














































































































































































































































































































































































































































































































































It is therefore, the consensus Indian position that the 

benefit package contained in the NHI Act should also be guaran-

teed to Indians through IHS. The special Indian section of the NHI 

legislation should amend the IHS authorizing legislation to 1) 

incorporate a benefit package into the IHS program comparable to 

that provided by NHI to all other Americans; and 2) establish an 

appropriation mechanism that guarantees IHS the funding needed 

to provide the services in the benefit package to all covered 

Indians. That is, the legislation should require IHS to project the 

number of NHI covered services it will have to provi de in the forth­

coming year and the cost of providing those services. IHS would then 

automatically be entitled to have that amount appropriated to it by 

Congress through IHS' existing appropriation channels, (the Sub­

committees on Interior and Insular Affairs of the House and Senate 

Appropriations Committees) . Funds for services which IHS provides 

but which are not covered in the NHI benefit package would continue 

to be appropriated in the same manner as they are now. The l egislation 

should also define eligibility for the IHS benefit package to 

include all fede rally-recognized Indians. 

Principle # 4: Indian tribal governments must be recognized 

as the appropriate governmental entities for administration of 

health programs on their reservations. The NHI legislation must 

not give State governments authority or jurisdiction over Indians 

or Indian health programs. 
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Various NHI approaches propose to rationalize the health system 

in this country through increased governmental regulation. Many 

of these proposals would give state and local governments a signif­

ican t role in this increased regulation-- planning, institutional 

cert ification, monitoring, fee-setting, etc. None of these pro-

posals recognize the sovereign status of Indian tribes or prohibit 

state and local governments from exercising these regulatory powers 

on Indian reservations. Thus the regulatory portion of NHI promises 

to erode the sovereignty of Indian tribal governments. These provi­

sions must be changed to reflect the sovereign status of Indian tribes. 

An unbroken line of court cases over a period of 150 years has 

recognized the sovereign status of Indian tribal governments over 

Indi an reservations, and the complete exclusion of state governments. 

The cases have ruled that states cannot exercise civil or criminal 

jurisdiction over Indians on reservations, cannot tax Indians, and 

generally cannot exercise any other authority over Indians living 

~ Indian lands. 

The Federal government has recognized the importance of tribal 

sovereignty to the future of Indian people. In recent statutes, 

Congress has included specific language to protect tribal sovereignty 

and to prevent state erosion of it. For example, in the National 

~alth Planningand Resources Development Act, tribal health programs 

were specifically exempted from the authority of Health Systems 

Agencies to review and approve proposals for Federal health funding. 
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Therefore, it is the consensus Indian position that Indian 

tribal governments be given the sole authority for regulating health 

programs, funds, and resources, and carrying out any other govern­

mental function on their reservationsi and that State governments 

be given no authority under NHI to carry out governmental functions 

on Indian reservations. 

Principle # 5: The principles of Indian tribal Self-Determin­

ation must be incorporated in NHI legislation. 

The Federal government has formally adopted the policy of 

Self-Determination for Indian tribes. As established by the Indian 

Self-Determination Act of 1975 (P.L. 93-638), Indian tribes, not 

the Federal government, are to make determinations regarding the 

needs and priorities of their tribal membersi the Federal govern­

ment will respect those determinations and will assist tribes in 

developing the capability to implement tribal goals and objectives. 

The principles must be incorporated into NHI, in so far as NHI 

affects health care to Indians, in the following manner: 

The Self-Determination Act gives the tribes 

the option of taking over BIA and IHS programs 

and running them as tribal programs. The Act 

and the Regulations specifically state that 

the Federal government will not require tribes 
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to take over Federal programs; it is a function 

of the tribe to decide if it wants to do so and 

how and when it wants to do so . NHI must not 

be used to compel tribes to assume responsibility 

for IHS health programs at a pace diffe rent or 

faster then that determined by thetribe . NHI 

must not be structured to reward tribes that 

take over IHS programs and to punish tribes 

that do not. Health benefits to Indians must 

f low equally to them, whether the health program 

on their reservation is administered by the tribe 

or by IHS. 

Tribes must also be given authority to revise or adapt IHS 

stand a rds for the delivery of health care in order to make that 

de livery more responsive to the tribe's values and traditional 

methods of providing for the health of its people. 

Resources must be made available to tribes so they will 

have capabilities to carryout these functions . Under the Nation­

al Health Planning Act, the Federal government authorized the 

creation of Health Systems Agencie s throughout the country to 

carry out health planning for their areas. The Ac t set the minimum 

l eve l of staff and staff competency required to perform these planning 

t asks and then provided the HSA's with the funding needed to obtain 

t his competency . The Act also established He alth Planning Centers 

to provide backup to the HSA 's. No comparable program has been 
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established to enable tribes to obtain an equivalent level of compe­

tency. Most tribal health boards have no full-time staff; tribal 

health departments have no steady and adequate source of funding 

to permit them to meet their Self-Determination responsibilities. 

It is the Indian consensus position that Congress must provide Indian 

tribes with resources and backup support comparable to that provided 

HSA's so that tribes will have the capability to carry out their 

responsibilities under NHI, responsibilities which appropriately 

should reside in the tribe under the principles of Indian Self­

Determination. 

Principle # 6: Urban Indian Health Programs must be design­

ated as eligible providers for the purpose of receiving reimburse­

ment form both IHS and NHI when those clinics provide covered 

services to eligible persons. 

Non-reservation Indian people usually have little direct access 

to Indian Health Service and are largely dependent on the non-

Indian health care system. In some urban areasthere are Indian 

health programs that provide some health services to Indians. At 

present urban Indian health programs do not have sufficient funds 

to deliver the quantity and range of services required. Hence, 

National Health Insurance is regarded by many non-reservation 

Indians as a means by which they can obtain greater access to care. 

Similarly urban Indian health programs are generally looking to 

National H9alth Insurance as an additional source of funds . 
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According to the 1970 U.S. Census report. 48% of the total 

I ndian population resided in urban areas. Current estimates 

i ndicate the total population now residing in urbanareas exceeds 

50% of the total Indian population. The current IHS budget is 

only sufficent to serve 53% of the health needs of reservation 

based people. This means that up to 75% of the total Indian 

population does not receive adequate health care and could not if 

needed . 

Indian peopl e residing in urban areas have relocated mainly 

because of economic reasons. However, the move to the city 

has not always led to an improved standard of living. In many 

cases it has represented a diminished standard of living from 

that which they experienced prior to moving to urban areas . 

Poverty among Indian people 1n cities ranges from 30 % to over 50% . 

The fact that there is a high degree of poverty among 

Indians directly affects their ability to obtain health care. 

Accessibility to health care in cities is primarily based on 

albility to pay. Most hospitals in cities require proof of abili t y 

ro pay prior to admittance. This fact alone prohibits many urban 

Indian people from seeking health care from local health providers, 

i. e ., state, city, county, or PHS hospitals or clinics. This l a c k 

of low cost health providers oftentines forces Indian people 

to do without health care rather than face the embarrassment of being 

denied health care by the existing systems. In some areas Indian 
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•)eople can use existing IHS facilities i f t hey p resent themselve s. 

Jut co make use of these facilities requ ire s t i me off, loss of pay, 

travel ranging from 40 to 140 mile s, and the a dded expense of that 

.ravel. 

Congress, during recent years has recognized the need t o 

provide some form of health care for Indians in urban areas a nd has 

'lcyun a ppropriating limited funds supporting urban Indian h ealth 

~rograms in a number of cities across the country . These prog r ams, 

which have been delivering primary health c are serv ices to Indian 

people since 1970, are non-profit private organizations, directed 

Ly Indian consumers and providers. Also , s ome of the urban Indian 

heu.lth programs serve as contract providers f or the IHS and are 

r Jmbursed for care provided to IHS eligible I ndians. NHI legislation 

t.t not change this already established relatio n ship a s it conce rns 

Indians eligible to receive care under the IHS financed bene fit 

p, cku.ge . 

Recogniz ing the fact that IHS funding is i nadequate, t h e l ack 

ot low cost health providers, and that u r ban I n d ian people are 

dl'r iL~d accessibility to the existing systems b e cause of inability 

~o ray, the existing demand for health care i s great. The creation 

~HI will increase demands for health care which the existing h e alth 

U~- very systems will be inadequate to meet . For this reason, u r ban 

td~tn health programs must be continued to as sur e Indian peop l e 

lH clties of the availability and accessibility o f health c a r e . 
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I. Introduction 

American Indians and Alaska Natives, along with other citizens 

have been concerned about the planned adoption of a National 

Health Insurance Program in this country . On the basis of their 

un ique legal, historical and moral relationship with the Federu l 

government, Indians receive their health care from the Indian Health 

Service (HEW) and more recently from tribally run health programs 

as well. NHI, as the largest health program ever adopted by the 

Federal government , promises to have a major impact on Indian 

health programs. NHI could be of great benefit to Indian people, 

helping them tQ improve their level of heal t h , which is now the 

lowest of any population group in the country . On the other hand , 

NHI could result in great harm to the Indian people, destroy ing 

t he existing Indian health system, which they wish to retain and 

t o which they are entitled. These issues must be resolved before 

NH I legislation is adopted. 

Indian tribes, health boards, and organizat ions have spent 

more than a year analyzing the various NHI propos als and discussing 

t he ir possible impact on the Indian health system . Out of this e ffort, 

t he Indian commun ity has developed a consensus Indian position on NHI . 

The position, which is p resented herein, is in the form of certain 

basic principles that the Indian community believes must be incorp­

orated into any NHI legislation to insure that it benefits Indian 

heal th and does not diminish the level of health services now avail­

able to Indian people . Whatever NHI appro ach is adopted by the Federal 

government, it must, in the legislation , recognize and build on the 
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dual rights and status that Indians hold. 

II. Statement of Position 

The core of the Indian consensus position is that Indians 

should not be included in the basic NHI program, so that Indians 

can con tinue to build their own unique Indian health programs. 

However , a section of the NHI legislation must specif ically address 

Indian concerns by (1) reaffirming Ind ian people's right to their 

special Indian program; (2) defining the relationship between NHI 

and Indian health program; and (3) strengthening the I HS by incorp­

orating several of the basic elements of NHI into the IHS system. 

NHI legislation must also recognize and preserve the principles 

of tribal sovereignty and tribal self-dete rmination. It must also 

define the relationship between non-reservat a on I ndian health 

programs and NHI. 

Becaus e the Indian health system is unique, the principles 

set out will not fit precisely into NHI legislation; instead it 

will require a separate section dealing specifically with Indians. 

However, because of the significant impact NHI could have on the 

existing Indian health care system, webelievethat this separate 

section is justifiable , and in order to protect Indian rights, 

the Indian communi t y considers it essential. Since the final shape 

of the NHI legislation has not yet been dete rmined, it was not 

possible to provide specific legislative language. However, 

when the final form of NHI is determined, representatives of the 

Indian community will be pleased to work with the Federal government 

to transform the basic principles contained in their position into 

concrete statutory language. 
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I II. The Indian Position on NHI 

Principle # 1: The NHI legislation must specifically support 

t he continuation of the IHS-tribal-urban Indian health system as 

t he special Federal mechanism for financing and delivering health 

services to Indians; and as such, NHI must become a supplement for 

t his financing mechanism to the delivery system. 

The NHI legislation must reaffirm the legal, historical, and 

moral Federal responsibility for health care to Indians through 

ilie IHS-tribal-urban financing and delivery system. In the Indictn 

Health Care Improvement Act, the Congress once again recognized the 

special legal and historical relat ionship that has existed betwe •n 

Indians and the Federal government for over 160 years. The Act 

st ates: Sec. 2 The Congress finds that: 

(a) "Federal Indian health services to maintain and 
improve the health of Indians are consonant with 
and required by the Federal government's historical 
and unique legal relationship with, and resulting 
responsibility to, the American Indian people." 

This responsibility has been carried out through the direct 

financing of Indian health programs by Congress to IHS and the 

direct delivery of health services to Indians by IHS and tribal 

health programs. NHI must be used as a total supplement to this 

~rect financing method. NHI must not contain any provision which 

di rectly or indirectly, leads to a dismantling of the IHS direct 

del ivery system. 

The need for the continuation of the existing delivery and 

financing system is explained below: 

A. The Direct Delivery System 

The IHS-tribal delivery system of hospitals, clinics, staff , 

outreach and preventive programs, etc . must be continued because : 
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(l) It is the only health system available to the 

majority of Indian people and no NHI proposal 

provides for the establishment of a delivery 

system that could replace IHS. If NHI was 

used as the basis for dismantling the IHS 

delivery system, Indians would be required 

to depend on the private medical system which 

has demonstrated that it is neither willing 

nor able to serve the remote areas where 

most reservations are located and to provide 

culturally sensitive services to Indian people. 

(2) The Federal policy of Indian Self-Determination 

offers tribes the option of assuming policy and/ 

or operational control of the IHS programs 

serving their people--if the tribe wants to 

assume the responsibility and at a pace deter-

mined solely by the tribe. Dismantling the IHS 

delivery system would leave no program over 

which tribes could exercise their right to 

Self-Determination. 

B. The Existing Financing Mechanism 

The existing financing mechanism must be maintained becaus~: 

(l ) Direct Federal financing of health services 

to Indians, from Congress to IHS, is the 

clear and visible manifestation of the 

special Federal commitment to Indians on 

health. Our history has shown us that as 
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soon as a separate appropriation for Indians 

is eliminated, all of the rights and oblig­

ations that accompany that appropriation are 

quickly forgotten. The Indian situation is 

a unique one, and a separate appropriation 

is the only mechanism that has ever guaranteed 

proper consideration of our special situation. 

Since there is no intrinsic merit in switching 

appropriation sources and since any perceived 

collateral benefit cannot sufficiently comp­

ensate for the dangers such a switch poses to 

the Indian people, it is the consensus Indian 

position that NHI should become a financing 

supplement for direct appropriations to IHS and 

tribal health programs. 

(2) The Indian health financinq and the delivery 

systems must be kept unified if there is to 

be proper accountability--to the Congress, 

and to the Indian people. Since the source 

of funding is ultimately the same, it makes 

little sense to develop a complicated and 

confusing series of channels and levels in 

order to "involve" IHS and Indians in NHI. 

Such a system would be administratively 

awkward, would impose additional administrative 

costs, and by separating delivery and financing, 

would make accountability that much more difficult . 

{3 ) .I.HS provides a range o£ service.s tbat are n o t 
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covered under any NHI proposal--environmental 

and sanitation services , community involvement, 

special outreach services , etc. If the IHS fin-

ancing system was replaced by NHI, Indians would 

end up receiving fewer services than are now 

available t o them--thereby adding to the serious 

health problems which Indians are already fac1ng. 

Principle # 2: Indian people should be exempted from any 

compulsory NHI financing charge. Indians do not have to pay now 

for their use of IHS and tribal health services. As stated by 

the Director of IHS, "IHS is like an HMO, in that Indians have 

prepaid for thier services many times over--with their land, water, 

and resources" . Since Indians will be continuing to use IHS-tribal 

services , it would be unjust to suddenly begin to charge them for 

the health services that they have always received at no cost. 

It would also be in violation of the special Federal obligation to 

Indians. 

Indians are presently required to pay the Medicare payroll 

tax and many elderly Indians also, unknowingly, pay the monthly 

Medicare premium. Yet , because they have IHS, their utilization 

of Medicare is extremely low. As a result they end up subsidiz1ng 

the Medicare program. This situation must not be repeated under NHT. 

Therefore , the legislation should specifically provide an 

exemption frnm compulsory financing charges for Indians who use 

IRS-tribal services. However, voluntary participation in NHJ 

should be left open to those Indians who would prefer to use non­

IRS-tribal serv1ces or for whom IHS facilities may not be conven1ent. 
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Principle # 3 : Certian e lements of the NHI approach, the 

guaranteed benefit package , the individual ' s entitl e ment to that 

package, and prospecti ve f und ing to implement that guarantee should 

be incorporated into the I HS s y stem in con j unction with the adopt ion 

of NHI. 

IHS is the Indians ' own heal t h system and we want it to be 

continued; but we also wan t i t strengthened. IHS, which assumed 

the Federal responsibili t y fo r heal th care to Indians in 1955, is 

severely underfunded at the p r e s ent time. Its own internal review 

fo und that its existing appropriationallows i t to provide only 

53 % of the services it is supposed to be providing to Indian people. 

Th is severe underfunding means t ha t many Indians who need surgical 

procedures are placed on wai t i n g l i sts a nd must wait 2 - 3 years to rece ive 

t hem (the infamous IHS s urgery b a c k log). In the outpatient clinics , 

it means long waiting lines, overworked staff, rushed exami nations, 

an d insufficient equi pment to perform necessary tests and diagnoses. 

The end result is an inadequa t e health delivery system which causes 

unnecessarydeath, de t e r iorat i o n of h ealth, and suffering among 

t he Indian people. 

Statistics show that t he rate of tuberculosis for Indians 

and Alaska Natives is 6 . 5 t i me s h i gher then the rate for all other 

U. S . citizens; the rate f o r di abetes is at least three times higher 

t hen all other U. S. cit izens; a n d while res9 iratory and gall bladder 

i llness statistics are not reported in the general population , 

Indian Health Serv ice offic i a l s state emphatically that the rates 

for t hese disease s among Indians and Alaska Natives are significantly 

higher then that o f the gene r a l population. Otitis Media, an infec-
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tion of the inner ear, continues to be a leading cause of disability 

among Indians and Alaska Natives. Althougn surgical treatment can 

generally prevent the long-term and serious disabilitles of deafness 

and learning disabilities resulting from Otitls Media, only a fraction 

of this essential surgery is now being provided. The lnfunt mortality 

rate among Indians is 1 . 1 times the national average, while the Indian 

birth rate continues at a rate twice that of other Americans. 

Indian communities have an extremely high lncidence of mental 

illness, alcoholism, accidents, hoMicide, and suicide. The suicide 

rate within Indian communities is approximately twice as high as the 

total U.S. population and the Indian and Alaska Natlve have an average 

life span of 65.1 years, while every other American can expect to llve 

to the age of at least 70.8 years. 

The underlying cause of this situation can be traced to certain 

inadequacies in the IHS authorizing statute and approprlatlon system. 

The IHS authorizing legislation does not contain a guaranteed health 

benefit package--the specified list of covered basic health services 

that is found in all NHI proposals. Instead, lt Slmply authorizes 

services "for the relief of distress and conservation of health" 

(42 USC 13, The Snyder Act). 

More importantly, the IHS appropriation process is not structured 

in a manner that insures IHS the funding necessary to provide a basic 

benefit package to all Indians who need basic medical services. IHS 

does not have the open-ended funding that is available to Medicald. 

Nor is its appropriation determined through the prospective funding 

method recommended in many NHI approaches--where a faclllty's funding 
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fr om Nifi funds vould be directly tied to its proJectlon of expected 

ut i l1z ation by its cl1ent population. Rather, IHS 1s funded on an 

"hi storical budget' whlch has no ra~ional relationship to the actual 

rate of utilization of IHS services by the Indian population. The 

"h i storical budget" consists of the arbitrary base amount IHS was 

al l ocated in 1955, (when it was establ1shed in HEW) plus the annual 

incr eases 1 t has been 'Ji ven since then. Wh ile at times the increases 

have been generous (in a relative sense), they too have been arbitrary 

in t hat they were basea on the previous year 's budget which was arbi­

t rar y to begin with and never on a determination of ac tual utilization 

rates and the actual cost of providing those utili z d services. 

The result of this ''historical budget" is IHS' present situation , 

in which it is trying to "squeeze" all needed services into a budget 

iliat realistlcally can pay for only 53% of them; with the long backlog 

of needed surgery, overcrowded and underequipped facil1ties, unneces­

sary deaths and disabilities, etc. 

This situation is 1n conflict with the principles behind and the 

mechanics of most NHI approaches . One of the motivating principles 

beh ind NHI is that every American should have financial acce ss to at 

l east the basic kinds of health services; e.g . , no American should 

have to wa1t 2-3 years for needed surgery. NHI guarantees that funds 

wil l be available to pay for the services specif i ed in the benefit 

package whenever a person needs those service s . Many of the NHI 

approaches recommend that hospitals and other health facilities be 

reimbursed through a prospective funding mechan i sm; a facility will 

pro ject its expected utilization for the corning year for NHI covered 

ser vices, estimate the cost of providing those services, and then be 

given that amount by NHI (with adjustments to be made a t the end of the 
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year) . This in direct contrast to the way IHS is funded; it is 

given an arbitrary amount and then required to provide all needed ser­

vices--whether demand is for one , a hundred, or a thousand of those 

services. To permit IHS to continue to operate under this system, 

while all other Americans have a guaranteed benefit package , is truly 

to relegate Indians to a second class status in health because of their 

desire to retain their special relationship with the Federal government . 

It is therefore, the consensus Indian position that the benefit 

package contained 1n the NHI Act should also be guaranteed to Indians 

through IHS. The special Indian section of the NHI legislation should 

amend the IHS authorizing legislation to 1) incorporate a b e nefit pack­

age into the IHS program comparable to that provided by NHI to all other 

Americans; and 2) establish an appropriation mechanism that guarantees 

IHS the funding needed to provide the services in the benefit package 

to all covered Indians. That is, the legislation should require IHS 

to project the number o f NHI covered services it will have to provide 

in the forthcoming year a nd the cost of providing those services . IHS 

would then automatically be entitled to have that amount appropriated 

to it by Congress through IHS' existing appropriation channels (the 

Subcommittees on Interior and Insular Affairs of the House and Senate 

Appropriations Committees). Funds for services which IHS provides but 

which are not covered in the NHI benefit package would continue to be 

appropriated in the same manner as they are now. The legislation 

should also defin e eligibility for the IHS benefit package to include 

all federally-recognized Indians. 

Principle # 4: Indian tribal governments must be recognized as 

the appropriate governmental entities for administration of health 

programs on their reservation s . The NHI legislation must not give 
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State governments a uthority or jurisdiction over Indians or Indian 

health programs . 

Various NHI approaches propose to rationalize the health system 

i n this country through increased governmental regulation. Many 

of these proposals would give state and local governments a signi­

fi cant role in this increased regulation--planning, institutional 

certification , monitoring, fee-setting, etc . None of these propo-

sals recognize the sovereign status of Indian tribes or prohibit 

state and local gove rnments from exercising these regulatory powers 

on Indian reservations. Thus the regulatory portion of NHI promises 

to erode the sovereignty of Indian tribal governments. These provi­

sions must be chan ged to reflect the sovereign status of Indian tribe s. 

An unbroken line of court cases over a period of 150 years has 

re cognized the sovere i g n status of Indian tribal governments ove r 

Indian reservations, and the complete exclusion of state governments. 

The cases have ruled that states cannot exercise civil or criminal 

jurisdiction over Indians on reservations, cannot tax Indians, and 

generally cannot exe rcise any other authority over Indians living 

on Indian lands . 

The Federal gove rnment has recognized the importance of tribal 

sovereignty to the future of Indian people. In recent statutes, 

Congress has included specific language to protect triba l sovereignty 

and to prevent state erosion of it. For example, in the Nationa l 

Health Planning and Re sourcesDevelopment Act, tribal health programs 

were specifically exempted from the authority of Health Systems 

Agencies to review and approve proposals for Federal health funding. 

295 



Therefore, it is the consensus Indian position that Indian 

tribal governments be given the sole authority for regulating health 

programs, funds, and resources, and carrying out any other gove n­

mental function on their reservations; and that State governments 

be given no authority under NHI to carry out governmental funct1ons 

on Indian reservations. 

Principle # 5: The principles of Indian tribal Self-Determinatlon 

must be incrporated in NHI legislation. 

The Federal government has formally adopted the policy of Self­

Determination for Indian tribes. As established by the Indian 

Self-Determination Act of 1975 (P.L. 93-638), Indian tribes, not the 

Federal government, are to make determinations regarding the needs 

and priorities of their tribal members; the Federal government will 

respect those determinations and will assist tribes in developing 

the capability to implement tribal goals and objectives. The prin­

ciples must be incorporated into NHI, in so far as NHI affects health 

care to Indians, in the following manner: 

The Self-Determination Act gives the tribes 

the option of taking over BIA and IHS programs 

and running them as tribal programs. The Act 

and the Regulations specifically state that 

the Federal government will not re-quire tribes 

to take over Federal programs; it is a function 

of the tribe to decide if it wants to do so and 

how and when it wants to do so. NHI must not 
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be used to compel tribes to assume responsibi l ity 

for IHS health programs at a pace different or 

faster than that determined by the tribe. NHI 

must not be structured to reward tribes that 

take over IHS programs and to punish tribes 

that do not. Health benefits to Indians must 

flow equally to them, whether the health program 

on their reservation is administered by the tribe 

or by IHS. 

Tribes must also be given authority to revise or adopt IHS 

standards for the delivery of health care in order to make that 

delivery more responsive to the tribe's values and traditional 

methods of providing for the health of its people. 

Resources must be made available to tribes so they will have 

capabilities to carry out these functions. Under the National 

Health Planning Act, the Federal government authorized the crea­

tion of Health Systems Agencies throughout the country to carry 

out health p lanning for their areas. The Act set the minimum 

level of staff and staff competency required to perform these 

planning tasks and then provided the HSA's with the fundinq needed 

to obtain this competency. The Act also established Health Planning 

Centers to provide backup to the HSA's. No comparable proqram has 

been established to enable tribes to obtain an equivalent level of 

competency. Most tribal health boards have no full-time staff; 

tribal health departments have no steady and adequate source of 

funding to permit them to meet their Self-Determination responsi-

bilities. It is the Indian consensus position that Congress must 
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provide Indian tribes with resources and backup support comparable 

to that provided HSA's so that tribes will have the capability to 

carry out their responsibilities under NHI, responsibilities which 

appropriately should reside in the tribe under the principles of 

Indian Self-Determination. 

Principle # 6: Urban Indian Health Programs must be designated 

as eligible providers for the purpose of receiving reimbursement 

from both IHS and NHI when those clinics provide covered services 

to eligible persons. 

Non-reservation Indian people usually have little direct access 

to Indian Health Service and are largely dependent on the non-Indian 

health care system. In some urban areas there are Indian health 

programs that provide some health services to Indians. At present 

urban Indian health programs do not have sufficient funds to delive r 

the quantity and range of services required. Hence, National Health 

Insurance is regarded by many non-reservation Indians as a means by 

which they can obtain greater access to care. Similarly urban 

Indian health programs are generally looking to National Health 

Insurance as an additional source of funds. 

According to the 1970 U.S. Census report, 48% of the total 

Indian population resided in urban areas. Current estimates indi­

cate the total population now residing in urban areas exceeds 50 % 

of the total Indian population. The current IHS budget is only 

sufficient to serve 53% of the health needs of reservation based 

people. This means that up to 75% of the total Indian population 

does not receive adequate health care and could not if needed. 
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Indian people residing in urban areas have relocated mainly 

because of economic reasons. However, the move to the city 

has not always led to an improved standard of living . In many 

cases it has represented a diminished standard of living from 

that which they experienced prior to moving to urban areas. 

Poverty among Indian people i n cities ranges from 30% to over 50% . 

The fact that there is a high degree of poverty among Indians 

directly affects their ability to obtain health care. Accessibility 

to health care in cities is primarily based on ability to pay. Most 

hospitals in cities require proof of ability to pay prior to admit­

t ance. This fact alone prohibits many urban Indian people from 

seeking health care from local health providers, i.e . , state , city, 

county, or PHS hospi tals or clinics. This lack of low cost health 

care providers oftentimes forces Indian people to do without health 

care rather than face the embarrassment of being denied health care 

by the existing systems. In some areas Indian people can use exist­

ing IHS facilities if they present themselves. But to make use of 

these facilities r equires time off, loss of pay, travel ranging 

from 40 to 1 40 miles, and the added expense of that travel. 

Congress , during recent years has recognized the need to provide 

some form of health care for Indians in urban areas and has begun 

appropriating limited funds supporting urban Indian health programs 

in a number of cities across the country. These programs, which 

have been delivering primary health care services to Indian people 

since 1970, are non-profit private organizations, directed by 

Indian consumers and providers. Also, some of the urban Indian 

health programs serve as contract providers for the IHS and are 
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reimbursed for care provided to IHS eligible Indians. NHI legis-

latLon must no t change this already established relationship as it 

conce1ns Indians eligible to receive care under the IHS financed 

ben frl package . 

• ~('C0gn L: ing the fact that IHS funding is inadequate, the lack 

of low cost hea lth providers, and that urban Indian people are 

denied accessibility to the existing systems because of inability 

to ~ay, the existing demand for health care is great. The creation 

of NHI will increase demands for health care which the existing 

health delivery systems will be inadequate to meet. For this reason, 

urb,n Indian health programs must be continued to assure Indian 

people Ln citie s of the availability and accessibil ity of health 

care. 

!WTE: 'l'HE 'i ATIONAL I~DIAN POSITION ON NATIONAL HEALTH INSURA~CE 
~\',t\S Fl'RTHER AMENDED AT THE 35TH ANNUAL CONVENTION OF THE 
NATIO:JA L CONGRESS OF AMERICA;~ INDIANS, SEPTEMBER 21, 1978. 
COPII~S I-lAY BE OBTAINED FROM NCAI. 
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ADDENDUM 



~IHB: Working for Improved Indian Health 

Since its formation in 1972, the major programs and activities 
of the National Indian Health Board, Inc. (NIHB) have advocated that 
''health care services delivered to Indian Americans and Alaska Natives 
should be of the highest quality and of sufficient quantity so that 
Indian Americans an d Alaska Natives attain an equal or b et ter health 
condi tj on than other American citizens." 

As a means of achieving this, NIHB is organized to "review and 
comment on all national policies proposed by the Indian Health Service 
and other federal agencies which serve or should be serving American 
Ind ians and Alaska Natives, and to recommend services provided by 
those agencies to American Indians and Alaska Natives." 

Thus, the primary thrust of NIHB activities in the past has been 
i nterest in developing projects related to Indian health programs and 
provision of advisory, consultative and guidance functions for the 
Indian Health Service. 

Advisory fu nctions include advising the Director of Indi a n Health 
Service on all matters impacting on the relationship of IHS and 
American Indians and Alaska Natives relating to health affairs, 
Nat ional Health Insurance, the interrelationship of P.L. 94 - 437 with 
P.L . 93-638 (t h e Indian Self-Determination and Education Assistance 
Act), and the National Health Planning and Resource Development Act 
(P. L. 93-641) . 

NIHB also provides a liaison system between area health boards 
and the Indian Health Service. 

It also functio ns to review Indian health budget materials, 
implementation activities of the Indian He~lth Care Improveme nt Act. 
policies and procedures of Indian Health Service and complai nt s of 
In dian consumers and beneficiaries. 

NIHB performs its review and advisory functions through quarterly 
board of directors meetings. Board resolutions on health and heal th­
r elated matters later form a guide for IHS-Indian relation s hips in 
health affairs. 

Composed of 12 members, the Board of Directors r ep r esents all 
geographically-defined regional IHS areas, with repres e nt at i ves 
selected by their area health boards. 

In addition to continuin g such work, with its staff capabilities 
expanded over the past year, the focus of ~IHB efforts has shifted 
toward increased involvement with legislation impacting on Indian 
health and social welfare and on increased dissemination of information 
and assistance to tribal people and their health boards. 

More specifically, NIHB staff continue to closely monitor National 
Health Insurance developments and, working closely with the NHI Core 
Group (composed of tribal and nati o nal Indian organization represent-
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ativ es ) , a~e seek ~ ng t o insure that the Indi a n viewpoint is 1ncluded 
in whatever plan is finally adopt e d. NIHB staff presented testimony 
before a nat i o nal hearing on the NHI i ssue, have attended meetings 
of HEW Secret ary Califano's task f orce (al o ng with securing an Indian 
repre s entative on the same) and have acti vely p articipated in HEW 
hearings sol iciting the views of Indian people l ocally around the 
c ount r y. 

NIHB has al so made its po s iti o n kno wn , appeari n g either before 
c ommission or c ong r essional c ommitt e e hear ings, o n full funding for 
the Indian Health Care Improveme nt Act, S. 1214 : t h e Indian Child 
Wel f are Ac t of 1977 , and protec tion o f huma n s ubjects in health care 
programs delivere d under DREW. 

Through numerous mailings and thro ugh i ts recently - developed 
monthly news l e t te r , the NIHB Health Report e r , t he organization has 
attempted t o advis e Indian peopl e o f significan t health- related hearings 
on their own areas and keep them informe d abo u t t h e implications of the 
subject s invo lved. NIHB staff p e r s ons have r e mai n e d available to 
provide addi tional i n fo rmation or a ssis tance a s requested by tr1bal 
groups , h e a l th d e p a rtments and bo a rd s . 

In the f uture, NIHB will stress the cont i nuat ion of cooperation 
and interaction, not only with IHS , but with tr ibal organ izations and 
Indian health organizations which share the mutual concern of improvin ~ 
the h e a l th st a tus o f American Indians and Alaska Natives . To this end , 
spe c i fic NIHB planning objectives i nclude: 

--Advocate t he continuance of IHS h e alth c are s ervices as a federal 
obligation based on treaties and laws which have b ee n reaffirmed by 
congressional and executive acti o n. 

--Promot e Native American participation in impl ementation of the 
Indian Health Care Improvement Act. 

--Serve as the primary advocate f o r h e alth b o a r d training and technical 
assistance. 

--Promote close coordination with area health boar ds, service unit 
boards, the National Tribal Chairmans Association , t he National Congress 
of American Indians, the American Indian He alth Care Association and 
other groups anc organizations conce rned with improvement of the health 
status of Indian Americans and Alaska Natives. Offer sponsorship of 
joint meetings with these grcups and organization s o n health matters 
of mutual int e rest and concern. 

--Implement a communications syst e m for prov iding all health boards 
with information on new health developments and se r ve as the source o f 
health inform~tio n for Indian s . Provide a c l e a r i nghouse of jnformation 
on the nat io nal Indi a n positio n o n Natj o n a l Hea l th Insurance. Providt' 
ongoing co nsult a tion with IHS and Indjan c ommuni ties regarding pending 
NHI l eg i sl a tion. 

--Serve as a cl e aringhouse for informa tio n o n P.L. 93-641: the National 
Health Planning and Re s o urces Deve l opment Act. 
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--Sustain an organ i ze d voice and active participati on 1n de<' i !--d<>n:-. 
developments, a nd implPmentation of IHS p o li c i Ps. Improv e-' ex1·-tinh 
methods , p1·ograms and efforts through wh] c h NIHB and IHS c.ont inw· t<· 
identify healt h gaps. 
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