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M O R N I N G  S E S S I O N

[9:15 a.m.]


MS. SMITH:  As we are proceeding to our chairs, let me remind you again, as was customary yesterday, we will invite the tribal leaders to the table.  If the tribal leaders will take a chair at the table, there is a place there for you.


For those that do not have name tags in front of you, the proceedings are being recorded.  Please state your name and speak into the microphone for the benefit of the recorder.


I think we are just about seated.


We will begin our day today, as is customary in Indian Country, with a prayer.  We have with us President Willetto.  Will you say the prayer for us?


Frank Chee Willetto, Sr.


[Opening prayer.]


Welcome/Introductory Remarks


Sally Smith and Regina Schofield, Co-Moderators

MS. SMITH:  Thank you very much, Mr. Willetto.


Let me introduce myself.  My name is Sally Smith, and I will be the comoderator this morning with Ms. Schofield.


Welcome to the HHS Sixth Annual Tribal Budget Consultation Meeting on the 2006 Budget.  Just a little bit of housekeeping.  As chairman of the National Indian Health Board, I am known for keeping folks on task and on time, I hope.  I will flash this five-minute card so that we will notify the speaker at that time that you have five minutes left on your time slot.  Please respect this notice.  It is our intent this morning to keep ourselves on task and on track.


At this time, we will have a welcome from HHS.  Ms. Regina Schofield is the director of the Office of Intergovernmental Affairs.


Ms. Schofield.


MS. SCHOFIELD:  Thank you, Sally.


Welcome and good morning.  On behalf of Secretary Tommy Thompson and Deputy Secretary Claude Allen, I welcome you all to the Department's Sixth Annual Budget Consultation.


I want to acknowledge and thank the tribal leaders, national organization board members and officers, regional organizations, and tribal staff that are attending today.  We really appreciate your coming.


The Office of Intergovernmental Affairs is responsible for coordinating today's meeting in compliance with HHS's tribal consultation policy.  We have been working on this year's session since last year's session ended, so we are hopeful that we will have some positive comments to make and a very fruitful dialogue later on this morning.


Last year, the deputy secretary, Andy Knapp, and I met with tribal leaders in June to hear comments about the fifth annual session and how we could improve that session, and I hope you will see some improvements today.


We met in August with the IHS Tribal Urban Budget Formulation Team to share views on HHS's consultation policy and discuss joint strategies again on how to improve this year's session.


During those meetings, you asked that we spend less time presenting testimony and more time on dialogue, and we hope that we will be able to structure that today.


You asked for more technical assistance and for staff to find information on specific programs.  You also asked that we allow time for tribal leaders that travel all the way here into D.C. to be afforded time on the agenda to present their individual tribal concerns, and I think that you will see that today's agenda reflects that.


Ms. Stacy Ecoffey in Intergovernmental Affairs -- stand up, Stacy -- has worked really hard to facilitate today's planning sessions and yesterday's, and I hope that you see that Stacy has been working really hard on trying to reflect what you have asked us to do.


I want to reemphasize to everyone that the agenda development for today's session has been a tribally developed agenda.  We have asked for input from the tribes on what you want to hear and what operating divisions you want to hear from.


My office provides technical assistance to that, but the entire process is facilitated by the secretary's office, using many of the staff divisions to make sure that you get the most bang for your buck.


We really appreciate Kerry Weems being here.  His office has a tremendous amount to do with the success that we are able to deliver to the tribes.


I hope you will find the change of room from Room 800 to the Great Hall, although there is a great echo in this room, to be also an improvement in that we have been able to accommodate more people.  I hope that you are going to be comfortable today.


We have been working with several divisions to coordinate this session.  I want to acknowledge ACS, Administration for Native Americans, Quanah Stamps; again, Kerry Weems, the Principal Deputy Assistant Secretary for Budget, Technology and Finance; Dr. Grim, who is leading the Indian Health Service and the Office of Minority Health, for their support and also for assisting the tribal representatives with logistics, mailings, and those sorts of things that make a meeting like this move successfully.


This is your day to present your views and priorities for the Department regarding our Fiscal Year 2006 budget.  We in turn want to take your views into consideration so that as we move forward with the budget formulation process that we can make some type of priorities that will reflect your needs today.


Last year, we held our first regional tribal consultation as directed by the deputy secretary.  This year, we have hosted three of the regional consultations in conjunction with the Indian Health Service area budget formulations.  At those joint sessions, several of our operating divisions have provided agency budget briefings as well as having our regional staff and OPDIV representatives on the regional level make presentations also, and observing how the Indian Health Service conducts budget consultations and understanding and being able to have more influence into that policy as we feel necessary.


I believe these sessions have been successful.  I appreciate my colleagues from HHS that have been able to travel to these regional consultations.  It means a lot to the process and it means a lot to the Office of the Secretary, so we really do appreciate it.


I believe that the president, the secretary, and the deputy secretary are all committed to strengthening the government-to-government relationships with tribes.  For us, we cannot sit across a meeting from you and hear your concerns and ignore them.  It is unacceptable.  The deputy secretary will join us this afternoon and echo those remarks.  He is at the U.N. this morning.


They have tasked me with coming up with solutions to some of your problems, and we look forward to addressing those issues and concerns together.


Let me also list a couple housekeeping ideas.  Sally mentioned that when you step up to the microphone, please state your name and tribe so that the transcriber can get all that information.  If she does not hear you, she will ask you again to state your name and your tribe.


The bathrooms are located out the curtains to the left of the elevator and then to the left again.  There are also bathrooms back here to our right that you can use.


Let me ask you to please turn off your cell phones or turn them to "vibrate" so you don't disturb the speakers.


Finally, for those visitors that are joining us today and want to eat on the eighth floor during lunch, there will be a group escort to make sure you get upstairs.  When we have groups this large in the Great Hall, there are usually guards standing outside the elevator asking for IDs.  We will have someone escort you up.


So, with that, thank you again for joining us today.  We appreciate and look forward to hearing your comments.


MS. SMITH:  Thank you.


We will hear now from Mr. Weems, who is the principal deputy assistant secretary for Budget, Technology, and Finance.


Mr. Weems.


Welcome on Behalf of HHS


Kerry Weems

MR. WEEMS:  Good morning.  Once again, on behalf of the Secretary and the Deputy Secretary, let me welcome you to the Sixth Annual Budget Consultation.  These meetings, I think, are an important means of dialogue between the Tribes and the Department as we begin our '06 budget process.


In recent weeks, I have participated in the HHS Regional Consultation in Nashville, the Tribal Self-Governance Spring Conference in Orlando, and IHS's National Budget Consultation here in the Washington DC area.


Many of the people in this room have become familiar to me over the last several weeks, and to those let me say welcome, it is good to see you again.  To the ones that I am not quite so familiar with, let me also say thank you.  It is a privilege to have you joining us here today.


I would like to thank Regina for the work that her office has done in coordinating this year's tribal consultation.  I know that she has worked very closely with you to bring this off.  I would especially like to thank Quanah Stamps, Dr. Grim, and also Dr. Nathan Stinson, who heads our Office of Minority Health.  These people have worked long and hard to make this meeting a success.


Looking at the agenda, I know that there are a number of areas that we want to get to, including health services, aging, children's issues, and prevention.  In that vein, we have assembled a number of senior policy officials to discuss those concerns with you today.


In the sessions that I have attended over the last several weeks, many of you have heard me talk.  For just a moment, I am going to speak to the Agency representatives and ask them to listen carefully to what they hear today, and to make sure that they take it back to their agencies.


Many times, when we think of American Indians and Alaska Natives, we think of the Indian Health Service.  This is a responsibility that all of HHS needs to bear, and you are here representing your Agencies.


In the next weeks, your Agencies will be developing your 2006 budget.  I ask that the ideas that you hear today show up in those budgets.  I know that Dr. Grim certainly will do that, but that is also my expectation for the other HHS agencies in this room.


I had the opportunity to step into the meeting yesterday.  I sort of sat in the back just to hear the presentations.  I think I heard the one on SAMHSA and the one on CMS.  Frankly, I found it to be a very constructive dialogue.  I thought the tone was very positive.  So I hope that we can continue that today and continue to make the progress I think we made yesterday.


So, with that, I am going to turn it back over to Sally, and she is going to introduce two more speakers.  Let me say, these two speakers are the Chair and Vice Chair of the Secretary's Intradepartmental Council on Native American Affairs.  That is something that this Secretary has worked hard to reinvigorate and something that I think has worked very well to bring tribal concerns to all of the Agencies in HHS.


So, thank you very much for your time.  I look forward to this day.  Thank you.


MS. SMITH:  Thank you.


At this time, we will hear from Ms. Stamps, who is a chair and the commissioner for the Administration of Native Americans.


Ms. Stamps.


Welcome on Behalf of ICNAA


Quanah Crossland Stamps

COMMISSIONER STAMPS:  Good morning.  I am Quanah Crossland Stamps.  Welcome, on behalf of the Secretary's Intradepartmental Council on Native American Affairs.


I'm pleased to welcome you all here to the Sixth Annual HHS Tribal Budget Consultation Session.  As you know, the secretary has made Native communities and tribes its number one priority.


The council held its fourth meeting on April 12th.  Through the work of the council much has been done.  You have all received a copy of the information of our accomplishments.  I believe it was on the back table, or it may have been passed out already.  It describes the functions, the purpose, the authority, and the membership of the council.


We finalized our HHS Tribal Consultation Report as one of our major accomplishments this year.  It provides a written record of the health and human resources priorities we are working on.  We provided and improved tribal access to HHS resources.


The resources at HHS are coming in two ways:  (1), we are trying to improve access to HHS programs for tribes, and (2), our tribal budget, at least for the benefit of tribes, were expanded 11 percent, from $3.9 billion in 2001 to $4.4 billion in 2003.  These are gains in appropriated funding as well as an increase in tribal access to non-earmarked funds and increases in discretionary set-asides.


That is something that we have been working on here at the Department.  If there is not a specific appropriation, we are encouraging programs from the council's standpoint to set aside funding specifically for tribal communities.


The council has made reauthorization of the Indian Healthcare Improvement Act and the Native American Programs Act a priority this year.  In April 2004, the council completed a contract that validated the Grants Access Study that we provided last year and I believe might also be included in the Intergovernmental Affairs report this year.


The Grants Barrier Study will determine what barriers prevent tribes from successfully competing for HHS resources.


Since completing the contract and validating the recent inventory, we have now gone back and we are going to have a contract again to go through all of HHS programs to see what prevents tribes from gaining access to our programs.


More council accomplishments are included in your handout, so please take a look at those.  I'm sure that Dr. Grim and myself will be happy to discuss them with you as well.


Thank you for coming.  I just want to say about yesterday, it was really a productive meeting.  I think that having the half-day begin this full day session was not only informative to the HHS senior leadership but I believe that it helped us with a lot of policy issues that we needed to hear before we discussed the budget issues.


Welcome, and thank you.


MS. SMITH:  Thank you, Ms. Stamps.


From the Intradepartmental Council for Native American Affairs, we have Dr. Grim, who is the director of the Indian Health Service and the vice chair.


Dr. Grim.


Additional Comments on Behalf of ICNAA


Charles Grim

DR. GRIM:  Thank you, Sally.


Good morning, everyone.  It is good to be here with you again today.  I want to personally welcome you all here today and thank those of you that were here with us yesterday.  It was a very good session.  I got to sit in and hear all the issues that were brought up by tribal leaders, and I think we had a lot of good policy discussion.


As Commissioner Stamps has stated, the Intradepartmental Council on Native American Affairs has had many successes this past year.  As the vice chair of that council, I can tell you that the secretary and the deputy secretary have made tribal affairs a top priority for this Department.


We have had many successes, and I would encourage you to take a look at that document.  Many of those are issues that you have put forward to us from Indian Country.


I also want to say that I am very proud to be a part of a department like this who has visited Indian Country firsthand.  Many of you have seen the secretary and the deputy secretary out visiting the different areas.  They have visited all 12 areas of the Indian Health Service now, and they aren't the only ones that have done that.


Everyone at this front table has also been out to various places in Indian Country.  The directors of many of the agencies that are very important to Indian Country, like the Substance Abuse and Mental Health Services Administration and Charlie Curie, Josephina Carbonell from Administration on Aging, Dr. Wade Horn, and many of his staff, and -- I could go on -- the CMS leadership and HRSA have all made personal trips out to Indian Country.


Also, ACF hosted their first National Tribal Consultation last December in Arizona, so we are seeing a lot of activity within the Department.  As Kerry pointed out in his opening comments, at one time Indian Health Service was perceived as really the sole agency within this Department that dealt with tribal affairs.  Secretary Thompson, Deputy Secretary Allen, Regina, and others have changed the culture in the Department.  I feel that has been a success really in and of itself.


I want to make two brief announcements before I turn the mike back over to Sally.  I want to mention while I have all of you here that the Indian Health Service is going to be hosting a National Indian Health Summit that is going to focus on the past, present, and future direction of health promotion and disease prevention for American Indians and Alaska Natives.


The president and the secretary both have strong initiatives on Healthy U.S. and Steps to a Healthier U.S.  Our two-and-a-half-day national summit is going to be conducted here in Washington, D.C., and those dates are Wednesday, September the 22nd through Friday, September the 24th.


It is also being held in concert with the First Americans Festival of the National Museum of the American Indian.  It will be opening up that week, too, and we thought we would try to take advantage of many tribal leaders and tribal people from across the country that will be in town for that.


You can look on our website, which is www.IHS.gov and go to our "Health Promotion/Disease Prevention" page.  Or, you can contact our office.


Lastly, I wanted to introduce a visitor that the Department has invited here to join us today.  I would ask her to stand, please.  Katherine Stewart [ph.]  She is the director-general of the Strategic Policy, Planning, and Analysis Directorate in the First Nations and Inuit Health Branch of Health Canada.


We have invited her here today to observe the process by which HHS consults with the American Indian and Alaska Native tribal organizations.


Ms. Stewart is the lead in her department for the implementation of a memorandum of understanding that was signed between HHS and Health Canada.  Our Secretary Thompson and their former Canadian Minister of Health Ann McClellan signed that in Geneva, Switzerland, in May of 2002.  The purpose of that is to share information and preferred practices between our two countries with the goal of assisting the indigenous populations in both countries to improve their health status via cross-border initiatives.  I just want to welcome here to the U.S. today, and we look forward to having her here.


In closing, I just want to reiterate my comments from yesterday and acknowledge the hard work of all the people that have helped put on this session.  I know there were tribal leaders and your staff that were involved in the conference calls, and many of the staff here in the Department.


I want to add my thanks to those and tell the tribal leaders and others that we had a good dialogue yesterday.  It was very much appreciated.  Thank you.


MS. SMITH:  Thank you, Dr. Grim.


Our final speaker this morning before our breakout will be our tribal opening remarks.  We have with us today Lt. Governor Jefferson Keel, who is one of the vice presidents for eastern Oklahoma for the National Congress of American Indians.  He will be speaking in the stead of Chairman Tex Hall.


Tribal Opening Remarks


Lt. Governor Jefferson Keel

LT. GOVERNOR KEEL:  Good morning.  Thank you, Sally.


If I borrow Alvin's hat, I will look like Tex.


[Laughter.]


LT. GOVERNOR KEEL:  I am not tall enough.


On behalf of the National Congress of American Indians, which represents more than 250 member nations, I want to thank you for this opportunity.  Tex couldn't be here this morning and I was asked to fill in for him, and I am happy to do so.


Secretary Thompson has demonstrated a firm commitment to consulting with American Indian and Alaska Native tribes, setting an important example for other agencies within this administration.  The call for today's budget consultation makes clear the Department's respect for tribal sovereignty and enthusiasm for improving the relationship between tribal governments and the Department of Health and Human Services.


We hope that today is the first step in tribal consultation on the budget for FY 2006.  We look forward to the possible follow-up sessions as the agencies prepare their budgets.


Tribes do want to be engaged in the process and consulted on a regular basis to ensure that the recommendations that are made indeed are taken into consideration when the budgets are drafted.


This is the sixth year of tribal consultations.  In the past five years, we have engaged in these consultations but have seen very little effect on the budget for the Department of Health and Human Services.


This year, the tribes submitted papers early so that the tribes and agencies can use this consultation to work together toward feasible budgetary solutions.  We hope to not simply present our views to you today but to engage in meaningful dialogue, putting our heads together to determine how to best improve existing programs that are designed to benefit tribal communities.


We are all committed to serving Indian Country, and we must think of ourselves as a team working together to raise the health status of American Indians and Alaska Natives and ensure that at a minimum basic human needs are being met.  Together, tribes and the Department can identify the true budgetary needs for these programs and identify ways to demonstrate the compelling need to the entities that will ultimately determine budget allocations.


We appreciate the fact that the HHS took into consideration our concerns from last year's consultation when planning for this year's.  Today you will hear from tribal leaders and tribal experts who are working on the front lines in their respective fields.


Undoubtedly, increased funding will be requested throughout the presentations.  The justifications for these requests are very real.  We hope that the Department recognizes that the litany of needs expressed are simply a reflection of what is a chronic problem of underfunding for many key tribal programs throughout the federal budget.


We are a nation that has consistently been able to summon the necessary resources to take on priority concerns.  It is time that the crisis we face in so many areas of Indian health and human service programs be addressed head-on with the same force of will that the administration has mustered for the rebuilding of Iraq, tax cuts, and other priorities that it has identified.


We are here asking, how do we become a priority in this administration; how do Indians fit into this administration's priorities overall; how are Indians benefitting; and, what are the results of those priorities.


It is time for the United States to prioritize fulfilling its federal trust and treaty responsibilities and commitments to tribes.  We all know that an enormous disparity exists in both the overall health status and access to health care for American Indians and Alaska Natives.


The impact of this disparity is felt throughout Indian Country.  Indians face dramatically high diagnosis rates and overall death rates from many chronic illnesses, including diabetes, heart disease, and cancer.  Access to specialists is minimal.  Many Indian health facilities are completely overburdened.  Patients seeking care are frequently prioritized according to "life or limb," meaning that only those in danger of dying or losing a body part are being served.  That is unacceptable.


Our children need to be cared for and protected in the programs that are intended to benefit them.  It is absolutely critical that the Tribal Head Start, Child Care, Indian Child Welfare, and other ACF agencies receive increased funding to ensure the well being of Indian children.


Indian Head Start programs are funded at $186 million for FY '04.  We are requesting a 4 percent increase for the Native American earmark for Head Start.


For FY 2005, the president proposes to maintain level funding for the Administration on Aging, Title VI nutrition and supportive services grants to Native Americans.  This also is unacceptable.


The number of American Indians and Alaska Natives over the age of 55 has doubled in the last decade.  The life expectancy for this population continues to increase.  It is clear from the rate of inflation the funding levels have not been adequate to provide for these services at a comparable rate.  Funding for elders programs has decreased despite the repeated requests from NCAI to earmark $100 million to account for the inflation, population growth, and life expectancy.


Our elders cannot continue to wait.  American Indian and Alaska Native elders experience the greatest economic and health needs of any American Indian and Alaska Native cohort.


The Administration for Native Americans will also receive level funding for 2004.  Many tribal communities suffer from disproportionate poverty rates, a minimal or non-existent economic base, lack of job skills and opportunities for employment, rural geography, and a general lack of facilities and infrastructure.


Through ANA grants, tribes are able to establish economic development programs that allow them to improve the quality of life for their members.  Funding for ANA must be increased.


The economic health of a community is directly tied to the overall physical and behavioral health of the people living within that community.  The health struggles of Indian people have had a tremendous impact on the economic struggles of Indian Country.


Tribal leaders are highly energized about engaging with the administration and the departments in developing viable budgets for tribal communities.


A few weeks ago, the NCAI held a Tribal Budget Strategy Meeting with all of the national Indian organizations to formulate a plan to attack cuts in Indian Country.  We realized that we need to be engaged not only in the federal budget process but also the performance measures, such as GPRA and PART, which directly affect Indian programs.


NCAI realizes that the Department must make difficult budget choices for FY '06.  As elected officials, tribal leaders certainly understand the competing priorities that you must weigh over the coming months.


Tribes have come together to promote a united budget strategy today.  Please pay close attention to the budgets as they are presented.  We want to talk about real numbers based on realistic figures and action by this administration and the Department of Health and Human Services.


Indian health and tribal programs must become a priority in this administration as well as DHHS.  We expect the Office of Intergovernmental Affairs and the Intradepartmental Council for Native Americans to advocate strongly on behalf of tribes for consideration and implementation of our budget request.  We realize that you have done this in the past.  We appreciate that, and we ask for your continued support.


The outcomes that we hope to see from this consultation are increased appropriations, discussions of the feasible budget increases, and a candid discussion on budget as it relates to the agencies.


The federal government has a solemn responsibility to address the serious needs facing Indian Country which remain unchanged whatever the economic climate.  We at NCAI urge you to make a strong across-the-board commitment to meeting the federal trust obligation by fully funding those programs that are vital to the creation of vibrant Indian nations.


Such a commitment, coupled with continued efforts to strengthen tribal governments and clarification of the government-to-government relationship truly will make a difference in helping us to create stable, diversified, and healthy communities throughout Indian Country.


Finally, it is imperative that the Indian Healthcare Improvement Act be reauthorized by Congress.  We need your help.  We appreciate your support.  We realize that it is very difficult as a federal agency within this administration, but we do expect you to continue your support and commitment to the tribes.  Thank you very much.


MS. SMITH:  Thank you very much.


At this time, I have one more announcement.  Then Ms. Schofield will take over the balance of the moderating and I will be the timekeeper.  Again, I ask you to please respect when I flash the time card.


I am going to announce at this time that for each agency presentation tribal presenters may be accompanied by technical staff.  Similarly, the same courtesy is extended to the agency representatives as they may be accompanied by technical staff as well.  Thank you.


MS. SCHOFIELD:  Thank you, Sally.


For our presentation, we will have Frank Willetto, Sr., who is the chairman of the National Indian Council on Aging, do a five-minute presentation of his remarks.  Responding to that, we will have Edwin Walker, who is the deputy assistant secretary for policy and programs from the Administration on Aging.


Mr. Willetto.


ADMINISTRATION ON AGING


Comments on Behalf of the Tribes


Frank Chee Willetto, Sr.

MR. WILLETTO:  Thank you, and good morning to everyone that is here.  My name is Frank Chee Willetto, Sr.  I am a member of a Navajo Nation, a World War II Marine Navajo code talker, and a former vice president of the Navajo Nation.  I'm here today as chairman of the board of directors for the National Indian Council on Aging.


The National Indian Council on Aging is the advocate for all Indian elders and represents some 250,000 American Indian and Alaska Native elders.  We are the tradition, the language, and the history for our Indian people.


Each year, we have come before sharing our needs and have patiently waited to see some positive outcome.  So, once again, we are here today.  I wish to thank the secretary of Health for inviting us to come to meet with you again.


We have submitted our written testimony to the Department, so my remarks will be brief.  First, we would like to respectfully request an increase in funding for the Indian elders nutrition and caregiver programs under Title VI of the Older Americans Act.


The language in the Older Americans Act states that Title VI will provide services like these provided through Title III.  We want to state that Title III received an increase in funding while the Indian programs were cut in FY 2005.  In order for Title VI to be comparable, we are requesting an increase in Title VI to $100 million.


Secondly, we are respectfully requesting a demonstration grant for Indian Country to provide elder abuse awareness and protection for our Indian elders.  The elders abuse language in the Older Americans Act has never been funded.  We are requesting an amount of $1 million for a demonstration project for elders abuse.


Thirdly, the Older Americans Act is coming up for reauthorization soon.  We request adequate tribal consultation and we are hopeful that some improvement and flexibility would be possible, such as funding directly to Indian tribes as opposed to funding through the states.


Fourth, we wish to thank the Administration on Aging for providing funds to the National Indian Council on Aging for a demonstration project in the State of Washington in 2005.  The amount of Title IV funding was $735,883.  We are grateful for this amount but want to encourage the Department to provide additional funds in the FY 2006 budget for a nationwide program for Indian elders.  We would like to request an amount of $2 million for a national demonstration project.


Fifth, we request continued funding to our organizational health shortage among minority elder individuals and technical assistance centers for our efforts to promote health and wellness for Indian elders.  We request continued funding in the amount of $121,155 for 2006.


Finally, at this time, I would like to take this opportunity to also present some issues for the Navajo Nation.  These issues are, as I mentioned, the current funding level for Title VI is $26.6 million.  Of this amount, the Navajo Nation received about 1 percent of these funds to support over 10,000 eligible elder citizens on the Navajo reservation.  The current operating budget for the Navajo area Agency on Aging is about $10 million.  Ninety percent of these funds come from the Navajo Nation and 10 percent comes from Title III and Title VI.


The construction and operation of the Navajo senior centers is a huge concern.  The Navajo Nation funds over 50 percent of the construction costs, and 90 percent of the operational costs is also funded by the Navajo Nation.


In closing, thank you for allowing me to speak at this time.  I would like to say thank you [Navajo] in Navajo.


MS. SCHOFIELD:  Thank you, Mr. Willetto.


Edwin.


Response on Behalf of the Department


Edwin Walker

MR. WALKER:  Thank you, Mr. Willetto.  It is always a pleasure to hear you and to remember your great service to this country, especially as a code talker.  I have had many conversations with you about that.


We really want to take your comments under advisement.  We recently heard you in our Tribal Listening Session that we held in Rapids City, South Dakota.  It was a great experience because it was a good example of what Secretary Thompson wants all of us to do and how we operate in this Department.


We conducted a field visit or a number of site visits to a couple of reservations, and we had not only the Administration on Aging but we had Commissioner Stamps from the Administration for Native Americans as well as a representative from Dr. Grim's group.  We had Dr. Finke, who handles his Elders Program.


What was so significant as we went from place to place was to see -- and we knew this, but it was great to see it -- the needs in communities, in tribal communities, are not just health needs.  They are not just social service needs.  It was great for us to see how we could collaborate, how we could put our resources together and make one concerted response to tribal communities in order to help really address the issues -- [tape change] -- Intradepartmental Council operates in that fashion.  It helps us take a broader view and not just operate in silos with regard to a response to the issues we have.


So, we make a commitment to you today that we will take your comments under advisement.  We are listening.  We have heard you.


To begin the dialogue session, I just want to ask you a couple of questions in terms of getting your advice and counsel with regard to how best we can make a response that is meaningful.


In your testimony, you spoke about, and we have heard at the listening sessions as well, the need for training and technical assistance.  Currently, as you mentioned, there is a grant to NICOA for the State of Washington.  We have had discussions about how we may broaden that to be a nationwide initiative in the future.


We are also aware that the Administration on Aging, through our contractor, provides training and technical assistance, and the National Association of Area Agencies on Aging has a track each year at their annual conference related to technical assistance and training.


What would be helpful is to identify the areas where we have gaps remaining with regard to technical assistance and training so that we can continue to craft a response that would fill that need.  Do you have any suggestions for us?


MR. WILLETTO:  On the State of Washington, my understanding is that it is just a project.  It is actually about the elders.  What we have learned there is there would be a lot of benefits to show there.  The tribes would all benefit if all the areas were given this funding somehow to give training to each and every state or all the elders in the United States plus Alaska.


That is my understanding of it.  So NICOA will start their training at this time.


I have a Navajo, Mr. Roanhorse, here.  I would say that they work every day with our aging.  I would like to give him time to say a word or two.


MR. WALKER:  That would be fine.


MR. ROANHORSE:  Thank you, ladies and gentlemen.  My name is Anslem Roanhorse.  I'm the executive director for the Navajo Division of Health.  I would like to thank Mr. Willetto for giving me this opportunity to help respond to the question.


I believe the question is how can the monies that have been allocated be useful.  As Mr. Willetto indicated, the plan is to utilize the funds for doing more benefits coordination.  You see, Indian people are eligible for many services.  These services are available at the county level and the state level.  They are eligible for Medicare, Medicaid, and numerous other entitlement programs out there.


So there is always the need to have clarity on some of these services that are available, so that is where it would be useful to utilize these funds in terms of some of the benefit coordinators to be able to help elderly people be able to a access and then utilize and apply for some of these available resources.


And then, the second area that I know in my work with the Navajo Area Aging Program, the second area that has always been an issue, has to do with the Elderly Protection Program.  There is an emerging issue nationwide in terms of elderly protection, so that is probably another area that we would be looking for in terms of technical assistance.


Thank you very much.


MR. WALKER:  Thank you.


MR. WILLETTO:  I just also wanted to say that our elders seem like they are always living with what they have.  There are so many things that they could benefit and so much information that they don't know about, and they just sit back there when they are actually eligible.


The elders at this time look up to the National Indian Council on Aging to give them information in areas that that is needed because they need the benefits and to be trying to help them.  That is what I am trying to say.  Because us elders down in our areas at the grass roots level, we don't speak up very much.


There are so many things that we can do if we get training and information that is given to us.  Thank you.


MR. WALKER:  Thank you.


Do I have time?  I don't have time.  We will talk later.


MS. SCHOFIELD:  Thank you, Mr. Willetto and Edwin.


Next on the agenda, we have Joe Grayson presenting.  He is the deputy chief of the Cherokee Nation.  Responding will be Shannon Christian, who is the associate commissioner for child care.  I thought I saw Shannon come in.


ADMINISTRATION FOR CHILDREN AND FAMILIES


- Child Care -


Comments on Behalf of the Tribes


Joe Grayson

MR. GRAYSON:  [Cherokee language.]


Good morning, and how are you?  I am [Cherokee language].  My English name is Joe Grayson, Jr.  I am the deputy chief of the Cherokee Nation.  It is an honor and a privilege to address you this morning.


Like Mr. Willetto, I am a veteran, also.  I served in the Army and I am a Vietnam veteran, having served with the Fourth Infantry Division in 1968.  I am very proud of my service to my country.


I have brought with me this morning Ms. Bridgette.


Bridgette, please.


Bridgette will help me this morning.


I didn't prepare like I wanted to last night.  This will take about 30 seconds.  We lost one of our men in Iraq yesterday.  I was informed yesterday afternoon about 5:00, so I had more things on my mind.  Please excuse me.  I am going to read this just like it is.  I went over it last night.


First of all, I would like to thank you for the opportunity to share remarks about the Health and Human Services budget as it relates to tribes, particularly the budget for Childcare and Development Block Grant.


As you are aware, tribes under the current law can receive between 1 and 2 percent of the Childcare Development and Block Grant funds.  We appreciate the secretary of Health and Human Services has funded tribes at the maximum extent possible under the law, and request that the tribe set-aside remain at 2 percent.


However, for the past three years, the level of funding has been virtually frozen.  In Fiscal Year 2004, this translated to a tribal higher per-child amount of $161.  Because our tribal allocations are limited to a 2 percent set-aside, this per-child amount was a slight decrease from the previous fiscal year.  There is no decrease, however, in the cost of care per child.


At the Cherokee Nation, we are paying higher rates to childcare providers who meet higher levels of quality.  More and more childcare centers and childcare homes are meeting increased quality criteria.


The cost of providing that care increases, also.  In Fiscal Year 2003, our payments to caregivers increased by more than 11 percent over 2002.  Increases in the cost of care, a cap on tribal set-aside, and a freeze in funding have decreased tribal capability to provide appropriate childcare services to tribal citizens.


Tribal childcare administrators, responding to a survey conducted by the National Childcare Association, indicate that they are limiting eligibility, maintaining waiting lists, increasing copayment, or depleting funds before the end of the fiscal year.  We are finding it increasingly more difficult to assist working families as they make efforts to maintain employment and ensure that our children are safe and in healthy environments.


The president's 2005 budget makes no significant increases in childcare funding, despite the fact that only one in every -- eligible children receives a childcare subsidy.  We urge the administration to invest in our tribal children and families by supporting the $6 million increase for childcare over the next five years.


This provision was provided by the Senate and the Snow Dot [ph] Amendment which had solid bipartisan support.  A significant increase in Childcare Development Block Grant is necessary to ensure that our families are able to work and attend school, and that our children are in childcare environments that provide the high quality necessary to support their growth and their development.


The administration maintains that significant additional amounts are not needed because of the TANF funds which can be used for child care.  You must keep in mind there are approximately 260 tribal care grantees while there are only 41 tribal TANF grantees.  Without the availability of TANF transfer dollars or other resources which are available to states to supplement their federal childcare dollars, the tribes rely on a federal investment in early care and education to ensure that our families have quality childcare available and accessible.


Child care is important to tribal governments for two reasons.  Our families are provided with assistance they need to become self-reliant and have the opportunity to develop programs and initiatives to improve the quality of care and to ensure that children enter school ready to succeed.


If funding for child care were sufficient, the flexibility for tribes to design childcare programs that meet the needs of our communities would ensure that our tribal children are having early experiences that positively impact their development while taking into consideration the preservation of our tribal language and our culture.


Inadequate funding and lower quality of care can harm the emotional and cognitive development of our children.  An increased investment in child care means an investment in our future as tribal leaders.


The sources for childcare funding available to tribes include mandatory and discretionary funding.  The administration's 2005 budget proposal includes changes in the budget rules which impose limits on federal spending.  By capping discretionary spending, any new funding would have to be paid for by cuts in other programs.  The lack of appropriate funding for mandatory and discretionary childcare funding will clearly take a toll on our tribal children.


Improvements in the quality of care is also achieved through management of high-quality programs.  Administrators must have sufficient support, training, and technical assistance to be capable of running high-quality programs.  Regardless of increases in childcare funding levels, an increase in investment in training and technical assistance of tribal childcare administrators is a necessity.


Childcare programs operated by the Cherokee Nation are approximately the same size as programs operated in the States of Vermont, Wyoming, and North Dakota.  Yet the level of technical assistance for tribal administrators does not coincide with the level available for state administrators.


Additionally, the high turnover rate of tribal care administrators makes the need for training and support more imperative.  Recent efforts of the tribal care technical assistance contractors to address the growing needs of experienced as well as new administrators enhances tribal governments' ability to manage childcare programs.  However, the administration must explore further ways to support management staff in providing quality programs.


Finally, the president's budget maintains a level of funding for childcare research and evaluation at $10 million.  Little information is known or available which is pertinent to the tribal care community.  Specific research funds must be set aside to gather tribal data, research effective methods of early childhood practices in childcare communities, and research and develop effective strategies for training of childcare professionals.


During a time of growing concern about funding levels, we want research-based information which can ensure that we are spending our funds in the most effective ways possible to support a positive outcome for our children.


Our vision is to achieve and maintain an enriching cultural identity, economic self-reliance, and a strong government.  Our mission is working together as individuals, families, and communities for a quality of life for this and future generations.  Childcare funds help us to achieve our vision of the future, supporting our tribal families so that we can work and achieve higher education goals.


We continue our mission of working together to ensure that our children have early experience which will preserve our tribal culture and establish a firm foundation for their future success.


In closing, I urge that the administration to support increases in both the mandatory and discretionary levels of childcare funding without capping discretionary spending, explore ways to further support our childcare administrators in their efforts to operate quality programs, and dedicate funding specifically for research pertinent to tribal child care.  Thank you.


MS. SCHOFIELD:  Thank you, Mr. Grayson.


Shannon.


Response on Behalf of the Children's Bureau


Shannon Christian

MS. CHRISTIAN:  Thank you for those very thoughtful remarks.  Those are all important issues and things that we also think about and talk with your tribes about on a regular basis.  That was a nice summary of the issues.


There were a couple things I wanted to mention.  We share with you the emphasis on early childhood and the importance of those years.  Your tribes have done absolutely fabulous work in this area in the last couple of years, and I want to say how much I have learned from our last conference with the tribal grantees.  Over 500 people came from the tribes and shared some of the best practices with the other tribes that they are doing.


It was in Phoenix in April, and we had a New Administrators Training, which we do every year.  We are thinking we may need to do it more often because, as you said, the turnover doesn't always coincide with our once-a-year training.  So we are looking at ways to do more of that.


But the emphasis is on early learning and how we can make sure that the president's Good Start, Grow Smart initiative incorporates the language and cultural traditions of the tribes.  We have had really good dialogues about that, and I expect that will continue.


We have worked together on the personal qualities needed for leadership in the tribes and how you can look to combine efforts between Head Start and child care and some of the other education funding streams, like the Johnson O'Malley Program, the 21st Century funds.


I think that what we are trying to do is help the tribal childcare leaders understand what all those other potential funding sources are so that they can try to combine and merge those funds into stronger programs.


At the same time, I do want to say that, with the tribes and the states both, we are encouraging you not to look to the federal government as the only funding source for early care and education because the federal government is really just one player in a sort of elaborate mosaic of funders.  Parents play an important role, and certain tribes have, through their economic development efforts, found ways to earn money that can be reinvested into social services and education that help supplement what you get from the federal government, which is really helpful.


We do have a new research contract that I have given my staff the go-ahead to negotiate.  It has a couple more clearances, but it is going to be looking at how in the tribes to more effectively train the informal childcare providers to provide the kind of quality care that you mentioned that attends to the social, emotional, and cognitive needs of the children.


So we are looking forward to that yielding very tribal-specific information because, you are right, we don't have many research projects that look just at the tribes.  We would like to do more of that.  That is a really important goal for both of us.


I did want to mention that in the TANF Childcare Reauthorization Bill, the administration has said it would be supportive of a $3.3 billion increase over five years, of which the 2 percent would go to the tribes, which I don't think is insignificant.  I think you and the states and everyone always wants to have more, and we can all see how we could put more to use.  But I don't think $3.3 billion is really insignificant, so I would encourage you to at least be thinking about that money and what you would want to do with that.


Otherwise, that is it.  I agree with a lot of your points.  We are working together with some of your cutting-edge tribes, which you have one example with you.


I am open for questions.


MR. GRAYSON:  As you know, funding for child care is very important to us.  As the years go on and this war goes on, child care for the dependents of these men and women who have lost their lives is going to become more and more important not just for their children but for the future generations that this will effect.


We would like to see child care really supported by funding and by our votes for childcare issues.


MS. TOBY:  May I make a comment?


MR. GRAYSON:  Go right ahead.


MS. TOBY:  I just wanted to bring one issue forward that Deputy Chief Grayson has mentioned.  It is specific to our tribe, but I think it is broader and it does affect other tribes.  With more people going to work and with the country urging more parents to go to work, we are getting into a situation where we have quality versus quantity.


We have most of our Childcare Block Grant money going towards paying for subsidies for parents and paying childcare providers who are providing higher-quality care, but it also pulls from your quality money that we set aside.  So, where we have been able to offer grants to childcare providers and other technical support services, we are taking away from that so that we can increase our subsidy to our parents and increase the number of providers.


So while we are able to pay for that, it is not going to be enough to maintain at the quality level that we would like to see for our childcare providers in the early childhood area.


Also, as we grow as a nation, we are going into some business endeavors where we are creating pockets of employers that are employing large amounts of people, and trying to create enough child care in those areas is becoming very difficult.  So I just wanted to make those comments.  Thank you.


MS. CHRISTIAN:  I will pass that along.  Thank you.


MS. SCHOFIELD:  Mr. Grayson, do you have any other comments?


MR. GRAYSON:  No other comments, ma'am.


MS. SCHOFIELD:  Thank you very much.  Thank you, Shannon.


MR. GRAYSON:  Thank you.


Incidentally, that soldier that we lost was with the 128th Heavy Engineer Battalion, and his name was Kyle Brinlee.  I have not contacted his family because I don't know if the government has contacted him. We have a way in the Cherokee Nation of finding out things about our people way before the families were notified.


MS. SCHOFIELD:  Thank you for sharing that.  We will say a prayer for him and his family.


Deputy Chief Grayson, his name was Brinnon?


MR. GRAYSON:  Brinlee.  Kyle Brinlee, B-R-I-N-L-E-E.


MS. SCHOFIELD:  Thank you very much.


Next on the agenda, discussing Indian Child Welfare, is Maurice Lyons, chair of the Morongo Band of Mission Indians.  On behalf of the Department, we have Paul Kirisitz, director of the Division of Program Implementation in the Children's Bureau from our Agency on Children and Family.


- Indian Child Welfare -


Comments on Behalf of the Tribes


Maurice Lyons and Terry Cross

MR. LYONS:  Good morning, everyone.  I am Maurice Lyons.  I'm the chairman for the Morongo Band of Mission Indians.


I have a sore throat, so Terry Cross is with me.  He is going to do the presentation for us.  Thank you.


MR. CROSS:  Thank you, Chairman Lyons.


I want to summarize the remarks and thank Chairman Lyons for being here.  I hope he recovers quickly.


I want to address budget issues with regard to tribal child welfare.  As you know, tribes have limited access to child welfare funding and we have the greatest risk of children being abused and neglected.  Those risk factors continue to increase while the child abuse and neglect rate is continuing to increase.


Yesterday, Sally pointed out these are real children and we should put faces with these children.  So in my remarks I am going to talk about a few of those situations to that it makes it a little more real.


These risk factors include everything from poverty to substance abuse to mental health and lack of mental health treatment.  You have heard a lot of other comments here today and yesterday about the availability of health care, availability of mental health services, all of these things tied together, as well as child care.


One of the families that I will be talking about is a little boy who nearly died last year of internal injuries because an older cousin abused him.  That abuse resulted from the older cousin having been abused himself, acting out that abuse with a five-year-old cousin.  He body slammed him across the room, jumped off a davenport onto the child, causing internal injuries.


It had been recommended for several months that the older cousin get mental health treatment.  There was no mental health treatment available and no funds to pay for it.   This is just one situation, but it puts a face on it.


Another situation I want to talk about with regard to a funding issue is a director, actually, of child welfare in North Dakota in one of our tribes who was asked by a county child welfare system to adopt an Indian child.  That adoption occurred.  There was an assurance that because this child had special needs in terms of mental health and some physical health problems that there would be subsidized adoption available.


The adoption was transferred to the tribal court, and later it was found that the tribal court order did not conform with the rules of Title IV-E, so the family was denied adoption assistance.  So now they have taken on a tremendous burden of both financial and emotional cost without any support from the federal government.  I can tie this directly back to the lack of technical assistance and training that is available to tribes and the lack of direct funding with regard to IV-E to the tribes.  I just want to set that context.


With this scarce funding, blocked access to a number of the federal programs because of language in the original laws, tribal programs tend to be crisis-oriented.  What tribes need is a reliable core base of funding.  Title IV-B, Part 1 has some dollars for tribes.  Most tribes receive less than $10,000 for each tribe, yet the paperwork to get that is pretty phenomenal.  Many tribes receive less than $5,000.  That doesn't even pay for a parenting course in the tribal community.


Title IV-B, Part 2.  There is an increase recommended in the president's budget.  We really support that increase.  We would also suggest and strongly urge that the allocation for tribal programs be increased from 2 percent to 3 percent.  That could be absorbed in those increased dollars without any competition to the states.  Under that program, the current limit is that tribes must receive at least $10,000 in that program.


That is an important program.  While the grants are still small, some tribes receive a fairly substantial amount.


Title XX of the Social Services Block Grant is completely unavailable to tribal communities.  As you may know, when figuring the allocation for Title XX, tribal populations are counted but states are under no obligation to pass any of that money through to tribes.  There needs to be a correction in the law and an offset for a tribal provision.  We are recommending a percent allocation for tribes.


States use that Title XX money as core funding for child welfare and other social services activities.


The Child Abuse Prevention and Treatment Act has only limited funds available in a discretionary way for tribes.  CAPTA has a reserve amount for tribes limited to that discretionary funding and the community-based resource centers.  We recommend an increase of that allocation from 1 percent to 3 percent.  Right now, tribes share that 1 percent with Hispanic programs.


We also recommend under CAPTA that there be a creation of a National Indian Child Abuse Trust Fund.  Every state in the country has a child abuse prevention trust fund that the federal government matches under CAPTA on a formula basis.  Tribes have access to no such trust fund, and child abuse prevention in Indian Country is virtually nonexistent.


We also recommend the creation of a national T & TA Center for tribal child welfare.  Right now, tribes rely on what little can be set aside from the existing National Resource Center system, which is very minimal.


In 101630 in the recent reauthorization process, it has been pointed out that even though there is a law that requires mandatory reporting of child abuse and neglect in Indian Country, it has never been funded.  So it is really an unfunded mandate.  The tribes need support to run child abuse programs.


I also want to address the president's IV-E Flexible Funding initiative that was proposed in last year's budget.  We support the concept of Flexible Funding, but we would request that the amount for tribes be at the $65 million level rather than the $30 million level proposed.


We know, for example, that under Title II of ICWA $26 million gets about one worker per tribe in the country, and that doesn't include any foster care payments for children.  We know there is no history on which to base any numbers.  We think the number that was proposed last year is far too low, and we will need to build some history to know how to address those issues.


Those are some of my remarks.


MS. SCHOFIELD:  Thank you.


Paul?


Response on Behalf of the Department


Paul Kirisitz

MR. KIRISITZ:  Good morning.  Thanks for the comments, Terry, some of which we spoke of yesterday.


Let me start from the top, or from the bottom, I guess, in terms of the program option.  I just wanted to point out, as I know you know, and share with the audience right now the only way tribes can avail themselves of Title IV-E funds are through an interagency agreement between themselves and the states.  There are currently approximately 70 of those agreements among a rather small number of states that exist at this time.


The beauty of the program option that Mr. Cross mentions is the flexibility that is not there, with regard to foster care and the Title IV-E program, right now, would become available to the tribes.  No longer would tribes have to work through the states to receive the funds.  They could receive them directly.


Secondly, there would be a much greater amount of flexibility.  The types of requirements now that in his example Mr. Cross mentioned that could not be met by the tribe, therefore not allowing funds to be received from the federal government for the situation he mentioned, would be available because tribes would have a lot of flexibility to spend the funds that are available to them.


Right now, the program option still remains to be introduced into Congress.  We are hopeful that it will be still within this session.  It does, as he points out, have a $30 million cap.  I would say that as it stands right now we are not quite sure, as you know, how that would be distributed among tribes.  I think there is language right now that would point to each of the tribes having the capacity to handle the funding under that, which may impact how much tribes are going to receive.


Secondly, with regard to the Title IV-B, as you point out, there is flexibility there but there is also a certain amount of paperwork that needs to be done by the tribes in order to receive those funds.  I can tell you that we are looking in-house right now at trying to reduce those requirements so that for the amount of money that is available, particularly currently, that tribes may not have as much a burden as they currently have in applying for those funds.


I have to say that with regard to the other things you mentioned, I have to take those back to my boss because I am not as familiar with the specifics of those programs as I am with Title IV-E and IV-B.  Let me assure you that I will do that.


MR. CROSS:  On the IV-E Flexible Funding, the capacity issue is a concern to us because any limitation of the funds to tribes actually puts children at risk.  If you create a system where some tribes can get those funds and others cannot, you leave children in the high-risk category for not being able to receive either child protection or care when they are taken into custody because of a protection issue.


Capacity comes with resources.  I think, just like we heard yesterday with regard to child support and I know in the past child care issues, when tribes have gotten access to new programs there has been a significant allocation of resources to build capacity to be able to respond.


This is not a program where a few tribes can get funded and it is going to be okay, because our kids are still dying and they are going to continue to die until we get the money to run these programs.  That is not okay.


As the person from the Cherokee Nation said, when the Cherokee Nation's Child Welfare Program is as large as some states and you cut them off from being able to run a major entitlement program, you are sentencing those children to death.  I for one am tired of watching it.  I get calls all the time on child fatalities.  When you come review our program, we have had another death.


I don't care which party does it.  This is a bipartisan issue.  We have been at this 15 years, asking for this funding.  Our children have been dying needlessly for 15 years because of somebody's legislative oversight.


I think if you really want to say that any administration or the Congress or anyone cares about children, you correct this.  So we are here to ask for your help to correct this not just for some, not just for some, but for every tribe in the nation.  Every Indian child deserves protection.  Thank you.


MR. KIRISITZ:  I can't agree with you more, Terry.  Obviously, it is going to be dependent upon the amount of resources that we receive.


I expect that there are quite a few Indian tribes out there that already receive funding from other sources, whether it is ICWA or our own resources or from BIA or whatever.  That probably represents a large number of the federally-recognized tribes.


Once again, depending on the resources that we receive, the challenge is going to be spreading it around so that we can have an impact on the number of children that you have mentioned.


MS. SCHOFIELD:  Thank you.  Thank you, Mr. Chairman, Terry, Paul.


Next on the agenda, representing Head Start, we have Mr. Willie Jones, vice chairman of the Lummi Indian Nation.  Providing discussion and dialogue on behalf of the Department, we have Douglas Klaflyn, who is the deputy associate commissioner at the Head Start Bureau at the Administration on Children and Families.


- Head Start -


Comments on Behalf of the Tribes


Willie Jones

MR. JONES:  Good morning.  My name is Willie Jones, and I am the vice chairman of the Lummi Nation.  I would like to thank you for giving me the opportunity to submit testimony on behalf of the Tribal Self-Governance Consortium and the National Indian Head Start Directors Association.


I have with me Greg Smith, and he will be representing the Head Start Association.


I have a report here that I have to highlight so I can squeeze it into the time frame.  I am just going to read the highlights and let you know that there is background and history data and explanations within this report that was submitted.  I am just going to be going over the highlights.


I urge HHS to positively consider the National Indian Head Start Directors Association's proposal to increase the set-aside for Indian Head Start which is described below, and there is background and description there.  Of approximately 555 tribes, only 222 have a Head Start program.


Sixteen percent of age-eligible Indian children and perhaps 30 percent of the income-eligible children are surveyed by Indian Head Start programs.  There is clearly a need for increased funding for Head Start.


Currently, HHS sets aside 2.9 percent of Head Start funding for Indian programs.  The NIHSDA seeks to have this set-aside increased to 4 percent, the amount provided for in Head Start reauthorization legislation recently passed by the Senate Health, Education, Labor, and Pensions Committee S1940.


If the entire were spent on expansion, the total number of Indian children served by Indian Head Start would increase from approximately 9,629 to a new total of 30,950.  This number, 9,629, has an explanation, but I'm not going to go over that explanation.  I am just going to read the numbers.


We would recommend, however, that approximately one-third of such a funding increase be spent on expansion and the remaining two-thirds spent on quality enhancement.


We support the passage of Title VI, Public Law 9368, Self-Governance, with DHHS.


We support the hiring of additional substitute teachers, 5.6 million -- [tape change] -- in technology, $3 million.  Indian Head Start programs lack computer and other technological resources.


Professional development, $2,339,000.  This request would fund degree and non-degree educational opportunities for Indian Head Start teachers and staff.


There is a great need for renovation of existing facilities as well as a need for construction of new facilities in order to meet health services and Head Start Bureau environmental standards.


In addition to increasing the set-aside for preschool Head Start on behalf of self-governance leadership, I urge you to consider an increase in funding for early Head Start.


Other HHS issues of importance to self-governance and tribal leadership.  Maintain a separate Indian Head Start Bureau and reestablish an Indian Head Start collaboration project director position; conduct culturally appropriate, relevant research and evaluation; regular consultation with HHS.


Tribal Head Start consultation must provide tribal elected leadership a forum that will allow greater opportunity for significant participation in the administration and operation of Head Start programs and greater opportunity to express their issues and concern with existing or developing federal policies, regulations, and other related directives.


No state administration of Indian Head Start programs.  State administration of Indian programs violates the fundamental tenets of the federal government's trust relationship with Indian tribes and peoples.


Recognize tribal leadership expertise to determine Head Start eligibility criteria in Indian Country.  Existing eligibility requirements continue to act as a barrier to serving children who could benefit from comprehensive early childhood programs.


Reevaluate the national reporting system to match tribal cultural and linguistic values.  Provide greater flexibility with regulations governing cost-sharing initiatives.


Self-governance tribal leadership and NIHSDA look forward to working closely with HHS.  We share your commitment to making improvements in the Head Start and Early Head Start program.  Due to the many unique needs of Indian Country and in the context of federal trust responsibility, we ask that you work closely with us in identifying which changes in the budget and proposals DHHS will be making in the proposed Title VI legislation and to the Head Start Act.


I have read this report.  It is six pages, and I have skipped over a lot of the detail.  I would expect you to be asking questions to Greg Smith or myself, and I also have Dave Bunting, my technical assistant, here with me.  That is the report.


MS. SCHOFIELD:  Thank you, Mr. Jones.


Response on Behalf of the Head Start Bureau


Douglas Klaflyn

MR. KLAFLYN:  Good morning.  My name is Douglas Klaflyn.  I'm the deputy associate commissioner in the Head Start Bureau.


I know that it is almost 40 years that Head Start has operated in your communities and across the country.  It is an important part of your communities.  I worked with Indian programs when I first started working here in the early 1970s and used to visit many of the tribal programs.  I was struck even back then by the extent to which, although this is a federally-funded program, it really is very much owned by you.


I think people in Indian communities as well as across the country feel that it is their program, their children, and there is a real sense of ownership, that Head Start is really part of your communities.  I think that is a big part of its strength.


Head Start continues to have strong support from both parties and from this administration, as it did from previous administrations.  We received a funding increase of $107 million, which will bring our total budget up to about $6.8 billion.  That allows a cost-of-living increase of 1.6 percent this year, but inflation was fairly low last year, too.  So all programs will be getting that increase in 2005.


There is a similar kind of level of increase, another COLA, cost-of-living adjustment, that will allow programs to maintain current services.  Of course, we hope that passes as well.


There is certainly work underway to try to address some of the issues you talked about in terms of improving program quality.  There is a continued emphasis that Head Start has nationally on working to improve early literacy, getting children in Head Start better prepared so that when they do enter the school system they are able to move ahead.  So we are continuing to work in various ways on getting children better able to read.


You mentioned the National Reporting System.  That is continuing to evolve.  It is a way of assessing children's progress in the fall and in the spring.  This is the first year that it was in place, and it is, we hope, going to be an important way of objectively looking at how children are progressing and then providing that information back to programs.


The issue that you brought up in terms of making it be able to operate in a way that is relevant to different kinds of communities is certainly important.  I think that that will need to be continued.  There is more work that needs to be done in that area.  I think the people who are trying to develop the system recognize that.  It is particularly, I think, challenging because of the differences among many tribal communities in terms of language issues and so forth.


So this was the first year.  It will continue, and I think there will be more work done in those areas.


Some of the points you mentioned in terms of needs for additional funds, I think, in the areas of transportation, training, teachers and retaining teachers.  It is hard to do that sometimes in more isolated communities.


There has been a longstanding need to do more in the area of facilities.  We know that that is a problem.  I don't think Head Start funds can do all of that.  We are trying to use existing resources that we have to try to do that, but I think those are continuing challenges -- that is the word they use now instead of "problems."  We call them "challenges" these days -- in those areas.


I would particularly mention the facilities, transportation, and again, the teacher training issue.  So we are trying to use the resources we have in a way that addresses those.


I should mention also the issue, because it comes up and I think it is appropriate that it come up year after year, decade after decade, of this whole question of how the program is going to be managed in terms of a separate bureau or a separate unit in Washington here, the American Indian and Alaska Native Bureau, that we maintain direct funding from Washington to local tribes as opposed to having the program be administered through our regional offices, which then gets into the issue -- not directly but it does get into the issue -- of more state involvement.


So there has been a longstanding and at this point, I suppose, a 39-year policy -- which I think will continue, seeing no reason why it shouldn't.  It is well established -- that the tribal programs be funded directly from Washington.  There is no change in that, but I know that it is an important issue, so it continues to get raised.


I think it is appropriate it does get raised because it is true that new people come in, they look at it, and they say, well, it would be more efficient if these little programs were funded or operated from Seattle or from San Francisco.  It takes a while to understand that there is a higher level of issues behind this, the reason why this happens in terms of the history and the importance of doing it this way.


So I just wanted to reiterate that that is something that I believe is going to continue.  There is no proposal to change that.


The Head Start reauthorization, which you mentioned, normally, according to the schedule, would have been reauthorized last year.  There were a number of issues that came up.  The House passed a version last summer of a reauthorized bill, and it is now under consideration by the Senate.


So we are operating under the current old legislation.  I don't know what the schedule is, but people who do know more say that this may well continue perhaps for the rest of the year, but it really depends on what the Congress' schedule is.  So we are just waiting to see how that evolves.


I think there were several other points in your remarks.  There are things happening.  I know that, for example, there is a special research effort that is trying to focus on looking at issues that affect Indian communities.  That is on the way.  There are several other specific things in terms of, for example, maintaining a collaboration function.  We have state collaboration offices that we are funding around the country to help Head Start work more closely with state programs.


We are not calling it the State Collaboration Office, but we are also funding a training and technical assistance effort that will serve that function with regard to our tribal programs, too.  That is something that has existed in the past, and we are continuing that in a similar way.


MS. SCHOFIELD:  Where are those offices located?


MR. KLAFLYN:  We have offices in each governor's office around the country for the state collaboration.  We have a training and technical assistance contract here where I think we have one person or two people.


I'm sorry.  This is Amanda Bryants, who is the acting division director.  Also, Georgie Sparks, who is the director of the American Indian Native American and Alaska Native Program Branch, is here.  I know they have more detailed information on some of these issues.


MS. BRYANTS:  I am Amanda Bryants.  I'm very sorry to interrupt.  I'm here with Georgie Sparks, who is the branch chief of the American Indian and Alaska Native Branch at the Head Start Bureau.  I'm the acting director of the division that includes AIA, as well as the Migrant and Seasonal Program Branch.  I just was going to supply a little more information.


I know that you are all aware that we had a person in the role of a collaboration director whose purpose was to work directly with the American Indian and Alaska Native community, and we lost that position in a recent kind of reconsideration of how it was funded.


We wanted to let you know that we understand the importance and need for that function and that that has been picked up again.  We will be getting a collaboration expert.  It is being funded through a different mechanism, but the person will be fulfilling the same role.  So we feel good to be able to tell you that one of the issues we have a pretty clear and immediate answer to.


MR. KLAFLYN:  Thank you.


MS. SCHOFIELD:  Thank you.


MR. KLAFLYN:  That concludes our remarks.


MS. SCHOFIELD:  Thank you.


Mr. Jones.


MR. SMITH:  If I may make just one brief comment on behalf of the National Indian Head Start Directors.


MS. SCHOFIELD:  Would you state your name?


MR. SMITH:  Yes, I'm sorry.  My name is Greg Smith, and I'm the Washington counsel for the National Indian Head Start Directors Association.


I think that you very much captured the central importance of Indian Head Start programs at many reservations.  If you looked at Indian Head Start students, they become Head Start parents, volunteers, staff, teachers.  If you were to survey the tribal leadership in this room, I think you would find an astonishing number of them passed through the Head Start program.  It truly has a miraculous effect when you pour human resources in at a very early level.


So I would just like to make one very quick point, which is there is something very powerful HHS can do to make a big difference and to resolve a lot of the concerns that were expressed here, which is to endorse what the Senate Health, Education, Labor, and Pensions Committee has put in its legislation, which is to increase the set-aside for Indian Head Start from 2.9 percent to 4 percent.


The Senate is prepared to mandate that in legislation, but currently it is set by administrative determination.  So it is within the power of the people in this room and in this building without the Senate even acting and without the Head Start bill being completed this year to follow the lead of the Senate and increase the set-aside to 4 percent.  That would increase funding by about $75 million.  The ripple effect as laid out in the testimony is truly substantial and would address virtually everything.


The Senate reached that conclusion on a bipartisan basis.  There are parts of the Senate bill that are disputed and parts of the House bill are disputed, but in this area there has been nobody in the legislative branch disputing the need and the approach.


So this lies within your power, and I just wanted to place that clearly before you, both to endorse what the Senate is doing and to go back as you assess your own budget and make the administrative determination to do the same thing.


Thank you.


MS. SCHOFIELD:  Thank you.


MR. KLAFLYN:  I guess one part of that is to look at the reauthorizing legislation and see what is allowed there.  Frankly, I think in the past and maybe even now it has been more an issue of the appropriation levels and the amount of funds that are available rather than restrictions in the legislation.


So I'm saying that, this year for example, we received $107 million for a cost-of-living increase across the country.  To do some of these things and spend more money for specific purposes requires Congress to give us a larger increase.


So that is the other side of that coin.  There is the legislation but there is also the appropriation level.  You need the dollars to be able to do that.


MR. SMITH:  But if you increase the set-aside for Indian Head Start, that increases funding to the Indian Head Start program --


MR. KLAFLYN:  It does.


MR. SMITH:  -- even if there is no increase in appropriations.


MR. KLAFLYN:  Correct.  But the issue would be then, without a larger funding increase, the only place to get that money would be to reduce funding for programs in the rest of the country, which have a great need.  A very great need, actually.  So that is difficult and, frankly, may not be possible if the way to do it is to take money away from other existing programs.  So that is what I think is the overall amount of money that sort of drives some of that decision.


MS. SCHOFIELD:  Thank you.


Mr. Jones, anything else?


MR. JONES:  Thank you very much.


MS. SCHOFIELD:  Thank you very much.


Next, discussing the Temporary Assistance for Needy Families, or TANF, we will have Jonathan Windy Boy, councilman from Chippewa Cree Tribe.  Leading the discussion and dialogue on behalf of the Department, April Kaplan, who is the deputy director for our Office of Family Assistance in the Administration on Children and Families.


Mr. Windy Boy.


- Temporary Assistance for Needy Families -


Comments on Behalf of the Tribes


Jonathan Windy Boy

MR. JONATHAN WINDY BOY:  Thank you, Madam.


I just wanted to wait until April sets up there.


MS. KAPLAN:  I'm set.  Thank you.


MR. JONATHAN WINDY BOY:  I want your full, undivided attention.


MS. KAPLAN:  You've got it.


MR. JONATHAN WINDY BOY:  First of all, Madam Chair, I want to thank you.  My name is Jonathan Windy Boy.  I'm a member of the Chippewa Cree Tribal Council.  I'm also a House representative for District 92 in the Montana State Legislature.  I'm also a member of the Human Services Committee with the legislature and the cochair of our Chippewa Cree Social Services Department, which oversees our new TANF program.


I have some copies of the testimony outside there.  I do believe, April, you have a copy of it.


I know I only have five minutes, but I will try to compress everything within that five minutes.


First of all, under TANF, welfare reform offers tribes the opportunity to provide customized programs and services to their communities through the tribal TANF programs.  Of the 562 federally-recognized tribes, only 41 have approved plans, serving 180 tribes and Alaska Natives.  In addition to the 41 plans, the division of Tribal Services has 13 pending plans that are in various stages of review and approval.  Over $200 million in direct funding is distributed to tribes administering TANF in 15 states.


One of the recommendations in the testimony here is that the director's position has remained unfilled since the retirement of John Bushman.  Right now, Ray Apodaca is unofficially acting in this capacity without the recognition he justly deserves.  So one of the things that we ask is that he be either moved up or appointed.  Now, he does have a lot of extensive background in this capacity.


Currently, two full-time employees are assigned to the tribal TANF programs.  The number of tribal programs has increased substantially due to the increase of tribes operating TANF programs.  This current staffing level is inadequate based on the tribal TANF programs that they must oversee.  As more tribes begin to operate their own tribal TANF programs, the number of tribal TANF programs they must monitor continues to increase.


We recommend adding additional funding for four full-time employees to handle the increased workload of additional tribal TANF programs.  Because of the lack of training and technical assistance to tribes, lack of information about the basic fundamentals of TANF, potential benefits, and the pros and cons of TANF when considering it, the tribes need TANF training and technical assistance to determine whether to administer a TANF program.


With the possibility of many more tribes nationally operating tribal TANF programs, the Division of Tribal TANF doesn't have enough funding available to provide direct information to tribes to make an informed decision.  TANF training and technical assistance must be tribally driven.


Food stamps demonstration.  TANF reauthorization should include language that allows for tribal food stamp demonstration projects.


The delinking of TANF sanction and Medicaid; the reason why I put this in there is because there are some states that are considering this.  I'm using Montana as that example because they are moving forward with a policy decision on the local level that if a TANF recipient gets sanctioned with their TANF cash assistance and what not, then they are going to sanction their Medicaid.  I will go into a bit on that later on.


Receptive to tribal needs.  Even though there are a lot of tribes nationwide that aren't TANF, the administration is urged to encourage states to be more receptive to tribal needs for those Indian families continuing to receive TANF services under the county operating plans and that states provide services to those individuals.


Adequate funding.  The main issue for tribes to operate TANF programs has been the willingness and the ability of states to contribute state matching funds.  The welfare reform law requires states to continue to spend state general funds at a level equal to at least 80 percent of the FY '93 - '94 level.  This is known as the Maintenance of Effort Requirement.


States have the option to provide matching funds to tribes as a way to meet their MOE requirement on a dollar-for-dollar basis.  One state contributes a 100 percent match.  Most states give a 30 to 80 percent match, and some states do not contribute at all.


States are seriously considering decreasing or eliminating MOE funds to tribes as a way to offset their budget deficit.  The threat of losing state matching funds presents a dilemma to tribal governments.  Can they continue administering TANF with inadequate funding, or should they retrocede the program back to the state.


Tribal leaders, tribal representatives, and tribal TANF administrators have held several national meetings to discuss TANF reauthorization.  One outcome of these meetings was that tribes reach national consensus to request an amendment that would encourage states to continue or start contributing to tribal TANF programs.  While states have successfully reduced their TANF case loads by one-half, they are still required to continue providing the same amount of MOE funding.


Some states have given federal welfare money back to the federal government because they do not spend the money fast enough on welfare programs.  A proposed Senate Welfare Reform Reauthorization bill requires new federal money to give a 50-cent-on-the-dollar rebate to states that provide matching funds to tribes.  This provision would be hard to achieve during this time of a tight federal budget.


Instead, we propose the optional no-cost three-to-one MOE State Credit Amendment that satisfies the federal MOU requirement, provides an incentive to states by decreasing the MOE general fund requirement, and tribes receive matching funds necessary to administer a successful TANF program.  States currently not contributing to a tribal TANF program may choose to do so if this amendment is enacted in law.


The bill language.  Funding for tribal TANF programs and incentive grants to states that provide maintenance-of-effort support to Indian tribes, it is recommended that states be granted an increase in their initial maintenance of effort reduction from a dollar to three dollars for every dollar provided to a tribal TANF program.


This $3 up front reduction in the state MOE requirement would further encourage state contributions to the tribal TANF program that would require additional appropriation of funds from the U.S. Treasury.


Aside from all of that, I want to kind of elaborate a little bit on what it is like in Indian Country just from my own experience in the past few years.  While I have moved forward with our local TANF program, I took on this particular issue a couple years ago when I was a former chairman of the Montana-Wyoming Tribal Leaders Council, which is a consortium of the 10 tribes in Montana and Wyoming.


There was some technical assistance that I received from a lady whose name is Toni Plummer who is our acting TANF director at home.  There have been a lot of things that she brought to my attention and that of tribal leaders across our state, some figures that had not really been brought to the forefront.


When I brought these figures to our senator, Max Baucus, he was alarmed by some of the information at that time.  That is when he directed his staff to work with the tribes in the State of Montana.


Coming out of those meetings there, out of the figures that the State of Montana reported to the federal government, 52 percent of the total caseload in the State of Montana is Native American.  From those figures, since Rocky Boy had moved forward with using TANF, I wanted to use our statistics as an example of what it is like for tribes and counties that tribes reside in and the figures that we have moved forward with our tribal TANF plan.


In 1994, there were a caseload of 392 in Hill County, in which Rocky Boy resides, and out of that caseload of 392, 379 were Native Americans.  These are figures that the state has moved forward on.


The reason that I'm bringing that up is a lot of times there are these incentives that the states receive as far as caseload reduction.  Last year, the State of Montana had received a $5.4 million-dollar incentive for reducing its caseload.  Even though that incentive has been awarded, the percentage of caseload in the states remains the same.


I asked our administrator, what portion of that $5.4 million goes back to the tribes?  He said, none of it.  I said, where does that money go?  It goes right back into the general fund of the state budget.  That is one of the things that I would recommend, too, as far as any policy change, that if there are any incentives that go to the state, then the state should have a portion of it that should go back to the tribes to help offset some of our own administrative costs.  If not, then it should be directed back to the tribes because, like I said, 52 percent of our total case, using that example, they are using our numbers and our data.


That goes into another issue that I have as far as the importance of data.  A lot of times when you move forward with this data, data equals money.  A lot of times with a lot of the budget situation, when IHS or TANF or whoever gets a decrease then we have to figure it out on a local level.  Tribal governments have to rob Peter to pay Paul to make ends meet.


If a state, for example, sanctions a recipient for whatever reason, they don't have a ride or don't have gas or don't have a babysitter for that day, then they get sanctioned.  Obviously, naturally, where do they go? They come to us.  That is the real picture.  As tribal leaders, that is what we are faced with.  That is the dilemma that we are faced with.


In closing, if I had my druthers of moving forward with any type of legislation with TANF reauthorization, Senate Bill 751, which Baucus had originally moved forward, that comes from the tribes.  That is the real need that tribes have.  That is the wish list that was brought forward.


I understand that there is a House Bill 4 and a Pride Bill that is moving forward, but like I said, if you really want to address the true need in Indian Country, revisit Senate Bill 751 and you will see what comes from Indian Country, the true need.


When I was in the last legislative session, there was a House Joint 30 that I proposed and it passed both houses, the Senate and the House.  It encourages the federal government and Congress to support Senator Baucus' reauthorization bill.

So, with that, I have the backing not only of the tribes in the State of Montana but you also have both bodies in the legislature in our state to support our senators' actions moving forward.


If I have any time here, I wanted to introduce Virginia Hill, who has been an integral part in a lot of the actions that we have been moving forward on.


MS. SCHOFIELD:  Thank you, Mr. Windy Boy.


April.


Response on Behalf of the Office of Family Assistance


April Kaplan

MS. KAPLAN:  Thank you, and I appreciate all of your comments.  I'm going to try to work down what you have mentioned here.


We do currently have 42 plans approved right now.  We do look forward to more tribes submitting plans. I do look forward to working with more tribes so that they can develop tribal plans.


I will briefly address the director/division issue that was mentioned.  Ray Apodaca, who does work for me, is greatly appreciated, and we do really respect his knowledge and use him to the fullest capacity we can.


The division has not gone unsupervised.  We have had Robert Shelbourne supervising that division as well as we have allocated two additional staff people that have worked on other issues to work on tribal issues as well.  So we do currently have more staff working on tribal issues, and we do have a director covering that and I have been covering it as well.


So we don't see it as a division that is insignificant.  It is actually a very significant and important division and important enough that we have transferred people from one division to another to cover this issue.


So that should cover the staffing kinds of issues.  As I think most people would say, it is always nice to have some more people to work on important issues like this, but I feel it is being covered adequately right now.


As far as technical assistance is concerned, we are providing technical assistance by phone as well as sending people out to tribal country to provide technical assistance.  We do intend to do more on technical assistance.  I feel we may have been a little bit weak on it, and we do intend to move forward and do some more on-site as well as cluster-type training around technical assistance.  We are looking forward to doing a cluster training towards the end of the summer on financing, management, and some general policies and procedure on implementing tribal TANF programs.


We understand that, as we do with states, that what we did six years ago or seven years ago and how you design and develop programs, that some of those people have changed that we spoke to then and that it is time to really get back in some cases to the very basics and in some cases some more advanced training.  We look forward to doing that this summer.


We also are looking forward to developing somewhat of a guide.  I don't want to call it a training guide, but a guide on policies and procedures as well as one that will focus on financing and management kinds of issues, which seems to be a lot of the requests that we get in here.  We hope to work with other bureaus within ACF to develop that documentation, and we hope to have that ready towards the end of the summer as well, in time for this cluster training that we hope to have.


I do anticipate that we will do more of these types of cluster trainings and produce other kind of guides over the next year or so, but I do appreciate your concern about technical assistance directly.


Moving on down to the linkage between TANF sanctions and Medicaid, we agree with you and certainly support not providing people with services if they are sanctioned.  Our hope is that states and tribes develop programs that work so well that we don't need to sanction people off, and have preventive services for preventing states and tribes from having to sanction people off of the caseload.


I will briefly explain how the funding is figured out as to what is going to tribes.  I know you guys are well aware of how it was figured out, but the funding given to tribes for TANF was based on '94 caseload numbers.  The state and tribes negotiated how much money would be given to tribes based on those '94 numbers.  We didn't negotiate, we were not part of it.  We respected the sovereignty of both the state and the tribes and we did not get involved in the negotiation.  It was set in law that said we are going to take '94 numbers and that would be the amount of money given.


The only situation in which that can change now or has been able to change over the last eight years is if a tribe and a state agree that those numbers were wrong in '94.  In that case, the tribe and state can go back and negotiate, and we would certainly approve giving more money to the tribe based on that new negotiated rate.


States have had some benefits over tribes around high-performance bonus money where states could apply for it and the tribes could not.  But we encouraged states and in some cases some states did give money back to the tribes.


HR 4 as well as, actually, the Pride Bill in the Senate both allow for tribes to now apply for what is going to be called the Employment Achievement Bonus independent of the state.  So that is a source of funding that tribes will be eligible for that they had not been prior.


We also certainly encourage states in meeting their MOE to provide the MOE funds to the tribe to meet their match.  Several states do that as well.  We will continue to encourage states under current law and, whichever bill gets passed, we will encourage states to work with tribes and use their maintenance of effort dollars to help support tribes.


I know there are several amendments that are out there, and I am not aware of all the amendments that you mentioned in your testimony that are in here, but I certainly will go back after today and look into those.  If they are proposed in Congress, we certainly look forward to working with Congress on those amendments.


But both the House and the Senate at this point are requiring in their legislation states and tribes to work closely together in developing TANF plans.  We really encourage states and tribes to work together even when we get calls now, at this point, and states and tribes have had a difference of opinion on something.  We are happy to talk with both, but negotiations should happen between the states and the tribes.


In addition, both the House and the Senate Pride Bill have both put forth money for Healthy Marriage Initiatives.  The funding for the match comes from two different pots.  There is a matching fund portion and there is a community demonstration and research portion.  It is states, territories, and tribes that are eligible to apply for that funding, and we certainly support that tribes should be able to start their own programs and apply on level footing with states for that funding as well.


I might be running out of time at this point.


MS. SCHOFIELD:  Thank you, April.


Ms. Hill, you had some comments you wanted to add to the dialogue?


MS. HILL:  As far as the adequate funding, as you are aware, because of the budget deficits more states are looking at cutting out or eliminating this entirely. What we are seeking here is support from the administration on this amendment.  In fact, we are going to be meeting with Senator Baucus this afternoon regarding this amendment.


It is a no-cost amendment.  It is supported by tribes.  We have resolutions from NCAI, from Affiliated Tribes of the Northwest.  NCSL supports it.  We are working with the Western Governors Association for support.  So we are just looking for additional support from the administration.


MS. SCHOFIELD:  You do have a copy of the amendment?


MS. HILL:  Yes, it is here.  I apologize that we didn't get this to you sooner to be included in the packet, but it is out in front.  We do have extra copies as well.


MS. SCHOFIELD:  Thank you.


MR. JONATHAN WINDY BOY:  Madam Chairman, if I could make some closing comments here.


It all sounds fine and dandy as far as what you are talking about, April, as far as state and tribal relationships and what you are encouraging states and tribes to work with.  But not all tribes have good relationships with states, and that is a fact.  We can say it here, but the real world out there is not like that.


If you recall here, a couple months ago in our case, the State of Montana through S & R negotiation said that they were only going to give us $468,000.  They wanted to use their own figures, their own formula, and what not.  We proved them wrong and we are now getting $1.7 million.  So the relationship isn't really there.  You have to prove them wrong rather than having to stay out of the tribal-state negotiation process.


What happened to the tribal-federal relationship?  I thought there was supposed to be some type of a trust relationship that the tribes have with the federal government, but now here we are getting dished off to the states now?


MS. KAPLAN:  Oh, no, we definitely feel that we should provide and do provide technical assistance to both states and tribes.  In situations where there is a negotiation problem between tribes and states, we would provide technical assistance to both the state and the tribe as far as what is allowable for each then to do, and talk through financial figures and data, since we get the data from you, how those numbers were developed.  We provide the same numbers and the same technical assistance to both the states and the tribes.  We see ourselves as providers of assistance to both equally.


MR. JONATHAN WINDY BOY:  One last one and then I will be quiet.  You are talking about these incentives about a lot of these different states.  Montana and South Dakota are two of the poorest states in the Union with unemployment rates reaching as high as 80 percent.  Those are the only two states that don't provide these incentives.  Why I don't know, and hopefully they will kind of loosen up a little bit.  I plan on pushing the ink with them.


So as far as the incentives, perhaps maybe, if it is within your power, you could encourage these states to assist tribes in receiving incentives because administrative dollars can always be of help.


MS. KAPLAN:  Thank you.


MS. SCHOFIELD:  Thank you, Mr. Windy Boy and April.


I think we are almost on time.


At this moment, we will open up for tribal comments.  Please, again, state your name and your tribe for the transcriber.  Thank you.


Tribal Comments

MR. GRAYSON:  We were talking about tribal governments and working with the state.


Excuse me, ma'am.  I'm Joe Grayson, Jr.


MS. SCHOFIELD:  Yes, Mr. Grayson, you have the floor.


MR. GRAYSON:  Deputy Chief of the Cherokee Nation.


We of the five tribes have been trying to work with the state, and we are always at odds with our sovereignty.  We are considered sovereign nations.  In working with the state, our form of government in the five tribes in each of the individual tribes was in existence long before there was a State of Oklahoma.  We have a hard time making them recognize that and seeing us as dependent nations in the United States government.


So it is a hard road, but we are making inroads.  You can ask Mr. Keel.  We are doing a good job in Oklahoma, and it is a good, hard fight.


What we are trying -- [tape change] --


MS. CAPOEMAN-BALLER:  [In progress] -- also with respect to tribal-state relationships, I hope that the agencies do not believe that the tribes can just openly work with any state government on any tribal issue because there must be a government-to-government relationship.


That should always be the number one priority for the agency when they are dealing with tribes because not everybody can work well with states.  States have a totally different way with respect to how they treat tribal governments.


In Washington State, I am very pleased with the relationship that we have with the state, but I know that doesn't hold true on every issue and every topic.  So I hope that all the agency people that are here, please remember that we are all sovereign nations or separate governments and we must be dealt with likewise.


MS. SCHOFIELD:  Thank you.


Further tribal comment?  Chairman Windy Boy.


CHAIRMAN WINDY BOY:  Yes, Chairman Alvin Windy Boy, Chippewa Cree Tribe.  Looking over the agenda here, certainly all these issues are very important to tribal leadership.  I am involved in most or all of them.


But there is something that needs to be addressed here.  I need to know the administration's direction on this, and that is the report that is out in Indian Country called "The Quiet Crisis."  What is the status of that report?  We realize it is about six months old, but the report addresses all these issues.


I said this yesterday.  It boils down to money.  Show us and give us the money to provide those basic fundamental programs.


We did this a year ago, two years ago, three years ago.  I think this is our fourth year.  Do we have somewhat of a report card?  Because I have to deal with reality here.  I need to find out how much contract health care is going to be given to tribes in Indian Country.  I need to know if there are going to be adequate indirect costs given to tribes.  I need to know if orthodontics care is going to be given to tribes.


Those are the issues that I have to deal with.  I go back to Rocky Boy and I make presentations to nine or 10 tribes in Montana.  Am I going to tell them, hey, we got a $10 million increase to help those 6,000 kids that need orthodontics care on the eight reservations in Montana and Wyoming; yes, contract health care is going to get a $100 million increase, because it is going to say that right here.


Do I have that?  Are you as tribal leaders able to go home and say that?


I say that because we have six months.  The president's budget is out.  We see increases.  Certainly I appreciate the administration for allowing us to come to the table to be a part of the One HHS.  I have to deal with the reality.  Show me those realities.  Show me the money.


MS. SCHOFIELD:  Further tribal comment?  Yes, Mr. Jones.


MR. JONES:  I also have concerns on "The Quiet Crisis" because I have made statements at home that we have to be doing something about that.  I made statements yesterday on the treaty, the government-to-government relationships.  If we are going to be jointly working on something, I want to see results.  To me, that "Quiet Crisis" report would be a good measuring tool.  If we could start making progress on that or something, or some kind of a commitment, something I could tell my people back home.


At the same time, I am going to be urging tribal leaders that we need to do something.  We need to be standing up and we need to demand the treaty and agreement that we have.


So I wanted to agree with Alvin on that "Quiet Crisis," that something has to be done with it.  It is a report that is disgraceful.  It is something that we have to look at and say, hey, we have to change that.  So I just needed to say that.  I'm going to say it over and over.


MS. SCHOFIELD:  Thank you, Mr. Jones.


Anything further?  Yes, Mr. Windy Boy.


MR. JONATHAN WINDY BOY:  Yes, thank you, Madam Chairman.


Just a little something I wanted to mention about the TANF, and I echo everything that my chairman says.


Back to the TANF, on some of these term limits and the existing PR and what is being proposed, there is a 60-month time limit on the span of a welfare recipient.  When we are faced with 70 percent unemployment in Indian Country, it is unreal.  What is going to happen after their 60 months are up?  Who are they going to go?  What are they going to do when there isn't anything that we have to offer them?


Even though that 60-month time limit is up on these recipients, where does that leave us as tribal governments?  Those time limits do not relieve the federal government of their trust or treaty obligation or fiduciary obligation that they have with the individuals that we represent.


Getting back to, also, the importance of filling that executive director position, when states question tribes on matters of conflict, they ask, "Well, let's call up the executive director."  They look and they ask, "Well, who is your executive director?"  The executive director position has been vacant since John Bushman retired.  Those are the issues that need to be addressed, if it is going to be filled and hopefully it will be.


So, with that, the issues of that and talking about a 70 percent unemployment rate, there are a lot of things, and I brought this up yesterday, about the issues of wraparound services, ranging from methamphetamines that are out there and all of these other issues that are brought forward.


Throughout my five years here, government-to-government consultation has been a buzz word.  Now it is economic development, with a 70 percent unemployment rate.  Right now, BIA has economic development.  Why don't IHS and BIA come together and put together a collaborative economic development plan that is going to address the real issues in Indian Country, rather than just having fingered services out there.  These are the issues.  I feel we need to sit down and come up with a plan that is going to work.


Thank you.


MS. SCHOFIELD:  Thank you.


Ms. Joseph.


MS. JOSEPH:  Madam Chairman, I am Rachel Joseph, chairwoman of the Lone Pine Paiute Shoshone Tribe, for the record, and cochair of the Indian Health Service Budget Workgroup.


Consistent with Chairman Windy Boy's remarks, I must share our observation with you now, and maybe we can address it in this afternoon's agenda, but our observation that in previous consultations our dialogue after our presentation has been with the secretary's budget team and certainly with you, Mr. Weems.


While we always welcome the opportunity to dialogue with Dr. Grim, we cannot help but wonder, since Dr. Grim knows that these budget recommendations reflect a national consensus from Indian Country, what he can respond to us.  We hope that he will say, I recognize this represents consensus and, by all means, you can have these increases, or is he going to be able to carry the administration's message that current services plus the percentage authorized by OMB.


So we look forward to a meaningful dialogue this afternoon on these critical budget issues.


MS. SCHOFIELD:  Mr. Freddie.


MR. FREDDIE:  Good morning.  I want to take this opportunity to thank the people here in the room and with the Department for giving us the opportunity to come back again.


Just a little story.  There was a little girl that called the fire department.  She said, "Fireman, Fireman, there is a fire over here.  Can you get over here?"  So the adult on the other side took the information, but he was puzzled.  So he got back on the line and said, "How do I get there?"  She said, "In your red fire truck.  Duh."


[Laughter.]


MR. FREDDIE:  We have been coming here for years and I think we have made inroads in a lot of ways.  We just used to focus on the IHS budget.  But we know there are some fringe programs that make up government and provide direct services to our people on the reservations and in the urban areas and in all areas.  The coordination, the facilitation, the direction that is needed is very much appreciated.  There is a lot of technical assistance that needs to be rendered from the Department, from the regional offices.  I think that is very important.


Also, you need to realize the uniqueness of tribal governments.  They are not all the same.  I think that is very important.  More importantly is being able to establish a dialogue.


But you are the pivot people.  You are decision-makers that can take our message.  I was very glad to hear that some of our tribal leaders met with the president of the United States.  That we envisioned some time ago.  More of that needs to happen.


We have had some visits from the Department administration out to Indian Country.  That was a plea from tribal leaders, also.  We have been coming to you, come out and visit our land and see firsthand what is going on out there.


I have been in tribal government for some years.  It used to be that a document was put on the table for tribal advisory groups and tribal leadership.  This is going back to Washington to the funding source; do you want to approve it or not.  With the time constraint, we will go ahead and approve it.


That brings me to another story.  There were these young people in a sports club who were in the sauna.  One of them left a cell phone out there and it was ringing.  This person came by and he picked it up and said, "Good afternoon."  On the other end the person said, "Honey, is that you?"  He said, "Yeah."  They said, "You know, we are going over to this car dealership, the sports car that we looked at.  Can I get that on the car?"  He said, "Yeah, go ahead."  They said, "Then we are going to go to the mall and we are going to do this and all that.  Can we do that?"  This gentleman says, "Yeah, go ahead," and it wasn't even his phone.


But I think this tribal consultation needs to be very meaningful.  We try to do prioritization and priority spending with very limited funding.  I came here a number of times, and the last time I said, we talked to you pivotal people, important people.  We need you to help us add some more zeroes to the budget.  That would be what counts, what Alvin is saying here.


Thank you.


MS. SCHOFIELD:  Thank you.


Mr. Rolin.


MR. ROLIN:  Thank you.  Buford Rolin, vice chairman and health administrator for the [name] Creek Indians in Alabama.


I want to echo what Mr. Freddie has said there and take it a step further.  For some time now tribal leaders have been asking for, and I appreciate, the opportunity that the administration has taken to us in continuing these tribal consultation sessions, especially the fact that the regional offices have been out to Indian Country.  I commend you for that.


But I also want to echo, again, as I said a few weeks ago at our meeting in Nashville as I talked to Andy Knapp and others, it is very important that this president meet with tribal leaders.  We are hopeful that we can arrange that.  Certainly, we are hopeful that people throughout this government will hear us and will help us to arrange that.


But one of the things about the opportunity to have these various presentations this morning is an opportunity also for us, and certainly in my case and I can use my tribe as an example, in the area of the Administration for Children and Families.  Through the ANA, we have been able to utilize that funding source and we have made a great improvement within our tribal community.


So I would say to the other OPDIVs within the Division of the Department of Health and Human Services, as far as regulations or whatever the problem may be, give Indians the opportunity to assess your OPDIVs and be a part of your grant process.  We have the capabilities.  We know how to run these programs.  We appreciate all you are doing, but we would encourage you to reach out because you have examples within the administration and within the Department of what is happening.


I can never say enough of the role and work that IHS does working with tribal leaders, and I appreciate the inclusiveness of tribes and tribal leaders in this whole process.  But as we all said many years ago, it is a new day before us now.  We have to be included.  We know that tribes are responsible and continue to make efforts to empower their own people to be responsible as well.


We ask you to work with us and let us prove to you that we can do that so that not only you but we as the leaders of our people will see the changes that will take place in our Indian communities.  Thank you.


MS. SCHOFIELD:  Mr. Taylor.


MR. TAYLOR:  Thank you, and good morning.  Good morning to everyone.  I also want to extend my appreciation to the tribal leaders and to the staff who came here yesterday and today to be a part of this consultation session, to Dr. Grim and his folks for allowing us to sit together in the way that we have in the past.  My fervent hope is that we are in fact truly consulting and that the wonderful statements that you are hearing are going to have an impact on policy and budget.


What I wanted to just briefly focus on were the presentations this morning on both the childcare program and Head Start program.  The Hopi Tribe, I mentioned yesterday, has 12,000 members.  We have six elementary schools, one junior/senior high school on the Hopi, and we have one new elementary school, one that will just be in the process of being built now, and of course we need replacement schools for the others.


We have five Head Start centers.  Of course, we are all thankful for that.  Two of the five have a new facility.  The other three are in desperate need of replacement.


We have one childcare center.  Obviously, the need there at Hopi is to build more Head Start and childcare centers.  We want to be able to be a partner in developing these.  We are not one of the wealthier tribes.  We would like to say, though, that we are rich in our culture.  We are fortunate that most of us are still able to speak our native language, but I am sad to say that we are losing that as well.


I think the childcare program and the Head Start program represent probably one of the best opportunities that we have to impact our young children and our nations as a whole.


I was talking to Bridgette after her presentation.  There are some dialogues going on that are helping to bridge the childcare and the Head Start programs, and I would like to see how we can have better collaboration, including flexibility in how we can combine the resources to not only make impact on the facilities but how we can really use that program to get to the children at their most impressionable stages, and also an opportunity where parents are actively involved to really have a wonderful education program in place.


So I think we have some wonderful programs here.  I would like to see how we can continue to improve on these programs and also increase funding.  Thank you.


MS. SCHOFIELD:  Yes.  Please state your name.


CHAIRMAN JUAN-SAUNDERS:  Chairwoman Vivian Juan-Saunders, Tohono O'odham Nation.  Thank you for inviting us here to the table.  I would like to thank all of you seated out there.  I feel like we are preaching to the choir.  We appreciate your understanding and time and effort you have taken to meet with us as a group but also as individuals.


In terms of Head Start, we are moving towards individual and tribal economic self-sufficiency.  As we move towards that direction, the criteria for Head Start remains the same.  It limits many families and children who could participate in the program.  Many of our children don't meet the criteria because of income.


For the Tohono O'odham Nation, we do have one daycare.  We have one Head Start program.  We have five centers.  The nearest city to access day care is 60 miles away in one direction, 120 miles away in another direction, 5000 miles in another direction, and we are limited.  For those parents who may not meet the criteria, although 10 percent is reserved for high-income parents, that poses a problem for tribes who lack daycare availability in the nearby vicinity.


We talk about foster care and we talk about Indian child welfare.  There are tribal members who may be at an income level that could possibly take in children but need daycare and don't have access because we are limited and we don't have daycare.


I speak from experience.  I took in a child four years ago, a three-year-old, and had no access.  I couldn't even qualify for Head Start and couldn't qualify for daycare.  Much fewer people are low-income, so there is a problem there.  We need to sit down and see what the best alternatives will be for tribes that are in a very isolated geographic location.


Finally, I just want to say that as we make our rounds on Capitol Hill, what we are hearing is the only increases in funding are for the Department of Defense and Homeland Security.  But even then, tribes cannot access homeland security funding.


It is also important for the administration to include our requests in their budgets.  When our requests are not in your budgets, it makes it more difficult for us to lobby on Capitol Hill.  It also provides us with another avenue to get our requests in bills, but we are fighting two fronts.  So I would request all the agencies to include us.


When we talk about health care, we receive funding through various programs, but if you look at BIA, for the western region, which comprises Arizona, Nevada, and Utah, we received $2 million for roads.  That is distributed to some 40 tribes.  But yet, if you look at ambulances that need to travel these roads to get to patients and get to people that are calling for help, these roads are not well-maintained.  It is very difficult to access people.


If you look at HUD, our tribe receives only $6 million for housing annually.  We have a 2.8 million acre land base, 28,000 people, but yet our people lack proper sanitation and live in substandard homes that create health problems.  Without homes, proper shelter, without proper roads, it impacts health.


Yet the limited funds that we receive from all these agencies, it is a vicious cycle.  I heard yesterday we need to really take a holistic approach to the issues we are dealing with because it is a domino effect on all these issues.  So I would hope that as we move forward in discussing the budget that we sincerely coordinate.


I heard at NCAI a suggestion that we look at the model of the Million Man March, although I said Million Man and Woman March for Indian Country.  I don't know what else we can do but to come gather here in the Nation's Capital and make our voices heard.  That was a suggestion raised at NCAI, and I don't recall offhand who made that suggestion.  At the time people laughed about it, but I think it is becoming more and more evident that something needs to happen.  A public event of some sort at the national level needs to happen to get someone's attention.


Thank you.


MS. SMITH:  Thank you.  We are at the time now.  Please hold your question or comment until this afternoon's session.


We are at the time when we have concluded the presentations and the agenda we have set for this morning.  I will say a few words, and then Ms. Schofield will wrap up with her closing comments as well.


I want to thank you very much for the seriousness with which your presentations were made and the thoroughness with the presentations, both orally and those that have been submitted.  It is my fervent hope and I truly believe that the administration has heard the seriousness with which the presentations were made both this morning and yesterday as well.


I want to thank all the tribal leaders that spoke, and Ms. Juan-Saunders and Mr. Grayson.  I do know your names.  Please forgive me my momentary memory lapse.


But again, we will conclude this morning and start promptly at 1:00.


Ms. Schofield.


MS. SCHOFIELD:  Thank you, Sally.


Thank you all for coming.  We appreciate your comments.  One thing that I would like to add is that as we have talked about the human services needs throughout Indian Country, just a reminder that the Department has tried to convene and interact and lead on a three-way network for providing better human services with the American Public Human Services Association and NCAI.  We have had a conference call and we had a meeting that was set up last winter at the NCAI meeting.


We are moving forward with that and trying to make sure that we work together with the states because there is such a need that it is government-to-government, but we also have a need to improve dialogue with the states.


We have had representatives nominated from Indian Country and the states are working together with the Human Services folks.  So if you need any more information on that, please feel free to call my office and talk to Stacy Ecoffey about that, or catch one of us as we leave today.


Again, thank you very much.


[Luncheon recess taken at 12:00 p.m.]


+ + +


A F T E R N O O N  S E S S I O N

[Reconvened 1:10 p.m.]


Introductory Remarks


Lt. Gov. Jefferson Keel

LT. GOVERNOR KEEL:  Good afternoon.  My name is Jefferson Keel.  I'm Lieutenant Governor of the Chickasaw Nation.  I'm also Vice President for eastern Oklahoma for the National Congress of American Indians.  I'm honored to have been asked to co-moderate this afternoon's session.


I wanted to acknowledge, also, that a tribal leader has joined us.  The Honorable Tex Hall, the Chairman of the Mandan, Hidatsa, and Arikara Nation, also the President of the National Congress of American Indians, has joined us.  Welcome, Tex.  A little bit later on this afternoon, we may ask you for a comment.


I think it is important that we go ahead and get on with our schedule.  We are already a little bit behind.


I'm going to turn it over to Kerry Weems.


MR. WEEMS:  Thank you.  I think we are ready to begin with the agenda.


I was asked to see if the temperature is okay in the room.  Some people have said maybe it is a little chilly.  Is everybody okay, or would you like it warmed up a bit?


LT. GOVERNOR KEEL:  I suspect it will heat up in here a little bit this afternoon anyway.


MR. WEEMS:  It might.  Maybe we could all use a good sweat anyway.


[Laughter.]


MR. WEEMS:  With that, Jefferson, why don't you introduce Pearl, and we will go right on to the Agency for Healthcare Research and Quality.


LT. GOVERNOR KEEL:  Before we get started, I would like to remind the speakers that I have been given the five-minute timekeeper card.  I am going to flash it at you, and then I'm going to wave it at you, Pearl.


[Laughter.]


LT. GOVERNOR KEEL:  I won't do that.  I will be respectful of your position, but I would ask that you be respectful of the others' time.  We are somewhat limited in our time frames.  In order to get everyone on there, I would ask you to respond to that accordingly.


The first item this afternoon is the Agency for Healthcare Research and Quality, represented by Pearl Capoeman-Baller, the president of the Quinault Nation.


Pearl.


AGENCY FOR HEALTHCARE RESEARCH AND QUALITY


Comments on Behalf of the Tribes


Pearl Capoeman-Baller

MS. CAPOEMAN-BALLER:  Thank you very much.  Though I have been invited to make some opening comments on the Agency for Healthcare Research and Quality, better known as AHRQ, my testimony probably will not be as compelling as some of the needs that have been identified, such as Head Start and foster care and elder care and TANF.  All of those are critical issues, but I really believe that without this component of AHRQ and the needs that it addresses for Indian tribes we will not have the resources in the future to accomplish what we need to do.


So with that, I am going to proceed with the intent of my opening remarks to begin discussion with the agency of AHRQ regarding the research needs of IHS and tribally-operated health programs and in our communities.


First of all, I would like to take a moment, Director Clancy, to really acknowledge the work that AHRQ has done with the communication and outreach to tribes.  They have sent out recent mailings to all the tribal chairs and to the presidents of the various community colleges informing them about the work of the agency and the funding opportunities that are available.  So I want to let you know that communication is key with tribes, so that is definitely very much appreciated.


The agency also made a commitment to become a partner with the Native American Research Centers for Health Programs, which is also known as NARCH, along with the Indian Health Service and the National Institutes of Health.  That is to be commended.


The NARCH program has allowed tribes to develop opportunities for conducting research responsive to the needs of tribal communities and to assist us in developing a talent pool of American Indian and Alaska Native researchers.  That is something that the agency really takes to heart.


When we do get research dollars, it is so important that we have American Indian and Alaska Native researchers because when anybody tries to approach a Native home doing a survey or a study, I am not going to say they are well received because people are a little indifferent when it comes to surveys and research.  But I think it helps when you have somebody that people are familiar with so that they can sort of make them feel more comfortable about the issues.  I hope that is something that the Agency keeps in mind.


AHRQ's investment of $5 million over three years to support the development and implementation of a point-of-care electronic health record will go a long way to assist the IHS and tribes to evaluate its current health information system as well as the impact it has had on the quality and safety of healthcare delivery.  We must continue to build on these types of commitments and collaborations in order to improve the quality of health care for all American Indian people.


I don't know if you are familiar with the study and the collaboration that began in August of 1996.  A Health Service Research Agenda-Building conference was convened to begin a process of developing a long-term, coordinated agenda for health services research.  Approximately 45 individuals representing tribal governments, urban Indian projects, Indian organizations, American Indian and Alaska Native researchers, federal agency reps, and universities all provided their comments and expertise in order to develop a national health service research agenda.


I guess, rather than go into a great big, long story on it, there was a lot of dialogue, there was a lot of consultation, there was a lot of effort by all of these individuals, but unfortunately, the report was never submitted even though people had commented on it.  We had expected that it would be distributed to tribes.


But based on all the work that was done with that report with those agencies and with the tribes, because of all the work that went into that, we are asking you to consider trying to rebuild on that effort.


The IHS and tribal health programs are service-based organizations that require the assistance of research-based projects in order for us to develop evidence about what our best practices might be and how to obtain the best value of our healthcare dollar.  This is an area that has become increasingly important as this administration continues to develop program performance ratings and then uses that information to make budget decisions for federal agencies.


I think the bottom line of all of this testimony is, if we don't have the research, then we don't have the data.  Data is what people, tribes, agencies need to authorize any federal funding for any projects.  I really don't think that we as Indian people are going to know what our health status is without some ground work first.  So I am asking the agency to go back to develop that team work, to utilize that data was once collected, and let's start a whole other approach to finalizing and completing that.


That is basically what my request is.  I wanted to also note that the research issues could include priorities identified during this IHS budget formulation process, such as (1) addiction prevention and treatment, aftercare with an emphasis on alcoholism; (2) it could be diabetes dialysis care and services; (3) alternatives for a long-term care or accessibility of state block grant funding to Indian health programs; (4) measuring unmet needs, research to establish the need for continuing IHS funds; and (5) recruitment and retention of health professionals.


The plan could be used to develop tribal research capacity and develop the skills of the area health board epicenters and American Indian researchers, very similar to the manner that the NARCH programs are.  his will continue to build on the existing research capacity in our communities.


That is the gist of all of it.


MR. WEEMS:  Thank you.


We have with us for discussion Dr. Carolyn Clancy, who is the director of the Agency for Healthcare Research and Quality.


Dr. Clancy.


Response on Behalf of the Agency for


Healthcare Research and Quality


Dr. Carolyn Clancy

DR. CLANCY:  Thank you, and thank you for the feedback on the communication.  I really appreciate it.  I think your suggestions for how we can work together are eminently reasonable, and we would very much look forward to building on the prior efforts to establish a research agenda and set priorities and then identify specific steps in terms of how we could operationalize that agenda.


I wanted to point out a couple of opportunities that may be of interest that are open now and in the future.  In addition to the work that we have been doing on the use of an electronic health record, we actually have some very specific grant and contract solicitations out this year that are broadly focused on the use of health information technology to improve the quality and safety of health care.  I think many of you are aware that this has been a big passion of the secretary's for a while.


Right now, there is a contract solicitation open which calls for the demonstrations of what we call regional healthcare infrastructures, in other words where different parts of a region, state, or community or tribe health care information systems could talk to each other.  That is open until June 15th, and if any of you are interested in following up on that, I would be thrilled if you would let me know.  I could put you in touch with the person at AHRQ who leads this program.


A couple of other points I wanted to make, and then to make a request of all of you.  One is that we are really excited that we are working now with the Choctaw Nation to develop a special version of our CAHP survey.  CAHP stands for the Consumer Assessment of Health Plans, and it has become sort of the de facto standard tool for assessing individuals' perspective on the experience they have in health care.


So we are working with the Choctaw Nation to develop a version of this which is relevant to the needs of Native Americans, and hope to have that available next year.  We would be happy to work with all of you in making use of that tool.


Right now, over half of Americans who are enrolled in insurance plans have information from the survey to guide their choices, and it focuses on such issues as, how was information provided to you; what is the quality of physician-patient communication and interaction; and so forth.


The request I wanted to make is that we have a national advisory council.  It just recently published a "Federal Register" notice looking for nominations for people to serve on the council, and I brought copies of the "Federal Register" notice.  I believe that nominations are due by June 1st, and we would be thrilled if you would consider this and send us some specific nominations of individuals.


The last point I want to make is that the obesity epidemic in this country has been a huge challenge.  Last year, in the wake of a roundtable with some leading researchers a number of us felt a little bit frustrated with the pace of research and decided that we might take a slightly more action-oriented approach.  

So we are developing a DVD which will also be available in a videotape format focused on children with obesity.


The tool will provide information to children and families as well as some sort of fun exercise routines.  What we figured is that we could develop a tool and learn as we go rather than waiting for the products of research to help us figure out how to address this epidemic.  Again, I would be thrilled if we could work with you to try to distribute that as broadly as possible.


MS. CAPOEMAN-BALLER:  Thank you very much for the information that you have provided us today regarding additional resources.


Are you utilizing Native Americans in the project for the video at all?  Because if you are, I would like to offer Ron Allen, chairman at Jamestown, as a model Indian tribal leader that eats healthy and exercises regularly.  He just walked into the room.  I'm giving him a bad time, but he really has done a wonderful job.


The obesity issue is growing on tribal reservations.  We have all become fast food freaks, and that is our way of life now.  It is pizza and McDonald's when you go to tournaments and go through town and what not.  It is a growing concern.  I mean, it all leads to diabetes and high blood pressure and everything else.  So, are there specific dollars or programs being set aside for Native Americans?


DR. CLANCY:  Not at this time, although right at the moment, we are trying to identify some funding partners.  I would be happy to follow up with any volunteers.


In addition to that, we are privileged this year to have a Native American senior visiting scholar with us at the agency who would be here today except that he is presenting some of his research at a professional meeting in Chicago.


MS. CAPOEMAN-BALLER:  Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


I would like to remind the tribal leaders that are at the table that if you have a question or comment that pertains to this subject, I would ask that you make that comment while the subject matter expert is at the table.  I know this morning there were some comments that were made after the director or staff person had left the room.  So I'm not sure that the full benefit of that question was appreciated by that director.


Having said that, if there is no other response, we are going to go ahead and move on to the next item on the agenda.


CHAIRMAN WINDY BOY:  In reference to different studies that have been done, has HHS in collaboration with the USDA ever done anything in the '40s, '50s, '60s, '70s, '80s, even in the '90s with commodities?  Some of us are proud of our commod bods --


[Laughter.]


CHAIRMAN WINDY BOY:  -- but there has to be some research done on the implications that have ultimately led us to where we are.


LT. GOVERNOR KEEL:  Good question.  I think that will require some follow-up later on.


I do believe, though, that the U.S. Department of Agriculture did some studies several years ago, and I'm not sure where those studies are or what the results of those studies are, but that is something that we can follow up on and get made available.


Chairwoman Saunders.


CHAIRMAN JUAN-SAUNDERS:  I would just like to support the efforts in research.  I want to commend the chairwoman from Quinault Nation and share that Tohono O'odham Nation did conduct its own comprehensive health assessment that was funded by CDC, Indian Health Service, and the Intertribal Council of Arizona.  We conducted a 48-page questionnaire and interviewed individuals 18 years and older.


What it did was it helped to provide health issues that are more critical than what the IHS reported.  It helps us to substantiate where our resources will go, where they will be focused.  The data collection then allows us to meet with communities.  It allows us to meet with the 11 districts that comprise the Tohono O'odham Nation to share with them the high usage of alcohol and substance abuse and the types of substance abuse, the types of diabetes levels, in addition to cancer and other health risk factors that you don't find in the Indian Health Service survey.


So we really would like to encourage tribes and funding availability to conduct the comprehensive health studies for tribes.  Thank you.


LT. GOVERNOR KEEL:  Thank you, Chairwoman Saunders.


At this point, we are going to move on.  The next item on the agenda is the Administration for Children and Families.  Now, it is my understanding that, Chairwoman Saunders, you're going to present on that.


CHAIRMAN JUAN-SAUNDERS:  I was told I would share time with Chairman Tex Hall.


Go ahead.


ADMINISTRATION FOR CHILDREN AND FAMILIES


- Administration for Native Americans -


Comments on Behalf of the Tribes


Tex Hall

PRESIDENT HALL:  Thank you, Mr. Chairman, Mr. Weems, Dr. Grim, tribal leaders, and everybody that is here.  Just a couple of points.


One is, I want to just make a comment on behalf of NCAI, the National Congress of American Indians, on the appropriations and the reauthorization.  I will get specific and I will be brief with my ANA comments and support of the ANA budget.


Thank you, Jefferson Keel, lieutenant governor from Chickasaw, for providing the opening comments this morning on behalf of NCAI as our area vice president.  We were at an OMB meeting, Office of Management and Budget.  I did not come out with a bag full of money, but we did get a commitment, I believe.  Ron Allen was there, and Jim Gray, and President Shirley.  He wasn't there, but his staff was there.  Of course, Jackie, our executive director was there.


We did get a commitment from OMB for them to be a part of our budget formulation process for all of the budgets.  Of course, they were Department of Interior, so, Mr. Assistant Secretary, I think this budget with IHS goes back and forth, Dr. Grim, of DOI and with HHS.  Your budget goes back and forth, so we have to continue to get on the other side of who is responsible on HHS, so I would like to have that information for follow-up in our budget formulation talks.


Secondly, we talked about the PART analysis.  It seems to be up in the air, for myself, on how the determination is made on who gets the PART put on that program.  My understanding on Indian health care is that Dr. Grim received a very favorable score yet didn't get an increase.  Other areas in the Department of Interior budget that did a good job, like Forestry, did get an increase.  So it is hard for us to ascertain how that can happen if Indian health care is doing a good job yet is not receiving the increase.


Ann Kendral [ph] and James Hazel [ph] were the two representatives from OMB.  They are going to be a part of our process, so we want to encourage that on the HHS side for whoever that is, whoever your OMB people, including the examiner, is.  We can fight for all the increases we want, but we, as tribes, have to be part of that PART and part of the data.  Clearly, those are very critical.  You can get a big increase, but it can be taken away.  You are administering that contract, you have the information.  So, clearly, that is a real critical component.


On appropriations, I really for the record want to have Indian Country look for an increase.  I don't believe that flat budgets are going to get us where we need to get.  I think we all have the statistics that show we have the lowest life expectancy of any group in the United States.  There are 562 tribes, several million of us, and our health is not improving, even though we have efforts.


Like Ron Allen is jogging and eating good and he is looking good, that is a great example.  Ron has that personal fortitude to do that, and many people in many tribes are doing just that.  They are really declaring war on diabetes and really taking a personal responsibility for proper exercise and proper nutrition and so on and so forth.  But at the end of the day, our diabetes statistics are not getting better.  They are getting worse, and it is getting into our younger population.


So I would ask that tribal leaders look to, at a minimum, a 10 percent increase in the '05 and '06 budgets.  I think that that is the only way we are going to get where we need to get to.  Of course, the tribes will do their part.  We have to do our part.  We have to work the Hill and all that, but we need the support of the administration to get that as well.


Finally, this part of my talk is on the reauthorization.  Assistant Secretary Weems and Dr. Grim, Indian Country is starting to get really impatient about the lack of progress on reauthorization.  We just have a short window.  Sixty days from now that window might not be there to get anything done in this session.  NCAI is looking at various bills:  the Indian Healthcare Improvement Act, transportation, the Kobil Trust Settlement.  There might be only three or four or five items that can get accomplished, if that much, in the remaining days of this session.


But clearly, the reauthorization of the Indian Healthcare Improvement Act is critical.  I will be perfectly frank.  In my discussions on the Hill, they are saying that the administration is not pushing this forward.  I have been told twice that the committee has asked for a move on this process and their markups, and they haven't gotten the information they need from the administration.


So I don't know where it lies, but at the end of the day, the window is closing on us for this session, so this is a very critical item.  I want to state that we need to work cooperatively to get reauthorization done this session.


Then, on ANA, I want to make a few comments in support of the Administration for Native Americans' budget.  This program plays a key role, as we all know, in helping move numerous tribal programs from federal dependency to enable tribes to develop and implement their own locally-driven projects.  ANA continues to serve a large and diverse base of American Indian and Alaska Native communities and organizations, many of which have little in the way of resources and lack sustainable economic development opportunities.


Last year, ANA funded 118 out of 556 applications it received.  That is roughly just over 20 percent.  So, clearly, the program requires additional funding to better serve Indian communities across this country.  The president's 2005 budget proposed amount for ANA is $45 million, the fourth year in a row that the budget for this critical program will receive a cut.  So that is a cut in the funding.


The last much-needed increase to ANA was actually back in 2001.  Since then, the amount has steadily decreased.  In '01, the amount was $46 million.  The next year it received a $200,000 cut, followed by a $300,000 cut in '03, and it received just $45.1 million in the '04 budget.  The administration's request for this crucial tribal resource continues this downward trend, so we are asking for the administration to stop the cuts in ANA and start looking at some type of an increase.


As I said, it is a critical resource for tribal communities.  It is one of the few federal resources available to Indian communities that provides flexibility and promotes holistic community development.  The ANA website has created more access to program information, and ANA continues to provide technical assistance to communities that results in better planned proposals, but more importantly, better planned projects.


Many of our communities need this kind of help, and growing their capacity to do meaningful planning and project development results in communities better prepared to succeed and meet their future needs.  Through the technical assistance provided, ANA has worked to broaden awareness in communities of other funding sources so they actually leverage.


I believe that that is the administration's goal, is to look to leverage resources from ANA to other programs.  We applaud that effort to maximize resources and leverage it with other agencies to work with ANA to get the information about further funding opportunities out to our communities.


We can talk a long time about success stories from every region of the country.  There are dozens of examples, but I would like to just talk about a few.  The Narragansett Tribe of Rhode Island received an ANA grant for '03 to assist them in establishing the Narragansett Tribal Office of Intergovernmental Programs to coordinate the tribe's youth and elder interactive programs to ensure the traditions and the customs of tribes become a part of the tribal youths' social and cultural education.


The Pueblo Pojoagne of New Mexico received an ANA grant in '03 to establish a tribal learning center to provide training to residents in job skills, computer skills, and business skills to prepare them to get them into the workforce.


The Kodiac Village Council of Alaska received an ANA grant to enable the tribe to develop and ratify a new tribal constitution.  There is also the Pyramid Lake and Paiute language preservation, Shoalwater Bay of Washington environmental enhancement, and the list goes on.


So the bottom line is, Assistant Secretary and Director of Indian Health, that we are asking for a minimum of $50 million, to increase from $45.1 million to $50 million.  Thank you very much.


MR. WEEMS:  Our Federal official is Quanah Crossland Stamps, the Commissioner of the Administration for Native Americans.

Comments on Behalf of the ANA


Quanah Crossland Stamps

COMMISSIONER STAMPS:  Thank you, Kerry.


I rarely have an opportunity to talk about ANA, and I certainly appreciate your comments.  Thank you very much, Chairman Hall.


A lot of you in this room may not realize that ANA is the last discretionary grant program that serves all Native communities:  Alaska Natives, American Indians, Native Hawaiians, indigenous people of Guam, northern Marianas, and American Samoa.


NAPA, the Native American Programs Act, is the governing legislation for ANA.  We were up talking to the committee about our reauthorization on Tuesday, so we hope, along with IHS's bill, that something does happen this year.


ANA has awarded in its history about 5,500 grants.  We award our grants for social and economic development, governance, language preservation, and environmental programs.  As Chairman Hall explained, our budget is $45.5 million.  We have been straight-lined, but in this administration we were given an additional $10 million in 2001 which allowed us to meet the demand of some of the applications, certainly not all of them.


The demand for ANA dollars annually exceeds over $100 million.  So you can certainly understand our challenges when it comes to funding proposals that come in to our program.  We do our very best to leverage with other federal agencies and non-profit organizations, and we also ask the tribes to help us do that as well.


Many of you have taken on that challenge and have worked with us in trying to get some of your proposals funded, and I really appreciate that.


Let me just explain to you a little bit about how ANA's budget is disbursed annually.  Forty percent of our funds go to continuation grants every year.  So that means that we only have about $22- to $23 million that go out in new grants annually.  As you can imagine, if you only have $22- to $23 million going out and you have $100 million in demand, there are a lot of phone calls that come into my office after our funding rounds.  They are very difficult phone calls for us because we certainly want to be able to have the opportunity to fund every project that comes in.


We are looking at this across the agency, not only for ANA but access to other programs that ANA's funds can be used to complement their projects in your communities.  An example would be the comments that we talked about for child care this morning and child welfare.  We have some of the most flexible dollars, as Chairman Hall mentioned, in ANA where if you have projects in your communities that you need to figure out new ways of doing it, new planning opportunities, or if you want to include young children with Head Start for language and cultural preservation, you certainly can do it.


So that is something that a lot of people really don't understand, is that you can really leverage ANA's dollars in other HHS and ACF programs.


Let me just explain to you some of the challenges that we are facing in ANA.  I am hoping that you can help us in your communities as tribal leaders, especially when your community receives an ANA grant.


In the past couple of months, I have been going through what is considered a grant closeout process.  We have recognized that there is a challenge in some of our proposals that have come in on project development and training and technical assistance and the need for it in all native communities and across all of HHS's programs.


So with that in mind, one of the things that we are doing in our grant closeout process that I have seen that is rather frustrating for me as the commissioner for ANA and probably will be for all of you when I mention this, is that in a grants closeout process we see what money is left on a grant when we close it out at the end of a project.


When I have to close out a grant that has $70,000 on it, $150,000 on it, $20,000 on it, it tells me that that community's proposal and planning and implementation of that project either wasn't successful or complete.  It also lets me know that we could not use those additional dollars to fund other proposals in that particular fiscal year.


We find this very challenging because we have very limited resources -- we are a very small program within HHS and ACF -- and we are returning those dollars to the Treasury.  So it is very difficult for us to ask for additional dollars when we are returning them and we could reprogram them to other grantees.


So I just wanted to bring that to your attention.  One of the things that ANA is doing is we are using our training and technical assistance network.  We have developed a significant training and technical assistance network that is being used by other program offices here in the Department.  We are currently working on the Steps to a Healthier U.S. with CDC, and the other one that we are working with is our Children, Youth, and Families Program for Mentoring Children and Families.


The assistant secretary for the Administration of Children and Families set aside $2.5 million for the Mentoring Children and Families Program just for Native communities.  This is an example of what our council is doing to support your access to our programs not only through a budget process but also in opening the door and allowing the set-asides.


I realize I'm getting the five-minute card, but I just want to say thank you very much for the support for ANA.  When we come out and provide the TA, our training and technical assistance across the board will begin with project development, from the conception of the project in your community to the implementation and to the impact.  We are going to look at the evaluation because we are set up to do PART in 2007, which shows the impact of ANA's dollars in your community.


We certainly hope that we can share the success because we know that it is a small but vital program to kick off some of the projects and community initiatives that you have.  Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


We are a little bit behind time, but I do want to be respectful of the tribal leaders that have a question or a comment.


CHAIRMAN WINDY BOY:  I will make mine short.  I do have some talking points in reference to ANA, if you would be so kind.


What I do want to add is, I don't know how many tribes are here that untapped natural resources that want to develop them.  I certainly commend ANA and this administration in trying to help tribes go after and put to work those resources, whether it be timber, land, natural gas, or whatever.  I do want to offer a suggestion on two issues, one dealing with natural gas or coal or coal bed methane initiatives, and the other side dealing with agriculture.


I realize that the United States Department of Agriculture is responsible for ag-related issues for this administration.  Unfortunately, it is also part of the Bureau of Indian Affairs' mission to provide a portion of those services.  Some of those services aren't being addressed.


I have with me here Jessica Elkhorn, who works for CERT, and I do want to suggest they are probably the only organization nationwide in Indian Country that provides that needed service.  My tribe certainly is in the back seat of wanting to provide those natural resources to the rest of America.


If one looks at the president's management plan, there is an energy policy that does elaborate on utilizing resources, particularly in our case, on reservations.  If you look at all of the reservation, particularly in Montana where we have 12 million acres, we need to technical assistance to put those natural resources to work for the betterment of economic development.


If you would be so kind, think about the Council of Energy Resource Tribes and the Intertribal Ag Council.  Thank you.


LT. GOVERNOR KEEL:  Thank you, Chairman Windy Boy.


We are going to go ahead and move on at this time.  The next item on the agenda is the Indian Health Service, and Dr. Grim, we came well armed today.  We are going to have not only one presenter, we are going to have several.  We have a little larger block of time because there are several topics that need to be discussed within the Indian Health Service budget.  It is my understanding that Rachel Joseph is going to go first.


At the end of these presentations, in order to facilitate the time, if there is a specific question that needs to be raised by a tribal leader, I would ask that you raise that question.  I'm not sure if Dr. Grim would prefer to answer that question immediately or if he wanted to collect those and respond in a collective manner after all of them.  I will leave that to his discretion.



Certainly there is a lot of ground to cover.  The first item will be covered by Chairwoman Rachel Joseph.


Rachel.


INDIAN HEALTH SERVICE


Comments on Behalf of the Tribes


Rachel Joseph

MS. JOSEPH:  Principal Deputy Assistant Secretary Weems, Commissioner Stamps, Dr. Grim, Lt. Governor Keel, thank you for participating in this consultation, which provides the opportunity to present our '06 budget recommendations, which we believe would begin to address a national disgrace, the state of American Indian and Alaska Native health care characterized by the U.S. Commission on Civil Rights a "Quiet Crisis."


To facilitate a transition and save time, I would like to introduce the rest of our workgroup that are here today:  Don Kashevaroff, president of the Seldovia Village Tribe and cochair of our National Budget Workgroup; Jerry Freddie, chairman of the Navajo Nation Council Health and Social Services Committee and National Indian Health Board member; D.J. Lott, president of the National Council on Urban Indian Health; and John Blackhawk, chairman of the Winnebago Tribe and vice chair of the National Indian Health Board.


The cession of millions of acres of our homeland secured a de facto contract which we believe entitles us to adequate health care, or at least to be a part of the Healthy People 2010 goal, or as announced today, a part of the Steps to a Healthy U.S., which is a presidential initiative.


The CDC contracted with the National Opinion Research Center to conduct the Reach 2010 Risk Factors Survey, which was conducted June 2001 through August 2002 in minority communities and included 1,791 Indians.  The results show that over 80 percent of the Indians surveyed had one or more risk factors or chronic conditions, and 35 percent had three or more.


The survey also showed that our population had the highest prevalence of diabetes, obesity, and cardiovascular disease.  Among minority men, Indian men  had the highest incidence of self-reported hypertension and high blood cholesterol levels.


American Indian and Alaska Native life expectancy is six years less than the rest of the U.S. population.  CDC has reported that for the years 1989 through 1998 injuries account for 75 percent of all deaths among our children and youth, and our overall injury-related death rate is twice the U.S. rate for all racial and ethnic populations.


We know you have heard this data before, but it is imperative that we start dealing with the crisis in health care in Indian Country, which makes the mission of the Indian Health Service critical.  We commend Dr. Grim and the IHS for its continuing commitment to the budget formulation consultation.


Upon reflection of yesterday's questions, in particular President Kashevaroff's question concerning the results of consultation and how do Indians get to be a priority, I would be remiss if I did not advise you that our colleagues have expressed great disappointment and frustration that we have not received any real funding increases for over four years.  We have not even kept up with inflation.


The per capita expenditures for American Indians and Alaska Natives receiving IHS services are approximately one-half of the per capita expenditures for Medicaid beneficiaries and one-third of the per capital expenditures for Veterans Administration beneficiaries.  The federal government spends almost two times as much money for federal prisoners' health care as it does for American Indians and Alaska Natives.


The travesty in looking at our deplorable health conditions is knowing that the poor health indicators could be improved if funding was available to provide even a basic level of care.  It is a disgrace that despite two centuries of treaties and promises American Indians still endure environmental conditions and a level of health care that would be unacceptable to most other U.S. citizens.


Yesterday, President Kashevaroff asked the question, how do we get to be a priority.  I must ask the follow-up question.  If we are not a priority, why not?


LT. GOVERNOR KEEL:  Don.


Additional Comments on Behalf of the Tribes


Don Kashevaroff

MR. KASHEVAROFF:  Thank you.  As Rachel mentioned, I'm Don Kashevaroff.  I want to talk a bit about the budget recommendations, and the rest of the presentation will pretty much be about our budget recommendations.  I'm sorry that the screen is behind you instead of in front of you.  It is great for me because I can follow along, but you don't get to see it.  Actually, it is mainly text.  I think I have one graph in there.


You have probably heard it said many times before that the IHS is underfunded.  We calculated a number of years ago that it was about $19 billion to give all of the needs to the Indians and Alaska Natives, half of that being facility construction and the other half of that being recurring dollars for not just the actual hospital care but all the health care needs, all the enveloped services.  That is a large number, and we understand that.


So we are proposing, as we have the last couple years, more of an incremental approach.  Instead of having the president just give us $19 billion one year, we would be happy with a much smaller increase.


To start off, one of the things that we face every year is our pay costs.  Congress appropriates or mandates 3 or 4 percent pay costs every year, but we only get funded with a 1 or 2 percent pay cost.  We talk about tribal pay costs also as being equal because, in my case, I have an Alaska Native medical center.  We have half federal, half tribal.  I can't give the federal folks a pay raise without giving one to the tribal folks.  But by giving them all a 3 or 4 percent pay raise when we only had 1 percent of the money, we have a problem right there in that we have a shortfall.


Most of our budget is employees.  A lot of it is doctors and nurses, and those folks don't look for a 4 percent pay cost.  They look for a lot higher pay cost.  Our doctors are wanting 10 or 20 percent higher because that is what the private sector is getting.  They start questioning why keep working with IHS, why keep working with the tribes.  In some cases, some of our doctors have been offered two and a half times what we pay them if they move a mile down the street.  It is very hard for us to keep up and keep quality folks working for us when we are faced with [tape change] -- is an enemy if you don't cover it.


In the private sector, folks put away money, they know what is coming up, they raise their rates to cover inflation.  IHS, the tribes, we don't get to raise our rates.  We are stuck with whatever we are given by Congress.


The problem that we have is that the administration needs to be the one that asks for the inflation increases, instead of us going to Congress and asking for the inflation increase.  The administration recognizes inflation above the OMB level.  The OMB rate lists some ridiculous 1.7 percent medical inflation, and then they turn around and give Medicare 9 percent because they know that medical costs are a lot higher than 1.7.  It seems kind of disingenuous to me that on one hand they say, well, you get 2 percent inflation while the entitlements get 9 percent.  Inflation is actually even higher than 9 percent.


Just this week, my CEO at the hospital in Anchorage said we need to do a budget modification.  We need another $1 million for pharmaceuticals.  We have a $15 million budget.  We need another $1 million this year.  Where it is coming from we haven't quite figured out.  I guess we are going to cut some contract health services and cut some other services so we can keep up with the increasing drug costs that are out of control.


So we are looking for just the OMB inflation of $43 million and another $12 million, which doesn't even cover real inflation but we are trying an incremental approach.  We need some action.  Us sitting here one more year not getting $43 million, which is the minimum OMB inflation, means we just keep going further and further behind.


On the next graph you will see some of the impacts of falling further and further behind.  Basically, the bottom one is the money that we have been getting over the years.  If you add the OMB inflation rate to it, it really hasn't gone up anywhere.  It has been flat.


The middle line, I guess that is tan, is the actual dollars.  The blue line is where we should be.  If we had real medical inflation throughout the years, we should be at the top of that blue line there.  You can see there is a huge difference in the last 20 years of where we should have been.  If the president would be committed to at least funding inflation, you would have a whole different atmosphere in this room of folks talking about how many great things we have done as opposed to how much money we need just to meet the basic needs of our folks.


So we need to have the president change his mindset and the secretary say, hey, that has taken care of inflation; now, after inflation, we can start working on disparities.


Another issue that is of a big impact is contract support costs.  Basically, the IHS has had 50 years of doing healthcare service.  At least, I know, 50 years in Alaska of doing healthcare service.  Basically, they have put their time in and they have done a lot of good, but they have basically been hamstrung by being a government.


The tribes many years ago started contracting for their own services.  In the last 10, 15 years, we have done wonders with the same amount of money IHS had before.  We have been able to take control to the local level, take accountability to the local level, and when you are accountable at the local level, you put your priorities correct and you serve the people the best you can.  It is a whole different mindset than it is if Washington, D.C. is dishing out the orders and, in my case, 3- or 4,000 miles away telling us what we can and can't do in a village.  When we bring the money into the village and we decide ourselves, then we put it to the best use possible, and we get efficiencies out of the system.


One way of doing that is we have to have some administration support, just as any private contractor that the government now contracts with, like Halliburton, has administration costs.  In the private sector, those costs are paid 100 percent.  There is no question.  There is no, we are only going to pay you 50 or 60 percent of your administration costs.


With Indians, when we take over the responsibility to be accountable to our people and accountable to the government, we are not even given the 100 percent that the private sector is given.  We are given, I think, on average 50 to 60 percent of what we need to administer the programs.  Because we don't have the money to administer the programs, you still have to have an accountant on board.  I'm sorry, but you still have to have an audit done.  The only way to get that money is to take it out of the direct services, and that is what has been happening.


Some other issues that we are facing are the rescissions that have happened in the last couple years.  Last year, the rescission was like 1.5 percent, two rescissions on top of each other, 1.5 percent.  When the president doesn't ask for very much to begin with and then you throw a 1.5 percent rescission on it, it makes a huge impact.  If the president and the secretary would be asking for a 10 percent, 11 percent increase in the first place, a 1 percent rescission might be livable.  Right at the moment, it is not.  So we need to have the rescissions restored.


I remember a couple years ago when they did a rescission, the VA got exempted, Medicare gets exempted.  All these folks that provide direct health care service, that actually are touching people and healing people, get exempted from these rescissions, whereas usually granting agencies and a lot of the administration functions don't get exempted.  In the IHS, we spend most of our time healing people.  We should be exempted from rescissions and not have to put up with that.


I know that is Congress' deal, but the president should think there is going to be a rescission, I had better ask for some more for the IHS in order to cover that rescission.


I also serve as chair of the Self-Governance Advisory Committee.  We meet with our self-governance tribes, and over half of the country is self-governance tribes, along with contract support to help tribes become independent, to help tribes better serve the folks, to carry out the vision and mission of the president of local control and outsourcing.


The tribes have taken that on, but our Office of Self-Governance, which started 10, 12 years ago with 14 tribes, their budget has never really increased.  Now they are up to 280 or 290 tribes without an increase in budget.  So they are stretched to the limit.  They are showing how good they are at creating an efficient system, but they still need some funding.


There also were some funding cuts the previous years that encouraged tribes to go self-governance, and those actually have been reduced.  We would like to have those put back because it actually goes against, I think, the president's wishes of trying to outsource the government.  At the same time, he is telling the tribes, no, we don't want you going into self-governance anymore.


Somebody said we are preaching to the choir.  I know that you two at the front of the table know pretty much all of this.  I also know that times are tough because we have a war on terrorism going on, which I think is necessary.  The president wants to ensure the safety and health of Americans, so we have declared a war on terrorism, which has gotten some huge budget increases.


We are not asking for a huge budget increase today, but we are asking for a modest increase.  I think one way that we could get a huge budget increase -- everybody says, you are never going to get it, Congress won't go for it -- is if the president declared a war on health disparities.  If the president stood up in front of the joint session of Congress and said, far too long have we not been paying the mortgage on this land that we have taken.  This land was, quote, unquote, "free."  No, it wasn't free.  The government said, we will do something for taking all this land.


I'm sorry you missed the slide at the beginning that showed all of America once was Indian Country.  Now it is just very small parts.  There was a price to that land.  The president needs to say that we need to have a war on health disparities.  We need to give to the Indians what we duly owe them.  It is our duty and our responsibility to do that.


We need a $5 billion increase, or pick a billion-dollar number.  I mean, he can get up and ask for $88 billion here, $25 billion there, $15 billion.  What is a couple more billion if you have a war on something?


The Twin Towers was a devastating tragedy.  Every year in Indian Country we have that over and over again.  Thousands of people die needlessly.  Tens of thousands of people suffer because of their relatives dying and the pain they go through.  Yet no one stands up and says, we need to do something about that.  When Rachel says it is a national disgrace, it is a national disgrace to the first Americans, those who gave up the country.


Right in front of my village they want to put some oil wells.  Those are no longer my territory to say yes or no.  It is somebody else coming in and telling me what to do on it.  How much money are they going to take out of that land in front of me?  A lot of money.  What do I get out of it?  I should at least get some good health care out of it for giving it up.


That is what we are asking for now, for you two gentlemen to go up to the secretary, to go to the president, and ask for a war on health disparities so we can fix the problem for the Indians once and for all so we don't have to keep listening to them over and over and over again coming to us.


LT. GOVERNOR KEEL:  Thank you, Don.


We are going to move to the next presenter.  I'm not sure who the next person is.  I have Mr. Jerry Freddie.


Additional Comments on Behalf of the Tribes


Jerry Freddie

MR. BLACKHAWK:  


MR. FREDDIE:  Thank you, Lt. Governor, Mr. Weems, Dr. Grim.  Thank you for this opportunity again.


First of all, I would like to thank the Department for sending their administrative people down to Indian Country.  Claude Allen and his staff visited the Navajo in November of 2003 and we had a really fruitful meeting.


Also, I fully support the presenters that have submitted their remarks before me.  The Navajo Nation urges the Department and the administration to restore several budget cuts imposed on healthcare facilities and to fully fund the IHS, including mandatory costs of medical care and overall inflation, rising costs of health care, increasing costs of pharmaceuticals, and offering of competitive salary and benefits to recruit and retain health professionals in order to fulfill the federal trust responsibility and obligation.


Specific to the '05 and '06 funding issues are the following, including restoring budget cuts.  IHS suffered two severe rescissions, include $36.4 million in '04.  These reduced funds were intended for direct health care to Indian people.  The Navajo Nation requests full restoration of $30.4 million to the base of the '06 budget.


In the FY '05 budget request for IHS, nearly $53 million in healthcare facility construction funds was proposed for cuts.  The Navajo Nation requests full restoration of $53 million for health facility construction.


The FY '06 projections show additional budget cuts.  Similar to all American Indians and Alaska Natives, the Navajo Nation requests the Department to support full restoration of health facility construction budget cuts.


Contract support costs.  The Navajo Nation supports the proposed budget increase of $10 million in contract support costs, which would support many, including Sage Memorial.  The Navajo Nation Council recognizes Sage Memorial as a tribal organization authorized to pursue the PL 93638 contract for a portion of the Navajo area IHS epicenters.  The Navajo Nation supports the new funding requests in FY '05.  The Navajo Nation requests the FY '06 budget to include increased operating funds for existing and new epicenters.


The Navajo Nation priorities for the FY '06 IHS budget are working with the San Juan Southern Paiutes Tribe, the Navajo area IHS tribal organizations, and urban Indian programs to reestablish 12 healthcare priorities for the '06 IHS budget.  Emphasis, again, is on health facility construction.


We have worked diligently with several Navajo communities in dire need of health facilities, communities such as Del Con Kyet Kohona in Arizona.  The Navajo Nation has invested a substantial amount of tribal resources in support of community planning of these health facilities.  Therefore, we support the increase in funding of healthcare facility construction.


The Navajo Nation embarked upon developing a trauma system development.  Our goal is to reduce health disability resulting from intentional and unintentional injuries and to expand, improve, and enhance the current levels of capacity of trauma care provided by existing healthcare facilities in the Navajo Nation.  Unintentional injuries are a leading cause of death among Navajos from age one through 54, with heart disease as the other leading cause of death for all ages.


Currently, after-initial care is provided by local hospitals.  A majority of the critical care patients are transferred off reservation to trauma center hospitals located throughout Arizona, New Mexico, Colorado, and Utah metropolitan areas.


The Navajo Nation requests additional funds for two comprehensive residential treatment facilities.  Nearly all comprehensive in-patient residential treatment is now contracted off reservation.  About 4,700 Navajos need residential treatment.  In '02, only 203 clients of residential treatment service were provided.  This is less than 5 percent of the total need.


Although IHS is restricted to health facilities, similar to other Native Americans and Alaska Natives, the Navajo are in dire need of construction of nursing homes and other treatment facilities.  As the Department and all the personnel are aware, there are public laws that have funding authority, but only the health facility construction is funded.  Other funding sources, such as joint ventures or ambulatory care and nursing homes, are there.  Nevertheless, they don't get funded.


The water and sanitation program provides cooperative development and continued operation of safe water, waste water, and solid waste systems, and supports facilities.  Additional funding in the amount of $5.7 million is requested, with the anticipated outcome of an increase in sanitation deficiencies and environmentally-related communicable disease rates, and consequently, the number of medical services required of IHS and tribal healthcare facilities.


The average age of healthcare facilities is 30 years.  That would probably indicate the need for renovation of these existing facilities to upgrade equipment.  I will also mention that in the year 2000 all the professionals that are trained are probably trained using state-of-the-art equipment, but some of these facilities out in the country are antiquated.  So the need for new facilities is really a key priority area.


A $50,899,000 increase for construction of new facilities would allow IHS to replace its priority healthcare facility needs with modern health facilities and to significantly expand capacity at its most overcrowded sites.


Access to quality health care is a common concern of all American Indians and Alaska Natives.  Due to the lack of nearby facilities or limited services offered at local facilities, patients often are left without access to proper health care.  Tribal leaders have requested an additional $5 million to expand current health facilities to enable such facilities to provide basic services to their population and staffing for new facilities.


The FY 2006 budget recommendation includes $25 million for staffing and operating costs for new facilities that will open in '05 and '06.  The estimate includes several facilities recently constructed or soon to be constructed.  The investment in the construction of the healthcare facilities should be accompanied by resources necessary to operate them.


Then, in the areas of injuries and injury prevention, unintended injuries are the leading cause of death.  As I mentioned in my comments relating to the Navajo, the American Indian and Alaska Native injury death rate is about 250 percent higher than the total U.S. population rate.  IHS spends more than $150 million to treat unintentional injuries.


The Healthy People 2010 statistics should serve as a wake-up call that immediate intervention is necessary.  Additional funding in the amount of $4,095,466 is requested to reduce the incidence of injuries, hospitalization, and injury-related death.  Additional funds will be utilized to increase the number of American Indians and Alaska Natives who use protective equipment like car seats, seat belts, and personal flotation devices.


Thank you.


LT. GOVERNOR KEEL:  Thank you, Mr. Freddie.


I believe we have John Blackhawk and D.J. Lott.  We're starting to run over our time a little bit.  In order to give Dr. Grim adequate time for a response, we want to make sure that we stay on track.  We still have a little bit of time left, but I want to make sure that we continue to move this along.


Don, are you going to do John Blackhawk's?


Additional Comments on Behalf of the Tribes


Don Kashevaroff (for John Blackhawk)

MR. KASHEVAROFF:  Yes.  Since I did such a great job impersonating Ron Allen yesterday, you have asked me to impersonate Chairman Blackhawk.


[Laughter.]


MR. KASHEVAROFF:  I'm sorry, Assistant Secretary, you didn't get to see my stellar performance where I subbed for Chairman Allen.


Real quickly, on injury prevention, before we get off of that, we have shown and we can provide you with a lot of success stories on injury prevention where the meager funds we have been given we have been able to achieve great successes with.


We have one story up in Bristol Bay where Chairman Smith is from where, by inserting a helmet program, getting kids to wear helmets on four-wheelers, they estimated saving $600,000 in two years from the number of wrecks and the people not having head traumas, compared to other places that did have the head traumas.  So a small investment in injury prevention goes a long ways.


I wanted to real quickly about population growth.  Inflation is one thing we have.  The other thing we have is population growth.  Because we are, I guess, a capitated system or a closed system, every time the population rises 1.7 percent or 2 percent a year, we have to pay for that.  When the folks show up at the clinic we don't get to say, "Sorry, no new patients" as some doctors do.  When their schedule gets full, they say, "We don't accept new patients.  We don't accept new Medicaid patients because they don't have enough money."


That happens all over the country.  We don't have that luxury.  So as the population grows, we have that extra cost, too.


Contract health service funding is a place where we can say, "Sorry, we are out of money," and pretty much all areas say, "We are out of money.  We can't provide you anything."


I know, Assistant Secretary, that you had asked for a more disease-burdened approach or what are we missing, and we are still compiling that information.  We will have that to you within about a week.  Not having contract support costs, we don't have the infrastructure to have the IT to get the data for you, so it is taking extra time to manually do it, but we will get you as much information as we can real soon on that.


Contract health service funding.  When we mentioned inflation and the fact that our doctors want more and more money but we limit them to 4 percent, we can't do the same thing on contract health services.  Contract health services are the services we buy from the private sector.  So when it says the private sector had 10 or 12 percent inflation and a 15 or 16 percent pharmaceutical inflation, we are paying that.  In some cases we have a lot higher than that in localized areas.


Contract health service.  In the '05 budget, there was a 4 percent increase.  It is great to have an increase, finally, in something, but this is one place where you really need to at least match inflation, let alone the disparities we have in it because we have to buy these services.  What we end up doing is just denying folks.


We will get you some numbers.  I was given some just from one tribe in Oklahoma.  They have 4,000 denials already this year, halfway through the year, saying, sorry, we can't provide that service to you.


We limit it to the life or limb.  If you have normal health conditions that any non-Indian can walk in anywhere and get treated, if we can't provide them in our clinic and we don't have contract health service money, you just don't get the service.


There is a list of denied health services up there.  These are all the types of services that a non-Indian would expect to get walking into the hospital.  An Indian can walk in and not necessarily get this in many places.  So it kind of illustrates that there is a ton of stuff that the United States government does not provide for the Indians, even though they promised them health care.


We have a meager budget request of $24 million.  It doesn't go anywhere near matching the need, but it is a start.  As we said earlier, we are doing an incremental approach to it.


The next thing was the Indian Healthcare Improvement Fund.  There are disparities between American Indians and the rest of the population, as mentioned.  The prisoners get twice as much money as we do.  The federal employees get more than that.  They get a lot more than the Indians.  So we want to start addressing those health disparities using the Indian Healthcare Improvement Fund.


All the studies we have done show that we have a long ways to go.  Most folks are funded on average at 60 percent -- some are even less than that -- of the need, and so we are asking for some money to be put towards this to start taking care of the lowest of the low.


LT. GOVERNOR KEEL:  Thank you very much.  Before we get off of this, Mr. Freddie did mention facilities.  I wanted to make a note, in the budget for 2006, the president's request only reflects about a $49 million request for facilities construction, which is an over $50 million reduction in the current fiscal year.  That is just totally unacceptable.  There is just no way that we can continue to provide the services to Indian people.


As we expressed earlier, our population is continuing to increase.  Our people are living longer and they are having more babies.  We can't continue to provide the quality of services or even the level of services in these types of facilities.


We have facilities right now where doctors and healthcare providers are treating Indian people in a building that the fire marshal has condemned.  That is just ridiculous.  It is a national disgrace, and we really need to address that.


Having said that, I am going to move on now to Mr. D.J. Lott, who is the president of Urban Indian Health.


Go ahead.


Additional Comments on Behalf of the Tribes


D.J. Lott

MR. LOTT:  Thank you.  My name is D.J. Lott.  Good afternoon.  I would like to thank the tribal leaders present, the Department of HHS, Dr. Grim, and Mr. Weems for the opportunity to present.  I am Lakota and White Clay and an enrolled member of the Assiniboine and Gros Ventre tribes of Fort Belknap, Montana.


I am the executive director of the Indian Family Health Clinic in Great Falls, Montana, and the Urban Indian Health Program.  I am serving now as the president of the National Council of Urban Indian Health.


Today, I will briefly cover two things.  I know we have limited time.  Please bear with me.  I respectfully ask that I get a chance to cover both.  One, I will briefly cover urban programs, and following that, I will actually cover the priorities that the 12 areas put forth in their budget formulation process.  There are about four or five that each area put forth, and I will cover those and their requests as well.


The National Council of Urban Indian Health was founded to meet the unique healthcare needs of the urban Indian population.  They want to do so through the development and support of comprehensive, high-quality healthcare programs for all Indians and Alaska Natives who live in cities across the United States through advocacy, training, education, and leadership development.


In the federal government's early years, it waged war on Indian tribes, decimating Indian populations, uprooting Indian communities, and destroying Indian economies that were based on a close relationship with the natural world.  In the 1950s and the 1960s, amidst other trends and programs, one major program was introduced by the Bureau of Indian Affairs under the guise of solving Indian economic problems through relocation of Indians to urban areas.


A sad reminder of these misguided policies is an example on the screen behind you.  It is an actual flyer from the BIA relocation program.  I understand that might be rather small print there, so I will read you what those things say.

"Come to Denver, the chance of your lifetime.  Good jobs; retail trade; manufacturing; government, federal, state, local wholesale trade; construction of buildings; happy homes, beautiful homes; many churches; exciting community life; training; vocational training; adult education," and so on and so forth.


I know when my grandmother and my grandmother moved from Fort Belknap to Great Falls, Montana, they did not experience these enticing offers.


Secondly, under the relocation program, between 1953 and 1961, over 160,000 Indians were relocated to cities, where they quickly joined the ranks of the urban poor.  These federal policies have had a devastating and lasting effect on Indian health which continues to this day.  According to the 2000 census, more than half of the American Indian and Alaska Native population resides in cities across the country.


Title V of the Indian Healthcare Improvement Act authorized the creation of urban Indian health programs.  Title V is but one source of funding for the 34 urban Indian health programs across the United States.  Urban Indian programs offer primary care clinics and outreach programs that provide culturally acceptable, accessible, affordable, and accountable health services to an underserved off-reservation Indian population.


Since that first official funding for urban Indian health through the Indian Health Service in 1979, the program has received just over 1 percent of the total Indian Health Service annual appropriation.  Throughout its history, the Urban Indian Health Program has never received a substantial boost to our funding.  Within the past five years, the only increase the Urban Indian Health Program has ever received is federal pay costs.


For Fiscal Year '06, the National Council of Urban Indian Health is recommending a $6 million increase to the urban Indian health line item of the IHS budget.  In comparison to other federal programs, the Urban Indian Health Program budget pales in comparison.


What you see up there now is a pie chart of percentage of what the urban programs receive of the Indian Health Service budget.  It was mentioned earlier that the federal employees of the health system and U.S. Bureau of Prisons, they receive funding at about $3,800, $3,700, Medicaid at about $3,800.  According to our uniform common reporting requirements, the urban programs receive per capita $359 per patient.


Moving on to the disparities or the actual tribal recommendations, the Commission on Civil Rights' "A Quiet Crisis" report said American Indians and Alaska Natives have the highest prevalence of type II diabetes in the world.  The statistics are all there.  We are all aware of them.  Somebody said before we were preaching to the choir.


We have been fortunate to have the involvement that we have had from the tribal leaders to get an increase in diabetes help so far.  I think what that report has said and what we all inherently knew is that that little increase wasn't enough.  So on top of that, we are requesting a $38.5 million increase.


In the area of behavioral health, there is approximately one psychologist for 8,000 American Indians and Alaska Natives.  In the general population, there is one per 2,000.  We all know the stigma and the status of suicides within our communities.  That is an ever-increasing concern, I think, for all of us.  Additional funding in the amount of $40.5 million is required to provide culturally appropriate mental health services in a more timely and efficient manner.


Because of funding inequities as well as a lack of access, American Indian and Alaska Native people are often diagnosed with cancer at a late stage.  Therefore, the late diagnosis becomes a terminal diagnosis.  Additional funding in the amount of $10 million is required to provide screenings and exams as well as to increase community education on diet, nutrition, physical activity, and weight control.


In the area of heart disease, additional funding in the amount of $9 million is requested.


Quickly, I'm going to go through some maternal and child health issues.


The percentage of Native American women receiving early prenatal care was 66 percent, compared with 83 percent of white non-Hispanic women in 1995.  There are some other statistics here, but basically I will get to the funding.  Additional funding in the amount of $4 million is required to target prenatal care for pregnant mothers, particularly to reduce the number of American Indians and Alaska Natives who smoke and consume alcohol.


Finally and in closing, on behalf of the urban Indian health programs in metropolitan areas throughout the country, the National Council of Urban Indian Health would like to express sincere appreciation for the time you have taken to consider our presentation on the Indian health budget needs and concerns.  We believe the United States remains challenged to meet the lofty goals set by Congress in 1976 of achieving equal health care for American Indians, both reservation and urban.


NCUIH looks forward to collaborative work with tribes and representatives of HHS toward this goal.  We are certain that we will serve to challenge and stimulate abilities as the 2006 budget is considered.


I had heard mentioned throughout the day, as I close, that there were various visits by both Dr. Grim's staff and yourself, sir.  I would like to invite you to visit all of Indian Country by visiting some of the urban Indian health programs across the United States.  Thank you.


MR. WEEMS:  Thank you very much.  Before I turn it over to Dr. Grim -- if there are any questions you need answered, I will be glad to help.  Let me also express my appreciation to the Budget Formulation Team here.  I think that they have made an extremely thoughtful effort in looking at the priorities inside the IHS budget.


I also think the incremental approach you have taken is something that Dr. Grim and his staff can get their arms around.  I know it was a real and sincere effort to put a budget together and try and talk to the budget people in their own language, so let me express my specific appreciation to you for doing that.  Thank you.


Dr. Grim.


Response on Behalf of IHS


Dr. Charles W. Grim

DR. GRIM:  There are a lot of issues on the table, and I don't know that I will be able to respond to all of them in the time that is left, so let me say this and start on a different route.  I have heard everything that you have said.  I appreciate the budget formulation process and the consultation that we go through with you on annual basis, and I do -- we do -- use the information that you provide us when we are putting our budgets together to provide to the administration and the data in working with the Department and the Office of Management and Budget.


I would also like to thank Kerry for his support, too, on the Indian Health Service budget whenever we are defending various components of it.


You asked two questions that I wanted to focus on, and then if I don't hit some things that you would like me to speak about specifically, please bring them back up.


You asked, how do we get to be a priority, and what about reauthorization of the Indian Healthcare Improvement Act.  Those are questions that I heard mentioned a couple of times.


We have had three hearings on the Indian Healthcare Improvement Act.  In one of the hearings, we were specifically asked to talk about health disparities as part of that.  I think that has raised the issue of health disparities and the Indian Healthcare Improvement Act reauthorization in Congress.  We do know that both the House and the Senate are planning to mark that bill and move it out of the current committees of jurisdiction.


The Department is diligently working on a response.  It is a big bill and is coming to completion. The administration, Secretary Thompson, and the Intradepartmental Council on Native American Affairs have tried to make the Act a legislative priority.  We are getting information together to present to Congress to try to work with them.  That certainly is elevating Indian health issues to priority status.


As I said, there were three hearings on our '05 budget this year, also.  Besides the three hearings on the Indian Healthcare Improvement Act.


Many of the issues that you raised were also raised by the committees, and we responded to them and tried to provide as complete data as possible.  After the oral hearings themselves, we received many, many follow-up questions that we responded to in writing.  After one hearing, we had 90 follow-up questions by the committee that we responded to in writing about our budget and about the needs that there are in Indian Country.


We also recently had a contract support cost hearing.  The Senate introduced a bill to discuss, if nothing else, the issues surrounding contract support costs and their needs.


We had been asked by the senator, Chairman Campbell of that committee, if we and the BIA would work with the committee, work with the senator and his staff, to make that bill an acceptable bill.  We said that we would be more than willing to do that.


There have been several other issues that I think have elevated the importance of Indian health issues at the national level.  They are on the agenda.  One of them has been the PART.  The Indian Health Service has scored well in all sections of the PART that OMB has measured our program against to date.


While it has not led to the kind of funding increases that tribal leaders would like to see, it has led to requested increases in certain parts of our budget.  It helps us to better justify the increases that we have requested.


We have tried to pay attention every year to the things that you tell us, and those are the things that we try to request in our budget.  We try to make the increases focused to those areas.


You also have brought up several issues around the U.S. Commission on Civil Rights report, "Quiet Crisis," that talked about Indian Health Service as well as a number of other federal agencies that had responsibilities to Indian nations.  I point that out simply as another issue that is elevated to the political agenda.  Those reports go out to Congress and to many different organizations.  It has raised, again, on the political agenda the issue of the disparities in health in particular for the Indian Health Service to many members of Congress.


Also, one of our sister agencies within HHS, the Centers for Disease Control, on April 1 released a report, their Morbidity and Mortality Weekly Report, that was focused solely on Indian health issues.  It talked about many disparities that still exist, but it also talked about some of the positive things that were going on in Indian Country and some of the things where we were actually faring better than the nation as a whole, such as our immunization rates.


We have made increases in many areas.  It was stated that even small investments go a long way on prevention I believe by Mr. Kashevaroff.  In recognition of that, in our '05 budget, we requested some specific funds to do health promotion and disease prevention and have been asked about those in the various hearings that were held, too.


We also have seen some very, very specific things in the Medicare Modernization Act that mention the Indian Health Service, tribal and urban programs, references back to the Indian Healthcare Improvement Act.  Not only will we enjoy the overall benefits of that bill as a whole because it really targets certain increases to rural areas, to ambulances in rural areas, to hospitals that collect disproportionate share rates, which almost all of our hospitals do, but it just shows that there are issues that are now getting to the table where tribal leaders, the administration, and staff from the Indian Health Service have been able to work with Congress and with CMS.  We have many, many things mentioned in that particular act.


In reference to all the issues you brought up about recommendations to our budget in '06, I have my person here who is in charge of budget formulation for the agency and who works with you and a number of other leaders in the Indian Health Service that have been here today to hear what you have had to say.


There are a number of other things I could say, but I am just going to defer my time and see if there are any other tribal leaders that would like to speak or ask questions before I go any further.


LT. GOVERNOR KEEL:  Yes, sir.  State your name, please.


PARTICIPANT:  My name is Robert [name], Jr.  I'm with the Hopi Tribe, the tribal council, and I'm chairing the Hopi Health Advisory Council.  I just want to mention first that it looks like there are many examples that many tribes that are here have common issues, common problems that we have in Indian Country.  Hopi is not one that is exempt from all of these concerns.


I think one thing that -- [tape change] -- JCAHO requirements.  That is something that was given to me by our Guidance Center on Drug and Substance Abuse, our department there, to mention to you.  Because Indian Health Service is pushing 638 contract health programs to increase quality and primarily through JCAHO, little to no resources are provided to the contracts to achieve this.  Yet we are being expected to do this as well as to qualify to be eligible for Medicare funds.


Tribal health programs need quality management programs, which require more funds as the recurring IHS contract funds do not account for them.  Additionally, examples include costs and resources for HIPTA compliance, integration, technology for RPMS, ongoing miscellaneous and software needs, costs for JCAHO surveys, and costs for maintaining accreditation.


I think these are things that many of us are involved with who are taking on self-sufficiency with the tribes and continue to take on 638 contracts.  I think this is something that HHS should also continue to address to increase funding for the needs for these kinds of things that we are now addressing within our tribes.  Thank you.


LT. GOVERNOR KEEL:  Thank you.


Ron.


MR. ALLEN:  Thanks, Jefferson.  Ron Allen, chairman for the Jamestown S'Skallam Tribe in Washington State.  I think that our team has done a fabulous job in terms of addressing the ongoing concerns we have with the IHS budget as it serves Indian Country.  It certainly did a fabulous job of underscoring how deficient the budget is to address the healthcare needs in Indian Country.


I do want to underscore the contract support item that Don had raised.  I just think the administration really does need to own up to the fact that those contracts are contracts and that the federal government needs to stop the discriminatory practice of underfunding those contracts.  You are not going to do it anywhere else, as Don said.  Really, it needs to advance.


We mentioned it to the OMB people downtown this morning, Tex Hall and I and a couple others, that they need to stop it.  A comment that they had made is that the budget doesn't come to us with a request for full funding.


So, I guess, my challenge to you, Kerry, and your counterparts over in Interior and others, regardless of the language that is in the appropriations with regard to the caps, it really is about leadership.  It is about leadership to own up to these obligations.  The needs for the Indian programs are phenomenal, and we don't expect you to reach all those true needs.  But at least with the programs you do provide the tribes and to empower the tribes to manage these programs ourselves, we need to own up to that.


We really don't need the Congress to pass legislation to correct the wrongs of how we deal with these contracts as a legal and moral matter.  So I guess the challenge I would have to you and to Dr. Grim and to the secretary and subsequently to the president is that these are legal obligations.  These are moral obligations.  Don't ask us to cover some of the responsibilities of the federal government through our own resources or diminish services so that we can be responsible and accountable for these federal funds.  Thanks.


MR. WEEMS:  Just very quickly, I know that we had an opportunity to talk about this a week or so ago.  Also, Chairman Kashevaroff and I have had an opportunity to talk about it.


As I mentioned to him at the time, I think this is probably a place where we need a little help in expressing what the consequences, the actual outcomes, of not being able to provide those kinds of contract assistance are.  Without some of that richness, it gets looked at as just another administrative budget item.  Administrative budget items are hard to come by everywhere.


So I think we are going to get a little bit more information on this.  I think it is a place where we need to maybe present information a little differently than we have in the past.


So thank you for your comment.


LT. GOVERNOR KEEL:  Thank you.


Chairwoman Saunders, I know that you had a question, and I don't want to rush you in your response, but I want to remind you we are running a little bit over our allotted time.


CHAIRMAN JUAN-SAUNDERS:  Yesterday, I referred to the facilities master plan.  I didn't intend to make any comments now, but I was asked by a person in the audience to reiterate the comments because we are being provided deadline dates in the next couple of weeks to state our position on the facilities master plan scenarios, and just to reiterate the concerns regarding outdated IHS policies that are dictating the facilities master planning process.


Scenarios are encouraging the merging of other tribes and possibly urban health care, and we really need to take a look at other associated costs that tribal governments will have to incur because IHS, we believe, is moving towards a proposal that will best fit their economic needs.


I also want to say that we are being asked to make decisions about facilities master plans without any financial data to help clarify the funding stream to determine where our resources are going in the various scenarios being proposed.  In order for us to provide a justification for our proposal or position, we need the financial data to accompany the plans that are being presented to us, and to allow us to provide our recommendation and not to predetermine for us what the best proposal will be not in our best interests but for the federal government's best interests.


Then, just finally, we are concerned about the drastic decisions that are being made that could erode the government-to-government trust relationship.  Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


MR. ROLIN:  Jefferson, can I just make one quick point?  Just a short one here.


I noticed in the facilities discussion, and certainly I would be remiss if I didn't remind you of this from my area, because of the small ambulatory facilities that we have.  So we need to be considerate of that as well.


LT. GOVERNOR KEEL:  Thank you.


John.


MR. BLACKHAWK:  Thank you very much, Jefferson.  I just wanted to quickly thank Don for impersonating Ron and myself, John, today.  He did such a fine job.


I just wanted to quickly say thank you to him, but also just one other thing.  I heard what Ron was saying.  I try not to miss an opportunity to say this to individuals that we interact with.  I know Dr. Grim has heard this before, but some real simple things.  It occurs to me that they make perfect sense in what we are doing here because a lot of us, as the leadership, are very, very frustrated with going through the motions of trying to do something about this budget.


The simple things are things that we try and teach our young people, our kids.  Many times I have the opportunity to meet with our young people, high schoolers, and I always ask them -- the real bottom line questions are simple questions.  They are simple, simple questions -- are you happy?  Ask yourselves that one of these times, I tell them.  Are you happy?  If you are not, examine why you are not.  Sometimes it is a relationship, sometimes it is a family situation, but as you examine those, you can find solutions.


I say, even as we get older, I have to ask myself that question from time to time.  About once every three years I have to ask myself that.  I go through that process and it is helpful.


The other thing that it includes is, as we become a little bit older and a little bit more knowledgeable, there is another question that we ask ourselves.  It has to do with our purpose, our mission, and really, basically, our service to our fellow man.  As we get older we say, have we really made a difference in our community or even in our family?  Those are kind of haunting questions that are out there that we don't have an opportunity to ask ourselves.


Really, throughout our traditions we find that it is our service to our fellow man.  You can say it a number of ways, but that is basically what it is.  So that is why I continue to repeat this, because we have to have, as Ron said, the courage to do some of these things, some of these things that aren't pleasant.


I'm surely not blaming anyone for not doing that, but I'm saying that, in my own estimation, is right where we are at this point in time, is to make that difference.  My goal is to leave my community just a little bit better off than it was.  I don't have any grand goal of being anything other than to translate culture to our young people and to have individuals say, "Hey, this guy made a difference.  He did some good things."


So I think, as we look at those, that is the question that we have to ask all of ourselves again as we leave these meetings today.  I guess I have heard that throughout the day and throughout yesterday as well.  We say it in a number of ways, but really that is it.


So, Mr. Chairman, I want to share that again today as we have one of our deputy assistants here to share that with us all as well.  Thank you.


LT. GOVERNOR KEEL:  Thank you.


At this time, we are going to move on on the agenda.  The next item is Agency for Toxic Substances and Disease Registry.  We have Chairman Windy Boy.


Alvin.


AGENCY FOR TOXIC SUBSTANCES AND DISEASE REGISTRY


Comments on Behalf of the Tribes


Alvin Windy Boy

CHAIRMAN WINDY BOY:  Thank you, Jefferson.


Before I start, I would just like to introduce this gentleman right next to me.  This past week he cochaired the Facilities Appropriations Advisory Board, I guess better known as FAAB.  He has taken that FAAB word to the extreme.  Look how he is dressed.  I hope he is not using you as a model, but look at those ties, the shirt, the coat.


[Laughter.]


CHAIRMAN WINDY BOY:  Anyway, good afternoon again.  My name is Alvin Windy Boy.  I'm the chairman of the tribe, again.  I want to thank you for this opportunity to address the Agency for Toxic Substances and Disease Registry on the issues and concerns in Indian Country regarding environmental health.


The two issues I would like to address today are the recognition of tribal sovereignty and tribal capacity-building.


The first issue is dealing with recognition of tribal sovereignty, and I will condense this.  As chairman of a self-governance tribe, I would like to reemphasize the basic fundamental difference between minorities and American Indians and Alaska Natives.  American Indians and Alaska Native tribes are sovereign nations.  As a tribal chairman, I have a deep responsibility to advocate for resources and opportunities to provide quality health care for my enrolled tribal members.


My tribe, as all tribes in the nation, provide health care within ideals of self-determination as a political entity, a sovereign nation.  By understanding the unique and critical role of tribes, federal and state agencies can better develop policies to promote and enhance the Indian health system.  These policies need to recognize tribal sovereignty, involve tribes in meaningful consultation, empower tribes to design healthcare systems, and fund those healthcare systems at a level that assures access to care.


Before I go on, I would like to commend the Agency for Toxic Substance and Disease Registry for being the only agency having an Office of Indian Affairs.  This to me is a critical need, and every agency should follow your example, whoever they may be.


The federal government has a legal and political-based responsibility or obligation for American Indians and Alaska Natives that racial and ethnic minorities do not share.


I am requesting that each agency create an Office of American Indian and Alaska Native Health to address not only American Indian and Alaska Native health but to address the issues identified in the United States Commission of Civil Rights report entitled "A Quiet Crisis."  Next year, we will ask those offices to report at this consultation, if there is going to be one.  We can certainly use that report as a measuring tool.


I have questions within the first issue.  

First was, looking at the Indian Health Service website, there is mention made of an IHS/CDC/ATSDR Senior Policy Workgroup.  What is the charge of this workgroup?  How does it function?


Second question:  During the recent DHHS regional consultations, there was no representation from the ATSDR present in my Region 8 forum.  We had critical issues for that organization to hear.  How many of the regional consultations did ATSDR attend?


Third question:  What feedback is provided to each agency from the DHHS regional consultations?  Has there been a provision of resources or opportunities for American Indians' and Alaska Natives' health based upon the feedback from the consultations?


Fourth question:  Of the total CDC/DHHS funding designated for tribes, how much of that funding goes to the states instead of directly to the tribes?  Does that funding reflect within the total allocation the amount for tribes, even though the tribes do not receive it?


My second issue is dealing with tribal capacity.  As the Billings area tribes, I know that our tribes have a great need for environmental public health assessment training and prevention resources and opportunities.  Each of our communities have issues related to waterborne and food-borne illnesses.  We have issues with allergies with our children, possibly a reaction from molds in some homes.


A few of our tribes are deeply concerned with the environmental impact of mining on water supply and the effects of agriculture and livestock as related to human consumption, and the rise of cancer on our reservations, which is probably relevant to other tribes in this country.


Many of our tribes are concerned with the possible impacts of jet trail pollution, both the effects of noise and jet fuel, and different high-technology methods of oil and gas exploration, to name a few.


What we are seeing at the tribal end is that we need capacity-building to assess our environmental health and its impacts.  We need to build capacity for data collection and analysis of not just the data that the agency needs but what the tribes have identified as critical.


We need tribal-specific health outcome data to address our environmental health concerns to justify additional resources and to build prevention programs in order to provide the best quality health care for our people.


I have three questions in reference to my Issue 2, tribal capacity-building.  The first one is, what is the status of the Tribal Environmental Health Training Program?  The purpose of this training, as I understand it, was to increase the ability of health and environmental professionals to address environmental health issues related to environmental contaminants.  When we contacted ATSDR, we were told that the program is no longer funded.  Why is that?


The second would be, why was the cooperative agreement program entitled, quote, "A Program to Build Capacity to Develop, Implement, and Evaluate Health Education and Promotion Activities in Tribal Communities," end quote, why was it eliminated?


The third, we understand that ATSDR has taken an $11 million cut and many programs were eliminated.  Have all the racial and ethnic programs been eliminated?  Have the tribal programs been eliminated?  If so, why have the racial and ethnic programs been continued but not the tribal programs?


I have a prepared statement that I just read with the questions attached.


MR. WEEMS:  Thank you.  For further discussion from the ATSDR, Dr. Walter Williams, who is the director of the Office of Minority Health at the Centers for Disease Control.


Response on Behalf of the Office of Minority Health


Dr. Walter Williams and Dean Seneca

DR. WILLIAMS:  Thank you.  I am accompanied by Dean Seneca, the assistant director of the Office of Tribal Affairs at ATSDR.


Thank you very much, Chairman Windy Boy, for your poignant commentary.  I will try to address your questions in part.


The IHS/CDC/ATSDR Senior Policy Workgroup, as the name suggests, is a workgroup constituted of senior representatives from the Indian Health Service, the Centers for Disease Control, and the Agency for Toxic Substances and Disease Registry.  The charge was a simple one; that is, to look at our menu of programs, activities, and policies that impact American Indian and Alaska Native health and look for opportunities to collaborate and better leverage our program activities.


In general, the group has met two to three times a year face to face at different sites.  Most recently, we conducted a meeting at IHS headquarters in West Albuquerque.  The meeting was attended during its first part by Deputy Secretary Allen, who participated in the discussions.  Dr. Grim generally is present and cochairs the meeting with the senior deputy from the Centers for Disease Control.  Currently that is Dr. Dick Snyder.


Some of the activities that we have worked on during the past year include looking for ways to enhance support of the tribal epidemiology centers, looking at ways of improving public health infrastructure in Indian Country with a specific emphasis most recently on preparedness and response capability for terrorism, and also generally looking for ways to enhance our respective diabetes programs.


We are very pleased with this collaboration with IHS.  We look forward to continued collaboration in that manner and are looking for great opportunities to, again, better leverage our ongoing programs.


The second question you asked related to the DHHS-conducted tribal consultations.  CDC/ATSDR during 2003 was in attendance at eight of the 10 regional consultations.  This year, CDC/ATSDR has participated in  most of the consultations.  We will work to make sure that there is a knowledgeable representative from ATSDR at any of the Region 8 consultations that will occur in the future.


Your third question referenced feedback regarding the agency consultations to CDC and other agencies.  Generally, agency-specific issues are communicated to the HHS divisions for response through coordination by the Office of Intergovernmental Affairs.  They have been very proactive at making sure any open issues or any questions that are left following these consultations are provided to the agency subject matter experts and program experts for reply.  IGA has been very consistently responsive in collecting that information and trying to make sure it gets back to the parties who have particular interest in it.


Part of that third question related to opportunity for resources in response to the DHHS consultations.  That is, again, a larger resource issue that has to do with DHHS appropriations.  I would defer any further commentary on the ultimate results of the DHHS consultation process to Mr. Weems and others at the department level.


Your fourth question related to the total CDC/DHHS funding designated for tribes.  CDC can identify specifically funds that are going directly to tribal recipients.  Our accounting systems allow us to do that.  But we do not have good mechanisms to actually determine what proportion of grants that go to states actually are applied to the needs of tribes.  It is a shortfall of our current accounting system.


As you might suspect, it would require a fair amount of administrative data reporting from states and tracking that currently is not part of the grant responsibilities to actually define how much of large grants go to respective states or are applied to any specific population.  Many states can provide some estimate of how much of the funds are servicing various communities via formulas and population estimates, but again, those are just that, estimates.


With regards to your second area of question that is related to tribal capacity-building, I will defer detailed answers to Mr. Seneca.  But the question regarding the Tribal Environmental Health Training Program you actually answered in your testimony.  The funding for that program was eliminated.  Again, that raises a larger appropriations issue; that is, what agencies have to do when the level of funding for programs, particularly those that have been earmarked, are actually cut and how you might, if at all, sustain those programs.



This particular program, and your second question asked about a similar program, were affected by recent budget cuts that the Agency for Toxic Substances and Disease Registry experienced.


Your third question asked about specifically the cut and whether other programs that targeted minority-specific activities were affected.  I should state that ATSDR still has the capacity to respond to its core program activities in all communities.  That is, American Indian and Alaska Native communities as well as other racial and ethnic communities across the country.  But funding to certain programs, as identified in your first two questions, were cut.


Funding to certain programs that target Latino communities were also eliminated in this funding cut.  Funding to programs targeting specifically historically black colleges and universities were cut in half through this funding cut.  So other programs, particularly those targeting the minority groups that I referenced, Latinos as well as the historically black colleges and universities, were also affected.


MR. SENECA:  Thanks for the testimony.  I think the best way to really answer your concerns from the agency senior leadership related to the budget cuts, as was mentioned, ATSDR did take an $11 million cut, which has really, really had a big impact on the agency overall.


What I can do is I can take all of these questions and bring them to senior staff of the agency and get a formal response from them, forward that response to the IGA, and have that distributed to the tribal leadership.  I think that is probably sincerely the best answer that I can provide for you related to reasons why these cuts were made.


LT. GOVERNOR KEEL:  Thank you very much.


I wanted to exercise a little discretion.  I noticed on the afternoon agenda there is not a place for a break here.  So that we don't wear these gentlemen completely out, I would like to take about a five- or 10-minute break just briefly.  I want to ask your indulgence on that.


Pearl, did you have something that you wanted to say?


MS. CAPOEMAN-BALLER:  I did.  Excuse me.  Pearl Capoeman-Baller.  I just wanted to add on to Chairman Windy Boy's comments regarding ATSDR and the funding on it.


I think that when you respond back to the tribes I would like to hear what type of funding will be made available to tribes because tribes have been totally cut out of that process.  There is a great need for that funding for tribes.  I hope that the agency will also consider increased funding for waste water and drinking water infrastructure and increased funding for closure of open dumps and construction of compliant solid waste disposal facilities.


A lot of tribes have those needs.  All that funding was reduced for tribes.  The language in the budget material this year did not even include tribes this year, and I believe that that should be reinstated.  So I hope you also address that in your comments back to the tribes.  Thank you.


LT. GOVERNOR KEEL:  Okay.  At this point, I would like to take a break.  When we come back, we will pick up with the next item on the agenda, and that is the Center for Disease Control.  That will be you, Sally.


We will start promptly in 10 minutes.


[Break.]


LT. GOVERNOR KEEL:  I want to make a couple of quick announcements.  The NIHB Board of Directors has invited everyone to a celebration this afternoon.  It is going to be at the NIHB office, which is located at 101 Constitution Avenue.  I understand they are cooking a buffalo and other things.  I see the smoke coming up from over there.


No, but there will be a celebration.  It will be immediately following this afternoon's agenda.  When we finish up, we will just ask folks to go on over there.


Also, I do have an announcement of something that was presented to me earlier.  I wanted to just briefly present this.  A good friend of ours, a good friend of mine, and a person that many people in this room would know and recognize has been actually given a great honor.  I will just read this very quickly.

"The U.S. Environmental Protection Agency has named a major award for a late Sac and Fox executive.  The U.S. EPA has named one of their most prestigious awards in honor of the late Jan Stephens, who served as an environmental coordinator for the Sac and Fox Nation from September 1995 until her death in March of 2003."


I just wanted to say that Jan Stephens was just a tremendous person.  She was an outstanding leader.  She was an outstanding person, and she did a great deal.  She always promoted the environmental programs for Indian Country as well as just being an overall and general advocate for Indian programs.


So I wanted to just announce that.  I know that she has some relatives in the room, and it is quite an honor.  I wanted to congratulate them on that.  Thank you very much.


At this time, we are going to pick up where we left off with our agenda.  We have the Honorable H. Sally Smith, who is going to present the Centers for Disease Control and Prevention.


CENTERS FOR DISEASE CONTROL AND PREVENTION


Comments on Behalf of the Tribes


Sally Smith

MS. SMITH:  Thank you very much.  In your handout, your thick packet, under the subheading "Centers for Disease Control and Prevention," is my five-page report.  If you are to follow along with me, I will not read that.  However, the points that I stress will be covered on those five pages.


You also have the opportunity to view a PowerPoint presentation as well.  so you have both of those to consider as I give this report.


Honorable tribal leaders, Dr. Williams, Mike Snezrut, who is a senior tribal liaison for the Centers for Disease Control and Prevention, and other esteemed Health and Human Services representatives, I am Sally Smith.  I am Yupik Eskimo from Dillingham, Alaska, in southwest Alaska, and I currently serve as chairman of the board for the Bristol Bay Area Health Corporation, and am currently the chairman of the National Indian Health Board as well.


It is an honor and pleasure to offer my remarks today on the Centers for Disease Control and Prevention's Fiscal Year 2006 budget for the American Indians and Alaska Natives.


Providing budget consultation to CDC on issues that impact tribes is quite challenging.  Tribal populations are impacted by almost every public health threat that CDC targets.  Unlike its relationship and acute familiarity with IHS, American Indian and Alaska Native tribes do not have a longstanding history of collaboration or the relationships that are needed to provide truly effective consultation.


Not withstanding those limitations, however, the high and disproportionate rates of morbidity and mortality experienced by American Indians and Alaska Natives are largely preventable.


Aside from these inequities in population health status and corresponding healthcare expenditures, today I wish to address another and more fundamental area of inequity experienced by American Indian and Alaska Native communities.  While poverty and other social and economic pressures are known contributors to the entire United States population's health status, little is known about public health capacity to prevent disease and reduce mortality throughout Indian Country.


Moreover, leveraging IHS shares, other public sources, and private revenues, many tribal governments make substantial contributions to preventive investments, but no one knows how much is spent on prevention infrastructure in Indian Country.


Many state and county/city public health agencies hold a common misperception that public health infrastructure in Indian Country, which includes human, information, financial, and technical resources, and buildings and facilities, is already well developed and funded through IHS' resources.  This common misperception could not be farther from the truth, as IHS resources principally target primary healthcare infrastructure, which is perpetually underfunded, leaving minimal funding for prevention investments.


Tribes are increasingly developing ideas on new programs, services, capacities, and approaches needed to help improve the health of Indian Country.  Additionally, Indian Country is learning about changes in communities that impact positively or negatively the health of Alaska Native or American Indian populations.  But these programs are grossly underfunded.  Relative to state and county governments, tribes do not benefit equally from CDC's resources intended for public good.


In some areas, CDC has made progress in ensuring tribal government eligibility to compete for funding opportunities.  Many tribes recognize and appreciate this progress, but ensuring all public resources are equally available to tribal governments and organizations and that CDC's application processes appropriately accommodate population health status needs of Indian Country requires significantly more improvement.


Through block grants and other financing mechanisms, many states that have significant American Indian and Alaska Native populations within their borders receive additional funding because of their disparities in health indices.  Too often, tribes and tribal organizations that advance prevention capacities do not benefit from these resources.


With respect to communicable disease, health has no borders.  Protecting and improving population health of only non-Indian jurisdictions ultimately helps no one.


Regarding the Fiscal Year '06 budget, in light of what is known about American Indian and Alaska Native population health patterns and to the degree that CDC resources will be made available to tribes, the National Indian Health Board suggests increases in chronic disease prevention and health promotion.  HIV/AIDS, STD and TB prevention, diabetes, injury prevention and control, tobacco, nutrition, physical activity, and obesity run the risk of adversely impacting American Indian and Alaska Native populations.


Considering the ongoing war in Iraq and other mounting fiscal and political pressures, NIHB is acutely aware of the U.S. budget situation and does not anticipate that CDC will have access at this time to additional resources to meet its mission.  However, much can be accomplished with CDC's existing resources.  Therefore, the National Indian Health Board strongly advises action in the following critical areas.


If you are following in the book, I list 13 areas.  However, I will highlight four specifically.


1) Finalize tribal consultation policy for the agency.


2) Significantly increase funding for the Centers for Disease Control and the Agency for Toxic Substances and Disease Registry, Office of Minority Health to establish new relationships and cooperative agreements with tribes and tribal organizations to characterize and strengthen Indian Country's prevention infrastructure so that all tribes and urban Indian communities are served by strong public health services dedicated to improving the health of the American Indian and Alaska Native populations.


3) Restore budget cuts sustained by ATSDR's Office of Tribal Affairs.


4) Implement internal training programs and performance measures to assure tribes have equal access to public health resources.


On behalf of the federally recognized tribes for which we at the National Indian Health Board advocate, we, NIHB, thank you for this opportunity to provide our consultation on Centers for Disease Control and Prevention's proposed budget.  We hope these suggestions are useful to your work, and we look forward to our continued partnership -- look behind you.  There is a great picture -- and remain committed to improving the health of all Americans.


There, ladies and gentleman, is the Board of Directors of the National Indian Health Board.  I don't know how much more Indian we can get a picture for you.


LT. GOVERNOR KEEL:  What a great looking group.


MS. SMITH:  Yes, we are.


LT. GOVERNOR KEEL:  For further discussion, Dr. Williams returns.


Response on Behalf of the Office of Minority Health


Dr. Walter Williams

DR. WILLIAMS:  Thank you very much.  I am accompanied by --


PARTICIPANT:  Mike Snezrut, the senior tribal liaison for policy and evaluation.


DR. WILLIAMS:  Thank you very much.  Thank you, Chairman Smith, for your comments.  I will respond as best I can to the four items you highlighted and, as time allows, to any of the other items in your formal testimony that you have submitted that you wish to discuss at this time.


With regards to finalizing CDC's tribal consultation initiative, we agree.  It is long overdue.  I will make no excuses.  It is something that should have been completed well before now.  It is at the top of the list of things that we must accomplish during the next quarter, and hopefully the next time we speak I will have something positive to share.


MS. SMITH:  I will hold you to that, Dr. Williams.


DR. WILLIAMS:  The final report that Chairman Smith references culminates over a year and a half of intensive effort by CDC to actually visit all of the Indian Health Service regions to conduct formal consultation with tribal leaders using a facilitated session where we looked at specific areas for comment, including the policy, how we should conduct consultations as well as specific questions on how CDC can better respond to tribal needs with regards to resources, public health infrastructure, as well as health programs.  So we look forward to finalizing that report and having a formal response coming back from the director of the agency to Indian people.


Your second issue related to increasing funding for certain CDC offices to enhance cooperative relationships, particularly looking at increasing public health infrastructure in Indian Country.


Currently, CDC and ATSDR collaborate with the National Indian Health Board and other national tribal organizations and tribal consortia to undertake a variety of activities for mutual interest.  There are tribal consortia, for example, that are currently receiving CDC grant funds and participating with CDC on a number of public health program activities as well as evaluation and research activities.


CDC and ATSDR also maintain a cooperative agreement with the American Indian Higher Education Consortium.  Through this cooperative agreement, we have been able to work with tribal colleges and universities to help enhance their capacity to provide public health training.  We look forward to continuing that relationship.


Discussions are underway at CDC regarding increasing the number of formal collaborative fiduciary relationships that we maintain with national, tribal, and other organizations to enhance our capacity to act in Indian Country and to strengthen public health infrastructure in Indian Country.  So that is an important message that we have heard before.  My office has led a very aggressive effort with the agency to try to increase funding in that area.  We continue to broker those conversations with those who set our budget priorities.


With regard to the third area you highlighted, restoring budget cuts sustained by ATSDR's Office of Tribal Affairs, we commented on that during the last session.  This recommendation will be taken back to CDC/ATSDR leadership, but it does raise a larger issue regarding overall appropriations processes that have to be taken into account in developing any response to that issue.


With regards to training programs to assure tribal access to public health resources, we are working with our procurement office right now to assure that announcements of any new funding opportunities include tribal eligibility.  We have been very successful with that.  Most of the programs at CDC, to my knowledge, particularly are listed in the Federal Compendium of Federal Assistance Programs, to try to give the correct name for that document.


There are about 37 or 38 CDC programs that are listed in that compendium that for the  most part we have determined that there are no legislative restrictions on tribal eligibility.  Whenever funding for those programs are made available, CDC has been very consistently including tribes, tribal governments, tribal consortia, and other tribal entities as eligible applicants and trying to assure access to those funds.


We do plan to look for other ways to consider other venues for providing more specific guidance on how to access those programs through specific guidance on how to apply to those grant programs in particular.


I think those were the four items that you raised particularly.  I would be happy to respond to the other items through IGA in writing.


MR. WEEMS:  Walter, was that the Catalogue of Federal Domestic Assistance?


DR. WILLIAMS:  Catalogue of Federal Domestic Assistance.  Thank you very much.


MR. WEEMS:  We do have a minute or two left if there are any questions.


LT. GOVERNOR KEEL:  Buford Rolin, Vice Chairman of the Poarch Creek Band of Indians.


HEALTH RESOURCES AND SERVICES ADMINISTRATION


Comments on Behalf of the Tribes


Buford Rolin (for Charles Colombe)

MR. ROLIN:  Thank you, Lt. Governor Keel.  It is indeed a pleasure for me to be here.  I certainly am sorry that our friend Mr. Colombe could not be here.  I'm sure he would have liked to have been here to participate in this forum.


Let me begin by saying again thank you to the Department and everyone for hosting this sixth year of this budget formulation process.  It is indeed a pleasure and the opportunity for we as Indian people to have input into the budget that certainly affects us all.  We are grateful to the Department for this.


Earlier, many comments were made by tribal leaders about the "Quiet Crisis" in our country, as referenced by the Civil Rights report.  We as tribal leaders want the administration and the Department to understand that we stand ready to work with you to address the health disparities that exist in Indian Country.


Secretary Tommy Thompson has said that he is committed to improving the health of Americans through implementation of, and I quote, "Healthy People 2010," end quote, the number one focus of which is access to quality health services.  Now, Indian Country shares in all the goals set forth in Health People 2010 not only for American Indians but for all.


A study conducted by CDC in June 2001 to August 2002 -- well, I should say our research firm -- interviewed 21 minority communities in the United States, two of which included 1,791 American Indians and Alaska Natives who participated in the survey.  The American Indians and Alaska Natives had the highest prevalence of obesity, smoking, cardiovascular disease, and diabetes among both men and women in these four groups.


Among all minority men, American Indian and Alaska Native men also had the highest prevalence of self-reported hypertension and high blood cholesterol levels.  American women and American Indians and Alaska Natives had the second-highest prevalence as well.


This survey conducted by the CDC represents the health challenges faced by Indian Country and the need for additional resources to combat these deadly diseases and risk factors.


We commend the HRSA for its commitment to consulting with American Indians' and Alaska Natives' tribal governments in the development of the budget recommendations.


Although the Indian Health Service is the primary agency to provide health services to Indian Country, the federal trust responsibility to American Indian and Alaska Native tribal governments is shared by all the agencies.  Often, tribal governments, especially of smaller tribes, do not have adequate working knowledge of the mission, activities, and programs with HRSA.  Tribal governments would benefit greatly from an increased effort from HRSA to reach out to them in Indian Country and promote the resources available to all Indians.


While it is vital that HRSA and the Indian Health Service maintain communication to improve healthcare delivery in Indian Country, it is equally important that HRSA dialogue directly with Indian Country on a consistent basis.  Other agencies within the Department of Health and Human Services have implemented such efforts.


An example of this is CMS and the TTAG workgroup.  Although the purpose and mission of CMS and HRSA are quite different, the intent of such an advisory group is to provide direction and input on agency programs that affect American Indian and Alaska Native tribal governments.  We believe that HRSA would benefit as well.


I would like to commend the Indian Health Service for taking the initiative to inform Indian Country on access in the various programs within HRSA.  Next week, the Indian Health Service has scheduled a roundtable that will include HRSA, IHS, and American Indian and Alaska Native tribal governments to discuss opportunities through the Office of Rural Health Policy, as well as establishing a network between HRSA, state, and tribal governments.


Throughout Indian Country, the insufficient number of medical practitioners in many facilities continues to be a problem.  Tribal governments are in a unique and valuable position to increase the number of American Indian and Alaska Native youth into health education programs, followed by long and prosperous careers serving their own people.


Tribal governments, working through their communities, can energize their youth and provide the motivation and support to urge them into health professions.  While university-based recruitment and retention programs have been successful, tribal-based programs can be equally successful.


We are suggesting an initial pilot project in the amount of $500,000 annually to be made available to five American Indian and Alaska Native tribal governments to coordinate health profession recruitment where requested.  Further, an estimated $1.5 million is requested to increase the number of university-based American Indian and Alaska Native health recruitment programs.


The American Indian and Alaska Native health system, including the Indian Health Service, health law enforcement has not been engaged in the National Homeland Security Strategy in a meaningful way.  However, the most noticeable exclusion has been funding to boost the healthcare system in the area of terrorist attacks, including bioterrorism.  Funding for homeland security has been provided to federal agencies and through the state government.  We hoped that funds would flow to tribal governments.  However and unfortunately, this has not always happened.  We do have a few exceptions.


HRSA should allocate specific funding for American Indian and Alaska Native tribal governments to boost hospital preparedness and training efforts.  We are suggesting an initial amount of $5 million, which is less than 1 percent of the Fiscal Year 2004 enacted budget for HRSA bioterrorism activities.  This is requested to provide for hospital preparation and training for American Indian and Alaska Native tribal governments.


HRSA has many outstanding programs that tribal governments are eligible for that are designed to eliminate the health disparities that exist in the United States.  However, the application procedures and requirements are at times beyond the capabilities of many tribal governments.


However, my friend here Don Kashevaroff reminded me that in his area they have just received a Community Health Centers grant which in fact all Indian tribes are eligible to apply for.  It is over a period of years that you can be involved in that.  So he would encourage tribes to certainly look in that area.


We are requesting that HRSA allocate funding specifically to encourage participation for American Indian and Alaska Native tribal governments into HRSA programs in a manner similar to what the Indian Health Service has proposed in its HRSA roundtable.


Another concern that we have and certainly is a problem within Indian tribes is the problem with AIDS.  AIDS is a real problem and certainly epidemic among American Indians and Alaska Natives.


In conclusion, American Indians and Alaska Natives are an at-risk population.  It is our hope that the "Quiet Crisis" is acknowledged by Indian Country's work in concert with the Department of Health and Human Services to target and address the health disparities that exist in Indian Country.


Secretary Tommy Thompson will leave a lasting legacy in the capacity as secretary of Health and Human Services in his role in reshaping the federal government to prevent and prepare for possible terrorist attacks.  We hope, and it has been stated again this morning, we are a number one priority within the secretary's budgets and his concerns for health care.


Mr. Secretary, we would say to you and recommend to you today, please release that report to Indian Country so that the Congress will understand the various committees that are handling the reauthorization for the Indian Healthcare Improvement Act will react and can react to have that legislation pass this year.  Thank you.


MR. WEEMS:  Mr. Rolin, thank you very much.


For further discussion, we have Dennis Williams, who is the deputy administrator for the Health Resources and Services Administration.


Response on Behalf of HRSA


Dennis Williams

MR. WILLIAMS:  Good afternoon.  I bring greetings from Dr. Duke, who is the HRSA administrator.  She is out of the country at the moment; otherwise, she would be here herself.  Let me respond to several things.


One, I have also read "The Quiet Crisis" and appreciate the message which it conveys.  Having spent many years in the Department, I understand the situation that it describes, and we are sympathetic to the issues that it raises.


Secondly, I and my administrator have listened carefully to Secretary Thompson, our secretary, and we have heard his admonition to provide a focus on quality health services for Indians as well as all Americans.


In that context, a little over a month ago Dr. Duke and Dr. Grim and their senior staffs met together to explore how we could better collaborate between the two agencies and our programs for the benefit of American Indians and Alaska Natives.


Coming out of that meeting, we agreed to focus on three areas.  One is health professions.  The Indian Health Service and HRSA both fund health professions programs of various types.  We are going to explore together through workgroups made up by HRSA professionals and IHS professionals to see where there are opportunities to better collaborate on those resources to the benefit of American Indians and Alaska Natives.


One area that we know already that we can make an early and quick gain is in the process for identifying health profession shortage areas.  You and many of your facilities have automatic designations, but you do not have a priority score because we often don't have enough information to provide a priority score.  Without a priority score, automatic designation doesn't have much practical meaning.


We have agreed with IHS that much of that information -- and we are going to work out the details -- is available and can be provided centrally through IHS, which ought to enable us to provide priority scores that would enable you to understand where you lie with respect to resources such as the National Health Service core personnel.  We will look at other areas in health professions as well, but that is one area where we know we think we can make initial gains.


A second area is in our major primary healthcare programs, the Community Health Center programs.  You have heard a lot about budget limitations today.  This is one program that is a presidential initiative.  It is expanding and will continue to expand under the current president's budget at least through 2006.


We want to work with the Indian Health Service and with tribes to see whether tribes can take better advantage of the primary healthcare dollars that we have available.  This represents both a challenge and an opportunity.  It is an opportunity because the resources are growing.  It is a challenge because, by statute, those who wish to apply for community health center resources must be willing to provide health services to all who come in the door.  Some Indian tribes may find that, because it will augment their resources, a congenial arrangement.  Others may not find that an arrangement that they wish to participate in.


Nevertheless, we are going to seek opportunities.  In the ideal situation, we would find opportunities for Indian grantees who would be able to serve better their own communities as well as other non-Indian communities in the rural areas that they exist to the benefit of all.  We will explore those opportunities.


The third area that we want to look at is HIV/AIDS.  As you pointed out, as "The Quiet Crisis" points out, American Indians and Alaska Natives suffer from HIV/AIDS as much or more than many population groups in this country.


The Ryan White dollars go primarily to states and to large metropolitan areas.  That creates challenges to try to expand the availability of these resources to American Indian and Alaska Native communities, but our workgroups will work to see where there are opportunities to expand and make more of these resources available and to get better participation on the part of Indian groups in the administration of these dollars.


A fourth area which really cuts across all of them, we have heard from you, we have heard in tribal consultations around the country and elsewhere, that the fact that these resources exist does not necessarily mean that you can successfully compete for them.  We have asked each of our workgroups to put together, as they look at health professions, as they look at primary healthcare programs, as they look at HIV/AIDS, to put together technical assistance strategies that would be adapted to your situations that would make it more likely that you would be able to compete successfully for these programs.  We are going to be working on a plan that would do that.


You have mentioned knowledge of HRSA programs and the fact that you often don't know about them.  This is one area where in the three major areas we have talked about we will be, as our thinking matures, out promoting what we think we can do to get you involved.


We have been going to tribal consultations.  I was in Alaska last summer.  One of the things that came up at that consultation was the fact that HRSA has a document that it puts out every year called the "HRSA Preview."  It includes all HRSA programs.  That comes out in September.  We were asked to note which programs might be especially good for Indian tribes to apply for.  We are going to do that.


I am also going to the roundtable that was mentioned in Denver.  I will be speaking at that Denver meeting next week.


I have been asked to sum up.  I think what I am trying to convey to you is that we are entering now a very serious collaboration with the Indian Health Service.  We hope to translate those working groups into specific action plans.  Dr. Grim and Dr. Duke have asked us to provide an interim report by mid July and a final action plan by September, after which we would then begin to implement the steps that we can agree to.


LT. GOVERNOR KEEL:  Thank you very much.


I understand, Don, you had a question.  You are also next on the agenda, so why don't you go ahead and move into that when you finish.


Also, Buford, I wanted to apologize if I appeared to be rude to you.  I didn't want to do that.  Thank you.


Don.


MR. KASHEVAROFF:  Thank you.  I will make the first one real quick.


Nice to see you again.


Just speaking for my tribe, the Seldovia Village Tribe, we think that the HRSA and the CDC is probably the best thing the president has done for Indian Country, believe it or not.  I have just two quick requests.  I understand you work with IHS, which I think is great.


In my tribe it doesn't apply because we were able to combine the CHC with the IHS -- don't tell IHS that we are combining the things because they are in an uproar now about combining anything -- but we were able to combine the sources to get economies of scale to provide better health care than we ever have been able to in the past, serving non-beneficiaries, which we elected to do just for the economies of scale.  We thought it was the right thing to do for the amount of money.


Some tribes are much larger than we are.  They have a population that meets the CHC requirements for service that is in excess of the funding that they will ever get from CHC.


My quick note to you is, it might be good if CHC decided to allow waivers for large Indian population bases that were in the poverty guidelines that CHC had, to not have to make them also have non-bens, because the amount of money that we provide isn't enough to go around anyway.  Just let them serve their beneficiary populations in those remote areas that are designated there.


The other thing I would ask is that maybe if we look at things, if you can somehow streamline the grant process, both the application and the reporting.  I guess it just comes down to money.  We spend a lot of money applying and reporting all the time.  We found that the IHS, through the compact process, that we can provide a more efficient, more effective program without spending as much money on administration.


Just food for thought for you when you are working with IHS.  Ask them how they handle the self-governance tribes or the contracted tribes; how much they do they look at them and are they successful or not; do they see a lot of abuses or not.  I think that you will find that since we are accountable to the people we are serving directly, because they vote me out of office if I don't serve them, we make sure that we really do a good job.  We might not need as many reporting requirements as the next guy.  Thank you.


MR. WILLIAMS:  We would be happy to explore that.


LT. GOVERNOR KEEL:  Thank you.


The next item on the agenda is the National Institutes of Health.  We have, again, Don Kashevaroff.


NATIONAL INSTITUTES OF HEALTH


Comments on Behalf of the Tribes


Don Kashevaroff

MR. KASHEVAROFF:  Okay, Thanks.  I will put a different hat on for this.


I will admit, first, I am not the expert on NIH.  I think I made a comment somewhere that somebody liked and they said, "Go make that comment again."  I will make the comment later on today.


I am just going to go quickly through my written testimony that was prepared, of course, by my technical staff, who could not make it down.


First off, I do appreciate the National Institutes of Health having an increased interest shown to the Indian population and the fact that it seems like we have been able to get more grants through NIH than ever in the past.  I do appreciate that.


Also, the funding of the Native American Research Centers for Health Grants that we got.  We call them NARCH grants.  We actually have one back in our organization in Alaska at the ANMC, and we have found that that is definitely a good program to have.  We were able to use that to start looking at various funding sources and various research projects that we never thought we could before.


One of the main concerns we have had in research through the decades is that it was always non-Indians coming up and doing research on Indians and sometimes testing Indians with some things that shouldn't be tested on Indians, especially up in some of the villages up north.  When the tribes went self-governance, we took over our own process, and we watch very closely to make sure that we don't do anything that we wouldn't want done to our mother or our father or ourselves.  So having those NARCH grants and letting us do our own research I think is a great way to go.


Two topics I want to talk about real quickly:  health disparities and access to care.  On the health disparities, NIH knows better than other folks that we have a lot of major causes of mortality and morbidity, including infant mortality, unintentional injuries, suicide, diabetes, heart disease, cancer, and even some oral health.  There are many factors that contribute to these, so we are hoping that maybe NIH could put some research into these types of deals.


What we are looking to have is a comprehensive long-term population-based study that could characterize multiple risk factors and the course of chronic diseases in Native Americans.  I understand there is like a pilot study going on in a smaller group without much funding, but we really need a comprehensive study to check out the risks that we are facing and how to address those.


I wanted to do a case in point.  In Alaska, we rely on traditional foods.  Every now and then, the EPA comes out and says, "Don't eat salmon, don't eat salmon.  It is really bad for you."  All of our people in the village go, "What do we do know?"  Our elders get worried.  We do have some folks looking at traditional foods up there, and their advice -- these are Ph.D.s -- to us is, yes, keep eating your traditional foods because your alternative is worse.  The alternative is going out and buying Spam at the store, or Pepsi and a can of Spam.


Now, I keep asking somebody in Alaska, why don't we do a study on, if you say traditional foods are bad, why don't you do a study on what I'm buying in the store and tell me how good that is to me.  What little research we have done shows that traditional foods, while they might be contaminated somewhat, are much healthier for you than going to the store-bought deal.  That is just one instance of, maybe, a research study that NIH could help facilitate.


There is also a concern about the period of prenatal development and how that is a critical interval in the risk of developing chronic diseases in adulthood.  We requested a perspective infant cohort study in selected Native American populations be done to determine the best preventive measures for adult chronic diseases.  I think that is something that hasn't been done yet, and we would like to see if that could also be done.


On the access to care, the second issue, one of the things we face is that, because of geography and the climate and, in some places like Alaska, lack of roads or limited access, we do have a problem with access to care.  We also have a problem of lack of providers.  It is hard to get somebody to come out to the reservation or the village in Alaska and work for you.  We don't get the funding that the private sector does to pay.


So it would be good if NIH could contribute to a solution that by funding innovative approaches to providing health care in remote regions and look at how we could do that.  Maybe do some pilot projects there and then see about rolling them out through the country.


One example that we are doing up in Anchorage is we have a mid-level doing colonoscopies.  Now, it would be nice if we could extend that and review that to see if that could be rolled out across the country, too.  So use the people that we have -- we can't always get the docs to do everything -- to do some of these services that we wouldn't have otherwise.  So if NIH could be looking at that, that would be great.


Lastly, I wanted to summarize that -- and this is for Mr. Weems, too -- the secretary has said that he wants an increased focus on Indians.  We understand that and we have been talking about that for the last couple years.  Sometimes it is hard to say, we are going to increase our focus on Indians by shifting money from this population that we have been working on.  We have been giving money to states; we are going to give it to the Indians now.  Then the states all come in and say, you can't take our money, you can't take our money.


NIH is the one place that the budget has doubled over the last couple years.  So NIH is the one place that doesn't have a user group that is used to getting their money all the time.  NIH is the one place that has I don't want to say excess money but has money that they still have the ability to direct where it is most needed without somebody coming up and giving them a lot of flak about, oh, you took my money away I have had for 10 years.


So I think NIH is a good place to address the health disparities of American Indians and Alaska Natives.  We definitely need the research done.  We want to partner with NIH to do the research, too.  Thank you.


MR. WEEMS:  Thank you, Chairman Kashevaroff.  I think your point there is well taken.  As Mr. Williams also noted earlier, the Community Health Centers are another place where there has been fairly rapid expansion and not necessarily existing claims on the new resources.


For further discussion, we have Dr. John Ruffin, who is the director of the Center on Minority Health and Health Disparities at the National Institutes of Health.


Dr. Ruffin.


Response on Behalf of the National Center on


Minority Health and Health Disparities


Dr. John Ruffin

DR. RUFFIN:  Thank you, and good afternoon, everyone.  Actually, I am very pleased to be here.  I have been at NIH now going on 15 years, and in the last three years of those 15 years I have seen improvements.  I have been at many, many meetings of this type.  I did meet at one time in Spokane with many of the American Indians and Alaska Natives talking about issues of this type.  Actually, the kind of things that I can talk with you about today are vastly different from what I was able to talk to you about say five years ago.


I think that you have expressed that to some extent in noting that the amount of funding and grants that you have seen have improved over the years to some extent.  Not only have they improved, but I think they have improved because you have had some input into that process.


Ten years ago, when the Office of Research on Minority Health was formulated, one of the things that we started out doing was going around the country and asking minorities and other populations who suffered from health disparities what it is that they thought we should be doing that we weren't doing.


Trust me, that was a new paradigm for the National Institutes of Health.  This is a little bit different from going upstairs in Building 31, up on the sixth floor in one of the conferences rooms, and sort of deciding for you what the issues are, and then coming back and putting out an RFA and having you apply for it, only to know that this is not something that you may be able to do.


When you start off by asking, "What is it that we should be doing that we are not doing?" and you have some input into that on the front end, it sort of changes things a bit because then we can address the issues that we think are important to you because you had some input in the formulations of those issues.


Similarly, this same thing is happening today.  I would like to take all the credit, but I tell you, I think the people who really deserve a lot of credit for this are the staffers up on the Hill who have listened to you and other minority groups come in over the years saying the same thing over and over again.  As a result of that, they were able to come up with the idea that there ought to be a National Center on Minority Health and Health Disparity at the National Institutes of Health and that that center should in fact be able to address some of the things that you just mentioned.


For example, one of the things that came out of the creation of the center was the notion that there ought to be a strategic plan for health disparity for this country as it relates to ethnic minorities, but not only ethnic minorities but we know the contribution that poverty makes to health disparity as well.  While we are in fact doing things for ethnic minorities and we have learned a lot over the years about how to deal with issues with ethnic minorities, we ought to be thinking about poor people who are suffering some similar travesty as well, like many of the people in Appalachia and places like that.


So come up with a strategic plan for all of NIH.  One of the misnomers is that we have come up with a strategic plan and some people sometimes think that that strategic plan is only for the new center.  It is not.  That strategic plan is for all of NIH.


I want to give a thank you to some extent to the National Indian Health Board because when this strategic plan was being formulated, my office sent a copy of the draft of that strategic plan to the National Indian Health Board, and we said, "Here is your opportunity to have some input.  This is where you tell us what it is that you think we ought to be doing that we are not doing."  That is mandated, by the way, by law, that we place this out in the general public and get input from the public once that strategic plan is out there, and ask the public what it is that they want to see done.


For example, many of the ideas and concepts that you just expressed, even if you do not see many of those concepts in the current version of the strategic plan, you get your chance again because every year that strategic plan is revisited and revised.  We ask that you then give us input into what it is that you think we should be doing that we are not doing so that many of the concepts that you are talking about can be incorporated into it.


Some good things have come out of that as it relates to Indian Country.  You may be interested in some of this.  We have gotten good advice, too.  I will take this opportunity to give special thanks to people like Lillian Tomorms [ph], who served on our council; Melvina McCabe [ph] is on that council now; and of course, the help that we have gotten from David Baines [ph] in terms of trying to formulate many of the ideas and concepts have been invaluable.  So we go to the people who we think can give us the kind of advice that we think we need.


Within the National Center on Minority Health and Health Disparity there are three programs that I want to tell you quickly about.  One is the loan repayment program.  I think that the loan repayment payment, in my own view, is one of the best things since sliced bread.  It says that for individuals who are going to devote their time and their skills to health disparity issues, these individuals who have large loans, we are saying to them that we will pay those loans back.


This is not new for the National Institutes of Health.  When we had an epidemic, as we still have an epidemic, with AIDS, we used that same strategy.  We said that for people who would come in and help us with AIDS, we will pay back their loans.  We created the AIDS Loan Repayment Program, and much of what we have learned about that disease we learned because of individuals who have come in and worked with us on that.  We are saying the same thing now about health disparity.


This needs to be taken back to Indian Country because right now we have about 303 what I call health disparity ambassadors.  These are individuals who are working on health disparity issues who are having their loans repaid.  Of that 303, 11 of those are Native Americans.  That number doesn't sound like much, but it is a lot, and it could be more.  It needs to increase.


What is significant about those 11 Native Americans, all 11 of them are working on research issues that impact Native Americans.  That becomes very important.  There are at least 17 projects that involve Native American issues that are being worked on by individuals who are doing loan repayments, but 11 of those are yours.  They are individuals that you can claim, and they are individuals that, if you were talking about a strategic plan for dealing with Native American health issues, you ought to be consulting to some extent with these professionals because these are individuals who are particularly interested in those issues.


I think the other thing is, just to use another model, the Centers of Excellence.  You and I both know that if I were to use the National Cancer Institute as an example, if we were going to do something about cancer, it is probably going to come out of those Cancer Centers of Excellence.  We have our own Health Disparity Centers of Excellence, and some of those Health Disparity Centers of Excellence are set up in such a way.  They are called R24s.  Just jot that down and maybe during the question-and-answer period, since I am running out of time here, I can tell you what that is.


But it is a planning grant.  It gives an opportunity for some of those ideas that you just expressed to me to become pilot programs, a supply for some of those R24s.  We will give them a try and see if we can, from those R24s, establish some centers in parts of the country where it might be helpful to Indian Country.


I will stop there.  I would be glad to answer any question you might have.


LT. GOVERNOR KEEL:  Chairman Windy Boy.


CHAIRMAN WINDY BOY:  One small question, I guess.


Good afternoon, Mr. Ruffin.  I have heard about you but I haven't met you.  I have finally met you.


DR. RUFFIN:  Thank you, sir.


CHAIRMAN WINDY BOY:  Once you know me, you will always have a friend for life.


DR. RUFFIN:  You bet.


CHAIRMAN WINDY BOY:  What opportunities will your office make available for tribal communities, particularly community-based initiatives to address health disparities in Indian Country pertinent and relevant to the Rocky Mountain region and Aberdeen?


In addition to that, I want to extend somewhat of an invitation in reference to Senator Conrad Burns, who chairs the appropriations committee that is going to be sponsoring a roundtable health disparities discussion with tribal leaders.  I believe it is the first of August.  We would certainly welcome you to that.


DR. RUFFIN:  Thank you.


I think the question of community base and community-based research is quite appropriate because also in the legislation that led to the creation of the center there is language and authorization -- no appropriation, but authorization -- to the center to look into the establishment of community-based research programs within the center.


Some of the programs that I was mentioning to you earlier about the Centers of Excellence and those loan repayment programs, those programs had significant timelines to them.  In other words, the legislation, when you go back and read it, kind of said to us that these are things that we want you to get underway quickly, right away.  So we devoted about much of our time over three years to trying to make sure that those statutorily mandated programs got underway first.


But there is a serious attempt on the part of that legislation to make sure that we also establish a mechanism for community-based research.  We are now turning our attention to that.


In fact, we have now advertised for a director of our community-based initiative, and hopefully we will be able to fill that position rather soon.


One of the things that I think the Congress recognized in asking us to take the initiative in setting up this community-based program within the new center is that NIH as a whole had not done as much on the community base as perhaps we should.  Yet we understand the importance of these organizations, particularly when it comes to things like clinical trials and things of that sort.  They do a much better job at that than anybody that I can think of.  But we have not really put a mechanism in place yet where we can set up a funding mechanism for a lot of community-based activities.


The bottom line is that I think in the future you are going to see a lot of that coming out of the new center as an initiative.


LT. GOVERNOR KEEL:  Thank you.


Garland Bruno.


MR. BRUNO:  Thank you, Jefferson.


Garland Bruno with the Confederated Tribes of Warm Springs, tribal council member.  Mr. Ruffin, I appreciate what you are sharing with us.  Before I make a comment, I would like to suggest that perhaps the National Center on Minority Health and Health Disparities' title be changed to the National Center on Minorities and Native American and Alaska Native Nations.  We are not a minority group.  You are working with nations that have treaties with the U.S. government and would appreciate that consideration.


Earlier on the agenda, Pearl Capoeman-Baller, who is the president of the Quinault Nation and chairperson of the Northwest Portland Area Indian Health Board, had commended the Department of Health and Human Services' recent commitment to become a partner in Native American research centers for health programs, along with Indian Health Service and the National Institute of Health.


She made these comments because of the tremendous research needs of Indian health programs and that the IHS and tribal health programs are service-based organizations that require the assistance of research-based projects in order for us to develop evidence about what our best practices might be and how to obtain the best value of the healthcare dollars.


That said, I would encourage, Mr. Ruffin, that you would work with AHRQ in developing a strategic plan with NIH and AHRQ working together.  I would appreciate that.


DR. RUFFIN:  Thank you, sir.  That is a suggestion that we will take seriously.


MR. BRUNO:  Thank you.


LT. GOVERNOR KEEL:  If there are no other tribal leaders' comments, we will move on to the last presentation on the agenda this afternoon.  It is the Substance Abuse and Mental Health Services Administration.  We have Chairwoman Vivian Juan-Saunders.


SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

Comments on Behalf of the Tribes


Vivian Juan-Saunders

CHAIRMAN JUAN-SAUNDERS:  Thank you.


This presentation is made on behalf of the Intertribal Council of Arizona, which I serve as the president.  I will speak about some of the health risks that were identified at the recent Fiscal Year 2006 tribal consultation with Indian Health Service and tribal and urban Indian budget matters.


At the national meeting, tribal representatives noted that alcohol and substance abuse and mental illness were identified as priority health problems.  I am going to go into the recommendations that the Intertribal Council of Arizona is proposing.


The tribes request that SAMHSA continue efforts to annually consult with tribes to determine the needed programs and resources required to establish and strengthen Indian Health Service, tribal and urban Indian prevention, detoxification, and treatment programs.  Tribes report an increasing number of women giving birth and testing positive for substance abuse.  Some tribes also reported increasing substance abuse among young people.


An urgent issue is in the problem of methamphetamine use finding its way onto Indian reservations.  Tribes indicated that there is a high recidivism rate among the meth users.  Tribes request that SAMHSA provide assistance to tribes to specify needed detoxification treatment and after-care services that must be put in place.  Resources are needed to increase staffing for these services.


Another resource issue is the need to assist counselors in obtaining additional course work or expanded training in states that now require A.A., B.A., and master's degrees and continuing education units for substance abuse, social work, master's of counseling, and therapeutic licensure renewal.  These educational programs are not easily accessible in rural and isolated American Indian communities.


Tribes also seek needed resources for the operational costs of existing youth regional treatment centers as IHS funding has remained static.  Further, it should be a high priority of DHHS to assure that the youth regional treatment centers are established in all IHS areas, as required by law, to provide residential inpatient treatment services for our youth.


The IHS tribal and urban Indian system lacks sufficient resources to appropriately staff psychological services, but the organization of the Indian Health Service Mental Health, Social Work, and Substance Abuse branches is promising.


The needs that must be addressed include adding staff to increase outreach in prevention education, crisis intervention, and after-care services.  Establishing inpatient treatment programs is a priority recommendation -- [tape change] -- programs develop effective initiatives about suicide prevention and domestic violence.


Regarding SAMHSA discretionary funds, in 2003, SAMHSA requested comment on a proposed redesign of program requirements for the distribution of discretionary services grant funds that would be available to state, local, and tribal governments, universities, and faith-based organizations.  Collecting and reporting performance data is also required using SAMHSA or GPRA measures.


The Intertribal Council of Arizona provided comments to SAMHSA on October 16th, 2003.  ITCA noted that service grants in the long term would be beneficial to tribal communities.  However, the time frames to expedite the required treatment and supportive services was a concern.  ITCA recommended that an optional planning grant be made available.


It was also pointed out that in the grant requirements the provider organization must comply with all applicable law, local, state, or tribal licensure, accreditation, and certification.  Therefore, it may be necessary that a governmental unit such as IHS provide documentation if tribal licensing, credentialing, or certification requirements do not presently exist.


ITCA also discussed the need for fair competition and asked that a separate funding stream be developed for service grants for the American Indian rural and urban Indian treatment services.


Finally, it was suggested that in order for tribal and urban Indian programs to meet the required SAMHSA standards of effectiveness, programs funded under this discretionary grant be considered acceptable if they meet IHS standards contained in the Indian Health Manual, Part III, Chapter 14, Mental Health Programs, and Chapter 18, Alcoholism and Substance Abuse Programs.


Other impacts of alcohol and substance abuse and other high-risk behaviors in tribal communities include HIV, which was referred to earlier.  Recommendations to support surveillance reporting systems must continue to be supported by the DHHS and coordinated between IHS, tribal governments, health consortia, and state health departments to help ensure accurate reporting of HIV/AIDS case rates.


Funding to support and continue capacity-building assistance programs through the CDC is crucial to address the training and consultation needs of tribes as surveillance systems improve.


Hepatitis C.  There is a serious threat of hepatitis C for American Indian youth and young adults.  It recommended that we assess the prevalence of hepatitis C infections among American Indian people and assist the tribes in developing culturally appropriate education programs about the hepatitis C virus and the risk factors associated with contracting the virus.


Regarding tobacco abuse, education and prevention.  Work with tribes and urban Indian centers to develop a model tobacco surveillance system and evaluation components specific to American Indian and Alaska Native populations; recognize and assist tribes and urban Indian health programs in implementing culturally based intervention programs; provide tribes and urban Indian centers with additional funding to address the abuse of commercial tobacco.


Domestic violence.  A continual problem is domestic violence coupled with issues of substance abuse and mental illness.  In a survey ITCA conducted in Arizona, tribes reported overall little funding and few domestic violence programs operating in tribal communities.  There was also a serious concern in the lack of shelters and safe houses on Indian reservations.  We recommended that HHS work closely with tribes to remedy these problems.


In the comprehensive health study conducted with Tohono O'odham, we found that half of all youth are binge drinking by age 15 to 16.  Multiple families in households lead to depression and violence, and alcohol and substance abuse education must start in elementary school with seven- to nine-year-olds to prevent use for boys, and by 10 to 12 years of age for girls.


In Tohono O'odham, because we have a 75-mile stretch of the international boundary with Mexico, children are finding stranded drug loads on the reservation left behind by drug smugglers.  Because of a funnel effect that is bringing more illegal aliens and drugs through the Tohono O'odham Nation, in 2001 our tribal police confiscated 43,000 pounds of drugs; in 2002, 64,000 pounds; and in 2003, 108,000 pounds, a 148 percent increase over three years.


Women are increasingly taking on the leadership of the home and community, which leads to increased depression.  These are some of the issues that resulted in our comprehensive health study.


Finally, I would like to just mention, with the use of methamphetamine and mental illness, we are hearing from police officers that more and more people that are being arrested have severe mental problems coupled with substance abuse and alcohol.  Some of our behavioral health staff are concerned that they were trained to address alcohol and substance abuse issues and not trained to deal with people with severe mental illnesses.  That is becoming an increasing risk for them as well.  Thank you.


MR. WEEMS:  For further discussion, we have somebody who is certainly no stranger to Indian Country.  Charles Curie is the Administrator of the Substance Abuse and Mental Health Services Administration.


Response on Behalf of SAMHSA


Charles Curie

MR. CURIE:  Thank you, Kerry, and thank you, Chairwoman Juan-Saunders.  I appreciate your testimony very much, and I extend my appreciation also to the Intertribal Council of Arizona.


Clearly, as you outlined the needs and the recommendations, I think what was distributed was the SAMHSA Matrix.  What strikes me about the recommendations and the matrix is how they parallel each other in terms of the emerging needs.  I wanted to talk globally just briefly about what we have been doing to connect with and keep our ongoing partnership with Indian Country in order to improve access to services and quality of services as well as address the specific recommendations.


The overall vision for SAMHSA is a life in the community for everyone.  Our mission is to build resilience and to facilitate recovery.  Recovery is the end game, and that is what I am hearing you describe as well.  You are looking for people to attain access to recovery, to attain and sustain recovery.


The SAMHSA Matrix is helping to operationalize that.  A major theme sounded at all budget consultations throughout the Department is the fact that we have limited resources.  Because of that, there is an awesome responsibility to make sure that the resources are being put toward the most pressing needs and also are being prioritized.


The matrix of priorities:  basically the blue axis reflects where we are investing our dollars overall in our SAMHSA budget.  As we look to put a particular and continued focus and priority on American Indian and Alaskan Native populations, we want to be able to demonstrate that we are addressing issues such as co-occurring disorders, issues such as expanding substance abuse treatment capacity.


I have indicated that what the matrix also helps us strive to do is move from planting a few redwoods to, instead, letting a thousand flowers bloom.  The primary activity within those redwoods is a major grant opportunity that is available now called Access to Recovery.  This will provide selected grantees, which includes tribes as well as states, with broad discretion to design a voucher program to pay for effective community-based substance abuse clinical treatment and recovery support programs.


The application due date for the ATR grant, which was released on March 4th, is June 4th.  Since the application has been released, we have recently completed a series of technical assistance sessions attended by 53 states and territories and 80 tribes.  In fact, just this past week we had an additional technical assistance session in Denver, for tribes only, to specifically address questions that would be raised by tribal organizations as well as to make sure that tribes are being equipped to be able to apply.


I know there have been some concerns raised in previous sessions here that while there is the ability to apply for grants for tribes -- and that is one thing that SAMHSA has been very committed to over the past three years, to open up more opportunities for tribes to be recognized and apply directly -- there was concern as to whether the playing field is really level for tribes if they are competing with states.


I am confident, with the feedback I have been receiving from my staff and from others who have been attending the TA sessions, that there are going to be some very strong, competitive applications coming from tribal organizations.  With the approaches I'm hearing tribes taking and the discretion we are allowing, we think that there is some real opportunity for innovation and tribes are in a good position to be addressing that.


In terms of some of the recommendations, just to hit those rather quickly, again, consultation with tribes will remain a high priority for myself and my staff.  While we lack a regional presence -- SAMHSA does not have a regional office -- staff were able to attend, listen, and dialogue with tribal attendees at most of the regional tribal consultations both last year and this year.


I was pleased to be able to participate in the Region 10 tribal consultation in Portland.  I also made site visits in Alaska with the Secretary, where I visited many of the grantees.  I have also visited South Dakota.


This year, my staff, including my Deputy Administrator at one meeting, attended all the tribal consultations that included the IHS budget consultation component.


Also, our Associate Administrator for Policy, Planning, and Budget addressed both a meeting of the IHS Budget Committee meeting and a meeting of the Tribal Self-Governance Advisory Committee.


Lastly, SAMHSA also is playing an active role in the ongoing activity of the Secretary’s Intradepartmental Council on Native American Affairs, which is to determine ways to improve our consultation process.  I believe I can speak for all the operating divisions of HHS in saying that a primary goal in consultation is to improve access to all of our services and all of our programs.


In terms of the recommendation around a number of tribes reporting an increase with the numbers of women giving birth and testing positive for substance abuse, this is of course a major risk factor.  I want to mention the work of SAMHSA's Fetal Alcohol Spectrum Disorders, or FASD, Center for Excellence.  The center, which is devoted to preventing and addressing such disorders, provides resources to expand the knowledge base and promote best practices.  It also provides ongoing technical assistance to communities.


The center has also partnered on some of its activities with the Indian Health Service's Division of Behavioral Health.  The center's funding supports continuing efforts to train health professionals.


With funding support from the center, Alaska, for example, has instituted a state-wide media campaign for the prevention of women drinking during pregnancy and has diagnosed and provided services for over 500 newly diagnosed cases of FASD.


With reference to methamphetamine use, which clearly has been at epidemic proportions, especially in rural areas and in particular has impacted Indian Country, our Targeted Capacity Expansion Grants are intended to expand or enhance treatment in local communities.  Tribes are eligible to apply for those particular grants.


Our Center for Substance Abuse Treatment (CSAT) has identified the target groups for this initiative as minority populations in general and clients in need of treatment focused on methamphetamine and other emerging drugs.  The application deadline currently for this grant process is the 25th of this month.  Hopefully, there are many people already in the process of applying.  If you need more information, let me know afterwards.


Our Center for Substance Abuse Prevention (CSAP) has released a request for applications for ecstasy and other club drug prevention services.  Again, tribal governments are eligible.  That application deadline is June 18th.


In terms of assisting counselors in obtaining additional course work and expanding training in states, I would like to highlight SAMHSA's Prevention Pathways website.  Professionals can access training courses and receive continuing education credits.  They are available on substance abuse and domestic violence, substance abuse and older adults, and program evaluation.  It is particularly valuable to professionals and geared toward professionals in rural and remote areas such as tribal reservations.  That is at PreventionPathways.SAMHSA.gov.


SAMHSA also administers a Minority Fellowship Program to help address this issue, as well as our Addiction Technology Transfer Centers, or ATTCs, which are around the country.  Especially those that are available and have access in Indian Country, we encourage them to do specific outreach in this area.


Co-occurring disorders.  Again, the number one priority mentioned in the SAMHSA matrix.  The findings that you have just shared around arrests showing co-occurring disorders clearly reflect a national trend as well.  What we have done with co-occurring disorders is to establish a Center of Excellence in September of 2003.  The mission of the center is to identify and disseminate evidence and consensus-based practices to practitioners, administrators, and policymakers on co-occurring disorders thereby broadening our efforts to disseminate known effective programs for integrated treatment.


We have a toolkit that is available that is very easy to use for professionals and for programs.  We want to make it available.  It is being pilot-tested in several states, and it is planned for national dissemination in the very near future.  So we are keeping you posted on this toolkit.  You will, of course, have access to that.


Also, our Treatment Improvement Protocol series, TIP as we call it, is being expanded in terms of treating co-occurring disorders.  I might add, there are many states that have received state incentive grants on co-occurring disorders where they are developing further programs of integrated treatment and assessment to really get at the issue around those who have both mental and substance abuse disorders.  We would want to work with you to make sure that you are connected not only to the resources that we have directly available to you but that are being developed at the state level.


In assisting tribes and urban Indian programs to develop effective initiatives about suicide prevention and domestic violence, again, particularly where substance abuse is a risk factor, that assistance can be made available through SAMHSA's tribal-focused TA Center, funded by both CSAT and CSAP in FY '03.  In collaboration with stakeholders from across the country, a consortium comprising the American Indian Health Education Group at Oregon Health and Science University, and the Northwest Portland Area Indian Health Board, is implementing the American Indian and Alaska Native National Resource Center for Substance Abuse Services, known as the One Sky Center.


In providing technical assistance, the center focuses on identifying and fostering effective, culturally appropriate substance abuse prevention and treatment programs and systems to support tribal populations.  We are also looking to expand that focus to include mental health, thereby strengthening our approach having it contribute to our national suicide prevention strategy.


I also might mention, as we roll out an action agenda in the next two or three months to implement recommendations of the President's Mental Health Commission, we have a clear focus on cultural diversity, including, again, American Indian and Alaska Native populations.  As we look at a suicide prevention initiative that is going to be a national initiative, tribes and tribal organizations will be of high priority in terms of our collaboration with you, because of the completely just unacceptable rate of suicide and suicide attempts in Indian Country.


I also might mention in wrapping up my comments -- and I can answer any questions you might have -- a couple initiatives I want to highlight that are also readily available in terms of helping level the playing field further in accessing our grants.


We have capacity-building and grant-writing technical assistance meetings throughout the year.  There is one coming up on May 27th and 28th in Sioux Falls, South Dakota.  Both those days will be full days, from 8:30 to 5:00 p.m.  Cliff Mitchell is the point of contact in SAMHSA, with our Center for Substance Abuse Treatment.


The purpose of these meetings is to give entities clear technical  assistance in how to most effectively apply for the federal grants.  We have received very positive feedback from participants in those meetings.


Also, I might mention that for the second time, and I can't say enough good things about our ongoing collaboration with IHS, we are going to have a jointly sponsored IHS/SAMHSA conference June 8th through 10th in San Diego, in which we are going to be focusing on the very issues that you have mentioned in your recommendations and the needs you have addressed to provide direct, relevant consultation to Indian Country.


That concludes my remarks.  I will answer any questions you might have.


LT. GOVERNOR KEEL:  Thank you very much.


Before Mr. Windy Boy left -- and he always gives me notes -- he asked me to pass on some things that he wanted to emphasize before you left the room.


One, he wanted to again emphasize the need for DHHS to address the issues and concerns in "The Quiet Crisis" study.  He would like the report and analysis known to the tribes.  Even more so is what and how DHHS will work with the tribes to address these issues.  The tribes want to be engaged in the dialogue and looking at the solutions that we come up with, or the resolution to these problems.


Next, what will happen with the results of that dialogue.  Once we begin the study and we look and see what some of the problems and issues may be and how we may be able to handle some of those, how will the tribes be brought into that to participate.


Then, finally, he wanted to stress that DHHS needs to develop a strategic plan with the tribes for the elimination of health and human services disparities in Indian Country.  A lot of focus this afternoon and today and the last couple days has been on the disparities.  There is a great disparity that exists.  But the tribes don't seem to be involved too much in that study or how we are going to eliminate that.  We have talked a lot about money and the dollar will certainly help, but that is not the only resolution.


The other thing was the priorities of the IHS self-governance tribes.  He wanted to make sure that you get a copy of this before you go.


MR. CURIE:  Thank you.


LT. GOVERNOR KEEL:  I wanted to thank you also for participating here.


That doesn't require a response.


MR. CURIE:  No, I appreciate that.  No, thank you.


LT. GOVERNOR KEEL:  But we do want to be involved at a later date.


Tribal Comments

LT. GOVERNOR KEEL:  Tribal leaders, other people that are here, we do have reached the end of the agenda in terms of the presentations.  We are now getting to the point where we have the tribal comments.


We did go a little bit over this afternoon in the time that was allocated, which is fine.  I don't want to cause anyone to feel rushed.  I would ask that whatever comments you have, if you can provide those in writing also, or if you have already provided those, those would be appreciated.


I'm not going to flash this sign anymore.  I know that that is presumptuous, and I realize that tribal leaders have traveled a long way to get here.  Many have issues that may or may not have been covered today or in one of the presentations.  If you have a comment that you would like to make, then I'm going to allow for a free flow of discussion here.


I will attempt to keep it in some sort of order here, so as we go around the room, if you raise your hand, I will put you down and we will try to maintain a semblance of order.


We will start with Rachel.


MS. JOSEPH:  Thank you, Lt. Governor.  This is a comment I saved when Mr. Williams was in here.  I did want to commend HRSA for their partnership with the Indian Health Service on the EMS for Children Initiative.


Along with that, I heard HRSA talking about receiving competitive grants and tribes being able to compete, and I think that is good.  I think a part of that is also maybe looking at some of the authorizing legislation that precludes our participation, and I am talking about the EMS program that can flow to states and universities but precludes tribes from participating in that.  With us having injury death rates at two times the rest of the population and high injury rates for children, we need to look at amending some of the legislation.


I think, consistent with that, maybe you might consider a workgroup to look at some of this legislation not only that cuts across the Department but I heard the Head Start program talking about their authorization, TANF.  We have a number of pending legislation that affects so many of our reservations and our communities that we need to put some real priority on that.


Thank you.


LT. GOVERNOR KEEL:  Thank you.


MR. WEEMS:  Ms. Joseph, thank you for mentioning that.  In several talks that I have given, I have noted the importance of finding bits of legislation like that and making sure that we get those into our deliberative process on the budget because we try and consider legislative and budgetary items at the same time.  That is one of the reasons I began this session with the exhortation to the Agencies, to make sure that they listen and find those items.


In the next few days, I expect that we will be giving budget guidance to the Agencies for the 2006 budget.  Legislative guidance will go along with that.  It is very important that the tribal representatives talk to the HHS Agencies in the next few weeks and put legislative changes like this before them.  We need to consider them during our summer budget review to get them to OMB in a timely manner so they can consider them, also.


So thank you very much for raising that again.


LT. GOVERNOR KEEL:  Next we have the gentleman next to John.  Would you identify yourself?


MR. SECATERO:  Thank you, Mr. Chairman.  My name is Lester Secatero.  I'm from the Albuquerque area.  I'm representing my chapter president here.


I am from a place called Tajahalee, or Canyoncito.  My chapter president couldn't make it because he has pneumonia, so I am representing him right now.


I represent the Albuquerque area.  We have seven Apache and Navajo tribes:  Mountain Ute, Southern Ute, Mescalero Apaches, Tajahalee Navajo, Raymond [ph] Navajo, and Elamoot [ph] Navajo.  We have about 15,000.  I also chair the Acomita Canyon Laguna [ph] Health Board.  We have Canyoncito, Acomita, and Laguna on that.  We have another 15,000.  So, altogether we have about 126,000 Indians in New Mexico.


One of our biggest problems is probably diabetes.  I have right now in just one service unit 18 people on dialysis.  That is full-time.  My dialysis unit is going full-blast, and I have 80 people on there.  I have 14 more I don't have any room for.  I'm sending them to Albuquerque or a nearby town called Grants.


What I would like to stress is we need more support and training for our health workers out in the field.


I am also a full-time minister.  A couple years ago, I buried somebody every month due to alcoholism, due to cancer.  I just a call last night again that two more passed away.  Now I have to deal with them when I get back home.


One time I buried four at one time due to a young man whose mind was gone on alcoholism.  I just wanted to share that with you real quickly.


I want to read something here that says,

"U.S. healthcare expenditures equal $1.6 trillion and increase 14 percent per year.  This means that public health investments made in non-Indian jurisdictions equal to 2 percent of $1.6 trillion, or approximately $32 billion.  Overall, public health investments in Indian Country equals," and there is a question mark.


Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


Ron Allen.


MR. ALLEN:  Thanks, Jefferson.  Ron Allen, chairman for the Jamestown S'Skallam Tribe in Washington State.  I guess I want to make a couple different comments.


The first one, which I think is the most important, is to urge the Department to examine its policy in terms of how it is addressing the access in these programs and activities that it provides to the tribal governments as governments, not as programs.


Indian Country has a tough time dealing with the federal government.  Of course, with HHS being the largest domestic program in the federal government, you have literally hundreds of programs out here.


As I was listening to the presentations about the availability of different programs and grants and resources that are made available to Indian Country, I guess there are a couple things that come to mind.  One is, how many tribes really do know.  I have always found, really, the more progressive and aggressive tribes are the ones that really do access those programs.  There are many of our 560-some odd tribes who don't know about the programs.  They don't know how to access them.  They don't know how to get in the front door; they don't know where the front door is.


So I guess, with regard to that topic and with respect to the tribal governments as governments, dealing with the tribal governments as governments, it was mentioned earlier by Garland Bruno from Warm Springs that we have to remember we are governments.  We are not a minority in this country in the sense of how this country recognizes the minority ethnic groups.  We have this very unique relationship with the United States.


Our presentations have shown that we are seriously underfunded and have been afterthought policy by the United States.  This is a situation that this administration inherited.  What I would like to see is this administration try to resolve that, try to address that in a meaningful way.


Clear back in the Nixon administration, they said that the assimilation or termination policy doesn't work.  We need to empower the tribes.  That movement moved forward progressively to a certain extent with all of its blemishes and problems, and today we see lots of new kinds of problems.  I think that the openness of the administration to work with the tribes is very important and a mark of good success and partnership.


 But that works only if we put it in the proper context, the proper political context.  I think that the Department should examine how it can provide the kinds of instructions to the various agencies that requires them to go the extra step to bridge this gap.


Those programs that are made available, they should go out of their way to make sure that the tribal leadership or our staff are aware of what those programs are and know how to access them.


We have a lot of national organizations:  the National Indian Health Board, the National Congress of American Indians.  We have numerous regional organizations across the United States in our respective regions.  We are very well organized in that sense, so when you ask the question how do we reach out to and educate those 560-some tribes, quite frankly, it is easy.  It really is utilizing these intertribal organizations that are structured just to do that.  They can provide the fora so that the Department can enlighten the tribal leadership and our staff so that the opportunities can be maximized.


I guess that those are the couple points that I would raise as we continue to move this agenda forward.  Somebody made a comment earlier that a lot of our appeal is for more resources.  Clearly we need more resources, but the opportunity for available resources right now, are they truly being maximized?


Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


We will go to Mr. Bruno.


MR. BRUNO:  Thank you.  I am Garland Bruno, tribal counsel member for the Confederated Tribes of Warm Springs in Oregon.  I am also the director for our Compensation and Benefits Program, which the majority of that is for health care.  I am a member of the Indian Advisory for the BIA and IHS' Fiscal Year '06 budget formulation, and I am the vice chairman for the Direct Service Tribes National Conference Planning Committee.


I would like to thanks Mr. Weems, the Principal Deputy, for being here all day.  Dr. Grim, I thank you for being here with us all day and yesterday also.


I have three items I would like to discuss with  you.  The first one has to do with the Chemawa Indian School in Oregon, where not too long ago they had a death of one of our tribal members in a holding cell there.  The problem with that school is that it has developed a thought in Indian Country that that is where they send children that no longer can be controlled on their own reservations.  So a lot of the children that end up in the Chemawa Indian School end up there because the tribal systems at their homes don't want to deal with them, or their parents don't want to deal with them.


It is grossly underfunded, undertrained, and has a lack of staff there.  That has created this situation.


I would like to see the Department of Health and Human Services, Indian Health Service, and BIA get together and find out how they can coordinate their resources not only to help the Chemawa Indian School but other like Indian schools that may be facing this type of a situation.


The second one is that I understand, being a veteran of the Vietnam War, that there was a memorandum of understanding or agreement that was being worked out between IHS and the VA.  I would like to know where that is or if there is one that is complete.


Lastly, as I mentioned earlier, being the director for the Compensation Benefits Program for our tribe, one of the things that I oversee is the contract health service dollars for our tribe.  Over the last seven years, managing the monies very carefully, our tribe has been able to eliminate priority scheduling for health care of our people.


However, because of the recent decrease in funding of IHS and its healthcare dollars and contract health services, there is inflation in the hospitals around us.  I am a board member for a rural hospital that is 14 miles off of reservation that will increase 17 percent its room cost.  The main hospital where we send our patients for more specific health care increased theirs 22 percent.


We are finding now that we need to develop a plan to deal with priority health care in Warm Springs.  Inflation and underfunding of Indian Health Service contract health services is creating this problem.


The first six months of this year, we have had 14 chief cases, amounting to almost $1 million for our tribe.  We have two more.  I just recently got a call that they are on the way.  We need help out in Indian Country in dealing with the contract health service dollars for the people of Indian Country.


Thank you for listening to me.


LT. GOVERNOR KEEL:  Yes, sir.


MR. QUETAWKI:  Good afternoon.  My name is Arlene Quetawki.  I am the governor for the Pueblo Zuni in New Mexico.  I would like to also thank all those individuals that have testified on these issues.


Basically, I have some comments here.  I have some talking points here that I will submit.  Basically, first of all, I am referring to all the issues that were talked about from this morning until now.


My recommendation is not only to go out and take a look at other tribes and reservations on what issues are regarding their problems but to also take a look at what the best practices are.  Look at them and see what is happening out there because, as has been mentioned earlier, there are other tribes that are very aggressive and are moving forward to address their issues within their respective tribes.


I think those should be really seriously looked at because most of us that are not moving in that direction should also take a look at some of our other tribes that are venturing into those and look at them.  Instead of complaining, we should take a look at them and find out what they are doing; what can I do to get some of that information onto my area and work with it fits the needs of my community.


I think that should also be stressed because I think, as mentioned at some point in time when we talked about the IHS and BIA budgets and what not, to think outside the box.  Instead of really trying to tap into IHS or BIA, think outside the box.  There are other resources out there that the tribes should be taking a look at.  We can't always be counting on IHS and BIA budgets to keep us moving.


I think the other thing that also needs to be understood is that some of us are non-gaming tribes.  When funding issues are looked at, that is one thing that you need to also remember.  Yes, it is true that there are gaming tribes out there; there are non-gaming tribes out there, too.  That should make a difference.  It is the trust responsibility that government has for us.


I would like to also invite those people in the departments of the federal government to come to our area, to Pueblo.  Zuni has gone into a lot of initiatives to improve the health and well being of our community.


We have what we call the Healthy Lifestyle Systems.  We started out with 100 people going into the healthy issues.  Right now we have a participation of over 1,000 of our community and outside members joining in our physical activities that we have started out there in Zuni.  It is well known and a lot of people are participating in it, especially when we deal with diabetes projects.


We have a very new renovated dialysis center, but when we came to Washington to ask for more money for its construction and renovation of it, one thing that was told us is that, "We give you all this money for renovation and construction of a diabetes center, but what have you done as far as prevention?  What studies have been made in your area?  What have you been doing with it?"


So I think, with that message, we have gone back to our programs to talk about it.  We have been studied to death.  I think most of the tribes have been studied to death with people coming onto our reservation and studying us on diabetes and what not.


So what are we doing with those statistics?  I think Zuni is moving forward with addressing that.  We are getting statistics ready for all that.


Again, like I said, you are more than welcome to come to our community to take a look at what we are doing on our reservations.


Also, one thing that was stressed, too, is regarding homeland security.  I just want to inform the people present here that I couldn't attend yesterday's meeting because I was at another meeting on the National Taskforce on Homeland Security funding representing 560-plus tribes with regard to homeland security funding.


One thing that we did also succeed in is getting recommendations for direct funding for homeland security monies.  I don't know how far it is going to get those, but that is one thing we have been arguing to committee members, is to include the tribes on direct funding.


Again, here, the issue of IHS, the homeland security funding, we need to start addressing that because not only are we talking about prevention and training but other issues regarding IHS.  Thank you.


LT. GOVERNOR KEEL:  Thank you.


We have two more speakers.  We have Don Kashevaroff.


MR. KASHEVAROFF:  Thank you.


Deputy Secretary, good to see you again.


I just wanted to, I guess, end my part on what I started yesterday.  I don't think Mr. Weems was there, either.  If you were, you will hear it twice, which is even better, come to think of it.


I understand that HHS is much more open to tribes than it has been in the past.  This consultation process or us being here is evidence of that.  Yesterday, I saw the list of all the different agencies or departments within HHS that have money for tribes or that the tribes end up receiving a benefit from.  The statement was made that that was about a $400 million increase over the previous year, which in my mind sounds pretty good.  There was some discussion about maybe it was better reporting that did it, but whatever the reason was.


My question yesterday to Ms. Stamps and Dr. Grim was, how can Indians become a priority in HHS.  Every year we sit here and we run down the lists of all the disease indicators, and we win just about every time, which means we lose every time.  Occasionally you might find one other, quote, unquote, "minority group" or even just a population sector that will beat us, but if this was basketball, we are winning every series.  We are winning every four games, and every now and then we have to go to the fifth game.


So, if HHS hears us over and over again, HHS must recognize that, boy, if you look across America and if HHS wants to improve health in America, which is, I assume, their mission, that population group is the worst and we should take them on as a priority and improve them.


Now, the $40 million increase was great last year, but where I come from, when we set our priorities, if they really are priorities, we try to achieve them.  $400 million doesn't come to achieving it when we have such a huge disparity level.  We are talking billions of dollars.


My question yesterday was, how do we become a priority?  What does it take?  What more can we show you to become a priority, other than to haul in a bunch of our folks that can't have health care and have them lie on the floor and die -- [tape change] -- I know with IHS we are going to see that budget again, and I don't understand why, but turn around and take the other departments, then:  CDC, HRSA, et cetera.  Increase their output a lot more to us, or something like that.  Something that gives us an indication that Secretary Thompson really believes that we are a priority, because he preaches that.  He preaches partnership and helping us out.  We need to see that he believes that.


We need to see that the president believes that because, as Ron said, he inherited a problem but we haven't really seen any notice out of him that I have to solve that problem.  CHCs were great.  He saw that rural America needed help, so he put a lot of money into CHCs.  Why doesn't he turn around and say, "Oh, the Indians also need a lot of help.  Let me put money towards the Indians."


So I ask you that.  You don't have to tell me how we can be a priority today, but answer me by showing me in the next budget all across the board how you increase what we are supposed to be getting.


Thank you very much for sitting through this very long day, Kerry.  It was long for me.  I know it was really long for you.


LT. GOVERNOR KEEL:  Mr. Jones.


MR. JONES:  I'm Willie Jones, vice chairman of the Lummi Nation.  I was just thinking about the strategy, and I was thinking that, to me, a budget should be the strategy.  I mean, that is the way I think at home, or we have to think at home.  I was thinking about it; if I strategize, what do I strategize?  Should I be doing it for 2007 or doing it after the fact for 2006?  Should we strategize existing resources and try to get them together?  We have to sit down and kind of like have a preplanning meeting of what to strategize.


I really think that in a lot of ways dollars are a way to get there.  It is a tool.  We have to have a vision and a goal of where we are trying to go.  It seems like that should be stated, and then what is the cost.


When I stated yesterday that we were doing an alcohol and drug thing on our reservation and then we started the recovery, we started realizing that we had pieces of the solution all over our reservation but they were not coordinated.  They were scattered all over the place.  It took some strategic planning to pull that together, to focus on a recovering addict or a recovering alcoholic when they are coming home from treatment and what they do.  They need a safe place, first of all.  They need a whole series of things.


I see that we have access to some of them and we have no access to some of them, so I think we need to strategize some of that.  But then, we just finished 2006.  We are talking about 2005 and working on 2004 kind of like almost at the same time.


So I really do think we need to strategize.  I know there are disparities in dollars, but I have to be real clear when I go home and I report to my council if we are making headway on the appropriations process.  I feel really good because we are talking better and we are communicating better and we are involved, but now I think it really is time to strategize on how we use existing resources.  I think there is lots there, like there was on my reservation, that I didn't even know that would pull together.


There are still a lot of voids.  There is still need.  But when we put it together, there is a lot more there than I thought.


It was so bad that, quite a few years ago, another councilman and myself came back and we had a real brainstorm.  We were going to put Johnson O'Malley and I think it was Title IV at that time together so we could do more back home.  There was a law back here where we couldn't commingle funds.  A lot of our grants and a lot of our programs evolved that way right on the reservation, where they were separate, where we couldn't use them.


So I needed to bring this out and point out that we need to strategize.  I think there is a lot of waste going on.  I really think there is a lot of waste going on and we need to strategize that first and continue to work on our process.


But I am really thankful for you being before us and working with us.  I think together we can do it.  I would like to say that in my closing.  I would like to throw that out as kind of like a challenge.  Let's do it.  Let's do it.  That's all I have.


LT. GOVERNOR KEEL:  Thank you.


Yes, sir.  Mr. Roanhorse.


MR. ROANHORSE:  Lt. Governor Keel, Mr. Weems, Dr. Grim, and also Deputy Secretary Mr. Allen, nice to see you again.  My name is Anslem Roanhorse.  I'm the executive director for the Navajo Division of Health.


I would like to just add a few things, three other things that I would just like to mention.  One has to do with a Medicaid-related issue; second, the behavioral healthcare facilities; and then I would also like to say on something on sexually-transmitted diseases, HIV, and AIDS.


Starting off with the Medicaid-related issue, I just wanted to point out that currently over 40 states throughout the country are now experiencing budget deficits.  This is a real concern to the Navajo Nation and Indian Country because we rely on Medicaid funding quite a bit.  To see a reduction in Medicaid is a real concern.


A case in point is one of the states that we work with is facing a $40 million Medicaid reduction.  The corrective action that they are taking is that they are going to be reducing the eligibility period of recertification from 12 months to six months.  So this is one way of limiting the access to care.


Also, of course, this is a real concern to the Navajo area Indian health services and other IHS facilities and 630 providers in the area.  So this is one thing I wanted to point out for your awareness.  We need help to protect those third-party resources that we are getting.


Secondly, the healthcare/behavioral health facilities.  As you know, as the Indian tribes assumed additional services from the Indian Health Service, we have to provide services in other poor facilities.  Sometimes the funds don't come with these new services that we gain.  Then we are forced to move into those federal facilities that are left there for us.


When we do this, we also end up putting out more of our tribal funds to do renovations.  Also, we have to pull funds out of the direct services.  We believe that we need to seriously look at some existing policies and procedures and perhaps we can get away from having to utilize our direct services funds.


The only thing that we are allowed to do is to use our service funds to set up modular buildings, but there is a limitation to the use of modular buildings, which are not as good as a permanent building structure.  So, in a short time we usually start experiencing jamming of the doors and jamming of the windows.  So this is one area that we would really need to get help from Indian Health Service and other federal entities to look into other ways that we can address this issue.


The third thing I wanted to just note is the sexually-transmitted diseases and HIV/AIDS.  The number of sexually-transmitted diseases in Indian Country is on the rise.  This is, of course, a real concern.  There are also funds out there and we agree that more funds need to go to tribal governments to address the HIV/AIDS programs.


At this point, the Navajo Nation has to utilize its own funds to address HIV/AIDS.  Also, currently, we are dealing with an increased number of syphilis cases.  We had to get assistance from the Centers for Disease Control, who have been very helpful, as well as the surrounding states, but we also think that this is a good opportunity to also pursue establishing the epicenter on the Navajo Nation.


With that, I thank you for your time and thank you for allowing me to add these three points.  Thank you very much.


Meeting Summary


Kerry Weems

MR. WEEMS:  Thank you.  Thank you very much.


I'm going to take just a couple of minutes to sum up before the Deputy Secretary talks.  First of all, to my colleague from Zuni, I would be happy to go there.  I grew up in New Mexico.  I was born there.  The first time I was on Zuni was in 1963, so I would be interested in going back and see how things are now.


Don, no, it hasn't been a particularly long day.  That may give you some insight into what the rest of my days are like.  This is a breath of fresh air.


[Laughter.]


MR. WEEMS:  Thank you all for your time.  Thank you for coming today.  I just want to reflect for a second on what I have seen, not just today, but over the last several years.


I think we can all agree that we have seen doors opened in HHS and new partnerships emerging.  Certainly, from my perspective, it is quite pleasant to see some of those partnerships emerging inside of HHS, where suddenly HRSA and the Indian Health Service are collaborating to advance the health of Native Americans.  That to me is a remarkable accomplishment.


But there are also, I would say, great emerging partnerships between the Tribes and HHS.  Reflecting on the consultations that I sat in on four or five years ago and the consultation today, the presentations certainly show much more knowlede about HHS programs as a result of some of these emerging partnerships, for instance, with HRSA, AHRQ and SAMHSA.


Also, you have brought to our attention places where the partnerships are not quite as robust as they need to be.  Clearly, that is an assignment for us to work on.


When it comes to my world and budgets, Don Kashevaroff asked a good question: Why aren't we a priority?  I can tell you that you are in HHS, and it is incumbent on us to demonstrate that to you.  I have heard a lot going through the budgets today, and it was very helpful hearing your thoughts on inflation, contract support costs and population growth.


I think that HHS perhaps needs to be a better advocate.  This is something I have said before.  I think we need to be a better advocate with the people that we talk to about budgets.


I also think that, as the budget progresses, we need to work with you more closely than we do now.  I think Dr. Grim and I, and others, are going to spend a little time talking about how we might confer with you during the budget process so we can increase our own ability to be your advocates.


There still are going to be rules about what we can and cannot reveal, but I think we need to find a way to engage you as the budget moves forward so we can rely on your knowledge and wisdom as we advocate for budgets.


This is just the very beginning of a process that will result in a budget on the first Monday of February next year when the President's Budget comes out.  At that time I sincerely hope that we have met your challenge.  Thank you very much.


I will turn it over to the deputy secretary.


Closing Remarks


Deputy Secretary Claude Allen

DEPUTY SECRETARY ALLEN:  Thank you, Kerry.


I wanted to say good afternoon to everyone.  I apologize I have not been able to be here throughout these consultations.  It seems sort of strange for me because this really is the first year in my three years here that I have actually only come in at the end of the consultation process.


I think I have been in the office two days in the last month.  I have been on the road a lot with a lot of issues, but I have learned a lot and I have learned a lot just sitting here this afternoon for the short time I have been here.  I have gotten reports and I am grateful for the work that has gone into these consultation processes.


I want to say it is great to see you, many of you, friends that we have seen on the road and through these processes.  It is good to be here.


I hope that all of you have found that this Sixth Annual Budget Consultation Session to have been informative but also more engaging, more direct, and more able to pinpoint, as Kerry has pointed out, the issues where we need to do more work, where you need to do more work, and where we can do more work together to improve the lives of Native Americans throughout this great country of ours.


I have noticed many changes since our previous sessions, just even sitting here today.  The fact that we are sitting in the Great Hall is just one of those.  It demonstrates that we have moved from a small conference room, where sometimes it is difficult to get people in, to the very heart of this building, where we can engage in open dialogue about the issues that are impacting Native Americans throughout this country.


The past year has been a busy one for our department.  I know that to be particularly true with regards to tribal affairs.  Secretary Thompson and I have placed a high priority in reaching out to Native Americans.


I will take a part of your question and say I do believe that this Secretary has demonstrated that Native Americans and the health of Native Americans is a priority of this Department.  Our job is, as Kerry says, to demonstrate that and to make sure that we are showing that.


In fact, as I sat here and looked at it, the secretary and I have traveled to Indian Country with many of our senior staff over the last year.  In 2003, we met with representatives of over 100 tribes.  In fact, I think that is about 18 percent of the tribes that exist in this country.  We have met with about 18 percent of them this past year.


While that is not the very best number, that demonstrates at least a growing commitment to being out there, to hearing and seeing, and to understanding so that we can come back here and use the information that we gather to impact our processes as we formulate budgets.


I daresay a few other Cabinet Secretaries and their Deputies and their senior staffs have put as much time into Indian Country to learn and to try to be responsive to the needs of Indian Country, in terms of not only their budgeting processes but being open to engaging firsthand to learn and to grow from those experiences.  So I think our understanding has grown tremendously over the past three years.


We have made a commitment that we would increase tribal access to all HHS programs, and I have challenged each of our senior staff to do just that.  The secretary challenges all of us to do just that.


I am happy to say that I believe we have made progress.  I believe we have demonstrated a growing commitment.  Is it where it can be; is it where it should be?  Probably not.  In fact, I would daresay it is not.  Is it changing?  I think the numbers speak for themselves.


I do believe that between 2001 and 2003, our resources that have been provided to tribes or used for the benefit of tribes have increased $3.9 billion to $4.4 billion.  Again, on the back of the paper I did a little calculation here.  That comes out to about $800,000 per tribe.


Is that a lot of money?  No, it is not as much as it could be.  But again, I think that demonstrates that we are moving forward in a very difficult budgetary time for all of us.


I think this increase was done, in large part, in partnership with you sharing and showing us the needs of your communities and your homes.  I want to thank each of you for the hospitality that you have extended to us and your willingness to educate us on your needs and how we can better help in partnering to meet those needs.


I know the secretary and I have much that remains to be done.  We are committing ourselves and this department to working towards that, to continuing to improve those relationships, so that when we come back here next year, Don, you don't have to ask the question "Where is your commitment?", that you will not hear from us but you will see it as it is realized back in your home, back in Jamestown S'Skallam Tribe, back in Tohono O'odham, back in Navajo Country, that you will see it where you live, where you have to work every day, that you will see our demonstrated commitment there.


At the Department, we have opened our doors in the immediate office of the secretary.  Our Office of Intergovernmental Affairs is your portal to this department and to all of our governmental programs.  I know Regina was here yesterday and today, and our staff has been here.


We work with state, local, and tribal governments on a daily basis, and I want to make sure and assure you that tribal governments and the respect of Native American organizations are just as important to my office as the IGA Office is in terms of its relationship with our other constituents.  We put you as a very high priority.  I can't think of an area that I spend more time in than trying to help improve relationships.


In fact, I believe the secretary and I not only look to do that within our own department, but we look to be a model for this entire administration.  We challenge, every day, our colleagues across government: How are we working to improve the lives of Native Americans?


That is something that we are very pleased with, but we want to do more.  We need to work with you.


I met recently with the chair of the Tohono O'odham Nation as they came to talk about border issues and security issues.  While we have apportioned [funds] to deal with those issues, I challenged them that we need to work with the Department of Homeland Security and the Department of Justice to increase that.  So we want to not only be a bridge to the programs that exist in terms of health care within this department, we look to you as friends to work together across the various lines within our government.


I want you to feel free to contact our Intergovernmental Affairs Office and the Tribal Affairs staff to assist you there to make sure that we are meeting your needs and your concerns.  Gena and Rick and Stacy and Phyllis are all available to help navigate you through this great department of ours.


You have provided excellent testimony to our senior staff here, and not only here today but throughout the regional consultations.  They have been asked to take your presentations into full consideration as we consider the work on the Fiscal Year 2006 budget formulation process.  We will continue to keep Native Americans a priority at this department.


I also want, before I conclude, to thank a couple of others who have worked very hard on this.  It was just something that struck me as I was listening.  I want to thank J.T. Petherick of the National Indian Health Board.  J.T. was here.  I think he may have stepped out.  And Lillian Sparks, of the National Congress of American Indians, for working with us in collaboration to put together the planning for this session.


I leave you with this thought.  As I have traveled, I have learned a lot.  There is a saying that really struck me as I saw this.  I was just at the United Nations today.  This week, we celebrate the tenth anniversary of the International Year of the Family.  As I have traveled the country, I am struck when I see families.  I see families of many hues and colors and backgrounds and cultures throughout this great country of ours.


I see our first families, our Native American families, challenged with the day-to-day of, what do we do with our children when they are difficult and we can't deal with them in our communities; what do we do with that mother who has difficulty maintaining sobriety; what do we do with that father who can't find a job in his community and therefore has to leave his home; what do we do about that family where there is abuse taking place; how do we bring resources to bear.


There is a Ghanaian proverb that struck me that really is applicable as we talk here.  We talk about how it takes a village to raise a child so often, but the Ghanaian proverb that sticks to me most is that "The ruin of a nation begins in the homes of its people."  If we do not invest in the families in our Native American communities, if we do not invest in Zuni families, if we do not invest in the families of the Choctaw Nation, if we do not invest in the families across this great land of ours, not only will those nations struggle to maintain their strength, but we as the United States of America, a unified nation, we will be impacted by that.


So I end with this other proverb that really strikes me.  There is a proverb in Africa that says that "Many spider webs can hold the lion."  When we work together to build those partnerships, when we work to build unity towards a common goal, we can contain a lion.


By that, I think that the message there is:  as Kerry pointed out, we need your help in helping us to do a better job when we represent this agency, this Department's budget, when we go before Congress, when we go before the agencies that control our budgets.  We can't do that alone.  We need you out there doing that as well.


It is one thing to come here to HHS to speak to us about the priorities.  It is a very different thing when you go, collectively and individually, to your members of Congress to speak to them about what is going on.  It speaks volumes, when we get our Office of Management and Budget, to bring teams out into Indian Country just as the Secretary has had us do, to experience firsthand what happens.


I do believe that at the end of the day, as we cast these many webs and as these webs are united, we will be able to address the lion of health care, that we will be able to wrap it up, that we will be able to improve the lives and lifestyles of Native Americans and of all Americans, but we can't do that alone.


So our final appeal is that we will continue the consultation process, work collaboratively, and next year when you come back, Don, you will see our priorities demonstrated here at this Department in terms of our budget, in terms of our commitment.  You will see it not only here in Washington but out in Indian Country throughout this great country.


Again, I want to thank you all for participating in these two days.  Thank you, Kerry, for your leading in many ways.  Thank you, Chuck, for your leadership.  And for all of our staff, and all of you who have traveled here to participate with us to share your thoughts and views.  We look forward to following up with you as we go forward.  Thank you again.


[Applause.]


LT. GOVERNOR KEEL:  That concludes our agenda for today.  I'm going to ask the Honorable Sally Smith if she might lead us in a prayer.  Would you mind doing that, Sally?


MS. SMITH:  It is a great honor for me to offer this prayer.  I would like very simply for us to say Our Lord's Prayer.  As we gather together as brothers and sisters, what more appropriate and fitting prayer.


[Closing prayer.]


[Whereupon, the proceedings were adjourned at 5:47 p.m.]
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