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Chairman Tester and Members of the Indians Affairs Committee, my name is Tim Rosette and I have the great honor of having been asked by the leadership of my Tribe, the Chippewa Cree and by the members of our Health Board, to be the Director of Health Services on the Rocky Boy’s Reservation.  It is an honor to be entrusted to operate the health care programs for our people but I must tell you that there are times when I wouldn’t wish this job on my worst enemy.  I will challenge any person in this country to try and undertake a job when the funding to succeed is so totally lacking that failure is almost assured.  It breaks my heart to have to turn down health care requests by tribal members, including children, who so desperately need it.
You have entitled today’s meeting as a hearing on “Ensuring the Indian Health Service is living up to its Trust Responsibility.” I think it is safe to say that the IHS is not even close to living up to its trust responsibility relative to the health of the Indian people.  One problem on this matter is that it would be nearly impossible to quantify when the trust responsibility has been met and when it has not, but I can tell you that when contract health care is limited to Priority 1, meaning an Indian person can only be referred to a private doctor if the person’s life or limb are at stake, we are not close to meeting a trust responsibility.  When according to data supplied by the State of Montana, Indian men and women live 19 to 20 fewer years on average than their non-Indian counterparts; we have not come close to meeting the trust responsibility.  Montana is abuzz with stories about how Veterans are not being properly treated in their health care and we strongly support those Veterans.  But please know the following: the US spends, on average, almost $7,000 per Veteran per year through the VA whereas the US spends less that $3,000 per year for Indians for health care. The US also spends over $12,000 per year for each recipient of Medicare.  What is the Federal government saying with these spending patterns?  Are Indian people really worth less than half what Veterans are worth? Are we worth only one-quarter of the value to the US of a Medicare recipient?  It is difficult to look at this data and not reach what probably sound like cynical conclusions. I am sure you have seen the results of this disparity. Not only do Indian people live fewer years but we have worse indicators in almost all known ways of measuring health. So is the IHS living up to its trust responsibility?  Not even remotely.
The statistics I cited previously are widely available.  So what I can’t understand is that if the Indian Health Service and the Office of Management and Budget know that we are getting one quarter to one half the funding of other federal beneficiaries and they know how that lack of funding is resulting in our people suffering from lack of health care, then how is that they do not ask for sufficient funds to eliminate the disparity?  Are these agencies racist, or do they just not care? Again, I don’t mean to sound so cynical but we need to get answers to these questions. We are told that the federal government just doesn’t have the money, but we are going to spend over $820 billion in FY 15 on the DOD budget, so we apparently do have money for things that are a priority. How can the federal government prioritize and budget that much money for the DOD, and not prioritize basic human life? 
 I want to give you a few examples of how the disparity has affected just a few of my people recently:
1.       JT: a 44 year old male with severe arthritis of his R hip, related to a condition he had as a teenager. Surgery for repair/replacement has been deferred/denied over more than 4 years due to lack of funding. This has led to increasing need for narcotics, to control his pain enough that he is able to try to work.  He cannot stand for long periods due to his pain although he is working.
2.       AV: a 28 year old male with worsening depression and some psychotic features would have benefited from psychiatric help, but referral was deferred multiple times until he eventually required hospitalization and inpatient care, and now faces legal issues as well.
3.       EA: a 61 year old female with severe arthritis of bilateral hips, who has been recommended to have surgery for over 5 years, with orthopedic referrals deferred/denied due to lack of funding. She is caring for multiple grandchildren in her home and is in severe pain.
4.       DH: a 60 year old female who was known to have hemorrhoids but had increased rectal bleeding; in January 2013 she was referred to General Surgery, and not having an alternate resource she was sent to Blackfeet Service Unit, where a General Surgeon performs colonoscopies; that appointment was scheduled for June 2013. The surgeon there told her she did not need a colonoscopy. She presented back at our clinic in September with increased pain and weight loss, and was emergently referred to Gastroenterology, where she was diagnosed with colorectal cancer that had spread to lymph nodes, requiring extensive surgery, chemo and radiation treatment.
On a more general basis: colonoscopy is the preferred screening test for colon cancer in patients over the age of 50. It is covered by Medicare for patients between the ages of 50 and 65; however, as our Contract Health Service is always in a deficit, the only way we could refer people was to refer them to the Crow or Blackfeet service units, where a General Surgeon could perform the procedure. Both sites are very distant (>3 hours). More importantly, appointments there were either not scheduled or scheduled a long time out, so most people referred were not able to get the test. If people can be screened, colonoscopy can remove the polyps, thereby preventing cancer, or if there is already cancer present, find and treat it at an earlier stage.
Another general issue: while we are trying to improve access issues to the best of our abilities here, recruiting and retaining medical providers is extremely difficult. Multiple providers have left for higher paying jobs in less remote areas. This leads to a lack of basic continuity of care, and overall decreased access for chronic and preventative care (fewer breast exams done, harder for patients to get in for better control of their diabetes, etc.).
Tribes are entitled to obtain reimbursements for reasonable administrative and overhead costs pursuant to the Indian Self-Determination and Education Assistance Act (ISDEAA).  Contract support costs funding reimbursement is settled law and has been reaffirmed by the U.S. Supreme Court,  most recently in Salazar v. Ramah Navajo Chapter. The federal government’s obligation to pay contract support costs (CSC) under ISDEAA contracts is legally binding and the right to full payment of CSC should be funded on a mandatory basis. However, CSC is law and now a recurring expense for the federal government through the IHS with no additional funding attached to cover these CSC expenses.  If additional CSC dollars are not appropriated and permanently allocated by the federal government to the IHS, then IHS will be forced to reduce direct health services to Indian people in order to comply with the CSC law, which in turn means less dollars going to an already grossly underfunded Indian population. 
Mr. Chairman, it is now May, the eighth month of the fiscal year. Do you know when I got my final FY 14 budget from the IHS?  Two weeks ago! How can I possibly do any planning, how do I hire staff and determine how to allocate funding for patient care when I don’t know how much money I have to work with two-thirds of the way through the fiscal year? In order for the IHS to function through these troubling budgetary times, IHS must be given a minimum of a two year allocation/appropriation in order to adequately plan and administer their trust responsibilities to the tribes.  Without it means continued chaos and a further erosion of our already diminishing trust with IHS due to the inability to plan appropriately.  
Beyond the need for sufficient funding -- simple parity funding with other federal beneficiaries -- we need to approach things in some innovative ways.  There are opportunities under the Affordable Care Act for Indian country that at current pace will take several years to fully understand the true benefits for our people.  
The final point I would like to bring to light is the lack of Mental/Addictive Counseling and Impatient services to our children 17 years and younger.  The tribes in our region and our non-tribal counterparts in the state of Montana and surrounding rural areas lack for qualified, competent inpatient facilities that deals with the nature of our Indian adolescent problems facing our children today.  For example, we recently had two adolescent suicide attempts, one was 9 years old and one 14 years old, where the only resource available was our local hospital who kept them for two days under observation, then notified our providers that the children were fine and were referred back to their homes. Our local hospital is not equipped and does not have the qualified staff, like many rural hospitals, to serve these children. The state of Montana has the highest rate of suicide in the country, and you add the fact that Indian country doubles Montana’s rate of suicide per capita.  I believe the system is a total failure, not just for Indian children, but for all children of our great state of Montana as well.  A regional center for adolescent mental and addictive disorders has to be established within the boundaries of Montana in order to save the lives of OUR children.     
In summary, to answer the question, does the IHS live up to its trust responsibility, the answer is quite simply…NO!  However, through bridging the disparity gap in funding, improving access and providing incentives for medical providers, providing additional permanent funding to CSC, multi-year funding allocations, while collaborating on establishing a regional youth mental and addiction inpatient facility dedicated to the betterment of our youth.  We all can strive to provide quality physical and mental health options available for Indian people from birth to our eldest elder.  
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