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Thank you, Chairman Dorgan and Vice Chair Murkowski for providing the United States Senate Committee on Indian Affairs with an opportunity to hold a confirmation hearing for Dr. Charles W. Grim.  I want to take this opportunity to thank Chairman Dorgan, Vice Chair Murkowski and their staffs for working with me on improving the health facilities construction language to remedy the inequities associated with the allocation of construction resources in S.1200, the Indian Health Care Improvement Act Amendments of 2007.  The reauthorization of the Indian Health Care Improvement Act (the Act) is so important to Native American families and communities, and they need us to finish our work. 
As the current Indian Health Service (IHS) Director, Dr. Grim administers a four billion dollar nationwide health care delivery program composed of 12 administrative Area (regional) Offices.  IHS is the principal federal health care provider and health advocate for Native Americans, and is responsible for providing preventive, curative, and community health care to approximately 1.9 million of the nation’s 3.3 million American Indians and Alaska Natives (AI/AN) in hospitals, clinics, and other settings throughout the United States.

There are many serious health issues affecting our Native American population.  Native American youth are at a much higher risk of dying by suicide than the general American population.  Diabetes, substance abuse and tuberculosis also remain challenging problems to this population.

A report released in September of 2004 by the United States Commission on Civil Rights gives us a snapshot of what health crises Native Americans face:

· Native Americans are 770 percent more likely to die from alcoholism,

· 650 percent more likely to die from tuberculosis,

· 420 percent more likely to die from diabetes, 

· 52 percent more likely to die from pneumonia or influenza than the rest of the United States, and

· Suicide is the second leading cause of death among Native American youth aged 10-24.  According to the CDC, American Indian and Alaskan Natives also have the highest rate of suicide in the 15 to 24 age group.   

Given these circumstances, the life expectancy for Native Americans is 71 years of age, nearly five years less than the rest of the United States population.
As the principal federal health care provider and health advocate for Native Americans, Dr. Grim runs and manages an agency that is critical to the health care and well-being of millions of Native Americans.  I look forward to hearing from Dr. Grim on how the IHS can strengthen Native American health care delivery.

As I noted earlier, there is an outstanding issue related to a provision in S. 1200 regarding the prioritization of funds for construction of health care facilities.  The issue relates to an inequitable and outdated facilities construction priority system that was created in 1991.  The list mostly favors construction projects in Arizona and New Mexico.  
Since the bill was drafted, the IHS and Tribes have worked together to develop a new and more equitable construction priority system that more fairly allocates funds across Indian Country.  This priority system includes the development of an Area distribution methodology.  This proposed methodology would provide for a percentage of facility construction funds to be used to build health facilities that are not part of the current facilities priority system.  Unfortunately, the language in S. 1200, does not explicitly account for this agreement made between the Tribes and the IHS, which the Tribes believe is more equitable. Many tribes in Oregon and around the country are concerned that the proposed language is outdated and will continue to cause their facilities to loose priority to the extent that it could be 20 to 30 years until facility upgrades occur.  
There are nine federally recognized tribes in my home state of Oregon.  Every time I meet with them, they emphasize the urgent need for Congress to come to an agreement on this issue, as well as to pass the bill.  In response, I offered an amendment during the May 2007 Senate Committee on Indian Affairs markup of S. 1200 that would allow for a portion of health facility construction funds to be distributed equitably among all of the IHS Areas for local health facilities projects.  I withdrew it because Chairman Dorgan gave assurances that he would to work with me to find a suitable compromise before the bill goes to the floor.  Since then, I have been working with national Tribal organizations on the development of compromise language regarding the facilities construction issue that could be included in the bill’s managers’ package.  Currently, there is no agreement on compromise language.  However, I will continue to work with my colleagues because the services in S. 1200, especially those related to health care delivery, are vital to the health and well-being of their families and communities.  They want us to finish our work.  
I have several questions for Dr. Grim, but will only ask one in today’s hearing.  The remaining questions will be submitted for the record, and as I understand must be answered by Dr. Grim before he is confirmed.  I would like to hear from Dr. Grim if the Indian Health Service has the authority, under Section 301 of S. 1200 to both pursue and implement an Area distribution fund methodology.  A majority of Tribes across the country and many Tribal health boards favor this because it has the promise to bring some level of fairness to the distribution of these funds.  

I, like most of my colleagues, feel that we are past due in passing a reauthorization of the Act. Since the enactment of the Act in 1976, this legislation has provided the framework for carrying out our responsibility to provide Native Americans with adequate health care.  As we know, the Act has not been updated in more than 14 years, despite changes in needs within this population.  For the past eight years we have been working to write and markup this legislation, but we have failed to get a final bill signed into law.  

We cannot allow the health of this population to remain in jeopardy for another year.   The reauthorization legislation is a major step in addressing the growing health disparities that Native Americans face.  The Act makes much needed changes to the way the IHS delivers health care to Native Americans and is the product of significant consultation and cooperation with tribes and health care providers.  

Presently, in addition to the IHS operating hospitals for Tribes, Tribes are operating their own health programs under the Indian Self-Determination and Education Assistance Act, and 34 urban Indian health centers have been established to provide for the approximately 60 percent of the Native American population residing in cities.  The Act was reauthorized in 1988 and again in 1992.  Reauthorization is necessary so that improvements are made in the Indian health systems to improve the health status of Native American people to the highest level possible.  Today, funding levels are only at 60 percent of demand for services each year, which requires IHS, tribal health facilities and organizations, and Urban Indian clinics to ration care, resulting in tragic denials of needed services.  Reauthorization of the Act will facilitate the modernization of the systems, such as prevention and behavioral health programs for the approximately 1.8 million Native Americans who rely upon the system.

More than 30 years ago, President Ford had the wisdom and saw the great need to sign into law the Indian Health Care Improvement Act.  His signature was a promise made to American Indians that the federal government would work to improve their health status.  That promise is one that we must not back away from.  Reauthorizing this Act is a reaffirmation of that commitment and proves that we understand there is work yet to be done to further improve Indian health.

Again, I am thankful to Chairman Dorgan and Vice Chair Murkowski for their leadership and for building on the momentum from the last Congress to reauthorize the Act.  I hope that we can swiftly resolve any remaining issues and get this long-overdue bill signed into law.  I look forward to continuing to work with Dr. Grim, Chairman Dorgan, Vice Chair Murkowski and my other colleagues to explore creative ways to find an approach that addresses everyone's interest and ensures that all Native Americans receive the health care they need and deserve.  
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