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P R O C E E D I N G S

[9:12 a.m.]


Opening Remarks

MR. WEEMS:  Good morning and thank you all for coming.  My name is Kerry Weems.  I am the Acting Assistant Secretary for Budget, Technology and Finance, and the federal moderator for this morning's session.


As the manager of the HHS budget formulation process, I am especially pleased to be here this morning to hear your concerns firsthand.  I look forward to being able to discuss the agenda with you, and I am happy that we're holding this session earlier than we have in the past, to give some of the other parts of HHS the opportunity to gain a good understanding of the issues that you're bringing forward.


We're going to begin this morning with a blessing that will be delivered by Alvin Windy Boy, the vice-chairman of IHS Tribal Governance Advisory Committee and Budget Subcommittee, Chairman of the Tribal Leaders Diabetes Committee and Chairman of the Chippewa Cree Tribe.


Mr. Windy Boy.


MR. A. WINDY BOY:  Greetings from the great State of Montana where we have only got 808,000 people, but we have 3.9 million head of cows.


[Laughter.]


MR. A. WINDY BOY:  It's always a pleasure to do an invocation.  My father, the late John [name], and my late grandfather, Windy Boy, always said when something of this honor is bestowed, not to hesitate but always to say your prayer in your language.  Join with me in your own way.


We ask our creator for guidance, direction, and being mindful and thankful for the many wonderful things he has given us as mortal men, and for the beautiful weather that he has given us that we so much need for our Mother Earth.  So if you will pray with me in your own minds or your own way, I want to do this prayer in my native language, which is Cree.


[Invocation led by Mr. Windy Boy.]


MR. WEEMS:  Thank you, Alvin.  You send greetings from Montana.  I have to also tell you that I'm from New Mexico, originally.  I'm from southern New Mexico where we always said that there were more jack rabbits than people.  I think that's still true, so the jack rabbits also send their greetings.


I would like to introduce Regina Schofield.  Regina is the director of the Office of Intergovernmental Affairs in HHS, and one of the co-hosts for today's meeting.


Regina.


Welcome from HHS

MS. SCHOFIELD:  Thank you, Kerry.


Good morning, everyone.  Thanks to Alvin for that wonderful and always spiritual blessing, and the several jokes always thrown in there to get you going in the morning.


Again, I'm Regina Schofield, the director for the Office of Intergovernmental Affairs and the White House liaison for the Department of Health and Human Services.  On behalf of the Secretary and our Deputy Secretary, Claude Allen, I welcome you to the Fifth Tribal Consultation at HHS.


I know that a number of you traveled long distances to be here, as well as having been in Phoenix almost a couple of weeks ago.  So we appreciate your willingness to come this far and to join us here.


I would like to acknowledge the tribal leaders, our national organization board members, and regional organizations and tribal policy staff that are attending today, and send a good morning to Dr. Grim as he joins us after having battled traffic for the last hour and a half.


The IGA Office is responsible for coordinating today's meeting in compliance with HHS Tribal Consultation Policy.  We have spent the last two and a half months coordinating conference calls and briefing the tribal organizations to plan today's topic and agenda to make sure that it was useful and beneficial to you.


I want to thank all the tribal representatives that have given up their Friday afternoons for the last two and a half months to participate in that.  We really appreciate it.


At HHS, we work closely with several divisions to make sure that our internal policies are being carried out according to the effective order.  I would like to acknowledge ACF, Administration for Native Americans, Quanah Stamps, the Office of the Assistant Secretary for Budget, Technology and Finance, Kerry Weems, and the Indian Health Service, Dr. Grim, and the Office of Minority Health, for all their help with support for tribal activities today, as well as participating and helping with logistics, mailings, transcribers, all of those things that take money and require an organized meeting.  We appreciate their support.


We did not develop the agenda and packets today -- the tribal representatives developed it -- to make sure that this day was going to present their views and we would have discussions based on what the tribes wanted to hear about.  The priorities in the Department regarding Fiscal Year 2005 budget, are just to make sure that, again, you are hearing and will be able to discuss the things that are important to you.  In turn, we would like to make sure that your views are considered and put forth in the '05 budget process.


IGA is available to continue to provide help.  I know that a number of you should be working very closely with Gena Tyner-Dawson and Eric Broderick on an ongoing basis.  I appreciate their tremendous staff support and know that they put a lot into this, and I hope that you get a lot out of them because I know that they tried really hard.


The Secretary is always reminding us, you only have to spend probably about five minutes with him before he says, if you're not living on the edge, you're taking up too much space.  I don't know if most of you have had face-to-face interaction with him, but he truly means that.  He is always pushing you over the edge.  When he doesn't get you there, Claude is pushing you the rest of the way.


[Laughter.]


MS. SCHOFIELD:  So surely, we have had an aggressive agenda under Claude's and the Secretary's leadership.  We are energized, and we hope that you're energized and are willing to be full partners with us because there is a lot to be done.


Andy Knapp asked a process question last week about what we can do, and I want to repeat the request again for all of the representatives and the HHS staff in the room today.  The Deputy Secretary directed IGA to conduct annual budget consultations in the regions starting this year.


Rick, Gena, and Stacey have been working with our 10 regional directors.  Dr. Grim and I had a joint Area Director and a Regional Director meeting about a month ago to make sure that these consultation sessions over the next several months -- because we've extending them to make sure that we can have as broad a consultation process as possible -- to make sure that we're obtaining your views regarding HHS programs and services.


For those of you who are familiar with the consultation studies that are going on inside the Department, you know that we're trying make sure that out of three of them, the two programs that are available at HHS, that the tribes have access to as many of those as possible, the self-feasibility study.


We have a question for him: Can we do this in one day with about 302 programs, and more coming down the pike?


We don't know.  We would like to make sure we get through as much as possible today, but the question is on the table to make sure that we're getting adequate feedback and to make sure that we're doing the best we can do.  We're not perfect.  We're aspiring to be perfect, but we're also aspiring to make sure that there is as much access as possible.  It can sometimes be a sloppy process, but bear with us because we're going to try.


I would like to explore how we can link our regional offices with the budget consultation process as we try to engage in that on an active basis this summer, and probably going into early fall.  We would be willing to entertain any feedback.  I don't know a shy person in the bunch.  I know that you guys pick up the phone.  You call me, you talk to Gena, you talk to Rick, you talk to the Deputy Secretary, you talk to Andy to let us know that these processes are working.  We appreciate that.


We're trying to get this done a little early, so that the input can actually be put into that process. So the feedback, preferably, we would like to have it immediately.  If there are things that pop up in those sessions, let's talk about it then and there, so that they don't sit and we miss an opportunity to talk and to consult and to engage in proactive conversations on both sides.


Most of you are not as familiar with the entire Department as you are with the Indian Health Service, and we want to set up briefings and sessions so that all of the programs at HHS at your disposal and then you can interact with those and get some feedback to us and let us know how we can help bring the entire Department to you.


If there is something that the Office of Intergovernmental Affairs to coordinate that with the national tribal organizations, let me know that.  We will start working on that and get that involved in the process.


Again, we would like to know your thoughts.  Don't be shy.  Like I said, I don't know if there are any shy people in the group, but let's be as directed as we can.  I appreciate your coming today, and we appreciate your time.


I get the honor today of introducing our next speaker, who has been nominated to the Fourth Circuit of Appeals by the President.  The good thing about the torturous confirmation process is that it's long.  The bad thing is that it's brutal, but we get to keep Claude during that entire time.


So that may be, if we're lucky, over the next 18 months.  I still get to revel in his mentoring and the fact that he is a wonderful leader and a wonderful deputy secretary.  We will actually be very sad to see him leave HHS because some of us had hoped that he would be in a position to be the secretary during the second Bush term, but I guess he must move on.  You can't keep a good leader down.


With that, I would like to introduce my boss, my friend, and my mentor, Deputy Secretary Claude Allen.


[Applause.]


Address by the Deputy Secretary

DEPUTY SECRETARY ALLEN:  Thank you, Regina, for those very, very fine words.  It is truly an honor and a privilege for me to share a fifth HHS Annual Tribal Budget Consultation session, along with our acting assistant secretary Kerry Weems and our Intergovernmental Affairs director Regina Schofield.


I also brought someone who is a legend of his own in Indian Country.  It's interesting, I have traveled a lot throughout Indian Country over the last two years, even prior to that, but everywhere I go it seems that folks are more interested in meeting this individual than meeting me, oftentimes, even though I have all the money.


[Laughter.]


DEPUTY SECRETARY ALLEN:  I wanted to just take a moment -- taking my son out of school this morning -- Alexander, if you will stand up so everyone can say hello to you.


[Applause.]


DEPUTY SECRETARY ALLEN:  Alexander thought he was getting out of school this morning to come have some fun, and indeed he will, but he has learned, over the last two years of traveling through Indian Country in Montana and Rocky Boy Reservation, Salish and Kootenai, and throughout the Pacific Northwest and the Quinault Nation, and the S'Klallam Tribes and the Makah Tribes.  He traveled most recently with me down to Arizona where we visited the Phoenix area tribes and the Tucson area tribes, and he is asking, when is our next trip.


It has been a wonderful experience for us, not just in terms of what we do here as a department, but meaningful for me and my family, and how it has impacted our lives personally.  You know you can be and can make a difference when you experience personally the lives of those that you are working with to try to affect.


That's what I try to do, is I try to get out into the various areas of this country, this great country of ours, and to visit, in an unusually respectful way, in building relationships with tribal leaders as a means of not only growing personally in my relationships and the friends that we've developed, but also in terms of my position here, the ability to bring back to this department the vision and the challenges that we see confronting Indian Country as it confronts this nation of ours.  And so, it is a privilege and honor to do that.


Indeed, as Regina said in her remarks, the President honored me and my family by nominating me to serve as a Court of Appeals judge on the Fourth Circuit Court of Appeals.  Indeed, if approved by the Senate, if my nomination is approved and I'm confirmed, it will be an honor to serve in that capacity, but I also say, while we hope for a very speedy process, we recognize that it is a process and it may take long.


So I am not giving up my day job.  I will continue to work throughout that time to build those relationships in Indian Country, to address the issues and concerns that you will be raising today and throughout this budget consultation process.  That is important to us.  It will continue, even should I be confirmed.


There are opportunities to serve and to work with Indian Country from the courts as well.  So it's not a relationship that has been for a period of time, it will be for a lifetime.  I just want to thank you all for the friendship and the kindness that you've extended to not only my family and I, but to me personally and to this department.


It's been a real privilege, also, to work with the staff that we have here.  I think that someone made a comment to me just the other day that they have never been so busy working for the Department in Indian Country and planning for not only the work that I get to do there, but planning for one of the deputy chiefs of staff, Andy Knapp, planning for the Secretary's visits, planning for the Intergovernmental Affairs Director's visits.


We are so desirous of being active in Indian Country that we have to augment our staff by pulling people from other areas of the Department to support that activity, and all of that is good, all of that is important.  It's important because we see, in Indian Country, the challenges that are confronting this nation. We see, in Indian Country, children of three and four with diabetes who will have a lifetime of challenges confronting them.


We see decisions being made, in terms of elders, where in Indian Country there is a tradition of honoring one's elders and keeping one's elders in the community but because of concerns about access to quality health care, decisions are being made whether we should send an elder to a long-term care facility.  We see the impact on families every day of substance abuse and alcohol abuse, and how it tears families and communities apart.


So the work that we do here today, the work that we continue to do as we go through this budget consultation process, is meaningful not only in terms of the immediate, in terms of dollars that will be able to be used in terms of resources, but it's in terms of lives.  It's in terms of those individuals whose lives will be impacted by the decisions that we make collaboratively, collectively, and in the spirit of cooperation.


So these are the issues that we will be confronting and look forward to working with you to develop.


I would say just a few other things.  Our director, Chuck Grim, of the Indian Health Service, he is doing a tremendous job there under some very difficult conditions in terms of the budgets that we're operating under, but the President is very supportive of his nomination to be the permanent director for Indian Health Services.  We will continue to work for that as well.


The Council's leadership has challenged us to look at the manner in which we prepare our budgets each year.  They asked us to take a more in-depth look at our existing resources through the eyes of our tribal and rural partners, as stewards of the government dollar, and that is exactly what we intend to do.


What we will do, and what we have done, to support our tribes through HHS is very important.  Let me give you some examples.  The Secretary and I believe the entire Department is responsible for health and human services to all Americans, including American Indians and Alaskan Natives.  With that, we have set out to increase your access to the entire panoply of programs that we have in this Department.


Further, we have taken steps to ensure that you have access to the immediate Office of the Secretary to share your views and concerns.  We have opened our entire department up to you, and we want you to consider this your department.  In fact, this is your department.  So therefore, we work for you in many of the same ways that we work for all other Americans.


In the U.S. today, seven of 10 deaths and the vast majority of serious illnesses, disability, and healthcare costs, are caused by chronic diseases.  I have already laid out what are affecting Indian Country.  In fact, we know that an Indian baby has one and half times the chance of not coming into this world, of living through its first year, than does a white baby.  That is unacceptable.


We need to focus our nation's attention on all of these issues, whether it be diabetes, hypertension, asthma, obesity, issues confronting us in terms of alcohol and substance abuse.  We need to be confronting this across the board.


So, the President and the Secretary have called and launched a new initiative called "Steps to a Healthier U.S."  This is a Department-wide effort that we want to partner with you in Indian Country as well to address.


The Secretary launched this program at the First National Health Prevention Summit a few weeks ago in Baltimore.  During that summit, the Secretary announced a $15 million Healthy Communities Initiative that is focusing on the very diseases that I mentioned earlier.  The availability of these funds will be announced shortly.  I am pleased to say that tribal and tribal consortia will be eligible to apply for these funds.  I want to urge you to apply for them.  We look forward to partnering with you in that as well.


You may also be interested to know that President Bush's fiscal year 2004 budget substantially increases the investment in the Steps Initiative to a total of $125 million.


In the area of bioterrorism preparedness, we need only talk about my most recent visit to the Tohono o’odham Nation down in the Tucson area, along the border. During that visit, I had the privilege of flying over the reservation.  During that visit, during that flight, 45-minute flight, I saw no less than three groups of illegal aliens transiting through Indian Country, through that reservation.


We don't know whether these people were here simply coming because of the economic pull of this country, the prosperity that we enjoy.  We don't know whether they were coming through there to do harm to our nation.  So, it is critical that we partner with tribal government and tribal leaders to secure our borders to make sure that in the north and in the south where much of Indian Country is along the borders in those areas, that we are securing those areas and that we are building a strong public health system in terms of what we do there as well.


Although by statute the funding that is provided through the bioterrorism funds is provided to the states, we have ensured that Native American interests are represented in the state planning processes.  We want to continue to ensure that.


The guidance specifies that American Indian and Alaskan Native tribal healthcare facilities must be represented on the advisory committees to assist in overseeing the activities for which the funding is used. We want to urge you to reach out to your states to make sure that they are partnering with you and, where they are not, that you let us know that that we may follow up with that as well.


We have also requested the states to coordinate planning and program implementation activities with Indian tribes and other entities to insure that health departments, hospitals, and other healthcare entities are able to mount a collective response.


We have an exercise that is coming up over the course of the next week that involves two areas, the Seattle, Washington, area and the Chicago, Illinois, area.  In these two areas, we will have two bioterrorism events:  one, a simulated dirty bomb that would be let off in the Seattle area; and another where we have a biological agent, pneumonic plague, being released in the Chicago area.


We will exercise the federal, state, and local assets, but one of the things we have insisted upon is that we also, particularly in the Seattle area, involve tribal leadership in that exercise, once again to demonstrate that it is through partnership and it is through strengthening the resources in Indian Country to respond within the reservation to bioterrorism threats, to war incursions, that we would be able to strengthen this nation fully.


We have talked a little bit also, and ANA Commissioner Quanah Stamps also has exciting news unfolding in the Administration for Native Americans to maximize the HHS dollars and to make sure that they reach the local communities as well.  These funds will be awarded to community-based organizations, to include a community-based urban youth project.


Through the award of ANA's Social and Economic Development Strategies grants, jobs will be created, small business and community infrastructure developed, youth leadership skills developed, and tribes will be able to pursue and strengthen self-governance activities, totaling $6.8 million.


You see, we realize that while we focus largely in the area of health care here in the Department, that health care is integrally tied to economic development.  Therefore, we are looking at ways of partnering with Indian Country to ensure that that actually happens, that our money and dollars, the resources that we are putting into Indian Country, are not actually just going to support public health infrastructures, that we are finding creative ways to build and strengthen the backbone of the community, and that would be economic development.  So that is a privilege as well.


We are making progress in quite a few other areas.  I could go on, but I know that throughout the day we will have a lot to do.  So I, Kerry, Regina, Andy, Chuck, Quanah, and the many representatives from our Department are excited to be with you today.  We look forward to hearing your presentations and finding ways that we can strengthen the relationships between this Department and those in respective tribes and tribal organizations.


Lastly, I will say this.  In terms of the relationships that we build, the reason we have asked for us to take and to conduct regional consultations out in the regions is that, as a matter of mutual respect, it is also important that we realize that it is not sufficient for you to come here to Washington to meet with us.  It is important for us to come to meet you where you are.


We will have the regional tribal consultations in and around Indian Country, around this great nation of ours.  We look forward to working with you there as well.


So thank you for attending this Fifth Annual Tribal Budget Consultation Session.  I look forward to the process and look forward to your comments and that we move forward into the budget process as well.


Thank you, and I look forward to hearing the results.


[Applause.]


ICNAA Statement

Quanah Crossland Stamps, ICNAA Chairperson

MS. STAMPS:  Good morning.  I would like to thank Deputy Secretary Allen and Regina for their warm comments, and Alvin, for your wonderful, moving prayer and a great story.


I, too, welcome all of you here this morning.  My name is Quanah Crossland Stamps.  It is wonderful to see the numbers of organizations represented and the native people here with us today to talk about HHS's fifth annual budget.


This Fifth Annual Budget Consultation process confirms Secretary Thompson and Deputy Secretary Allen's commitment to Native American people.  Senior leadership of HHS understands very well reservation communities and native people living in those urban areas continue to rank, when compared to all other groups of citizens in the United States, at the bottom of nearly every social, economic, and health indicator.  We also understand that poor health hinders economic development and improving health of our people will promote development.


Your presence here today and the comments and presentations you are about to make through this meeting will not only help us to better understand the needs of our people, it will help us to shape our 2005 budget request so we can support the programs necessary to provide our communities and our people with services.


As both Deputy Secretary Allen and Regina indicated, our purpose for being here today is to hear your priorities and suggestions, to hear about your accomplishments, and to share your vision for our partnership with all of you.


Your comments today will assist us as we focus funding to programs in our native communities that meet the needs of the people and provide options and opportunities for improved social, health, and economic well being.


I play a dual role in HHS.  I am the commissioner of ANA and, along with Dr. Grim, I am also the chair of the Secretary's Intradepartmental Council for Native American Affairs.


The authority of the Intradepartmental Council is the Native American Programs Act of 1974.  This Department-wide council, after being stagnant for almost a decade, was reestablished by Secretary Thompson in August 2002.  The purpose for the council is to ensure coordination and consultation on health and human service issues that affect Native American people and populations around the U.S.


This intradepartmental council is made up of the senior leadership of HHS and has been empowered by the Secretary to take a goal-oriented approach to remove program policy barriers.  In particular, the council plans for the future, not just for today.  Its goal is to ensure that all native people and communities have every opportunity to receive effective and efficient services from HHS programs.


The full council meets twice a year, once in the spring to focus on budget consultation, and once in the fall to focus on policy and the HHS consultation process.


In addition to the full council, there are liaisons in each agency that work together in smaller groups on projects or activities in support of the Secretary and the Deputy Secretary and the council's mission and priorities, which Dr. Grim will talk about in a few moments.


With the Secretary and Deputy Secretary's leadership, we at HHS are all working together.  The council talks about solutions and opportunities to implement policies and practices that support the health and social and economic development needs of native people.  As I said, we are working not just for today or for the next few fiscal years, we are working for decades to come.


As I mentioned, the Secretary's Council is goal oriented.  Since we know that government spending is a form of investment in our communities, we recently conducted an HHS-wide program inventory to identify which programs are being accessed by tribes and Native American organizations around the country.


This recent Department-wide program inventory expanded the FY 2000 study used to support the Title VI Feasibility Study that was conducted to expand tribal self-governance from IHS to other HHS programs.


The results of the last inventory found that the Native American community is actually accessing 85 HHS programs, rather than the 38 programs previously reported in the 2000 study.


As I mentioned earlier, Secretary Thompson as well as the senior leadership of HHS, want to make sure the tribal governments and all native communities have every opportunity to access our programs.  We do understand that it is about helping communities and helping families, that it is about access, accountability, and partnership, and that it is about investment and jobs that are necessary to enhance the livelihood of our people.


Thank you again for coming today to take the time to educate the HHS leadership on your needs and about your communities and organizations.  By the end of the day, I am sure we will have a clear understanding of how we can support each other in targeting federal funds for those programs and services as well as institutions that are necessary to meet the needs of our people.


Now I would like to introduce Dr. Grim, IHS, to talk about the council's priorities.


[Applause.]


ICNAA Statement

Dr. Charles W. Grim, ICNAA Vice-Chairman

DR. GRIM:  Thank you, Quanah.


Let me say a quick apology for arriving late.  You never know in this town how long it is going to take to get somewhere.  I thought I left plenty early today.


Also, before I begin, let me say thank you to the Department leadership that is here: Deputy Secretary Allen, Regina, Andy, Kerry, Quanah, and all the division leadership that are around this table and are in the audience.  We appreciate all they have done to help us work with issues that are important to Indian Country.


I also want to thank the tribal leaders and the staff who are here today, too.  It is an honor for me to be associated with you to work on issues that are of interest to Indian Country.


I want to take a few minutes to add to what Quanah said relative to the council and tell you in a little bit more detail about what is going on with that.


First, I would like to say, no, I don't think it is surprising that Secretary Thompson reactivated this council.  Since he has been in as secretary of this Department, he and his senior leadership, many at this table, have made numerous visits out to Indian Country and have had an opportunity to speak with tribal leadership, to many of your people in your communities, and find out what services are being provided and, perhaps more importantly, what services aren't being provided.


He has personally seen how a safe and sanitary water system benefits a community.  He has seen how a community that doesn't have such a system has to cope.


He has also seen the distances that many of our Indian people have to travel for health care.  It is not an abstract notion to him because he and his senior staff have traveled some of the same waterways, some of the same roadways, and flown some of the same routes that many of our people have to fly to get to health care in Indian Country.


They have not only visited our hospitals and clinics but our head start centers, our senior citizens programs, shared meals with our elders and done things like that that have given them a feeling for what is going on in Indian Country.  Each of those programs, each of those HHS programs, serve the community, the family, and often the individuals that they have been out to see.


So, I know that he supports this council and the efforts that it is trying to achieve, which is to better communicate and coordinate activities within our Department and across all of HHS's many programs.


When the Secretary reactivated the council, he provided some specific examples of what he expected us to achieve.  I will mention a few of those.


He wanted us to try to bring more Native American health scholars into the IHS hospitals and clinics in Indian Country.  He wanted us to more involve Indian native leaders in the planning and emergency response processes so that the public health emergency preparedness system can be fully implemented.  He wanted us to further promote Employment Assistance Program TANF grants to ensure Native American parents are employable. He wanted us to establish social and economic development strategies grants to revitalize native governments' local economies.  He wanted to further establish language and cultural preservation grants in addition to pre-head start and head start programs on Indian reservations.


Some of those programs and strategies already exist, but he wanted them to be more comprehensive, more effective, and more coordinated.  He wanted these issues as well as many others addressed in a one-department atmosphere and not by independent programs within the Department.


There was an initial charge to the council that included six goals.  That was to improve the HHS consultation process; to increase the use of Web-based and other communication systems for providing information to tribes, from tribes, and between regional offices of the agencies and headquarters locations; also, to improve coordination in and between regions; to assess current grant announcements for inclusion of Native American communities; to inventory the current efforts to expand access to HHS programs; and to review public releases for appropriate Native American audiences.


Since the November meeting that was held, the Office of Intergovernmental Affairs has been making progress on the second goal, to increase the use of Web-based and other communication methods.


The Assistant Secretary for Administration and Management has taken steps to ensure that each of the Department's grants offices include a statement in their grant solicitations that indicate the eligibility of Native Americans to apply.


Quanah mentioned earlier about progress on the fifth goal, which was to develop an HHS program inventory.


Let me emphasize one of the principal desires of the Secretary and the Deputy Secretary for the council is to make resources of the entire Department more accessible to native people.


In addition to those six goals, there were six policy concerns that supported those goals and required prompt action.  Those were developed by the operating and staff divisions themselves with cross-cutting issues that were of importance to Indian Country from the different OPDIV/STAFFDIV perspectives.


The number one item was to complete the Report to Congress on the feasibility of a tribal self-governance demonstration project in HHS programs outside of the Indian Health Service.


The second policy concern was the implementation of the CMS outpatient prospective payment system.


Third was to ensure that tribes are included in and have access to health promotion and disease prevention initiatives.


Fourth was to strengthen tribal consultation.


The fifth was to eliminate health disparities.


The sixth focused around health professions recruitment.


Of the policy concerns that I just mentioned, the first two have been dealt with since November.  On March 12th, the Secretary sent the Title VI study to Congress.  Should the Congress deem a demonstration project to expand self-governance within HHS is appropriate and pass legislation to create that authority, the Indian Health Service is prepared to assist our sister agencies should they enter that process.


On December 6th, HHS, CMS, and Indian Health Service reached agreement that the OPPS implementation would be waived for IHS and tribes, another issue that I felt both of those would not have been so successfully and so quickly dealt with had this council not been active in the process.


The fourth item you have heard mentioned by a couple of speakers this morning, both the Deputy Secretary and Regina, about the tribal consultation sessions that are going to be held in the 10 different HHS regions.


I have asked that our area directors be involved in both the planning and participation in those conferences.  The tribal representatives that are here today and at various meetings I have attended I have urged to take part in those sessions because it is the Department's effort to try to ensure that all the departments within HHS are made available to tribes and to let you have dialogue with them regarding those programs.


I am trying myself to attend a number of those sessions.  I won't be able to make all of them.  But I have urged our directors in each of those regions to attend the sessions that are pertinent to their regions.


I just want to conclude my remarks by saying that I think this council has done a lot already.  I applaud the Secretary and the HHS leadership for reactivating it and for the way that they are starting to address issues in Indian Country.  I think it is a huge step forward toward addressing the issues that we all have, and I am proud to have an opportunity to be a part of it.


I look forward to hearing everyone's comments today.  I appreciate your attendance.  Thank you.


[Applause.]


DEPUTY SECRETARY ALLEN:  Now we have Chairman Alvin Windy Boy.  Also, Tex Hall, president of the National Congress of American Indians.


Tribal Opening Remarks

Alvin Windy Boy, Sr.

MR. A. WINDY BOY:  Reminiscing about five or six years ago, it was kind of a brainstorm of a number of self-governance tribes.  This process that we are undergoing was the brainchild from the Tribal Self-Governance Advisory Board, thanks to people like Governor Pyle, Chairman Don [name] and other tribal leaders.


Over that course of time, we have had the opportunity to embark on a lot of uncharted waters, waters where we didn't know what was in front of us.  But being young tribal leaders, we opted to try to create a better mechanism of providing health care to the people that we represent.


I wanted to take this time and acknowledge Claude.  Claude has become a good personal friend of not only my people but my family.


My family is a pretty good-sized group of people.  There are 22 boys and two girls in my dad's family.  In my own immediate family, there is about 11, 12 of us.  So there is a whole flock of us.


Anyway, it kind of reminds me, I have a cousin. He is younger than I am.  He is probably about 37, 38.  He and his wife have 18 kids.  They just had one, the latest one, four or five months ago.


So one day they got into an argument, my cousin and his wife.  I was visiting and we were having coffee. The bunch of kids, they sure looked nice.  They were all playing with each other.


Well, they got in an argument.  He looked at her and said, "Hey, knock it off or I will put you in the hospital."  She looked at him.  "Go ahead, you do it every year anyway."


[Laughter.]


MR. A. WINDY BOY:  My brother-in-law said, "You see these pants?"  He said, "The day you wear them," he said, "then we'll take some direction."  Five seconds later she came back.  She had his pants on.


[Laughter.]


MR. A. WINDY BOY:  Anyway, Tex, you ought to come up on behalf of the Tribal Self-Governance National Indian Health Board, the National Congress of American Indians.


We know the direction that you are hopefully going to be undertaking with this new opportunity.  On behalf of Indian Country, we would like to thank you for the commitment that you have shown us and personally that you have shown me, and direction that you are coming from your heart.  That means a lot to me, knowing where you are from.  Before I can understand a man, I need to know where he is at here.  You certainly have provided that direction for the Tribe.


On a scale of 1 to 10, we just started at about one-half.  We have another nine and a half yards yet to go.  With the excellent staff that you have here in this facility, we can only go up because we are probably the lowest of the low in the health delivery scale of the rest of America.


We certainly want to do a lot more.  We hope with your staff and Secretary Thompson that we can collaborate together and come up with an initiative that will deliver the quantity and quality of health care to Indian Country.


So with that, on behalf of the Tribe, we want to present this blanket.  I did have some ladies that put together some beadwork for you thanking you for coming.  But on behalf of the self-governance tribes, that is going to be coming along later on this afternoon.  So sometime this afternoon, if you will stick around, we will be giving those to you.


[Gift presentation.]


[Applause.]


MR. A. WINDY BOY:  Normally, us Crees have these star quilts, but knowing those Crees, they don't clip their toenails so they usually get caught in the star quilts.


[Laughter.]


MR. A. WINDY BOY:  On behalf of, also, Indian Country, we always look forward to this young fellow.  There is not enough time in our lives to see this big country that our Creator made for us to use.  We hope that in his little life, as he gets older he will always have a special place in his heart -- likewise, he has a special place in our heart -- and that at some point in time we will cross paths again.


So, Alexander, do you want to come on up here?  I couldn't fit a horse in here, but --


[Laughter.]


[Gift presentation.]


[Applause.]


Tribal Opening Remarks


Tex Hall

MR. HALL:  Good morning, everyone.  I think Alvin should have brought the horse.  He should have brought his stock trailer.


[Laughter.]


MR. HALL:  That is a good challenge for Alexander to come back to Rocky Boy, though.  A horse is a wonderful gift, and a horse is [Native term], is sacred in Indian culture.


Deputy Secretary Allen, I want to thank you on behalf of the National Congress of American Indians for your commitment toward Indian Country.


Most recently, at our February Executive Winter Council Session, you signed that historic MOU with the VA.  I want to tell you that it works.  In Fargo, North Dakota, the VA is actually coming to our reservation and other tribes in North Dakota starting this week to provide services from Fargo right there at the reservation level.


So, how about a wonderful round of applause?


[Applause.]


MR. HALL:  We, too, Regina, would be sorry to see Deputy Secretary Allen leave, but understand the importance of a new position on the bench that would help all Americans, including Native Americans.


A small token of our appreciation, and maybe it's a school pack, who knows?  But this is to remember the National Congress of American Indians.  It is a pack with some coffee mugs.  We want you to have this to remember no matter where you are, if you are with us at HHS or if you are with us at the Court of Appeals, remember Indian Country with this small gift.


Thank you very much, Deputy Secretary.


[Gift presentation.]


[Applause.]


MR. WEEMS:  I think we will go to our first session, moderated by Mr. Hall.  I think we are going to hear from a number of folks on Indian health issues.


So with that, why don't we begin?  I believe our first speaker is Mr. Jefferson Keel.


LT. GOVERNOR KEEL:  Good morning.  If you don't mind, I will just sit here rather than go there.


MR. WEEMS:  Please do.


LT. GOVERNOR KEEL:  Good morning.  Thank you for having us here today.


I think I am jumping the gun here, so I will back up.


Indian Health Issues


Tex Hall, Moderator

MR. HALL:  Thank you, Jefferson.  Thank you, sir.


I was looking at the agenda and I turned to the second page, but we are still on the first page.  I will just give some opening comments.  I promised Stacey I would be brief.


I just want to thank the leadership here, Regina and Andy, for organizing the Fifth Annual Tribal Consultation Budget.  It is really good to see the commitment of consultation by HHS and also Gena and Stacey.  I don't know who else -- Andy and Regina -- works in HHS that are Native Americans, but I'm sure there are many more.  It is so good to see their faces when we come in.


They are so accommodating and we want to make sure that we are on time, and that we have our name tags, and that we are in the right place.  It is just real good to see that, Gena and Stacey.  So thank you.


Again, good morning.  I am Tex Hall, president of the National Congress of American Indians and chairman of the Mandan, Hidatsa, and Arikara Nation on the Fort Berthold Reservation on North Dakota.


On behalf of NCAI's more than 250 member tribal nations, I am pleased to have the opportunity to provide opening remarks and moderate this morning's session of the Department of Health and Human Services Tribal Consultation on the Fiscal Year 2005 budget for Indian programs.


Secretary Thompson has demonstrated a firm commitment to consulting with Indian tribes and Alaskan Native tribes, setting an important example for other agencies within this administration.


The Department's call for today's budget consultation makes clear the Department's respect for tribal sovereignty and enthusiasm to improve the relationship between tribal governments and the Department.


We hope that today is the first step in tribal consultation on the budget for 2005 and look forward to possible follow-up sessions as the agencies prepare their budgets.


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


Today the Department will hear from tribal leaders and tribal experts who are working on the front lines in their respective fields.  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 improving existing programs designed to benefit tribal communities.


We are all committed to serving Indian Country, and we must think of ourselves actually as one team working together to raise the health status of American Indians and Alaskan Natives and to 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 that compelling need to the entities that will ultimately determine budget allocations.


Undoubtedly, increased funding will be requested throughout the presentations today, but 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 has been a chronic problem of under funding for many key tribal programs throughout the federal budget.  These needs cannot continue to be ignored year after year.


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


Through numerous laws and treaties written and signed many years, the United States made a commitment to provide quality health care to American Indian and Alaskan Native people.  We pre-paid for this health care by giving up over 450 million acres of land in the United States in exchange for this country's promise to provide for the health, safety, and welfare of Indian people into the future and for time immemorial.  Unfortunately, that pre-payment has been forgotten over the many years.


We know there are many, many honorable people within this administration.  We ask you to remember and join us in calling for the United States to restore its honor and fulfill its promises and trust responsibilities.


There is an enormous disparity that exists in both the overall health status and access to health care of American Indians and Alaskan Natives.  The impact of this disparity is felt throughout Indian Country.  Indians face dramatically higher diagnosis rates and overall death rates from many chronic illnesses, including diabetes, heart disease, and cancer.  Access to specialists is minimal at best.  Many Indian health facilities are completely overburdened.  Patients seeking care are frequently prioritized according to "life or limb" situations, meaning that only those in danger of dying or losing a body part may be seen.


Behavioral health issues, specifically alcohol and substance abuse, have had a tremendous impact on Indian people.  Indian communities have experienced extremely high rates of domestic violence, suicide, and accidental deaths, all of which are exacerbated by alcohol and substance abuse.  Effective, culturally-specific treatment facilities are simply not available to a great deal of our Indian population.


Another enormous health and human service issue is preventative health.  In several areas, Indians have extremely high rates of poisoning, accidental deaths, and infant mortality.  All of these conditions are preventable through effective education, community infrastructure, and access to health care.  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.  Many tribal communities suffer from disproportionate poverty rates, a minimal or nonexistent economic base, lack of job skills and opportunities for meaningful employment, rural geography, and lack of facilities and infrastructure.


Clearly, the Welfare Reform Provisions enacted in 1996 had a tremendous impact on Indian families.  With that measure up for reauthorization, there is a tremendous opportunity to ensure that tribes are impacted for the better.  Ensuring that tribal governments have the opportunity to directly administer TANF, or Temporary Assistance for Needy Families, and other programmatic aspects of welfare reform will be extremely important.


NCAI realizes the Department must make difficult budget choices for 2005.  As elected officials, tribal leaders certainly understand the competing priorities that you must weigh over the coming months.  However, the fact that the federal government has a solemn responsibility to address the serious needs facing Indian Country remains unchanged, whatever the economic climate facing the country today.


We at NCAI urge you to make a strong, across-the-board commitment to meeting the federal trust obligations 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 to clarify the government-to-government relationship, truly will make a difference in helping us to create stable, diversified, and healthy communities throughout Indian Country.


We want to continue at NCAI to advocate and work with you throughout the consultation process.


So thank you very much for giving me the opportunity to make some opening comments.


[Applause.]


MR. HALL:  Now, we will go to the second page, the first presentation with Jefferson Keel.


Restructuring of IHS

Lt. Governor Jefferson Keel

LT. GOVERNOR KEEL:  Good morning again.


[Pause.]  I wasn't waiting on a response.  I was just trying to get this situated here.


Thank you for allowing me this time to present some comments, Dr. Grim.


Although Deputy Secretary Allen had to leave, maybe he will be back and we can visit and continue today.


My presentation this morning is to visit some about the restructuring of the Indian Health Service, the One HHS Provision that has been directed by the President.


I wanted to preface these remarks with the fact that tribal leaders across the country agree that the Indian Health Service should become more efficient, more responsive, and the level and quality of health care that is provided to Indian people across the country, both Native Americans and Alaskan Natives, must remain at a consistent high level.  It cannot be degraded.  A reduction of funds does not accomplish that.


Having said that, there are a number of things that we would like to present in terms of the One HHS Initiative.  As you know, the Indian Health Service has historically been seriously under funded.  Today is no exception.  The Indian Health Service budget for next year represents about one-sixth of the actual need for funds to accomplish the health care that should be provided.


Tribal governments have long been concerned about cost-saving provisions contained in the President's budget request both in fiscal years 2003 and 2004 and have expressed these concerns last year during the FY '04 budget consultation.  The result of these cost-saving provisions will be the elimination of potentially hundreds of full-time staff at the headquarters and area levels.  This will add new burdens to the provision of health care to American Indians and Alaskan Natives rather than addressing the widespread health disparities throughout Indian Country.


We hope that the President's budget request in FY '05 will finally address our concerns regarding the restructuring of the Indian Health Service.


The President's FY 2004 budget includes savings of $31 million from the administration reductions and better management of information technology.  The IHS proposes to achieve these savings primarily by reducing the use of federal staff.  The IHS also plans to reduce administrative costs and to achieve efficiencies through the development, modernization, and enhancement of the IHS information systems.


The Department of Health and Human Services must acknowledge the unique status and functions of the Indian Health Service and make exceptions to the consolidation plan in the case of the Indian Health Service because of that status.


Unlike the other HHS operating divisions, the operations of the Indian Health Service are widely dispersed throughout the United States, primarily in small communities and remote, isolated, rural areas.  The IHS is unique within the HHS in that it must provide direct medical care services and community-based health initiatives.


The Indian Health Service is unique in its duty to exercise Indian preference in hiring and contracting and unique in its substantial relationships with tribes and tribal health organizations, providing health care to IHS beneficiaries under self-determination and self-governance agreements.


Centralizing all of the Indian Health Service human resources staffing from all 12 of its area offices and service units to one location in the Washington, D.C. area will seriously degrade and compromise its ability to fulfill its mission nationwide.  A Beltway-based human resources office will not be able to comprehend or respond to the unique personnel requirements of federal offices and medical facilities located in some of the tribes' most remote places.


Over the last several years, the IHS has made significant efforts to streamline the agency.  This was accomplished in part under the IHDT 1, which was accomplished in 1996.  So this is not the first time that this has come around.  This is a second round of cost savings initiatives.


IHS has previously reduced upper and middle management positions by 60 and 58 percent, respectively, and streamlined the headquarters organizational structure from 140 to 40 organizational units.  It has already been accomplished.


The previous restructuring was made in accordance with the IHS tribal consultation policy.  The resources gained through the reductions were reinvested into frontline health delivery positions, which increased by 12 percent.  This achievement ought to be rewarded rather than ignored.  Given the ongoing restructuring efforts at IHS, any further reductions would severely degrade the ability of the IHS to carry out its mission.


In order to fully explore the possible effects and potential advantages of any reorganization efforts put forth by the Administration, we feel it is appropriate that the President's management initiatives be delayed in order for the IHS Restructuring Initiative Work Group to create feasible alternatives.  This would be developed through a comprehensive tribal consultation process, which has not been accomplished at this time.


At the recent Indian Health Care Improvement Act hearing, Senator Ben Nighthorse Campbell requested that implementation of restructuring of Indian Health Service be postponed until after tribal consultation has occurred.


Additionally, any savings derived from such restructuring should be exclusively reinvested in IHS mission-related activities so that American Indians and Alaskan Natives may enjoy the same health status and quality of care that so many Americans outside of the IHS receive today.


Tribal leaders agree that the IHS, again, should become more efficient and accessible.  We support the idea that the IHS can become more efficient.  Continuing to remove the resources that allow that happen does not enhance the IHS mission.  It only degrades it.


Tribes are committed to providing the highest quality of care for our people.  That commitment will not waver.  It will not go away.  We have, in many instances, treaties.  We have contracts with the United States of America that the treaties have been said to be the supreme law of the land.  We expect those to be honored. We expect that the continuing reduction of IHS would cease.  We look forward to working with you to find solutions to these enormous obstacles that involve funding for the Indian Health Service.


I want to reserve the remainder of my time.  I am going to go ahead and stop there.  I could go on for quite some time talking about the disparities, but I know that there are other presenters that will be visiting on those points.


But it is important that I say once again that the tribal leaders across the country embrace the idea of making the Indian Health Service more efficient without further reductions.  Every time a physician is removed from the Indian Health Service, it affects not just one or two lives, it affects hundreds of lives of Indian families across the native lands.  The cuts are much more severe in Indian Country than they are anywhere else.


Thank you very much.  I will invite any questions or defer to the next speaker.  Thank you.


[Applause.]


Health Disparities

Deanna Bauman

MS. BAUMAN:  Good morning.  On behalf of the National Indian Health Board, it is an honor and a pleasure to be able to dialogue with the Department of Health and Human Service leadership regarding the needs of Indian Country.


I am Deanna Bauman.  I am secretary of the National Indian Health Board and the health administrator for the Oneida Nation in Wisconsin and also the Bemidji Area representative to the National Indian Health Board.


The National Indian Health Board is very pleased with the efforts of the Department to work with the tribal governments.  Secretary Thompson has been the most accessible cabinet secretary in this Administration. Secretary Thompson was a former governor of the State of Wisconsin.  Also, during his tenure there, he had instituted a Council for American Indians.  So even during his time as governor, he was very interested in the needs of the American Indian people.


This morning, I found out that I was on the agenda, so I am going to defer the actual presentation to Chairperson Rachel Joseph.


Coming from the Bemidji area, we are very aware of the disparities that exist in Indian Country.  As you know, of the 34 tribes, the majority of our tribes are under the 40 percent level of need funded.  So at every opportunity, I know the tribes from our area and from all over are advocating for equitable healthcare funding.


At this time, I want to turn over the time to Rachel Joseph, who is the chairperson for the Lone Pine Paiute Shoshone Tribe.  She will go into detail about the health disparities in Indian Country.


Health Disparities

Rachel Joseph

MS. JOSEPH:  Thank you, Deanna.


Good morning.  It is an honor to be able to make the presentation that Julia would have made were she here today.  I talked with her yesterday and she did ask me to express her high regards to all of you and her colleagues.  At this time I would like to especially acknowledge her colleagues on the National Indian Health Board, a number of whom are in the audience.  So, if they would please stand?  We would like to recognize you.


[Applause.]


MS. JOSEPH:  I would also like to publicly acknowledge the many years of dedicated service and tireless efforts of Julia Davis on behalf of Indian health care and Indian Country.  We will always be indebted to her for her lifetime commitment and dedication.


Indian Country has continually advocated for equitable healthcare funding.  Healthcare spending for our population lags far behind other segments of society. Per capita expenditures for our population receiving IHS service are approximately one-half the per capita expenditure for Medicaid beneficiaries and one-third the per capita expenditures for VA beneficiaries.


The failure to provide equitable health funding for American Indians and Alaskan Natives reflect a tragic failure by the United States to carry out its trust responsibility to our population and governments.


You have heard these figures before, but we want to emphasize the urgent need for additional funding to reduce our health disparities.  According to IHS data, our population has a life expectancy six years less than the rest of the U.S. population.


Rates of cardiovascular disease among our population are twice the amount than for the general public and continues to increase, while rates for the general public are actually decreasing.


We die from tuberculosis at a rate of 500 percent higher than other Americans and from diabetes at a rate 390 percent higher.


Morbidity and mortality data continue to reflect high disparities in a number of major health and health-related conditions, such as diabetes, tuberculosis, alcoholism, homicide, suicide, and accidents, which were already cited by Chairman Hall.  These disparities are largely attributable to an insufficient funding to advance the level and quality of health services for our population.


Recent infant mortality data indicate that the infant mortality rates for our population is 25 percent greater than all other races.


Other recent studies report that almost 20 percent fewer American Indians and Alaskan Native women received prenatal care than other races.  They engage in significantly higher rates of negative personal health behavior, such as smoking and consumption of alcohol and illegal substances during pregnancy.


The greatest travesty in addressing our health conditions is acknowledging that a majority of the illnesses and deaths from diseases could be prevented if funding was available.


Despite two centuries of treaties and promises, American Indians still endure health conditions and a level of healthcare funding that would be unacceptable to most other U.S. citizens.


Cancer is the third leading cause of death for our population of all ages and is the second leading cause of death of American Indians over age 45.


We have the poorest survival rates from cancer of any racial group.  Also, our women have disproportionately higher incidence and mortality rates for cervical cancer and it appears at a younger age than it does in other racial groups.


We have some specific recommendations for the 2005 budget.  We are recommending that technical assistance be increased to improve our ability to access programs within the Department.


While our tribal governments are quite familiar with working with IHS and ANA, we are working toward increasing familiarity with other agencies within the Department.  While we have been engaged with other agencies, we have not fully benefited from the opportunities those agencies provide.


Tribal governments have long articulated the need to receive more benefits from agencies such as the National Institute of Health and Centers for Disease Control and Prevention.  While some tribal governments have worked successfully with these agencies, others do not have the technical expertise to complete the paperwork and compete for grants.


We believe that technical assistance should be made available to tribal governments to ensure that they are competitive and that particular smaller tribal governments without adequate personnel and technical expertise would greatly benefit from this initiative.  We are proposing a $5 million initiative to advance this technical assistance endeavor.


We are recommending increased funding for ANA. Tribal officials often acknowledge that poor health conditions are a product of many factors, including the lack of a strong economy and an inadequate infrastructure.


Poor health care is reflective of poor economy.  Many tribes have done an outstanding job at improving economic conditions for their people.  When tribes enjoy economic success, they address two priorities primarily. One is health care and the other is education.


We believe the Department can effectively impact economic development in Indian country and assist in addressing mental and physical health needs of American Indians and Alaskan Natives by providing an additional $15 million to the ANA for economic development.


We also are recommending increased funding for the Indian Health Service to meet population growth and inflationary factors.  Funding for the Indian Health Service has not kept pace with inflation and population growth.  While the mandatory programs, such as Medicaid and Medicare, receive annual inflationary increases, the IHS has not received comparable increases.  As mentioned previously, current Indian Health Service funding is so inadequate that less than 16 percent of healthcare needs in our population is addressed.


We request an additional $350 million, which is a 12 percent increase over the President's budget, be provided for Indian Health Service.


We are also requesting increased funding for contract health services.  As Chairman Hall articulated, we have great need to access specialty care.  A $493 million request would provide an additional $25 million over the 2003 budget.


The documented need for contract health care exceeds $1 billion.  At present times, less than half of the contract health service need is being met.  As Chairman Hall stated, many people do not have access to necessary medical care.  Therefore, we are recommending a $120 million increase for contract health services.


We also are recommending an increase in contract support costs.  The President's FY 2004 budget request included $271 million, which was the same as the FY 2003 enacted budget.


We are requesting this additional contract support cost to meet the shortfall that exists.  We also are recommending an increase for self-governance budget. A number of tribal-managed IHS programs continue to increase and tribal governments will control an estimated $1.6 billion of IHS programs in FY 2004, representing 53 percent of IHS's total budget.


Therefore, we believe it is necessary to provide an increase of $2.6 million more than the proposed amount of $12 million for tribal management and self-governance funding.


In conclusion, we would like to thank the Department for working with tribal governments and Indian leaders across the country, appreciate the opportunity to consult on the 2005 budget, and reiterate our commitment to administer quality health care programs throughout Indian Country.  We look forward to working with you in a partnership to address the severe health disparities and the needs of our program.


Now that the National Indian Health Board is located here in the capital, we look forward to working with all the agencies throughout the Department more intensively.


We also want to issue a special invitation for you to attend the National Indian Health Board's Consumer Conference, which will be held on September 29th through October 2nd in St. Paul.  In addition, it will give you an opportunity to see and visit the programs locally and to see the challenges of the tribes in that region.


Again, thank you for this opportunity.


[Applause.]


Serious Illness and Preventive Health

Chief Gregory E. Pyle

CHIEF PYLE:  Thank you.  It is a great privilege and honor to be up here today.


I am Greg Pyle, Choctaw Nation Chief of Oklahoma.


Before we start the presentation, I would like to make a couple comments that were talked about a little bit in conversation here and in meeting people.  In this town, everyone is always talking their own goals, but many times they hear about people that run our government.  Basically, the secretarial level probably more than any other.


We have observed something after almost 30 years in tribal governance in one facet or another we haven't observed very often.  That is, Secretary Thompson.  A unique individual he seems like.  Even where he came from in Wisconsin, the Indian tribes respected him.


So without going into great detail on his history, we always watch what kind of a team does the individual put together.  We have seen a real proactive team, also a team that doesn't have any concern about getting into, quote, "trouble," not being a good bureaucrat.  That is a plus.  We like someone that takes charge and, when there is a need, acts on it.


To give you an example, we were up here, tribal leaders, and we were asking for an exemption to be able to retain funds in December.  A number of tribal leaders around this table were here.  We had some meetings here, went to the White House and had some meetings there, and came back.


Before we left, the first time in our history ever being up here in over 21 years coming to Washington, ever that we actually left with what we asked for.


That was an exemption.  They saw that it was good.  They simply didn't, as we call it in our country, Oklahoma, dillydally around.  They said, let's do it.  They gave us the exemption.  We were shocked.  We had to pick ourselves up off the floor.  But we were well shocked.  We were very impressed with the type of leadership that Secretary Thompson not only puts in office but demands from his people.  We have seen the type of hours.


We have a little saying down in our Choctaw Nation that our employees only work half the time, and we see that up here.  The leadership only work half the time.  There are 24 hours in a day, and we only want our staff to work 12 hours a day so they can have half the time off.  The other 12 hours we don't know what they are doing.


But, no, seriously, we have watched that many times up here.  Certainly, the people do put in the extra hours.  That is what it takes.


Second point, before I go on to testimony, is economics.  It was discussed in the December meeting at the White House when we were with the staff, some of the top staff the President appointed.  I thought about that a lot.  Early on in my career, economics were non-existent in our tribe.  We had very, very few jobs.  We didn't have any, actually, economic development, in truth.


So what we did is went around to the few tribes that were successful.  There was a handful, less than six.  We spent time there to see what they did.


We noticed something.  Each one of those sites -- and I think there were four that we actually ended up making -- had not only jobs but kind of went over into a correlation.  The correlation was of several factors.  High esteem, not low esteem like we had.  People, in other words, held their head up.  Their children went to school and Mom and Daddy could afford for them nice shoes like the other kids.  You can also see computers in those homes because the Mom and Daddy work.


The good thing about campaigning, you go into many, many, many homes.  Hundreds of homes, in fact.  Unfortunately, with our high unemployment in our area, you see very few computers.  You see very low esteem, you see numerous things from family bitterness and fighting. But when you have jobs, good-paying jobs, Mom and Daddy come home with high esteem, and that means the children will have high esteem.  It means also that they are educated.  When they are educated, they have better health.  You can reach them.


We are trying a diabetes program.  The simple fact is, when we have certain parts of our Indian Country that have high economics, those kids listen better.  They learn better.


Somebody spoke to that earlier, and they did that in December and they did that today.  There is a tremendous correlation there.  Certainly, we need help in Indian Country.  We have a huge disparity in our funds of health care versus anyone else.  There is something wrong with our total concept.


So I won't go into it much further, but I thought about that a lot.  It does have a tremendous amount to do with our long-range goal for Indian people, not just today.  We have seen this with the Secretary.  So, if you would take it back.


Also, seldom do we request to actually meet with higher level secretarials, but it would be a pleasure to meet this Secretary at some Indian meeting in the future.  If possible, if you could relay that?  We have a lot of respect for not only him but the quality of people he puts in there, that they really care for not only today and the long-range of the Indian people.


With that, I had better go into it or I will earn my name.  My wife said the other day -- oh, by the way, I am campaigning, too.


[Laughter.]


CHIEF PYLE:  We had an election.  After 31 years of marriage, your wife is bitterly honest with you. She said, "You were only going to speak a few minutes and you spoke 25 minutes."  She said, "I have watched the movies, 'Dances With Wolves.'  The Indian people always give a name to someone like you."


I said, "Well, tell me what my name is."


She said, "Well, I am going to nickname you, and it is going to be Greg Who Talks A Lot."


So, I don't want to get that started too much today.


[Laughter.]


CHIEF PYLE:  I ought to go ahead and do the presentation and then I will sum it up.


As was said, it is a real honor to be here.  The focus on Indian Health and Tribal Programs, urban programs, is on primary care for about one and a half million Indian and Native Alaskan people.  This is done with about a $2.8 billion appropriation.  It is a varying amount with third-party reimbursement and tribal dollars.


By the way, those tribal dollars are all generated by some type of economic status.  Economics are the key.


These funds are grossly inadequate to provide primary care and, without considering the extreme cost of acute and chronic illness, our population is doomed.


The delivery of care for serious illness is provided to the network of Indian Health Service and tribally-operated hospitals and clinics or purchased services known in the private sector as contract health service.


Due to inadequate funding, contract health services are limited to "life and limb" cases only.  That is called Category 1.  The Indian Health Service report about $94 million in catastrophic denied deferred cases. This is a very conservative number.  In Oklahoma, many providers do not fill out requests for these contract health services because they know that funds are simply not available.


In almost all cases, if we diagnose cancer, heart disease, or other life-taking illness, we are unable to assure patients of care.  The fortunate patients have a third-party payer source.  Unfortunately, only about 30 percent of these qualify.


It is rare within the Indian healthcare environment for patients to receive orthopedic, cardiovascular, or cancer treatment.  In Main Street America, these are standards of care, not exceptions.


Indian health programs are unique.  This cannot be argued.  We are a community health model.  We attempt to provide a safe environment for our families to live.  Congress appropriates funds in sanitation facility line items to provide safe water and sanitary systems.


Currently, Indian Health Service reports a $900 million deficiency.  Indian families are seven and a half times, not seven and a half percent, seven and a half times -- that is 750 percent -- more likely to be living without running water or sanitation facilities.  Where else in this great America do families have to wait not for months but for years to receive water and sewer services?


The health programs across Indian Country have placed a high priority on provisions of preventive healthcare services in an effort to prevent serious illness and foster state wellness within Indian communities.  This effort is beginning to produce results with measurable indicators such as lower blood sugar levels in diabetes and a reduced number of lower limb amputations and blindness in diabetes patients.


The additional funding of the Diabetes Initiative beginning in 1997 has proven that additional dollars for health care of Indian people equates to healthier Indian people.


Prevention still remains the key.  We need resources to adequately screen patients for breast and cervical cancer and colon cancer.  At the present time, due to lack of resources, the majority of breast, cervical, and colon exams are performed as diagnostic exams rather than routine screenings.  They are administered if a lump or blood is found in the stool.  In most cases, this is too late to prevent a serious illness.  Detection of a serious illness should not be a death sentence.


Health service for Indian people is at a critical crossroads.  Indian people are beginning to accept personal responsibility to maintain a state of wellness.  It is imperative that this change in behavior be supported.  Adequate resources are necessary to treat serious illness and to detect potential life-threatening illness before they become serious and require large amounts of resources to provide acute and chronic treatments.


We are asking the Department of Health and Human Services to assist the Indian Health Service and tribal health systems by, number one, maintaining the current OMB-approved all-inclusive rate reimbursement as agreed on in the December meeting of 2002 meeting, as we spoke of earlier; supporting $100 million in the contract health service line item; supporting an annual appropriation of $900 million so that we too can have fresh water and sanitation facilities; set aside for Indian Health Service tribal programs competitive grant process in the CDC, NIH, and SAMHSA; supporting funding completing for epicenters in each area to upgrade these.  This is the beginning of what is vastly needed.


We really appreciate the opportunity to bring these issues before you.  We ask you to travel out to Indian Country.  We can be great hosts, but also we would like to show you what it really is to be out in the rural setting of the first free people in North America who have continued to be free.  We really love this great country we have today.  Thank you, and God bless.


[Applause.]


Behavioral Health

William E. Jones, Sr.

MR. JONES:  Good morning.  My name is William Jones.  I will be presenting on behavioral health, along with Terry Cross.


I would like to preface my report by saying that I was on the initial Development Board for the Northwest Indian Child Welfare Association, which eventually became the National Indian Child Welfare Association.  So I have worked with Terry Cross in the past and last year made the presentation here.


I really enjoy working with you, Terry.  We didn't get a chance to get together.  I was gone on a trip last week and we didn't get a chance to get together.


But I have my own report, and Terry is going to get into the technical.  He is the representative for the Indian Child Welfare Association, and I will be speaking on tribes in general.  But we are still a team.


So, I will just go ahead.


Good morning.  My name is William Jones, Sr.  I am a member of the Lummi Nation, located in what is now called the State of Washington.  I am currently an elected member of the Lummi Indian National Tribal Council.  I have served the council for nearly 30 years.


I am also a member of the Tribal Self-Governance Advisory Committee.  As a member of TSGAC, I have been appointed to the Budget Subcommittee forum in August 2001 to bring forth self-governance budget priorities and issues.


Today I will be speaking from this experience base about the rather large area of behavioral health needs for all tribes.


What are behavioral health programs and services and funding sources?  Behavioral health funding, substance addiction services, SAMHSA; prevention, treatment, and after-care from IHS and SAMHSA; mental health services from IHS, National Institute for Mental Health; social services from the Bureau of Indian Affairs, the AFYC, the Department of Health and Human Services; rehabilitation services from the Department of Education and the DHHS and from the Department of Labor.


We cannot divide our clients into enough pieces to respond to the departmentalized funding.  Therefore, we need to work together now more than ever.  We cannot have the excuse that we do not understand each other.  We can seek better understanding through talking with one another face-to-face.


It is not as simple as, one is good and one other is bad, one of us is right and the other is wrong. These are not simple times that allow for simple analysis.  Tribal people who have traditional knowledge know that there are no times that are less complex to live without offense to the things that swim, crawl, walk on four legs and two legs.  It is not easy.  We remember we ate and still eat many of the things that swim, and walk on four legs.


This is still the pathway that we must walk.  It is not a simple pathway.  It never has been a simple path.  Non-Indians are only now beginning to understand the complexity of Indian life as they embrace a holistic view of health.  This is an area of increasing understanding.


Yet, we still can't understand why people choose the path of pain.  We have many people who are choosing this path because they know no other pathway.  It is a pathway by their parents and grandparents that is becoming a new tradition, traditions fostered by federal programs under federal control.


The result is that local needs are not considered.  If your feelings are not considered, it is a good time to have fewer feelings.  Drug abuse is a shortcut to mental illness that is characterized by numbness wherein you are no longer aware of your needs.  We can agree to disagree.  We can agree that the future is unknown and unknowable.  Accept that as a reflection of the past.


We hope that the future is different from our past of pain, but both tribal and federal governments must work towards a generic goal:  tribal and federal commitment to the process.  There must be a commitment from both tribal and federal leaders that their governments will continue to participate in the program and budget development process with the federal government.  We cannot step back and expect our ideas to come forward.  We cannot step back and face the fear of ignorance.  We must face the courage and the knowledge and act positively for a better future.


We cannot leave the planning table and expect our plan to be implemented.  When we stay at the negotiation table, we get better at it.  When we stay at the planning table, our plans get supported.  When we continue to talk, we grow in understanding where there is fear and ignorance.  When we continue to talk, we understand there is less that separates us than we thought.


Behavioral health testimony.  All tribal communities need to have the flexibility and adequate resources to address our community and individual behavioral problems in a manner that is culturally appropriate for them.  Mental health, chemical services, and medical services, transitional housing, employment assistance programs, following the client from sickness to wellness.


Tribal services must be backed by professional and financial and facility infrastructure needed to support behavioral changes that promote behavioral health.  There is no basis for development unless tribes effectively address the behavioral health problems of their communities.


Persons who are under the influence of drug and alcohol cannot hold jobs, so it doesn't make any difference that there are no jobs.  Persons who have not parented can parent children.  Drunken partners cannot construct palaces.  Families with substance abuse problems cannot make payments necessary to own a house regardless of their need for housing.


Tribes need to have control over the programs, services, functions, and activities that are designed to meet their needs.  The following include conditions.


First, local decision-making services and professional and financial facility infrastructure.  Tribal government must be able to participate in the development of services that are designed to meet their individual and community behavioral health service needs.


Second, an indication of action to all resources, tribal and state and especially federal.  Too many of the behavioral health resources, professional, financial, facility resources that are appropriated for the benefit of Indian people are actually used to support the administration and service costs of general population programs.


Third, identification of needed resources, including but not limited to professional, financial, and facility infrastructure based on the needs, local needs, and priorities that are locally determined.


Fourth, development and implementation of interim operating plan based on existing resources and needs.


Fifth, plan, development, and implementation to obtain additional resources that are needed to support operations and expand to a system that is more consistent with identified local needs.


The needs for behavioral health services in Indian Country are well known.  These disparities number in the hundreds and several hundreds of percentage points higher than the same needs for other Americans.  It is not a point of pride for any citizen of the United States.  The suicides in Indian Country are 125 percent higher than non-Indians; drug and alcohol abuse in Indian Country, 225 percent higher than non-Indians.


If we can all get beyond our own denial about the extreme level of need in Indian country, we can do something about it.  Continuing our own national denial about these facts is equivalent to national codependent thinking.


Once we have established that this is the level of need, then we need resources that are consistent with these needs.  This means funding increases that are comparable to the level of need, at least 100 percent of existing funding levels.  While we are encouraged that the President's budget includes substantial increases for drug and alcohol abuse prevention, treatment, and after-care program function services and activities, we have no information that these increases will be directed to support the needs of Indian Country.


We need to see the commitment in writing in other agencies and programs adjust their plans and include these resource commitments consistent with the program development steps described above.


Funding realities and needs.  However, given the realities of limited funds with many competing high priority needs for federal funds, it may not be possible to secure the additional funds that are justified for the needs discussed above.  Regardless of current conditions, the long-term and largely ignored needs of Indian Country must be addressed.


A modest step in this direction would be to provide an earmark of 10 percent of the overall funds in all of their programs.  Further, as a minimum, tribes need a commitment of a 10 percent increase overall of the 2003 level appropriations for the next 10 years in all the programs.  This level of commitment would generate a 100 percent increase that is justified by needs.


Thank you.


[Applause.]


Behavioral Health

Terry Cross

MR. CROSS:  Thank you for asking me to be here. It is a pleasure to be on the same panel with you once again.


My name is Terry Cross.  I am the executive director of the National Indian Child Welfare Association.  I am a member of the Senate Commission of Indians.


I want to talk with you particularly about children's issues and behavioral health and about children's mental health in particular.  This is probably the most neglected area and the area that deserves the greatest investment if we are in fact going to have an impact long-range in both mental health, behavioral health, and physical health.


There are an estimated 30- to 50,000 Indian children in the nation with a serious emotional disturbance.  That means a diagnosis in the DSM Manual.  The problem is that less than one in 20 receives any kind of treatment or intervention, and those that do, receive just a cursory look and not any kind of in-depth services.


That is understandable in a context where there is only one trained child psychological service provider, a psychologist or a psychiatrist or a clinical social worker, only one provider for about every 2000 Indian children with serious emotional problems.  That is one heck of a caseload.


You have heard about the extreme level of need, the high rates of suicide.  Our children are a large percentage victims of crime in the nation.  In the last 10 years, there was an 18 percent increase in child abuse in our communities, also a great deal of co-occurring disorders, both substance abuse and mental health problems.


That is the picture of need.  There are some specific recommendations.  Currently, the mental health and social services budget of IHS is funded around $15 million.  That amounts to under two percent of the total budget.  If you just looked at behavioral health issues and social service issues across the nation, you would expect that proportion to be more like 25 percent of the overall budget.  At two percent, we are drastically failing our children and families.


That $15 billion figure is both adult mental health and children's mental health.  We don't know what proportion is going where because the numbers aren't broken out in the budget in any kind of reporting.


So, the National Indian Child Welfare Association recommends an increase in the mental health and social services budget to at least $100 million and that IHS be directed to develop its budget with line items that show children's mental health as separated from adult mental health and mental health being separated from social services.  So, rather than be all in one pot so we don't know what is being spent where, that those things be brought out and we get some picture about how the need really is being met.


I want to point out that we have learned a great deal in the last 10 years about children's mental health through efforts of SAMHSA and the Center for Mental Health Services in partnership with the Indian Health Service.


Through the Circles of Care Initiative that was sponsored out of CMHS, there now have been 16 tribal communities funded with small projects to look at children's mental health by other planning grants to help develop systems of care models.  The systems of care methodology has been developed and promoted by SAMHSA and has become a very effective intervention in Indian communities for our children because it mirrors our own cultural belief systems about wholeness and wellness and treating the whole child.


These Circles of Care projects, the cost is about $3 million.  They are three-year projects.  Right now we are in the middle of the second round.  During this last budget round, inadvertently this program was left out of the budget.  We had some people retire who were the head of that vested interests or had interest in this area.  So it didn't get written into the budget, so that needs some attention immediately.  We are encouraging Charlene Curry over at SAMHSA to make sure that this program gets back in.


What it does is it teaches us what can happen when different systems -- school systems, juvenile justice, child welfare, mental health, states, counties, IHS -- come to the table around one child so that we are not having multiple service plans and multiple funding streams but we can blend fundings and treat one child with one plan and one case manager and those systems are working much more effectively.


Not only are they working more effectively but they are teaching us what can happen out of a history of very confused policy around children's mental health and mental health in general.  In a study of 1996, the National Indian Child Welfare Association looked at provision of children's mental health and we found everybody pointing at everybody else, saying, "The state is responsible," "No, the county is responsible," "No, the bureau's responsible," "No, IHS is responsible," and nobody was taking care of the children.


When you get all of those people at the table and you say somebody has to be responsible and who is it going to be in this particular case, it has been possible to work that out and to find the funding streams.  Tribes have been able to engage in Title XIX, other third-party reimbursements.  But you can't do that without a significant planning effort and research that shows the need and adapts, and that is what the Circles of Care Program has done.


The Comprehensive Community Mental Health for Children and Families grants are doing the same thing in allowing tribes to demonstrate those types of programs and very effectively so.  We now have a growing base of data showing that those approaches work.


Now, something else that these demonstrations and planning grants have now really shown clearly is the need for some core operating support among tribes for mental health services.  In the early '80s, in '81, when the mental health block grants were established, tribes were left out of that funding stream.  So they don't have access to funding that all other people in the country have to through the block grant process.


We are recommending that there be a three percent allocation for Indian nations in the mental health block grants and that there be at least a three percent overall increase in the block grants so that we are not taking resources in competition with states.  We need to be in full partnership with states in this process.


That also then links to an opportunity on our immediate horizon, and that is the Indian Health Care Improvement Act.  We are asking that IHS support the provisions in the Indian Health Care Improvement Act that allow strict tribes to enter into systems of care arrangements and planning.


We are also advocating for the inclusion of children's mental health language to be included in the legislation as it is in the draft so that we are specifically addressing this population.


There are many more issues that we could focus on with regard to children, but we chose this one today because of what we believe is the important leverage that can come about if we address this issue.  Also, because it fits with what we are hearing from the HHS in its goals of access to HHS programs, access to things like mental health block grants and Title XX and Federal 4E, which I will be talking about this afternoon.


Those are all important issues for Indian Country to begin to deal with some of these disparities. The programs are in place.  All we need is the tribal access to those programs.  Often, that takes some enabling legislation.  We need the administration's support to make that happen.


Our traditional teachings, my teachings in the Seneca Nation, talk about the importance of health being the result of balance, balance of circle, of mind, body, spirit, and context.  Making sure that those things come into balance brings about health and well being.  Recently, the literature has been filled with research results from programs and sources as diverse as the World Health Organization and several foundations and universities pointing out the linkage between behavioral health and physical health outcomes.


The bill for physical health in IHS is only going to continue to go skyward if we don't begin to deal with mental health issues, behavioral health issues, and particularly those issues of our children.  We think it is a tremendous investment to make at this point.  The literature and the research is clear that with programs that are currently in place serving all children that our tribal children don't have access to, it makes no sense for us not to have access to those things that are going to increase the well being of children, families, communities, and tribes overall across our whole nation.


Thank you very much.


[Applause.]


Diabetes

Alvin Windy Boy

MR. A. WINDY BOY:  Thank you, Tex.


Andy, Dr. Grim, members of the HHS staff, if you don't mind, I would rather stand up over there and talk.  My teachings tell me not to talk to people with your back to them.  So, out of respect, I would like to do that.


What I am going to be discussing here today is certainly evidence of an epidemic that is running across America.


If I might look out into the audience to my people, can I see a show of hands of Indian people out there or descendants of Indian people?  Raise your hand.


[Show of hands.]


MR. A. WINDY BOY:  Leave your hands up.  How many of you are or your family members that aren't affected by diabetes?  That aren't affected by diabetes.


[Show of hands.]


MR. A. WINDY BOY:  Every Indian person in this big country is affected by diabetes in some fashion or another.  We certainly have a history, most recently in the last 10, 20 years.  A lot of what we are counting with diabetes certainly has been reflective of a lot of historical stories, prophecies, and philosophies that have been relayed to us, telling us of the things that we are going to be encountering as Indian people.  This is one of them.


This is one of them that was told to us that we have to pay attention to.  How we pay attention to it is up to us as individuals.


Certainly, history has told us many things, to be mindful of the direction of our elders who have gone on, to be mindful of those that have left us.


I always wanted to be a powwow announcer.


[Laughter.]


MR. A. WINDY BOY:  Being a powwow person, mostly all of my life, I have certainly gotten to see a lot of country in the lower 48 and Canada.  One of the things that I have encountered is the many types of traditional foods.  One, I am sure everyone is familiar with is commodities.  I am probably a product of a good commodity bond.


Anyway, as the chairman of the Chippewa Cree Tribe, I would like to thank the Department.  I would also like to leave my testimony for the Department.  As vice-chairman of the Tribal Self-Governance Advisory Committee, I would like to also thank the Department of Health and Human Services for this opportunity to provide recommendations for the American Indian and Alaskan Native health needs and priorities for the fiscal year 2005 budget.


Today I am speaking as the vice-chairman of the Tribal Self-Governance Advisory Committee.  I would like to introduce the TSGAC Committee Paula Williams, our executive director.


Would you stand up?  Thank you.


[Applause.]


MR. A. WINDY BOY:  I am speaking on behalf of the TSGAC Advisory Committee and on behalf of the 286 self-governance tribes in this nation.


The focus of my testimony will be the future funding needs to effectively address diabetes in Indian Country.  The Tribal Self-Governance Advisory Committee and Tribal Consultation, the TSGAC, is a committee of elected tribal leadership of the 12 IHS areas, which also includes Alaska.


Basically, the Tribal Self-Governance Advisory Committee is a committee of the elected tribal leadership that advises the director of the Indian Health Service on the health care and health care delivery concerns of tribes and nations that have entered into self-governance compacts.  There are 62 compacts, which reflect 82 funding agreements.


As I stated earlier, the 286 tribes that have entered into self-governance compacts, they represent about 51.3 percent of all the federally recognized tribes in this country, which also is reflective of 29.1 percent that are health services that are provided, which reflects about 38.3 percent of total services, which amounts to about $850 million.


I also co-chair with my federal counterpart, Dr. Herman Smith, a former chief medical officer of the Indian Health Service here in Rockville, who is now the special consultant to the Indian Health Service Headquarters.


The Tribal Leaders Diabetes Committee, which I will be referring to as TLDC, is the elected Tribal Leader Committee that advises, again, the Indian Health Service director on diabetes issues in Indian Country.


Today we are a tribal consultation firm with DHHS and tribal leadership and are representing their tribal governments.


Tribal consultation is defined through the government-to-government tribal consultation policies implemented by the Administration as a protocol for addressing any decision or policymaking on any issue affecting federally recognized American Indian tribes and Alaskan Native villages.  Tribal consultation is the vehicle to gather baseline data, disseminate information, and begin dialogue with tribes represented by elected tribal leadership with the federal government toward any policymaking that may affect tribes.


The government-to-government relationship is a product of the trust responsibility that the federally recognized tribes have with the United States Government. The United States Government exchanged federal services for lands, water, and minerals with tribes.  This exchange was made through treaties that were negotiated and signed with tribal nations which still remain in effect.


If state governments manage and administer federal programs for American Indians, tribal consultation must still be upheld.


Not only is consultation a federal responsibility, but it is also a good business practice. Informing and securing the, quote, "buy-in" of your major stakeholder ensures success in any endeavor.


As we begin our forum here this morning, the TLDC and the Indian Health Service are completing their 12 area level tribal consultations on the new diabetes funding for fiscal years 2004 to 2008.  We are very appreciative of the many people that were very instrumental in convincing not only this administration but also Congress of the effects of diabetes in Indian Country.


The Tribal Leadership will make recommendations through the final TLDC meeting, which Dr. Grim and I are going to be, with TLDC, making here very shortly.  These recommendations that are comprised by the 12 areas will go to a national forum for a final recommendation to Dr. Grim.


The critical nature of diabetes in Indian Country necessitates the investment of the tribal communities in the decision-making of the focus and purpose of the funding.  The identification and allocations for, quote, "set-asides" and ensuring the equity of the national distribution formula.


The Indian Health Service and the TLDC have sustained a strong partnership in ensuring the coordination of a full level of tribal consultation on the SDPI funding.


I would like to introduce a fine gentleman that I hold some respect for, and that is Jerry Freddie.


Jerry, if you would stand up?


Jerry is also a member of the Tribal Diabetes Committee.


[Applause.]


MR. A. WINDY BOY:  The diabetes funding.  I have left some statistics, and we were going to have some overheads but we didn't have the time to do it.  But we made some copies.  They are out in the front there.


In the Balanced Budget Act of 1997, the special diabetes for Indians were born from the profound concern in Indian Country with the rapidly increasing rates of diabetes in American Indians and Alaskan Natives.  The Balanced Budget Act, which I will refer to as the BBA 97, allocated $150 million for five years for grant opportunities for the Indian Health Service, tribal and urban Indian health programs, and the prevention and treatment of diabetes.  The overwhelming majority of these monies went to the emergent need of direct care.


In the Consolidation Appropriations Act of 2001, a supplemental amount of $240 million was added to the SDPI for fiscal year 2001 to 2003 for grant opportunities for the prevention and treatment of diabetes.


In December of 2002, Congress passed the reauthorization of the SDPI and extended the funding to $150 million per year for fiscal years 2004 to 2008.


The state of diabetes in Indian Country.  In the series of slides that we wanted to show you that we have left up in the front there, statistics are going to show you that for every age group, the prevalence of diabetes is highest in American Indians and Alaskan Native men and women compared with other races.


Another gentleman that I have great esteem for also sits as the at-large member to the Tribal Leader Diabetes Committee.  From the Fort Peck Indian Reservation, a tribal elected official, Mr. John Pipe [ph].


John?


[Applause.]


MR. A. WINDY BOY:  The prevalence of Type II diabetes in American Indians and Alaskan Natives by state.  In 1991, the states that are colored have the highest prevalence rate of 18 percent or higher, the increased prevalence of diabetes in American Indians and Alaskan Natives by state in 2001.


The increase in diabetes prevalence in American Indian and Alaskan Native populations happens in different age groups than the increase in the general U.S. population.  In the 1990s, the increase in the U.S. population occurred in the over-30-year-olds, whereas the increase in American Indian and Alaskan Natives occurred in the 20- to 29-year-olds, a younger population.


Diabetes mortality is also increasing.  From 1992 to 1999, diabetes mortality increased 10 percent in the general U.S. population.  In the U.S. population, it occurred in the 30-year-olds, where, in the same time period for Indian Country, it rose to 62 percent.


MR. A. WINDY BOY:  A very large increase in Type II diabetes has occurred in the American Indian and Alaskan youth and children.  From 1991 to 2001, a 25 percent increase in under 15-year-olds, a 106 percent increase in 15- to 19-year-olds, a 68 percent increase in 20- to 24-year-olds, and a 79 percent increase in 25- to 34-year-olds.  Remember, Type II diabetes is supposed to be a disease of adults.


What are we doing?  The Special Diabetes Program for Indians, the SDPI, grantee programs have proven successful in the outreach, education, and treatment and prevention services at respective tribal communities.  The SDPI grantees have done a number of things in their communities.  I will go through a few.


Emphasize primary and secondary prevention programs; identify and track diabetics in their community; provide clinical care for diabetes; provide specialized care, such as podiatry, eye care; provide access to newer medications; provide culturally appropriate and meaningful diabetes education and materials; provide nutrition services; provide physical activity services; provide education and awareness in schools and work sites; provide behavioral health services; provide primary prevention for children and youth; and provide weight management programs for youth.


All these services were developed and implemented with tribal community involvement.  This community-based strategy has been the most powerful tool in combating diabetes in Indian Country.


The community-based prevention and treatment strategies developed by the tribal programs have given them ownership of their health care delivery.  With that ownership comes a revelation of self-responsibility.


We have seen the, "empowerment" of Indian Country to address diabetes as a community.  We have seen youth running programs that emphasize the cultural significance, as in the Diabetes Program on the Shoshone Indian Reservation in Wyoming.  We have seen the enthusiasm of tribal youth as they are empowered to find answers for themselves in addressing diabetes, as on the Fort Peck Reservation in Montana.  The tribal youth in Fort Peck literally changed their school lunch menus to provide a healthy diet, and Mr. Pipe can attest to that initiative.


We have seen collaborations between elders and youth to make changes in their communities.  We have seen the extension of the tribal network leverage of state and private sector partnerships.


This is how we will successfully combat diabetes.  As our tribal communities become empowered through the efforts of the SDPI programs to take responsibility for their health, we effectively begin the elimination of diabetes from our people.  This is the most powerful and sustainable approach to eliminating diabetes from Indian Country.


What is it going to cost?  As we look to future funding, we need to keep in mind several facts.  In Indian Country, we have 100,000 to 110,000 American Indians and Alaskan Natives with diagnosed diabetes.  Another third are American Indians or Alaskan Natives who do not know that they have the disease.  The American Diabetes Association is looking at the cost to effectively address diabetes and reports a per capita figure of $13,243 per person with diabetes and $2560 per person for people without diabetes.


For the Indian healthcare system to give American Indians and Alaskan Natives adequate diabetes care, we would need $1,324,300 to effectively address diabetes in Indian Country.  This doesn't include diabetes prevention services.


The cost of preventing Type II diabetes either with lifestyle changes or with medication, such as Methformin, is extremely costly and not within the reality of the Indian health care budget.


In the Diabetes Prevention Program, the direct medical costs over the three-year period of the research was $2542 per person for lifestyle interventions and $2780 per person for Methformin interventions.  The Indian health care budget averages approximately $1900 per person to address all Indian health issues.


The Special Diabetes Program for Indians funding is greatly appreciated in Indian Country, but the application of these funds can only, quote, "stem the tide" of the American Indian and Alaskan Native diabetes crisis.  We need to take good care of the American Indian and Alaskan Native people who have the disease and build more effective community-based prevention strategies for our future generations so that they may live with the hope of a life free of diabetes.


In closing, I want to thank the American Dental Association.  We know, as one ages in this life, there are other factors that we are faced with as we grow older.  Teeth are one of them.  It is unfortunate that in Indian Country health care isn't addressing a lot of things that we see as shortcomings.


As an example, orthodontics in Indian Country. That is probably never seen on a lot of reservations.  We have kids growing up with teeth that are crooked.  I am probably a product of one of those.  How could we build self-esteem in young people to encourage them in life when they are too embarrassed to come out in public?


There was an initiative by the American Dental Association, and I want to thank Paula Williams' office, the Tribal Self-Governance Advisory Office in the Indian Health Service, for advancing an initiative that brought a number of dentists onto Indian Country.  They had them stop in Rocky Boy.


One of the guys told me, if he was to get something immediately, what would that be?  I looked at him, I smiled, I went like this.  Show me some money.  Technically, the money would be it.


There are a number of dentists out there.  The problem that we have in Indian Country is we don't have those professional people come to reservations to provide the basic dental services.  That has been done.  Lo and behold, it shows up in one of the committees.


So, the Indian Health Service is going to be getting $200,000 a year recurring just to pay for dentists to come out to Indian Country to donate some of their time to address some of the dental needs in Indian Country.


I want to thank, Paula, your office for being the key in that.


I also want to thank Dr. Trujillo and Gena's office for carrying that through.  I want to thank you guys for coming out to Indian Country.


I will stop there for now.  I was going to tell you a story, but I can wait.  Thank you.


[Applause.]


MR. A. WINDY BOY:  I'm sorry.  I meant to say Dr. Grim.  Their hairdos are alike, they smile alike.  They certainly dress alike.


[Laughter.]


MR. A. WINDY BOY:  My apologies.


Data and Research

Don Kashevaroff

MR. KASHEVAROFF:  My culture's teachings don't say anything about speaking with your back to your people, but I was really looking forward to the stretch break up there.


[Laughter.]


MR. KASHEVAROFF:  Matter of fact, when I was at Reagan National, they told me at a half hour that I couldn't even get up out of my seat and use the restroom anymore.  I thought that was for security but I see now it was really just practice for today.


[Laughter.]


MR. KASHEVAROFF:  I want to thank -- the Deputy Secretary isn't here at the moment -- but Mr. Knapp and the rest of the HHS staff here for allowing me to present.


My name is Don Kashevaroff.  I am the president of the Seldovia Village Tribe.  I am also chair and president of Alaska Native Tribal Health Consortium.


I wanted to present some issues on information technology, which isn't quite what your agenda says.  It says data and research, but I will cover the data part and leave the research for another time.


I heard this morning that the Secretary likes people to be on the edge.  I wish Ms. Schofield was here to hear this, but the IHS Information Technology Division or the applications we have and the systems we have are not on the edge.  They are not even close to the edge.  They are a long ways away from the edge.


We need to, I guess, follow what the Secretary wants and be on the edge.  Hopefully, I am going to discuss a little bit about that today.


First off, I am kind of presenting on behalf of the Information Systems Advisory Committee.  I just recently retired as a co-chair of that for the past three years.  This is the group that in Dr. Trujillo's wisdom and understanding -- this is not Dr. Trujillo.  We know that now -- he created this group to look at how IHS can better serve its customers, meaning the tribal folks that are in self-governance, and also the providers and the patients in the clinics and the hospitals.


So the ISAC was born four years ago.  The idea was to look at the IT situation in IHS, make some recommendations on improvements.


The ISAC basically prioritizes every year what the greatest needs are.  What we have been looking at is two main things:  business systems and customer service.


The business system we have looked at, the IHS for many years, since about '86 or somewhere around there, created a clinical database.  It is very good, actually.  It is called RPMS.  It is a very good clinical database.  It doesn't give you any of the business information you need.


Not too long ago, about a year ago, my hospital, ANMC, had to do a budget cut.  We were short about a million or two come June.  Time was running out. They came to us and said, we want to close one of our operating rooms.  It all sounds good.  Does that cost us money?  Does that save us money?  Does that make us money?  Did our third-party collections go down?  Everybody sits there and stares at you.  We don't know that kind of stuff, we don't have the systems that tell us that kind of stuff.


That is kind of the boat IHS is in right now.  You don't have the business systems to give you information to know if you should open or close something.  You don't know if you should expand somewhere.  You don't know how many people came through the door yesterday and how much it actually cost you.  Now, the rest of the hospitals in the country know that kind of stuff.


We have very rich clinical data to treat the patient.  We don't have anything to show us what the future holds.


Anyway, so the ISAC is pushing for the business systems.  We also want to talk about customer service, too.


The customer service idea was that the current system we have -- I think of employees as customers -- if we go to hire a new doctor, they come from a world that uses Windows or maybe even Macs like me.  But they are using what we call graphical user interface.  You sit down and you have little menus that pull down and you use the Internet, et cetera.


You sit down at a hospital, pull up a screen to pull up a patient's chart, you don't get that.  You get what we call "roll and scroll."  You have to type a letter, a screen rolls up, no graphics.  Type another letter, another screen rolls up.  Try recruiting a doctor out of medical school one day and saying, oh by the way, here you can use a 1980s computer system.  Go have fun.


That doesn't work.  We need what we call graphical user interface.  We need applications that are user-friendly to our doctors.  We have to recruit these folks.  And our nurses.


We also need to provide the accurate data that the tribes need and that Congress needs, so we need a better system for that.


Then, we also need to use best practices or figure out ways of providing more efficient health care. To that end, ISAC several years ago recommended an $82 million proposal, $36 million that would have to be centrally located within the IHS.  The rest of it would be in your tribes and in your clinics.  We have to put money in there.


The $36 million centrally we pushed for sounds like a lot of money, but here are some of the benefits.  We could have better data collection, we could increase our efficiencies, we could be saving money.


We could have better management decision-making.  Fact-based decision-making is what, I think, we want to shoot for.


We can have improved HEPA security.  We have already put a lot of money into that just this last year.


We could increase collections from third-party resources, not just Medicare and Medicaid, which is kind of shuffling the money within the government, but from private insurance.  A lot of Indians and Alaskan Natives have private insurance.  You can collect money from them if you have a system that can do it.


I want to also thank the ANA and the rest of you for keeping the OMB all-inclusive rate.  That was a very wise decision.  It saved making us use the OPPS.


The most interesting thing about it is that if we had to go to OPPS, we couldn't do it anyway.  There aren't any clinics or hospitals in the country that could be billing on the actual cost of them doing business.  That is why we have the OMB office rate.  We don't have the computer system to do it.


So, $36 million would get us started.  That sounds like a lot of money.  It is a one-time investment.


At the Alaska Native Medical Center, we just put in a $6 million new billing system.  I am expecting another $4 million for the cost accounting system.  One hospital, $10 million.  That $36 million could get the whole country started.  Maybe that is not too much money after all.


Some other things started happening.  This was several years ago.  Since then we have noticed that teleradiology and telemedicine are on the increase and actually show a great need.  Both of these have the ability to reduce travel costs, to actually get doctors to talk with the patients about the patients, how they actually move, to provide better service.  Something that we want.


These are new technologies out there that we now have to deal with.  They are going to cost money, too.  But they can help us reduce medical errors.  They can improve clinical workflow, meaning the way everything is going to be running.  They can lessen wait times.  Everybody knows in Indian Country you wait a long time for health service.  And they can help us increase third-party captures again, meaning private insurance.  We can go get more money out of private insurance.


Included in this is the electronic health record.  This is another of the new things.  It is an idea of, instead of all the old charts we used to have, the paper charts, let's put it all on the computer.  I know I heard Dr. Grim speak favorably of this.  This costs another $30 million.


Now, $30 million sounds like a lot for a computerized system, but when you don't have to be sending the paper back and forth.  But I was at a clinic two months ago and we waited an hour and a half for the chart to arrive from across the street.  That was a long wait just for a piece of paper.  If the person could just punch it up on the computer, we would have been much better off.


One of my other duties is chief of my small little tribe.  We have 525 people that use a little clinic.  And thank you very much to HHS, we have a HRSA grant that funds the clinic.  We have an electronic health record.  We are very small.  We have what IHS needs.  We can do it because we are small.  We went out and purchased the software to do it.


But there are $36 million here, $30 million there.  It sounds like a lot of money, but when you think of the HHS budget -- and these are one-time costs -- it is around $2 billion for IT.  Now, $2 billion is a lot for IT, and my understanding is OMB wants to have a reduction on that, which I don't necessarily think is the way to go.  I mean, it is interesting that we want to reduce the same people that we look for to help us out.


HHS is talking One HHS, consolidation, streamlining, going Web-based I heard earlier.  We are talking about using new technologies to make government more effective, more efficient.  Oh by the way, those guys that run that, we are going to cut your budget by a quarter, is my understanding of what OMB said.  That is kind of counterintuitive.


On the IHS side, it is even worse because any cut in IHS, even if it is not the rate that HHS had to cut, impacts us greatly because we are not where we need to be.  The private sector runs circles around us.  We are way back in the 1982 days before Windows came out.


What we need to be doing is doing something similar to SSM Healthcare.  SSM Healthcare just won the Baldridge National Quality Award.  This is a very prestigious award that the federal government gives out to private sector organizations that are the best in the field.  They had a healthcare one this year.  SSM Healthcare out of Missouri.  I would love to show the 11-minute video about them.


But besides being very customer-focused and empowering their employees, their other main attribute that makes them the best in the country is data and computer systems.  They have a network of 24 hospitals.  They have 7000 doctors all hooked into the network with an electronic health record, accessing it via personal computer, your PDAs, your fax machines.  They can access it anywhere they want.


They take data and they benchmark it across the country.  They find out who is doing better than they are and they try to beat them.  Matter of fact, they take data across their own unit.  They match the 24 hospitals against each other and kind of have some friendly competition.


Things like this that IHS could be doing if we had the tools that would show us the data, would show us the benchmarks, show us what the error rates were across IHS country.  We don't have those, and that is the type of stuff we need.  We need to be like an SSM.  I think that with the new Secretary, since the Administration change, the commitment I see is to make things better, more efficient, more effective, treat the people.  I don't see any reason that we can't have a better data system at IHS.


If you have a $2 billion budget, maybe you take $100 million just one year alone and buy the systems and build the systems that the IHS needs to bring up the neediest of all people up to the same standard as the local hospital across the street can already do.


So, thank you very much for letting me testify.


[Applause.]


MR. WEEMS:  We are about an hour behind schedule, so I am going to exercise the power of the chair for just a minute here.


We are going to move the HHS response, questions, and discussions down below the next presentation.


So, why don't we take just a five-minute break right quick and we will come back.


Don, I believe you are up next.


So be back here in five minutes.  We will see if we can get some more chairs in here and get some people seated.


[Break.]


MR. A. WINDY BOY:  As vice-chairman of the Tribal Self-Governance Advisory Committee, I want to ask Don to do this presentation.  He will make it brief.  If I talk, we will be here until this evening.


Tribal Self-Governance Legislation

Don Kashevaroff

MR. KASHEVAROFF:  Thank you.


I do want to, once again, thank HHS for allowing this consultation.  The Tribal Self-Governance Advisory Committee is honored to be able to present our budget priorities.


Fifty-one percent of the tribes in the nation have gone self-governance.  We handle about 32 percent of the IHS budget that has been transferred to those tribes to provide services to their tribal members.


We also have a Budget Subcommittee, formed of myself, Vice Chairman Windy Boy, and Councilman William Jones.  We want to do a little quick presentation on the general rationale behind it.


We don't need to be quick anymore after that break, but that is fine.  We will make it quick.


We do have some very serious concerns and need for budget increases in IHS.  The first one I want to address is the $2.6 million increase for the Office of Tribal Self-Governance.


The Office of Self-Governance was started seven or eight years ago, I believe, and, of course, six tribes contracted.  Since then, we are up to 280-some tribes.  The Office of Tribal Self-Governance really hasn't grown. The staff there is pretty close to what they started with.  They have seen a tremendous workload increase.  Same amount of people.  They are doing a lot more with less.  There gets to be a point in time that that hampers the effectiveness.  If you have a 15-fold increase in workload and no more employees show up, it means you have a problem.


We are recommending a $2.6 million increase in OTSG budget.  This would increase our organizational capacity to meet the legal requirements of Title V and it would also protect the Self-Governance Initiative.


We really believe in self-governance.  Just look at my own small tribe.  What we have accomplished since we went self-governance seven years ago could never have been done when IHS was doing it.  We even have former IHS people that tell us that.  We could never have done that, we just had too much rigidity.  You guys have been able to act quickly.  OTSG also needs to have that so they can act quickly and respond to the increasing needs of the tribes.


In addition to the small $2.6 million increase for OTSG, self-governance tribes really need HHS to assist us in pushing for mandatory inflation increases in the IHS budget.  We calculated it around $460 million.  $460 million is a lot of money in some circles.  But when compared to the costs of health care, $460 million is what is needed just to stay even.


Currently, we receive a few percent increase every year in the IHS budget.  But you know if you go out and go to the doctor repeatedly that the cost of going to the doctor is about 15 percent more than it was last year.  I guess federal employees might have a better health insurance, but most people that just have BlueCross BlueShield, they notice their premiums going up 10 to 15 percent every year.


IHS clinics and hospitals, and the tribal clinics and hospitals have the same problem.  Our costs go up 10 to 15 percent every year.  The IHS budget only goes up a couple percent every year.  Any advances you make, the very next year you are 10 percent in the hole. You are going to lose those advances.  So, the efficiencies you gain, you just cannot keep up with it.


I am coming from a business perspective, a business background, and it is really silly that the funding doesn't flow the way it should flow.  The IHS system is a per capitated system.  We know what happens to those per capitated systems that don't have any increases in budget.  They go away.  IHS has been struggling along for years.


I see Dr. Grim here.  He is going to bring great leadership ability to it to make changes, to create efficiencies, to make a better system, but not if the very next year he is down $300 or 400 million, the year after that, add another $300 or 400 million.


The amount of services that IHS can provide and tries to provide decreases each year because of lack of funding.  So the self-governance tribes will be pushing with Congress in '05 funding inflation, funding and population growth.  We hope that HHS will be able to push that with the President's budget.


It should just be without question.  It should just absolutely, without question, be a given that they fund the cost of inflation.  That way at least we stay even and we don't fall farther and farther down.


All the great things that the Secretary wants to do to bring the Indians up, I applaud.  But if you don't keep us at the level we are at by funding inflation, you fall backwards.


We also are looking for a $100 million increase in funding contract support cost needs identified by the tribes.  Contract support costs are, as you know, the admin type money, the extra monies that the tribes need to operate the programs.


Similar to when the Government wants to build a new fighter plane, they go to McDonnell Douglas or one of the air folks.  They say, what do we pay in costs?  A billion dollars, and oh yeah, we need $100 million to do the work part of it, to do the administration part, to do the business side of it.  The Government says, okay, no problem, here is your billion plus your 100 million, go do it for us.


For some reason, when we get to the tribes, the tribes say we can do that, we can do it better, it is our people, we feel the need to do that, let us do that.  The Government says, great, we see you want to provide for your own people, go do it; oh, you don't get any money to actually do it.  You keep the healthcare dollars, you don't get the money to manage it, you don't get the money to continue quality improvement, you don't get the money to have that type of thing.


So, we are short $100 million in contract support costs.  So tribes are basically out there doing the government's job because we feel that we can do it.  But we are doing it with less money than per se the government would have if they had to do the same thing or if we outsourced to SSM Healthcare.  The guy would probably turn and say, give us the money to treat the patient, then also we need our admin money on top.  The Government would probably give it to them.  To the tribes?  I guess, since it is our people, maybe we don't get the money.


Some other requests that we need, as you heard earlier today, contract health services.  We need $120 million for that.  Rachel Joseph talked about that quite a bit.


There are many tribes that only have contract health service.  Contract health service buys private doctors, it buys the private sector.  Private sector costs go up 10 to 15 percent a year.  It is pretty easy to see why Contract health services has fallen behind and is in the hole now.  There is not even enough to go around.


When you only have $1 million in contract health services for tribes, the very next year prices went up 15 percent and you still have $1 million.  You just provide 15 percent less service.


My friend Willie Jones is going to continue on with some other requests.

Tribal Self-Governance Legislation


William E. Jones, Sr.

MR. JONES:  I am going to continue on.  Alvin covered the diabetes already, so we will go on by that.


We will go to the alcohol and substance abuse, requesting $37 million.  I am going to read the first paragraph on that.


In 2002, the National Indian Health Board and the National Congress of American Indians held a Tribal Leader Summit on Alcohol and Substance Abuse in conjunction with the Healing Our Spirit Worldwide Conference in Albuquerque, New Mexico.  The purpose of the summit was to take a holistic look at alcoholism and substance abuse issues in tribal communities and provide tribal leaders with an opportunity to dialogue with key federal agency representatives.  $37 million on that one.


Also, looking at $10 million to implement and advance self-governance demonstration projects with non-IHS agencies within the Department pending authorization legislation in fiscal years 2003 and 2004.


I am just going to read the first paragraph on that.  The testimony is submitted.


In August 2000, Congress passed Public Law 106-260 to permanently authorize self-governance in the Indian Health Service.  Additional authority in that law, Title VI, directed the Secretary of DHHS to determine the feasibility of a tribal self-governance demonstration program for non-IHS programs, services, functions, and activities of the Department.


On March 12, 2003, the Secretary submitted the study to Congress and concluded that the demonstration project is feasible and the report identifies 11 HHS programs that might be included in the demonstration.


Also, support for the Intradepartmental Council on Native American Affairs.  The Tribal Self-Governance Advisory Committee was established to provide information and advice to the director of the Indian Health Service to assist on issues and concerns pertaining to tribal self-governance and the implementation of self-governance within the IHS.  The resurgence of the Interdependent Council on Native American Affairs with the IHS director as vice-chairman further expands the role of the TSGAC.  We stand ready to offer to assist the director on this council.


I think that is as far as we are going to go on this because of the time factor.  We are going to submit the rest for the record.  Thank you.


Open Discussion

MR. KASHEVAROFF:  If you have any questions, we would be happy to answer them.


MR. WEEMS:  I am going to turn first to my other colleagues in HHS and see if they have any questions to start.


Dennis?


MR. D. WILLIAMS:  I don't have any questions, but I do have a few comments.


My name is Dennis Williams.  I am the deputy administrator of the Health Resources and Services Administration.  I am here on behalf of Deputy James Duke, who is the administrator.


I found this a very stimulating morning.  I have learned a lot about what you do and what your needs are.  I would like to comment on a couple of areas where I think HRSA can be helpful or might be helpful or some of HRSA's programs might be explored more and perhaps used more by American Indians and Alaskan Natives than perhaps is true today.


Starting from some of the earlier presentations this morning, Rachel Joseph mentioned technical assistance and the need for technical assistance.  HRSA does have a Technical Assistance Center that provides TA for tribal colleges and universities.  It is located here in Silver Spring.  That is one aspect.


Our HIV/AIDS Program also, through its National Minority AIDS Coalition, has technical assistance available for potential grantees.


Most importantly, all of our large programs -- the Community Health Center Program, our Health Professions Program -- have the ability to deliver technical assistance to potential grantees.  We have technical assistance conferences we hold around the country.  We respond to individual grantee requests for help and assistance.


So we are available.  We have resources.  We have the ability to deliver technical assistance.  For those of you tribes who wish to work with us or need assistance for applying for some of our programs, we are available to help you where we can.


On prevention, the Deputy Secretary mentioned today the new presidential initiative and the new secretarial initiative on Steps to a Healthier America.  That announcement was actually made today.  It's in the "Federal Register" today.


There are $15 million available for grants to communities this year.  The budget envisions a much larger round.  I think $125 million next year.


These are community-based grants, but Indian communities, Indian tribes, are eligible to compete for these grants.  I have heard a lot about diabetes today and cancer and other chronic diseases, which this new initiative is aimed to try to combat, to develop community-based and community-wide strategies for combating these diseases over the long term.


This is a new program.  I think it would be useful for us to have American Indian and Alaskan Native communities compete for some of these awards.  Hopefully, this will be a longer term program that would help to support long-term strategies in your communities to combat some of these diseases.


I was also especially pleased to hear about the importance of information technology from Don -- is it Kashevaroff?


MR. KASHEVAROFF:  Yes.


MR. D. WILLIAMS:  HRSA is very much interested in promoting telehealth, teleradiology.  We have a grant program called Telehealth.  We have about $30 million available this year for Telehealth grants.  These are to American Indian and Alaskan Native communities.


We actually have some Telehealth projects in Alaska already.  Alaska is a great place to do Telehealth.  But not just in Alaska but, in rural America this is also a technology which is beginning to come into its own.  There has been a lot of research around this.  I think HRSA is interested in making this more of a mainstream technology, more of a mainstream service that can be available in the day-to-day delivery of health care.


We also, through our Community Health Center Program, are giving priority to grantees who want to use Telehealth in the conduct of their delivery of health care in their health centers.


So we have two different approaches to this.  One is a Telehealth grant, which is aimed just at trying to establish Telehealth capability in communities.  The other is through our Community Health Center Program and other of our grant programs.  Any grantee who wishes to get involved in Telehealth, we are prepared to support that through our normal grants.  Those are some of the things we are up to.


The Indian Health Service has a lot of clinics and hospitals on Indian reservations.  We have a Community Health Center Program which is not aimed primarily at Indian reservations, but Indian tribes can also apply for Community Health Center grants.


Now, there are some conditions that go with that, but we do provide services through our community health centers on and near Indian reservations.  Communities that seek Community Health Center grants are obligated by law, because that is what our statute requires, to serve everybody who comes into those clinics.


I think, again, Indian tribes, Indian communities in partnership with communities on your reservations, I think there is more potential for the use of this grant program to augment, to supplement, and to partner with Indian health facilities.  I think that we could make more health services available to American Indians and Alaskan Natives than perhaps is true today.


MR. W. WILLIAMS:  Good afternoon.  Walter Williams from CDC.


During your testimony you referenced the interest in increased technical assistance from NIH and CDC.  What do you see as the highest priorities from CDC with regards to the TA?


MS. JOSEPH:  I think we were talking about actual technical assistance to ensure that the tribal programs can be successful.  We are talking about financial assistance to the tribes so that they can develop competitive applications so that they can secure more assistance from CDC and the other agencies.


I talked to Lisa at the break, and now we hear from HRSA, made the connection with the NIH program chair.  Maybe we can start the process of actually having you come to tribal communities and then combine the information about what you do and what you make available for technical assistance as well.  But we certainly need the assistance locally.


MS. EVANS:  I am Lisa Evans.  I am representing Dr. Zerhouni from the National Institutes of Health, but I am also wearing another hat today, which is representing Dr. John Ruffin, who is the director of the National Center on Minority Health and Health Disparities.


During the break, I did corner Rachel Joseph and Deanna Bauman to talk a little bit about our technical assistance efforts.


One of the things that we do is we work specifically with minority-serving institutions to try to assist them to come to a level where they can compete independently for NIH grants.  A lot of times, historically black colleges, tribal colleges, and Hispanic-serving institutions just do not, A, have the infrastructure or, B, the know-how to apply for grants.


In March of this year, we had a technical assistance workshop here in Washington with that particular program.  It is Project Export.  What we did was we worked with people who were interested in applying and talked to them about the application process, what was expected of them, what you have to show to be a designated institution in order to apply for our funding.  We have been very successful in terms of helping these institutions get to a level where they can compete on their own through the NIH process.


The National Center on Minority Health and Health Disparities is a new office.  Its predecessor was the Office for Research on Minority Health.  Public Law 106-525 actually elevated that office to the center level.  With that came the ability to have grant-making authority.


So not only do we provide grants for those minority-serving institutions but we also provide funding for HRSA Section 736 institutions through the Centers of Excellence and the Research Endowment Program.


We also provide financial assistance for what is called the Loan Repayment Program.  We have a lot of students who are engaging in research on health disparities.  In fact, we have eight American Indian students who are receiving up to $35,000 a year in loan repayment who are actually doing health disparities research.


Some of the projects that people are working on, we have a student in the University of Alaska at Fairbanks who is looking at pathways of native adolescence and substance abuse treatment, comorbidity of psychiatric disorders and service utilization.  We also have a student at Black Hills Center for American Indian Health who is working on smoking cessation research on the Rosebud Sioux Reservation in South Dakota.


Those are some of the types of projects that we are funding and helping these students, hopefully, to go back into their communities and to contribute to this whole discourse on health disparities.


I would be happy to talk to anyone about some of the more specific programs that we have a little later.


MR. WEEMS:  Thank you.


I just have a quick question.  How many of you have heard of the Unified Financial Management System?


[Show of hands.]


MR. WEEMS:  I wanted to bring this to your attention because one of the concerns that, for instance, Don brought forward is the business side of what the Indian Health Service and tribes do.


The Unified Financial Management System is an Oracle-based system that we are implementing across HHS that should, for the Indian Health Service and the other operating divisions, provide object-level cost data so that you can make a decision about whether or not closing an operating room is a good financial decision or not.


One of the things that is really important as we implement the Unified Financial Management System is that we have input from the users about what they want to see in a system, what your needs are.


The IHS implementation of this is still a couple of years off, so as there are specialized needs I think we need to make sure we recognize those in the IHS implementation.


Yes, Don?


MR. KASHEVAROFF:  If I could respond, the ISAC has been looking at the Oracle implementation.  To date, we haven't seen how it is going to actually help the hospital.  I understand there are a couple of years, we can work it out, but you really need to take care when you are doing it with the HHS budgets.  Most programs are a little bit different than when you are actually running a hospital or a clinic.


When you are running a hospital or clinic, you are looking for a different type of financials.  Given that most financials are similar, but you are looking for specifics.  You are looking at tracking a two-tip base:  the private hospital charges you six bucks for it, we should be able to charge six bucks for it, too.


So, hopefully, if HHS is open to working with IHS and the ISAC crew and we do implement it and we actually do somehow treat part of it, that will actually take care of the hospitals' and clinics' finances.  That would be great.


MR. WEEMS:  That is why I brought it to your attention now, so that we could get that kind of input while we have the chance.


MR. A. WINDY BOY:  Just a clarification on my part.  Though we as tribes certainly appreciate the Community Health Center Initiatives, these grants are difficult for tribes to access both because the grant application is very detailed and tribal health programs may not have the staff grant writers.  More importantly, some of the criteria, such as serving all populations, are contrary to tribal and the Indian Health Service regulations.


I wonder if CDC has a consultation policy that someone could clarify.  If CDC does have a consultation policy, I am assuming that the consultation policy at the HHS is that vehicle.


If all the OPDIVs had tribal consultation policies and a protocol procedure in place, access issues, whether it is grant writing or application or services, would be identified early on.  Tribes would make recommendations that would make things easier and adhere to their government-to-government relationship.


This is the mechanism, tribal consultation, that is critical to the relationship of DHHS OPDIVs and tribes.


With that, I wanted to make sure that my consultation that happens particularly with me is reflective of consultation to the very people that we serve.  I want to make sure that the people that we serve are those kids that are going without, the elderly mother and father that are going without, those people, whether you are living in Nebraska, Colorado, Washington, Alaska, or Rocky Boy.  That is my concern.


If you have something to bring to the table that is going to offer those, jeez, bring us to the table or let us work out the mechanics of how we get the best service.


What is very concerning to me, being a nervous, nosy Cree Indian as I am, I certainly don't want to go through another scenario of being a trust informant, bringing me to the table, walking me through a mechanism that has no meaning at the end.


Certainly, I have been there, done that, don't want to do that.


MR. D. WILLIAMS:  If I could just respond.  For the community health centers, we obviously can help you with grant writing.


The limitations with respect to anybody who gets a community health center grant has to be willing to serve anyone who comes in the door, that is a more difficult problem.  It seems to me there are opportunities even given that statutory limitation for us to work more together than we are now.  We do fund a few community health centers that are near Indian reservations that serve Indians and non-Indians.  My guess is that there are opportunities like that around the country if people were willing in local communities to explore those possibilities.


In a state like Alaska or any of our rural states, it is very expensive to manage two separate health systems.  There are legal and other binding reasons where the American government is obligated to provide those systems, but if there are opportunities for us to make scarce healthcare dollars go further by exploring opportunities for both communities to work together, I think that would help you and I think that would help us.


We are certainly willing to explore that, although we are fully cognizant of the difficulties of that and there are a lot of obstacles.  But it is worth talking about, I think.


MR. A. WINDY BOY:  The reason I say I am nervous is because it appears that I have got to open up. I live about 30, 40 miles from the nearest town.  It appears that I might have to, to get these grants, to open up my doors to other non-Indian users.


MR. D. WILLIAMS:  And maybe vice versa.


MR. WEEMS:  It is worth exploring.  I think that is the challenge that we have today.


The big thing is just consultation, working with tribal governments on that.  That is the government-to-government policy that, of course, HHS has adopted.


MR. HALL:  Mr. Assistant Secretary, I would like to just read a brief statement.  It will take me 60 seconds.  Maybe we should think about going to lunch after that.


But this is from the American Indian Higher Education Consortium.


It is a prepared statement.  It deals a lot with, Lisa, some of the concerns that you and Rachel had discussed, possibly.


AIHEC represents 34 tribal colleges and universities nationwide.  It began specifically to serve the higher education needs of American Indian students.  Collectively, these institutions serve 30,000 full- and part-time students from over 250 federally recognized tribes.


Tribal colleges provide access to higher ed for Indians and others living in some of this nation's most rural and economically depressed areas.  These institutions, chartered by their respective tribal governments, were established in response to the recognition by tribal leaders that local, culturally based education institutions are best suited to help American Indians succeed in higher ed.  Tribal colleges combine traditional teachings with conventional postsecondary course and curricula.


Finally, the tribal colleges and universities are in a uniquely strong position to serve as a cornerstone for fighting disease and reversing the historic trends of a health disparity epidemic in American Indian communities.


So this is a statement for the record by Dr. Jerry Gipp, the executive director.  They have an office here in Alexandria, Virginia.  The number is 703-838-0400.


I will present this, Mr. Assistant Secretary Kerry.  I will provide this with you for the record that they are offering.


They are doing a tremendous job.  They have many articulation agreements with four-year universities that are now graduating American Indian nurses.  They have, of course, In-Med Programs, Indians in Medicine, graduating physicians through IHS's support, and nurses and pharmacists.  I can see further work with CDC and HRSA and the work that they are doing to coordinate with AIHEC on this very important initiative.


Thank you.  I will present this for the record.


MR. KASHEVAROFF:  I just wanted to say that my tribe, Seldovia, does have a HRSA grant.  We are very appreciative of it.


There is a lot of red tape -- it is kind of like going back to old IHS days -- but we have found that the HRSA folks have been very willing and able to work with us to try to meet our needs.  Even though they have all these procedures we have to follow, they have been open in trying to move along any issues that we come by.


So I think that it does take a lot of extra work, but quite honestly, we get more funding from HRSA for hospitals and clinics than we do from IHS.  We do see non-natives in it, but by doing so we are able to treat the natives better, to bring better service.


So I think that every tribe needs to think of it on their own and weigh the pros and cons, but I am hoping that over time HRSA morphs more like the IHS into a more trusting relationship where they don't have to have the sort of rules and regulations on us, they can let us run the health care like we know how to run health care.


MR. A. WINDY BOY:  Let me just restate my earlier statement.  I certainly don't want to compromise what a number of tribal leaders way back in the 1800s signed for.  That was to get delivery of health care, quality and quantity.  If it is a different mechanism to get that, I certainly don't want to compromise that or relinquish any of that responsibility.  I sit here with an open mind.


MR. WEEMS:  So do we.


What is the will of the group?  We are at about 12:40 now.  We had planned a presentation on homeland security.


MR. HALL:  I have a question.  What is the timing of the Homeland Security people from HHS?


MR. WEEMS:  We have somebody here now.


MR. HALL:  Are they going to stay here after lunch?  If not, we probably need to proceed with that and do the homeland security.


MR. FREDDIE:  I am certainly not going to miss the presentation.


MR. WEEMS:  Okay.


MR. HALL:  Okay.


[Laughter.]


MR. WEEMS:  So, what is the will of the group?


LT. GOVERNOR KEEL:  We have about 40 or 45 minutes.  If everybody will come back on time, we can get started.


I think it would be wise if we could agree to make our presentations brief in the afternoon so we could have a real dialogue.  This dialogue that is being created is very encouraging.  I don't want to hamper that in any way.


So, I think if we go to lunch and come back and get started and then the presenters, since their testimony is already in written fashion, they can briefly summarize that.  Maybe we can have some dialogue.


MR. WEEMS:  That would be great.  Why don't we do that?  Why don't we come back here at 1:30 and we will get started on time.


MR. HALL:  Just a brief announcement for all the tribal presenters.  If you would stay up here?  We will preface just a little bit for the afternoon's presentations so they are more streamlined.


So, tribal presenters for the afternoon session, please come up to the front table.


[Luncheon recess taken at 12:42 p.m.]


AFTERNOON SESSION

[1:40 p.m.]


MS. SCHOFIELD:  Good afternoon.  Could everyone take their seats, please?  Thank you.


This morning our Intradepartmental Council leadership addressed you and the other council members as well.  I want to at this time acknowledge other individuals that are in the room today that are attending this session and maybe your official tribal liaisons from the respective divisions.


So, would all the HHS tribal liaisons please stand so we can see you and acknowledge you?


[Applause.]


MS. SCHOFIELD:  You can remain standing for just a few seconds because I want to make sure the tribal representatives get a chance to talk to you today.  So stand up again so everybody can take a good look at you and know that you are the points of contact for some of the programs that are here at HHS.


So, you guys have a direct link to them.  Assault them before they leave, but assault them kindly.


[Laughter.]


MS. SCHOFIELD:  Thanks.


We at IGA depend on these individuals for a lot of program support and appreciate their policy support.  Whenever they are planning a trip out in Indian Country, we really depend on them very, very much.  So I wanted to publicly acknowledge the work that they do and give you guys all a chance to look at them.


I understand that we did not get to the Homeland Security presentation, so let's just start right there.


Is John in the room?  John Blackhawk?


[No response.]


MS. SCHOFIELD:  Is Gary?


Okay.  Let's start with Gary.


Is J.R. in the room?


MR. REDDIG:  Yes.


MS. SCHOFIELD:  Yes?  J.R. is our deputy assistant secretary for the Office of Public Health and Emergency Preparedness.  So he is all ears, and we are ready to listen.


So, thanks for being here, J.R.

Homeland Security


Jerry Freddie

MR. FREDDIE:  Good afternoon.  I am Jerry Freddie.  I am from the Navajo Nation.  I am on the National Indian Health Board, on the IHS Budget Formulation Team, representing the Navajo, and then also, I chair the Health and Social Services Committee of the Navajo Nation Council.


I appreciate this opportunity to fill in for John Blackhawk.  I think it is very important that this high level meeting involve tribal leaders and technical staff from the Indian reservations, IHS, and the urban programs.


When I was just a little boy, my grandfather was a medicine man.  He was talking about home security. He pointed to a spider web on the roof of the hogan.  He said, we need to live in harmony.  The major elements of nature are very important to home and to villages, to communities, to the nation.  He said, sometimes we need to leave it intact, the way it is, to live in harmony with nature.


But he said, as we live in these environments, times are going to change.  That spider web is going to be sucked in this country and this world.  I guess he was talking about the infrastructure, the electrification, the era of reclamation, the Army Corps of Engineers, the work on water resource development.


So then, as a lot of you are aware, all the water resources development in the west and the infrastructure on that developed in the 1900s on or near Indian reservations with very little consultation and opposition by tribes, even.


But today, in this age, there is a commitment by Indian warriors to defend the freedom in the United States of America in all international conflicts.  From Indian Country, we are supportive of national security, homeland security.


There are resources allocated by the President's Administration, but the federal and state relationship seems to be the focus and we from Indian Country need to be involved.  We need to have access to those resources.  There are a lot of barriers and obstacles when there are resources allocated from the national levels.  We need to streamline those concerns so we can be a participant.


As I mentioned, a lot of the natural resources that Indian reservations have also provide the necessity for healthy community living off reservations.  We are years behind in infrastructure development, nevertheless. So that needs to be a very important recognition, and then, also, the participation by tribal leaders and the allocation of funds in the homeland security.


Mr. John Blackhawk has a document.  I don't want to go into that, but you can review that and then comprehend that in your own time.  I hope that you give priority to that.


In addition to my presentation, I want to point out a number of things.  No. 1 is the challenge for Indian tribal and urban programs to increase the funding bases of Indian Health Services and to provide adequate funding for American Indian and Alaskan Natives.  Many times over the years we have advocated but we still think that there is inadequate funding.  The funding base is our challenge to increase, and we want your help.


If the national budget appropriation allocates resources to Indian programs and particularly Indian Health Services, it creates competition for us:  the Indian Health Service, the tribal programs, and the urban programs.  So we need your help in increasing the funding bases.


The consultation that has gone on for a number of years now has been very effective, and we have seen a little bit of inroads based on influential people that are seated around this table here that have heard our needs and the cause for us traveling up here.


Then, also very important is our own native people achieving positions with the Department and other federal government agencies.  Take care of them for us.  They are our link.


Then, another very important achievement that I feel that we have made is visits by high-ranking officials, particularly from the Department of Health and Human Services, to Indian Country to see firsthand what is out there.  A one-size-fits-all doesn't work out there.  The geographical areas of our regions and the urban programs of Indian reservations are vastly different.  So that is another very important point I want to leave with you.


The federal programs allocation to the American Indian/Alaskan Native Program is a good investment.  I think the people that are out there implementing the goals and mission from the national to the state, county, and to Indian reservation urban programs have had a trying experience to meet the health and welfare needs of the Indian people, but I think they have done a good job.  Then, with these types of meeting, I think that has been very beneficial.


Then, with very limited resources that they have to work with and then to take care of a lot of the needs, there are obstacles and there are barriers.  They have already mentioned that there are resources available through grant opportunities.  But as I mentioned earlier, we need to streamline the program funding mechanism so a lot of the resources impact the individual, the family, the extended family, the Indian communities, the Indian villages.  That is where the resources need to make the impact, whatever problem it is that is more or less the condition of appropriation.  So I just wanted to make mention of that.



Also very important, I think a number of years back the tribal leadership, the Indian Organization, also had a vision to where the resources allocation for the federal government needs to be on an incremental basis.  We know and we advocate the need for Indian Health Services funding at $18 billion.  We have advocated that, but we know that coming forth and saying we need $18 billion in that type of allocation in one fiscal year appropriation won't happen.


So we have challenged ourselves to come to these type of high level meetings to where we can get your support and advocacy to the powers that be so the allocation of resources can be on an incremental level and ultimately will get to the level of where we tribal leaders in Indian Country can meet that goal that we have set.


Then, also the open-door policy from the Department and other federal agencies.  I think that is a very important in-road and improvement in the tribal consultation process.


Then, also having OMB at these high level meetings with influential learned people such as yourselves to establish dialogue and have a listening session, consultation session.


Then, also where there are some areas that we miss, we allow for regional listening sessions to occur also.


Then, I think just using the Treaty of 1868 for the Navajos.  From my perception, there was the Navajo and the Navajo that understood and communicated with the Mexicans and the Mexican that understood a little bit of Navajo language and English language and then ultimately to the federal government representative, the military personnel.  The communication channels from these four individuals was probably a very humbling type of treaty-signing ceremony in this respect.


Then, also I think we are inching towards the ultimate.  We are a sovereign nation and we should be able to have you advocate and ultimately meet with the President of the United States where he can sit among us and so we can directly also advocate our needs to him.  Very important, I think.  I think that is one advocacy.


Then, the other area is the challenge for us tribal leaders to talk about our rights.  Then, also talk about the treaty obligation, but to use faith and then to work with the mentality of our children.


Then, also to be able to work with our own people so they can become self-sufficient again.


Then, also to have a safety net for our own people for health care, education, welfare.  I think that is the other theme.


Very important is funding for data.


Then, also statistics that have been mentioned as justification for more funding, adequate funding.  I think that is another area that this tribal consultation has been mentioned.


Then, also when there are appropriations for various fundings and the requests for increases, I know that budget line items are shuffled.  The purpose of this meeting would be the realization and understanding that we need additional resources to increase the budget.


Then, I just appreciate the Navajo Nation's participation in this consultation.  Based on that, I want to mention that we just had elections this year and we are in the first quarter of the new administration.  I would like to introduce the distinguished president of the Navajo Nation, Joe Shirley, Jr.


Mr. President.


[Applause.]


MR. FREDDIE:  Then, also accompanying the delegation is the executive director Cora Phillips, Theresa Calvin, Charlotte Francis, Maxine Hilary, and Dana Jackson, the press secretary for the Office of the Navajo Nation president.


Then, the Department of Health and Human Services staff, I just want you to take the message to Secretary Thompson that before 9/11 we invited the Secretary to visit the Navajo Nation.  Then he also mentioned that there were going to be some site visits from the Department staff to Indian reservations and Indian Country.  If you can take the message to him and that we would still be glad to see his visit to the Navajo Nation.


Again, I appreciate this opportunity to provide input to the various distinguished officials within the Department and also the tribal leaders that are here.  Thank you.


[Applause.]


LT. GOVERNOR KEEL:  Thank you very much.


At this time, I think we are going to move into the afternoon's session.  We are a little bit late.  We are going to try to catch up.


I believe that all the presenters have been spoken to or have been consulted with.


Have we not completed the Homeland Security presentation?  Okay.  Sorry, Gary.


MR. EDWARDS:  That's okay.  Thank you.


Homeland Security

Gary Edwards

President Hall, President Shirley, Executive Director Johnson, tribal leaders, tribal elders, thank you for this privilege to speak on tribal lands homeland security before this distinguished group.


Consultation committee members and friends, homeland security begins with healthy communities.  Together with good law enforcement and quality medical emergency response under all conditions, it is the foundation upon which homeland security is based.


I will focus my brief remarks on three categories of Indian programs that add to the elements of these particular building blocks for the foundation of homeland security.


First, I will speak upon Native American youth programs, Native American volunteer programs, and tribal lands homeland security programs.


The program I would like to focus on for Native American youth is the Boys and Girls Clubs of America in Indian Country.  The program began in 1996 with focus on Native American youth.  At the time, there were 11 clubs in Indian Country across the United States.  Today we have 140 clubs represented in 26 states on tribal lands and we serve more than 60,000 Native American youth annually.  The goal of the National Native American Advisory Committee is to open 200 clubs by the year 2005.


By building upon proven youth programs, Boys and Girls Clubs of America is committed to addressing problems and issues unique to Native American lands.


Boys and Girls Clubs of America in Indian Country are proud of some of the initiatives that we have in place today.  In 2002, we opened a $6.2 million state-of-the-art club in Pine Ridge, South Dakota.  Currently, we are partnering with the Navajo Nation to open and maintain 14 clubs on their lands.


We also do pilot programs with regard to gang resistance education and training and to help youth avoid involvement in youth violence and gangs and criminal activity.  We also do a pilot program with regard to Smart Moves.


The question is, what can the Department of Health and Human Services do to improve the quality of life for Native American youth and their families.  NNAAC recommends that the HHS set aside $5 million to support Boys and Girls Clubs of America in the Indian Country.  These funds will be used to develop and expand the implementation of programs such as Smart Moves or the Great Program and others to promote positive, healthy lifestyles through the expansion network of Boys and Girls Clubs of America.


Now we will talk briefly about volunteer programs.  Two programs I would like to bring to light.


One is the Helen Keller Worldwide Child Sight program.  The program was introduced to Indian Country last month.  Over the next three years, the Child Sight Program will administer approximately 32,000 free eye exams and free designer glasses to children.  The Child Sight Program has earmarked 60 percent of those examinations and glasses for Indian Country use.


An expanded partnership with the Department of Health and Human Services through the Indian Health Service, along with a moderate funding set-aside, will provide many Native American youth across the United States with the quality -- no, I would say essential tool for success, good vision.


Another program I would like to briefly mention is the Remote Area Medical Volunteer Corps.  The Remote Area Medical Volunteer Corps, also known as RAM, is a charity providing free medical and veterinary services for economically disadvantaged areas.


Since its inception, they have completed 366 medical missions, treating more than 200,000 people free of charge.  However, only 12 of those programs have been permitted in Indian Country.  It wasn't with regard to them wanting to do the programs, it was a problem related to the paperwork requirement for them to be able to work with the Indian Health Service.


We are asking that the Indian Health Service work with us to open doors and provide special methods whereby we could have volunteer doctors that have license in other states to be able to work in volunteer areas on Indian Country.


This was recognized by the State of Tennessee in 1995.  They passed a Volunteer Health Care Services Act.  As a result, the American Medical Association recognizes that act.  Currently, there is a bill in the House called Concurrent Resolution 69.


We ask the Indian Health Service in particular to take a look at this particular legislation and see if we can work together on some of the volunteer programs to meet some of the needs that we have in our Indian populations.


Now I would like to briefly speak on tribal lands homeland security.  The National Native American Law Enforcement Association has been conducting training and technical assistance to tribal law enforcement officers and leaders for the past 10 years.  Last year, we conducted our 10th annual Native American National Training Conference and our first ever Tribal Lands Homeland Security Summit.  It was one of the first summits in the country.  As Indian people, as we take the lead in going and fighting to protect our country as we have always done, this was a natural move.


This training was based upon the successful models that have been set forth by various agencies and tribal governments in working together to defend our homeland.  Building upon this model and looking to the future, NNALEA has been working together to develop an academic center for excellence in Native American law enforcement training.


With that particular group, we have brought together five partners: NNALEA; the Central University of Oklahoma, which will do our curriculum and a lot of the outreach training with regard to Native American law enforcement and first responders; Fort Lewis College of Durango, Colorado, which will be a repository for information regarding homeland security in Indian Country and also the academic group that will be writing a lot of the papers as far as the research is concerned; also, the Federal Law Enforcement Training Center, which is now part of the Department of Homeland Security.


We will particularly utilize their distance learning program, and we will make access available through the 140 Boys and Girls Clubs in Indian Country based upon available funding.


NNALEA has performed the national conferences and will continue to do so.  We hope to expand this by regional training with regard to first responders and law enforcement training.  Then we hope to develop that further by utilizing e-learning techniques.


These opportunities take Indian Country law enforcement and first responders through another threshold, a threshold of promise, enlightenment, and the hope of true parity in law enforcement training and education.


Now I will speak briefly on tribal lands homeland securities.  I believe that the nation, as well as tribal lands, must take a three-part approach to homeland security.  We must realize the reality of today, we must define the vision of homeland security for tomorrow, and we must act to make that vision the reality of the future.


Realizing the reality of today, we do have vulnerabilities in Indian Country: the border and port areas of tribal lands; the critical infrastructure located on tribal lands: dams, water impoundments, reservoirs, electric generating plants, waste systems; the existence of non-integrated law enforcement; problems with the tribal judicial systems; the minimum emergency response and medical capacity planning and implementation.


Unfortunately, these vulnerabilities exist because tribal communities lack the resources to address these vulnerabilities.  The lack of the resources results directly due to inadequate funding for items such as staffing, manpower, training, and it causes us to lose people based on burnout with the lack of additional support.


As such, inadequate funding is a major roadblock to the little nation of vulnerabilities on tribal lands.


We must define our vision for homeland security in Indian Country for tomorrow.  President Bush has identified three strategic objectives in his homeland security strategy:  prevent terrorist attacks within the United States, reduce America's vulnerability to terrorism, and minimize the damage and recovery from attacks that do occur.


There are some concepts that should drive our vision of this future.  Homeland security must be a locally organized, grass roots developed effort.  Dual use of equipment and services, those that will improve the daily health and safety issues within tribal lands, should be funded as a priority over single-use items and services.  Duplicate services should not be funded.  Programs that have failed or have been completed should no longer be funded.


Encourage adjacent jurisdictions to partner with tribal neighbors to reduce cost and gain the advantage of mutual supporting assets.


Encourage homeland security planners to think outside the box and to prepare America and tribal lands for the next attack, not the last one.  Teach chemical, biological, radiological operations, decontamination procedures at the local level.


We must act to make this vision of our reality for homeland security the reality of tomorrow.  By doing that, the people at the conference in NNALEA make various suggestions for various different departments as well as tribal lands and NNALEA.  I will focus just briefly on those recommendations for the Department of Health and Human Services, and I will only mention a few.


One would be to expand tribal emergency medical services, especially ELT programs and hospital emergency services.


Develop and implement a tribal program for weapons of mass destruction relative to medical investigation, identification, response, and disposal, including incident training for fire and emergency programs, law enforcement officers, tribal IHS medical health professional staffs.


Develop and promote a tribal liaison within the federal, state, and local health resources community.


Partner with existing programs such as the Boys and Girls Clubs of America, Great, Child Save, Remote Area Medical, and NNALEA to maximize the true value of HHS funding.


One of the most important is to work with tribal nations on a government-to-government basis.


Senator Ben Nighthorse Campbell said it best, native people are Americans and want to stand shoulder to shoulder with the rest of the their countrymen in defending American lives and homelands from the threat now before us.


NNALEA will take its place in providing training, technical assistance, and innovative ways for Native American law enforcement to lead by service to our communities and to the United States of America.


A NNALEA publication will be forthcoming.  It should be completed for publishing within the next two weeks.  It is a Tribal Lands Homeland Security Report.


Thank you for this opportunity to address the committee.  That concludes my testimony.  Any questions?


[Applause.]


LT. GOVERNOR KEEL:  I am almost afraid to say anything.  I got ahead of myself.  I apologize to you, Gary.  That was well done.


I think this afternoon's presenters have been asked to summarize their presentations since they have already presented them in written form.  In that way, we will be able to have some dialogue that was started this morning.  We began to have a real meaningful discussion. I would like to carry that over towards the end.


I think at this time we are going to move into the next presentation.  We have with us the fourth presentation, the State/Tribal Relations.  We have the Honorable Jonathan Windy Boy from the Montana State Legislature.  He is also a tribal councilman from the Chippewa Cree Tribe.


State/Tribal Relations

Jonathan Windy Boy

MR. J. WINDY BOY:  I hope you don't mind me coming up here.  First of all, I have some handouts here out in the front for the members of the panel in front here.  I want make sure that you get some handouts.


First of all, my name is Jonathan Windy Boy.  I am a member of the Chippewa Cree Tribe.  I got elected into the Montana State Legislature, House District 92, in Montana, consisting of Rocky Boy, Fort Belknap, and tribes.


Two years ago when I first got interested in running in the state legislature, I had served in the capacity of being the chairman of Montana Indian Tribal Leaders Council.  At that time when I had gone to Helena at the last legislative session, it was very frustrating to me to always have to react upon issues that affect Indian Country.  So at that point in time, that is when I started to be proactive rather than going over there and complaining and bellyaching and everything else to the powers that be.  So I told them I would be back, and that I did.


I ran for the legislature, and I won.  There were five out of eight pieces of legislation that have gotten passed in the state legislature this year.  The first one that I want to share with you is House Bill 608.


"An act relating to the government-to-government relationship between the Montana Indian Tribes and the State of Montana; providing for tribal consultation and development of state agency policies that directly affect Indian tribes; authorizing certain state employees to receive annual training; providing for annual meetings between state and tribal officials; and requiring an annual report by state agencies."


What I want to do is direct you to page 2, Section 2 on the guiding principles.  This is the key portion of the law that I feel is going to be important.


"In formulating or implementing policies or administrative rules that have direct tribal implications, a state agency should consider the following principles:


One, a commitment to cooperation and collaboration;


Two, mutual understanding and respect;


Three, regular and early communication;


Four, a process of accountability for addressing issues; and


Five, preservation of the tribal-state relationship."


I know that, since being involved in tribal policy in the last five years, tribal consultation has been kind of a buzz word.  I think that in order to make these things happen, tribes have become more sophisticated, have become more proactive in this area of consultation.  I think that that needs to be widely recognizes.


The second piece of legislation that got passed, there was a Senate joint resolution, which is a resolution that I had amended.  The title reads, "A Joint Resolution of the Senate and the House of Representatives of the State of Montana."


"Requesting the United States Congress to authorize a feasibility study and demonstration project to consider transferring federal funds allocated to the State of Montana for distribution to Montana's American Indians as a means of providing benefits to support tribal programs directly to Montana's federally recognized tribal governments in the form of direct payments instead of transferring funds through a state agency."


As you go through the resolution here, you will notice that it provided principles in that one.  In the "House Joint Resolution," which is the title of why I am here:


"A joint resolution of the Senate and House of Representatives of the State of Montana requesting that the White House Office of Faith-Based and Community Initiatives be encouraged to recognize that the spiritual practices of traditional Indian cultures are unique to each tribe and that tribal leaders at the local level be consulted in the implementation of any program and that the American Indian Welfare Reform Act for the operation of public assistance by Indian tribes be supported."


The reason for bringing this forward is that after my tribal chairman and I and staff had met with the White House Office of Policy on the faith-based, there wasn't really anything that was defined as such that was specific to Indian Country.  The way it is in Indian Country, each tribe has their own ways and cultures and how they perform their local ceremonies.  I don't think that putting all of Indian Country, 568 tribes, into one melting pot was doing Indian Country any justice.


So what this resolution is going to do is to allow that definition to be defined at the most local level, so each tribe will have that specific definition.


Also, two years ago, the tribes in the State of Montana while Senator Max Baucus was the chairman of the Finance Committee, we had sat down and we had come up with the American Indian Welfare Reform Act which was specific to Indian Country.


That was in addition to P.R. WARA, and P.R. WARA is being renewed as we speak today.  It was introduced a couple weeks ago by the Senate Finance Committee.


At that point in time there, when the Welfare Reform Act was brought forward, there were a lot of stipulations that they brought to Senator Baucus's attention at that time.  There were some things that needed to happen, that needed to be added in there.  He was able to assist the tribes in coming up with specific language.


There is some new language in that welfare law that is going to be more friendly to Indian Country.  Economic development, for example, is one area and one of the things that has really been proactive in Indian Country.  There is a feeling that we are going to be moving forward with economic development.


A lot of times economic development has a definition that is so broad that there isn't really anything that we can define.  I think as tribes move forward into universal commercial codes that it will help business be more friendly to Indian Country and also to protect our own needs on the tribal level.


Going into the next one here on the Senate Joint Resolution here.  We have discussed the resolution of transferring the federal funds.


The Indian Self-Determination Act, Title VI here, that the self-governance tribes have been moving forward.  This feasibility study is a key proponent of that and how to deal with the federal funds on the state level.  I think that this piece of legislation would help the tribes on a national level.


Going into House Joint 13, there is a joint resolution of the State of Montana requesting that the Department of Health and Human Service conduct a study regarding the health programs administered by the Department and provide a report to the 59th Legislature outlining options that may be undertaken to redesign the health programs administered by the Department.


This resolution here, I had also added some amendments that were tribal-specific because Medicaid, Medicare, and CHPPS does have a huge impact on states.


You are probably wondering why I included House Joint Resolution 43.


"A joint resolution of the Senate and House of Representatives of the State of Montana requesting an interim study of the surface water and ground water impacts of the abandoned Zortman and Landusky mine sites on the Milk and Missouri River watersheds and the effectiveness of the state reclamation efforts at the Zortman and Landusky mine sites in protecting the watersheds; and requesting that the results of the study be reported to the 59th Legislature."


There is House Bill 367 that I sponsored in the past session.  What that was going to do was going to put in a long-term water treatment plant in the Little Rockies.  Where the Zortman Landusky mine sites are, there is this company called Pegasus Mines that had filed bankruptcy in 1998, leaving a huge mess right at the southern end of the Fort Belknap Reservation.


Why I brought this particular reservation forward and am bringing it to your attention is because this situation is going to become more global than we can imagine.  The reason why is that the location of this mine sits right between the Milk River on the north side and the Missouri River on the south side.  Eventually, when they are having the watersheds flowing downstream, these two waterways confluence at Fort Peck Reservoir and eventually go down the Missouri River.  Going downstream of the Missouri River, there are 27 tribes that are going to be impacted on this.


There was some testimony during the state legislation when it had hearings on this House Bill 367. There was quite some testimony that was brought forward. Some of the people that had been providing testimony at the Fort Belknap Community College were doing some pH studies there.  It was very alarming; one of the students there who had graduated with a degree there brought forward testimony that stated that the pH levels of that water was equivalent to battery acid.


This is why I say that this problem is going to become more global than we can imagine, because when you have acid raw drainage from this cyanide mine going into the Missouri River, you can take a look at the map and you can only imagine how huge of an impact this is.  If you are anywhere downstream of the Missouri River from Montana or down to the Mississippi, then you are going to be impacted some way or another.


As a matter of fact, one of my friend and colleague Tex Hall's enrolled members told me that they had done a study in Lake Sacagawea there and that the levels of mercury, zinc, and lead concentrations were so high that they were unacceptable by health standards.  So I think that tells us something of the reality.  I think with these environmental hazards, this is going to be a concern to the health of our nation.


So with that, if anybody has any questions, I guess I will be open for questions.


Tex?


MR. HALL:  Mr. Chairman, I just have a quick question.


First of all, thank you for the resolution and for your efforts.  I understand this was a unanimous vote as well, which is no small task in any state legislature.


My question is kind of to you, Jonathan, and also to you, Mr. Assistant Secretary, on the funding.  Is there any possibility that funding to deal with this concern -- maybe through CDC or whatever budget -- would be available through HHS to help address the resolution for funding to help assist tribes in Montana or North Dakota or wherever, all the way down the Mississippi, to address some of these issues that are brought about in the resolution?


MR. J. WINDY BOY:  Tex, if you take a look at the second page there, the State of Montana Legislature is going to address these.  There were four areas that are going to be identified:


(1) Identify the impacts on the surface water and ground water, including the recent degradation of Swift Gulch, attributable to past or present activities.


(2) Determine if there are identifiable 
downstream impacts on the Milk and Missouri River drainages attributable to past or present activities at the mine sites.


(3) Determine whether the surface water and ground water resources in the watersheds affected by the mine operations are being protected by the current or proposed state reclamation.


(4) Determine the potential impacts to surface water and ground water resources if additional funding for water treatment and reclamation does not become available.


The state is going to be doing the study.  In that study, which is going to be available September 15th, 2004, they are going to find out what the actual cost is on reclamation beyond that.


MR. WEEMS:  Normally, on something like this, ATSDR, working with CDC, would do surveillance, but the responsibilities for remediation and clean-up would largely fall to the EPA, to the Environmental Protection Agency.  HHS normally monitors the area to see if there appears to be adverse health effects.


MR. HALL:  What kind of budget is available for '03 or '04?


MR. WEEMS:  I think we would have to see the study.  I mean, CDC and ATSDR don't have their surveillance budgets at hand, but it is the kind of mission they would undertake.


MR. HALL:  I just think that is an example of the kind of issues many tribes are facing.  So these kinds of fundings are critical.  If somebody can report to the availability of the budget amounts sometime in the next day or so, I would appreciate it.


MR. WEEMS:  Okay.


MR. J. WINDY BOY:  No further questions?


[No response.]


MR. J. WINDY BOY:  I want to thank everybody again.  Once again, the importance of our involvement at the state level and hearing that about a lot of these block grants that are becoming available, we have to compete against one another for the small pot of money.  I think that is the direction that we need to address as tribal leaders.


Thank you.


[Applause.]


LT. GOVERNOR KEEL:  I think we are ready for Chief Pyle.  Are you going to address that?


State/Tribal Relations

Chief Gregory E. Pyle

CHIEF PYLE:  Alvin, you have certainly started something, having people come up here.  I think it is the right thing to do.  Your younger brother is doing an outstanding job, also.  This is really what I would call a role model for all American Indian people.


Gosh, really, I have been up there at the state legislature and many times you are deaf ears.  All of a sudden, you took a very proactive approach.  Let's not gripe about it, let's go up and do something about it.  When you go up and you get that much legislation, obviously you are doing something right.


So I commend you, and I really appreciate it.  I would like to hear more about, as it goes along, what you did.


Briefly, I will go into an area that I think Julia Davis was going to take this subject into.  We have had a lot of experience, so we went ahead and volunteered real briefly.  We will do some testimony in writing at a later date.


Real briefly, we will tell you our experiences in Oklahoma are very adversarial with the state on state-tribal relations.  The only ones who were getting rich were the attorneys.  We had a battery of attorneys and the state had a battery of attorneys.  We were always going at it.


So finally, due to a Supreme Court ruling -- several cases have been taken up there -- the tribes came together and said, let's try to work with this governor.


After a number of meetings, I will tell you some principles that both sides have to adhere to.  First off, you have to kind of bury the old hatchet and say, okay, we are going to come together and work for the better cause of the Indian people and the non-Indians of this state, or the state government, or the county government, or the local sheriff's department.


It was after several meetings that we had these principles.  Basically, one of the principles is, no more lawsuits for now.  That wasn't always adhered to.  We had an adversarial position even after we started.  I had a good friend, Governor Anoatubby, who had agreed to it, and so they came in and tried to take his house and car and everything else while we were in negotiations.


So what happens is, many times the old guard in any government will want not to lose their clout.  So they basically try to torpedo it.  Luckily, the governor of the state came in and stopped that.  Let's just be honest.  He wanted to get reelected.


So what we have used there is one of the principles.  He was able to stop it.  We were able to go in and recognize it.


The second principle, I guess, is not to be adversarial but talk about sovereignty.  The state never recognized -- even the biggest paper we had would never recognize -- the tribes.  They would say "an entity."  So, after a lot of visiting, they finally acknowledged that we had some rights, sovereign rights.


But also, at the same meeting, we had to acknowledge they had certain rights in their own territory.  That was a large boulder to get over.  So we got over that.


Then, the third area is you are going to have to say, okay, both of you have to win-win.  I have never seen a successful contract or compact, either one, that both sides couldn't come away winners.


We started one compact, and what it basically said in that compact, the first time in history that I have ever seen, is that the Indian tribes have certain sovereign rights.  We are criticized by a lot of other Indian leaders that had never read the compact.  After they read it, the ones that criticized us later on said, hey, that is pretty good, the first time we have ever been recognized.


So, since then we have had a number of different compacts.  We are still trying to do a number of other contracts.  We are certainly not all the way there yet.  We work with a different administration every time.


We could go off into some of the compacts, but the first one I believe was a cigarette compact.  We both were winners.  We made more money and the state made a little money out of it.


Fuel tax.  Same thing.


I will tell you this.  We have several Indian leaders up in Congress.  One of the more progressive, brilliant people analyzed this.  We still have a problem with what are called oil marketers in Oklahoma.  We couldn't understand because we had never done anything to them why they would attack us.  It is hard for us to fathom.


This man analyzed it.  I will tell you, there were several leaders there that day here in Washington.  He said something that made a lot of sense.  This guy was raised and worked on the Navajo Reservation as a kid with his dad for years.  So he understood Indian culture, but he was a lawyer and a federal legislator.  So he understood both sides.


This is what he told us.  It hit home.  He said, in Oklahoma the oil marketers are old money.  He said, many of them have been for three generations, for up to 100 years.  They control that state.  They have the power, they have the money, and they control the politics.  There is somebody new on the scene, and it threatens them.  Those are the Indian tribes.  He said, because you now have money because you have Class 2, gray area, Class 3, so you have money, they have money.  You have something they do not have and that's tens of thousands of votes.  They have no votes.  That scares them to death.  He said, therefore, if they are afraid of you, they are going to back out and fight you.


At least we understood what we were up against. Half the time you can't see the forest for the trees.  At least we can see the forest now.  We know.


Since then we have come out and we are going to try to work with them.  So far, pretty adversarial.  But at least the state, on the other side, we have got over that on the state relations.


I will tell you that.  Why do many people in your tribal government in your state fear you?  They didn't fear you 40 or 50 years ago because you were not an economic power.  You were not a block of votes.  All of a sudden, all of you have economic power today and you have a block of votes.  That is what drives them to the table.  That is what drove them to our table when we were trying to compact or work with the states.


Finally, when they did recognize our sovereignty, we were able to recognize theirs.  We have come a long way.  We have a long ways to go yet.


I wanted to pass that on.  We will have some written testimony.  I won't try to take up too much time. If there are any questions right now, I will be happy to real quickly.  Then we can move on.


[No response.]


CHIEF PYLE:  If not, I will relinquish it.  Thank you.  Appreciate it.


[Applause.]


LT. GOVERNOR KEEL:  Thank you very much.  Excellent presentations.


We are attempting to get back somewhat on schedule.  We are now moving into the fifth presentation.


I am not sure if everyone has arrived this afternoon.  There were some people who we were still wondering if they had made it in.  If not, as they get here, if someone will just remind them that we are moving along.


The next presentation is Head Start and Child Care.  We would like to remind the presenters that if you have written testimony, if you would provide that.  Then, if you don't mind, we kindly request again that you make your presentations in summary fashion.  Limit them to around five minutes, if you can, if that is possible.  Then we can have some time at the end for some dialogue so that we can get into some questions and answers, and hopefully have a good response, as we did this morning.


So having said that, Mr. Greg Smith?


Mr. Greg Smith, the advocate, National Indian Head Start Directors Association.


Head Start and Child Care


Greg Smith

MR. SMITH:  Thank you very much.


I am the general counsel for the National Indian Head Start Directors Association.  Lawyers are infamous for not being brief, but I am going to do my level best here.


You should have in your packets testimony that we provided.  When I get to that, I am going to just quickly summarize that.  I want to make a few prefatory comments.


First of all, the National Indian Head Start Directors appreciate greatly this opportunity to consult with the Department.  I must extend the apologies of Mavany Verdugo, the president, who was unable to come into town.  I am going to just sort of humbly try and do my best here in presenting their concerns and their hopes for the future of the Indian Head Start Program.


If you take only two words away from my presentation over the next five minutes or so, I would hope those two words about Indian Head Start would be the following:  it works.  It works.  Programs that work are not programs you have to fix, they are programs you have to expand.


Now, I would like to give you a little bit of context before I go into a brief bit of number crunching.  By context, I want to go back into the history of federal education policy and federal healthcare policy towards Indians because Head Start combines those two concepts.


First, let me read to you a quote by Capt. Richard Pratt on the education of Native Americans.  He was the founder of the Carlyle School, which epitomized how education and Native Americans and the federal policy for 50 or 60 years in this country.  He said the following:


"A great general has said that the only good Indian is a dead one and that high sanction of his destruction has been an enormous factor in promoting Indian massacres.  In a sense, I agree with the sentiment but only in this:  that all the Indian there is in the race should be dead.  Kill the Indian in him and save the man."


What he understood was the tremendous power of education to affect the identity and nature of individuals.  At that time, education was used to destroy Indian identity and Indian culture.  Within Indian Head Start, we see education used to preserve identity and culture, which is of course tied to health.  So he understood its power, although he applied it in a manner which is offensive and disgusting to us and I hope to everybody in this room.


The second quote I want to read to you is by Chief Four Bears, which basically was on his deathbed.  He said the following after his tribe had contracted smallpox, given to them by white traders.


He said the following:


"I have never called a white man a dog but today I do pronounce them to be a set of black-hearted dogs.  They have deceived me.  Them that I always considered as brothers have turned out to be my worst enemies.  I do not fear death, my friends.  You know it.  But to die with my face rotten that even the wolves will shrink with horror at seeing me and say to themselves, 'That is the Four Bears, the friend of the whites.'"


I read these quotes in part to say that there is a long history to how Native Americans have been treated within federal education and healthcare policy.  There has also been a lot of success.  Of course, things have changed dramatically, thankfully, in the last 50 years.


One of the most notable of those successes is the Indian Head Start Program.  It is, in this context, a miracle.  What is very notable about the Head Start Program is that it combines several disciplines:  education, health care, community and family support, in a manner which is very traditional and very native in fashion.  It is a model that works not only in native communities because of that but actually works in other communities around the United States.


Now, quickly, in that context I am just trying to emphasize what a jewel this program is and how it needs to be supported.


Funding-wise, FY '02, the program got $181.8 million dollars; FY '03, $185 million, approximately.  Proposed FY '04, $189 million.  These are about two percent a year increases, which is barely above inflation.  When you calculate in the rapid growth in the Indian youth population, it is actually a loss of resources in terms of serving these communities.


So the National Indian Head Start Directors, as a beginning point, would propose a four percent increase in budget in FY '05, which would be $198.5 million.  That is just baseline.  If you have the testimony in front of you, there is a chart on the first page of the National Indian Head Start Directors Association testimony where a series of six or seven programs are listed for additional funding.


I am not going to elaborate on these, in the interest of helping you get back on schedule, but they include regular consultations with the federal government.  They include substantial more funding for transportation, a major issue out there in terms of getting children to these programs.  They include more funding for professional development and for technical and training assistance.


They also include funding for Head Start facility assessment.  I just came from the Pueblo of Acoma last week.  The governor of Acoma is here in the audience today, actually.  They have a Head Start facility which has asbestos problems, bat-infested, lead paint, the whole works.  They have waited years to try and fund a new facility, and finally they have taken their own money and within the next year they are going to break ground on a $6 million facility that they are building for themselves.  The investment for their children is that important.


Nationwide, there needs to be an assessment of these facilities, as well as a study of Indian Head Start as a whole.


A couple other quick comments and then I will wrap up.


President Bush has made a number of proposals in his FY 2004 budget plan.  Actually, the National Indian Head Start Directors Association appreciates the President's interest in early childhood education but has some concerns about those proposals.  One of them is to move Head Start out of this Department and into the Department of Education.


Again, Head Start is a holistic program.  It is about health care, it is about education, community and family support.  In the judgment of the National Indian Head Start Directors Association, this Department has a better grasp of that and it is more in line with your mission than if this program was moved to the Department of Education.


So that transfer is opposed.  It doesn't seem like a budget matter, but it was in the President's 2004 budget plan.


In general, any efforts to transfer power away from tribes over the programs to the states are opposed. I would just like to invoke one Supreme Court decision here.  It is United States versus Kagima, where the U.S. Supreme Court noted that the states are often, quote, unquote, "the mortal enemies of the tribes."  Although today there are a number of examples of good state-tribal relations, there is still a problem with states and tribes fighting over the same resources.


Tribes do not want to be beholden to states in any fashion in the administration of these programs and in the funding of these programs.  They want to work directly in a government-to-government relationship with the federal government.  Doctrines you have heard that are critical to the support of tribal nations and ultimately to the health of the children involved in these programs.


In the interest of time, I am not going to go through everything that is in this document.  I have summarized the key points, and I urge you to read it and call if you have questions.  If you don't have a copy of the document, I have more copies here with me.  It has a little chart on the front so it is very distinctive.  We tried to put the specific numbers right up front where you can see them.


When you add up all these programs, we are basically seeking for FY '05 a total budget request of at least $221 million, up from current levels.


Thank you.  Any questions?  I am happy to field them.


[Applause.]


LT. GOVERNOR KEEL:  Next, we have the Honorable Joe Shirley, the president of the Navajo Nation.


Indian Child Welfare

Joe Shirley

MR. SHIRLEY:  Thank you very much.


Members and the officials who are taking these responses or these presentations, members of the different native nations who are represented here or the dignitaries who are present and participating in these proceedings, I want to say greetings from our noble nation.  It is a privilege and an honor to be sitting at a table to present a few sentiments regarding child care.


Let me first say that on Navajo land, we have education as our number one priority.  I believe, as president of the Navajo Nation, that education is one of the ways in which to get at independence, to where we can begin to start doing things on our own.  We need to do that beginning at home, from babyhood, in childhood, and all the way up to adulthood.  One of the ways to get at standing on one's own.  That really should be the ultimate goal for anybody, individuals, communities, governments, and, yes, native nations.


Right now, I am going to go into about seven points that I want to share with you on child care.


As much as tribes would like to do it on their own, at this point in time tribal child care programs continue to receive direct funding from the federal government for wide child care services.


Pursuant to the government-to-government relationship between the United States Government and tribal governments and the trust responsibility that the federal government has toward tribes, tribes must be funded directly.  Tribes have demonstrated the ability to administer their own child care and development block grant programs.  It is imperative that it continue to be given the power to administer these programs.


Title IV and Social Security provide a set-aside for child care grants to tribes.  This set-aside must be maintained.


To go on to Point No. 2, tribes must receive an increase past the two percent currently in place.  Tribes only receive a two percent set-aside of all the funding for the child care and development block grant.  As more parents seek education and employment, particularly those leaving TANF, they must be able to ensure their children are properly cared for.


The client base has increased.  Tribal grantees participating in the child care and development block grant have increased from 226 in 1994 to 262 in 2002.  The tribal set-aside should be raised from two percent to five percent.


Then, further, tribes do not have enough funding to be able to comply with government-mandated health and safety standards.  The federal government requires tribes to enforce health and safety standards but has not funded the need to hire and train staff to comply with these mandates.


Current legislation states that these standards will appropriately reflect tribal needs and available resources, but the current standards place a financial burden on tribes.  As well, states have tax bases that make it easier to comply.  Tribes do not.


Point No. 4, regarding health and safety standards.  The United States Government, through the Constitution, treaties, Supreme Court decisions, executive orders, statutes, and existing federal policies recognizes the rights of tribes to self-government and that Indian tribes have inherent sovereign powers over their members.


Through Executive Order 13175, issued November 6th, 2000, coordination and consultation with Indian tribes states that, "By undertaking to formulate and implement policies that have tribal implications, agencies shall: (1) encourage Indian tribes to develop their own policies to achieve program objectives; and (2) where possible, encourage tribes to establish standards."


Tribes should be the final authority on what kinds of issues need to be addressed to ensure the health and safety of their children.  States develop minimum health and safety and licensing requirements that allow each state maximum flexibility in developing child care programs and policies that best suit the needs of children and parents within each state.  Tribal governments should be afforded that same flexibility.


One set of health and safety standards do not exist for 50 states.  It is unrealistic to think that one set of standards is going to be appropriate for 262 tribal grantees from more than 500 tribes.


Health and safety standards need to be developed by tribes for tribes rather than the federal government.  Tribal entities should be the final authority on health and safety standards as they affect Native American children in tribally operated child care programs.


The child care and development block grant legislation needs to be amended to reflect that tribes will develop their own health and safety standards in consultation with the Secretary of the Department of Health and Human Services.


Point No. 5, regarding that tribes can allocate some of their child care funding for construction and/or renovation for child care facilities as long as it doesn't reduce their level of services offered.


The provisions need to be laid for the continuation of long-range construction plans, even if funding levels decrease.  As with many programs, physical facilities for programs are in short supply.  Child care funding doesn't increase and decrease in fiscal years.  When funding decreases, it diminishes the dollars available for construction.  Tribes must be able to use dollars for construction even if it temporarily decreases the level of services.  We need you to work with us on the issue.


On the position that the tribal base amount must be maintained to administer child care and development to fund programs, these formulas are not equitable.  Under the Child Care and Development Fund Programs, the formula, smaller tribes don't receive sufficient funding for child care programs.


The base formula for tribal grantees is higher than that of tribal consortiums.  A determination that the base amount should be adjusted equitably to distribute the amount the consortium receives versus the amount an individual tribal grantee receives.  The base amount for tribal grantees should be made through a negotiated rulemaking in consultation with tribal representatives.


Lastly, gentlemen, ladies, there is a need for continued and progressive dialogue.  We need to continue to be in on the negotiations regarding what funding native nations out there should receive, what rules should apply in Indian Country.  Native Americans need to count.  It cannot be cursory.  We want to continue to sit at the table with respect and dignity.  When you make us count, you give us respect and dignity.  Thank you.


[Applause.]


LT. GOVERNOR KEEL:  Thank you very much, Mr. President.


The next item on the agenda, I am not sure if we want to go to the HHS response.  Do we have a response or do we want to go to the sixth presentation, Indian Child Welfare?


If that is okay, we will just introduce Terry Cross.  We heard from him this morning.  He is going to continue now and we are going to talk about the Indian Child Welfare presentation.


Indian Child Welfare

Terry Cross

MR. CROSS:  Thank you.


I also want to thank and acknowledge Willie Jones, who has yielded his time for me to speak.  I want to say that as the leader of the National Indian Organization, there isn't a higher honor to have than an elected tribal official waive his time for you to speak.  I want to acknowledge that.


We couldn't do the work that we do at the National Indian Child Welfare Association without the aid and assistance and full participation of our collective tribal officials.


I preface what I am going to talk about today in saying that these positions that I am presenting are positions that have been discussed earlier by tribal leaders.  We have a number of elected tribal officials on our board.  Donne Fleagle, who is our current president is on the council.  McGrath, Alaska; Lou Anderson from Colville; Gil Vigil from Tesuque Pueblo; Maurice Lyons, chair of the Morongo Band of Mission Indians; and of course, Tex Hall, who serves as our Policy Committee chair.


So as we grapple with these issues and bring them before tribal leaders at regional and national settings, including the National Congress of American Indians conventions, we are seeking resolutions for these positions.  Each one of these things that I will be talking about has a standing resolution with a number of regional organizations as well as the National Congress.


I want to also preface what I am going to say by saying that the title here is Indian Child Welfare.  Probably more broadly stated, it should be said Tribal Child Welfare.  Part of the sovereign powers the tribes have always held is the capacity to regulate the relationships between their members, the civil regulatory jurisdiction, which includes child custody and child protection.


So our tribes have always had the power and authority to protect our own children and did so historically through our systems of extended family and clans and the protocols and rules and spiritual teachings about how children were to be treated.  Over the years, those traditional ways were eroded by a number of different intrusions and changes in federal policies, as you have heard much about today, including boarding schools and relocation programs and a lot of assaults on the family.


The Indian Child Welfare Act of '78 reaffirmed for tribes the right and authority to operate our own child welfare programs.  That in conjunction with the earlier passage of Indian self-determination and many tribes taking over their own social services programs meant that tribes were operating their own child welfare programs for the first time with their own tribal codes, their tribal courts, their tribal child welfare programs, many investigating their child protection issues, placing children in foster care when necessary, particularly with relatives, on to doing adoption when that was necessary.


So there is a wide range of tribal child welfare services being provided.  We define those very holistically, all the way from the basics of child well being and income maintenance, family support and preservation, and those upfront services that prevent child abuse and neglect and prevention activities all the way through the protective services interventions, out-of-home placement, and, if need be, long-term and permanent placements hopefully with relatives in their own communities.


Our recommendations have to do with that because, as a separate jurisdiction operating their own child welfare programs, tribal child welfare programs are trying to do that on one leg.  We don't have access to the same funding sources that mainstream states do to pay for their child welfare services.


In particular, I want to talk about Title IV-E of the Social Security Act, a $6.4 billion entitlement program for which tribal children are not eligible.  Somehow the word "entitlement" does not apply to income-eligible Indian children because of an oversight in the legislation that left tribes out as a recipient of those funds.


There has been legislation in the past four Congresses to correct this problem.  It is time to enact this legislation.  We are recommending that the Administration support Senate Bill 331 and House Bill 443.  Those bills would provide for direct funding to tribal programs under Title IV-E.


Currently, there is a very cumbersome mechanism by which a state can enter into an agreement with a tribe for the tribe to operate this program.  They are not workable in most jurisdictions, and only about 70 tribes have been able to achieve those agreements.  Most of them only pay the foster care payment.  They don't pay for the case worker, the recordkeeping, or the training.  That is just not acceptable.


We have about 5000 American Indian children in foster care around the country with families who aren't getting paid to take care of them.  We have in a number of communities children with special needs who could be adopted by their relatives but no access to adoption assistance, not because they are not eligible but because there is no mechanism to close the gap between tribal services and tribal courts and the state systems.


These problems can be closed by closing this gap.  There is an opportunity on our horizon.  The reauthorization of the Welfare Reform will provide an opportunity.  Jonathan talked a little earlier about the reauthorization and the inclusion of the Indian Welfare Reform language, which does include adding tribal access to the IV-E.  We would encourage the inclusion of that and the support of the Administration for that.


We think that this action would achieve several things that are federal policy and are priorities of this Administration.  Permanency is one of the stated priorities.  Permanency means a child can grow in a family that they can call their own, that they have a connection to, that maintains what I refer to as their reference points for belonging:  their family, their extended kin, their community, their neighbors, their clan, their tribe.  All of those things are reference points for belonging, and there is no better protection than permanency than for children to be cared for and the decisions to be made in their own tribal communities by their own families.


The second major priority that it helps achieve is protection.  Our children need protection, and right now they are not getting it.  In many places, tribes are not able to offer child protection services because they have no place to place children if they intervene.  This is also consistent with the stated goal of HHS for tribal access to all HHS services.


It aligns also the provisions of TANF.  In order for states to operate the TANF Program, they have to also operate child support and the IV-E Program.  This would bring tribes in line with that same, as we refer to it, the same three-legged stool.  You have to support children, and these mechanisms are part of that larger TANF picture.


It also solves a major challenge that we have with the Indian Child Welfare Act.  In recent research on implementation of the Act and state compliance with the Act, it shows that one of the major problems with compliance is that tribes often do not seek transfer of jurisdiction even when states are willing to transfer that jurisdiction or when the courts would be willing simply because there are no resources there to pay for the placements.


IV-E would remedy that.  We would see many more children with their relatives and see many more services available to those children.


One very promising thing on the horizon in the '04 Administration budget proposal was a proposal for a Tribal IV-E Program.  That was separate and apart from the entitlement program.  It is too early to tell just what that full program is going to look like.  It was just a paragraph in the budget with a $30 million set-aside for tribal access to IV-E on this alternative.


We believe that the development of this proposal should be pursued with close tribal consultation.  There is no legislation yet, but it is going to be important to have tribal leadership input in the drafting of that legislation.


We do want to urge the Administration to not repeat the mistakes of the past and do things with the legislation that might limit the number of tribes that could be involved or somehow limit access to the entitlement.  Sometimes in the past when alternatives have been put forward -- for instance in the Jobs Program -- a number of tribes got grandfathered in and then the funding got cut off and nobody else could get access.


That is not the way to do child welfare.  All children need to be protected.  We want to make sure that this program reaches every Indian child.  There is no better place to apply the concept of "no child left behind" than this one.


We also want to caution any inclusion of a match requirement.  The match requirements in a number of pieces of federal legislation regarding Indian services and particularly child welfare and children's mental health have been problematic.


To give you an example, I mentioned earlier this morning about the SAMHSA grants for children's mental health.  There is a match requirement.  It is an escalating match requirement.  Part of the federal language says you can use your 638 dollars as match.  Not all tribes contract for 638 dollars.  But also, if you take a look at TANF, if you are going to operate TANF, you have to have some match, you can use 638 dollars.  If you take a look at several other programs that say you need match, everybody points at 638.  Well, 638's not that big and it doesn't go around.  So what is happening is that tribes are running out of any dollars that they can use for match.


At the same time, if we are going to be applying and having access to many different HHS programs, something very different is going to have to happen with regard to how match is conceptualized.  So I urge the Administration to really take on that as a priority issue.


No small part of that is the tribes don't have a tax base or available funds of their own.  It is not the same concept as getting the states to participate in the match process.


I also want to mention two other programs just very briefly.  Title XX we continue to come back to.  States receive Title XX block grants.  Tribes are not eligible to receive those block grants though our members are counted in the state allocation.  States are under no obligation to pass those dollars through to tribes.


We believe that the Title XX block grants should be increased by three percent and that that three percent should be allocated to tribes.


Currently, tribes are receiving funding under Title IV-B, Parts 1 and 2.  Both of those programs need to be expanded and to give a meaningful base.  It is the same issue that you just heard about child care.  If you are going to operate a child welfare program, you need a core of funding that gets you started.  I think it is two-thirds of the IV-B Part 1 grants to tribes are under $5000.  For that $5000, tribes have to meet all of the same requirements that states do to receive millions of dollars.


So those programs really need to be rethought. They are important components to piecing together a consistent tribal child welfare package.  We need the Administration's support to look at this in a holistic and comprehensive way so that we can move the agenda forward for our children.


Thank you.


[Applause.]


LT. GOVERNOR KEEL:  Thank you, Terry.


I notice Chairman Brian Wallace, chairman of the Washoe Tribe and also chairman of the National Tribal TANF Association did make it here.  He is going to talk to us about TANF and Native Employment Works.  He will be followed by Chief Pyle.


Child Support Enforcement Services, TANF,


and Faith/Community-Based Initiative

Brian Wallace

MR. WALLACE:  Good afternoon, distinguished ladies and gentlemen.  Brian Wallace, chairman of the Washoe Tribe of California and interim president of the National Tribal TANF Association.  I will be as brief as I can.


The National Tribal TANF Association was developed to provide a national forum for tribes in administering TANF programs.  Over the last few years as Welfare Reform was instituted statutorily, tribes have been rather successful in operationalizing these programs on the reservations and were particularly very innovative in coming up with the type of infrastructure that really sets the preconditions for real welfare reform.


I think the thing that we have been focusing on most in this broader discussion is the ability of tribes and tribal communities to really get engaged in not just welfare reform or talking about people getting off the welfare boat but something that we have been longing to talk about for many, many decades.  That is our ability to rebuild our nations or address this whole issue of nation-building as tribes.


Inasmuch as that sounds like a lot about the business of state craft, it has a lot to do with our ability to repatriate our lives and our communities through traditional means and rediscover and redeploy the survival principles of hard work, charity, honor, moderation, and these types of things that have really allowed us to kind of cross these very choppy waters of history for us to be here with you today.


So I just wanted to kind of open with that.


TANF.  Inasmuch as it is in our lives, we understand the importance of the tools that we select.  Generally, the tools that you choose govern the construction process.  TANF, we recognize, has some very strong advantages for tribal communities to really engage in comprehensive wellness prevention activities and building those types of foundations in our communities.  It allows us to use the land as a caretaker, it allows us to get engaged in extended family caregiving and caretaking.  Those are the things that really strengthen families, and that is the core of strength of our tribes.


For most of us, history is more a place than it is a time.  These places where we are, we have been there for a long, long time.  Our ability to pursue our wellness and well being has a lot to do with having association with those places we come from.


So, believe it or not, welfare reform has a lot to do with our ability to pursue these unfinished dreams that we have been asked to pursue by our ancestors and our parents and our grandparents.


So I just wanted to kind of cover that a little quickly.


Currently, TANF programs are at the stage where there are 39 approved TANF plans and programs.  There are 33 tribes, three Alaskan Native regional non-profit associations, and three tribal consortiums affecting 179 tribes and Alaskan villages.


The first approved tribal TANF program was July 1st, 1997, in Klamath, Oregon, and the most recent approved program started on May 1 with the Oneida Tribe in Wisconsin.  Group programs are serving approximately 28,663 families or assistance units, with an estimated 100,000-plus household members.  The average Indian caseload being served by the programs ranges from 10 to 8937 assistance units.  The annual amounts of tribal family assistance grants range from $77,195 to $31,171,476.  The current total funding for TANF programs is at $115,577,070. 


This has been a tremendous opportunity for the tribes and the communities that have been able to take advantage of it.  Yet, a lot of tribal people are still dependent on service delivery processes afforded them either through the counties or by states.


So we are very supportive as a national community of TANF tribes and TANF tribal people of the Senator Baucus amendments and also a large majority of the provisions that are advanced in HR-4, which is the Administration's initiative.  So we have been working very closely and we enjoy a very good working relationship with the White House and this Department and the Congress on the authorization.


If I can just real quickly just cover the provisions that are in the Office bill.  It is a Tribal TANF Improvement Plan and -- TANF capacity grants to develop infrastructure and operationalize TANF to have states and tribes work more closely together, technical assistance provisions, tribal TANF high performance bonuses, contingency funding, and access.  Some discussion about tax reform in terms of providing statutory and regulatory flexibility for tribes to take advantage of opportunities that exist in the tribal community to create a development environment that will build things that last the test of time.  Job access, transportation support, child care, job training programs, some provisions to support Alaskan Native villages, to operationalize TANF, tribal foster care programs, food stamps, Medicaid demonstration programs, and child enforcement.


In 1995, and it is still relevant today, the guiding principles that kind of developed this national partnership -- this is still a walk.  We have walked far, believe me -- was founded on these basic principles of providing the funding directly to tribes based on government-to-government relationships and respect and trust and good faith.


To be adequately funded to meet tribal needs, including funding of capacity-building and special needs, having flexibility to serve the needs of a wide variety of persons on welfare and transitioning off of welfare who are at risk of becoming dependent on cash assistance.


Policies should authorize tribes to provide any types of services and activities that they consider effective for their self-sufficiency.  Include education, job creation, economic development, and provide a structure to encourage diplomatic relationships and constructive cooperation between tribes and states.


Finally, clarify that reduction of poverty is a welfare reform goal.


Generally, we are asked to come to these types of settings and hearings and we get caught up in the painful exercise of describing communities in distress.  We always look to indicators of distress.  What I think I find most important with the TANF opportunity is we really get to talk about positive indicators of community well being.  Actually, if we have the opportunity to turn those indicators of stress upside down, it would in some ways kind of give us a map of a criteria of wellness.  That is what we look to TANF for.


Certainly, it gives us an opportunity to provide more culturally-based and relevant services to tribal people on behalf of what states and counties are doing, either in partnership or operationalizing separately.  But it really gives us the ability to do a lot more with families.


Where most of us -- I really can speak for myself -- have really been focusing on is our ability to recover our freedom to be well or the self-determination to be healthy and to have healthy children.


So TANF has a lot to do beyond welfare reform.  It deals with the whole issue of our well being, from repatriation to the type of food that we eat.  Tribes in our area have large land bases and we have the ability to actually internalize our food security processes to make them more relevant to making our lives healthier.  It gives us an ability to come up with a whole different way of providing caregiving in our community.


We come from a culture of service and honor.  This is one of the more valuable opportunities that has come up in recent times.


I apologize for departing from these written statements, but what we are trying to do is we want to meet with people or talk to people as they can be.  Actually, we want to talk in terms as we should be, as tribal people, as families, as fathers.  We struggle every day, or I do anyway, to find the courage to be able to raise my son to be a good man and a good father.  TANF is a program that kind of gets right to that issue, over bringing elders and young people and kind of gives us an opportunity to discover the value in the world that we haven't seen in a long, long time.


So maybe in our time, we were standing on the shores of a different world.  Maybe these efforts and the work that you are doing might allow these children to feel the warmth of the world and we can turn it in their favor, finally, in our lifetimes.


I think time is short and is very, very valuable.  My chairman, who I have a lot of respect for, has asked me to be brief and to the point.  Hopefully, I was able to kind of cover the essence of what we were supposed to talk about.  All these notes were just put together five minutes ago.


Just a few additional things I have and then I will close.


One is the discussions that are going on in tribal communities beyond the Baucus amendments, dealing with potential incentives for states to give credits for matching funds that are delivered to tribes.  I know in California that works.  This isn't something that has a national consensus, but everybody is talking about it.  We are certainly open to advancing it.


Also, the issue of funding for infrastructure and tribal facilities.  Tribes should be authorized to use up to 20 percent of the tribal TANF funding for new construction as long as tribes can demonstrate the use of such funds for that purpose will not diminish the quality of the TANF program services provided.


Support for the National Tribal TANF entity to provide technical support in system delivery and infrastructure, technical assistance for our growing TANF community, reexamining the data collection reporting requirements, delinking the BIA general assistance and state general assistance TANF to affirm tribal sovereignty over its programs, funding for economic development initiatives, and then the faith-based matters.


Under child support enforcement, it is very clearly outlined to us that an Indian child must be financially be supported by both parents.  The draft CSE regulations cause concerns by tribes following provisions resulting in disincentives for tribes to administer programs.  DHHS proposes 14 criteria requirements beyond the five core eligibility criteria set out in Section 55F recommended by the CSE Tribal Work Group.


Two.  Proposed regulation limits directly confronting the tribes that have a minimum of 100 children.  This discriminates against small tribes and small tribal town programs.


Three.  Requires matching funds from most tribes that cannot afford the matching fund requirements.  Tribal CSE funding will not be released until regulations are finalized.


As respectfully as possible, we urge the Administration and tribes to work very earnestly to relieve speculations with the changes in funding as soon as possible.


In closing, I was given a quote from Senator John McCain in 1995.  He goes on to say, "No matter how much federal money a state gives, tribal members continue to experience inequity with quality and quantity of services available under state-administered programs.  States should embrace, not impose, a new approach that lets tribes and tribal governments with federal funds and the flexibility and authority necessary to fulfill these responsibilities."


In closing, we would just like to, again, offer our support for the Daschle amendment for direct funding, Title IV-E, to tribes.  Speaking from experience in California, we have been negotiating a Title IV-E pass-through agreement for 10 years.  So I think that we are the kind of tribe that is going to see how far we can get.  It would be a lot quicker, but we realize it is very difficult.


I think with the federal primacy and the other things that we are kind of more used to working with anyways, it may be more appropriate to do it with the tribes because that type of relationship of frustration is already set up.


So thank you very, very much.  I apologize for going over my time, Mr. President.


LT. GOVERNOR KEEL:  Thank you.


[Applause.]


LT. GOVERNOR KEEL:  Just to remind you, as Chief Pyle is coming forward, I just wanted to remind the tribal leaders here that this is your time.  I don't want to sound like I am in any way trying to inhibit your words and the words that you may want to present.



Also, these words are very important.  It is important that tribal leaders see the need for those or they wouldn't appear on the agenda.  It is just the fact that we are trying to get to everything on the agenda.  I see it is very important.  I just want to make sure that the tribal leaders understand here that we are just trying to make sure that we do cover all those aspects and that we don't want to shorten it or abbreviate it in any way that would sound in any disrespectful to the tribal leaders.


So thank you very much for your indulgence.  I appreciate that.


Chief Pyle?


Child Support Enforcement, TANF, Native Employment


Works, and Faith- and Community-Based Initiative

Chief Gregory E. Pyle

CHIEF PYLE:  I appreciate it.  We are on the Faith and Community Based Initiative.  That is a new initiative by the present administration.  We certainly would want to hope that we have a large say in that.


In Indian Country, the term "Great Spirit," "Higher Power," "Grandfather," and others have been used to describe a supreme being.  Indian Country people are spiritual people.  The vast majority of tribes have experienced difficult, sometimes catastrophic events, such as the Trail of Tears.  Attempting to survive as a people and maintaining culture integrity has been difficult.  Many times faith in a higher power and in themselves is the only thing that sustained the tribal community through the tempest times.


That faith remains strong.  It is the thread that connects the Indian societal communities, making the Indian culture the strongest of any culture in America today.


In the 10 and a half counties that we represent in Oklahoma, we have about 83 recognized Indian faiths.  These are the houses of worship and they are the focal point for most social activities within the communities.


We have all learned that for change to be effective, it must be started at the most basic level of society.  It cannot be legislated or mandated.


In Indian Country, we acknowledge that those areas where there are strong networks of Indian families bound together by Indian churches and communities that the instance of alcohol, substance abuse, domestic violence, and child abuse are markedly decreased.  Also, these communities provide a great opportunity to monitor the needs of the American natives.


In many areas of Indian health in Indian Country, the opportunities for training and education are not available for youth and young adults.  They must leave the support of their communities to find training and jobs.


Disparities in Indian health funding are a constant issue for American natives.


I am going to use an example.  Everyone here that is not on the Indian level or federal, I am going to use a benchmark.  Your benchmark today is, if you are a federal employee, the federal government or you put in about $3000 per year on a per capita basis for your health care.  That is $3000 for each federal employee.


That is very good.  Today, the Indian Health puts in about $1300 per Indian user.  I don't have to go much further there.  You certainly see a huge disparity here.


Why?  Because I guess we are playing catch-up. Only in the last 15 or 20 years has that disparity even been broached.


These and other variables test individuals and Indian communities as a tribe.  Our faith is still strong, but faith alone cannot remedy the funding disparities that exist between Indian communities and non-Indian communities.  We are asking for help from the Department of Health and Human Services to assist us in rekindling and maintaining those strong communities that are the cornerstone of our lives.


With that, we really appreciate a number of comments were made earlier in the meeting.  We certainly applaud all the efforts.


I think this is my last time to be up here today, so we do appreciate it.  Thank you, and God bless.


[Applause.]


Open Discussion

MR. J. WINDY BOY:  Mr. Chairman, if I can just kind of have a moment here on what Chairman Wallace was talking about?


On the state level with some of the welfare reform programs, and just speaking from the State of Montana, there have been a lot of things that are going on that are really starting to come into play.


One of the things is that when P.R. WARA was passed in '95, this law was basically kind of placed upon us without a consultation process.  I think that coming forward and Baucus being able to come forward with these amendments has brought us into the 20th century as far as how to progress forward.


There are a lot of things that are still happening with the states even though the Administration has been downstreaming a lot of responsibility to the state level.


One of the things that we have noticed in Montana, being $253 million in deficit, there have been a lot of budget cuts.  There are two tribes out of seven tribes in the State of Montana that are TANF.  As Mr. Wallace had mentioned earlier, there are 39 tribes nationwide that are TANF.  There are many other tribes that aren't TANF.  Even the ones that are thinking about going TANF in the State of Montana, there isn't really anything that is in place as far as infrastructure is concerned.


In the State of Montana, there was what we called in the last session the Hogs Bill.  That was $100,000 in transition dollars for tribes to be used as an incentive for tribes to go to that arena.  That was taken away based upon the budget cuts.


There are other things, too, that are in the language of the amendments in Baucus's bill that is coming forward.  That is the Medicaid piece.  There has been a lot of concern about some of the poverty level percentages that have been raising concern.  On a national level, they wanted to utilize the 200 percent, but now it has settled down to 135 percent, which right now is the national average of the poverty rate that was set.  In the Eisenhower days, it was 150 percent.


So I think as this bill moves forward, there are a lot of perspectives from the tribal level of the grass roots level of working with these bills.  I think that this is the point that my colleagues sitting here made and the technical people and the tribal leaders, who know what is going on, are the people that should be at the table.  That is the point of being at this consultation.


LT. GOVERNOR KEEL:  Thank you.  Well said.  Are there any other comments?


[No response.]


LT. GOVERNOR KEEL:  If not, then we will move into the eighth presentation.


Is Anthony Hunter here?


MR. HUNTER:  Yes.


LT. GOVERNOR KEEL:  Anthony, all right. You are up.


 Urban Indian Issues


Anthony Hunter

MR. HUNTER:  Thank you.  Thank you very much.


I am here to do the urban presentation.  I am Anthony Hunter, and I'm president of the National Council of Urban Indian Health, which is here in Washington, D.C. I am a member of the Shinnecock Tribe of Eastern Long Island, which is a state-recognized tribe in the State of New York.


I would like to, in the brief time that we have, for our HHS representatives, if nothing else, give you an understanding, if you don't have one already, of what the relationship is between the urban programs that serve the urban population and the tribal programs within the Indian Health Service and also just the population, to understand where this population comes from and how it relates to the healthcare system.


In order to do that, I think it would be a good way to start, first, to get all of the history and all of what has been done to acknowledge the contributions of tribal leadership to the success that urban programs have had in meeting some of the health care needs of a very needy population.


When urban programs first became funded through the Indian Health Care Improvement Act in 1976, it was because of tribal leadership that the urban population, that tribal members who live in urban areas, were able to gain access to health care.


So I acknowledge the tribal leadership of yesterday and today in what we have been able to accomplish.  I look forward to continued work with the tribal leadership and continued support in what we can do.


To introduce you to the urban population, I would like to, first of all, state that today's urban Indian population exists as an integral part of Indian Country as a whole.  It is a population created by many forces, most of which challenge the very survival of Indian people.


The federal government replaced what it took with treaties that were largely broken; with various plans, including dissolving tribal governments, and forcibly placed Indian children in boarding schools far from their homes.  In the 1950s and the 1960s, a major program by the Bureau of Indian Affairs to solve Indian economic problems relocated Indians to urban areas.  Under this last program, between 1953 and 1961, over 160,000 Indians were relocated to urban areas.


As I said before, it is Title V of the Indian Health Care Improvement Act that authorizes the funding for urban Indian organizations.  These funds are but one source for the 34 programs that service the urban Indian population in cities throughout the United States, which are actually located in 41 sites.


The 34 programs engage in a variety of activities, ranging from the provision of outreach and referral services to the delivery of comprehensive ambulatory health care.


The service population is able to voice its need through the National Council of Urban Indian Health. This organization was founded in 1998 to meet the unique healthcare needs of this population.  Organizational membership is comprised of 37 urban Indian health programs located across the country.


The mission of NCUIH, as we like to call it, is to support and develop quality accessible healthcare programs for all American Indians and Alaskan Natives living in the urban communities through advocacy, training, education, and leadership development.


I would also like to state that one of the primary things about NCUIH and the basis upon which we exist and do our work is through support of tribal sovereignty.  It is part of the very foundation and the very mission of the organization to make that clear and to do that, support tribal sovereignty, in the work that we do because we recognize that it is a very different type of work.


Again, I can't overemphasize that the work that we do is for tribal members who live in urban areas.  It is only by the grace of tribal leadership and the good will of Indian Health Service that we are able to do what we can for Indian people.


Since the first official funding for urban Indian health through the Indian Health Service in 1976, the program has directly received just over one percent of the total Indian Health Service appropriation.  During the decade of the 1990s, Congress increased funding for urban Indian health by 113 percent, from just over $13 million in 1990 to just under $28 million in the year 2000.


During the same period, the number of Indian people moving to American cities was on the increase.  Estimates from the 1990 census found that more than 1.3 million Indian people were living in American cities out of the 2.4 million people self-identifying at that time.  The 2000 census shows that of the 4.1 million people self-identified as American Indian or Alaskan Native, 2.87 million are urban.


Throughout its history, the Urban Indian Health Program has never received a substantial boost or a funding base.  While, as I said, we saw a 113 percent increase from 1990 to 2000, in comparison to the population that has really grown and exploded in urban areas, it is not that much.  We still have great disparities, as do the tribes.


Subsequently, the Senate Committee on Indian Affairs recommended an increase to the Urban Indian Health Program from its current proposed 2004 funding level of $32 million to $48 million, a 50 percent increase.  We believe that an adjustment of $6 million or more would be an important step in reinforcing urban Indian health efforts for this nation.


For the FY '05 budget, the National Council of Urban Indian Health is recommending a $6 million increase to Urban Indian Health line item of the IHS budget.


These programs access roughly $7 million in federal funds outside of the Indian Health Service.  These funds include Sections 229, 330, and 340 of the Public Health Service Act, Maternal and Children's Health Block Grants, Title V, Public Health Care Service, and WIC programs.


We have identified 19 priorities for the FY 2005 budget process.  For the details on those priorities, we have a written statement which I believe you can find on the table outside.  I will just tell you what they are.


Again, they are not in any particular order, just the priorities that we have identified.


They include diabetes, cancer, alcohol and substance abuse, heart disease, mental health, maternal and child health, dental health, injuries, elder health, respiratory and pulmonary care, violence and abuse, infectious disease, hearing disease, eye disease, health promotion and disease prevention, tobacco cessation, information technology -- as we have so often heard today is such an important piece -- maintenance and repair at facilities, and environmental health support.


What we would like to recommend for our HHS representatives, first of all, is that we have an open line of communication.  It is so important.  We certainly appreciate being able to take part in this process.  This is the first official representation of urban programs at an HHS consultation.  I think that it is such an important part of the process to be able to include the urban population.  Again, we thank the tribal leadership for making that possible.


NCUIH requests technical assistance with understanding the Department of Health and Human Services budget.  I think, as has become clear today, we have to know and understand where the money is and how that process works.  It is a very complicated process, and greater understanding of that will help us to help you understand our needs better.


NCUIH would like to further engage urban Indian health programs by understanding the agencies' budgets and assisting these programs with accessing grants that they may be eligible for.


Now, that is a very important piece because what we have found in a number of instances is that urban Indian health programs have not specifically been eligible to apply for grants.  Now, we know from previous discussions with HHS officials that it is the intention of HHS to make these grants available to the urban Indian health programs.  But if it doesn't say that specifically, then it is not there.  It might say "tribal organizations," it might say "Indian organizations," but that does not necessarily make urban Indian health organizations eligible to apply.


As we work hard toward this goal, we respectfully request an open line of communication with the liaison on Indian issues within each agency.  It is our hope that budget briefings will help us to better assist the urban Indian health programs in securing vital supplemental funding.


I would like to just take a moment -- in addition, I am glad that we had the representatives from the various departments, the Indian liaisons able to stand -- to acknowledge the elected officials from urban areas.  These officials, tribal leaders, are people who urban populations have elected to represent their interests.  So they perform a service for you.  They are elected by your members in urban areas to represent their interests to you.


We know that that is necessary because you are so busy trying to meet the needs of your population on the reservation, but a lot of times you are right there with the people and with the problems.  You don't have time to consider what might be going on far away from home.  So these folks are elected to represent those interests to you.


I would like to introduce you to some of the board members who are here today.


The vice president of the National Council of Urban Indian Health, Janet Reeves, is here today.


Janet, would you just stand up real quick?


[Applause.]


MR. HUNTER:  Janet is from Nevada, and she is also the official representative of the National Council of Urban Indian Health to the Tribal Leaders Diabetes Committee.


President-elect D.J. Walt is here from Montana.


[Applause.]


MR. HUNTER:  D.J.'s role will be as president of NCUIH next year.  So there is the face of the future.


[Laughter.]


MR. HUNTER:  Former president Kay Colbertson is here.


Kay, would you stand up a moment?


[Applause.]


MR. HUNTER:  These are elected officials here to represent urban interests to government officials and to tribal leaders.


I would also like to introduce Beverly Russell, who is the executive director of the National Council of Urban Indian Health.


Beverly, would you stand a moment?


[Applause.]


MR. HUNTER:  Thank you very much.


On behalf of 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 this presentation on our Indian health budget needs and concerns.


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 representatives of HHS toward this goal that we are certain will challenge and stimulate abilities, both cognizant and sensitive, as the 2005 budget is considered.


We thank the officials of HHS for this opportunity to provide comments on urban Indian health and strongly encourage your positive action on the matters addressed today.  Thank you.


LT. GOVERNOR KEEL:  Thank you very much.


Is Gary Kodaseet here?


MR. KODASEET:  Yes.


LT. GOVERNOR KEEL:  Gary is the chairman of the National Indian Council on Aging.  He will speak to us about elderly and aging issues.


Before we get to that, while he is coming up, Jonathan, I will recognize you.


Open Discussion

MR. J. WINDY BOY:  Mr. Chairman, can I ask a question to the Department or someone who is able to answer this question?


Listening to Anthony's description of the programs and availability, I guess, thinking about all day of what is going on about this granting process and this competitive bidding process of these dollars that are available to Indian Country.  It kind of makes me wonder, are tribes being fit under this "tribal organization" category?  Is this where this bidding process coming from granting process, where the tribes got involved in, or is this how the tribes have to compete with one another for dollars that are becoming available within HHS?


MR. WEEMS:  Let me try to answer that.  I think one of the things that the Secretary has insisted on is that as we do grant reviews and grant announcements where statutes allow for Native American nations, tribes, consortia to compete, that that be very clear in the grant announcement.  I think that is the first and foremost thing.


Whether or not a tribe is eligible for the funds depends in many ways on the authorizing statute.  We have heard cases where they are excluded, but I would say that this Administration has stepped out pretty far by trying to make it clear in grant announcements where Indian tribes are eligible for those.


I think that we also have heard from you today about the need for additional technical assistance to make sure that the tribes compete successfully for these grants.


MR. J. WINDY BOY:  If I can, just to follow up, Mr. Chairman?


I guess, if that is the case -- and I have nothing against the presentation here -- but the problem I have here is having to, as a Chippewa Cree tribal leader, compete against the three affiliates here.  It is not fair, and I think that there should be some type of a mechanism of a set-aside for this granting process and then just give the tribes appropriations separate rather than combine the two.


It kind of makes me wonder about another question.  Does that affect the annual appropriations that the tribes have?  There are a lot of questions that I have here that kind of raise some red flags for myself.


LT. GOVERNOR KEEL:  I have a comment also, while you are collecting your thoughts on that.


There is a perception in Indian Country that the tribal leaders do not support the urban Indian health programs.  From my perspective, I don't believe that is true.  I believe that is a false perception, although there is concern about the growing numbers of the urban Indian population and how to meet those needs.


The tribal leaders that I have talked to, especially in Oklahoma, understand the needs that are there.  The problem is, how do we separate the funding.  Where does the funding come from to meet that growing need.  The needs are also growing within our own communities.  Our people are living longer, they are having more babies.  That is a testament to the health care that we are trying to provide for our citizens locally as well as those that are moving to the metropolitan areas.  We understand that there is a great need.


But there is a perception that we are becoming adversaries and we are becoming competitors for the healthcare dollar.  Certainly, management of health care and the dwindling of resources becomes more and more challenging every day.


So I would agree with what Jonathan has asked and I support that.  I would like to see some dialogue later, maybe at a follow-up meeting of some sort, as to how we could come together and meet the needs that are being presented to us today.  So those are my comments.


MR. WEEMS:  Just quickly, I want to comment specifically on the urban health care situation a little more generally about grant-making.


Certainly, I understand your point about a set-aside.  At the same time, where would you rather compete, with one another for a smaller set-aside amount of money or in the larger pool as co-equals with everybody else that has a competitive grant?  So I am just saying that that cuts both ways, and we have taken the track of making sure that where folks are eligible that eligibility is well known and that people can compete for larger dollars.


LT. GOVERNOR KEEL:  Mr. Kodaseet?


Elderly and Aging Issues


Gary Kodaseet

MR. KODASEET:  Are we ready?  Is everybody waiting until the last minute to ask questions?


[Laughter.]


MR. KODASEET:  I have been sitting here all afternoon and this morning I sat here and was worried about having a rest break.  This afternoon I started dehydrating.  It has been a long afternoon.


I want to thank the Administration on Aging and the DHHS budget people here for allowing us to come and tell you our needs as Indian elders.


My name is Gary Kodaseet.  I am the chairman of the National Indian Council on Aging.  Our acronym is NICOA.  That is what we call ourselves.


We have been in existence since about 1976 when the National Tribal Chairman's Association saw the need to form an elders organization.  With the help, financial assistance, and impetus from Chairman Wendell Chino, this organization came about.


We represent Indian elders 55 and older.  We are in 243 tribes now that operate Title VI programs, providing nutrition and supportive services and family caregiver support now.  That is one of our newest programs.


We have been funded at below the level that was originally intended for many years, until just about last year when we finally received the $30 million that was originally intended for our programs.  As more tribes come in, the slices of pie were getting smaller and smaller.


So this year we would like the Health and Human Services to see if they could increase our budget to $40 million.  This would be used in the elder care program, the family caregiver support program, the nutrition programs, and the supportive service programs.  We are asking for $5 million for aging research and training dollars to help these 243 programs that we talked about.


Title VI programs are the main avenue for reservation elders to receive services.  Title VI directors who provide that service had not had any type of training or staff development since 1995, when it was removed with the Title IV being taken out of the All Americans Act.


We have a very high turnover of directors, probably around 65 percent or 70 percent. We have staff burnout.  They are not the highest paid positions in the tribe because many of the grants are the minimum grant, which is $74,000 for a tribe that can count up for 50 elders in their program.  The larger tribes receive a maximum of $178,000, which still isn't enough to meet all their needs.


We think the Title VI program is one of the best ways to get information to elders about other programs, state as well as other federal programs.  We do meet with the state people.  In my State of Oklahoma, I sit on the State Council on Aging.  We hear about the other programs and we are able to pass that information on to the Indian elderly programs so that they can access those types of programs.


We would like to be able to provide staff who are trained in eligibility for Medicare, the Qualified Medicare Beneficiary Program, specified low-income Medicare beneficiary programs, Medicaid, and social security.  So these are types of things that many of our elders aren't aware of or need information on.


We also desperately need training monies to enable Title VI providers to learn how to provide caregiver support programs.  I think the third year now we are going to have funding.  We have never had training dollars to train the caregiver support area.


The 2005 budget recommendations.  We are recommending the Administration on Aging fund the grants to Indian tribes and Native Hawaiian organizations at $40 million.  This is the program that I just talked about.  Title VI All Americans Act funding has been inadequate for many years.  It is mandated in the law that we provide services that are comparable to those provided under Title III, which we have never been able to do.


Under Title III, the states receive separate monies for congregate meals.  They receive separate monies for home-delivered meals.  They receive separate monies for supportive services.


The tribes only receive Title VI.  Tribes provide all those three services.  We do not get any extra dollars for supportive services.


As I said, our funding range for the smaller programs is $74,000 for the tribe and $178,000 for the larger tribes.  That is it.  That is for the whole year that they have to support these programs on.


We do receive other dollars from USDA.  We get cash in lieu of commodities.  We get a small amount of reimbursement that way to provide these meals.


As has been stated earlier, our population is growing.  We are getting more and more elders that are living longer.  A lot of them are not very healthy because we have, as mentioned earlier throughout the day, the diabetes epidemic.  Cancer is pretty high in the Indian elders.  It is a real need that we have to give our programs and that we have types of elder care support for these elders.


We do have increased costs -- food costs more nowadays -- and a real need for transportation.  So, a lot of these dollars of this amount that we are requesting could be used to purchase vans for transportation.


The state does have programs for the elderly.  If you get on there and show the need, submit a proposal to them, they can get you a vehicle.  I think it is a 20/80 match.  The tribe would come up with the 20 percent and the state would come up with the 80 and get you a vehicle that way.  There is something like a two-year wait, though, to do that.


You hear a lot about Indian cars.  The Indian elders drive around in these Indian cars back in Oklahoma.  I think we took one trip one day and we said, they took the tires off the Head Start bus so we could go.


[Laughter.]


MR. KODASEET:  That is called real coordination between programs.


[Laughter.]


MR. KODASEET:  So we are requesting $40 million for the Title VI programs.


The other area that we were provided in the All Americans Act is Title VII, elder abuse awareness and prevention money.  This program, even though it is authorized in the All American Act, has never been funded for Indian people.  So we are requesting $5 million for those activities to be provided under Title VII, Subtitle B of the All Americans Act.


These funds would be used for education programs directed toward increasing awareness of elder abuse in Indian Country.  There is elder abuse out there. It may be in the form of mental abuse, it may be financially, it could be sexually.  It is just abuse that is really not talked about by Indian people.


But a lot of times the elders become grandparents raising grandchildren because their children are not taking responsibility of raising these kids.  This is something that is happening right now.  We have many elders who are going through that.  We need the assistance and the legal assistance so that they can gain responsibility over the child, too, even though they are the ones providing all the subsistence and raising their grandchildren.


As I said, funds have never been appropriated for that Title VII.  So we are asking for a demonstration grant program in the amount of $5 million so that we can address this very serious issue.


So the total request for the National Indian Council on Aging to Health and Human Services is $50 million.  As I said, $40 million for the Title VI program, nutrition and caregiver portion; $5 million for training dollars and research; and then $5 million for the Elder Abuse Program.


So this is our request.  We have turned in written copies of that to the chair.


Thank you, sir.


[Applause.]


LT. GOVERNOR KEEL:  I believe that at this time it is time for the Tribal Wrap Up.  We have two presenters this afternoon.  We have Tex.  We heard from Tex Hall this morning.  We also have Alvin Windy Boy.  We heard from him this morning.


At this time, Tex, do you want to come forward?


Tribal Wrap-Up


Tex Hall

MR. HALL:  Thank you, Mr. Chairman and Mr. Assistant Secretary.  Thank you, members of the Administration, for allowing tribes the opportunity to present on many of our issues that we have heard.


Thank you, tribal leaders, for giving me the opportunity.


We were looking at the many presentations, and some consistent themes came out of the presentations, Assistant Secretary Weems.


First of all, reauthorization of the Indian Health Care Improvement Act is critical.  In my understanding in talking with Chairwoman Joseph, it might be as soon as this Friday.  Maybe I shouldn't say "as soon as," but about time on Friday it may come up in the House.  So that is a very critical piece of legislation. Hopefully, this Friday it will happen and we will have it introduced and sponsored.


Support for the reauthorization of the Welfare Reform and the TANF, as Chairman Wallace had testified to, is very critical.


Also, the homeland security, the need for a Tribal Homeland Security Department and a Tribal Homeland Security Bill as tribes are specifically looking at direct government funding to tribes to protect our homeland.


Also, to stop the transfer of Head Start from HHS to the Department of Education is critical for tribes.


As far as Indian health, we heard again consistently to stop the restructuring of the human resource initiatives at IHS.  Actually, to exempt IHS from further restructuring because full tribal consultation has not occurred.  On the proposal, we fully know that IHS is already under a bare bones type of a budget.  I am sure Dr. Grim would attest to that, that further restructuring of many, many positions with the loss of Indian preference would be very detrimental to Indian tribes and the Indian health service to carry on the functions and the services that our people need so much.


Again, on homeland security, we really actually need to develop a tribal liaison with federal, state, and local health resources programs.  We need the HHS homeland security funding to be used in the whole community as a perspective.  The whole tribal community, that is.


On tribal state relations, direct funding to tribes.  Tribes should not have to go to the states for federal funding.  We have consistently heard that.


Set-aside versus competing grants.  I would like to say for the record that tribes are asking for a set-aside and not competing grants.  We find now in many of the languages for grant proposal applications it is starting to state "tribes in rural areas."


So not only are we having to compete against each other, Councilman Windy Boy, we are also having to compete against rural populations.  We all know the budget pie is getting smaller and smaller and smaller.  If there is no set-aside, we will not have access to these precious dollars that could help our people.


So again, on Head Start, we really believe in the mission and scope of Head Start and early Head Start in the Department and would like to maintain that the administrative structure that allows tribal grantees direct access to the federal policymakers be maintained.


We also advocate for increased funding for Head Start tribal programs and, when asked to testify on Head Start, reauthorization, that we would be able to select and have that opportunity.


To increase the set-aside for tribal child care from two percent to five percent.


Again, under the Indian Child Welfare Act, to support legislation S 331 and HR 443 that authorize tribal governments to be eligible for direct reimbursement for Title IV-E services that Terry Cross was talking about.


Again, in the welfare reform support language and the welfare reform reauthorization, that includes increased programs for Indian Country.  This is very critical.


Elderly and aging services.  We support increased funding for aging research, as was mentioned by Gary, and training grants.  Aging grants to tribes and Native Hawaiian organizations and programs directed toward preventing abuse, neglect, and exploitation of our Indian elders in Indian Country.


We also heard the word "consultation, consultation, consultation" throughout each of the presentations.  The theme of tribal consultation was discussed by all of the leadership that we have heard.


So, in closing recommendations, Mr. Assistant Secretary Weems, we very much appreciate this government-to-government consultation that you have conducted today with key members of your staff.  We would like to invite you to include tribal leadership participation also on the Intradepartmental Council for Native American Affairs that Secretary Thompson has reinstated.


Also, to have each agency conduct a follow-up session with the tribal governments after the first draft of the budget.


And for FY '06, HHS tribal consultation conduct a two-day meeting.  Clearly, one day is not enough, as we are all having to rush through our presentations.  It limits government-to-government dialogue of consultations and more questions and responses that are very much needed in this very tough budgeting process that we are all facing.


I would also like to ask Assistant Secretary Weems that the record would stay open for an additional two weeks so that tribes clearly can comment on today's session and that we be given that opportunity to do that.


I just would, finally, like to say that, as we talked about earlier and as I talked about in my comments, the tribes are so focused on direct government funding, to the point where many tribes feel it is not acceptable to put money towards the states, especially when states have two things.


One is, many states have poor relationships with tribes.  Secondly, under our treaties that the United States had signed, it is only the Congress and the Administration that has the government-to-government responsibility and not the states.


So this is a real critical piece of language that we would like to have Secretary Thompson and of course yourselves and the members of the Department support.  It would go a long, long ways towards really promoting and advocating for tribal consultation and the true government-to-government process if the Administration would focus its efforts on getting the monies directly to tribal governments.


Thank you very much for giving me the opportunity.


[Applause.]


MS. SCHOFIELD:  Thanks, Tex.


Alvin?


Tribal Wrap-Up

Alvin Windy Boy

MR. A. WINDY BOY:  Alvin Windy Boy don't know no time.


[Laughter.]


MR. A. WINDY BOY:  Thank you.


Wrapping up, in Indian Country we represent many societies.  We represent many ways of delivering governmental services.  We are all unique.  We are all unique in a sense of knowing what the needs of our people are, even to the very youngest.  Not knowing the winds of individual tribal political direction, one day we are here, the next day we are not.  I guess in life it is the same way.


While being here, we try to make and do the best that we can to try to make our people's lives, down to the unborn, to the oldest, as comfortable and easy as possible for them to live another day.


History certainly tells us over the course of time that we always had that in place.  No matter where we come from, whether we live in Washington State, Maine, California, or Florida, and all points in between, we have a society that gave each of us a check and balance. We made sure that our people didn't go hungry.


In wrapping up today's process with the Department of HHS, the support for the forward movement of self-governance, Title VI, and potentially Title VII, we recognize that tribes are reaching out for partnerships not only with DHHS but other federal agencies as well and also remembering the lobbying strength of Indian Country and appropriations as an example.


Tribal consultation is certainly a continually evolving forum and not a once-a-year forum.  We need to identify and define a protocol and a process for tribal consultation that is going to further keep ongoing communications.


We need to continually work at identifying resources to eliminate the profile and health disparities throughout Indian Country.


Goddarn.


[Laughter.]


MR. A. WINDY BOY:  Whoever heard of a 25-year-old wearing bifocals?


[Laughter.]


MR. A. WINDY BOY:  Twenty-five-year-old trapped in a 46-year-old body.


[Laughter.]


MR. A. WINDY BOY:  The Indian Health Service budget of $2.8 billion is minuscule in comparison to that of HHS.  Our people are important to us and we are citizens as well.  Our health needs to be addressed by DHHS.


If it is in comparison of $2.8 billion to $505 billion, certainly if that is in reach for us, certainly let us be at the table and best determine and mold what we feel is in the best interest of Indian Country.


What was talked about today and referenced over the course of time was the budget priorities for fiscal year 2005.  It is extremely important for the Administration and budget officials to recognize how two percent, three percent incremental appropriation increases to the Indian Health Service does not enable self-governance compact tribes to keep up with the inflationary costs, population growth, and mandatory costs, such as pay costs.


The Indian Health Service needs an additional $460 million to cover these needs.  These funds need to be allocated to preserve each tribe's overall purchasing power.  The Administration should note that, without them, the tribes are annually challenged to do more with less.


The other budget priorities that we have seen include the $2.6 million to the Office of Tribal Self-Governance to addressing staffing needs and support of self-governance compact tribes to comply with the new Title V regulations, $120 million for contract health service nationwide, $100 million for contract support costs.


Each Indian tribe that elects to participate in the self-governance initiative to manage and deliver healthcare services to their communities recognize that their tribal leaders assume increased responsibilities.  That includes, No. 1, tribal leaders with self-governance compacts with the Indian Health Service need to become advocates on the national level for healthcare needs and not forgetting local need.  They need to advocate to all participants in the federal budget process:  the President's Administration, DHHS and IHS leaders, Congressional leaders, Congressional committee members, and Congressional staff.


The self-governance tribal leaders recognize that success includes developing strong partnerships with the Indian Health Service director.  Tribal leaders need to have direct access to the director.  Tribal leaders need to have direct access to the director and look forward to improving the agency's tribal budget formulated consultation process and policies.


Tribes have heard Secretary Thompson's reestablishment of the Intradepartmental Council and announcement of the regional consultations throughout the United States.  Tribal leaders and Indian Country need to work through the consultation process to be committed toward improving communications and having meaningful, engaging dialogue upon program budget issues affecting Indian people and communities.


Tribes are willing to support DHHS in Indian Country to establish quality consultation policy and process.  That is a challenging task, reflected by the difficulties of this consultation session today.  It is a valuable and worthwhile effort.


Personally, I want to thank all the tribes who have participated here.  As mentioned earlier, I am a nervous, nosy Cree Indian.  I am nervous in the sense that what is coming over the horizon, is it in the best interest of Indian Country if we are not at the table?  I am nosy in the sense that whatever changes are going to occur or going to happen in front of me, alongside of me, or behind me, I want to make sure that I am going to be a part of that or know what is going on.


I want to thank those tribal leaders that certainly have been at the forefront in creating direction for Indian Country.  We certainly need a lot more help from Indian Country nationwide to step up to the plate.


I pay great homage to a good friend of mine who was defeated in her election on the Nez Perce Tribe, Julia Davis.  Knowing Julia, she is always within a phone call away.


In closing, I want to personally thank you, Claude, for the time that you took out of your schedule to actually come to Indian Country.  My home, in particular, my elders' home, the ceremonial leaders' home, those children that are going without, those log houses that are without energy, without sewer and water that were so eloquently expressed by tribal leaders this morning.  You were there.  You have seen the lifestyles of Indian Country.


We certainly need to keep walking this path.  Knowing what you are about and you knowing what we are about is ultimately the same, and making sure that those unborn known all people are taken care of.


I certainly acknowledge the position that you are moving on towards, providing they let you across the street.  I hope that you don't forget Indian Country wherever you may be because at some point you may be the deciding factor for the future of Indian Country and that when you leave you can tell your staff, Indian people are beautiful people.  Indian people have feelings.  Indian people are on a mission and that mission may not be much to people back here, but it certainly means a lot to us in Indian Country.


As evidenced by a lady that came to my office, getting a box of Pampers was a big chore for her because her resources were limited.  We are in that same situation.


So with that, on behalf of my tribe, those old-timers that you met, I don't know if we had a fluent Cree speaker that went along with you, but it kind of reminds me of this doctor.  He couldn't understand this lady.  She just spoke Cree.  He wanted to find out what kind of aspirins or what kind of pills she was taking.  She didn't understand what he was saying.  So he opened the door and hollered in the hall of the clinic, "Does anybody here speak Cree?"  We looked around and there was a half-breed girl there.  She said, "I think I do."


She came in and he said, "Ask this old lady here what kind of pills she has in her medicine chest at home."  "Okay."


This old lady is sitting there.  She bent down over, looked her right in the eyes, and she said, [loudly] "What kind of pills do you have?"


[Laughter.]


MR. A. WINDY BOY:  Sometimes in communication we don't understand each other.  But walk with us.


On behalf of my tribe and tribal self-governance tribes, all the 286 tribes that are there, I want to give you a little gift, a small token of our appreciation for Rocky Boy and self-governance tribes.


A young guy made this horsehair belt and he is quite an artist, a local artist.  An old lady beaded this buckle.


DEPUTY SECRETARY ALLEN:  It is beautiful.


MR. A. WINDY BOY:  So you don't get lost or lose your keys, there is a beaded key chain to match that.


To make sure that when every tribal leader leaves here, we got you a new checkbook.


[Laughter.]


MR. A. WINDY BOY:  Write however many amounts of money you want on that.


[Laughter.]


MR. A. WINDY BOY:  With that, thank you, Claude.


DEPUTY SECRETARY ALLEN:  Thank you.


[Presentation to Deputy Secretary Allen.]


DEPUTY SECRETARY ALLEN:  The checkbook is blank.


[Laughter.]


Closing Remarks by the Deputy Secretary

DEPUTY SECRETARY ALLEN:  Alvin, I want to thank you for your personal friendship and the meaning that it has to me.


In addition, I want to thank all of you just personally.  As I said this morning, it has just been a wonderful experience of getting to know people throughout this country and Indian Country.


I know that the Secretary and I both are extremely excited and extremely pleased that so many of you were able to come and participate in this tribal budget consultation process.  You see, it means as much to us as it does to you.  While you live every day in Indian Country and are impacted by what we do, there is a shared vision in terms of how we will respond to need.  That need is around this country and as we see it in Indian Country.


I also want to just express to you the Secretary's commitment to and his concern about bioterrorism.  In fact, as we talked about it as I was sitting here earlier this morning, one of the things that we want to explore is how we as a Department can make all that we are doing in terms of public health emergency preparedness a reality so that there is someone here that you can be in contact with from wherever you are in Indian Country to know that you have a key contact just in that specific area.  So we are going to be exploring some ideas about that, and we will be back in touch with you to get your input on that as well.


I want to thank all the tribal presenters who performed in outstanding fashion and were able to articulate in a very clear, very concise way what the view is in Indian Country in terms of what you see in terms of our budget process, what are your priorities, and how we can match those priorities up with the Department's budget and what we are doing here.


I want to thank all the esteemed tribal leaders who are here today for taking time out of your very hectic schedules to be here.  As you were sharing about Julia Davis and others who are really putting their futures on the line in many ways because of their passion about health care in Indian Country, those are issues that we do not take for granted.  We want to thank you again for the time that you invest in these consultation processes.


I would be remiss if I didn't thank a number of other people here as well.  I want to thank Tex Hall, president of the National Congress of American Indians.


Tex, thank you again for your tremendous leadership.  It is wonderful to see the tribal colleges and universities coming together and developing partnerships that really do provide the future for not only Indian Country but in part, really, for much of the rest of the country because of the emphasis that you are placing there on education.  So we look forward to working with you on that.


I want to thank also Lillian Sparks for your assistance.  Thank you for your hard work here.


[Applause.]


DEPUTY SECRETARY ALLEN:  I understand that Julia could not be with us -- Julia Davis that is -- today, who is the chairman of the National Indian Health Board.  She knows that I thank her all the time when I get to see her.  It is such a privilege to do that.


The board members and the staff for your help as well.


J.T. Petherick was instrumental in the development of the agenda and the communications effort for the tribal leaders and tribal organizations.  Thank you.


Alvin Windy Boy, Sr., Willie Jones, Don Kashevaroff, our president here on behalf of the Indian Health Service Tribal Self-Governance Advisory Committee, thank you for your participation.


We relied on the able assistance given to HHS by Juliet Pittman.  She has served our staff well in helping to pull this together.  So thank you as well.


We also want to mention briefly the tribal organizations who are represented here today as well:  the National Council of Urban Indian Health; the National Indian Head Start Directors Association; the National Indian Child Care Development Association; the National Indian Council on Aging; the National Indian Child Welfare Association; and the National Tribal TANF Association.


I want to thank all of you for your participation here as well.  If there are any others that I have left off, I will make sure that I find out and we will supplement the record to ensure that that is included in there as well.


Of course, I also want to thank all the tribal leaders again and the organizations who presented today and were part of the audience.  Thank you all for taking the time out.


For those of you who were with us last year, we met in my conference room on the sixth floor.  It was a hot and crowded room with approximately 80 people in attendance.  We upgraded to this room to accommodate the larger audience, and once again we are greater in number than we had seats here throughout the day.  So we probably will now have to move down to the auditorium next because it is growing.


That is important because that says as we see more and more folks participating in this process, that means there is more and more of an ownership in Indian Country of this process.  So we want to see this grow again in the future.


I will ask IGA and Regina once again to look at where we can meet next year to accommodate and anticipate the size of our audience.  We want to make sure that we have all of our partners at the table, those who want to be present.  So we will be working to get that done.


With that, I just want to say again thank you.  I want to thank all of our folks from the Department here for participating.  I think Chuck Grim has done a phenomenal job over at IHS.  He has a very challenging task ahead of him, but he is getting his hands around it. We have outstanding staff who are doing that.


So with all of that, let me just say thank you all for your participation here today.  With that, I believe we will ask for a closing prayer.  If we could do that, I will end with that and just say, again, thank you again for your kindness and your friendship.  I look forward to continuing to partner in terms of the future on behalf of Indian Country.  Thank you.


[Applause.]


MS. SCHOFIELD:  Thank you, Claude.


I think Kerry has some closing remarks, and then I will make a summation.  Then I believe Lieutenant Governor Keel has an announcement to make.  So we will finish up and then we will dismiss.


HHS Summation


Kerry N. Weems

MR. WEEMS:  First of all, let me say what a privilege this has been for me today to sit in this kind of a consultation with the distinguished leaders of tribal organizations and tribes from across the nation.  I think this does give it a true government-to-government flavor.  Thank you all very much for coming.  It was a privilege for me.


In reflecting on what has transpired today, I had to think back to the legislation that Jonathan Windy Boy pointed us to and the guiding principles for consultation.  They just look exactly right to me, so I am going to read them again.


A commitment to cooperation and collaboration, mutual understanding and respect, regular and early communication, a process of accountability for addressing issues, and preservation of this as the tribal to state relationship, or in our case the United States federal government relationship.


So, thank you very much, Jonathan, for bringing that forward.


Let me try and recapitulate some of the things that I heard today.  This is in no way comprehensive.  I will try and go back through the record.


As you know, we will be very soon beginning our 2005 budget deliberations internally in HHS.  We will be working with the Secretary to address some of the things that we have heard today.  Let me recapitulate those.


In the Indian health area, the concerns that I heard are with respect to maintaining services.  That means inflation, that means population growth.  I also heard priorities for contract health care, contract support costs, substance abuse, and urban health.


We also are going to explore ways of opening up avenues to other HHS programs to make sure that the tribes can fairly compete for those.  Avenues of technical assistance need to be looked at.


I heard a very broad theme around children and families.  In that, I heard about Head Start, children's mental health, child care, foster care, Boys and Girls Clubs as a means of homeland security.  That was one I would have to go back and think about a little more but these are always provocative.


In this what I heard was the themes of moving more broadly to tribal self-governance, to maintaining a government-to-government relationship, and to giving tribes a larger hand in managing the federal dollars that are provided to them.


That brings me to the other thing that I heard, which is governance.  I did hear that in some cases the relationship with states are improving but that you would prefer a direct tribe-to-the-federal-government relationship and that in some cases, set-asides may be the most appropriate avenue for addressing those.  Overall, the main theme is self-determination in that governance process.


So that is what I heard.  I hope I heard it right.  I thank you very much for coming today.


[Applause.]


HHS Summation

Regina Schofield

MS. SCHOFIELD:  Thanks, Kerry.


I would like to thank all of the tribal representatives that have been here today.  I appreciate all of the written comments.  We will be able to keep the record open for a couple weeks to receive more of those submissions.


I also appreciate everybody's effort to condense their comments so that we could get back on track.  So I really do appreciate that.


A transcriber has been recording today's session, and we will get those documents to you over the next few weeks.  Everybody that is on IGA's broadcast list will get it automatically.  If you are not on the broadcast list, you can check out our Web site, which is <www.hhs.gov/iga/tribal>.  You can automatically just follow the links.


If you are not on our broadcast list and you would like to be, please touch base with Gena Tyner-Dawson or Rick Robert and Stacey and let them know that you want to be added to the list.  If you want to short-circuit that and you don't want to be bothered with any of us, just give us a call at 202-690-6060 and we will get that to you as soon as we can.  Thanks.


We had posed a couple questions to you this morning -- I think some of them have been answered -- whether or not a one-day session was the way to do this, if we needed to look at other avenues.  You can provide those comments also back to me or Gena or Rick or Stacey and we will look at how we can fix this process so that everybody has some buy-in into it without overloading everybody's circuits.  So we will be looking for a happy medium and keep fine-tuning the process over the next few years.


We also mentioned formulating our budget consultation in the regions.  I believe you have all received a document with the dates and the regions and the HHS Regional Directory with the area directors from IHS that are working on those and the dates.


Some of the dates, Kerry pointed out, will have to be tweaked, but we will get you a final document and hope that you encourage all of your counterparts, and if you would like to sit through a couple more days of these, to go out and participate in the regions.


This was my first opportunity to chair the Department's tribal consultation series.  I always enjoy the dialogue and enjoy learning more.


HHS is a vast and complex Department.  As we listen to you and hear your concerns, it gives us, Kerry and I and others, an opportunity to go back to our programs and just make sure that we are staying focused and that Intergovernmental Affairs here in the Department is making sure that tribal consultation is done on a regular basis.


So again, consultation, consultation, consultation.  We heard you and we will try to move forward and be as proactive as we can.  When we are not, I am sure most of you have no compunction about calling us up and dinging us and reminding us of our obligations.  We appreciate that interaction on a regular basis, we really do.


As Claude said today, we have an open door.  IGA is the portal.  We are by no means the only portal, but if you are not getting any answers somewhere else, please come to us.  My staff and I are available to help you in any way possible because we have the Secretary and the Deputy Secretary looking over our shoulder.  Neither one of them like to hear the word "no."  So we don't tell them.  You call us and we will see what we can do to get some doors opened for you.


I know that Jefferson has some comments to make just inviting you guys to an event later tonight.


Tomorrow, Dr. Grim and his staff begin the National IHS Budget Meeting.  He has a tough job; $2.8 billion is not enough.  It is never going to be enough, but where do we go to get the dollars when we know that the monetary amounts are going to be shrinking over a few years.


So I am sure he is looking forward to a couple days of dialogue and will come back and beat Kerry over the head and send Kerry down the road to have a fierce fight with OMB, and we will see how everything shakes out later.


Let's arm Jeff and Kerry before we send them out to the wolves.  So we really appreciate that, working with them and appreciate their being here all day today, with the Deputy Secretary joining us back here again.


With that, I would like to conclude today's meeting.  We really appreciate all of you from traveling all over, whether it was from Rockville, where Dr. Grim got stuck in traffic, or all the way from the West Coast.  We know travel is not easy at any time.  Alvin always hates to leave his cows.  He brings them with him everywhere.


Again, with that, we appreciate your time and attention and look forward to seeing you again in the very near future.


[Applause.]


LT. GOVERNOR KEEL:  Thank you.


I do have one announcement.  That is, the National Indian Health Board of Directors invites you to a welcome reception for visiting tribal leaders.  It is this evening, beginning at around 5:30.  Their offices are located at 101 Constitution Avenue, Northwest, Ninth Floor Terrace.


If you don't have one of these in your packet, if you need directions, I am sure someone around here will give you some directions and get you over there.


With that, I'm going to ask Jerry Freddie to come forward and do a closing prayer for us.  As he's coming forward, I want to express my appreciation to all of you here for allowing me to be a part of this.  I appreciate the staff.


Deputy Secretary and Gena, I appreciate your just listening with patience and understanding.


We look forward to continued dialogue.  Thank you very much.


Mr. Freddie?


Closing Prayer

Jerry Freddie

MR. FREDDIE:  I offer the prayer, but before that I want to use my grandpa's song.  This song is used when there is a good intent that you want to strategically go after something and to crystallize your mind, the determination, the commitment that has been talked about, and the partnership that is needed, and then the awareness and the realization and understanding of the obvious need of the American Indian and Alaskan Native needs.


Based on that, I want to go ahead and take this opportunity to sing one of the Navajo songs that has been carried on for generations and that has been instilled in me by my grandfather.  Then I will go ahead and use my own language and pray for guidance from the Almighty, the Supreme Being.


So in that respect, I want to go ahead and take this opportunity to provide a closing prayer.


[Invocation led by Mr. Freddie.]


[Whereupon, at 4:55 p.m., the proceedings were concluded.]
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