember 30, 1075, the assistanes progrnms for health services resenech ; health |H.R. 4975)
stntiztica; comprebensive public health  servioes: hyperiension  programs;
migrant health; community health centers: medicnl librarica: cancer control
programs; the National Cancer Institute; heart, blood vessel. lung, and blood
discase prevention and control programs; the National Heart, Lung, and Rlood
Iustitute ; Natiounl Research Servier Awnrds: population research and volun-
tary family planning programs: sudden infant death syndrome: bemophilia
nationn] health planniog and development; and health resonrces develupr
ment; to amend the Community Mental Health Centers Act to extend it
through the fiscal yonr ending September 30, 1978 to extend the axsistance
programs for howe health services; uund for other purposes.

Be it enacted by the Senate and House of Representatives of the
United States of America in Congress assembled, Health services
rograms.
TITLE I—HEALTH PLANNING AND HEALTH SERVICES ,,::';.‘,:";,‘;;wi"
. RESEARCH AND STATISTICS EXTENSION and Health
Services
Skc. 101. This title may be cited as the “Health Planning and Healtly Research and
Services Research and Statistics Extension Act of 19777, Statistics
Sec, 102, (a) Section 1516(c) (1) of the Public Health Service Act TR
(relating to authorizations for planning grants) is amended by strik- 12 USC 201 note
ing out “for the fiscal year ending June 30, 1977” and inserting in lien 42 USC 3001-5.
thereof “each for the fiscal years ending September 30, 1977, and
September 30, 1978",
b) Section 1525(c) of such Act (relating to authorizations for 42 USC 300m—4.
State health planning and developiment agencies) is amended by
striking out “for the fiscal year ending June 30, 1977 and insert-
ing in lien thereof “each for the fiscal years ending September 30,
1977, and September 30, 1978",
(¢) Section 1526(e) of such Act (relating to authorizations for 42 USC 300m-5.
grants for rate regulation) is amended by striking out “for the fisenl
i::‘r ending June 30, 1977" and inserting in lien thercof “each for the
1 years ending September 30, 1977, and September 30, 1978",
(d) Section 1534(d) of such Aect (relating to authorizations for 42 USC 3000-3.
centers for health planning) is amended by striking out *for the fiscal
ear ending June 30, 1977” and inserting in licu thereof “each for the
al years ending September 80, 1977, and September 30, 1978”,
Sec. 103. (a) Section 1613 of the Public Health Service Act 42 USC 300p-3.
(relating to authorizations for construction) is amended by striking
out “for the fiscal year ending June 30, 1977" and inserting in lieu
thoreof “each for thie fiscal years ending September 50, 1977, and Sep-
tember 30, 1978”.
(b) Section 1625(d) of such Act (relating to funds for' project 42 USC 300r.
grants) is amended by adding at the end the following new sentence :
“In addition to the amounts made available for such grunts under the
\/ preceding sentence for the fiscal year ending September 30, 1978, there
are authorized to he appropriated $67,500.000 for such fiscal year for
such grants.”,
(¢) Section 1640(d) of such Act (relating to authorizations for area
health services development) is amended by striking out “for the fis-
cal year ending June 30, 1977" und inserting in licu thereof “each for

* * L * * * -
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cine not in a State, and, in the ease of a student deseribed in
clause (i) (IT), successfully completed a program deseribed in
such e¢lause, and ‘

“(11) successfully completed part T of the Nationa]l Board
of Medical Examiners’ examination {or any suceessor to sucli
examination).

Apportionment.  The Secretary shall equitably apporfion a number of positions among
the schools of medicine in the States adequate to Kl the needs of
students identified in accordance with the preceding sentence.”,

Effective date, (3) Effective October 1. 1977, section 781(d) (2) (C) of such Act

42 USC 295g-1. (re]lnting to residency program requirement) is amended by striking
out “or general inlvrnurmmlicinl'-" and inserting n lieu thereof », gen-
eral internal medicine, or gencral pediatries”.

42 USC 295g-9. (k) Paragraph (1) of section 789(a) of sueh Act (relating (o
training in emergency medical services) is amended by striking out
“and to assist in meefing the cost™ and all that follows in such para-
graph and inserting in lien thereof the following: *. to assist in
meeting the cost of training (including the cost of establishing pro-
grams for the training) of physicians in emergeney medicine. espe-
cinlly training which affords clinical experience in providing medical
services in emergency medical services systems receiving assistance

42USC300d.  under title XIT of this Aet. and to provide financial assistanece {in the
form of traineeships and fellowships) to residents who plan to =pecial-
ize or work in the practice of emergency medicine.™.

Effective date. (1) Effective October 1. 1977, section 706(n) (4) of such Aet (relat-

42 USC 295h-5. ing to project grants and contraets) is amended by striking out “of
methods™ and inserting in lien thereof “or improvenient of programs”.

Effective date. (m) Effective October 1. 1077, section 79G(c) of such Aet (relating
to eligibility for allicd hiealth special project grants and confracts) is
amended (1) by striking out “or” at the end of paragraph (2). (2)
by striking out the period at the end of paragraph (3) and inserting in
lien thereof ; or™, and (3) by adding after paragraph (3) the follow-
ing new paragraph:

“(4) other public or nonprofit private entities capable. as deter-
mined by the Sceretary, of earrying out projects described in
subsection (n} "

Effective date. (n) (1) Effective October 1. 1977, subpart TV of part C of title V11
of such Act (relating to National Health Service Corps Scholarships) -
is amended by adding at the end thereof the following new section:

“INDIAN HEALTH SCHOLARSIIIT TROGRAM

42 USC294y-1.  “Sge. 75T, (a) In addition to the sums authorized to be appropriated
42 USC29y.  under section 756(a) to carry out the Scholarship Program, there are
ruthorized to be appropriated £5.450.000 for the fiscal vear ending
September 30, 1078, 6,300,000 for the fiscal year ending Septem-
ber 30, 1079, $7.200,000 for the fisenl vear ending September 30, 1950,
and for each of the succeeding four fiscal years sueh snms s mav be
specifienlly authorized by an Act enacted after the date of enactmont
of this section. to provide scholarships under the Seholatship Program
to provide physicians, osteopaths, dentists. veterinarians, nnrses.
ortomr[rist& podiatrists, pharmacists, public health personnel. and
allied health professionals to provide services to Indians, Such scholar-
ships shall be designated “Indian Tlealth Scholarships’ and shall be
made in accordance with this subpart, except as provided in subsection

22-T06 O - 78 - |3
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“gh}(]] The Seerelary, acting throngh tha Indian Iealth Service,
shall determing the individuals who shall veecive the Indian Tealth
Scholarships, shall accord priority to applicants who are Indians, and
shall determine the distribution of the scholarships on the basis of
tho relative needs of Indians for additional services by specific health
professions.
“(2) The active duty service ebligation preseribed in the written
contract entered into under this subpart shall be met by the recipient
of an Indian ITealth Scholarshi ]l;_\.r service in the Indian Ilealth
Service, in a program assisted under title Voof the Indian Health Care
Improvement Act, or in the private practice of his profession if, ns 25 USC 1651.
determined by the Seeretary in accordance with guidelines promul-
gated by him, such practice is situated in a physician or other health
professional shortage area and addresses the %u-nllh care needs of a
substantial number of Indians,
“({e) For purposes of this section, the term ‘Indians’ has the same  “Indians.”
meaning given that term by subsection (¢) of section 4 of the Indian
Health Care Improvement Aet and ineludes individuals described in 25 USC 1603.
clanses (1) through (4) of that subsection.”,
(2) Seetion 103(a) of the Indian Health Care Improvement Act 25 USC 1614,
is amendled by striking out “pursuant to section 104" and inserting
in licu thereof “pursuant to section 757 of the Public Health Service
Act?, Ante, p. 392,
(o) (1) The second sentence of seetion 810(a) of the Public ITealth  Nursing schools.
Service Act (relating to computation of capitation grants for nursing 42 USC 296e.
schools) is muended by inserting *for cach fiseal yeur™ after “shall be
computed”,
(2) Paragraphs (1}, (2). and (3) of such section 810(a) are each
amended by striking out “such vear” each place it occurs and inserting
in lieu thereof “such fiseal year”,
(8)(A) Section 810(c) (1) (A) of such Act (relating to require-
- ments for nursing school capitation grants) is amended by striking
out “beginning after” and inserting in lien thereof “beginning in”.
(B) Sections 810(c) (2) (.\\) and 810(e) (2) (1) of such Act (relat-
ing to requirements for mnsing school eapitation grants) nre each
amended by striking out “heginning after the close of” and inserting in
lieu thereof “beginning in™.
(4) Section 510(c) (1) (B) of such Act is amended by striking out
“fiseal” each place it ocenrs and inserting in lien thercof “sehiool®.
(5) (A) Seetion 822 of such Act (relating to nurse practitioner pro- -, 42 USC 296m.
grams) is amended by— 3
(i) inserting after “contracts for programs™ in the last sentence
of subscction (a) (1) the following: “for the training of nurse
practitioners who will practice in health inanpower shortage areas
(designated under seetion 332) and”; 42 USC 256,
(iif redesignating subeections (b), (¢), and (d) as subscetions
¢), (d), and (e), respectively, and inserting after subsection (a)
the following: il
“(b) (1) The Sccretary may make grants to and enter into contracts [ Grants and
with schools of nursing. medicine, and public health. public or non- | contracts.
profit private hospitals, and other nonprofit entities to establish and )
operate trainceship programs to train nurse practitioners who are resi- |
dents of a health manpower shortage area (designated under section|

"'""(2} Trainceships funded under this subsection shall include 100
reent of the costs of tuition, reasonable living and moving expenses
including stipends), books, fees, and necessary transportation.

& - ® » * *
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TAB D

DEPARTMENT OF HCALTH, EDUCATION, AND WELFARE
PURLIC HEAL TH SERVICE
HEALTH SENVICES ADMINISTRATION
ROCKVILLE, MARYLAND 20852

INDIAN HEALTH SEAVICE

ASSESSMENT OF ECONOMIC AND INFLATIONARY IMPACT

The economic and inflationary impact of the attached Federal
Register notice amending 41 CFR Part 3.4, Subpart 3-4.57 am‘}
42 CFR Part 36 to implement the Indian Health Care Improvement
Act, P.L. 94-437, has been carefully evaluated in accordance
with OMB Circular A-107 and the Department's Inflation Impact

Procedures and Criteria. I hereby certify that this amendment

will have no major inflationary impact.

)

/s
&
S
/Enu_'r_.' # ,/Johnson, M:D.
Director/ Indian Health Service

Y/

Date: October 18, 1977
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U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

FOR RELEASE AT 11:00 A.M., EST Robert N. Isquith 301-443-2065
Friday, November 11, 1977

The Department of Health, Education, and Welfare (HEW) today issued -
final regulations for Titles I, III, and V of the Indi:n Health Care
Improvement Act (P.L. 94-437)., This Act seeks to raisc the health séétus
of American Indians and Alaska Natives to a level equal with that of the
general U.S. population by authorizing increased resou-ces for HEW's
Indian Health Service (INs). It also authogizcs neu.pfograms aimed at
increasing the number of Indian health professionals serving Indians and
improving ufban Indians' access to health services.

Today's issuance of final regulations which go into effect immediately
permit implementation of Titles I and V of the law. The regulations describe
the procedures which will be followed in awarding scholarships to health pro-
fessionals serving Indians under Title I, and explain the procedures for the
award of grants and contracts to urban groups under Title V, vhich deals with
urban Indians' access to health services. The regulations also modify the
present procedures concerniuglprefcrence given Indian-owned firms under the
Buy Indian Act (25 USC 47), as called for in Title III.

New regulations are not required for Title II, which expands current

IHS health service programs, Title IV, regarding Medicare and Medicaid

reimbursement, and Title VI which authorizes a feasibilicy study for an

American Indian school of medicine.
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Behind the publication of these regulations 1s a yenr-loﬁg, wide—-
reaching effort to obtain maximum Indfan and Alaska Native participation
in their development. In addition to soliciting comments through publica-
tion of proposed regulations on May 23, 1977, IHS officials have held
over 200 meetingg throughout the country with Indian and Alaska Native
leaders and other interested parties,

The final regulations are published in today's Faderal Register.
Copies may be obtained from the Director, Indian Realth Service, Health
Services Administration, Room 5A-55, 5600 Fishers Lane, Rockville,

Maryland 20857,

LN




DEPARTMENT OF HEALTH, EDUCATION,; AND WELFARE
HEALTH SERVICES ADMINISTRATION

STATEMENT BY

EMERY A. JOHNSON, M. D.

DIRECTOR, INDIAN HEALTH SERVICE
BEFORE
SUBCOMMITTEE ON HEALTH AND SCIENTIFIC RESEARCH
COMMITTEE ON HUMAN RESOURCES

UNITED STATES SENATE




227

Mr. Chairman and Members of the Committee:

The Indian Health Service (IHS) provides health services
to over 600,000 Indian people living on or near Federal
Indian reservations, in traditional Indian country in
Oklahoma and Alaska, and in certain urban areas to which
limited IHS program activities are directed. Over 90,000
of these people live here in New Mexico, with about 1,800

associated with the Isleta Pueblo.

Direct health services comprise the majority of those

being received by Indian citizens served by IHS. These
services are delivered through an integrated system of

50 hospitals, 99 health centers including 26 school health
centers and over 300 health stations. These facilities are

staffed by some 9,000 IHS personmnel.

The IHS goal is to elevate the health gtatus of Indian
and Alaska Watives to the highest possible level. The
mission of the Service is to assure the availability of
comprehensive health servicﬁs to Indian and Alaska Native
people and in so doing provide opportunities for Indian
management and operation of health programs carried out

under the auspices of the IHS.




The Congress, recognizing the need to make available the
resources to fully carry out the mission of the IHS, passed
P.L. 94-437, The Indian Health Care Improvement Act. This
Act represents a remarkable partnership for health among
the Indian people, the Executive Bramch, and the Congress.
The Act exists because of the recognized need to reduce the
unmet health needs of Indian and Alaska Native people. The
Act has established a health benefit package which defines
the scope of the program and standards of quality to be
attained in helping Indian people, over a seven year period,
overcome these unmet health needs and related factors which
have stood in the way of their quest for a health status
equal to that of the general population of the United

States.

Since the Act was passed, an immense national "joint effort"
has been conducted, utilizing the resources of both the
Indian people and the IHS, to secure the maximum possible
participation of Indian people in all phases of planning the
implementation of the Act. As a result, the best aspects

of tribal initiative and Indian self-determination have
strongly influenced development of each major BEEP in the
implementation of P.L. 94-437, such as Regulation Development

Plan, the actual Rules and Regulations, the Plan of

Implementation, and Operating Plans and Guidelines.




P.L. 94-437 provides new authorities for increasing Indian
health manpower; it expands existing health services and
facilities, including construction and renovation of safe
water and sanitary waste disposal facilities., It provides
eligibility for the IHS to collect reimbursements from
Medicare and Medicaid to help IHS facilities achieve and
maintain the conditions and requirements for Medicare and
Medicaid certification and it provides new authorities

for urban Indian health programs.

The support provided by President Carter's budget, and
the resources made available by the Congress, have

made it possible to plan during FY 1978, for substantial
accomplishments in several areas important to the health
of Indians such as recruiting Indian people into the
health professions; providing preparatory and health
professions scholarships; conducting extern and continuing
education programs; expanding IHS health services and
facilities for Indian people; improving the quality

of IHS facilities; enhancing the working relations of
IHS staff with Medicare and Medicaid staff of the Health
Care Financing Administration; and expanding existing,

and initiating new, urban Indian health projects.
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Title I of the Act dealing with Indian Health manpower
and Title V concerned with health services for urban
Indians cannot be implemented until the final Rules and
Regulations are promulgated. These were signed on
Wednesday by Secretary Califano and are being released
today in Washington. They will appear next week in the

Federal Register.’ Of course, Title II, Health Services,

and Title III, Health Facilities, are now being .implemented
with FY 1978 resources since additional rules and
regulations weren't required for those Titles. Title IV,
Access to Health Services, has been in operation since

April 1, 1977.

In designing the Act the Congress recognized the difficulty
of projecting beyond three years the specific health needs
and actual costs of health care for the American Indian

and Alaska Native people. The Act authorizes activities

and resources for the FY 1978-1980 period. Therefore, in
accordance with Section 701 of the Act, by December 1979,

the Seeretary is to review expenditures and progress of

the first three years and make recommendations to the
Congress concerning any additional authorizations required
for the next four year period, FY 1981-1984. These
recommendations will derive, in part, from plans developed by
individual tribes and urban groups, reflecting the process set

in motion by P.L. 93-638 and P.L. 94-437, in which these




groups will assess their own comprehensive health needs,
identify actions which they believe will be effective

in dealing with the needs, and make known to the executive

and legislative branches of government the resources

required to carry out these actions. Each Tribe and Urban
group will then have a current and comprehensive health

plan for their own use and which can be used by the
Administration and Congress in determining resource allocation.
The Indian people and Indian Health Service staff have

been, and will continue, working together on this major

health planning effort.

In closing, I want to emphasize that, because of the

partnership between the Administration, the Congress and

the Indians, those in government have a clear perception of

the direction required to meet Indian health needs. The

intent, concepts and authorities jointly embodied in P.L. 93-638
and P.L. 94-437, and included in the Plan of Implementation

for P.L. 94-437, are inherent in this partnership as we

work together to ensure the best possible results for the

American Indian and Alaska Native people.
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SUPPLEMENT D

SUBMITTED TO THE SENATE HEALTH SUBCOMMITTEE: INDIAN HEALTH PROBLEMS

Senator Kennedy, Ladies and Gentlement of the fact-finding commititcve
may 1 introduce myself. My name is Burlinda Jaramillo and I am an em-
ployeé of the United States Public Health Service, Branch of Mental Health,
I am stationed in the Fueblo of Isleta as a Mental Health Coordinator. 1
would like to submit this writton testivony as a part of the Senate fact-
finding hearings regaiding the heatih ool f e Halive American,
in the community of Isleta.

In my four years of service with the federal government, I have been
employed as a Social Service Aide with the Bureau of Indian Affairs and
also with the Public Health Service. joined the Mental Health Branch
approxinately four and one-half years ago.

Fay 1 in brief, describe the goals and content of our progran and
the work I do. 1'm sure we are all aware that psychological and social
problems and 1ife-threatening crisis sitvations (short-temm or long-tem)
make up and underlie a significant portion of the overall health problems
of the Indian population, much the same as non-Indian populations. I.e.,
unemplqyment, organic heilth problems, unstable family situations.

Since 1966 the Mental Health Branch staff has grown from one psychia-
trist to a current staff of nineteen. We have six professional mental health

workers who function as "consultants," and eleven paraprofesséonal-mental

health workers who function as 4coordinators.“ The mental health profes-

ional consultants are responsible for a geographical area encompassing

several distinct Indian communities or populations, while mental health
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coordinators are residents within, members of, and responsible to and
for a single pueblo or reservation.

Our consultants and coordinators work with Indian Health Scrvice
Hospitals, contract facilities and programs, tribal programs, other ser-
vice agency programs, and other resource people in a ‘consultative or col-

laborative capacity as required, or requested, and provide dircct sepvice

to individuals whencver and whercver appropriate.

Depending on our job experience and in-service education, we are re-
quired to assist with individuals who have psychological or social problems
or crises. The problem drinker, the elderly person depressed and failing

to care for hinmself.

other treatnent facilities or care provid
We serve as consultants with mental heilth professional supervisor
on management or referral of difficult or complex patients, as Necossary.
We assist families one of whose members has been diagnosed psychotic.

We provide and interpret cultural infommation to people of different

backgrounds, primarily mental health professional consultants and other

care providers.

Fe become actively involved in both IHS and other community programs
in the attempt to identify psychological and social problems from the In-
dian gémmunity viewpoint.

We coordinate existing resources and participate in the development
of new resources to provide help to individuals with psychological or soc-

ial problems or crises, on case by case basis. We communicate directly with
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other agencies, making referrals when necessary and appropriate. “And
we serve as liason between the patient, IHS, and other agencies to ensure
that proper care is obtained.
We, as mental health coordinators, plan and work, in most aspects
of pasition, with a relatively high degree of independence, reporting
1ically Lo our supervisors on ongoing work and the more difficult or
vhen no technical supervision
is available, bel
pected to accept responsibi

using the most appropriate

proper health care for our people.

The problems that have been identified are excessive use of drugs,

including alcohol; solvent abusej attempted and/or completed suicides,
and the ever-present juvenile delinquency.

The basic cause of the problems listed above is basically the inabil-
ity of some Pueblo youth to develop positive self-concepts, skills, atti-
tudes, valves, and self-discipline, enabling ihem to make healthy decl-
sions and choices. Drug abuse, suicide does reflect the lack of ability
to perceive alternative ways of coping as available and viable. The sig-
nificant adults in their lives do not always reinforce, or model healthy
choices. More ;ften, the child is further encouraged by these ddults to
believe he is stupid or worthless, and receives attention only when he is
acting in a self-destructive way.

It is true that we have dealt with these problems in a minimal way;

those we have dealt with are those that have severe problems and require
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immediate attention and treatment. There are no adequate personnel to do
outreach and to contact those individuals who go unnoticed and continue to

abuse drugs or alcohol due to the problems that he or she may have.

With a population of approximately 3,000 (and continually growing)
there are approximately 1,000 plus i duals between the ages of 9-24,
the task of treatment and preventive services can become 1 possible, pri-

rily because these igencioes are presently overloaded.

We have formulated a chocklist of overall mental health problems and

1ting statistics (those reported), and the following is shown:
1 / £ Ahuse
). sK1eobioldam
/
P . wtianal ] /o ty-b i C s
L ) dad adol %
4, School, authority problems - lack of supervision control, no

ate structures within the c«

discipline, ir wnunity

ESTIMATED STATISTICS: 1973-1974

1. Suicide Attempts
(4 males: ages 15; 185 43; 45)

2, Completed Suicides - Gunshot
(3 males: ages 26; 29; 39; 56)
(1 Female: age 16)

3. Alcohol-related deaths
(4 males: ages 26; 29; 39; 56)
(1 female: age 37) -

4, Pedestrian-Automobile Accldents
(3 males: ages 22; 30; 26)

5. Drowing-Alcohel related
(1 male: age 52)

6. Suspected Child Abuse
(1 male: age 29)
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7. Overdosees
(1 male: age 22)
(1 female: age 19)

8. Nursing Home Deaths
(1 male: 77)
(1 female: 88)

9. Heart-attack victims - over 60 years
(3 males)
(1 female)

ESTIMATED STATISTICS: 1974-1975
1. Solvent abusers
14; 16; 23)
ages 153 20)

3, Completed Sulcides - O
(2 males: ages 19)
Deaths alcohol-related
(4 males: ages 48; 50; 523 57)
(1 female: age 35)

5. Assaults: stemming from family arguments
(5 males: 163 20; 21; 30 62)

6. Suspected Child abuse
(2 males: ages 24; 29)

ESTIMATED STATISTICS: 1975-1976

1. Attempted Suicides - Gunshot
(1 males 23) :

2. Attempted Suicide - overdoses
(1 male: age 26)
(1 female: age 48)

3. Strokes and/or Heart-attacks
( 4 males: ages 65; 66; 69)
(2 females: ages 75; 77)
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ESTIMATED STATISTICS: 1976-1977

1. Completed Suicides - Gunshot
(2 maless ages 163 20)

2s Undetermined causes of death
(1 male: age 24)
(1 female: age 89)

W

Pedestrian-Automobile deaths (alcohol-related)
(3 males: ages 23; 24; 28)

4, Drovning (alcohol-related)
(1 male: age 49)

5. Cancer
(1 female: age 16)

*Estimates arrived at via: referrals from the following agencies
Bernalillo County Medical Center
Bernalillo County Mental Health Center
Albuquerque Indian Hospital
Albuquerque Area Mental Health Branch ... .
Isleta Pueblo: Social Services & Alcoholism Program
Isleta Pueblo Court Referrals




MUG ADUSEL  The problem of drug abuse has been scen as an influence
€oming from contacts with the non-Indian communities and urban arcas.
There Is some validity to this; but it is hard to assess to what de-

gree this is trve. Mainly because more and

! rvations Marijuana, solvent

girolines are vsed by a majority of the younsg
because these are more accessible and the leas
adults there is more of a mixture in usage of alg

tes and amphetamines.

Mﬁ]_””.ﬁ“ﬂqi
in both the younger
ficulty about the tmie alecoholic and :
dividual must want to stop drinking,” and not too many are which often
times makes it difficult for health workers to meet goals of helping the
individual in the Alcoholism/Mental Hpalth programs.

With an increase in alcohol consumers on the reservation, we can

only Juess at the approximation of other compounded effects of the fam-

ilies and friends of these individuals, directly and indirectly.

Within the past few years, we in the health segvice programs, have
come to rely more heavily on resources outside of our own limited commun-
ities. iBecause of the focus that has been placed on those “problem" peo-
ple, we have to realize that we have no adequate facilities in the state
of New Mexico to handle the problems that are caused by alcohol, solvent
abuse. All half-way rehabilitation programs that are used are mainly

located outside of the state. Our "communities problem-drinkers" have to
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compete for admission with other Indians from across the country, at
times, there is enough room for only one of our alcoholics. Because of
out-of-state placoment there is : wrt stay involved because of the
inabllity to this particular perso

the alien

tinue to drink thar

shelter homes for buse

it is group homes and some foster homes are very hard to find, especially
in time of emergency, in the state of New Mexico; and when they are found
there are usually long waiting lists and very few monies from the Bureau
of Indian Affairs for payment. There are times- that there are "situa-
tional crisis" within most families that demand a certain person be re-
moved temporarily until things can straighten out. There are no facil-

ities where the "problem child" can go without having to be tent to the

local jail or the overcrowded juvenile detention center. 1If it is deem-

ed that a child must be sent to a group home for his own “protection and

well-being” there is usuvally a long walting list and after the long wait,
there is usually the hassle of getting contract approval from the proper

agencles, Thus, the young person is given hopes and when things fall
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through, a great deal of disappointment that he has to contend with.

LAWS, With the sioning of the law which guarantces the rightls of and
the protection of the mentally ill person, there is very little that
most families can do for their own protection. It is very difficult

to have evaluations andfor admittance done at the Mental Health Center
in Bernalillo county. Our owm tribal court and law and order people
have no system by which they can guarpntee the safety and protection of
families {rom their own i1l family members. At times our law people are
unzhle to do or woa't do anything (whichever the case may be), until

the 1)1 pexsen | e toie physical haim to his family or hinself.
LACK OF MONIES. This is another big problem in the Areca offices. Since
our grade and step Incrosses are dependent upon education and training,
promotions and training is limited. Also, without proper training, we
in the field find ourselves handicapped and limited in just what we can
do. Often times our consultations within the community is rarely taken
seriously. 1 have found that Just the teim "méntal health" itself, is

very threatening to many people in our own community programs. Along this

same line, whenever referrals are made to us from the courts or other

service communities, there is a failure to understand that we “would like
to try to work with a person,” but unless that person wants our help,

there is very little we‘can do. Perhaps, we make the mistake of consider-
ing every person‘that comes into our offices as individuals and therefore

deserve the courtesy to be treated as such. The individual has the right
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to choose and we cannot override this fact and force treratment or therspy
on one who does not “want it." 1 have found that this community needs to
hecomd more aware of this attitudej and also to become more aware of
their own attitudes toward the person who is having emotional or social
ns and the channels that he often uses in irying to deal or work out
11d like to say, that the fallacy of most commun-
blim of the community as if it were indep-
no inter-relatedness be-
life are not wrapped up in individnal cellophane pack-
ages. The problems of youth or any age group for that malter, cannot be
viewed as an isolated phenomenon. One's deterioration could very well be
the deterioration of our whole Indian culture, without our realizing it.
Mental health reaches into every facet of daily living., It implies
the ability to hold a job, have a family, keep out of trouble with the
law, and to enjoy the usual opportunities for pleasure.
Thus, a person must have some sound méntal health in order to func-

tion appropriastely within a community structure and to be able to contrib-

ute constructively to himself and to his family. That each person's com-

petence depends upon his attitude toward himself. The blending of self-
acceptance and self-confidence; and in short, our whole communities' own
attitude toward people with coping problems. i

May I thank the members of the committee for their interest and their

concern in the health matters concerning our Indian people. I hope, that




I have been albe:to gi 1i ce an idea of

field work within
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SUPPLEMENT E

Senator Edward M. Kennedy
Chairman Senate Health Sub-Committee

Mr. Chairman:

1 am here today to present testimony on behalf of the Urban Indian population of
Albuquerque which members approximately 17,500 people. Several matters are of great
concern to us and to the tribes of New Mexico.

As a Health Planner and Educator for the Albuquerque Urban Indian Center and for
the New Mexico Health Education Coalition. I would like to call your attemntion to
#1. The delay in the Publication of the final rules and regulations for 94-437. If
you will note as stated in the law Sec. 702 A-3 they are 2 months behind. This has
been & problem for us as we have a proposal pending upon the release of Title V funds.
We urge you to support the Albuquerque Urban Indian Health program proposal and assist
in the release of funds. This proposal should it be funded would enable us to begin
to coordinate available health resources in this area.

1t is our understanding that Dr. Emery Johnson, Director of HEWIHS will be keenly
watching the Albuquerque Area for duplication of services.

The Urban Indians must start with nothing, so duplication is not possible, the
question arises how can one duplicate any services when there are no monies for out-
reach programs on other services.

#2 the lack of adequate health facilities and staff for the Indian Health Clinic.
Due to the Court decision on the Lewis Case, the Indian Health Services has had to
redefine the eligible population for contract care. Inspite of the lack of adequate
funds, space, and staff it must provide contract care to all Indians on an equal basis.

Pregently, the Indian health clinic can not meet the demands it faces. The out-
patient clinic saw in 1976, 32,000 patients in six small rooms with a total staff of
12 to man the clinic.

The projected peak workload was for a 10 year period which projected 20,000 out-
patient visits starting in 1970 when the clinic opened for service.

The increased usage by the Urban Indimns and Tribes bave disrupted the staffing
pattern as well as the physical space of the out-patient department and increased the
waiting time from 30 minutes to 2 1/2 hours or more.

Yet only a 61 increase of personnel has been allowed to accomodate the one hun-
dred fifty to two hundred patients seen daily. With no money to provide 24 hour cov-
erage, the clinic operates 8:00 A.M. to 5:00 P.M, daily. Emergencies are directed to'
other hospitals and then are screened very carefully before being approved for pay.

The Urban Indian Center being aware of this vast problem, encourages its people
tp participate in the insurance programs offered by their employers. Information on
Medicare, Medicaid and other resources are provided for these benefits.

How ever there are those Urban Indians who do not earn ample salaries and can not
afford the high cost of insurance and must therefore rely totally on Indian Health
Services for their care.
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Without any more funding than has been granted the Albuquerque Area, (which has
not been received as of today) Indian health services can not provide quality care
for anyone in any of its departments.

The Eye Clinic has its limits, in as much as this department does not even have
its own budget with which to operate, instead it is granted monies from the area
allocations, it is under staffed and back logged, appointments are made on a first
call first serve basis. The list is back logged for 2 to 3 months at a time. For eye
examinations the waiting time for glasses range from 2 to 3 months. (see attached
statistics)

The Dental Department has it's own budget to operate with but like the eye clinics
is back logged for 2 and 3 months with only emergencies seen at B:00 A.M. It also
operates on a first call, first come basis. Both of these clinics are located at.South-
western Poly Technical Institute which is inaccessible to many of our Indian people
due to the bus system which serves that area twice a day and because of the lack of
personal transportation,

In summary, on behalf of our Indian people we recommend that you support us in
acquiring a larger facility, better staffing, and adequate funds, which would permit
the Indian Health Service to provide the quality care which every Indian citizen is
entitled to.

cator/Planner
New Mexfco Health Education Coalition
517 Fruit, N.W.
Albuquerque, New Mexico 87102
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LEADING REASONS FOR OBTAINING AMBULATORY CARE
IN ALBUQUERQUE SERVICE UNIT
FY 1976

REASON VISITS

1.
2.
3.
4.
5.
6.
7.
8.

9.
10.
11.
12.

Upper Respiratory Infection 8,617
Preventative Services 6,631
Skin Diseases 6,312
Accidents 4,661
Well Child Care 3,29
Physical Exams 2,826
Hypertension 2,252
Pre-Natal Exam 2,218
Diabetes 2,157
Otitis Media 1,734
Pharyngitis 1,523
Castroenteritis 874 -

NOTE: 5,651 visits were made for symptoms and 111 defined

conditions.

PRINCIPLE REASONS FOR HOSPITALIZATION
IN ALBUQUERQUE INDIAN HOSPITAL
¥T 1976

REASON

Medical & Surgical Aftercare
Accidents & Injuries

Diseases of Digestive System
Diseases of Respiratory System
Mental Disorders (Incl. Alcoholism)
Diseases of Circulatory System
Diseases of Skin

Infective and Parasitic Diseases
Symptoms & I11 defined conditions
Complications of Pregnancy

LEADING CAUSES OF DEATH
ALBUQUERQUE SERVICE UNIT
FY 1973-1974

Accidents

Heart Disease
Unknown, Ill defined
Cirrhosis of Liver
Malignant Neoplasms
Cerebrovascular Dis.
Homocide

Influenza

Diabetes

Suicide
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1. APC service at the Albuquerque Indian Hospital has increased
by 18,886 per year from the 1972 period.
2, Much of this increase is due to increased use by Urban Indians.
Residents of the City of Albuquerque received 17,064 services
~in F.Y. 1976, an 11,544 increase over 1972.
3. Residents of Albuquerque account for 54% of totzl services in
1976, 44% in 1972. ”
4. The second largest consumer of services in 1976 was Isleta.
Isleta residents used the clinic 2,564 times. This is an
increase of 1,077 services over 1972.
5. Residents of Laguna used the A.I.H. clinic 1,313 times in 1976.
This is an increase of 936 over 1972.
Anbulatory Patient Care Services at
Albuquerque Indian Hospital =}
! ~Residence
Fiscall Total [ City of Canon—' |
Year Visitd Albuo.| SIPI| cito Jemez | 7Zia ! Isleta ' Laguna
1971 3,648 ] 1,800 = 224 266 | 186 557 69
1972 12,543} 5,520 | 1,450 582 741 | 251 | 1,487 383
1973 16,708 8,125 353 915 | 1,088 | 336| 2,066 684
1974 20,491) 9,966 357 891 |.1,028 | 348 | 2,309 751
1975 24,306 12,221 915 923 | 1,131, | 450 | 2,274 829
1976 31,431|| 17,064 869 | 1,031 | 1,500 | 561 | 2,564 | 1,319
In- 18,888/| 11,544 - 581 449 7591 310t 1,077 936
crease
1972-75 COMMUNITY HEALTH SERVICES
AMBULATORY PATIENT CARE SERVICES
CLINIC 1972 1973 1974 1975 1976 1977
1
Laguna H. C. 14,059 11,791 12,027 12,952 14,557 185532
SIPI School H. C.| 1,610 6,257 5,308 6,534 6,499 6,495
AIS School H. C. 1,798 2,022 1,892 1,374 1,910 2,331
Acomita 2,208 2,384 3,584 &4,094 4,830 5,249
Alamo 854 1,423 1,606 1,509 1,646 2,011
Magdalena 736 636 494 459 712 130
Canoncito 1,685 1,107 1,310 1,770 2,093 5% 43
Isleta 4,331 4,458 5,414 6,143 6,182 6,780
Jemez 4,256 5,094 4,613 4,607 5,559 5,647
Sandia N/A 178 217 304 281 647
Santa Ana 868 1,109 966 1,230 1,429 1,205
Zia 643 1,692 1,198 1,584 1,642 1,843
Health Stations
Sub-Totals 34,048 38,151 36629 45,610 47,340 53,126

*ASU AMBULATORY CARE WORXLOAD

F.X.
1970
1971
1972
1973
1974
1975
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CONTRACT HEALTH CARE

BACKGROUND

The Albuguerque Service Unit Contract Health Service program

has been the most rapidly growing program in the Service Unit. The
budget has doubled in the last five years and seems to defy attempts
to contain and control it. The reasons for this growth are familiar
to all: the rapidly escalating costs of hospitalization, related to
the unionization of hospital employees, the medico-legal requirements
that force MDs to practice "defensive" medicine and the overall
inflationary pressures on the American Economy during the last decade.

The Albuquerque Service Unit has had to cope with a service unit
population that has doubled in the last 2 years as a result of a court
decision that redefined the eligible population. The "Lewis Decision"
stated simply that in lieu of a Federal Registry a definition of the
Indians determined to be eligible for contract care; all Indians
should be treated equally by the Indian Health Service. The Service
Unit has yet to receive any official and legal statement that defines
the groups to be served and is presently treating all Indians equally
in the distribution of its Contract Health resources.

The reality of funding limitations nmecessitates the establishment
of a priority system. The order of priority for the Albuguerque Service
Unit is as follows:

(A) Emergency services provided to persons of Indian blood who
are members of the communities served by the Albuquerque Service
Unit are paid first.

(B)  The medical or surgical comsultation for Service Unit
community members on referral by PHS physicians.

(C) Elective procedures and operations needed by Service Unit
community members who are referred by the PHS, and have had pay-
ment approved by the Service Unit Director.

I1. CURRENT PROCEDURES

The Contract Health Program has instituted many new procedures
in order to control expenditures with as little inconvenience to the
patient as possible:

(A) There is 1001 screening of all patients to determine Indian
ancestry and eligibility. Form letters have been developed to
assist the patient in obtaining proper documentation from their
home agency. This is only necessary for non-local Indians since
census records are available on local Indians.
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(B) There is 100X screening and interviewing of patients for
alternate resources, since the IHS is a residual resource as a
third party payee. An alternate resource is sought if the inter-
viewer feels that a patient may be eligible for some other program.

(C) Information booklets have been developed by the Service Unit
Director to advise individual patients about the service unit's
Contract Health Service guidelines. The Community Health
Representative Directors have been informed about service unit
guidelines and have been helpful in screening patients for
alternate resources. The Service Unit Health Board has been in-
formed about the CHS status on a monthly basis and individual
community health boards have been informed by the Service Unit
Director or Clinical Director when a community request has been
made. Guidelines and policies have been published intermictently
in the 19 Pueblo News.

(D) Contractors are intermittently reminded about CHS éolicies
and guidelines.

ITI. ON-GOING PROGRAM

The CHS program acts as a third party payee for eligible Indian
patients that have no alternate resou .: uf payment. It serves as a
supplemental payee for patients that have private insurance or Medi-
care, and pays for whatever balance is billed to the patient. The
program does not pay for non-emergency, elective care that cam be
provided within the IHS Direct Care system. All emergency or elective
outpatient requests for payment are reviewed by the Service Unit
Director or Clinical Director to determine if the treatment. falls
within the scope of the CHS program. The review traditionally has
not applied to the patients seen at BCMC because of the "walk in
privileges” embodied in the original contract with Bernaldllo County
when the Bernalillo County Indian Hospital was constructed.

Contracts are written with the major medical centers in the
area: Bernalillo County Medical Center, St. Joseph's Hospital, the
Presbyterian Hospital Center, Anna Kaseman Hospital, the Lovelace-
Bataan Medical Center, Cibola General Hospital, and Socorro General
Hospital. Individual contracts on a fee-for-service bnsip are written.
with private practitioners that can provide specialty services that
are not available within the Direct Care program. Specialty clinics
at the hospital, i.e., Dermatology and Podiatry, are funded on fixed
fee/clinic basis and that is covered by a monthly blanket to insure
continuity of the program.

IV. PROBLEMS

(A) The major problems of the program center about the lack of
personnel to handle not only the sheer volume of work, but the
interviewing and screening responsibilities. A temporary employee




249

has been funded by the Area Contract Health Service office for
both the Albuquerque Hospital and Laguna Health Center. This
has eliminated the usual backlog that has occurred at the end
of each fiscal year preventing a realistic assessment on the
Service Unit's financial status. If possible these positions
should be made permanent.

(B) The other problem is the usual for all contract health
programs. There never seems to be enough funding to provide

for a total health program; however, most major medical problems
are funded without difficulty.

V. PROGRAM EMPHASIS FOR FY 1978

(A) The major emphasis of the CHS program for FY 78 will be

in the area of patient education. Most complaints from both
provider and patient center about a misunderstanding of the
program and its limitations. New pamphlets will be developed
for patients and providers to help eliminate this misunderstand-
ing.

(B) The CHS office will attempt to maintain its expenditures
within the allocated budget by effective screening of patients
and efficient utilization of the referral system. I would like
to comment that this task would be much easier if a stable
definition of the service area could be determined. The "On or
Near" policy has been in Headquarters for over a year with no
resolution in sight. =)

Albuquerque Service Unit Contract Health Care allocations foy FY 1977

1st. 2nd. 3rd. ith.
QUARTER QUARTER QUARTER QUARTER

TOTAL

Albuquerque 257,000, 387,000. 278,000. 352,000, 1,274,000.

Laguna

253,000. 265,000. 203,000. 164,000.

885,000.
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CONTRACT HEALTH SERVICE
PROVIDERS OF HOSPITALIZATION FY 1975

HOSPITAL CASES DAYS
Anna Kaseman Hospital 7 16
Bernalillo County Medical Center 750 3,147
Bernalillo County Mental Health Center 18 73
Cibola General Hospital 99 316
Lovelace-Batasn Medical Center n 85
Presbyterian Hospital Center 154 733
Socorro Genmeral Hospital 284 - 929
St. Joseph's Hospital 4 32 187

CONTRACT HEALTH SERVICE
HOSPITALIZATION CONSUMERS BY COMMUNITY

FY 1975
COMMUNLITY CASES DAYS
Acoma - : 176 750
Al amo 287 941
Albuquerque Indian School 8 ’ 23
Isleta 181 782
Jemez 129 567
Laguna 248 1,190
Sandia 20 93
Santa Ana 36 125

Southwestern Indian Polytechnic Inatitute 43 157
Zia ¥ 36 2 125

&7




3 PROPOSED AMBULATORY PATIENT CARE CENTER

One of the major health management problems and unmet needs is the
inadequate facility serving as the Outpatient Clinic in the Albuquergue
Indian Hospigal.

It {e an on-going program that ia barely able to meet the present
needs of the Indiun people and is repidly being overwhelmed by the
demand for services.

Our goal, as stated by the Indian Health Service DMrector, Dr. Emery
Johnson, and T. J. Harwood, Albuquerque Area Director, is to deliver the
best possible health care to Indian pecple. Therefore, our objective,
in order to implement this goal, is to plan, build, and develop an ambula-
tory patient care center for the Albuquerque Service Unit, and possibly
a teferral center for the other service units of the Albuquerque Area.

A new, modern and efficient Ambulatory Patient Care Center is needed
to accomplish one of the primary gosls of the Indian Health Serviece in
Albuquerque. The goal is competent and compassionate medical service to
the Indian people in the Albuquerque Service Unit.

The bulk of the direct patient care done by the Albuquerque Service
Unit is done in the Outpatient Department of the Albuquerque Tndian
Hospital. The totzl number of Outpatient Department visits last year
was 32,000. This year 1t will be about 36,000. Over the past 6 vears
there has been a mean increase of sbout 20% in the total number of OPD
visite per year.

The following ‘fip,uru are the workload as experienced in the Out-
patient Department of the Albuquerque Indian Hospital which acts not only
as a direct primary care provider, but also as the referral center for the

outlying community health clinics.

AIH-OPD

FY 1973 16,441
FY 1974 22,962
FY 1975 24,531
FY 1976 32,031

According to these figures we can congervatively estimate about a 15%
annual increase in OPD visits.

FY 1977 36,000
FY 1978 41,000
FY 1979 47,000
FY 1980 52,000
FY 1981 60,000

The populations that occupy the constituent comnunities of bhe
Albuquerque Service Unit have grown only slightly. This is because many
of the people have moved into the City of Albuquergue to seek housing
and employment. Agriculture, pottery and Indian jewelry making are not
sufficient to economically sustain the local Indisn communities. This,
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together with other migrant Indians, has swelled the Indian urban popu-
istion. The U.5. government, through Congressional legislation and

court decisions, has been obligated to furnish health care to these
people. Publicity concerning recent court ruling has resulted in increas-
ing nusbers of patients seeking health care.

1t has been the experience of the Albuquerque Service Unit that
vhenever inadequate facilities were improved in the communities, projected
satfent load increased immediately. Therefore, it is anticipated that
the projected OPD visits will become a reality.

The present OPD in the hospital is already inadequate to handle the
gav-to-day patient load. Not only is the space inadequate, but also there
ts an insufficient number of physicians, nurses and equipment. All
practicing physicians average over 60 hours of work covering the hospital
e1d the clinics.

The following personnel are needed to handle 50,000 and 80,000 OPD
visits according to the Resource Allocation Criteria (RAC) document.

50,000 80,000

Primary Care Providers
Registered Nurses
Licensed Practical Nurses
Nursing Assistants

X-Ray Personnel
Laboratory Personnel
Pharmacy Personnel
General Clerks, Personnel
Administrative Clerks
Hedical Records Persomnel
Housekeeping Personnel
Supply Personnel

Drivers

Examining Rooms

v
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Adequate staffing and facilities may reduce the amount of hospital
cate through the increased availability of primary care.

PLAN OF ACTION

In July, 1976, the service unit administrative staff, with the
sstistance of the Area Office Construction and Maintenance Branch, developed
&3 loitial proposal for an Albuquerque Hospital program to meet the
A=bulatory Patient Care needs for about ten (10) years. This included
&3 Asbulatory Patient Care facility, a new Medical Records Department, and
: larger Supply warehouse., In February, 1977, Dr. Todd advised us that
‘:rWu:d seek the initial $18,000. Architectural and Engineering funds
. ® feasibility study. In August, the funds were received and the
2ttisl ntages of the plan for development was begun.
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The Service Unit Health Board, as well as the Urban Indian Coali-
tion, is very much interested in improving the Ambulatory Patient Care
capacity of the Albuquerque Indian Hospital. Both parties should be
involved in any additional funding requests.
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SUPPLEMENT F

JICARILLA APACHE TRIBE
INDIAN HEALTH SERVICES PROPOSAL
(ABSTRACT)
The goal of the Jicarilla Apache Tribe's "Proposal for Compre-
hensive Community Health Center" is to raise the health status
of tﬂe Jicarilla Apache people to the highest possible level.
To achieve this goal, a comprehensive health services delivery
system must be developed.
The responsibility for the health care of the 2,000 Jicarilla
Apaches is placed on the federal government. Past and present
health problems reflect major deficiencies in their health status.
45% of tribal members are presently employed. The tribal popula=
tion is spread within a 15-50 miles radius of the present health
center. Environmental health problems require attention and a
more defined study of the problems requested.
Present health services are provided on a limited (outpatient)
basis through the Public Health Services Indian Health Service Center.
Inpatient care is provideé.through private facilities on a contract
basis and through IHS Hospitals within the state. The closest hospital
is located in Farmington, New Mexico which is 94 miles distant and with
limited facilities.
The proposed health care delivery system has been developed to
provide a comprehensive approach to the health needs of the

Jicarilla Apache Tribe.

SUMMARY OF EXPENSES

Construction CostS.eeeessvrsses g PR T, [yt g o $6,371,750
Feasibility Study........ ST U Tl Yo i S R SRR S S $ 150,000
PLARINE A0l DEBLEN (oo isiva s nssines e sssaimessistesis sty $ 637,175

Equipment......... $1,083,198

TOTAL: $8,242,123




APACHE TPRUGE .
OF ""HE

“Hes010tion NE: _Iéiﬁlﬁ;;‘ N R

“Whercas, request has béen submitted by the Chairm of the
'Board, ‘DertonGuINTE; ~foi~'tie~supyport of the Tri Council
for the submission of a proposal for a study on construc-
tion of a Comprechensive licalth Care Ce“ter on the Jicarilla
Apache RESCLVaLfOﬁ,'dﬁﬁ‘ al | R T AT L

WHEREAS, the Jicarilla Apache Tribal Council has for.ian AYel's o %
years known..ithat.the.Reservation is din nced of-adequate healtih
care facilities, and they have over the vecars made regquest to
the Indian llcalth Scrvice and the Congressional Delegates to
assist the Jicarilla Apache Tribe in obtainlng acdeguate health
care facilities, because.-of the remoteness of the arca from
hospital facilites, and now

BE IT RESOLVED, by the Jicarilla Apache Tribal Council that
total support is hereby given to the liospital Board in their
fforts to seeck funding for a study, which would assist the
Jicarilla Apache Tribe in their efforts to obtain Zunding for

the construction of an adeguate Comprehensive Health Care
Facilites, which would be nost beneficial- to the Residents oI
the Jicarilla Apache Reservation.

CERTIFIGRTION

The foregoing resolution was enacted upon by the Tribal
Council of the Jicarilla Apache Tribe, on April 20, 1976, by a
vote of 6 for, 0 against, and 0 abstaining, at a duly called
meeting, at which a quorum of the Tribal Council members wcre
present.
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PROPOSAL FOR A
COMPREHENSIVE COMMUNITY HEALTH CENTER
TO SERVE THE JICARILLA APACHE TRIBE

Submitted to: Indian Health Service
Albuquerque Area Office
Federal Office Bldg. and U.S.
Courthouse
500 Gold Avenue, 5. W,
Albuquerque, N. M. 87101

Submitted by: The Jicarilla Apache Tribe

P. 0. Box 507
Dulce, New Mexico 87528

March 31, 1977
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I. BACKGROUND
The Jicarilla Tribe has recognized many deficiencies in the
health status of the Indian Community. This has prompted activities
to support and expand existing health services; and to define
health problems, identify solutions, and locate resources. As

part of this process, the following narrative has been develop-

ed,

This narrative proposes the implementation of a comprehensive

health care delivery system for the Jicarilla Apache people.

TRIBAL INFORMATION:

The Jicarilla Apache Reservation is located within Rio Arriba
County and northern Sandoval County. It is bounded on the West
by Carson National Forest and on the east by private land and
the Santa Fe National Forest (see map attached).
Approximately 90% of the Jicarilla Apaches live within 15 miles
of Dulce.
Off-reservation centers within about 50 miles of Dulce are Chama,
New Mexico (1,178 Pop.), Lumberton, Mew Mexico (300 Pop.), Pagosa
Springs, Colorado (1,500 Pop.). Other smaller communities
include Parkview, Canjilon, Monero, Chromo, Gobernador, and a
checkerboard Navajo area to the South.
Total population to be served by the Jicarilla Indian Hospital
approximates 2,000 according to Tribal Census Data.
The July 1976 estimate of "service population" of the Jicarilla
Reservation is 1,657 distributed as follows:

Under 5 233

5= 14 - 526

15 = 24 - 295

25 = 34 - 212

35 - 44 - 179

45 - 54 90

55 - 64 62
65 - * 60




The entire area is one of high mountain ranges and elevated valley
located along the Continental Divide between the San Juan and

Rio Grande Rivers. The reservation itself consists of 742,312

acres extending southwest from the New Mexico-Colorado line for

80 miles along the western slope of the Continental Divide. Rain~-
fall ranges from 9-14 inches in the lower and warmer southern end of
the reservation., Temperature extremes are great with lows of 20° in
the winter and highs of BSD - 90° in the summer. Daily variations
often average over 50 degrees. Altitude of the region ranges from
6,500 to 9,000 feet.

Limited dry-land farming is possible with a growing season of only
70-80 days. Livestock raising, mining, oil, gas and timber resources
are the main source of tribal income.

In 1972 the tribe received land claims settlement of $9.2 million from
the Federal Government and each tribal member was given a certain
share. Budget report for the Jicarilla Apache Tribe shows profit from
the following resources: Lease rentals, oil & gas, bonuses, interest
time certificate of deposits, agency investment, land claims income,
rental income, housing, JAT Industry, court fines & fees, hunting &
fishing permits, special elk fence, Dulce Community Center, livestock-
grazing fees & permits, livestock sales barn, arts & crafts, newspaper,
realty, firewood, Go-Gee-A-Tenda Store, and miscellaneous income.

In 1973 the following resources were added: Apache Indian Enterprises,
Stone Lake Lodge, Stone Lake camping fees, game & fish token fees, ac-
counting claims, Jicarilla Crafts C0-0P, and 69 livestock owners were
accounted for both in sheep and cattle business.

The Jicarilla Apache Tribe has,come a long way from being depeﬁdent on

the government for their sole support. Today the Apaches are more

independent in more ways and gupporting themselves rather than leaning
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-

in the government in order to survive. Today 45% of the members
hold jobs to support their families.

US Highway #84 runs approximately 14 miles east of the reservation.
New Mexico State Route #44 crosses the southwestern corner of the
reservation while US Highway #64 crosses the northern end. New
Mexico State Highway #537 traverses the reservation from north to
south connecting New Mexico State Highway #44 and US Highway #64,
Numerous dirt roads, poorly marked and occasionally impassable

in inclement ueathe? crisscross the region. No bus or passenger
service is available to the reservation.

A paved airstrip 100 x 5,280 feet at Dulce is usable day or night
and is limited to small aircraft,

The Dulce Public School, an independent school district, serves
"children from kindergarten through the 12th grade. An Early Child-
hood Education Program (Headstart and Day Care) is available to
residents of the Jicarilla Apache Reservation.

Telephone service is available through the Chama, New Mexico
exchange. Two-way radios are used frequently. Television service
is available to parts of the region by cable. There is daily mail
service to most of the region.

PRESENT HEALTH SERVICES

Dulce Public Health Service Indian Health Center: consists of an
out-patient clinic with limited emergency room services, Staff
includes one physician, one dentist, one community health medic, one
clinic nurse, one public health nursing team, a pharmacist/laboratory/
X-ray technician, a sanitarian aide, a mental health coordinator, and
one mental health consultant. Regular clinic hours do not include
weekends. Referral services to the hospitals previously mentioned are

included. Specialty clinics are held as required. No in-patient
services are offered.

Community Health Bepresentative (CHR) Program: provides outreach
services to include patient transportation (limited), health education,
general medical aid, observation of patients, assistance at well-baby,




arthritis, diabetes and hypertension clinics. The present program
is under staffed. CHR's assist in the clinic during normal hours,
weekends, and as needed on an emergency basis.

Jicarilla Rehabilitation Program: provides alcoholism and aleohol
abuse counseling, referral and treatment services. Ten staff members
offer counseling and rehabilitation programs to men, women and youth.
In-patient recovery services are contracted through Albuquerque
Programs (ATP, Turquoise Lodge, etc.), 190 Miles; Gallup Friendship
Lodge, 200 miles; Twin Lakes Recovery Center, 190 miles; and facilities
in Sheridan, Wyoming; Recovered Alcoholics Patients Programs-Santa Fe,
140 miles away; Pecos Valley Treatment Center - Roswell, 320 miles
distant. In addition to the in-patient recovery services available
off the reservation, Half-way house treatment services are available
to both men and women on-site in Dulce.

Emergency Medical Technician Services: provides emergency
transportation to all residents in the area. Volunteer staff
fluctuates between 9-15. A call schedule is established to

provide 24-hour coverage. Patients are transported to facilities

in Parminton, Santa Fe and Albuquerque. No training or equipment
funds are available. Communications are coordinated with the Police

Department and the local PHS clinic. Office space and work space
is nonexistent.

Mental Health Training Program: A (NIMH) grant funded training
program for community service workers through the University of

New Mexico providing college credit leading to an Associate of Arts
Degree. Students serve citizens of the Dulce Community as a part of
their field training using the skills taught in class by instructors

from Albuquerque and a professional social worker (tribal member)
who coordinates the program.

Women, Infants and Children Program (WIC): This program provides
primary assistance in food supplements, health education and assist-
ance with new-born infants and children to 5 years of age. Since
this service is only provided on a monthly basis, there are problems
with follow-up, adequate facilities, and additional trained staff.
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II. ANALYSIS OF NEEDS

The Jicarilla Apache Tribe has requested by resolution of the
tribal council that a hospital be constructed on-reservation to
provide outpatient and inpatient services to Indian residents of the
area, The tribe feels that the community and surrounding area
should benefit immensely from improved health care and that a new,
modern hospital facility would enhance the reservation so that
industries would be attracted to the community resulting in an im~
proved standard-of living.

Significant health problems and barriers to accessible com-

prehensive health care services are indicated by the following:

HEALTH STATUS INDICATORS

HEALTH PROBLEM VISITS % VISITS

Ea

Upper Respiratory Infection 1753 13,

Injuries 1056 8.

Skin Diseases 824 6.

Symptoms, Ill-Defined Cond. 573 4, 760
Otitis Media, Acute 514 3. 561
3
2;
1.
1.
1

4 1549
0
3
4
9
Pharyngitis 400 .0 627
5
9
8
/]

1002
681

Asthma, Allergy 328 293
Prenatal Care 248 339
Hypertension 233 188
Alcoholism 137 85
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Chart 1 showing principal health problems presented at Dulce
Health Center in 1975 and 1976.

Infective and parasitic diseases account for a large percentage

of out-patient visits and contract hospital admissions. Gastrointest-

inal and upper respiratory illnessess are prevalent and seasonal. Other
diseases of the digestive system are responsible for a large number

of outpatient visits and hospital admissions. Alcoholism and associated

conditions is one of the most serious problems of the Jicarilla Apache.

Accidents, both traffic and home, account for a significant workload in
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the health center and contract hospitals. Prenatal and postpartum care
services are deficient, demonstrating the need for increased hesalth
education emphasis in these activities. Hospitalization trends have
been toward a slight decrease in pediatric cases and a large increase
in the number of geriatric cases. Other diseases associated with poor
general sanitation and a low level of knowledge among the Indian people
about hygienic practices add to the workload. Lack of adequate nutrition
among some population groups compounds the other health problems and
is a definite inhibitor to health development.

Hospitalization is provided through contract facilities in Santa
Fe, New Mexico (St, Vincent's Hospital - 213 beds) 140 miles distant;
Farmington, New Mexico (San Juan Hospital - 106 beds) 94 miles distant;
Durango, Colorado (Mercy Hospital - 95 beds) 102 miles distant; and
Albuquerque, New Mexico (Bernalillo County Medical Center, Bataan Memorial

Hospital and Lovelace Clinic, for highly specialized care not available

in other facilities) 190 miles distant. The new U,S5.P,H.S. Hospital in

Santa Fe (55 Beds with surgery) scheduled for completion in late 1977
will provide needed general surgical services. The IHS hospitals in

Santa Fe and Albuquerque provide very limited in-patient services.




Chart 2 showing principal reasons for hospitalization of Dulce
residents. - PF.Y. 1975

1HS HOSPITALS | CHS*HOSPITALS | TOTAL HOSPITALS
DIAGNOSIS CASES DAYS CASES DAYS CASES DAYS

1. Pregnancy, Childbirth 12 49 56 148 68 197

Delivery w/o compl. 3 17 22 66 25 83

Delivery w. compl. 1 2 12 48 13 50

Injuries 251 249 65 500

Dis. of Digestive Syst. 85 196

Hernia 53 57

Gallbladder 6 34

Cirrhosis 77

Symptoms, Ill-Defined 85

Dis. of Respiratory Syst. 93

Upper Resp, Infect. 25

Bronchitis 2

Pneumonia 56

Infective & Parasitic Dis. 120

Diarrheal Disease 55

Mental Psychoneurotic 17

Alcoholism 66

Dis. of Circulatory Syst. 36

Hypertension

14
Dis. of Female Cenitalia

Endocrin, Nutritional Dis.
Biabetes

* Contract Health Service
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Barriers assoclated with hospitalization for any reason, has prompted
the development of a health center with inpatient care available. As
indicated by the map in Exhibit A and as described in Part I of this
narrative, the Jicartlla'Apache population is remote and isolated from
adequate hospital facilities. Distances to facilities must be traveled
long distances over poor roads, often snow covered or icy.

EMERGENCY MEDICAL SERVICES

Since this program is not adequately funded, there are several
unmet needs:

1. Insufficient number of trained staff

2. Lack of adequate training programs

3. No conditions or communication system
with other agencies

4. Lack of facilities and equipment

Professional or para-professional medical care is limited and
often over taxed. Often times there is no medical staff available
to accompany patients enroute to hospital facilities or the medical
staff must act as driver for the vehicle.

Good weather conditions and recreational facilities bring a large
number of non-Indians and Indian visitors to the reservation during
the spring and summer months. The outpatient facility and EMS programs
are by law available to any person requiring emergency treatment. There-
fore, during these high-risk months the facility and programs are severely
taxed and over-worked.

Many Jicarilla Apache Tribal Members who need emergency room services
at hospitals in surrounding communities (Farmington, Durango, etc.) are
refused emergency medical treatment because they are unable to pay for
the required treatment. This situation is a frequent occurrence to
tribal members and no doubt the acuteness of some emergency medical
treatment has resulted either in death or severe personal discomfort to

the afflicted persons in need.




TRANSPORTATION

Because the accessibility to medical care is directly tied to
the availability of transportation, two important parameters must

be considered:

1. Emergency transportation (discussed above)

2. Transportation for regulsr or appointment
visits to speciality clinics or inpatient
facilities.

There is essentially no public transportation available on the
Jicarilla reservation and consequently, almost all travel for medical

attention is by private automobile. It is well documented that poor

EransPortation adversely affects the health of rural Indians. Many

families must be concerned with the availability of a'car in an

emergency or for appointment in one of the hospitals. Again adverse

weather conditions, distance, and the scattered population all act
as barriers to quality hospital services.

LACK OF HOSPITAL BASED SERVICES

Present 'health care on the Jicarilla reservation can be best
described as primary episotic care which is more oriented to the
individual than to the family and is one which is oriented more to
the alleviation of a particular problem than to the comprehensive
needs of the patient himself. It is the intent of this proposal to
expand these services to include the provision of inpatient services
and through service programs designed to include proventive health
and community outreach health care.

Specialty clinics are needed to offer screening in mWany areas
including: diabetes, hypertension, vision and hearing, anemia,
skin diseases, heart diseases, cancer, mental retardation, growth

and development, and chronic illness.




271

Community based field medical services are required to expand
care in the area of nutrition, home health care, health educationm,
family planning, and public health nursing.

A comprehensive immunization program is required for the
preventive health care of this population. Also, immunization
records should be established and maintained.

Clinical service to include general medicine, rehabilitation,
pediatric, physical medicine, social, surgical, maternity, pathology,
nursing, radiological, pharmacy, and other special services required
by the Jicarilla Apache Tribe. These programs will afford optimum

health care which is accessible and comprehensive.

PERSONAL HARDSHIPS

Without a local in-patient facility the Jicarilla people are
faced with additional barriers to optimum health. Family members
placed in hospital facilities are in essence "relocated" for health

care. This applies to all age groups. Family of hospitalized

children many times cannot travel to visit or attend these patients.

Economic and physical barriers are evident and both affect the health
of the patient as well as the family. Geriatric patient who must be
separated for longer periods of time suffer from the lack of personal
family support and encouragement because of the distances which
separate the hospital facilities and the reservation.

Maternity patients must be regarded as emergencies because of
the distances to the facilities. Every maternity patient should
have the right to be admitted to clean maternity facilities where
mother and infant will have the maximum opportunity for survival.

Presently these patients must rely on the EMS or CHR programs for
transportation. This is also dependent on workload, other emergencies,

weather conditions and location of the patient within the scattered

population.




iil. PrOJECLH WlAmwAL STATISTICS
The statistics contained in this section projects the workload

expected and indicate services presently rendered.**

I. IREND IN APC SERVICES AT DULCE HEALTH CENTER

TOTAL PHYS ICIAN® CHM PHARMACIST

10960 N.A. H.A.
12088 11413 10
5939 8958 501
12327 10321 - 1058
11426 5897 2010
11016 4289 1046
13113 2598 2077

AND CMS

TOTAL APC SERVICES FOR DULCE RESIDENTS BY PLACE OF VISIT 1975
AND 1976

DULCE* SANTA FE MESCALERO ALBUQ, OTHER IHS
TOTAL H,C, HOSP. HOSP, HOSP, AREAS

1975 11372 10653 382 29 95

76
1976 13119 12714 293 23 33

41

*Dulce health center also served 105 for other parts of Rio Arriba County,
and 12 from Taos in 1975.

CHART 3: Showing summary data for ambulatory patient care (APC)

services at the Dulce Health Center and other facilities.
**NOTE: Since the Jicarilla Apaches currently do not have access to
any nearby hospital, it is impossible to assemble any accurate
hospital workload statistics for previous years. However,
based upon hospitalization characteristics during the past
three years of a similar Indian population within the Albuquerque
Area (Mescalero), a hypothetical Indian Hospital workload has
been derived for the Jicarilla Indian population.

The estimated hospital discharge rate per 1,000 population for
Dulce is based on the Mescalero experience du:ing the past three years

since Mescalero is a similarly isolated community although not to the
degree of Dulce,

Estimated average lenmgth of say for Dulce (6.5) has been based on
that rate experienced in the Albuquerque Area,

INFANTS AND PRESCHOOL CHILDREN (0-4 YEARS)

Fourteen percent of the total Jicarilla Apache population is in
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this age group and would account for an estimated 30% of general
medical and surgical discharges and 357 of inpatient days in a hypo-
thetical GM&S Indian Hospital in Dulce.

The most prevalent diseases in this age group are pneumonia, otitis
media, gastroenteritis and upper respiratory infections. These conditions
are closely related to the low level of the general economy, poor general
sanitation and a basic lack of knowledge among the Jicarilla Apaches
about hygenic practices. Alcoholism is also a miajor problem among the
Indian people and indirectly contribute to the medical problems of this
age group in the form of child neglect.

Social-economic conditions in this area are predicted to improve
in the future. These improvements, combined with better health education
and environmental sanitation, should have a positive impact on reducing

the future number of infectious diseases in this group. Resultantly,

it is’ estimated that by 1986 the discharge rate for this age group will

experience a slight decrease, while the average length of stay will

remain about the same.

SCHOOL AGE CHILDREN (5-14 YEARS)

The 5-14 years age group constitutes almost one-third of the total
population and would account for about 9% of the estimated medical -
surgical discharges and 8% of the medical surgical-inpatient days.

The most common conditions experienced by those in this age group are

skin infections and accidents, Gastroenteritis, pneumonia, and

observation cases are experienced to lesser degrees.
To some extent the infectious diseases sould become less frequent
as general environmental conditions and health education practices

improve over the decade ahead. It is also the age group that has the

most access to medical surveillance and preventive medical services




274

through the school health program. The slight decrease in the pro-
portion of infectious diseases, however, will be offset by case finding
and screening programs as well as a continuing high incidences of
accidents, It is therefore projected that by 1986 the discharge rate
and average length of stay will remain unchanged in this age group.

YOUNG AND MIDDLE AGE ADULTS (15-44 YEARS)

This age group includes approximately 417% of the total population
and would account for an estimated 25% of hospital discharges and
20% of inpatient days. Injuries and mental disorders (including
alcoholism) are the most prominent health problems among this age
group. Chronic - disorders are experienced to a lesser extent.

It is projected that emphasis will be exerted on the prevention
and treatment of alcoholism and other mental disorders there-by having
an impact in the reduction of the incidence of accidents. However,
casefinding of chronic diseases, such as diabetes mellitus and
cardiovascular disorders, should more than offset the decline in

injuries and mental disorders thereby causing the estimated discharge

rate to increase slightly by 1986. This trend toward more chronic

diseases will increase the average length of stay in this age group

by approximately one day.

ADULTS (45 + YEARS)

The over 45 years age group, which represents approximately
13% of the total population, would account for an estimated 17% of
total discharges and 26% of total inpatient days. The most common

causes of admission are cardiovascular diseases, diabetes mellitus,

pneumonia, gastroenterities, upper respiratory infections and accidents.
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The planned program to increase preventive services, along with
improved environmental sanitation and increased health education,
should have a positive impact on the reduction of the high incidence
of infectious diseases such as pneumonia, gastroenteritis, and upper
respiratory infections. This decrease in hospital workload will be
more than offset by the increased workload caused by the detection
and treatment of more chronic diseases. A 10% increase is predicted
in the discharge rate for this age group with an average length of

stay increase of slightly over ome day by 1986.

OBSTETRICS

About 40% of the female population is the childbearing age group
(15-44 years). Obstetrical discharges would account for an estimated
1B% of total discharges and 11% of total inpatient days.

Family planning services will continue to be offered to women

of childbearing age, but acceptance beyond the current level will

probably have to await in improvement in education, family income,

and infant wmortality.
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WORKLOAD FROJECTIONS

A general summary of workload projection is shown below.

CHART 4

DULCE COMPREHENSIVE COMMUNITY HEALTH CENTER WORKLOAD PROJECTIONS

Projected population 1986 2,000

Admission Rate 340 / 1,000
Projected Admissions / yr. 680

Average Length of stay 6.5
(Albuquerque Area)

680 Admissions / year x 6.5 4420 hospital days

AMBULATORY PATIENT CARE
Outpatient visits FY 1976
Average outpatient visits/person/year

8 opv/year x 2000 (projected pop-

ulation) gives projected OPV in
1986

BED PROJECTIONS

4420 Projected hospital days
divided by
365 days/year

12 projected ADPL

FORMULA

12

==+ 10 = 25 bed need
.8
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IV. PROPOSED JICARILLA COMPREHENSIVE
COMMUNITY HEALTH CENTER
The need for a health care delivery system responsive to the needs
of our people can be seen by existing facilities, services, serious
deficiencies in preventive health

» and the basic requirements of

"Com~

the Jicarilla Apache Tribe for a health facility which is

prehensive" in nature and one which acts as the focal point for

promoting optimum health.

Essential elements which will be required are:
1. A team approach to the care of the individual, in which

the health professions providing services are integrated

and coordinated under the leadership of the physician,

A spectrum of services that includes diagnosis, specific

treatment, rehabilitation, education, and prevention.

A coordinated community and/or regional system that

incorporates the full spectrum of health services and

provides for coordination of care from the time of the

patient's primary contact with the system through the

commumity hospital and other health agencies.

Continuity among the hospital aspects of patient care,

the community, the physician, and the health agencies

rendering particular services.

Organization of the hospital care of both ambulatory

and bed patients into a continuum with common or integrated

services.

Continuing programs of evaluation and research in the

quality of services provided and in their adequacy in

meeting needs of the patient and the community,

Jicarilla Comprehensive Community Health Center

This proposal describes a program which will allow the planning for

the facility and services which can be coordinated to provide a

health care delivery system which addresses the above elements and

incorporates the five primary areas of screening, prevention, curative,

follow-up and evaluation. This community health center is conceived
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to provide comprehensive health services to the entrie population

of Dulce and emergency services to surrounding communities to assure

the highest level of health attainable by Indian people residing

within the area. The planning effort will incorporate the following

principles:

1. Patient care of a high quality through:

b.

Provision of competent professional and technical
staff and of the equipment and facilities necessary
to support the facilities' patient care objectives.
An organizational structure that assigns responsibility
appropriately--and requires accountability--for the
various functions within the institution, including
those particularly related to patient care.
Interaction of members of the medical staff with each
other and with other members of the health team
through consultations and conferences.

Continuous review by appropriate persons of the adequacy
of care provided by physicians, nursing staff, and
paramedical technicians and of the adequacy with:
which patient care is supported by other facility
activities.

Educational activities designed to improve patient
care and to keep the facilities' professional and
technical staffs abreast of new medical and
technological knowledge.

Enforcement of standards and provision of programs
for patient care that are considered desirable by

the various health professions.

Effective community orientation through:

a.

A health board made up primarily of persons who
have demonstrated concern for the community as well
as leadership ability.

Policies that assure availability of services as
needed to all of the people in the service area.
Service programs that extend into the community,
and that complement and are coordinated with
service programs of hospitals, mental facilities,
rehabilitation centers, nursing homes, homes for
the aged, community clinics, home-~health services,
health departments, etc.

Participation of the facility in community programs
to provide preventive, emergency, and casualty care,
and to teach good health and health care practices
to community residents.

Leadership of key management personnel in the
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planning and implementation of community health and
health care programs.
£. A public information program that keeps the community

informed about and identified with goals, objectives,
and plans.

Economic viability
through:

a, Patient care objectives that are consistent with
projected service demands and the availability
of operating financing for adequate personnel
and equipment required to maintain patient care
of a high quality.

b. A program to attract to the medical staff an
adequate number of physicians engaged in family
practice, as well as the essential medical-
surgical specialists, to maintain optimum
occupancy of inpatient facilities and full
utilization of outpatient services.

¢. A planned program of expansion or development
of facilities and services based solely on
demonstrated community need, with consideration
of the plans of other community health resources
to avoid unnecessary duplication and to conform
with health care objectives for the service
area as a whole.

d. An annual budget plan for maintaining 1) services
at a high level of quality, 2) appropriate stand-
by equipment and services, 3) competitive salary
and wage scales and employee benefits, 4) interest
and payments on mortgage and other indebtedness,
and 5) depreciation funding and capital accumu~
lation for a modernization program that will
permit the facility to keep pace with modern
medical and hospital practices.

e, Community participation in the facility's pro-

grams through sponsors, contributors, auiililries,
and volunteers.

Orderly, systemitized planning through:

a4, Identification of the facility's service area
and determination of the area's population,
socio-economic, and housing trends, travel
patterns and barriers, and location of other
health care resources.

b. Establishment of short and long-range planning
objectives with a table of priorities and target
dates on which such objectives may be achieved.
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Preparation of a functional program that
describes the short-range objectives to be
achieved and the facilities, equipment and
staffing necessary to achieve them.

A sound architectural plan through:

a. Retention of an architect experienced in
facility design and construction.

b. Selection of a site large enough to provide for
parking and future expansion, and readily
accessible to water and sewage lines and to
population concentrations through highways, rail,
rapid transit, or bus lines.

Determination of facility size appropriate to

the projected service demands of the service

area and of departmental areas large enough to
provide the diagnostic and treatment services
required by the medical staff on an emergency

and day-to-day basis.

Recognition of the importance of establishing
convenient traffic patterns, both within and
without the facility, for movement of physicians,
hospital staff, patients, and visitors, and for
efficient transportation of food, laundry, drugs
and other supplies.

An architectural design that will permit efficient
use of personnel; place departments with comple-
mentary activities conveniently together;
anticipate future departmental expansion; provide
privacy, flexibility, and dayroom areas and
adequate work space on patient units; provide
interchangeability of patient rooms for clincial
departments with fluctuating census; and to the
greatest extent possible provide repetitive
facilities in work areas.

Adequate attention to important concepts such

as infection control, disaster planning, use of
services by ambulatory inpatients as well as
outpatients, intensive and extended (restorative)
care units, and all other community based programs,

The planning and feasibility study will be performed by the Jicarilla

Apache Tribe through its existing health board, program staff and

consultant services. Assistance and support will be solicited from

the Indian Health Service, the New Mexico Intertribal Health Authority,

the New Mexico Health Systems Agency and other related organizations,




SERVICE DELIVERY

Indian government requires that ultimate control be in the hands

of Indian people. Responsibility and authority for tribal health

is charged to the tribal council and its chairman., Overall program
coordination will be determined by the chairman, council and Jicarilla
health board (see Exhibit B). The health services will be integrated
to form a health delivery system with the Jicarilla Comprehensive
Community Health Center as the base facility.

To provide inpatient services for the Indian community will be one

of the main functions of the center. Data which follows projects

that 25 beds with an average daily patient load of 12 will be needed
to provide hospital services for the community in 1986. Major

surgery will not be performed at the Dulce facility. The U.S.P,H.S.

Indian Hospital at Santa Fe, New Mexico and various contract facilities

in the Albuquerque Area will provide surgical services for this population.

Outpatient services will be a major component of the Dulce Comprehensive

Community Health Center. The facility is expacted to handle 16,000
visits in 1986,

Other service areas to be expanded or developed include, but are not

limited to the following: :

Dental Health: The dental team will provide care including
emergency services, preventative services with special emphasis
on children, and therapeutic care for dental disease, which if

left untreated may become acute, irreversible causes for loss
of teeth,

Contract Medical Care: A program using private health
facilities and providers will give needed services not
available within the Indian Health program., Unusual
medical and surgical diagnostic and therapeutic problems
and physical rehabilitation are types of cases that would
be referred to contract facilities.
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Mental Health, Alcoholism, Substance Abuse: Alcoholism,
substance abuse and related health problems adversely
affect more aspects of Indian life than any other

health problem, with most accidents, homocides, assaults,
and suicide attempts being associated with drinking.
Early detection, and treatment of this problem will
substantially reduce the medical workload therefore,
these programs will be integrated and expanded to offer
a comprehensive approach to these problems.

Maternal and Child Health: The physician extender,
physician and community outreach workers will educate
Indian mothers on the value of prenatal, postpartum
and well-baby care, develop programs for Maternal
Child Health which are accessible to Indian mothers
and infants which overcome transportation problems;
and follow-up mothers to encourage them to receive
scheduled Maternal Child Health services and integrate
services provided by the WIC Program.

Otitis Media: (Disease of the middle ear) The total
health team will obtain data on the extent of the
disease on restorative and rehabilitative backlog;
systematically screen for early detection and screening;
establish educational programs for increasing awareness
of the disease and the need for early treatment; and
treat all cases requiring correction.

Eye Care Services: Clinic staff will provide initial
screening for glaucoma and related diseases of the

eye and correction of refractive error; provide for
referral to specialty care; maintain an eyeglass

program with the primary emphasis on school-age children.

Environmental Health: An Environmental Health Program
will develop procedures for determining the tribes
capabilities for operating and maintaining water and
sanitation systems: and collect data to determine

the amount of service needed,

Diabetes and Hypertensive Screenings and Control: The
entire medical and outreach staff will make a special
effort to screen, educate and control the adult popu-
lation for disbetes and hypertension, placing special

emphasis on the nutritional methods of controlling
these problems.

Field Health Program: To include a school health
program, health education, public health nursing,
social services, nutrition, psychiatric, and environ-
mental health services, will be included as part of
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the comprehensive health services. The staff will be

based at the center and will extend services into

homes, schools, and other parts of the community.
Staffing patterns, operational quidelines, equipment lists and

the formation of the Jicarills health care delivery system will

be the second major task of this proposed program.
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ESTIMATED COST*

PROPOSED DULCE COMPREHENSIVE
COMMUNITY HEALTH CENTER

1. New Hospital Construction Costs
(Based on IHS Construction Costs
dated April 15, 1976) $115.85/g.s.£.

2. Number of beds in facility
(15 beds + 10 Multi-purpose beds) 25 beds

3. Estimated Gross Square Feet/bed
NOTE: This is an estimate only, exact

g.8.f./bed would be determined
in development of Program of
Requirements based on RAC document.

2200 g.s.f.

&, Total gross square feet = 25 beds x 2200 g.s.f. = 55,000 g.s.f.

5. Estimated Cost for Facility

a. 55,000 g.s.f. x $115.85/g.s.£. $6,371,750
b. Feasibility Study 150,000
c. Planning & Design (10%) 637,175
d. Equipment Group II & III 1,083,198

(17% of Construction Costs) s
TOTAL $8,242,123

USE $8,245,000

* Prepared by Albuquerque Area IHS
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

PUBLIC HEALTH SERVICE
Dulce Health Center
Dulce, New Mexico 87528

Dr. Emery Johnson, Director

Indian Health Service

Department of Health Education & Welfare
Public Health Service

Health Services Administration
Rockville, Maryland 20852

Dear Dr. Johnson:

The Dulce Public Health Service Field Clinic concurs
wholeheartedly with the Jicarilla Apache Tribe's proposal
for a "Comprehensive Community Health Center Facility".

The staff of the Dulce PHS Clinic has been involved with the
Jicarilla Apache Comprehensive Health Planning Board on the
planning phases for the aforementioned health facilicy
proposal, Therefore, we have had the opportunity to review
the proposal and make comments accordingly.

One of the major hindrances to adequate health care for
the Jicarilla Apache Tribe is the geographical isclation of
the Jicarilla Apache Reservation from major cities with
hospital facilities. The proposed Comprehensive Community
Health Center facility will alleviate the aforementioned
problem via the on-site health center facility and its
attendant staffing and health care delivery system.

Sincerely,

-
o;;tu( qu’-«‘ CH— rﬁﬁ]

Lance Lewis, CHM
Acting Indian Health Center Director
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IN REPLY REFER TO:

United States Department of the Interior

BUREAU OF INDIAN AFFAIRS
JICARILLA AGENCY
DULCE, NEW MEXICO 87528

Administration

April 12, 1977

Mr. Dale Vigll, Acting President
Jicarilla Apache Tribe

Post Office Box 147

Dulce, New Mexico 87528

Dear President Vigll:
It s my understanding that the Jicarllla Apache Tribe has organiz-

ed the Jicarilla Apache Comprehensive Health Board and one of its

prime objective Is to have a hospital and health center constructed
here on the Reservation.

This letter Is to assure you of my wholehearted support in getting

this project accompllished and If | can be of service in anyway please
let me know.

Again, best wishes on this worthwhile endeavor.

Sincerely, |

(Acting) Superintendent

QWTioy

)"J\rﬂ !mg‘)@

75 u®




£ CHR PROGRAM
<

DULCE NEW MEXICO 87528

1;;2};\ JICARILLA APACHE TRIBE

April 13, 1977

Dr. Emery Johnson, Director

Indian Health Service

Dept. of Health, Education & Welfare
Public Health Service

Health Services Administration
Rockville, Maryland 20852

Dear Dr. Johnson:

The Jicarilla Apache Community Health Representative Program since its initi-
ation in 1971 has realiszed the need for expansion of medical services and facilities
for residents of the Jicarilla Apache Indian Reservation. Therefors, the Jicarilla
Apache CHR Progrem renders its full support to the Jicarilla Apache Tribe's proposal
for a Comprehensive Community Health Center Facility. By virtue of our program's
membership on the Jic pache Comprehensive Realth Planning Board, the CHR
Program has had the opportunity for input and comment on the aforementioned proposal

and our experience parallels the noed for the proposed health center facility as
cited in the proposal.

A major role of the Jicarilla Apache Community Health Representative Program
has been the transportation of patients to and from various medical treatment centers.
Our experience to date in this endeavor documents the fact that Dulce (the Jicarilla
Apache Reservation) is extremely isolated from major cities with hospitel facilities.
The transportation problem (of medical patients) becomes axtremely acute during
the winter months when adverse weather and inclement road conditions prolongs the
time required to transport patients to hospital centers. The proposed camprehensive

community health center facility will alleviate the "transportation" probles scae—
what and insure that residents of the Jicarilla Apache Reservation will obtain ade-
quate health care, especially during obstetrical and emergency medical situations.

Your support of ths proposed comprehensive ity health center facility
proposal is solicited.

Sincerely yours,

P Bl

Myra Sandoval
Director

Community Health Representative Prograa
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Santa Fe, New Mexico 87601
(505) 882-1838, 1837

Dr. Emery A. Johnson, M.D.
Director, Indian Health Service
Public Health Service
Rockville, Maryland 20852

Dear Dr. Johnson:

The Santa Fe Service Unit
with the very urgent heal » Ji 1la Apache Tribe
very fact that they are loca

health care facility qualifies

center. As you will note in their requas
hospital facilicies {s 80 miles to 190 miles wh
ship on the tribal mesbers in times af

emote area wi

serious 1

Tharefore, the board is in full support
proposal for a "Comprehensive Healt

is the only way to make outstanding healt
remote Indian Comsunity.
proposal funded.

care avallabla

We ask you to make every affortc goetting t

All positive actions taken on this important matter shall be vary
appreciated.

Thank you.

Sincerely yours,

Chairman
Santa Fe Service Unit Indian Health Board

nge Peabio




BOX 272
OULCE. NEW MEXICO a7Bza

TeLcrnone 508 . 7353453

ExgcuTive Dimgcron
NATIVE AMERICAN PROGRAM st e

April 7, 1977

Dre Emery A. Johnson, M.D.
Director, Indian Health Services
Public Health Service

Rockville, Maryland 20852

Dear Dr. Johnson:

The Jicarilla Apache Office of Native American Programs wholeheart—
edly supports the Jicarilla Apache Tribe's proposal for a comprehensive
community health facility (hospital)s The Jicarilla Apache OHAP (formerly
the Community Action Program) has assisted the Jicarilla Apache Tribe in
its endeavors since 1967 to secure funding for a hospital facility and ex-
panded medical services for residents of the Jicarilla Apache Indian Reser—
vations The need for the hospital facility has become more acute with the

passage of time because the population of the Jicarilla Apache Tribe con-
timues to increase yearly.

The primary hindrance to adequate guality health care has been the
isolation of Dulce and the Jicarilla Apache Reservation from major cities
with hospital facilities. The closest hospital is San Juan Hospital in
Farmington, New Mexico which is 94 miles distant. During emergency medi-

cal situations the isolation factor to hosgital centers beccmes extremely

acute (especially during the winter months) and many patients have died
enroute to hospitals,

Your support of the Jicarilla Apache Tribe's Comprehensive Community
Health Facility Proposal will be sincerely appreciated,

Respectiully,

M ato-

Lee Martinez, Jr,
ONAP Executive Director
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Term of Office =~ The members from the following agencies shall serve
two~year terms: Jicarilla Apache Tribal Council, ONAP, BIA, IRS, and
the Jicarilla Apache Mental Health Training Program. The following
members shall serve 4-year terms: Jicarilla Apache &lcoholism and
Rehabilitation Program, Dulce Public Schools, Jicarilla Apache Com-
munity Health Representative Progrom, and the Representatives @ Large.
Upon completion of the specified term of service, the Jicarilla
Tribal Council can reappoint the members whose terms have expired, if
they so desire, to unlimited successive terms.

Voting Priviledges - Each members shall be en-itle to vote at ach

and every meeting of the board but there shall be no voting by proxy,

by mail, or by absentee ballot., Only confirmed alternates ( as approved
by the Tribal Council) shall have voting priviledges at board mectings
should the ragular board member no be zlbe to attend the mesti

The President of the Jicarilla Apache Tribal shall serve ir zu
officio capacity.

ARTICLE IV: QUORUM

Five voting members shall constitute a quorum.

ARTICLE V: VACANCIES

When a board position (or alternate) becomes vacant, the board shall
place three names in nomination to fill the vacancy(ies). The per-

son(s) filling the vacancy(ies) shall serve out the unexpired term
of any vancancy(ies).

ARTICLE VI: OFFICERS

The officers of the board shall be a president, Vice-President, and

a Secretary. The President shall conduct meetings, attest the minutes,

and see that the Board carries duties as delegated by the Tribal
Council.

The Vice-President shall take the place of the President in his ab-
sence of the President and Vice-President, the Secretary shall conduct

all business meetings and other relevant business matters of the
board.

Officers shall be clected annually at the February

Meeting and shall
hold office for two years - for no more than three

consecutive terms,

Election of the board officers shall take place by secret ballot.
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ARTICLE VII: COMMITTEES

The President shall be empowered to appoint any committee within the
board deemed necessary by the Jicarilla Apache Comprehensive Health
Planning Board and shall limit the tenure of the appointed committee(s)
to specified tasks and/or duratiom.

ARTICLE VIII: MEETINGS

The board shall meet quarterly at a time and place to be specified by
the board.

Special meetings may be called by any of the board's officers.

ARTICLE IX: AMENDMENTS

The Jicarilla Apache Comprehensive Health Planning Board may adopt,
alter, amend, or repeal the By-Laws of the Board for the regulation
of its internal affaris not in consistent with the Articles and with

the proviso that any amendment(s) to the By-Laws are approved by the
Jicarilla Apache Tribal Council,




INCIDENTS RELATING PERSONAL HARDSHIP CASES

Obstetrics Patient

On June 30, 1976 Judy Williams, Fern Vicenti and Nelson
Lucero (Emergency Medical Technicians) were notified at 7:55
p.m. that a 23 year old female obstetrics patient needed to
be transported to the Farmington, New Mexico San Juan Hospital,
Mr. Lance Lewis, Community Health Medic, was also notified and
he likewise attended to the call,

At 8:30 p.m. the EMT's departed for Farmington which is
approximately 90 miles distant from Dulce, Shortly after de--
parting, the frequency of the patient's labor contractions be-
came shorter and more frequent. The EMT's h;d to deliver the
patient's baby enroute by Governador, New Mexico which is 40
miles distant from Dulce. The delivery was normal and they
proceeded on to the San Juan Hospital in Farmington. The
attending EMT's and the patient arrived at the hospital at
11:00 p.m.

It should be noted that the obstetrics patient had to be
taken to the San Juan Hospital (90 miles distant) because the
Dulce Indian Health Service Clinic is not adequately equipped

to handle child delivery cases. This is a frequent occurrence

to members of the Jicarilla Apache Tribe. During the Winter

months the transportation problem for obstetrics patients be-

comes more acute. The time required to transport obstetrics

patients to hospitals becomes longer due to adverse weather




and road conditions. Therefore, the frequency of babies

delivered enroute to hospitals (during winter months) in-

creases accordingly.

Auto Accident Patients

Emergency Medical Technicians Judy Williams and Fern
Vicenti received notification at approximately 5:00 p.m. on
July 15, 1976 that an auto accident involving two males (ap-
proximate age-28) had occurred 8 miles south of Dulce on U.S.
Highway 64. Dr, Tom Holley-M.D. and Lance Lewis, Community
Health Medic, of the Dulce IKS Clinic were also notified of the
auto accident and the need for their medical services and they
responded accordingly.

Due to the inavailability‘of an ambulance, the Jicarilla
Apache Tribal Police Department, by necessity, had to transport

the two patients to the Dulce IHS Clinic in a police van, The
police van arrived at the Dulce IHS Clinic at 6:00 pim., Dr.
Tom Holley and Gary Lawlwss, the Dulce IHS Clinic ?harmacist,
rendered emergency medical treatment to the two male patients
upon their arrival at the clinic. The auto accident patients
were treated for head and facial iajuries, neck injuries, body
lacerations, and suspected internal injuries.

After the initial emergency medical treatment that was

given at the Dulce IHS Clinic, the patients were transported

in the clinic van (left at approximately 6:30 p.m.) to San Juan

Hospital in Farmington, New Mexico.




It should be mentioned that on the same day an explo-
sion occurred at the Tribe's Stone Lake Lodge Resort whereby
two persons were burned with 2nd degree burns on the arms and
face, The accident at the lodge diverted the resources of ‘the
Dulce IHS Clinic (likewise the services of some EMT's) to the
lodge since the explosion occurred at 11:30 a.m.

The occurrence of two major accidents on the same day put
& great burden on the available rescurces of the Dulce IHS
Clinic. The occurrences of July 15, 1976 made the Dulce Commu-

nity more acutely aware of the need for expanded medical faci-

lities and services for the Jicarilla Apache Reservation and

surrounding communities.

Internal Hemorrhage Patient

On December 31, 1976 Emergency Medical Technicians (Fern,

Edward and Bill Vicenti) were called at 3:45 p.m. to respond

to a case involving internal hemorrhage on a 49 year old female
patient. The patient was transported to the Dulce IHS Clinic
by the Jicarilla Apache Police Department. Dr. Tom Holley,
Dulce IHS Clinic Physician, and Lance Lewis, Community Health
Medic, were not available to render medical treatment to the
patient, Therefore on the mentioned day the Dulce IHS Clinic
did not have the services of a physician or a medic.

| Since there was not a physician available to render emer-
gency medical treatment at the time, the EMT's departed in an

EMT ambulance at approximately 4:10 p.m. for the nearest clinic
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with an available M.D. which happened to be La Clinica in
Tierra Amarilla (40 miles distant).

Due to the severity of the internal hemorrhaging in the
patient, the patient was pronounced dead on arrival at 5:00
P.m. in Tierra Amarilla by the physician at La Clinica,

The most evident point to be concerned with in this in-
stance is the lack of a physician who could have rendered emer~
gency medical treatment on-site in Dulce. This incident like-
wise made Dulce residents acutely aware of the need for expand-

ed medical services and facilities to serve the isolated Dulce

community.

Cardiac Arrest Patient

On February 19, 1977 EMT's Phyllis Velarde and Bill Vicenti

were called at 5:30 p.m. to transport an elderly female patient

(approximate age - 60) to the Dulce IHS Clinic for possible

cardiac arrest, The patient was given emergency medical treat-

ment at the Dulce IHS Clinic by Dr. Tom Holley, M.D, ~
The cardiac arrest patient was then transported to the San

Juan Hospital in Farmington, New Mexico by the aforementioned

EMT's in the EMT ambulance,

s :
. The cardiac arrest patient was a non-Indian who, due to the

eémeérgency medical situation, was given emergency treatment at

the Dulce Indian Health Service Clinic prior to her transfer to

the San Juan Hospital in Farmington. The Dulce IHS Clinic,

[




in accordance with Public Health Service regulations will render

emergency medical treatment as needed to non-Indians.

Emergency medical services to non-Indians becomes more

frequent during the summer months when tourists visit the Jica-

rille Apache Indian Reservation.
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Senator Kex~epy. Thank you very much. [ Applause.]
[Whereupon, the hearing in the above-entitled matter was
adjourned. |

)
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