AUTHENTICATED
U.S. GOVERNMENT
INFORMATION

GPO

S. HrG. 113-416

THE INDIAN HEALTH SERVICE: ENSURING THE
[HS IS LIVING UP TO ITS TRUST RESPONSIBILITY

FIELD HEARING

BEFORE THE

COMMITTEE ON INDIAN AFFAIRS
UNITED STATES SENATE

ONE HUNDRED THIRTEENTH CONGRESS
SECOND SESSION

MAY 27, 2014

Printed for the use of the Committee on Indian Affairs

&R

U.S. GOVERNMENT PRINTING OFFICE
90-731 PDF WASHINGTON : 2014

For sale by the Superintendent of Documents, U.S. Government Printing Office
Internet: bookstore.gpo.gov Phone: toll free (866) 512—-1800; DC area (202) 512—-1800
Fax: (202) 512-2104 Mail: Stop IDCC, Washington, DC 20402-0001



COMMITTEE ON INDIAN AFFAIRS

JON TESTER, Montana, Chairman
JOHN BARRASSO, Wyoming, Vice Chairman

TIM JOHNSON, South Dakota JOHN MCcCAIN, Arizona
MARIA CANTWELL, Washington LISA MURKOWSKI, Alaska
TOM UDALL, New Mexico JOHN HOEVEN, North Dakota
AL FRANKEN, Minnesota MIKE CRAPO, Idaho

MARK BEGICH, Alaska DEB FISCHER, Nebraska

BRIAN SCHATZ, Hawaii
HEIDI HEITKAMP, North Dakota

MARY J. PAVEL, Majority Staff Director and Chief Counsel
RuONDA HARJO, Minority Deputy Chief Counsel

1)



CONTENTS

Field Hearing held on May 27, 2014 ......cccooiiiiiiiiieeiieeeeeieecee et
Statement of Senator TeSter ........ccccccoviiiiiriiiieieeeee e

WITNESSES

Azure, Hon. Mark L., President, Fort Belknap Indian Community Council ......
Prepared statement ..........c.ccoccciieeiiiiiiiiec e
Fisher, Hon. Llevando, President, Northern Cheyenne Tribe
Prepared statement ...........cccooeeiiiiiiiiiiniiiiieeeee s
Lankford, Hon. Carole, Vice-Chair, Confederated Salish and Kootenai Tribes
of the Flathead Reservation ............cccccoeciiiiiiniiieniiieniieniecee e
Prepared statement ...........cccocciiiiiiiiiniieceee e
Old Coyote, Hon. Darrin, Chairman, Crow Tribe ........cccccoeevvieiinciieeiiieeeeieeenns
Prepared Statement ..........coccooiiiiiiieniiiiieeeee e
O’neal, Sr., Hon. Darrell, Chairman, Northern Arapaho Tribe .......ccccccceevvvernn.
Prepared statement ..........c.cccccviieiiiieiiiiceeecee e
Rosette, Tim, Interim CEO, Rocky Boy Tribal Health Board, Chlppewa-Cree
Indlans Rocky Boy’s Reservation .
Prepared statement ....................
Roubideaux, Hon. Yvette, M.D., M.P.H. g Dire
ice, U.S. Department of Health and Human Serv1ces accompanied by
Randy Grinnell, Deputy Director for Field Operations .........c.ccccceeevveeevveeennnnen.
Prepared SEALEIIENIE +..ovevveoooseeeeeeseeseeseeeseeseeeeeeeseeeseesersoeesrreoeeseseeeere oo oo
Stafne, Hon. A.T. “Rusty”, Chairman, Assiniboine and Sioux Tribes of the
Fort Peck ReSErvation .........ccceiiiiiiiiiiiiiiieiieeicete ettt
Prepared Statement ..........cocooviiiiiieiiiiii s

APPENDIX

Aune, Dan M., Owner/Consultant, Aune Associates Consulting, prepared
Statement ...
Barnard, Laurie, Audiologist, Browning Public Schools, prepared statement ...
Brady, Sr., Steven, Northern Cheyenne Tribe Member, prepared statement ....
Henan, Joseph, Eastern Shoshone Tribe Member, prepared statement .............
Hunter, Diana, RN BSN, Standing Rock Sioux Tribe Member; Former Direc-
tor of Nursing, Fort Belknap Health Services, prepared statement ................
James-Hawley, Jessie, prepared statement .........ccccooeevviiiiiiiniiiiiiniiiininieeeeeee
Plume, David “Tally”, Oglala Lakota Nation Member, prepared statement ......
Response to written questions submitted by Hon. Tom Udall to Hon. Yvette
ROUDIAEAUK  ..eiiniiiiiiiiiiiiiicc ettt
Wolter, Nicholas, M.D., CEO, Billings Clinic, prepared statement .........
Walsh, Hon. John E., U.S. Senator from Montana, prepared statement

(I1D)






THE INDIAN HEALTH SERVICE: ENSURING
THE IHS IS LIVING UP TO ITS TRUST
RESPONSIBILITY

TUESDAY, MAY 27, 2014

U.S. SENATE,
COMMITTEE ON INDIAN AFFAIRS,
Billings, Montana

The Committee met, pursuant to notice, at 10:30 a.m. at the Bil-
lings Public Library, Billings, Montana, Hon. Jon Tester, Chairman
of the Committee, presiding.

OPENING STATEMENT OF HON. JON TESTER,
U.S. SENATOR FROM MONTANA

The CHAIRMAN. I would like to call this Senate hearing of the In-
dian Affairs Committee to order.

I want to begin by thanking each of our tribal leaders who are
here today to talk about the Indian Health Service, people that are
here to help Indian people; I want to thank Dr. Roubideaux, the
head of the Indian Health Service for being with us today, along
with Randy Grinnell. I know that tribal leaders have come a long
way to be here today, I very much appreciate that. I also appre-
ciate Dr. Roubideaux for being here today.

Before 1 get into my prepared remarks, I just want to say some-
thing that was pointed out to me by one of the tribal members in
the hall, and that is that we are not having this hearing for the
sake of having a hearing, we are having a hearing to find out what
the problems are, how pervasive they are and look for ideas on how
to fix them. We want to make tribal leaders stronger and Indian
Country stronger, and we want to make the Indian Health Service
stronger in providing the services that are so critically important
for the folks in this room today and a whole lot of other folks who
couldn’t make it.

Now, it doesn’t matter if you are talking about a Fortune 500
corporation or a 15,000-person federal agency, there is nothing that
replaces being on the ground and hearing from the clients and the
customers that you are serving, a firsthand account of experiences
of American Indians and Alaska Natives that have an Indian
Health Service are beneficial to all of us if we are going to improve
the delivery of care.

The Indian Health Service provides healthcare to roughly 2.1
million American Indians and Alaska Natives from 566 federally-
recognized Tribes in 35 states.
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Here in the Billings region, IHS is responsible for providing care
to over 67,000 American Indians in Montana and in Wyoming. As
the population of Tribes grows, the number of those needing and
receiving care will also increase over the coming years, and one
thing has remained constant throughout our long history of Indian
healthcare, the Federal Government acknowledges the unique legal
duties and moral obligations it has to provide for the health and
welfare of Indian people. These duties and obligations are grounded
in the United States Constitution, as well as various treaties, fed-
eral statutes and Supreme Court decisions. We have come a long
way in ensuring adequate healthcare for American Indians and
Alaska Natives, but make no mistake about it, there are many
challenges out there that still remain.

American Indian and Alaska Native populations have long expe-
rienced lower health status compared with other Americans. We all
know the statistics, I won’t go through all of them, but there is one
I want to highlight, in the 2013 report from the Montana Depart-
ment of Health and Human Services, it is entitled State of the
States, it was reported that non-Indian men in Montana live an av-
erage of 19 years longer than Indian men; and non-Indian women
live an average of 20 years longer than Indian women. This puts
the life expectancy of Native men in Montana at 56; and Native
women, 62. These statistics are staggering and unacceptable.

In many cases when we are discussing this, we are discussing
issues literally of life and death. Tribes know better than anyone
else the reality of receiving care based on life or limb and just how
real these conversations can be. The bottom line is that we can do
better, and we must do better.

The dialogue we are going to have today will highlight the issues
that are facing Tribes and Indian people, regarding delivery health
services in this Billings region. While this is a forum to receive tes-
timony from tribal leaders regarding their experiences with IHS, I
also hope to hear strategies to address the critical needs and seek
a path forward to improve the lives of Indian people in the Billings
region and throughout Indian Country.

We need to look at the whole spectrum of needs that are hin-
dering the delivery of quality entitled care, including infrastructure
and staffing needs. It seems so often that in all of our discussions,
policy and politics, the idea of care gets lost. Indian Country has
lost a lot of confidence in the Indian Health Service, so let’s see
what we can do about getting it back.

I would also point out that my partner in the Senate, Senator
John Walsh, is not here today, wasn’t able to join us, but he has
worked hard for Indian Country, and after meeting several times
this winter—he and I—had asked the Government Accountability
Office to launch a full investigation of the Indian Health Service.
Now, we look forward to getting some recommendations from them
about how to improve IHS and how to revitalize this agency, he
has provided some testimony in writing, and that testimony will be
entered into the official record.

I know we’ve got limited time today so I'm going to wrap it up
so we can get to Dr. Roubideaux, but I would like to remind the
witnesses to limit testimony to five minutes so that we can hear
from all of you. Know that your full written testimony will be a
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partk of the record, and the record will be open for another two
weeks.

So thank you all for being here, the tribal leaders, Dr.
Roubideaux, thank you all the members who have taken time out
of your busy schedule to be here.

We are going to start with Dr. Roubideaux who is the head of
Indian Health Service, and it is my understanding that Dr.
Roubideaux will remain here and listen to the testimony from the
tribal leaders and maybe visit with folks, hopefully.

And so we welcome you to the great State of Montana and the
great city of Billings and the great county of Yellowstone.

You may proceed, Doctor.

STATEMENT OF HON. YVETTE ROUBIDEAUX, M.D.,
M.P.H., ACTING DIRECTOR, INDIAN HEALTH SERVICE, U.S.
DEPARTMENT OF HEALTH AND HUMAN SERVICES;
ACCOMPANIED BY RANDY GRINNELL, DEPUTY DIRECTOR
FOR FIELD OPERATIONS

Dr. ROUBIDEAUX. Thank you, and good morning, Senator Tester.
I'm Dr. Yvette Roubideaux, Acting Director of the Indian Health
Service, and accompanying me today is Mr. Randy Grinnell, the
Deputy Director for Field Operations, or, as I like to call him, the
boss of the area directors.

There’s been a lot of discussion in Montana recently about the
challenges facing the Indian Health Service, and I'm really glad to
have the opportunity today to update you on some progress we've
made, but to discuss the work that clearly remains to be done, and
I'm really looking forward to hearing recommendations.

IHS is striving to fulfill its role as a health system and rep-
resents the only source of healthcare for many of our American In-
dians and Alaska Native patients, and while we are operating in
a constrained fiscal environment, funding is critical, and while the
THS budget has increased by 33 percent since 2008, and thank you
for your advocacy on that, the need continues to be significant and
challenges remain.

Despite the challenges, our patients are counting on us to make
improvements. Over the past few years, we have been working to
change and improve the IHS nationally and in the Billings area so
we have made progress, but as you know, much work remains to
be done. At THS, we remain strongly committed to continuing to
make improvements.

We have improved and strengthened our tribal consultation proc-
ess, and I recently held a listening session with Tribes in the Bil-
lings area. Their input and recommendations are helping guide pri-
orities for actions and improvements. For example, the Billings
area Tribes have strongly advocated for increased funding for refer-
rals made for our Purchase and Referred Care Program—PRC—for-
merly known as Contract Health Service, and there has been a 60
percent increase in PRC funding since 2008, and it has made a dif-
ference by resulting in approvals beyond Medical Priority 1, how-
ever, the 2013 recision and sequestration reduced PRC budget in
the Billings area by $3 million, resulting in having to go back to
only Medical 1 priority approval. We are hopeful that the increases
in funding in the fiscal year 2014 budget and the proposed FY 2015
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President’s budget will again help increase the number of referrals
for payment beyond Medical Priority 1.

The number of referrals we can authorize for payment is heavily
dependent on funding levels, and we will continue to fight for PRC
funding increases to help patients get the referrals they need.

Our priority to reform the IHS includes instilling accountability
into IHS management and staff and improving our business prac-
tices, especially at the local level which is a priority that the Bil-
lings area Tribes emphasized at the recent listening session.

We are working to maximize collections from third-party payors
to bring in more resources for services. We are making improve-
ments in hiring, recruitment, and retention efforts; and for our
third priority, we are working on a number of initiatives to improve
the quality of and access to care.

We are encouraging our local CEOs to work more in partnership
with Tribes to develop priorities for improvement together, and I
think that’s going to be fundamental for us making changes. Rath-
er than fighting each other, I think we need to be working more
together.

These reforms are now being implemented throughout the IHS at
the national level systemwide, however, I know what matters most
to the members of the tribe in the Billings area is the day-to-day
care they receive from our facilities. In an attachment that I will
share in follow-up, I will provide a detailed listing of recent reforms
in the Billings area. Today I would like to emphasize a few key ac-
tions we’ve taken to make improvements.

First, IHS is implementing the corrective actions for findings
from the 2011 area oversight review, and several improvements
have been made in the area of hiring and human resources, funds
management, Purchase/Referred Care, pharmacy controls, health
professional licensure, and facility accreditation.

Second, THS is focused on making local improvements in re-
sponse to tribal concerns. For example, IHS is implementing rec-
ommendations for the Crow-Northern Cheyenne Hospital from the
recent commission corps deployments that were brought in to make
recommendations on how to improve quality of care.

Third, we are implementing the 2010 MOU with the VA to im-
prove coordination of care for veterans and have implemented the
2012 VA reimbursement agreement in all federal sites in the Bil-
lings area.

And fourth, we have now instituted a practice in the Billings
area of providing each service unit a daily report of each clinical
provider’s productivity which has resulted in improved monitoring
of schedules, numbers of patient visits, and that is helping us im-
prove care and access to care.

So in conclusion, while we are making progress in and are com-
mitted to making progress and changing and improving the ITHS,
we know that much more needs to be done. We are committed to
working hard with you and in partnership with Tribes to improve
the Billings area IHS through our reform efforts, and we thank you
for your support and partnership.

In closing, I just want to say that I really truly believe that the
only way we are going to improve the health of our community is
to work in partnership and have both of us working on action steps



5

together that will make lasting improvements, and we are com-
mitted to do that. Thank you.
[The prepared statement of Dr. Roubideaux follows:]

PREPARED STATEMENT OF HON. YVETTE ROUBIDEAUX, M.D., M.P.H., ACTING
DIRECTOR, INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH AND HUMAN
SERVICES

Good Morning Chairman Tester and Members of the Committee. I am Dr. Yvette
Roubideaux, Acting Director of the Indian Health Service (IHS), and accompanying
me is Mr. Randy Grinnell, Deputy Director for Field Operations. I am pleased to
have the opportunity to testify before the Senate Committee on Indian Affairs at
this Field Hearing in Billings, Montana.

As you know, THS plays a unique role in the Department of Health and Human
Services (HHS) because it is a health care system that was established to meet the
Federal trust responsibility by providing health care to American Indians and Alas-
ka Natives (AI/ANs). The mission of IHS, in partnership with AI/AN people, is to
raise the physical, mental, social, and spiritual health of AI/ANs to the highest
level. IHS provides comprehensive health service delivery to approximately 2.1 mil-
lion AI/ANs from 566 Federally-recognized Tribes in 35 states. The IHS system is
organized and administered through its Headquarters in Rockville, MD, 12 Area Of-
fices, and 168 Service Units that provide care at the local level. In support of the
THS mission, health services are provided directly by IHS Federally-operated facili-
ties, through Tribally-contracted and -operated health programs, through services
purchased from private providers, and through urban Indian health programs.

There has been a lot of discussion in Montana recently about the challenges faced
by IHS. I am glad to have the opportunity to update you on the progress we have
made and the work that remains.

IHS as a whole has an important mission. The population has grown in the com-
munities we serve, and we see a greater incidence of chronic conditions and their
underlying risk factors, such as diabetes and childhood obesity. Moreover, the cir-
cumstances in many of our communities—poverty, unemployment, and crime—often
exacerbate the challenges we face. In a constrained fiscal environment, IHS strives
to meet these challenges and fulfill its role as the health system that often rep-
resents the only source of health care for many AI/AN individuals, especially for
those who live in the most remote and poverty-stricken areas of the United States.

We have been working to change and improve the IHS for the last five years, all
around Indian Country and in the Billings Area of IHS. We have made significant
progress but as we know much work remains to be done.

IHS has substantially more resources than we did five years ago, thanks to the
support of President Obama and congressional champions like Chairman Tester and
other members of the Senate Committee on Indian Affairs. Since FY 2008, the over-
all THS budget has increased by 33 percent through FY 2014. The FY 2015 Presi-
dent’s Budget proposes an additional $199.7 million, a sign that IHS continues to
be a priority in a tight fiscal environment.

At THS, consultation with Tribes is an Agency priority. We have made improve-
ments in our Tribal consultation process, which helps set Agency priorities for im-
provements and measure progress. In order to continue our commitment to Tribal
consultation, I am in the process of personally conducting listening sessions in all
IHS Areas this year to hear views from Tribes on how we can continue to make
progress on our Agency reforms. I held a listening session on March 31 in the Bil-
lings Area, and appreciate the input and recommendations of the Tribes which will
help guide further improvements.

In fact, the Billings Area Tribes have strongly advocated for increased funding for
referrals made through our Purchased/Referred Care Program (PRC), formerly
known as Contract Health Service, and IHS funding for PRC has increased Agency-
wide 60 percent since 2008. This increased funding has made a significant difference
in the Billings Area. Four years ago, all PRC programs in the Billings Area were
only paying for Medical Priority 1, or “life or limb” referrals. In FY 2010, all of the
six Federally-operated PRC programs in the Billings Area were able to approve a
number of referrals for payment beyond Medical Priority 1. Between FY 2010 and
FY 2012, the total number of purchase orders issued for referrals approved for pay-
ment increased from approximately 107,000 to approximately 120,000; and, during
the same time period, the number of denials decreased from approximately 28,000
to 23,000. However, the 2013 rescission and sequestration cuts reduced the Billings
Area PRC budget by approximately three million dollars, and, by the end of FY
2013, three Service Units were only able to approve referrals for payments for Med-
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ical Priority 1. We are hopeful the increase in PRC in the FY 2015 President’s Budg-
et will help again increase the number of referrals approved for payment under the
PRC program. The Billings Area Tribes have identified Purchased/Referred Care,
Mental Health, Hospitals and Clinics, Alcohol and Substance Abuse, and Health
Education as the top priorities for funding.

My second priority to reform the IHS includes instilling accountability into the
ITHS management structure, setting goals for managers and then holding them ac-
countable when targets are not achieved. An important element of this is improving
our business practices, which is something the Billings Area tribes emphasized at
the recent listening session. I have been working with our Area Directors to improve
our financial management and how we plan and execute our budgets each year to
maximize the care our patients receive. We are working to maximize collections
from third party payers to bring more resources into our service units. We are mak-
ing improvements in the hiring process, recruitment and retention efforts, and, for
our third priority, are working on a number of initiatives to improve the quality of
and access to care and promote healthy Tribal communities. One important new ini-
tiative is our hospital consortium which is working to improve quality and maintain
accreditation requirements in all our hospitals by establishing a system-wide busi-
ness approach to accreditation.

These reforms are being implemented throughout IHS at a national, system-wide
level. However, I know that what matters to members of the tribes in the Billings
Area is the day-to-day care they receive from our service units and hospitals. Within
the Billings Area, IHS delivers health care to approximately 80,000 Indians living
in both rural and urban areas. The Area Office located in Billings, Montana is the
administrative headquarters for eight service units consisting of three hospitals,
eleven ambulatory health centers, and four health stations. In addition, the Billings
Area has an active research effort through the Epidemiology Program operated by
the Montana-Wyoming Tribal Leaders Council. Research projects focus on diabetes,
cardiovascular disease, cancer, and the application of health risk appraisals in all
communities. Tribally managed healthcare facilities include health clinics operated
by the Chippewa-Cree Tribe of Rocky Boy Montana and the Confederated Salish
and Kootenai Tribe. The remaining facilities are administered by the IHS, but
Tribes operate some of the programs associated with those facilities.

In an attachment that I will share in follow up, I will provide a detailed listing
of recent reforms and changes in the Billings Area, and, in particular, the steps
being taken to improve IHS service to tribes in this Area as a result of the 2011
THS Area Oversight Reviews. I would like to emphasize a few key points before con-
cluding my testimony and answering your questions.

First, IHS is implementing corrective actions for findings from the 2011 Area
Oversight Reviews conducted as a result of the Senate Committee on Indian Affairs
investigation of the Aberdeen Area. Several improvements have been made in the
Billings Area in the areas of policies and practices relating to hiring and human re-
sources, funds management, purchased referred care, pharmacy controls, health pro-
fessional licensure, and facility accreditation.

Second, IHS is focused on making local improvements in response to Tribal con-
cerns. For example, IHS is directly engaged in improving the quality of care at Crow
Hospital. When it became clear last year that the facility had significant challenges,
we requested an outside team of experts from the Commissioned Corps conduct a
review of the quality of care and provide us with a set of recommendations which
we are now being implemented.

Third, we are implementing the 2010 MOU with the VA to improve coordination
of care for Veterans eligible for both IHS and VA benefits, and we have imple-
mented the 2012 VA IHS reimbursement agreement in all Federal sites in the Bil-
lings Area which are now billing for and receiving VA reimbursements. So far in
FY 2014, this has brought in nearly $700,000 in additional funding from reimburse-
ments.

Fourth, we have now instituted a practice of providing to each Service Unit in the
Billings Area a daily report of each clinical provider’s productivity which has re-
sulted in improved monitoring of clinic schedules and the number of patient visits.
We can now use this information to increase provider appointments and improve
scheduling processes to increase access for patients.

In conclusion, as I said at the beginning, while we are making progress in chang-
ing and improving the IHS, we know that more needs to be done. We are committed
to working hard, and in partnership with Tribes, to improve the Billings Area THS
through our reform efforts, and we thank you for your support and partnership. By
working together our efforts can change and improve the IHS to ensure our AI/AN
patients and communities receive the quality health care they need and deserve.

Thank you and I am happy to answer questions.



Attachment

BILLINGS AREA IMPROVEMENTS—INDIAN HEALTH SERVICE

The Billings Area faces several challenges, including difficulties associated with
providing care in rural communities, an increasing user population, finite resources
for healthcare facility expansion, and staffing limitations. The Billings Area Master
Plan completed in 2004 estimated the need for healthcare facility expansion and
staff at the Service Unit level would have to double by 2015 to serve the projected
growth of the population served. In 1993, the Billings Area annual budget was $83
million with approximately 730 Service Unit employees and 140 Area Office employ-
ees. In 2013, the annual budget has grown to $228 million and Service Unit employ-
ees have increased by 50 percent to approximately 1,100 Service Unit employees;
however, the number of Area Office employees has decreased to 83, impacting sup-
port of health care delivery in the area. During this same period, ambulatory pa-
tient care visits increased by 68 percent from over 363,000 visits to over 611,000
visits. Despite these challenges, IHS has made progress in addressing some of the
many issues facing the Billings Area IHS.

Billings Area Oversight Review

The 2010 Senate Committee on Indian Affairs investigation of the Aberdeen Area
prompted IHS to conduct oversight reviews in all other THS Areas to determine if
the same issues were present and, if so, to implement corrective actions. In March
2011, THS Headquarters conducted an Oversight Review of the Billings Area focus-
ing on policies and practices relating to hiring and human resources, funds manage-
ment, purchased referred care, pharmacy controls, health professional licensure, and
facility accreditation. Corrective actions and improvements since the oversight re-
view include the following:

e The Billings Area has implemented the Agency’s pre-employment suitability re-
quirements and procedures for background checks on new hires and has im-
proved processes to ensure that the documentation of all fingerprints and Office
of Inspector General checks are completed prior to the employees’ entrance on
duty. The Area has also reduced the number of backlog investigations.

e The Billings Area has addressed the administrative leave-approval process to
limit its use only when absolutely necessary. All requests are approved by the
Area Director with justification and written approval records maintained in the
Employee Relations case file.

e In addressing the financial management improvements, the FY 2011 total Ac-
counts Receivable balance of seven million dollars found during the oversight
review has been reduced to $2.3 million. The total Accounts Payable amount of
$19.4 million in FY 2011 has been reduced to $1.4 million.

e The Purchased/Referred Care issues regarding backlogs of referrals and unpaid
balances found during the oversight review have been addressed through on-site
Service Units program reviews and the development of Corrective Action Plans
with increased monitoring and reporting to Billings Area Executive Manage-
ment.

e Pharmacy control and security has been improved within the Billings Area with
the ongoing installation of security measures (e.g., cameras) and filling of phar-
macy department vacancies. All pharmacies have their controlled substances
locked in a safe and the departments have an alarm system for additional secu-
rity. In FY 2013, on-site Service Unit Pharmacy Reviews were conducted with
a controlled substance audit performed. The Billings Area will schedule and
conduct Audits for all Service Units in FY 2014.

e Regarding health professional licensure, the Billings Area coordinated efforts
with each Service Unit to achieve compliance with all credentialing files. The
Credentialing Status Report is submitted monthly by the Service Units to the
Billings Area Office for review and brought forth to the Area Governing Body,
which consists of the Area Director; Area Executive staff and Service Unit CEO
on a quarterly basis.

e The Billings Area facilities continue to maintain their accreditation and/or Cen-
ters for Medicare & Medicaid Services (CMS) certification. Three ambulatory
care facilities are accredited by the Accreditation Association for Ambulatory
Health Care (AAAHC). The Northern Cheyenne and Wind River Service Units
are also accredited as Medical Homes by AAAHC. The Billings Area inpatient
facilities (Blackfeet, Crow, and Fort Belknap) are CMS certified.
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e The Billings Area continues to monitor and update each subject identified in the
initial oversight report.

Additional Improvements

The Billings Area has undertaken additional activities to improve service, ensure
appropriate care is provided to all eligible AI/ANs, and ensure success in achieving
the THS mission. Some of these efforts are detailed below.

Restructuring of Area Governing Body Oversight of Service Units

Over the last year, the Billings Area IHS has undergone a total restructuring of
the individual Service Unit’s Governing Body bylaws, membership, agenda, and
record-keeping. This initiative was undertaken with the intent of addressing all four
of the Agency priorities and improving the overall administration of health care
services in the Billings Area IHS. The first objective of this restructuring of the Gov-
erning Body oversight was to strengthen our partnership with Tribes while making
all work transparent, accountable, fair, and inclusive. The restructuring of the quar-
terly Governing Body meetings improved the sharing of both administrative and
clinical data. The change also resulted in the strengthening of the relationship be-
tween the Area office and the Service Units.

The second objective of this effort was to improve the quality of care while reform-
ing services. The Governing Body bylaws were carefully structured to meet all appli-
cable standards for CMS or accrediting bodies. Regular reporting of information on
agency reforms facilitates Service Unit and Area staff collaboration to improve the
efficiency and accuracy of data presented. The Governing Body agenda was restruc-
tured to focus on administrative/budget issues while increasing attention to quality
and access to care. This transformation continues with plans to improve quality and
access to reporting and monitoring. Also, a major focus of the next phase will ex-
plore standardization of medical staff bylaws and structure. These improvements in
Area Governing Body oversight will help ensure regular review of improvements
and progress on Agency reforms.

Access to Care and Provider Productivity

The Billings Area has instituted a practice of providing to each Service Unit a
daily report of each clinical provider’s productivity which has resulted in improved
monitoring of clinic schedules and the number of patient visits. In addition, this in-
formation is used to implement changes that increase the number of provider ap-
pointments, improve scheduling processes, expand access, and increase patient sat-
isfaction across a variety of patient care delivery areas. This data is reviewed by
each Service Unit daily, discussed at weekly Executive Team meetings, and shared
during weekly conference calls with Area Office staff. On a quarterly basis, cumu-
lative data is reviewed at the Governing Body meeting. Since implementing these
changes, IHS facilities in the Billings Area have stressed to the Service Units the
key relationship between quality and access. Over the last year, the Fort Belknap
Service Unit has noted significant improvements in access to care. For example,
since implementing Improving Patient Care concepts, the Fort Belknap Service Unit
has doubled the number of patients with access to outpatient services.

Improvements in Third Party Reimbursements

The Billings Area Tribes have indicated that they want IHS to improve its ability
to collect third-party reimbursements because additional resources will help make
improvements at the local level. The Billings Area Business Offices are focusing on
making improvements in this area. In FY 2010, the Billings Area collected approxi-
mately $48 million in third party reimbursements. By the end of FY 2013 these col-
lections had increased to approximately $54 million. Monitoring takes place daily
and or weekly by the Service Units and the Area Office staff monitor third party
reimbursements weekly and create Third Party Generation Reports that track col-
lection targets, coding and billing backlogs, total claims billed weekly, and accounts
receivable. Examples of improvements supported by third party reimbursements in-
clude the following:

e The Crow/Northern Cheyenne Hospital has used increased reimbursements to
renovate the labor and delivery area and to hire additional provider staff.

e The Wind River Service Unit has used increased reimbursements to purchase
new x-ray equipment and to renovate the outpatient department to increase the
number of exam rooms.

e Other Service Units have used increased reimbursements to purchase more
health care services through the Purchased/Referred Care program.
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Affordable Care Act Implementation and Outreach

For the past year, the Billings Area focused on implementation and outreach ac-
tivities to ensure that our patients receive Affordable Care Act benefits. Patients
who visit our healthcare facilities get education and assistance primarily from the
benefit coordinator staff in the Business office.

o The Billings Area has appointed an Area Affordable Care Act Point of Contact
who is working with all sites to educate our patients on the Affordable Care
Act.

e Six Federal Facilities have at least one certified application counselor (CAC).
Each THS facility has at least two CACs, each Tribal facility and urban program
has at least one CAC in their facility.

e The Billings Area Tribes and IHS have worked in partnership to plan, conduct,
and coordinate meetings to provide Affordable Care Act training in all Tribal
communities in the Area. Currently, in the Billings Area there are 35 IHS/Trib-
al/Urban (I/T/U) employees who are CACs and have completed the required
Federal Training.

e The Billings Area has held twenty eight Outreach and Education events since
January 2014 in all I/T/U communities. These events consisted of education and
enrollment opportunities with more than five hundred consumers being edu-
cated on the Affordable Care Act.

VA /IHS Reimbursement Agreement

All Federal sites in the Billings Area are fully implementing procedures for billing
and receiving reimbursements from the Department of Veteran Affairs (VA) under
the 2012 VA-THS reimbursement agreement. The Federal sites in the Billings Area
began billing in August 2013 and collected approximately $64,000 by the end of the
fiscal year and have collected $685,000 in FY 2014 to date. For example, the North-
ern Cheyenne Service Unit currently has 56 Veterans registered in the Resource
and Patient Management System and is billing and collecting reimbursements from
VA for direct care services provided to eligible Veterans. From the beginning of the
fiscal year to January 2014, the service unit collected $30,600 for 163 Outpatient
visits and 106 Pharmacy visits.

VA-IHS Memorandum of Understanding (MOU)

The Service Units continue to coordinate care with VA to enhance the health care
provided to eligible Veterans. Examples of improvements in care for veterans in the
Billings Area include the following:

e The Blackfeet Service Unit has worked diligently with VA to establish a better
network between the agencies. They have collaborated with VA at the regional
and local levels to establish an area within the Blackfeet Service Unit for VA
to provide clinic and Tele-health services for eligible Veterans.

e The Crow Service Unit provides assistance with enrolling eligible Veterans into
VA and collaborates with the Crow Tribe in identifying Tribal Veterans who
need specific assistance with enrollment and other services.

e The Fort Belknap Service Unit provides Tele-psychiatry services from VA to eli-
gible Veterans in a secure office provided by the IHS Service Unit.

e The Fort Peck Service Unit is working with VA to have a Tele-psych unit in
the local THS facility. The VA psychiatrist will provide services to eligible vet-
erans with equipment installed in the IHS Poplar Clinic. The Tribe is recruiting
a Tribal Outreach Worker who would assist in the scheduling of eligible vet-
erans.

e The Wind River Service Unit coordinates outreach and health care services (pri-
mary care and mental health services) for eligible Veterans on the reservation
through visits by the VA Mobile Van to IHS facilities.

Staffing

The Billings Area has focused on improvements in hiring, recruitment and reten-
tion of staff. The Northern Plains Region Human Resources (NPRHR) Staffing De-
partment continues to maintain an average hiring time of less than the 80-day
Agency requirement. Monthly calls with each Service Unit are conducted to review
the status of recruitment actions initiated by the Service Units. The NPRHR imple-
mented an electronic help desk to assist managers in the recruitment process. The
current vacancy rate in the Billings Area is 10.58 percent, with 121 positions vacant
and in various stages of recruitment.
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Currently, there are only two physician and five mid-level vacancies as compared
to 22 physician and 11 mid-level vacancies in 2012.
Government Performance and Results Act

The goal of THS’ reform efforts is to improve care and patient outcomes. In 2013,
the Billings Area met 19 of 21 Government Performance and Results Act (GPRA)
measures demonstrating a dramatic improvement over the 2012 result when it met
13 of the 21 measures. GPRA improvement activities have varied depending on clin-
ical site needs, improving provider specific education on GPRA measures, providing
bi-monthly GPRA data reports to executive and clinical staff, and monitoring out-
comes through the Clinical Reporting System Dashboard report. One on one GPRA
improvement calls with Service Units also have provided technical assistance on the
ITHS’ Electronic Health Record that enables them to create panels, improve manage-
ment of patient populations, and more closely monitor GPRA-related services. Prob-
lem solving for outpatient clinical care to evaluate access, length of appointment,
patient wait times, and follow-up for missed and cancelled appointments are also
integral to the Area GPRA improvement strategies.

Behavioral Health

Billings Area Tribes have indicated that addressing Behavioral Health issues is
a priority. IHS is in the fifth year of funding for the Methamphetamine Suicide Pre-
vention Initiative (MSPI) which provides funding to Tribal organizations and urban
Indian health programs to provide methamphetamine and/or suicide prevention and
treatment services. All Tribes in Montana and Wyoming have an MSPI program.
THS partners with Tribes to deliver services by and for the communities themselves.
All programs use evidence based or practice based suicide prevention or intervention
projects.

THS is in the fourth year of funding of the Domestic Violence Prevention Initiative
(DVPI). Most of the Tribal communities in the Billings Area have a DVPI program
that can focus on data collection, emergency domestic violence assistance and com-
munity outreach/prevention education. The Billings Area, in cooperation with the
Crow Service Unit, is providing Billings Area Federal, Tribal and Urban sites train-
ing on child maltreatment and adult sexual assault. Such trainings enable sites to
develop and/or improve services for child and adult victims of abuse, neglect, assault
and rape. Upcoming trainings in the Billings Area include: Adult Sexual Assault Ex-
aminer; Pediatric Sexual Abuse Examiner; and Domestic Violence Examiner.

The CHAIRMAN. Thank you, Dr. Roubideaux. I will just add to
that, not only partnerships between the IHS and Congress, but
partnerships between Congress, IHS, and the Tribes.

We will start out with some pretty basic stuff. In your opinion,
could you give me your biggest concern with THS? What keeps you
up at night right now?

Dr. ROUBIDEAUX. What really keeps me up at night is the grow-
ing need and the lack of resources, because we have the steps and
the tools to make improvements and spend our money more effi-
ciently and we are doing that, but what keeps me up at night is
the funding situation. Medical inflation is rising, population is
growing, and the budget, even though it is increasing, the demand
is enormous. If you look at comparing our funding to the Federal
Employees Health Benefits Program, we are only funded at 57 per-
cent of the per capita amount that they are funded at, and funded
much less than other federal healthcare programs, and so my top
priority is fighting as hard as I can to get more resources, because
in the end, that will make the biggest difference. We saw that with
Contract Health, then sequestration made us fall back again, and
I just worry about the constrained fiscal environment, and I under-
stand how there needs to be more fiscal restraint overall in the
country, but there is also the responsibility to American Indians
and Alaska Natives, and we are doing everything we can to make
the improvements we need to make.
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The CHAIRMAN. Can you tell me briefly what role third-party col-
lections are, what role they play in your ability to get proper re-
sources?

Dr. RoOUBIDEAUX. Third-party collections are critical. Since the
appropriations have not kept up with medical inflation and popu-
lation growth, we look to the third-party-collections to help expand
and maintain services. It used to be that third-party collections
were only 10 or 15 percent of the budget, now it’s grown to 30 or
40 percent of the budget in some places, and so it’'s very critical
that we are able to help our patients know what their options are
to get covered; and as they come to us, we can have revenues.

The CHAIRMAN. And whose responsibility are those third-party
collections? Is that the responsibility of your office, the regional of-
fice, the Tribes, who; the individual?

Dr. ROUBIDEAUX. The third-party collections in terms of col-
lecting them or of obtaining them?

The CHAIRMAN. As far as finding out about them, collecting
them, what’s the process?

Dr. ROUBIDEAUX. It’s everybody’s responsibility. It starts at the
local level with the local business office having a conversation with
patients about what resources they have and assisting them to en-
roll; it’s the area office’s responsibility to do training and education
and to also do monitoring and oversight of the local facilities and
outreach efforts; and then of course at the national level, it’s our
responsibility as well to make sure we are doing everything we can
to maximize——

The CHAIRMAN. I don’t want to stick on this third-party stuff for
a long time because I've got questions in other areas, but is that
process working right now? Does everyone know within the chain
of command what their job is to be able to make those collections?

Dr. ROUBIDEAUX. Everybody knows it is a priority. It’s in our per-
formance management plans, I think we could do a better job of
holding people accountable.

The CHAIRMAN. In your confirmation hearing last year, you listed
four top priorities for Indian Health Service, those being—correct
me if 'm wrong—strengthening partnerships with Tribes by im-
proving tribal consultations; the second one was reforming IHS
which we will probably dig into a little more; the third one is orga-
nizational and administrative reforms, and the fourth is one is ac-
cess to customer service. Can you give me the progress that THS
has made in these four areas that you’ve pointed out?

Dr. ROUBIDEAUX. So briefly for the strengthening the partnership
with Tribes, we’ve made a lot of improvements at the national and
area levels. I think that our new focus is to make more push at the
local levels where on the direct service, the CEOs are regularly
communicating with the Tribes, sending them reports, meeting
with the tribal councils; we want to do more of that, and that’s
really going to be our big push moving forward.

In terms of reforming the IHS, we have made a number of im-
provement nationally in terms of financial management improve-
ments, making business practices more consistent. We are now in
the point of that progress where we are really going to be more
again focusing at the local levels, making sure people are imple-
menting those reforms.
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Mr. Grinnell is involved in the oversight of that as well, review-
ing monthly dashboards and targets and measures with our area
directors to make sure that they are implementing reforms, and
then the area directors should also be reviewing those with the
local CEOs, but now we need to double down our focus at the local
level.

And then the last area, improving the quality of and access to
care; we've been implementing the improving patient care program,
it’s now in 171 sites, that’s the patient centered medical home, bas-
ing care on the patients’ need, increasing, but better flow of the
clinics, getting more patients in, improving appointments and those
sorts of things, so we are implementing that, and that’s our goal,
to increase access to care, and many of these improvements have
been initiated, and there is progress in some areas, but some areas
need an extra push.

The CHAIRMAN. One of the biggest areas of concern that I've been
hearing from Indian Country towards IHS is we are hearing about
a lack of communication between IHS headquarters in DC and the
area offices, and you can disagree with me if you don’t think this
is the case, this is what I've been told, and I think I spoke to you
about this issue last February, as far as communication between
headquarters in DC and the area offices, has anything changed
since I visited with you about this in February? Do you think this
is a problem?

Dr. ROUBIDEAUX. So in February, we had discussed the commu-
nications at the local levels and with the Tribes, and the improve-
ment we’'ve made are I've scheduled listening sessions in all 12
areas to make sure that I hear the input directly from the Tribes
myself.

In terms of communicating the priorities and the accountability
and what we need to accomplish, we do meet weekly with our lead-
ership in the area by phone, we do have weekly calls with area di-
rectors that help us know what’s going on at the ground and help
us communicate progress.

We have an enhanced and improved performance management
plan that has all the measurable targets that they are supposed to
be meeting, and what I have been doing is we are reorganizing a
bit of our staff at headquarters to free me up to be able to interact
more with Tribes, and, for example, just recently I jumped on the
phone with the local Tribes after the previous area director re-
signed to come up with an action plan with the Tribes together on
how we can immediately advertise the position and for how long
and how they will be involved in that, so we've done a lot since we
last talked to you to try to increase responsiveness in communica-
tion with both area offices.

I think that what I learned in the local listening session here in
Billings a month ago was that the Tribes were saying that they felt
like the communication problem was at the local level and they
didn’t think that the local CEOs were implementing the reforms
that they hear us talking about at the national level, so we will be
working hard to emphasize communication and accountability at
that level.

The CHAIRMAN. The director position, has it been advertised?
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Dr. ROUBIDEAUX. Yes. It was advertised within a couple of days
of the call with the Tribes, and it has been advertised now for al-
most four weeks, and it is closing on June 6.

The CHAIRMAN. How many applicants do you have?

Dr. ROUBIDEAUX. I won’t see that until it closes. I'm hoping that
we will have——

The CHAIRMAN. If it closes and you don’t have any applicants,
you’ve got a problem.

Dr. RoUBIDEAUX. That’s right. And so basically it’s monitored
through an electronic system through ITHS HR and the department,
and what happens is once the listing closes, they give us a list of
all the people who have applied, and we look at them for their suit-
ability. I want to make sure we get a qualified person for the job.

The CHAIRMAN. I agree. I think it is a very important position.

Let’s get down to what I think we may hear from some of the
Tribal Chairmen and Tribal representatives, and that is that we've
got folks out there that aren’t getting healthcare. I addressed it—
it’s not just life and limb now, they are not getting healthcare.
We've had listening sessions here a month ago, there’s audit going
on now, I assume you are part of that, giving them information;
where is the breakdown at? I mean, look, I think I've read articles
where there was one provider that saw one patient a day; now, I
know that’s not the rule, but even that happening once is not ac-
ceptable.

Where is the breakdown? Why did the Crow—their version of the
Senate and the House—put forth a recommendation to the congres-
sional delegation to do something about this huge problem? They
wouldn’t have done that if there weren’t a problem out here, and
I've got a notion we’ll hear about some other problems, too, so
where is the breakdown? Where do we need focus?

Dr. RoUBIDEAUX. Well, I've given that a lot of thought because
I figured you would ask me that question, you know, for a long
time I think the model of IHS has been to make sure that we are
meeting the standards that are set nationally for the healthcare
system, and if you think about it, we do because our facilities are
accredited, sort of objectively we meet the standards, but that’s not
the problem, the problem is in the eyes of the patients, we are not
meeting expectations and we are not meeting their needs, and so
what I think is we need a completely different mindset in the In-
dian Health Service, and that’s what we’ve been trying to promote,
is the partnership with Tribes and customer service with our pa-
tients and focusing on a more patient centered model of care. We
can’t do that overnight, but we are working towards that, and we
are giving the local service units the tools we need, I think we just
need to have more accountability and more focus on it.

And the good thing was at the listening session, we required all
the local CEOs to come and attend it and to listen, and for me to
be able to say to them this is what we are going do and what we
are going to work on, and that helps close the loop so that we can
start making real reforms.

But the only way we are going to make this healthcare better in
the Indian Health Service is to base it on the perspective from the
patient and from the Tribes, and that’s a very different perspective
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that it’s going to take us a little time to achieve, but we are com-
mitted to do it.

The CHAIRMAN. So help me out, what are we focused on now, if
we are not focused on the patient?

Dr. ROUBIDEAUX. Well, I think I've heard a lot of Tribes tell me
that they don’t think that our staff are focused on the patient, and
I think that in medical care in general, people tend to measure
their—how they are focused on whether they meet national quality
indicators, whether they meet accreditation, and whether they get
through the patients through the day, but that’s clearly not
enough, and we need to do more to focus on what quality is defined
by our patients, not defined by us, what quality as defined by the
Tribes and patients that we have.

The CHAIRMAN. We will come back and probably talk about this
issue some more today, in fact I'm sure we will today, but I'm not
a doc, I'm not a nurse, but it would seem to me the only way you
can meet the criteria that are set up is if the patients are dealt
with first, and I don’t care if we are talking about Indian health
or veterans or whatever you're talking about, but it’s got to be fo-
cused on the patient.

But let’s talk about consultation for a second. When you are deal-
ing with consultation with Tribes, are you dealing with more than
just elected officials? Let’s say that—Tim Rosette is a good exam-
ple, Tim Rosette is appointed to take care of the Indian Health in
Rocky Boy; as an appointed person, is Tim allowed in those con-
sultations?

Dr. RoUBIDEAUX. There’s different levels of consultation in the
agency. When I'm consulting with Tribes, it’s usually with the
elected officials at the government-to-government level.

At the area office level, it’s with Tribal officials and health direc-
tors

The CHAIRMAN. Do you think that should be changed? I mean
there’s a Federal Advisory Committee Act that probably is open for
interpretation, it would appear to me—nothing against the Tribal
men and chairmen, they are all smart people and they are all real-
ly good, but it seems to me the folks dealing with the patients prob-
ably have the greatest perspective on what’s wrong or what’s right?

Dr. ROUBIDEAUX. Well, it turns out that the complaints I'm hear-
ing is that the local CEOs are talking with the health directors and
that the councils don’t know what’s going on, so what I hear from
the Tribal leaders is they are not hearing what’s happening.

The CHAIRMAN. So how can you have consultation if you are deal-
ing? with Tribal-elected leaders and they don’t know what’s going
on?

Dr. ROUBIDEAUX. We do deal with health directors as well. If the
Tribal leader doesn’t want to serve on the committees, they will
designate their health director to be on the work group and com-
mittee with us so we do get input from health directors all the
time.

The CHAIRMAN. Can they designate folks who they want to help
fWil‘i(h?the questions and answers of consultation to the nonelected
olks?

Dr. ROUBIDEAUX. Yes. The Federal Advisory Committee Act,
we’ve come up with an easy solution, is that in order to meet those
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requirements, the Tribal leader has to write a short letter that says
they are designating the health director to be on the committee.

The CHAIRMAN. The previous director was a lady by the name of
Anna Whiting Sorrell, somebody who I've worked with for the last
15 years, and in describing why she was resigning as director of
the Billings Area Office after barely a year in that position, Anna
is quoted as saying there needs to be a much broader conversation
as to what the federal healthcare system looks like for Indians;
does the federal healthcare system for Indians need to be improved,;
inl;d?more importantly, what should that healthcare system look
ike?

Dr. ROUBIDEAUX. Absolutely. The Indian Health Service needs to
be improved, and that’s what we are committed to doing; and I
think it needs to look like how our patients want it to look like,
and in order for us to be able to do that, we have to work in part-
nership with the Tribes that we serve and the communities we
serve, and that’s what we’ve been trying to work on.

It’s a big change from the way the organization had worked in
the past, and so we are continuing to encourage more dialogue,
more discussions with Tribes, and that’s why I appreciate the hear-
ing today as an opportunity to hear that input.

The CHAIRMAN. So today we will probably hear problems and
probably some potential solutions; what do you intend to do with
either?

Dr. RoUBIDEAUX. Well, I realized about a year ago that the prob-
lem we’ve had is that we’ve had a lot of consultations, but we were
seeing some places, actions were being taken; and in some places,
they weren’t. Now we are starting to be more rigorous about work-
ing with the Tribe to develop an action plan based on the rec-
ommendations and the complaints and to develop that action plan
together with the Tribe so that we can hold each other accountable
for those improvements, and it started to work in other areas, and
we’'ve started to do it in this area, and I think it’s going to be a
way that we can be held accountable for improvements and the
Tribes can help us in designing what those improvements should
be.

The CHAIRMAN. Just as a sidebar comment, Dr. Roubideaux, here
is what I hope happens at today’s hearing: I hope that you take
good notes, as Randy is, and you take a look at the records when
it’s all said and done, and we are going to have staff waiting
around here to take input from rank and file Tribal members, and
I would hope you would look at those problems and ask yourself
is there a pattern and what can we do to solve that problem.

And then I would also ask, because I think we’ve got some smart
people in this room, that are going to come up with some potential
solutions, that you would take a look at those solutions and see if
you can apply them. This should really be focused on hearing what
the concerns are and dealing with solutions to those in a way—we
are all under budgetary pressures, there’s no doubt about it, I feel
your pain, but the bottom line is we have to do better with what
we have.

On reimbursements, we’ve heard from several counties that they
are not able to receive reimbursements for ambulatory services in
a timely manner, this delay in reimbursement puts a strain on al-



16

ready tight budgets in rural counties, not only in Montana, but
across the country; are you aware of the issue?

Dr. ROUBIDEAUX. Yes, the issue of whether THS is paying the
providers that provide service for us, and we have been making im-
provements to reduce the delays and to increase education on what
we do and do not pay for.

The CHAIRMAN. How are you ensuring timely payments?

Dr. RouBIDEAUX. We have worked on implementing some better
practices, we have reduced backlogs, and we are doing more to ac-
tually go out and meet with the local facilities to make sure they
understand the circumstances where we will and what we don’t
pay. We don’t pay for every single episode of care because of the
limited funding and regulations. We have the medical priority and
the eligibility rules we have to follow, and by educating the local
facilities and emergency rooms and hospitals and clinics on those
different eligibility rules is like any—Ilike any insurance company
would work, we have rules on whether we will pay or not, but
we’ve been able to do better in other areas by educating, working
with the local providers, and I will make sure we do more of that.

The CHAIRMAN. The MOU with the Veterans Affairs, how is it
working?

Dr. ROUBIDEAUX. It’s actually resulting in a lot of great improve-
ments, and there’s actually been a lot of good things happening
here in the Billings area.

The CHAIRMAN. All right. Are there any adjustments you think
need to be made to that MOU?

Dr. RoUBIDEAUX. The MOU is currently being evaluated by a
group that is looking at—and we did have a—I can’t remember if
it’'s OIG or GAO gave some recommendations about how to make
sure that we have better evaluation of the different areas of the
MOU so we are implementing that now.

The CHAIRMAN. I’'m going to get into the vacancy rate in a sec-
ond. Before I do that, though, I want to talk about IHS and the
VA; do they share staff?

Dr. ROUBIDEAUX. Yes, there are some places where staff from the
VA will come and work in an IHS facility, and our staff will go and
work there; and the sharing of actual facilities, telemedicine will
help, it’s something that’s implemented here in this area that’s
working well to share some services.

The CHAIRMAN. How about reimbursements from the VA to
THS—I think it’s 50 million bucks, I believe—how is that going? Is
reimbursement happening

Dr. ROUBIDEAUX. The reimbursement is happening——

The CHAIRMAN.—in a timely manner?

Dr. ROUBIDEAUX. It’s implemented at all of our federal sites.
We've collected at least 5 million overall for the agency, and about
700,000 here in the Billings area; and the processing and place-
ment in the Billings area was the first to adopt the billing process
that everybody else is using, that is making progress.

The CHAIRMAN. And happening timely—the reimbursement?

Dr. RoUuBIDEAUX. I will have to go back and look. I think that
there are some challenges with determining—the VA will only pay
for the services that the veteran is eligible for at the VA, and that
takes a little time to do.
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The CHAIRMAN. Okay. Electronic medical records, the VA has an
MOU with IHS or vice versa; how is that working?

Dr. ROUBIDEAUX. Well, we’ve worked closely with the VA for
many years on our administrative and electronic health records,
and we continue to be in constant communication with them to
make improvements together and share information.

The CHAIRMAN. Currently the hottest issue in the press right
now is VA wait times; is there a comparable situation in THS?

Dr. ROUBIDEAUX. In some facilities, there are; and in some facili-
ties, there’s an improvement in patient waiting times, so it’s not re-
lated to—it’s not the same thing because it is slightly different in
Indian Health Service, there’s two areas—wait to get direct service
in a clinic, and our improving patient care program is improving
that, and then it’s really—in terms of the referral process, we have
reduced the backlogs and waits, it’s just the amount of resources,
we don’t have enough funding to pay for all the referrals that we
want to make, and that’s the challenge that we have.

The CHAIRMAN. I want to talk about vacancy rates for a second,
it’s an issue that’s been brought to me multiple times, we will try
to put this as succinctly as possible, the IHS shows vacancy rates
that are getting better; is that correct?

Dr. ROUBIDEAUX. For some professions, yes.

The CHAIRMAN. Overall—and I think we've got these numbers
out of the budget—it shows just the opposite; that there are getting
to be more vacancies, less people, so less people would indicate to
me that there’s more vacancies; am I losing something in trans-
lation here?

Dr. ROUBIDEAUX. Well, there’s two issues related to that. If you
look at healthcare professional provider vacancies, we are doing
better in some areas. IHS overall has less staff, especially in the
headquarters and area offices due to Tribal shares and resources
going to the Tribes, and the staff is then—the resources for staff
is transferred to them.

The CHAIRMAN. So what you’re saying is we are hiring more
medical professionals on the ground than we were

Dr. ROUBIDEAUX. Yes——

The CHAIRMAN.—that the vacancies that we are seeing are re-
ductions in administrative—the slots we are seeing reduced are in
administrative areas?

Dr. ROUBIDEAUX. It’s a little bit of both, but, for example, den-
tists used to be a 30 percent vacancy, now it’s less than a 10 per-
cent vacancy.

The CHAIRMAN. What kind of overall vacancy rate do we have for
healthcare providers?

Dr. ROUBIDEAUX. Overall vacancies range from 5 to 20 percent.

The CHAIRMAN. What’s the average?

Dr. ROUBIDEAUX. Depending on the particular

The CHAIRMAN. What is the vacancy rate in the Billings region?

Dr. RoUBIDEAUX. The Billings region is at about 10 percent, and
it’s actually gotten better. There used to be 22 provider vacancies,
now there’s only 2.

The CHAIRMAN. And those provider vacancies, are we talking
docs or nurses?

Dr. ROUBIDEAUX. Doctors.
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The CHAIRMAN. How many nurses are we short?

Dr. ROUBIDEAUX. I will have to look that up and get that infor-
mation to you.

The CHAIRMAN. And the percent, if you could get me the num-
bers that would go with the percentages, that would be great, too.

Dr. ROUBIDEAUX. We are doing things to try to improve the sala-
ries that we have in the improvement efforts. It is a constant chal-
lenge, though, just in general in rural areas recruiting individuals,
but I do think if we improve the Indian Health Service, it’s a better
place to work and people will stay longer.

The CHAIRMAN. All right. This Committee, the Senate Indian Af-
fairs Committee, conducted an investigation of the Aberdeen area
office of IHS in 2010; are you familiar with that? And it released
some results that, quite frankly, were pretty damning.

You testified before the Senate last year that the internal inves-
tigations had been completed for all area offices and each one was
operating prepared to fulfill its mission. We are here today not be-
cause we want to be, but because there’s something wrong with the
system, something wrong with the system in the Billings area, so
the question is who in the administration is making sure that this
Billings area is being—that the problem is being solved.

Dr. ROUBIDEAUX. Well, that’s our responsibility. In the Indian
Health Service, both I and the deputy director of field operations
and the area director are responsible for making those reforms.

The CHAIRMAN. And the reforms you are making at this point in
time, are they mainly organizational or if you could give me some
insight into what you are looking at or what are we not looking at?

Dr. ROUBIDEAUX. There’s pages and pages of reforms that we are
making to the organization that are both administrative and clin-
ical. If you look at those oversight reviews, they were primarily ad-
ministrative things from the Aberdeen area that we are fixing in
the Billings area—control of funds, contract health backlogs, phar-
macy control, licensure, accreditation, background investigations
for employees, but we also are making a number of improvements
in the quality of care that we are delivering,—increasing number
of mammograms, colonoscopies, screening for depression and so
on—and we are certainly—we have a long list of targets and goals
that all of our senior leaders are responsible for meeting. We've im-
proved in our GPRA measures—we’ve made a number of improve-
ments, but it’s really clear that there’s much more to go, and it’s
a lot of complicated things that we are working on, but I am con-
fident that we’ve had some progress, but we have much more to do.
We are absolutely committed to working on making further im-
provements in Indian Health Service, it is the whole reason we are
here. We are not here to sit around and collect a salary, we are
here to make improvements, and I and my senior leaders are all
committed to making those improvements to Indian Health Serv-
ice.

The CHAIRMAN. I appreciate that. I will just make a final com-
ment, and then we’ll bring up our second panel. I would just say
this: I think it is important that we listen, but that we do more
than just listen, that we actually hear the concerns and figure out
solutions.
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We've got problems in this region, there’s no if’s, and’s or but’s
about it. Since I took over chair of this Committee, I have become
enlightened with comments from folks that I trust and respect
about the issues of inadequate healthcare in this region.

We have good people, and those good people in this region, those
good people have a track record of success. I think that track
record could be implemented throughout this region and through-
out the country and we could get more bang for the buck and get
more service to the folks on the ground, but it’s not going to hap-
pen from Washington, DC, as we said, it is going to happen by
folks working together, and we only work together if we really
work together.

I appreciate your coming in, Dr. Roubideaux. I actually appre-
ciate the fact that you are going to stay and listen to the second
and third panel that we are going to have here today, because I
think what they have to say can be helpful and can create an op-
portunity for solutions.

So with that, I want to thank you and Randy for being here
today. I appreciate you making the trek out, and hopefully you had
the time to get around to see some folks while you were here, and
you will absolutely have the opportunity to hear from them here
in a moment. Thank you very much. You are dismissed, and we
will bring up the second panel. Thank you very much.

The second panel is going to consist of Llevando Fisher who is
the President of the Northern Cheyenne Tribe, and we are going
to replace the name tags to protect the innocent, so you guys can
come up, we will introduce you.

And after Llevando, we are going to hear from Rusty Stafne,
Chairman of the Assiniboine and Sioux Tribes of the Fort Peck
Reservation.

Following that, we will turn to the Honorable Mark Azure who
is President of the Fort Belknap Indian Community.

And finally, this panel will hear from Carole Lankford who is the
Vice-Chair of the Confederated Salish and Kootenai Tribes of the
Flathead Reservation.

I want to thank you folks.

So here is the deal, okay, because what I would like to have you
do is keep this as close to five minutes as you can. I know one of
you may run over five minutes a little bit, but keep it as close to
five minutes as you can.

I think the point here is to make sure that you get the points
across that you think are important and impact your people, and
I think it could come—you know, like I say, you can tighten it up
as much as you can because that way I've got time to ask you guys
a whole bunch of question which is always fun.

So the five-minute rule will apply, and know that your entire
written testimony will be part of the public record. I want to thank
you for being here today, I appreciate you making the trek to Bil-
lings.

And with that, we are going to start with you, President Fisher.
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STATEMENT OF HON. LLEVANDO FISHER, PRESIDENT,
NORTHERN CHEYENNE TRIBE

Mr. FISHER. Good morning. My name is Llevando Fisher, I'm the
President of the Northern Cheyenne Tribe, and I have three con-
cerns.

One of the main issues is the budget shortfall. The contract care
cost exceeds over $2 million, and mismanagement of staff in the
system. The shortfalls and standards at prior levels for referral of
money on a yearly basis only lasts a few months. The few months
are from June to September, we only get care from facilities for
life-threatening situations. Those do not include minor situations,
such as kidney stones, blockage, gallbladder attacks. It’s limited to
individuals with head injuries or broken bones.

The bills are not getting paid in a timely fashion. The committee
members have prior approval to see doctors, and the bills are sent
to collection agencies. They have ruined the credit ability of the
Northern Cheyenne Tribe, and some of these are referred to bill
collections, and it is causing some of our membership to declare
bankruptcy due to the bills not being paid in a timely fashion.

We have high maintenance disease that are delayed in treatment
and impact budget, such as cancer, heart disease, liver disease.

The transportation of the patients are stressed in the community.
Transportation currently is only transporting dialysis patients to
the department and does not have enough money to serve the
whole community’s needs. The Indian Health Service has not made
available to the community members information about why the
payments are denied after referrals to outside facilities are made
and attending emergency room physicians.

Further denying of payments over the years are an ongoing prob-
lem in the case of a family of four or more children trying to apply
for bankruptcy and creates hardships financially for the individuals
who have a fixed income, a limited income or no income. The im-
pact of the budget leaves the entire community without that ability
to get referred to doctors in the field of need. This would include
doctors who give information to the patient on how to manage the
disease, such as heart attack, kidney failure, liver care, cancer
care. Currently, the Indian Health Service only allows community
members to have one follow-up visit with surgeons, such as heart
bypasses.

And the lack of screening for heart disease and strokes, the lack
of communication of providers decreases is—some of our great
needs for the Northern Cheyenne Tribe is we would like to have
you come down there and do a thorough investigation on our clinic
itself, and I would like to invite you to come down and have a town
meeting with the community people and hear the horror stories
that our Tribal membership is receiving by not getting care from
our Indian Health Service.

A lot of times they misdiagnose our patients. They say we have
a virus and we don’t need medical attention, and it ends up being
a life-threatening problem as time goes on.

Waiting for referrals for our emergency transfer to the commu-
nity, we need to get approval and end up—I'm getting messed up
here, but anyway, I would like to have you come down and visit
our facility, and our CEO is not informing the Tribal administra-
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tion of what’s going on, and we need follow-up from your office to
come down and assist us, and a lot of times the majority of our
problems, we end up only with life-threatening situations and a
loss of limb and life.

I would like to have you come down and check on these situa-
tions. We don’t have adequate funding, we don’t get the quality
healthcare that we need, and our people suffer from misdiagnosis,
getting loss of limbs and life-threatening situations, and they only
refer on life-threatening situations, not everybody is being seen
there by medical physicians.

So in closing, I would like to really invite you to come down to
investigate our clinic. We don’t have all the information we need
from—or there’s lack of communication between Indian Health
Service and the Tribal administration, so we need to be in contact
more with our healthcare issues.

But one of the things I like to talk about our Veterans, we have
a lot of Veterans on the Northern Cheyenne Reservation, and they
want to go to Fort Mead, South Dakota, and they won’t provide the
transportation for our Veterans to go to Ford Mead and they want
to hold them within the State of Montana, but that’s a request of
these Veterans that do want to go to Fort Mead and get better
services at the VA system down in Fort Meade.

And the Northern Cheyenne-Crow Hospital, we seem to be left
out of the loop when it gets to the Northern Cheyenne-Crow Hos-
pital. The Northern Cheyenne are never—seems like they are
never involved in these discussions what happens at Northern
Cheyenne-Crow hospital. We lose—I mean we are losing a lot of
contract moneys by transporting all of our patients to Billings rath-
er than to the Northern Cheyenne-Crow Hospital.

And we did give OB’s to Crow, but now we refer them all to Bil-
lings and it’s costing a lot more for our contract care. And with
that, I would like to close, and I would like to thank you for hear-
ing me out. We have a lots of other concerns, you know, I would
sure like to have you come to Lame Deer and visit with us.

The CHAIRMAN. Thank you, President Fisher. Are you talking
about the clinic in Lame Deer?

Mr. FisHER. Right. The Lame Deer Clinic and Northern Chey-
enne-Crow Hospital.

The CHAIRMAN. I was there four months ago, and I didn’t do an
investigation—and by the way, I don’t have the capacity to do the
investigation, but we are more than happy to visit with you and
other folks about this issue.

And by the way, the folks from Northern Cheyenne that are here
today, I've got staff here and I want you to make a point—I will
introduce them at the end, they will stand up, I want to make sure
you make it a point to visit with these folks because it’s great talk-
ing to me, but it’s even better talking to them because they make
sure I get the work done.

Thank you, President Fisher.

[The prepared statement of Mr. Fisher follows:]
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PREPARED STATEMENT OF HON. LLEVANDO FISHER, PRESIDENT, NORTHERN
CHEYENNE TRIBE

Good morning, Mr. Chairman, thank you for giving me the opportunity to address
the Subcommittee on the very timely and important issue of health care delivery
and quality. As you know, this issue has been of great concern in the health care
delivery system provided to the Northern Cheyenne Tribe by the Indian Health
Service. As we continue to witness the dramatic changes in the structure and deliv-
ery of care and steady decline in our quality of patient care. Today, I would like
to provide you with my perspective on the impacts of the budget shortfalls, access
to care, and the quality of care administered to our Northern Cheyenne Tribal mem-
bers.

The impact of the budget shortfalls are evident year to year. The only variation
and question to this situation is the money and services ending in June or May of
each year. The amount that is allowed in the budget does not allot enough money
to provide care for the entire year. The impact of this budget shortfall places a limi-
tation to our services to health care with the inability meet the minimal need of
survival for our people. The limitation of services during this time period has in-
creased the morbidity and mortality of our Northern Cheyenne Tribal members.
They do not get the services provided to the general population in regards to minor
surgery and emergent situations such as gall bladder attacks, kidney stone block-
age, broken bones, and head injury get minimized to prevent getting an outside
opinion.

The mismanagement of the Indian Health Service to properly supervise the posi-
tion of the Contract Health Representative at the local level has placed Northern
Cheyenne Tribal members being reported to the collections department because of
the inability to pay the bills in a timely manner. These are bills that have been pre-
authorized by the Indian Health Service and have not been made accordingly. The
Indian Health Service has not made any comments in regards to this issue. At an
estimate this costs exceeds more than 2 million dollars. This is a direct violation
of the trust responsibility and the inability to perform these functions required by
this office has left another impact to our community members. The outside providers
that are waiting for payment now have lost the trust and respect of these providers.
Not only did this impact our population but also with the limited socioeconomic sta-
tus of our community members they have now gotten their credit ruined and the
ability for enrolled tribal members to have opportunities such as purchasing reliable
transportation and affordable appliances and improvement loans.

The continued mismanagement of the Indian Health Service in regards to the
Contract care process has had them deny payment for services that were referred
out by the Emergency Room Physician. This process needs further clarification to
not only our community members but also to the Northern Cheyenne Tribal Admin-
istration, in regards to the status of a referral by the Attending Physician and not
addressing this prior to the transfer for care outside of the local facility. The denial
of services goes back three to four years and only states that the denial is based
on the inability to apply for Medicaid. These individuals will not be able to go back
three to four years to complete these processes, therefore, setting them up again for
failure and bankruptcy at the cost of a service that was thought to be provided and
referred by the Indian Health Service.

Additional impacts of the budget shortfall is a direct result to our community
members ability to get specialized services, These services include the rehabilitation
of Coronary bypass surgery, cancer treatment and transportation, heart disease, and
liver failure.

These shortfalls also dictate the ability for community members to get care that
is not provided at the local service unit. The priority levels follow the budget short-
falls with further limitations to the user population. During the second half of the
year, community members are only sent out when they are in a life or death situa-
tion. This has compromised our community in other areas and we have lost individ-
uals who did not meet the screening criteria waiting to get care during this time.
The budget does not account for our geographic area, lack of reliable transportation,
and the limited socio-economic status or our population in regards to transportation.
The Service Unit is not able to provide the entire service of transportation to our
community members. They have made an internal decision to provide only to the
dialysis patients which are transported six days out of the week. As this department
had been retroceded to the Indian Health Service from the Northern Cheyenne
Tribe we have had no input into the priority of transports. In addition to the budget
shortfalls we will now start to address the issues of accessibility of care for our com-
munity members.
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The access to care for our community members is limited and based on timing.
The inability of the local service unit to have any specialty services available onsite
decreases the access and ability of our community members to get patient education
and guidance for newly diagnosed chronic disease’s such as Heart Disease and fail-
ure, Diabetes, Cancer, amputation, Renal failure, stroke, and liver failure. Currently
the Indian Health Service only allows for one follow up visit after a major surgeries
such as Heart Bypass, intensive care hospitalizations, amputations, and stroke
awareness. The lack of screening for preventable diseases which increases our risks
for Cancer, Heart Disease, and Strokes. The inability to provide a continuum of care
for our population decreases and inhibits the community the opportunity the chance
for full recovery and preventing any further complications when they come back
home. The community members have frequent re-admission to either the emergency
room or hospital because of the fragmentation of care. The delay of treatment op-
tions provided for the community have increased the morbidity and mortality with
such disease process as Heart Disease and Cancer. The response to patient and fam-
ily needs has been dramatic and the inability to have created a structure that can
accommodate the growth of our community in response to the need for more com-
plex patient care services. Healthcare isn’t just improvement and measurement. It
is about our core values. our culture, and ultimately our vision for the future. With
this, I would like to address the quality and patient care issues.

Quality at its most basic is doing the right thing, in the right way, for the right
person. The challenge is knowing as a community member and administrator what
the right thing is. The Indian Health Service has made several mistakes in regards
to the misdiagnosis of conditions within our population. These mistakes have caused
the community members to lose limbs, shorten the life span, and in some cases
death. They are now faced with living with a chronic condition that they thought
was non-emergent and only a virus by the local provider. The shock and anger asso-
ciated with this affects the t rust with the providers at the local service unit. As
a licensed professional they are required to advocate for the patient rights and con-
ditions knowing when the time is right and what treatment options are available
and needed. The approach with medication Is generic across the board with the en-
tire population. Medication is stocked and ordered to a limited availability. If a pa-
tient was to come out of the hospital with a new medication and the local service
unit did not have this medication, the patient would have it changed or go without.
The gap between what is known and what is delivered is evidenced by this contin-
ued practice at the mercy of the community member.

Quality is measured thru three dimensions: structure, process, and outcome.
Structure and the foundation represents the basic characteristics of physicians and
the ability to communicate with other hospitals, other professionals and other facili-
ties such as skilled nursing homes. The Northern Cheyenne Tribal administration
is unaware of the communication between facilities. The current structure and
framework is limited and based on the availability of the budget.

If we truly wanted to be a model or a candidate for this nation’s health care orga-
nizations, we need to be offered a systematic process to evaluate and address the
patient care issues and concerns in a confidential manner. The inability to have a
complaint management process in place limits the ability to identify and measure
the goals and objectives of the current healthcare system. Have a strategic planning
session that will bring forth priorities that the administration feels is important and
needs to be addressed. This allows the opportunity to deliver a better care to our
patients, and having a greater and more positive impact on the lives of all of our
community members with a criteria and a commitment to quality, satisfaction, and
continuous improvement.

In closing, for years we have voiced our concerns at the Tribal Consultation meet-
ings with the Indian Health Service when doing the budget formulation and
prioritized Contract Health Services each year and each year we continue to run out
of funding. We have lost tribal members, disabled many, and harmed the welfare
of others due to the inability of being provided quality and consistent health care
to our people. I am asking you at t his time to ensure the survival and welfare of
the Northern Cheyenne Tribe we are requesting that you hear us and guarantee
that the Indian Health Service fulfill the general trust responsibility.
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STATEMENT OF HON. AT. “RUSTY” STAFNE, CHAIRMAN,
ASSINIBOINE AND SIOUX TRIBES OF THE FORT PECK
RESERVATION

Mr. STAFNE. First of all, I want to thank you for being here for
members of Montana, and nationally, I guess, Indian members, I
know you’ve been a champion for my Tribe, I certainly want to
thank you. Without you, there’s a lot of things that we would not
have. With that, I thank you for conducting this hearing.

It is an honor for me to be here. My name is A.T. Stafne, and
I am Chairman of the Assiniboine Sioux Tribes of the Fort Peck
Reservation.

Our reservation is large and remote, our residents and members
are poor and have poor health. Poverty levels present the greatest
obstacles to addressing our healthcare needs. Nearly half of the
people living on the Reservation are below the federal poverty
level. Roosevelt County where most of our Tribal members live has
the poorest health in the State of Montana. Our numbers suggest
that our average Fort Peck Tribal member dies at the age of 51.
We were encouraged by the permanent reauthorization of the In-
dian Healthcare Improvement Act, as well as benefits to individual
Indians under the Affordable Care Act, we hope it will increase in-
surance coverage of American Indians, yet we are concerned that
the Secretary has not conducted meaningful consultation with our
Tribes on the Affordable Care Act and are uncertain about imple-
mentation in Indian Country, especially in states like Montana
that rejected the Medicaid expansion, and we are confused by the
way the Act defines Indian differently from long established policy.
Clearly there is more work to be done if the government is to fulfill
its trust responsibility to provide quality healthcare to Indian peo-
ple, a mandatory obligation under treaties and agreements entered
into with Tribal governments.

We’ve upheld our end; the United States must do the same.
Working together, we must develop a plan to develop quality
healthcare systems, allowing this nation to fulfill its promises. Our
members are not getting the care they need in many cases because
the care is not deemed a life or limb necessity. All too often Tribal
members complain of an ailment, but get sent home from the In-
dian Health Service with cough medicine or pain killers. Later we
learn the condition was much more serious, like cancer.

The board believes that with a better continuum of care, better
detection, better prevention efforts, and improved efforts to address
the ability to pay, the health status of the people at Fort Peck
could improve significantly. Rather than continuing to provide sub-
standard healthcare, the Indian Health Service should develop a
strategy to better address all of the healthcare needs of the people
living at the Fort Peck Reservation. This strategic plan would iden-
tify the reasons why the system is not meeting the needs of our
people and establish measurable goals and a targeted implementa-
tion plan.

The strategic plan should address at least 5 areas. First, the plan
must include an assessment of our critical health and psychiatric
needs, the barriers to positive health status, and the opportunity
for greatest improvement. For example, this type of study should
help us understand if the IHS life or limb policy that results in the
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denial of orthopedic and other repair surgery is effective in saving
resources for more serious conditions. We must suspect that the
risks and costs associated with treating surgical needs with pain
killers in the long run has a greater cost than the surgery itself.
We have lost fathers, mothers, sons, daughters, brothers, and fu-
ture leaders because they were unable to get the healthcare they
needed and fell victim to the downward spiral of addiction, depres-
sion and suicide.

A study like this may suggest our efforts are best focused on edu-
cation campaigns targeted at children. Recently we have engaged
in several prevention initiatives with little support from ITHS. We
believe these efforts are working to improve health and save IHS
resources. A health assessment could tell us where we should tar-
get our resources to achieve the greatest benefits.

Second, the plan must address the Reservation’s facility needs.
Although IHS offers two health clinics on our Reservation, it re-
ports 85,000 patient encounters annually, 3 times the capacity.
Turning people away because of a lack of facilities or personnel re-
sults in loss of third party billing. The overspending of contract
health funding and the overall poor health of our community and
our needs are increasing due to our proximity to the Bakken oil
fields. We are seeing the negative impacts of oil and gas develop-
ment without the financial benefits. Methamphetamine and pre-
scription drug abuse is on the rise at Fort Peck.

Third, the strategy to improve the health delivery system at Fort
Peck must recognize and address the issues related to our remote
location. We are the most remote location in the lower 48. The
nearest regional medical facility for Fort Peck is over 300 miles
away here in Billings, and the emergencies that cost the associa-
tion with air ambulance services from Fort Peck to Billings are
staggering and a major cost to the service unit. The distance in-
volved results in higher costs, greater time away from home, and
high levels of stress. Our remote location requires a plan to im-
prove telemedicine opportunities, access to mobile health facilities
and ways to bring specialists to our Reservation.

Fourth, the strategy must also address recruitment and retention
of qualified professionals to address high turnover and vacancy
rates which we know are related to our remote location. The serv-
ice unit needs the flexibility to deal with this area through higher
compensation and greater benefits. Since the continuum of care by
the same medical professionals greatly improves a person’s health,
a stable healthcare workforce is key to improving health status.

Finally, the strategy must examine the business practices of the
Fort Peck service unit and the Indian Health Service. IHS and the
Tribes need to know if the service unit is achieving the best pos-
sible outcome in terms of third-party receipts for both the service
unit and the patients. There should be no waste or lost revenue to
the service unit, and patients should not be faced with collection
actions and bankruptcy when IHS fails to pay bills. If IHS fails to
pay for emergency air transportation to Billings, a patient is sent
a bill for several times the amount of a family’s annual income.
THS must be consistent in both the collection of third-party receipts
and cost share payments.
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In addition, there’s certainly room for improvement with the fi-
nance and procurement system of Indian Health Services. Indian
Health Service leadership must step up and bring about these
types of long overdue changes. We also believe that IHS should be
given better tools by Congress to effectively do its job. We encour-
age Congress to take immediate action on proposals now before you
to authorize Indian Health Service to pay Medicare like rates for
non-hospital care costs.

Thank you for this opportunity to provide our recommendations
on this important subject. We encourage you to join us in devel-
oping this strategic plan to build a better healthcare system on the
Fort Peck Reservation to fulfill the government’s mandatory trust
obligations to our Tribe.

[The prepared statement of Mr. Stafne follows:]

PREPARED STATEMENT OF HON. A.T. “RUSTY” STAFNE, CHAIRMAN, ASSINIBOINE AND
S10UX TRIBES OF THE FORT PECK RESERVATION

Good morning and thank you for recognizing the importance of fulfilling the gov-
ernment’s trust responsibility to provide quality health care to American Indians.
We are all too aware that the unmet needs and underfunding of health care in In-
dian Country further perpetuates the poor health of American Indians. That is why
I am here today, to ask you to join us in making commitment to building a better
healthcare system, both on our Reservation and throughout Indian Country.

To be sure, the government’s trust responsibility to provide quality health care
to Indian people is not discretionary; but is the fulfillment of the federal govern-
ment’s mandatory obligation under the treaties and agreements entered into with
Tribal governments. We’ve upheld our end. The United States must do the same.
Working together we can build quality healthcare systems, allowing this nation to
fulfill its promises.

Chairman Tester and Members of the Committee, I am honored by this oppor-
tunity and thank you for your time today. My name is A.T. Stafne and I am the
Chairman of the Assiniboine and Sioux Tribes of the Fort Peck Reservation. We are
a large, land-based tribe. Our Reservation spans 2.1 million acres of Montana’s
northeastern plains and our boundaries encompass parts of four Montana counties:
Roosevelt, Valley, Sheridan, and Daniels. The Reservation’s Indian population is ap-
groaching 8,000 while our overall Tribal enrollment is approximately 13,000 mem-

ers.

To date, the Fort Peck Reservation remains one of the most impoverished commu-
nities in the country. Nearly half of the people living on the Reservation are below
the federal poverty level. Roosevelt County residents have the poorest health in the
state of Montana, followed closely by Bighorn and Glacier Counties, both of which
are also located primarily on Indian Reservations. Our review of recent data sug-
gests that the average age of death of Fort Peck Tribal members in the past two
years is 51 years of age. It is not surprising, then, that almost half the population
living on the Reservation is under the age of twenty-four. Thus, we are a poor,
unhealthy, and young community. Because of our youth we must do better and
make the changes in our community to implement positive health strategies that
will prevent the chronic and debilitating diseases that plague our Community.

Poverty levels present the greatest obstacles to addressing our health care needs.
People living on Reservations and living in poverty are the least likely to have
health insurance. Recent studies are beginning to conclude that death rates de-
crease among people with health insurance. In order for IHS to fulfill its trust re-
sponsibility, it should be working to secure health insurance to all American Indi-
ans.

We were encouraged by the permanent reauthorization of the Indian Health Care
Improvement Act, as well as the benefits to individual Indians under the Affordable
Care Act. We are hopeful that exemptions from open-enrollment periods and zero
cost sharing may increase the number of American Indians covered by health insur-
ance. However, we are concerned about the Act’s implementation in Indian Country.
Despite our written request for consultation, the Secretary of Health and Human
Services has not yet conducted meaningful consultation with our Tribes, as required
under the Act. This is particularly concerning to us because the State of Montana
has decided not to expand Medicaid. As a result thousands of Montana Indians may
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not be able to obtain health coverage as intended by the Affordable Care Act. More-
over, the Act has created uncertainty regarding who is considered an Indian and
represents a departure from longestablished Federal Indian health policy.

From recent studies, we know that heart disease, cancer, and accidents are the
three leading causes of death in our community. More than 3 percent of our children
will try committing suicide in their lifetime and more than 65 percent of our chil-
dren have already consumed alcohol. Anecdotally, the Board hears from members
who are not getting the care they need our local IHS facilities, because the care is
not deemed “life or limb” necessary. This care can range from gall bladder surgery,
hernia surgery, dental surgery, or orthopedic surgery. We know that the ability to
pay, continuum care, and early detection contribute to the health status of individ-
uals. The Board hears all too often about their members who complained of an ail-
ment for months at IHS clinics, but who were repeatedly sent home with cough
medicine or pain killers, only to learn later that the Tribal member was suffering
from a much more serious condition, like cancer. The Board believes that with a bet-
ter continuum of care, better detection, better prevention efforts, and improved ef-
forts to address the ability to pay, the health status of the people at Fort Peck could
improve significantly.

The continuing failure to provide this necessary health care at the Fort Peck Serv-
ice Unit is unacceptable to the Tribes. The Tribes recognize that Fort Peck Service
Unit is trying to improve the delivery system by implementing the Improvement Pa-
tient Care process, which includes empanelment of patients so that the patient is
treated by the entire team of medical professionals and not treated in isolation.
However, the Indian Health Service should take this initiative a step further to de-
velop a strategy to better address all of the health care needs of the people living
on the Fort Peck Reservation. Such a “Strategic Plan” would identify and target the
reasons why the healthcare system on the Fort Peck Reservation is not meeting the
needs of our people. This Plan would include measurable goals and an implementa-
tion plan to achieve these goals.

This Strategic Plan could be similar to the BIA’s “High Priority Performance Goal
Initiative” which targeted four reservations where public safety needs had reached
critical stages. We believe the health care needs of the Fort Peck Reservation are
just as critical. We can no longer tolerate our people dying, living in chronic pain,
or suffering permanent disability because they lack access to health care.

In the Tribes’ view, the Service Unit is operating in triage “life or limb” mode;
treating people as they come into the two clinics in Poplar and Wolf Point. The
Service Unit is failing to treat the whole person. This “life or limb” mode, results
in people with health insurance, including Medicaid and VA coverage, not being re-
ferred out for medically necessary treatments and surgeries because the Indian
Health Service has not refined its own third-party billing activities that would allow
it to pay the co-pays and deductibles for these treatments. This often results in the
THS paying much higher costs when the injury progresses to the emergency stage.
Without a Strategic Plan, the Board believes that the Indian Health Service will re-
main stuck in the “life or limb” paradigm and the substandard health conditions at
Fort Peck will continue.

It is important to mention, however, that the Board does not attribute these prob-
lems to individual employees or providers at the Fort Peck Service Unit. Indeed,
there are many fine individuals working hard with limited resources to serve our
health care needs. Our hope is that together we can give those providers the sys-
tems and resources needed to better serve our community by developing a strategic
plan with that goal in mind. One that is tailored to the unique situation experienced
at Fort Peck.

There are at least five areas that such a Strategic Plan could address and I would
like to take this opportunity to explain each of them.

First, the Plan must include an epidemiological assessment of the Fort Peck Res-
ervation. This study would identify the critical health and psychiatric needs of our
people living on the Reservation and pinpoint the existing barriers to achieving a
positive health status. Our Tribal Board often hears about the health-related chal-
lenges faced by our Tribal members and each Board member has their own personal
experiences. However, it is not clear from these snapshots what areas should be tar-
geted, and where the opportunities for greatest improvement are.

For instance, the Board is aware of a number people in need of orthopedic surgery
(ACL, meniscus injuries), but because this kind of surgery is not considered “life or
limb care” they are not able to get the surgery. While this may not seem like a crit-
ical health care need in a community battling high cancer rates, high diabetes rates,
and high cardiovascular disease rates, in fact this lack of care has serious con-
sequences for our community.
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In many instances because people cannot get the repair surgery, they are pre-
scribed painkillers, which they may become addicted to and may have negative side
effects. This increases the Service Unit’s costs in two ways. First, the cost of pro-
viding these painkillers contributes to the Service Unit’s high pharmaceutical cost.
Secondly, the Service Unit and the community have to deal with the high cost of
opiate and other painkiller addictions. Furthermore, in cases where people are
deemed “high risk” and are not prescribed a painkiller, they sometimes self-medi-
cate with alcohol or other substances. This too has a high cost to our community.

More seriously, the Board is aware of instances where individuals who were not
provided the necessary repair surgery have fallen into a depression because of the
pain and inability to live the life they had lived before the injury. In some cases,
this has resulted in our Tribal members taking their own lives. While this par-
ticular example may not be statistically significant in the broader context of the In-
dian healthcare system, at Fort Peck it is very significant. We have lost fathers,
mothers, sons, daughters, brothers, and future leaders because they were unable to
get the health care they needed.

We know that the THS budget for substance abuse, alcohol, and family counseling
is insufficient for our well-documented needs. Just this past month, two babies were
born on the Reservation addicted to meth. We had no choice but to place those ba-
bies with foster families off-reservation, who were qualified to care for their special-
needs. We need to better understand the resources needed to prevent meth use
among our members. We must also care for those addicted to meth and other drugs,
and understand how to best provide that care. It may be that our efforts are best
focused on education campaigns targeted to school age children.

Over the past few years our Tribes have engaged in several preventative health
initiatives with little or no support from the Service Unit or Indian Health Service.
We believe these efforts will have a positive effect on the long-term health of our
members and will help to protect the resources of the Indian Health Service.

An epidemiological study could substantiate and focus our concerns, as well as re-
inforce the need for more preventative initiatives in addition to the ones the Tribes
are operating now. Once this information is gathered, the Tribes could work with
the Service Unit to create a pathway to have the medically necessary surgeries and
services provided so that these Tribal members can live more productive, pain-free
lives. Moreover, a study could help identify where the Board and the Service Unit
should focus our prevention efforts, whether on smoking cessation, radon testing, di-
abetes screening, sanitation improvements, or mammography. This data could tell
us where we should target our resources to achieve the greatest benefit.

Second, the Plan must address the Reservation’s facility needs. As I've mentioned
already, IHS operates two health clinics on our Reservation—one in Poplar and one
in Wolf Point. The Tribes operate nine Tribal Health Programs, including a dialysis
clinic, outpatient substance abuse counseling, community health representative
services, health promotion and key prevention programs. The services provided at
the THS clinics now include primary care, pharmacy, laboratory, dental, behavioral
health and women’s health. The Service Unit currently reports 85,000 patient en-
counters annually—more than triple our facilities’ capacity.

In key areas like dental, the Service Unit turns people away because it lacks the
facilities or personnel to meet the demand. This results in a loss of third-party bil-
lings and contributes to the over subscription of Contract Health Care funding. In
addition, the Tribes’ Dialysis Unit must turn patients away because it is at capacity,
operating six days a week with three shifts.

Similarly, there is a clear need for substance abuse detoxification and treatment.
Current outpatient services cannot fully address the substance abuse issues on the
Reservation, particularly in light of our proximity to the Bakken oil fields of eastern
Montana and western North Dakota. We are already seeing the negative impacts
of oil and gas development without any financial benefits. While we welcome oppor-
tunities for economic development, we are also unprepared for the downside of rapid
growth; rising costs for food, clothing and services, increased truck traffic, motor ve-
hicle crashes and injuries, and increased crime, especially drug related. Undoubt-
edly, methamphetamine and prescription drug abuse is on the rise at Fort Peck.

Third, the strategy to improve the health delivery system at Fort Peck must rec-
ognize and address the issues related to the remoteness of the Fort Peck Reserva-
tion. There are very few Reservations in the lower 48 that are as far from a regional
health facility as Fort Peck is. Our remote location requires developing a plan to
improve telemedicine opportunities and access to mobile health facilities.

Over the past several years, there has been much discussion nationally on health
care generally, but very little about access to health care. This has been dis-
concerting to us since the nearest comprehensive regional medical facility to the
Fort Peck Reservation is located over 300 miles away in Billings, Montana. We have
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little choice over where we receive our health care. We have higher transportation
costs. We are forced to spend more time away from home, work, and school. These
realities are made worse when a Community member must be transported off the
Reservation in an emergency. Costs associated with air ambulance services from
Fort Peck to Billings are staggering and a major cost to the Service Unit. For family
members unexpected travel is more expensive and more stressful. We must work
together to bring specialists to the Reservation whenever possible and invest in fa-
cilities where those visiting specialists serve their patient’s needs. Follow-up visits
should not require three days away from home.

Fourth, the strategy must also address recruitment and retention of qualified pro-
fessionals to address high turnover and vacancy rates. We know that the remote-
ness of our Reservation is a barrier to recruitment and retention of qualified health
professionals. Thus, as the Service Unit recruits new health professionals, it has to
be given the flexibility to respond to this barrier through higher compensation and
greater benefits. It is proven that the continuum of care by the same medical profes-
sional greatly improves a person’s health care. Thus, we believe a stable healthcare
workforce is a key to improving the health status at Fort Peck.

Finally, the strategy must examine the business practices of the Fort Peck Service
Unit and the Indian Health Service. IHS and the Tribes need to know if the Service
Unit is achieving the best possible outcome in terms of third party receipts. These
receipts are critical to the Service Unit’s ability to meet the health care needs of
the Reservation and must be optimized.

In addition, the Service must refine its own third-party billing activities to allow
it to pay the co-pays and deductibles for surgeries and other treatments that are
not available at the Service Unit. As Tribal leaders we have heard countless stories
from our members, and many of us have personal experience, with THS collecting
third-party reimbursement from the Veteran’s Administration or Medicaid, but fail-
ing to pay deductibles, co-pays, or other shared costs. As a result individual patients
or their families are billed for these costs even though IHS has a responsibility to
cover these costs. If these bills go unpaid, the patient or the patient’s family are
subjected to collection agents and collection lawsuits. These bills often involve emer-
gency air transportation to Billings, Montana, or other distant locations. As you
might imagine the amounts involved are staggering often several times the amount
of a family’s annual income.

Given this reality, we are very concerned that IHS and the Service Unit are not
equipped to comply with the zero cost share requirements of the Affordable Care
Act. In order to run an efficient and effective healthcare system and comply with
the law, IHS must be consistent in both the collection third party receipts and cost
share payments.

In addition, there is undoubtedly room for improvement with the finance and pro-
curement systems of Indian Health Service. These systems could be modernized and
reviewed for efficiency and relevancy. For example, we suspect that the Service’s
procurement system is designed to accommodate large contracts for nationwide
goods or services, but is not equipped for smaller purchases like medication and sup-
plies. In our view the Indian Health Service has lacked the leadership necessary to
bring about these types of long overdue changes.

We also believe that THS could be given better tools by Congress to effectively do
its job. We encourage Congress to take immediate action on proposals now before
you to authorize Indian Health Service to pay Medicare-like rates for non-hospital
care costs.

We encourage you to join us in developing this strategic plan to build a better
healthcare system on the Fort Peck Reservation to fulfill the government’s manda-
tory trust obligations to our Tribes. Thank you for the opportunity to share our
thoughts on this very important subject. I would be happy to answer any of your
questions.

The CHAIRMAN. Thank you.
Chairman Azure?

STATEMENT OF HON. MARK L. AZURE, PRESIDENT, FORT
BELKNAP INDIAN COMMUNITY COUNCIL

Mr. AZURE. Good morning, Mr. Chairman, Committee members,
guests, thank you for providing and assembling the Tribes of Fort
Belknap an opportunity to express our concerns today. My name is
Mark Azure, I'm the President of the Fort Belknap Community
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Council, and I'm here to represent those 7,000 plus enrolled mem-
bers that reside on Fort Belknap, and today my testimony is di-
rected towards our healthcare facility at Fort Belknap, and also to-
wards the regional office here in Billings of the Indian Health Serv-
ice.

I feel compelled today to be here as the top elected official at Fort
Belknap. This is a serious, serious issue. It’s something that I
think has been ongoing for a lot of years, and the fact that we had
to take this on as a Tribal council when we were brought into office
here about six months ago. One of the things that we did at the
Tribal council was sit down with the providers—myself and the
Vice-Chair and heard their concerns, and it somewhat echoes what
we've heard this morning so far, and at Fort Belknap, we look at
those providers as being just as important as our teachers and our
law enforcement personnel, that they are part of our community
and we need to look out and try to help.

So part of the information that I have today was put together in
collaboration by the council, our Tribal health program, and our In-
dian Health Service there at Fort Belknap.

First off, the thing I would like to touch on is the projected short-
fall at Fort Belknap for the 2014 fiscal year is at over $1.2 million.
That’s just unacceptable, it’s putting constraints on the services
and personnel at the Indian Health Service there at Fort Belknap.

Some of the other topics, they are all health related, but before
I get to those, I want to mention that we’ve had problems with our
ambulance service and actually putting one in place on the south
end of the reservation where approximately 50 percent of our resi-
dents reside and that we've tried to take it upon ourselves to get
that rolling. We had 12 community members get out there and take
that EMT course, and they were certified—and they did this on
their own, basically they kind of got together grassroots, got a phy-
sician to come in and certify them, and now they are certified
throughout the nation to do this. We asked for an ambulance which
we were told we would have. In the end, our ambulance service
hired one individual, and he is on the north end of the reservation
which defeats the whole purpose of why we got involved, so there’s
still that lack of care on the south end of the reservation. We re-
cently here about two or three weeks ago lost a young Tribal mem-
ber in a vehicle accident, and we don’t know if that ambulance
service on the south end would have helped save her life, but now
we will never know because it wasn’t there, it had to come from
the north end of the reservation which was a somewhat lengthier
distance to get there.

The healthcare concerns we have, diabetes, of course, you know,
in 2012, the Center For Disease Control indicated that 14.2 percent
of Native Americans age 20 and older were diagnosed with diabe-
tes, this is higher than any other ethnic group across the country
so it’s definitely a concern of ours.

Cancer, that’s, I believe, 220 Indians across Montana get cancer
every year, there’s roughly 14 on Fort Belknap, and it’s just—the
limited care that we get just isn’t working. Our mental health is—
our mental providers are just very overworked. We have two at
Fort Belknap, but it’s almost a 45-day wait if you make an appoint-
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ment, and that also—our folks who end up in our detention facility
are also part of that.

You mentioned the life expectancy, so I won’t go over that, it’s
something that concerns us.

The third-party billing also, you know, where are we at with
that, and why is it not what it should be. Is our staff not trained,
is it just too much work; we don’t know, we are asking those ques-
tions and not receiving a lot of answers.

Unemployment, of course, that’s in the upper 70s at Fort
Belknap, so that, you know, plays a huge role in our people being
able to help themselves, and so I will close here, but in closing,
that 1.2 million shortfall that my IHS facility is going to feel in
2014, our Tribal government is going to have to step in and try to
help our Tribal members with assistance in getting to appoint-
ments and things like that, and that takes a hit right back on the
Tribal government, so with that, I will close, and thank you.

[The prepared statement of Mr. Azure follows:]

PREPARED STATEMENT OF HON. MARK L. AZURE, PRESIDENT, FORT BELKNAP INDIAN
COMMUNITY COUNCIL

Good Afternoon Mr. Chairman, Committee Members and guests, and thank
you for praviding the Gros Ventre and Assiniboine Tribes of Fort Belknap an
epportunity to express our concerns and for including us in the hearing, “Ensuring
the Indian Health Service is Living Up to 1ts Trust Responsibility”, My name is Mark
Azure and ] am the President of the Fort Bellmap Indian Community Council, the
governing body of the Gros Ventre and Assiniboine Tribes of the Fort Belknap
Indian Reservation in Montana. The Fort Belknap Indizn Community consists of a
total of over 7000 enrolled members between the twa Tribes, and [ am pleased to
offer these comments an their behalf,

My testirmeny today is directed toward our healtheare fecility at Fort Belknap
and also, toward the Billings Area Office for Indian Health Services. Tribal
governments, just like state and municipal governments, provide critical services,
shape values, and promote healthy enviranments. [ fael compelled ta be here today
as trihal council members are the elected officials responsible for our community
members and ultimately the ones most accountable for the economic conditions as
well as the health conditions of our tribal members who reside an our reservation
communities. The following information is provided to you through the Fort
Belknap Indian Community Connell in collaboration with the Tribal Health
programs and the Fort Belknap Indian Health Service.

The United States Code: dtle 25, section 1602 lists the special trust
responsibilities and legal obligations that are the palicy of the nation toe fuifill.
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Among those responsibilities are, “to ensure the highest possible health status for
Indians and urban Indians and to provide all resources necessary to effect that
policy.” Due to inadequate funding, the IHS and the tribal programs are unable to
provide sufficient health service to cur enrelled members. The Fort Belknap THS is
projected to have a shartfall of $1,287,115.37 for fiscal year 2014, This places
constraints on services and personnel at Fort Belkmap Service Center, and
cansequently, the delivery of health care. Delivery of health care at Fort Belknap
needs to be redivected toward a greater emphasis on wellness services and behavior
health, so that it will contribute o a healthier future for people. The following is a
list of some of the glaring health disparities and statistics that we are faced with.
Diabeles - Type 1-13, type 2-500. The federally funded program Special
Diabetes Program for Indians (SDPI} Healthy Heart initiatives targets American
Indians who have been diagnosed with diabetes. These services work toward
preventing and treating diabetes, but data from a National Health and Nutrition
Survey conducted by the Center for Disease control in 2011 indicated that 14.2% of
Native Americans age twenty and over were diagnosed with diabetes, Thisisa
higher pereentage than for any other racial or ethnic group.2 However, one of the
other trust responsibilities that IHS has to Native Americans is, "ta rajse the health
status of [ndians to atleast the levels set forth in the geals contained within the
Healthy People 2010 initiative or successor objective.”® The gaal lsted under the
Healthy People 2020 Initiative for diahetes was to "reduce the disease and economic
burden of diabetas mellitus (DM) and improva the quality of life for all persons whe
have, ar are at risk for DM."* However, | have received complaints from several
individuals that they have trouble getting to dialysis appointments hecause they are
required to travel long distances and the means of transporting individuals is
lacking. Many people are put on the “deferred” list because their situation is not

125 use §1602(1)

2 Centers For Dlsease Controland Prevention. National diabetes fact sheet; national estimates and general
Informaden on dizhetes and prediabetes in the Unlted States, 2011, Atlanta, GA: U.5. Department of Heatth and
Human Services, Centers for Diseasa Control and Frevention, 2011

Bfthree (updated 3/8/2014)
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censidered an emergency. However, without obtaining proper madical attention
their situation will not be improved, as s the goal.

Cancer - Approximately two hundred twenty {220) Native Americans
diagnosed with cancer every year in Montana$; and raughly fourteen people in Fort
Belknap are diagnosed with cancer each year. This number Is high given our small
population and funds to assist with care for these patients are extremely limited.
Cancer ocours at a much greater rate among Indians in Montana than any other
Natives and Alaskans in the US population and Lung cancer and colorectal cancer
occurred ata significantly greater rate among Indians compared to the white
population in Montana$ This means we have to he able to care for these patients,
but with the quality of service currently provided, we cannot, [ni fact, many cancer
patients come to the council to ask for help because the IHS just does not have
enough funding to transport the number of patients we have, or to cover the costs of
overnight stays for patients undergoing chemotherapy [which is administered
hundreds of miles away), After treatment, they are much too sick to trave] home,

Mental Health - Fort Bellmap is chronically understaffed. We have two
clinical physiologists, we have two vacant positions due to lack of funding a Social
Worker and a psychiatrist. The funding has ta be increased to recruit and retain
gualified professionals, and we have a significant need far a youth specialist in this
field as well.

Life expectancy - The life expectancy for Native American men is 56 years of
age and Native women is 62 in the State of Montana. In comparison, the life
expectancy for white men is 75 years of age and White women Is 82 In Montana.
That is more than a ten year difference for each group, That is an astounding
difference to me and translates to me as being deprived of ten years with my family
members and friends.

Purchased Referred Care (PRC} (currently contract health services), which is
setup to help members obtain health care and dental services from a nen-Indian

5 Amgare, Yictoria, Jcprd/n
54142013

Nz
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Health Service or tribal health cara facllity, will anly refer priority ane patients to
specialists, meaning a condition has t0 qualify 25 an emergency before this can
happen. Soms of the commnnity members have {o wait months snd even years
before they are referred out to & specizlist. { am well aware of this situation from my
own experience gnd it is extremely frustrating. THS simply does not have adequate
funding to transport Indian patients to spacialists or specialty clinics and this is
causing harr to our people as a whole.

We have a 73 % unemplayment rate at Fort Belknap and with no steady
income; dealing with these health problems puts a tremendous burden on the tribe
as v strogple to AsSist ooy msmbers with Ananeial assistance to po to
appointments for chemotherapy treatments, dialysis, and other referrais i
specialists outside of our service avea, For the tribe aione, this creates an average
cost of appraximately $120,000.00 in medical assistance.

The heaith prablems facing Indian country and more spacifically the Gros
Ventre and Assinibeine tribes are far fronm ensuring the highest possible haalth
status with the inadeguate funding provided to the tribz and to the 145,

The realify of the delivery of health cave at Fort Belknap is dismal and Inall
honesty, I do not feel the government is living up to its trust responsibilities to
ensure the highast possible health care fer Native American people’ and mare
specifically to my people at Fort Belknap,

Thamk you again for the opportunity to pravide our perspective,

The CHAIRMAN. Thank you.
Vice-Chairman Lankford?

STATEMENT OF HON. CAROLE LANKFORD, VICE-CHAIR,
CONFEDERATED SALISH AND KOOTENAI TRIBES OF THE
FLATHEAD RESERVATION

Ms. LANKFORD. Senator Tester, Committee members, and staff,
thank you for conducting this field hearing on Indian Health Serv-
ice and health of our Indian people. My name is Carole Lankford,
I serve as the Vice-Chair of the Tribal Council of the Confederated
Salish and Kootenai Tribes.

This hearing is timely and necessary, as there is nothing more
important than protecting the health of our people. It is also impor-
tant to note the current allegations of poor access and quality of
health being leveled against the Veterans Administration. While
we await the results of the federal investigation, we join with the
country to demand the best care for our Veterans as they have
given us so much for our freedom that we all enjoy.

The complaints lodged against the VA are not so different from
the ones I hear from our Tribal members. When one examines the
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health disparity between Indians in Montana and their non-Indian
counterparts, it is hard to ignore the concerns. I don’t want to re-
peat what you said about the Montana Department of Health and
Human Services and the quote that was made about a comparison
to Tribal members so I will pass that up, but I just want to say
how can those discrepancies still exist? It is unacceptable.

Over 20 years ago, CSKT realized it must take responsibility for
the healthcare of our people when we became one of the first Tribes
in the county to assume the management and operation of services
provided by IHS, the plan that’s servicing it. The CSKT care sys-
tem was and continues to depend on contract health service, now
called Purchase and Referred Care.

Over the past 20 years, CSKT has focused on building quality
healthcare. It includes increasing healthcare services and tribally-
operated clinics, like community health services in clinics located
from Hot Springs to Arlee. We have built a state of the art health
clinic in Polson, and we extend an invitation for you to join us at
the grand opening of our newly renovated health clinic in St. Igna-
tius. It will have eight exam rooms, eight dental chairs, increased
space for our pharmacy and community health nurses. It will allow
for improved patient registration and the activities needed to in-
crease the revenue from alternative resources, such as the VA,
Medicaid, Medicare, Healthy Montana Kids and private insurance.

In 2005, the CSKT Tribal Council was forced to make the deci-
sion to retrocede the management of CHS back to IHS, and it re-
mains in their management since that time.

Sometime last year, the CHS program moved to a Level 1 rating.
This means only those whose life, limb or senses are at risk will
be approved for referral and payment, all others will be denied. Let
me give you a common example, let’s say a provider conducts a se-
ries of tests and determines a patient’s gallbladder needs to be re-
moved, but it has not yet burst, the procedure would be denied,
and most likely the patient would be sent home with pain medica-
tion. This scenario has been repeatedly played out, and it results
in poor care and increased prescription drug addiction. Doctors who
are working in IHS facilities or those who serve IHS beneficiaries
struggle with the dilemma of knowing that the patients need im-
mediate medical care and the long-term impact of those patients
not getting that care, the patient and medical care providers to
meet the Level 1 criteria that is set by CHS is too dangerous, too
many patients die.

Payments for service is a major problem. Tribal health recently
received a complaint from a Tribal widow whose husband died in
December 2012. The payment for service that was authorized for
his end of life care still has not been paid and her wages have been
garnished. This is not an isolated event, but is common. In the end,
your credit is ruined when services are authorized, but not paid in
a timely manner and those bills are sent to collection agencies.

Patients can’t protect themselves as the rules of payment change.
Expectations of payments by the patient, when those expectations
have not been communicated, have hurt the Tribal membership. It
is nearly impossible to navigate a complicated healthcare system
without assistance.
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With the risk of life or limb criteria, IHS, CHS beneficiaries will
never receive a complete array of benefits others are entitled to
under the Affordable Care Act and the beneficial benefits required
in the qualified healthcare plan offered by insurance companies
through the federally facilitated insurance marketplace.

The Tribal Council came to a conclusion a few days ago that we
could no longer tolerate this type of management and voted to no-
tify IHS of our intent to reassume the management of CHS pro-
grams effective October 1, 2014. This decision is possible because—
only because of the opportunity for additional third-party questions
which are made through Indian specific program provisions in ACA
which include a permanent authorized agent of the Indian
Healthcare Improvement Act.

For CSKT to be successful, we must build a health delivery sys-
tem that brings together all federal resources, including Tribal and
ITHS, Medicaid and medical care, Healthy Montana Kids, and the
VA, and the private insurance companies, such as Blue Cross Blue
Shield, Pacific Source and the Montana Health co-op. Collectively,
if we enroll our beneficiaries and educate them about those re-
sources and how they can use those resources, it will work. The
Tribal health role is to establish quality medical care and maximize
the delivery and use of it. We must focus on 10 essential benefits
and services governed by alternate resources.

Finally, patient satisfaction and good customer service is manda-
tory for us to become a desired place to get quality healthcare. Sen-
ator Tester, we are asking you for the following assistance: Number
one, join us this summer as we host a healthcare summit to bring
together policymakers and decision makers involved in providing
and paying for healthcare for our beneficiaries. We must have a
conversation with solid recommendations that all federal and pri-
vate partners agree to in order for us to be successful. It could be
a pilot project that other Montana-Wyoming Tribes could use as
they build their healthcare system.

Number two, support multi-year funding for ITHS and allow
Tribes’ stability in administering healthcare programs. In the past
when there’s been multi-continuing resolutions, and even a Federal
Government shutdown, it caused uncertainty into the program and
the patients they serve.

Number three, investigate complaints by IHS beneficiaries.
Please listen to the people who are receiving services, or in some
cases, not receiving services. There must be access to healthcare.

While CSKT is committed to building quality healthcare based
on a business model, healthcare is very personal to all of us. A cou-
ple of months ago, a relative of mine was diagnosed with a major
illness. He is a young man with young children and a bright future
ahead of him. He has very good healthcare insurance from his em-
ployer. He was referred by a primary care provider to a specialist,
it is truly a life or death situation. After getting the bureaucratic
runaround, he asked if I could help. He was scared, and so was 1.
If it hadn’t been for the intervention at the highest level in the
healthcare system, I don’t know what would have gotten the care—
if he would have gotten the care he needed today. He is on the road
to recovery.
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It shouldn’t be like that, we deserve better. In our treaty, we
ceded most of western Montana in exchange for healthcare and
other important rights. Please, Senator Tester, make the Indian
Health Service live up to its trust responsibilities.

Thank you for your time.

[The prepared statement of Ms. Lankford follows:]

PREPARED STATEMENT OF HON. CAROLE LANKFORD, VICE-CHAIR, CONFEDERATED
SALISH AND KOOTENAI TRIBES OF THE FLATHEAD RESERVATION

Senator Tester, Committee members and staff, thank you for conducting this field
hearing on Indian Health Service and the health care for Indian people. My name
is Carole Depoe Lankford. I serve as the Tribal Council Vice Chairman for the Con-
federated Salish and Kootenai Tribes and accompanying me is our Tribal Health Di-
rector Kevin Howlett.

This hearing is timely and necessary as there is nothing more important than pro-
tecting the health of our people. It is also important with the current allegations
regarding the access and quality of health care provided by the Veteran’s Health
Administration. While we await the results of the federal investigation, we join with
the Country to demand the best care for our Veteran’s as they have given so much
for freedom we all enjoy.

The complaints lodged against the VA are not so different from the ones I hear
from our tribal members. When one examines the health disparity between Indians
in Montana when compared to their non-Indian counterparts, it is hard to discount
their concern. In 2013, the Montana Department of Public Health and Human Serv-
ices published a report: The State of the State’s Health. The purpose of the Report
was to identify ways to improve the health of Montanans.

Comparisons are made throughout the Report between Indian health status to
non-Indian. The most telling comparison is on page 11. I want to directly quote from
the Report one finding:

“White men in Montana lived 19 years longer than American Indian men and
white women lived 20 years longer than American Indian women”.

How can this discrepancy still exist? It is shocking and unacceptable.

CSKT realized it must take responsibility for the health care provided over twenty
years ago when we become one of the first tribes in the Country to assume the man-
agement and operation of the services provided at the IHS—Flathead Service Unit.
CSKT health care system was and continues to dependent on Contract Health Serv-
ices, now being called Purchased and Referred Care (PRC) resulting from an abun-
dance of private medical providers and facilities located on the Reservation or with-
in a reasonable driving distance in Missoula or Kalispell.

Over the past 20 years, CSKT has focused on building quality health care. It in-
cludes increasing the provision of healthcare services in tribally operated clinics and
through a wide range of community health services in clinics located from Hot
Springs to Arlee. We have built a state-of-the art health clinic in Polson and extend
an invitation for you to join us at the Grand Opening of a newly renovated health
clinic in St. Ignatius on August 5, 2014. It will have 8 medical exam rooms, 8 dental
chairs, increased space for our pharmacy and community health nursing. It will
allow for improved patient registration and activities required to increased revenue
from alternate resources such as the VA, Medicaid/Medicare, Health Montana Kids
and private insurance.

In 2005, the CSKT Tribal Council was forced to make the decision to retrocede
the management of CHS back to IHS and it has remained in their management
since that time. The complaints I have heard over the past nine years regarding fed-
eral management of CHS should never be allowed to continue.

Sometime last year, the CHS program moved to level 1 rating. This means that
only those services that put someone’s life, limb or senses at risk will be approved
for referral and payment. All others will be denied. Let me give you a common ex-
ample. Let’s say a provider conducts a series of tests and determines a patient’s gall
bladder needs to be removed but it has not burst. The procedure would be denied
and most likely the patient would be sent home with pain medication. This scenario
has been repeatedly played out and results in poor care and increased prescription
drug addiction. Doctors working at IHS facilities or those who serve IHS bene-
ficiaries struggle as they know the long term impact on the patient’s health.
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For patients and medical providers, waiting to meet the criteria is a gamble.
When is a life in danger? When too much time passes or the expectant happens,
patients die.

While the care is limited or not provided even when services are authorized by
CHS, payment becomes a major problem. THHS recently received a complaint by
a tribal member’s widow whose husband died in December 2012. The payments for
services authorized for his end of life care still have not been paid and her wages
have been garnished. This is not a singular event but a common practice. There are
long waits for needed medical care or no service and if it occurs, your credit is ru-
ined when services are authorized but not paid in a timely manner and sent to col-
lection agencies.

Patients can’t protect themselves as the rules for payment change, expectations
for the patient aren’t published or communicated and the patient is forced to navi-
gate the complicated system without assistance.

With the risk to life or limb limitation, IHS CHS beneficiaries will never receive
the complete array of benefits everyone else are required to receive under the Af-
fordable Care Act (ACA) and the 10 essential benefits required in the qualified
health care plans offered by insurance companies through the federally facilitated
insurance marketplace.

The Tribal Council came to the conclusion a few days ago that we could no longer
tolerate this type of management and voted to notify IHS of our intent to re-assume
management of the CHS program effective October 1, 2014. This decision is possible
only because of opportunities for additional third party collections made available
through Indian-specific provisions in the ACA, which included the permanent au-
thorization of the Indian Health Care Improvement Act.

For CSKT to be successful, we must build a healthcare delivery system that
brings together all the federal resources, including Tribal and IHS, Medicaid and
Medicare, Healthy Montana Kids, VA and the private insurance companies Blue
Cross Blue Shield of Montana, Pacific Source and the Montana Health Co-op. Col-
lectively, if we enroll our beneficiaries and provide education to teach them to use
it, it can work. THHS’ role is to establish quality medical care and maximize the
delivery and utilization of it. We must focus on the 10 essential benefits and serv-
ices covered by alternate resources. Finally, patient satisfaction and good customer
service is mandatory as we become the desired place to get health care.

Senator Tester, we are asking for the following assistance.

1.) Join with us this summer as we host a healthcare summit to bring together
policy makers and decision makers involved in providing and paying for
health care for our beneficiaries. We must have a conversation with solid
recommendations that all the federal and private partners agree to if our ef-
forts will be successful. It could be a pilot project that others in Montana
and Wyoming could use as they build their systems.

2.) Support multi—year funding for IHS to allow tribes stability in admin-

istering health care programs. In past years when there have been multiple

continuing resolutions and even a federal government shut-down, it causes
uncertainty for the programs and the patients we serve.

Investigate complaints by IHS beneficiaries. Please listen to people who are

receiving the services or in some cases not receiving the. There must be ac-

cess to care, providers willing to see Indian patients and it must be quality
care.

3.

N

While CSKT is committed to building quality health care based on business
model, healthcare is very personal to all of us. A couple of months ago a relative
of mine was diagnosed with a major illness. He is a young man, with young children
and a bright future ahead of him. He has good health insurance from his employer.
He was referred by his primary care provider to a specialist. It was truly a life or
death situation. After getting the bureaucratic run around, he asked if I could help.
He was scared and so was I. Time was of the essence. If it wasn’t for intervention
at the highest level of the health care system, I don’t know if he would have gotten
the care he needed. Today, he is on the road to recovery. It shouldn’t be like that.
We deserve better. In our treaty, we ceded most of western Montana in exchange
for healthcare and other important rights. Please Senator Tester, make IHS live up
to the trust responsibility.

The CHAIRMAN. Thank you, Carole. I want to thank everybody
for their testimony. When is the summit?
Ms. LANKFORD. We will let you know.
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The CHAIRMAN. We've got an opportunity today to voice the con-
cerns, as you have, and explain the problems, and so we will just
go down the list—go down the panel, I mean, what is the greatest
difficulty that you have right now in attaining services from Indian
Health Service—I know, Cowboy, you talked about budget short-
falls, bills not being paid, and transportation issues—there’s a lot;
what’s the biggest?

Dr. ROUBIDEAUX. Our biggest problem is that Indian Health
Service has a shortfall by about $2 million, and a lot of times we
don’t have a proper diagnosis of our patients, and a lot of them
are—they say it’s just a virus, and as it goes on, it ends up to be
a life-threatening situation, and the loss of limb. I think we need
to have a better communication between the patients and their doc-
tor so they know what the problems are. There’s a lack of commu-
nication between the patients and the doctors.

Mr. STAFNE. It’s hard to pick out just one, but I think it’s fund-
ing, and life or limb, both do really bad for the Tribes, especially
for us, I guess, being so far away.

The CHAIRMAN. President Azure?

Mr. AzURE. Mr. Chairman, I think it is the same as the previous
two. Number one is the funding; number two is that I think—and
this is something that I heard from the providers when myself and
the Vice-Chair sat down with them is that they are being asked to
see more patients within the same eight-hour timeframe so that’s
going to limit the amount of time that when I actually do get into
that room with the doctor, instead of 8, 9, 10 minutes, now it’s
going to be 5 or 6 minutes, and I don’t know that we can be prop-
erly diagnosed.

The CHAIRMAN. Carole?

Ms. LANKFORD. It’s the uncertainty of preferred care being taken
care of in a timely manner, and it’s also bills being paid for by the
IHS program in a timely manner.

The CHAIRMAN. Okay. Let me ask each one of you, and you may
not be able to answer this question, but you each have healthcare
facilities, multiple healthcare facilities in some cases; where are
you at staffing wise, and if you cannot answer, you can get back
to me on it?

Cowboy, we will start with you.

Mr. FIsHER. Short-staffed, and we need to have better quality
staff that come in, and there are some people that are transferred
in from foreign countries that some of our Cheyenne people have
a hard time understanding and we damn near need an interpreter
to translate.

The CHAIRMAN. Chairman Stafne?

Mr. STAFNE. Well, yes, I think we have a problem with filling va-
cancies.

I would like to inform you that Fort Peck does operate a dialysis
center. We are—people are working an enormous amount of
hours—three shifts a day, six days a week, and there’s still not
enough time to meet the needs of it.

Mr. Chairman, I don’t know the exact number, but I do know we
have two facilities—one on the north end, and one on the south
end—and the one on the south end just seems to lose service after
service every year, and now it’s limited that we can’t get a provider
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out there, and if something should happen fast, that means they
are going to have to drive that extra 40, 45 miles to get to that
clinic on the north end.

The CHAIRMAN. So the lack of services is a direct correlation to
the lack of professionals?

Mr. STAFNE. Absolutely.

Ms. LANKFORD. As we built facilities, we were able to bring on
staff as needed, and we pay for those additional staff with the
third-party revenues we collect.

The CHAIRMAN. Okay. Good. So let’s talk about third-party collec-
tion. I talked to Dr. Roubideaux about this with some degree of
concern. To your knowledge, how is it supposed to work the—third-
party billing?

Mr. FISHER. To my knowledge——

The CHAIRMAN. You guys have your chairmen and Tribal coun-
cils, I don’t expect you to be experts in healthcare. If in fact you
can’t answer the question, we can get it from somebody else in your
Tribe.

Mr. FISHER. Right now we are just starting to build our third-
party billing, and it seems to be working, but we need a lot of
training in getting our Tribal people trained so they can do the
third-party billing.

The CHAIRMAN. And who do you look to to do that training? Is
it something you look at Indian Health Service for or to area of-
fice——

Ms. LANKFORD. Well, we look for Indian Health Service to pro-
vide that information for us.

Mr. STAFNE. The Tribes have created a lot of programs, and we
are doing a lot of third-party billing, we’re really doing good on it,
but I don’t really know how ITHS

Mr. AZURE. Mr. Chairman, I believe that third-party billings is
if you have insurance, you're seen at IHS, and then they bill your
insurance; I think at Fort Belknap, anyway, there might be a lack
of that happening. Personal experience, I'm an Army veteran, I
have the Tribe care for myself and my family, and we’ve been home
now for about three years, and the first bill that I saw was about
three weeks ago from my insurance, and so I don’t know if it’s a
lack of education for the folks in that office or, again, if they are
just so overworked that it takes an insurmountable amount of
time.

The CHAIRMAN. The question was how does third-party billing
work in your neck of the woods?

Ms. LANKFORD. It works very well. Kevin does a very good job,
and we try to maximize every opportunity we can to collect third-
party revenues. As a state, we are working on trying to utilize that
program and get more revenue that way, and also the BIA just got
a proposal and we are trying to maximize that, so we are trying
to do everything we can.

The CHAIRMAN. Medicaid expansion was talked about a little bit,
and you guys, for the most part, have seen some of the negative
impacts for lack of Medicaid expansion; that aside, can you tell me
if members have been signing up for the federal exchange or if they
have not?
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Mr. FISHER. We recently started signing up, and I don’t know
how many we’ve got signed up right now.

The CHAIRMAN. Chairman Stafne?

Mr. STAFNE. Likewise here.

The CHAIRMAN. President Azure?

Mr. AZURE. Same.

Ms. LANKFORD. We are working hard to get people signed up
right now, but we are working on it and also hiring staff to work
with getting people knowledgeable.

The CHAIRMAN. All right. CSKT and, I think, Rocky Boy is the
other one that has self-governance compacts with the Indian
Healthcare Service; this is for you, Carole, could you describe how
these contracts are working or not working for CSKT?

Ms. LANKFORD. I think they are working fairly well because we
are able to develop and design our programs in the way that we
feel will best serve our public, the only thing is it’s the funding
issues, and there are some of the guidelines within the compact
that probably hurt us a little bit. I'm sure Kevin could probably ex-
pound on that a little more. I would like to have an opportunity
to get a better answer to you, but it seems to work fairly well, it’s
just that we are like everyone else up here.

The CHAIRMAN. I will ask Tim that question in the next panel.

I appreciate your guys’ testimony today. I think it’'s—by the way,
I appreciate your recommendations—all of you—I think there’s
some opportunity here for some good dialogue and some good con-
sultations that we can address some of these issues, maybe not per-
fectly, but a heck of a lot better than they are being addressed
right now. I thank you for your service to your Tribes and the
State. Thank you for being here.

I will now call up the third panel and final panel today. First we
are going to hear from Darrin Old Coyote who is the Chairman of
the Crow Tribe; next we will turn to Honorable Darrell O’Neal,
Senior, who is the Chairman of the Arapaho Tribe of the Wind
Riﬁer Reservation of Wyoming. We welcome you to Montana, Dar-
rell.

And finally, we are going to hear from Tim Rosette, Interim
Chief Executive Officer of the Rocky Boy Tribal Health Board.

Gentlemen, I welcome you all, thank you for being here. I've had
the opportunity to work with the previous panel, and two of the
three members of this panel directly, I look forward to working
with you, too, Darrell. You guys know the rules, we try to keep it
to five, if you can; if you go over a little bit, as you saw with the
last panel, I don’t get too wicked with you, but I appreciate your
comments, your suggestions and concerns.

So we will start—and know that your full testimony will be a
part of the record, the full written testimony part of the record.

Darrin, I will start with you.

STATEMENT OF HON. DARRIN OLD COYOTE, CHAIRMAN, CROW
TRIBE

Mr. OLD COYOTE. Good morning—I think like it’s two minutes
until noon, so good morning. Welcome, Senator Tester, Committee
members and staff and honored guests, thank you for the oppor-
tunity to speak today regarding the ongoing issues surrounding the
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provision of healthcare to the people of the Apsaalooke Nation. It
has been what seems to be a never-ending struggle for our commu-
nity to access quality healthcare at the Crow Service Unit.

In the spirit of today’s hearing, I want to remind everyone that
the Crow people not only deserve better access and quality of care,
but also that it is owed to them. The Tribe’s ancestors signed trea-
ties with the Federal Government, ceding many millions of prime
acres rich in resources in exchange for goods and services. One of
those services was healthcare not only for themselves, but for gen-
erations to come. The Tribe held up its end of the exchange, but
the Federal Government has failed, and the Tribes should not be
in a position where it has to continue to fight for something that
its owed.

I also want to talk about a few different ways that the IHS has
failed in living up to it obligations to Crow. I will focus on three
areas: Financial, patient care or lack thereof, and personnel issues.

The Crow Service Unit’s budget consists of 40 to 50 percent from
Indian Health Service headquarters, and the remainder from third-
party reimbursement from Medicaid, Medicare and private insur-
ance. One thing that’s a problem with the Crow Service Unit level
that has become a problem in recent years is that it’s based on old
enrollment numbers. When the budget at the Crow Service Unit
was developed, the Crow population was around 10,000; the Crow
population has since grown by 4,000 members, an increase of 40
percent, but the budget has remained unchanged.

The budget remains extremely top heavy at the Billings Area Of-
fice. For example, in fiscal year 2013, 66 percent of 10 million plus
budget went to administration, and only 15 percent went to
healthcare services. It seems that funds are literally tied up at the
Billings Area Office, causing an additional backlog of bills and ven-
dors to stop services.

Sources close to the Billings Area Office have also stated funds
are not made available in a timely manner. Crow is usually the
last Tribe to receive funding, and that any backlog of funds are
kept by the Billings Area Office rather than disbursed to the Crow
Service Unit that come directly from people within the area.

The Tribe asks for the Committee’s support in requesting a fo-
rensic audit of the financial management practices endorsed by the
Billings Area Office for the Crow Service Unit.

After the catastrophic flood of 2011—this is for patient care—the
Crow-Northern Cheyenne Hospital was inaccessible and closed for
several weeks. To this day, Crow women still cannot deliver their
babies on the Crow Indian Reservation due to the continued clo-
sure of the OB. This is problematic for many reasons.

First, it is disruptive to the community as future generations are
not able to be born in the community in which they will be raised.

Second, it presents a burden on contract healthcare funds which
are already limited.

Third, requiring Tribal members to travel long distances to be
admitted for inpatient OB and delivery purposes which is expen-
sive and burdensome, especially for those relatives traveling off
reservation to support family and relatives who are hospitalized or
greet new relatives when they are born.
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The Tribe has recently learned that the Billings Area Office
plans to bring in a midwife. This creates concern regarding an ex-
pectant mother’s safety because usually a nurse, anesthesiologist
should be available for all deliveries.

It should also be noted that even when faced with the additional
burden of traveling off reservation to receive basic services that are
in high demand by our communities, many of these patients choose
to continue to receive service off reservation.

Also, patients are often forced to go to the emergency room to en-
sure access to a provider even when it is for nonemergency care.
An example is this last year, there were 15,000 visits to the emer-
gency room, 85 percent of which were nonemergency, and only
6,200 outpatient visits.

The failure to provide these services is driving many revenue-
generating patients away permanently, as patients are choosing to
go elsewhere for healthcare services.

Personnel. Staffing issues continue to present a challenge to pa-
tients who need access to healthcare providers. There are some
dedicated providers at the Crow Service Unit, but there are not
enough of them. In order to address understaffing, the Crow Serv-
ice Unit started the practice of traveling doctors or locums, but the
locums are costly and place a burden on an already stressed budg-
et. There is no question that they are necessary, but it is a short
term solution to a long-term problem.

Staffing problems also result in compromised emergency room
services because many individuals put off medical care or are un-
able to dedicate the time it takes to be seen by outpatient providers
until their condition becomes acute or they are forced to go to the
emergency room in order to be seen by a provider.

With the upcoming vacancy for the Acting Director with the re-
tirement of Pete Conway, I want to remind everyone that those in-
dividuals that are currently within the Billings office have been
there when all of these issues have been going on, therefore it is
important to bring in someone from the outside to fill that position.
Currently, Dorothy Dupree from the Phoenix Area Office is a can-
didate for the position as Acting Director.

As I mentioned earlier, the Billings Area Office is the starting
point for many of these issues and challenges faced by the Crow
Service Unit, but Indian Health Service headquarters is not blame-
less. On March 10, 2014, after making several requests to the Bil-
lings Area Office with little or no progress, the Tribe requested a
meeting with Dr. Roubideaux. A meeting was called at head-
quarters in Rockville, Maryland.

Dr. Roubideaux was receptive to the Tribe’s concerns, but those
concerns have ultimately gone unattended. In fact, she suggested
the Tribe work with the Billings Area Office in addressing its com-
plaints, even though the Tribe’s objective for the meeting was to
bypass the area office and get assistance from a higher authority
since the Billings Area Office was unresponsive to the Tribe’s
needs; and telling our community members and private members
to stop bringing the same complaints to us at the same volume, we
will not stop advocating for reform and accountability at every
level.
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The proper people need to be accountable, and not just at the Bil-
lings Area Office, but all levels, including holding medical staff ac-
countable and requiring them to treat staff and patients in a pro-
fessional, courteous and respectful manner.

As mentioned earlier, it is imperative to acknowledge the fact
that what the Tribe is demanding has already been paid for. Indian
Health Service must know that the Crow people deserve better ac-
cess and quality of care because it is owed to them. We implore this
Committee to assist the Tribe in demanding that the correct people
within the Indian Health Service are being held accountable for the
poor access of quality of care provided to the Crow people. It is im-
perative that the Indian Health Service live up to its obligation to
provide quality healthcare to our community because our Tribal
members have the right to be treated with dignity and respect by
Indian Health Service employees and to have their medical issues
addressed and treated.

Thank you.

[The prepared statement of Mr. Old Coyote follows:]

PREPARED STATEMENT OF HON. DARRIN OLD COYOTE, CHAIRMAN, CROW TRIBE

Introduction

Good morning and welcome Senator Testor, Committee members and staff, and
honored guests. Thank you for the opportunity to speak today regarding the ongoing
issues surrounding the provision of health care to the people of the Apsaalooke Na-
tion. It has been an on-going struggle for our community to access quality health
care1 at the Crow Service Unit, and specifically the Crow/Northern Cheyenne Hos-
pital.

Background

The Crow Tribe is comprised of approximately 14,000 members, with over 75 per-
cent living on or near the reservation. The Crow/Northern Cheyenne Hospital serves
a user population well in excess of the Tribe’s almost 11,000 tribal members living
on or near the reservation. In addition to Crow tribal members, the Crow/Northern
Cheyenne Hospital also serves members of the Northern Cheyenne Tribe, a tribe
whose reservation is to the east and whose boundaries are contiguous to that of the
Crow, as well as other Native Americans in the area. For example, there are a sig-
nificant number of individuals from various other tribes who reside either on the
Crow Reservation, or in the nearby city of Billings, Montana, which is approxi-
mately 60 miles away from the hospital.

It is important to remember that the Crow people not only deserve better access
and quality of care, but also that it is owed to them. The Tribe’s ancestors signed
treaties with the federal government ceding many millions of prime acres rich in
resources in exchange for goods and services. One of those services was healthcare,
not only for themselves but for generations to come. The Tribe held up its end of
the exchange, but the federal government has failed and the Tribe should not be
in a position where it is having to continually fight for something that it is owed.

Members of the Tribe, particularly those living on or near the Crow Reservation,
face many challenges in accessing quality health care. There are factors beyond the
Tribe’s control that Crow tribal members suffer from at a disproportionate rate than
the rest of the country—notably diabetes, heart disease, alcoholism, and mental ill-
ness. However, other factors, like the Crow people’s ability to have access to quality
healthcare, are not beyond the Tribe’s control. That is why we are here today: to
address issues within the Billings Area Office and Crow Service Unit, including the
Crow/Northern Cheyenne Hospital, and ask for the Committee’s support.

We implore this Committee to assist the Tribe in demanding that the correct peo-
ple within the Indian Health Service are being held accountable for the poor access
and quality of care provided to the Crow people. It is imperative that the Indian
Health Service live up to its obligation to provide quality health care to our commu-
nity because our tribal members have the right to be treated with dignity and re-
spect by Indian Health Service employees, and to have their medical issues ad-
dressed and treated.
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1. Billings Area Office

Many of the issues seen at the Crow Service Unit are attributable to the Billings
Area Office. The Billings Area Office, as the direct administrative support to the
Crow Service Unit, is responsible for overseeing the successful operation and man-
agement of the Crow/Northern Cheyenne Hospital, the Lodge Grass Health Clinic
and Pryor Health Station. In recent months, there has been extensive communica-
tion between the Tribe and Billings Area Office regarding the status of the Crow
Service Unit, yet, as explained in the following paragraphs, the quality of care and
access to services remains poor. The Tribe’s concerns have developed not only from
information provided by the Billings Area Office itself, but have also developed from
anecdotal accounts by patients, community members and employees at the Crow
Service Unit and Billings Area Office.

The Tribe has made an effort to organize and catalog these accounts to pin point
the cause for the deficient healthcare services, or at least provide a fuller picture
of the issues involved. One of the primary mechanisms for the collection of informa-
tion has been the Apsaalooke Nation Health Board. In January 2010, the Crow
Tribe Legislative Branch passed the Apsaalooke Nation Health Board Ordinance.
This ordinance established a seven member tribal administrative board with the au-
thority and responsibility to represent the Tribe with the federal government on
healthcare matters. The Apsaalooke Nation Health Board advises the Crow tribal
government on healthcare budgets, policies, and programs, and provides oversight
of the Tribe with regard to federal government healthcare programs and services.
In May 2010, the legislature confirmed the first board of duly appointed memebers
with authority to represent the Tribe on healthcare matters.

The accounts by individuals of problems occurring at the Crow Service Unit and
Billings Area Office are not only disturbing but also inexcusable and unacceptable.
The issues can be broken down into three categories: financial, patient care (or lack
thereof) and personnel matters. The issues within each of these categories is de-
scribed further below.

a. Financial

The Billings Area Office is in charge of disbursement of funds to the various tribal
service units, including the Crow Service Unit. The Crow Service Unit’s budget con-
sists of 40-50 percent from Indian Health Service Headquarters, and the remainder
from third-party reimbursements from Medicare, Medicaid and private insurance.
One major problem with the budget at the Crow Service Unit level that has become
a problem in recent years is that it is based on old enrollment numbers. When the
budget at the Crow Service Unit was developed, the Crow population was around
10,000. The Crow population has since grown by 4,000 members (an increase of 40
percent) but the budget has remained unchanged.

Any financial problems within the Billings Area Office or Crow Service Unit has
a direct impact on patients’ access to quality healthcare because without the appro-
priate funding, vendors and bills cannot be paid, and services are shut off. For ex-
ample, the Tribe learned that recently the Emergency Room could not provide emer-
gency services and could not accept patients due to lack of payment to contracted
providers. As a result, doctors and nurses were unavailable to provide emergency
care—rgquiring patients to be transferred to Hardin and Billings hospitals as in-
structed.

According to several past employees, it seems that funds are deliberately tied up
at the Billings Area Office, causing an additional backlog of bills and forcing ven-
dors to stop services. Sources close to the Billings Area Office have also stated funds
are not made available in a timely manner, Crow is usually the last tribe to receive
funding and that any backlog of funds are kept by the Billings Area Office rather
than dispersed to the Crow Service Unit. In addition, the Tribe has learned of prob-
lems within the Business Office Department at the Crow/Northern Cheyenne Hos-
pital. Apparently, there is a practice within that Department that has the effect of
bottle necking revenue that could be recouped by the hospital. For example, expla-
nations of benefits, or an “EOB” as they are commonly referred to, are held on to
for over a year so that by the time the billers receive them they are too out of date
to follow up on, ultimately preventing the hospital from receiving revenue before the
end of the year. In addition, there is only one billing coder for third-party billing
at the Crow/Northern Cheyenne Hospital when other tribes have 2, 3 and even 4
coders. The Tribe asks for the Committee’s support in requesting a forensic audit
of the financial management practices endorsed by the Billings Area Office.

Another area of concern for the Tribe is the status of ambulance services for the
Crow Service Unit. Originally, there was a contract with Big Horn County to pro-
vide ambulance services. The contract was negotiated without tribal involvement or
input, and was in place for a number of years. In recent months, the Tribe ex-
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pressed concern that the Crow/Northern Cheyenne Hospital again contracted for
ambulance services with Big Horn County without tribal consultation. After inquir-
ing, the Billings Area Office provided a four sentence memo explaining that there
has not been a contract for ambulance services with any provider since September
2011, and that the hospital has since been reimbursing ambulance providers on a
fee basis for each service run provided.

The response to the Tribe’s concern regarding the status of ambulance services
is just one example among many of how the Billings Area Office is dismissive of
the Tribe’s concerns. The Tribe is entitled to know how monies designated for pro-
viding services to the Crow people are being allocated. The Tribe will continue our
investigation into this area, and would ask for support and cooperation from Indian
Health Service in determining how the funding that currently is going out to ambu-
lance providers will benefit Crow people members more directly in the future.

The budget remains extremely top heavy at the Billings Area Office. For example,
in fiscal year 2013, 66 percent of the $10,000,000.00 plus budget went to adminis-
tration, and only 15 percent went to health care services. With such a large amount
of money going into administrative oversight of the Crow Service Unit, with little
to no improvement in the quality of healthcare received, it is no wonder there has
been discussion among the Tribe to eliminate the Area Office all together and ad-
minister the funds itself, or transfer the Crow Service Unit to another area office.

b. Patient care

After the catastrophic flood of 2011, the hospital was inaccessible and closed for
several weeks. In addition, continuing water and sewer infrastructure left in-patient
services closed for months. Even after the hospital reopened, OB/GYN unit delivery
services remained unavailable, and to this day, Crow woman still cannot deliver
their babies on the Crow Indian Reservation. Expectant mothers are sent to Bil-
lings, Hardin, or Sheridan, depending on their residence and any potential complica-
tions in their delivery. This is problematic for many reasons. First, it is disruptive
to the community as future generations are not able to be born in the community
in which they will be raised. Second, it also presents a burden on contract health
care funds, which are already limited. Third, requiring tribal members to travel long
distances to be admitted for in-patient and OB delivery services is expensive and
burdensome, especially for those relatives travelling off-reservation to support their
relatives who are hospitalized, or to greet new relatives when they are born. The
Tribe has recently learned of the Billings Area Office’s plans to bring in a mid-wife.
This creates concern regarding expectant mother’s safety, because usually a nurse
anesthesiologist should be available for all deliveries.

It should also be noted that, even when faced with the additional burdens of trav-
eling off-reservation to receive basic services that are in high demand by our com-
munity, many of these patients choose to continue to receive services off-reserva-
tion—especially those who are eligible for third-party payment, such as Medicare/
Medicaid, and those with private insurance. Two of the most common complaints
in the community is the wait times and level of patient interaction. Patients are
often forced to go to the Emergency Room to ensure access to a provider, even when
it is for non-emergency care. An example of this is there were 15,000 visits to the
Emergency Room, 85 percent of which were non-emergency, and only 6,200 in-pa-
tient visits. But when patients go off-reservation to receive services, they encounter
dramatically shorter wait times and a more respectful level of provider interaction
and customer service. The Tribe has continued to inquire into how the Billings Area
Office plans to change from provider-centered care to patient-centered care, but has
received little to no guidance.

In short, the failure to provide these services is driving many revenue-generating
patients away permanently. The continuing reduction in third-party revenue is dete-
riorating the budget. The Billings Area Office is again responsible in this regard as
they should be providing the necessary training and administrative oversight to cor-
rect any deficiencies. We should be able to rely on third-party billing revenue to sup-
plement the budget, but this will not be a viable option if the current situation con-
tinues.

Tragedy is unfortunately an all too familiar aspect of life for the Crow people. As
mentioned earlier, the Crow people suffer disproportionately from a number of dis-
eases including diabetes, heart disease, alcoholism, and mental illness. I bring this
to your attention to highlight and underscore the severe need we have for substance
abuse treatment services, and for mental health services. As you are aware, the
issues of mental health and substance abuse are fundamentally intertwined in near-
ly every case. There is a high demand from Crow tribal members for mental health
services and for grief counseling. For the vast majority of tribal members who suffer
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from mental illness, they are only able to access these services when it is ordered
by a court.

c. Personnel

Staffing issues continue to present a challenge to patients who need access to
health care providers. There are some dedicated providers at the Crow Service Unit,
but there are not enough of them. It also results in compromising Emergency Room
services because many individuals put off medical care, or are unable to dedicate
the time it takes to be seen by out-patient providers until their condition becomes
acute and they are forced to go the Emergency Room in order to be seen by a pro-
vider. In order to address understaffing, Crow Service Unit started the practice of
using traveling doctors, or “locums.” But the locums are costly, and place a burden
on an already stressed budget. There is no question that they are necessary, but
it is a short-term solution to a long-term problem.

Another issue that has raised tribal concern is the inability to hire qualified Crow
tribal members. Clayton Old Elk—a Crow tribal member—was successfully hired
into the position of Chief Executive Officer for the Crow/Northern Cheyenne Hos-
pital, but was there for less than a year and a half before returning to Indian
Health Service Headquarters. The Tribe learned that Mr. Old Elk’s decisionmaking
authority was micro-managed by the Billings Area Office administration and health
care programs, which is why he ultimately left the hospital. We want to see those
Crow tribal members who have worked hard to achieve their credentials supported
in their goals to fill positions such as these, where they can work to improve the
quality of patient care provided to their fellow tribal members.

2. Indian Health Service Headquarters

As mentioned earlier, the Billings Area Office is the starting point for many of
the issues and challenges faced by the Crow Service Unit. But Indian Health Serv-
ices’ Headquarters is not completely faultless either. For example, on March 10,
2014, after making several requests to the Billings Area Office with little to no
progress, the Tribe requested a meeting with Dr. Roubideaux. A meeting was called
at Headquarters in Rockville, Maryland. Dr. Roubideaux was receptive to the
Tribe’s concerns, but those concerns have ultimately gone unattended. In fact, she
suggested the Tribe work with the Billings Area Office in addressing its complaints
even though the Tribe’s objective for the meeting was to by-pass the area office and
get assistance from a higher authority since the Billings Area Office was being unre-
sponsive to the Tribe’s needs.

Conclusion

Until our community members stop bringing the same complaints to us at the
same volume, we will not stop advocating for reform and accountability at every
level. The proper people need to be held accountable, and not just at the Billings
Area Office but at all levels, including holding medical staff accountable and requir-
ing them to treat staff and patients in a professional, courteous, and respectful man-
ner. As mentioned earlier, it is imperative to acknowledge the fact that what the
Tribe is demanding has already been paid for; Indian Health Service must know
that the Crow people deserve better access and quality of care because it is owed
to them.

The CHAIRMAN. Thank you, Chairman Old Coyote.

STATEMENT OF HON. DARRELL O’NEAL, SR., CHAIRMAN,
NORTHERN ARAPAHO TRIBE

Mr. O'NEAL. Chairman Tester, we are here today to reenter our
concerns about health disparities in Wyoming. I would like to
thank you for holding this important oversight hearing on Indian
health and for the Committee efforts to reauthorize the Indian
Health Care Improvements Act.

We understand the recent resignation of Anna Whiting Sorrell,
Area Director of the Billings Area Office, her parting recitation of
problems associated with Indian healthcare, more specifically her
parting comments about the long-standing recognition that Native
Americans are diagnosed with diabetes and alcoholism, suicide and
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other health conditions at a shocking rate compared to non-Na-
tives.

One of the things we face is a financial barrier. The United
States has a trust responsibility and treaty obligation to provide
quality healthcare to American Indians; unfortunately, the Indian
Health Service continues to be woefully underfunded. The Indian
Health Service is funded at $1900 per capita which is one half the
amount federal prisoners are funded on a per capita basis. Local
resources cannot make up the difference. Annual per capita
healthcare expenditures for Native Americans are only 60 percent
of the amount spent on other Americans under mainstream health
plans. Annual per capita expenditures fall below the level for every
other federal medical program and standard. Annual increases in
Indian Health Service fundings have failed to account for medical
inflation rates and increases in population.

One other item that, you know, for our Reservation is our facili-
ties construction, you know, where in Wind River, Wyoming, our
Reservation is—I think it’s 2.2 million acres, and we have two
Tribes that are not federally—they are—not federation, they are
joint Tribes with federally-recognized sovereignty, both different
sovereigns, but we have a 100-year-old Wyoming health facility on
the Wind River Reservation. The health service has failed to assist
the Tribe in replacing the facility. The average age of a current In-
dian health facility is 32 years, compared with 9 years in private
sector facilities. New and properly designed facilities are needed to
provide efficient space in which to provide services. Older facilities
tend to be inefficient, haphazard, and may not be in compliance
with OSHA or Americans with Disabilities Act standards, and the
Indian Health Service is unresponsive.

Availability and accessibility of healthcare for Native Americans
in Wyoming are influenced by the Indian Health Service organiza-
tion, and that service delivery system—IHS services are structured,
and when those services are provided, it significantly influences the
degree in which Native Americans have access to healthcare.

Indian Health Service is not responsive to implementing the
THCIA which means addressing the following: Management or
oversight issues related to different Indian Health Service pro-
grams; Tribal input to provider scheduling and productivity need
attention; geographic location of facilities is a burden to Tribal
members, transportation continues to be a problem; outdated and
aging facilities; misdiagnosis or late diagnosis of diseases; contract
health services priority level is administered at area level and dis-
counts local level need.

Recommended Tribal corrective plans. Financial barriers and
limited Native American access to healthcare contributes to health
disparities. I've got kind of like a printout on these if you guys
would like to look at it.

I think one of the things I wanted to point out, too, is, you know,
where our population of our Tribe—the Arapaho Tribe is near
10,000—well, it will become 20,000 in 2015; half of our population
is 18 and under so, you know, we have the same problems, you
know, as the other Tribes here. Thank you.

[The prepared statement of Mr. O’neal follows:]
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PREPARED STATEMENT OF HON. DARRELL O’NEAL, SR., CHAIRMAN, NORTHERN
ARAPAHO TRIBE

Chsirman Tester, and members of fhe Commifies, T'am Darrell O*Nedl, Chairman of the Notibern Arapabio
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HEALTH DISPARITIES IN WYOMING
Life Expectancy-Average Age of Death Years

General Population 78.7
Native Americans in United States 71.1
Native Americans in Wyoming 53.1
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The CHAIRMAN. Thank you for making the trek up.

STATEMENT OF TIM ROSETTE, INTERIM CEO, ROCKY BOY
TRIBAL HEALTH BOARD, CHIPPEWA-CREE INDIANS, ROCKY
BOY’S RESERVATION

Mr. ROSETTE. Thank you, Mr. Chairman. Thank you for holding
this meeting today, my name is Tim Rosette, and I've had the great
honor of being asked by the leadership of my Tribe, the Chippewa-
Cree, and members of our health board to be the Director of Health
Services on the Rocky Boy Reservation. It’s an honor to be en-
trusted to operate the healthcare programs for our people, but I
have to tell you, it’s probably the hardest job I've ever dealt with
in my life. I've dealt with a lot of difficult situations my entire life.

Turning down health requests for Tribal member, children, you
know, it’s heartbreaking on a daily basis. Today’s meeting was en-
titled ensuring the Indian Health Service is living up to its respon-
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sibility; I think it’s safe to say, after everybody’s talked, that, no,
no, they are not. To be honest, let’s just throw it all out on the
table, everybody has hit the points I've already hit, Mr. Chairman,
so basically I'm going to go off the cuff here a little bit, so look out.

The issues that sit in front of us, you know, today have to do
with—basically have to do with money. Everybody talks about life
or limb, you know, one solution to that is fund—have a funding
mechanism for all Priority 1 and Priority 2 needs out there in In-
dian Country; yes, it costs money, but we don’t want to be the lead-
ers anymore. We don’t want to be the leaders in heart problems
and diabetes, we don’t want to be the leaders in suicide, we don’t
want to be the leader in alcohol rates, we don’t want to be the lead-
ers in drug addiction, we do not want to be the leaders in those
types of situations, Mr. Chairman, so today I ask you, the Indian
Health Service, and everybody here, you know, fund those prior-
ities and let’s get those people the help that they need all across
the country.

You know, we talk about—everybody talks about the disparities,
life and limb, you talked about it yourself, 19 to 20 years fewer
from the state, but, you know, the U.S. spends on average about
$7,000 per Veteran, and they deserve it wholeheartedly, they prob-
ably deserve it more than that; whereas, the US spends less than
$3,000 per year for Indians and their healthcare, and you can see
why we are the leaders in everything, unfortunately. We don’t
want to be the leaders in those types of things.

Medicare pays for 12,000 per year per capita. The stats, as you
know, are widely available so what I can’t understand is that if the
Indian Health Service Office, OMB know that we are getting one-
quarter to one-half of the funding of other federal beneficiaries, and
they know how that lack of funding is resulting in our people suf-
fering from the lack of healthcare, then how is it that they don’t
ask for sufficient funds to eliminate the disparity? Are they racist
or do people just not care? They look at it, they see it, and they
don’t care. I care. I think everybody in here cares, you know, and
we have to do something about it.

Again, I don’t mean to sound cynical, but we need to get answers
to these questions. We are told the Federal Government just
doesn’t have the money, but we are going to spend over $820 billion
in fiscal year ‘15 on the Department of Defense budget, so there is
money for priorities; when are we going to be a priority? What we
are asking—you know, the DOD, they prioritize things, what I'm
asking is that you just—all of us prioritize basic human life.

I've cited a few examples in my testimony, Mr. Chairman, they
are of actual cases—60-year-old female who had some bleeding—
rectal bleeding problems in January of 2013, she was referred to
a general surgeon, not having an alternate resource, she went to
one of the service units where the general surgeon performs
colonoscopies, that appointment was scheduled for June of 2013,
the surgeon told her she did not need it, she presented back in Sep-
tember to our clinic with increased pain and weight loss, and was
emergently referred to a gastroenterologist where she was diag-
nosed with colorectal cancer that had spread to her lymph nodes,
requiring extensive surgery, chemo and radiation treatment that
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she’s still struggling with today. This person’s life could have
been—I don’t know, I can’t say that, you know what I mean.

On a more general basis, colonoscopy is the preferred screening
test for colon cancer in patients over the age of 50, and it’s covered
by Medicare for patients between 50 and 65, however, as our con-
tract health service has always been in deficit, the only way we
could refer people was to refer them to Crow or Blackfeet Service
Unit where a general surgeon could perform the procedure. Both
sites are very distant, three hours or greater. More importantly,
appointments there are either not scheduled or scheduled a long
time out so most referred—we are not able to get the tests. If peo-
ple can be screened through the colonoscopy, then they can remove
the polyps, thereby preventing cancer, or if there’s already cancer
present, find it and treat it at the early stages where it is treatable
and you could live through it.

Another general issue, Mr. Chairman, when we were trying to
improve access issues, to the best of our abilities here recruiting
and retaining medical providers is extremely difficult. This is a
question to ask. For us, it has been extremely difficult. We pay
some of the best wages that I could possibly do within my budget,
and it leads to basic lack of the continuity of care and overall de-
creased access for chronic and preventive care that our people de-
serve.

Tribes are entitled to obtain reimbursement for reasonable ad-
ministrative overhead costs pursuant to the ISDEAA. Contract sup-
port cost funding reimbursement was settled by law and has been
reaffirmed by US Supreme Court, most recently Salazar versus
Ramah Navajo. The Federal Government’s obligation to pay con-
tract support costs under the Indian Self-Determination and Edu-
cation Assistance Act are legally binding, and the right to full pay-
ment of contract support costs should be funded on a mandatory
basis, however, CSC is law, and now a recurring expense for the
Federal Government through the THS with no additional funding
attached to cover CSC expenses. If additional CSC dollars are not
appropriated and permanently allocated by the Federal Govern-
ment to the Indian Health Service, then IHS will be forced to fur-
ther reduce direct services to Indian people in order to comply with
the CSC law which they are now bound to.

Mr. Chairman, it is now May, the eighth month of the fiscal
year. I got my budget about two weeks ago—I got my final budget
about two weeks ago. How can I possibly do any planning, how do
I hire staff, determine allocation of funds, how do I know where I'm
going over or under—we had some fluctuations in contract health
services, how do I know what’s going on when we wait until the
eighth month to get this out.

I must strongly support what’s been offered up; that Indian
Health Service be given a minimum, a minimum of a two-year allo-
cation appropriation in order to adequately plan and administer
their trust responsibilities to the Tribes. Without it means contin-
ued chaos and a further erosion of our already diminishing trust
with THS due to the inability to plan appropriately. Without a plan,
we cannot move forward.

Beyond the need for sufficient funding, simple parity funding
with other federal beneficiaries, we need to approach things in
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some innovative ways. There are opportunities under the Afford-
able Care Act for Indian Country that at the current pace will take
several years to fully understand the true benefits for our people
to be realized. This will happen, and it will take some time, Mr.
Chairman, it’s a good law and our people will come around to it,
but it is going to take education and time.

The final point I would like to bring to light is the lack of mental
addictive counseling and inpatient services for our children 17
years and younger. This is one that no Tribes have brought for-
ward, but I'm sure most of them suffer from. The Tribes in our re-
gion and our nontribal counterparts in the State of Montana and
surrounding rural areas lack for qualified, competent inpatient fa-
cilities that deal with the nature of our Indian adolescent problems
facing our children today. For example, recently, two adolescent
suicide attempts—one was 9 years old, one was 14 years old—the
only resource I had available, Mr. Chairman, was the hospital. Two
days later, they said they were fine, they could go home. That’s
after grandpa cut one down off of a cord, and the other one tried
to cut his wrist—they are fine, they can go home now after two
days—I think the mental and the other issues dealing with that
probably take more than two days to address. And finding a facil-
ity—inpatient facility to take them, we’ve got to be lucky there’s a
bed open. We do, all of us have to be lucky there’s a bed open in
Montana or the surrounding region. I recently sent a young person
to San Marcos, Texas, because I couldn’t provide the services, we
couldn’t provide the services anywhere near here for that long of
a period of time.

The State of Montana has the highest rate of suicide in the coun-
try, and you add the fact that Indian Country doubles Montana’s
rate of suicide rate per capita, I believe the system is a total failure
not just for Indian children, but for all children in the great state
of Montana as well, which I advocate for all the children. A re-
gional center for adolescent mental health and addictive disorders
has to be established within the boundaries of Montana in order to
save the lives of our children. Something has to be done, Mr. Chair-
man.

In summary, to answer the question, does THS live up to its trust
responsibilities, the answer is, quite frankly, no; however, through
bridging the disparity gap in funding, improving access and pro-
viding incentives for medical providers, providing additional perma-
nent funding to CSC, multi-year funding allocations, while collabo-
rating on establishing a regional youth mental and addiction inpa-
tient facility dedicated to the betterment of our youth, we can all
strive to provide quality physical and mental health options avail-
able for Indian people from birth to our oldest.

Thank you, sir.

[The prepared statement of Mr. Rosette follows:]

PREPARED STATEMENT OF TiM ROSETTE, INTERIM CEO, ROCKY BOY TRIBAL HEALTH
BoARD, CHIPPEWA-CREE INDIANS, ROCKY BOY’'S RESERVATION

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 Direc-
tor 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
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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
dow(il 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
THS 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 impos-
sible 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 U.S. spends, on average, almost $7,000
per Veteran per year through the VA whereas the U.S. spends less that $3,000 per
year for Indians for health care. The U.S. 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 U.S. of a Medicare recipient? It
is difficult to look at this data and not reach what probably sound like cynical con-
clusions. 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
measluring health. So is the IHS living up to its trust responsibility? Not even re-
motely.

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 FY15 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 condi-
tion he had as a teenager. Surgery for repair/replacement has been deferred/de-
nied 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 fea-
tures would have benefited from psychiatric help, but referral was deferred mul-
tiple 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 de-
ferred/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 in-
creased 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 sched-
uled 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 diag-
nosed with colorectal cancer that had spread to lymph nodes, requiring exten-
sive surgery, chemo and radiation treatment.

On a more general basis: colonoscopy is the preferred screening test for colon can-
cer 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 def-
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icit, 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 ear-
lier 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 dif-
ficult. 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 recur-
ring expense for the Federal Government through the ITHS with no additional fund-
ing attached to cover these CSC expenses. If additional CSC dollars are not appro-
priated and permanently allocated by the Federal Government to the IHS, then THS
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 un-
derfunded Indian population.

Mr. Chairman, it is now May, the eighth month of the fiscal year. Do you know
when I got my final FY14 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 pa-
tient 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 trou-
bling budgetary times, IHS must be given a minimum of a two year allocation/ap-
propriation 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 THS 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 op-
portunities 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 Coun-
seling 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 na-
ture 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 responsi-
bility, 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 eld-
est elder.

The CHAIRMAN. Thank you, sir. Thank you everybody for testi-
fying today. Sobering statistics, sobering facts. As a sidebar, before
we begin to our questions, I will tell you that, Tim, the biggest
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problem facing this country as a whole is mental health. Going for-
ward, it is very challenging, very expensive, and we are seeing it
whether you are a veteran returning home from war or Native
American or anybody else, it is a huge issue.

I'm going to run this panel a little bit different, Darrin, I'm going
to ask you a question, if you guys want to chime in, feel free to.
The reason I want to start with Darrin is because he brought up
some statistics I wanted to dig down into a little bit more.

Darrin, you talked about the funds being top heavy; my interpre-
tation of that is more money is spent on administration than what
needs to be spent on administration. You said that about 15 per-
cent of the healthcare dollars get to the ground, the UC; could you
elaborate on that a little more?

Mr. OLD CoYOTE. Well, I think everything that the area office—
we go to the area office, and they are put there to make decisions,
and they pass the buck to the central office, then we go to central
office—it kind of goes back and forth, and I think we—to tell the
truth, I don’t think we need area offices, because we are dupli-
cating—it would be like having you, Senator, in DC, and having a
Senator here in Montana, people aren’t—we’ve got to have a direct
channel to decision makers, because we go to the area office and
it’s just kind of the people there tell us, oh, it’s the central office’s
fault, we go to the central office and they say go speak with the
area office, so if we got rid of that, we could have better healthcare
for all the people.

The CHAIRMAN. More accountability, less ping-pong, so to speak.
hT}}?e issue that you talked about—does anybody want to add to
that?

[No affirmative response.]

The CHAIRMAN. The issue you also talked about was the per-
sonnel challenge, an issue I brought up with Dr. Roubideaux and
we talked a little bit in the previous panel about staffing.

Mr. OLD CoYOoTE. Well, the staff—I'm not—I can’t speak for other
service units, but a lot of people that we ask to be removed are re-
moved from other places, they end up at the area office, they are
the ones that make the decisions—when we ask to remove them
from our service units, they are sent to the area office and then the
problem gets worse, because a lot of these people, instead of being
reprimanded and demoted, they are promoted to the area office,
they are the ones that are deciding the fate of our Tribes.

The CHAIRMAN. Just nod your heads, if you would, I appreciate
that. This is not unique to Indian healthcare, we've heard the same
thing with Veterans healthcare about people who aren’t doing the
job don’t get fired, but get moved, and we do have to figure out a
solution for both of these to—because we don’t want people being
fired because of political reasons, if they are going to get fired, that
there’s a clear reason in job performance.

The issue of holding everybody accountable, medical staff in-
cluded, is solid. The question for me becomes you also talked about
how you are short on medical staff, medical providers, and correct
me if 'm wrong, but that’s what my notes say; if you—do you think
they are diametrically opposed, is what I'm saying? You've got to
hold medical staff accountable, if they are not doing the job, I agree
with you, you've got to get them replaced; how do you get the mes-
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sage out to other folks that Indian Country is a good place to work,
and if you do a good job, we will reward you for that?

Mr. OLD COYOTE. There’s quite a few contract doctors coming in
that kind of strains our budget in providing good quality healthcare
to the patients—the actual money going to the patient, but a lot
of it is going to the contracts, and these contracts, you know, you
could have people coming in from other countries that may have a
malpractice in another country, but they come here, and basically
what we are getting from a lot of these doctors is we want to be
respected as human beings, and we want to have quality
healthcare providers, and there are some out there, but kind of the
area office, as being the way it is, a lot of people don’t want to come
here because the way they are treated by the area office.

The CHAIRMAN. What’s your staffing shortfall—I’'m talking doc-
tors and nurses, where are you at with that?

Mr. OLD CoyOoTE. Well, in 2011 when we had the flood, surgery
was closed down, OB, and then the clinic, and so my question is
where did this funding go; and then there was a CAT scan machine
that was supposed to be brought in to Crow as well, and we don’t
know where that went as well, and the person that requested that
with the biggest need—because right now we are taking our pa-
tients—both Northern Cheyenne and Crow—for CAT scan, we take
them over to Hardin off the reservation, and, you know, the ma-
chine that was there, we would save a lot of money on that, but
where was that taken, we don’t know. The lab tech that questioned
was reprimanded and removed, so when we start asking questions,
people are—right now we will probably be—our service unit will
probably be—adequate healthcare won’t be provided to the Crow
Service Unit because of what I'm saying today by the area office.

The CHAIRMAN. We will make sure that doesn’t happen, by the
way, and I will get into that with the close. By the way, if you've
got problems, you ought to be able to speak out, and hopefully the
issues that are being brought up here today, when you speak out,
it will start a dialogue to solve the problem, not make it worse.

But when it comes to doctors and nurses, could you get me how
many you guys are short, because I think that’s important going
forward. You don’t have to do it right now, Darrin, unless it’s at
the tip of your tongue.

Same thing with you guys, are you short medical providers in
Wind River; and if so, at what rate? If you don’t have it, you can
get back to me.

Mr. O’NEAL. I can’t really answer that question right now, but I
can answer the question before that.

The CHAIRMAN. Go ahead.

Mr. O’NEAL. I would just reiterate some of Darrin’s concerns with
some of the people employed by the Indian Health Service. We've
issued our concerns on certain employees, but nothing has ever
been done so it’s a similar kind of pattern.

The CHAIRMAN. Thank you. Tim?

Mr. ROSETTE. We were very emergent, we had two docs go down
due to illness last week, that left me with one provider for the
whole clinic.

The CHAIRMAN. Nursing?
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Mr. ROSETTE. We are fine in the nursing area, but we are down
three FTEs on the docs.

The CHAIRMAN. Let me talk to you about self-governance because
I told you I was going to ask you about it. How does it work? Do
you think it works better than the other method? It’s been around
for a while.

Mr. ROSETTE. I think so, sir, I do, I think it does. It gives Tribes
more flexibility to move—you know, set their priorities, let me put
it that way.

The CHAIRMAN. Do you think it helps you with medical recruit-
ment?

Mr. ROSETTE. Yes, I do. I think it would if there’s availability.
There’s a big problem with availability in the country right now.

The CHAIRMAN. Sign up—and this is always prefaced with the
fact that Medicaid expansion never happened yet—hopefully it
will—but the signup for the Affordable Care Act, how has it worked
in each one of your communities—and I don’t know, did Wyoming
do Medicaid expansion? I don’t know that.

Mr. O'NEAL. We are working on it.

The CHAIRMAN. That was my knowledge, too, but it never got to
the point where they actually did it.

How is the signup going, Mr. Chairman?

Mr. FisHER. For Affordable Care Act, we've been working with
the White House, doing some signups on the reservation, along
with the State, and we did get some people that came in and
signed up, but we need to do more outreach for Tribal members.

The CHAIRMAN. How about Wind River, how is the signup for the
Affordable Care Act?

Mr. O'NEAL. Like I said, we are still working on it. I don’t know
the numbers right now.

The CHAIRMAN. Tim?

Mr. ROSETTE. Honestly, not very well, Mr. Chairman. I think
there needs to be a better education system, radio—somehow we've
got to get our community educated.

The CHAIRMAN. Hopefully the Medicare expansion will come
down the pike because I think it’s the right thing to do for every-
body in the state, but that will help you with third-party billing
across the board in an incredible way, in incredible measures.

I want to thank the three of you, as well as the previous panels,
Dr. Roubideaux, and the Tribal chairmen and representatives,
thank you all for being here today.

There is a reporter for the Gazette—I don’t believe she’s here
today because she’s on vacation—named Cindy Uken who called me
last week because she was doing a story, and I think it was written
in the Gazette last Sunday. One of the things that Cindy said is
she had a hard time getting people—not getting people to talk to
her, but she had a hard time getting their names at the end be-
cause they are afraid of retribution from somebody. I can tell you
that that cannot happen and must not happen. That is a good rea-
son for termination, from my perspective, and I think your Tribal
members would do the same thing to you. People come to you with
concerns, and if it results in retribution, I don’t think you would
have a job very long.
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So I will just say my staff is going to be here until 2:30—we are
going to gavel out here pretty quick, but they are going to be here
until 2:30, anybody who wants to tell their story, talk about their
issues with Indian Health Service, I would love to have you come
talk about your story, because I think it’s important we talk about
real life experiences as we move forward.

Now, here are the folks that are going to be here, and you will
have to help me if I don’t get you all, please raise your hands:
Mary Pavel, Carla Lott, Brandon, Sarah—these are the folks that
are going to be here to take input, and I don’t know, Brandon, if
you would like to, too, but this is—these folks are with my staff;
Brandon is with Senator Walsh’s staff, but feel free to talk to them.

We will also have a few other folks—Rachel who is sitting in the
crowd who is my regional director here in Billings, she will be here;
and Katie Russell, feel free—run these folks down, tell them your
story, let us know what the experiences are, because I think it is
going to be really, really important as we are moving forward.

I will end where we started. This hearing was for several rea-
sons—one, to give information to me, to Dr. Roubideaux, to our
staffs; two, to come up with solutions—to understand if there’s a
problem, number one, and start getting solutions. I think that
there’s been some very good information delivered here today that
we can start working to live up to those trust responsibilities that
we are not living up to, Tim, and I think that there’s been some
good thinking and some good concerns and some pretty sobering
testimony, quite frankly when we go back over it.

I would be remiss if I didn’t thank everybody else who is sitting
in the audience for coming. I think the showing of you being here
shows that there is a big concern out there over this issue and a
big issue that we need to deal with. I'm the Chairman of the Com-
mittee, but I guarantee the proceedings of this meeting will go to
our Committee members, and hopefully we can get a consensus to
act, and we will be encouraging a consensus to do that.

Thank you for being here.

This Committee hearing is adjourned.



APPENDIX
PREPARED STATEMENT OF JOSEPH HENAN, EASTERN SHOSHONE TRIBE MEMBER

My name is Joseph Henan, and [ am an emrslled member of the Eastern Shoshone Tribe
on the Wind River Reservation. I recently retired from the Billings Area Indian Health Service. [
am writing in regards to your upcoming investigation into the Billings Area Indian Health
Service. In my thirty-two years working in government service, I served twenty-two years in the
Billings Area Office and can honestly say “iack of funding” is only one of many problems
plaguing this valuable resource for Native American families. More than simple funding
problems, managemer: within the Billings Area office is the true rant the issues. I am hopeful
that the following information will create questions and inspire you and your investigators 1o
look for deeper problems within the Billings Area IHS office.

Under Pzte Conway’s tenure as Area Director, the following oversights and
mismanagement oceurred:

1. The Crow Hospital incurred record debt.

2, Telecommunications funds were mizappropriated for construction of new offices which
prohibited any upgrades of {elecommunications equipment or telephony.

3. Additionally, other IHS funding was used to hire Cregtive Leadership Group, Despite
pumerous meetings and information gathering meant to improve leadership and grovp
relationships, no significant improvements were mads in the workplace and in fact
seemed to enly exacerbzte an already unhealthy environment The oniy accomplishment
which occured during the five vaar contract was 4 significant drain of finds away from
Native American health care.

Undsr Dina Hansen’s time as Office of Information Management director, the work place
conditions and treatment of employees fell drastically. These issues persist in not only the Office
of Information Management but also other offices within Indian Health Service.

1. Within the last five years the OIM Director has promoted Ryan MacDonald from a G87
to 2 GE137 MacDonald hes no college degree, and the Position Descriptions required
rewriting and the position advertised. How was this done?

(61)
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2, OIM Director provides unlimited avertime to cerlain employees but denied to others.
How isg this an appropriate use of department payroll and worked hours? And why is this
consistently approved aver the course of many years?

3. Specialist Ryan MacDonald, as a volunteer, built in a “backdoer™ to IHS compurer
systems to allow unauthorized access after hours, Ryan's father was temp HR director at
the time and convinced the current OV director Mike Danielson to not report the hack
and threatened bis employees to not report it. Ryan MacDonald Iast en THS laptep durng
a tech conference in New Orleans, MacDionald refused to fill out proper report of the
incident, and the OIM director Dina Hansen and Information Security Officer Leann
Christianson also did not report the [oss of the computer and aided in the cover up.

The February, 2014 issue of Magic Magazine has
_an article titled "Bullies at Lerge" specifically itemizes and describes the abuses and
dysfunction whick coniribute to and create a toxic working environment. From my experiences
and observations, the Indian Health Serviee Billings Area office epitomizes such an
environment, and that is, [ believe, the Jarger cause of any fiscal or financial difficulties afflicting
this atherwise productive and benzficial Montana public service,

“Bullics at Large™ - Personal expericnces

I would like to focus now on personal experiences that I both witnessed and experienced
during my final five years at IHS. Former Informatior Security Officer, Hunder Schildt, an Iraq
war veteran and a very friendly and cutgoing employee who always offered his help, was denied
access (o computer logs and other necessary information effectively preventing him from
performing his seeurity duties, Furthermare, while Mr. Schildt was currently employed at [HS,
OIM director Dina Hansen coordinated with Billings Area Contracting Qfficer, Jerry Black, to
create a new conbractor position meant to be filled by Lennn Christiansen, After such poor,
disreapectful, and unprofissional treatment, Mr. Schildt took a position in the Portland Area
Indian Health and leR the Billings Area. The loss of Mr. Schildt as both an employee and
Billings citizen was 2 terrible loss to an already suffering work environment,

Finally, my cwn fime spent at IHS demonstrates the downward trajectory of this valuable
community service. Afler 29 years of recelving good performance evaluations and awards for my
work with the Native Amerfean hesith community, the new OIM director, Dina Hansen, gave me
a bad evaluation, after which I filed a grievance against and won. Over the course of the next five
yeas, I filed 5 gricvances and won each decision. Each prievance stated favoritism, withholding
of vital information, and misplaced blame for others™ mistakes, Al of these actions prevented
me from optimally performing my duties. After each of these grievances, the OIM director
responded by isolating me from the larger working environment. The ouly person to speak to me
in the OIM office was the director and that was only onee or twice a week. Other employces who
wets not a personal “friend" of the direclor seldom spoke to me perhaps for fear of reprisal from
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above. Any questions I would ask were met with vague, elusive, and dismissive response, Also,
duties were taken from my position staling I was not deoing them properly. Yet, when the duties
were reassigned to someone in the “inuer gircle,” they were give access ta all the tools and
resources needed, scceas which 1 was denied,

As you can plainly see, the problems willl the Billings Arce Indian Health are not simply
a matier of more funding. Like many other lederally and stale supported services, IHS is nof
properly funded, but until something is done to correct the mismanagement of the Billings Area
[HS, no amount of additional finding will correct the henlth care issues. Unless certain staffing
and persanne! issues are addressed, the mismanagement, firvoritism, waste, and nbuse will
continue to ezt away at the morale and efficacy of this organization. Both the Native American
people who rely on the health care services and the employees who serve them will continue to
suffer if the immature behavior and greed are not stopped. Without & doubt, this cliain of waste
and abuse must end, and I hope that your investigation and inguiry will help restara trust and
horor to this valued and integral part of Montara Native American health cars,
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PREPARED STATEMENT OF DAN M. AUNE, OWNER/CONSULTANT, AUNE ASSOCIATES
CONSULTING

Deer Senatos Testert

Thark you frr your werk in eprerenting srd stppoving Montans cifzens in Washington D.C and i
Tolding fhis impostant hesting in vegerds to the Tnalth care of Amerizan Insdians who may recetre feir cars
From Indian teslih Services, Thank you for the oppaiaity To affer estinmonys

Background Informiaginn

Far the Iast five yéars | have been involvad with spprostmately 20 Tribal comwmities working to devslop
capacity for the conpaniity to develop and tua thair own communliy-baged pril omireach model wallnesa
center, The indtistivy has bypically started as a vralitk of the Tribe being wwarded gither & Cireles of Care ot
System of Care project srent thromgh The Subretimce Abtise Mental Fealth Services Admindstration (GAMITSAL
& ley ek i fhose projects ts soohinability beyaod the grantavard period whieh bvvolves nfiding
operationat and sévvicsdelvery copasity to Bl Mediead and v sate’s Children's Health Inperante Program
B-CFTIP). This wirrk hes twe pomecy gocls: 1) Mentel hoatifreliness services fav children and famibes and
2) Drive healthcare pe virme fnto Tribal commaritiag,

In this effort Land the Tribal community prageamns have attempted to astablish a ralabonship with the fndfan
Health Services facility tn enlist the Facility to extend the health care continutim of care from elinic and erisls
based services 2 full continuemt to inchade e ¢ ity-bosed and ontreach model. The success of
commecting with H5 on & Nattonal andfor Amsa Office lavel has been mindmal. e had 2 prest desi of
=appeek fvst he Repion VEI Federal parinees in Denvar (SAMEISA, HHS, & CMS) and for thisTond tha
Trita} commvomitios ste thanifl. My Imerpretation of T35 response w0 the ngrities i fwo-foid: 13 S sees
fhe inftiathve oo compelition and 2 IH5 Las staterd there ls no precedent= for “sub-rontracting ™ communiip
based and ontrench mniled services with & ‘Tribal entity,

I reprasenting the anpraximntely 24 Tritel compmunies Fvonld aek that you ant the Senate Evdion Affaits
Comrmission 2agjeswith tha lawing:

1. Zrgage the Seder EiS ngency to-dewsiop 4 “snb-corhactiog” avade] with Tefbol organirations wishing fo
extend the Txibal comummity healfn cam cotifumam.

2. Engage the Federal partnecs o inchate 113 in 8 conversation regarding rautial working relationships in
encourage stabi K work with Tribos and to Wiseibly have the state Medintid division sponsor 2 heaith
care capacity lilding initiative. The benefit b states is that Tribes can seays 100% Federal Medjend
funding and eliminate the state match,

3. Build the abitity of B1S fciiities to enrofl Tribal mambers in a health wue fnsucance product Deih bringing
an atdiial payes fo the IS fcffity acd fnstring Tribs! members huve ateess o health care whetherin
the RIG fecilive o with 3 community pariios,

Thank yon again for the oppertunity to effe: testimony and for your cotgnued support of afl Moatenins and
the Amerian ndiun commundty.

PREPARED STATEMENT OF DIANA HUNTER, RN BSN, STANDING ROCK S10UX TRIBE
MEMBER; FORMER DIRECTOR OF NURSING, FORT BELKNAP HEALTH SERVICES

My resignation I'm sure is not a surprise as this information is nothing new on
FBSU situation with our lack of leadership, lack of leadership oversight, lack of
holding employees responsible and accountable for their actions or lack of actions,
lack of knowledge/experience or even education, finances/budgeting no one ever
seems to know if we have money to order patient supplies, orders getting denied
from vendors because we haven’t paid our bills thus our patients have to suffer and
no one seems to care or know where the money went, IHS housing rent is for im-
provement and maintaining these IHS homes yet most are falling apart, need re-
pairs but the money for this has been used elsewhere so we live in mold growing,
stale sitting water in crawl spaces that they expect tenants to pay high electric bills
to keep a pump running or live with the unbearable smell of sitting water, shingles
falling off, homes leaking etc.Constant secrets, going behind everyone’s back for per-
sonal or departmental gain, covering up errors/mistakes instead of owning up to
them and learning from them and lack of transparency especially when it comes to
reporting to the Tribal Council as I have been asked to “change your reports the
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tribe doesn’t need to have more ammo against us theyre already all fired up
about(fill in the blank)”. The poor quality of care that has been acceptable practice
over the year I have been here (however I'm told this is better than it used to be
as providers would only see a set limited amount based on their personal schedule
at least we can screen everyone to make sure it’s not an emergency, I'm not sure
how that could be possible that it’s better as it’s still awful), inexcusable allowed
absences by providers who are scheduled with patients at 0800 but don’t call into
their supervisor until after 0830 IF they even wake up to make the call in the
meantime patients are left sitting and waiting on a provider who didn’t care enough
to come to work on time to see patients which makes the clinic flow suffer along
with every other appointment not to mention the walk ins who have to wait for an
opening, unacceptable delays in providing quality care not only within facility but
with CHS process with constant disagreements between CHS staff and providers,
patients not being informed of appointments or scheduled rides having to miss ap-
pointments, not having the CHS meeting to review referrals if CMO not in for the
day, unethical comments as to why certain patients don’t deserve their rating for
a referral such as “well she wasted enough of our money, their just a drunk,
druggie, seeking, or it’s not our fault she’s stupid enough to keep going back to the
same worthless man who beats her she obvious doesn’t care about herself why waste
money on her she just has to wait, their well enough to get a job they need to get
off their lazy ass and find a job instead of wasting IHS money denied or who’s she
related too” are just a few comments that have been stated on multiple CHS meet-
ings by the provider to the point of making me very uncomfortable but reporting
this behavior gets a laugh from CEO stating “that’s Ethel she can get away with
anything, that’s just how she has been for years it’s not gonna change, can’t teach
an old dog like her new tricks”, unethical documentation practice allowed by pro-
viders by copying/pasting nursing notes to complete their medical notes from 2011,
2012, 2013 on incomplete medical records, hostile work environment among depart-
ments with no backing or support from leadership within facility as excuses are
made instead as to why certain departments get office supplies when patients can’t
get healthcare supplies, lack of teamwork between departments road blocks put up
instead of helping to find the solutions for our patients, no follow through with any-
thing from executive staff or executive decisions that were made over a year ago
as we are still discussing the same topics that were decided on as an executive
group over a year ago, no follow through with anything from medical staff as they
allow unsafe practice from ER providers without intervening and allowing her to
still practice on our people in the ER without a care as long as they don’t have to
cover a shift , unethical and unlawful practices of providers not following medical
bylaws, allowed unprofessional slandering from providers to coworkers and patients
in regards to our ineffective leaders not only within facility but within our BA, hin-
dering of access to care, constantly having to close down the Hays Eagle Child Clinic
to suit the providers schedule with total disregard for patients access to care. Pro-
viders allowed 10hr shifts instead of 8hrs shifts which gives maximum coverage as
we currently only have one provider working on Monday’s and having to close down
Hays clinic to suit the providers 10 hr shifts. These issues are not new to BA either
as I have witnessed these issues reported over and over with the only excuse they
have used is “we know (CEO) not competent, he’s only there to make the tribe
happy since he’s from Fort Belknap, same with (AO) but we are hoping Jim
Sabatinos can help them” this type of statement has come from multiple BA leaders
said to multiple people at the facility level and shared among the staff. This was
when we were told “Jim Sabatinos who retired from BA, hired back by BA as nurse
consultant and coming to FBSU as a contract to help (CEO) & (AO) do their jobs”
to which many comments were “why are we wasting money on a nurse consultant
when we could use it towards another provider in the clinic to help with access to
care or on patient healthcare supplies” we were told “because we don’t have anyone
to replace them yet and there has been too much change at FBSU”, this was shock-
ing information as why would Billings Area leaders could allowed incompetent lead-
ers to continue to receive high paying incomes when BA has to bring another person
to help them do their jobs so we are now paying three people and our patients are
left without the supplies/care they not only need but deserve. We can’t afford pro-
viders at the Hays Clinic but we can pay for a nurse consultant that the facility
didn’t have a choice or say in paying for according to CEO.BA Human Resources
interest is on how to stop a supervisor in holding employees responsible and ac-
countable, multiple HR help desk tickets submitted on multiple complaints from pa-
tients on rude, unprofessional, unethical behavior from nursing staff that go unan-
swered and IF they do finally get around to answering you there’s nothing you can
do which only allows for this continued behavior by staff when they know they can
violate policies and procedures, treat people poorly and get away with it, continue
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to put “acting” positions on these same rude, unprofessional and uneducated individ-
uals. The nursing department: why put an non-native Acting Director of Nursing
in place that failed the last couple of times she was “acting” and expecting different
results when we have strong Native American nurses within the facility who would
love the opportunity to lead? Patients coming to ER for help only to be turned away,
clear violations of EMTALA by patients statements yet BA HR states “it’s he said
she said” so now we don’t believe the patients and in this case two other employees
came forward with statements verifying this violation yet BA did not report this vio-
lation to CMS which violates so many other state and federal laws, patients being
treated rudely or labeled a “drug seeker” yet have serious illnesses and when a su-
pervisor tries to make those accountable you’re the bad guy with no support inter-
nally from your leaders or BA. I could go on and on but it’s just so depressing to
see the dysfunction of the Billings Area leadership, how that dysfunction is placed
at the facility level and who suffers is the communities. I'm disgusted with this type
of allowed treatment to Native Americans and yet those contributing and allowing
such dysfunction are from this tribal area. They are not acting in your people’s best
interest and it’s sickening to see us Native’s treat each other this way. Unless BA
goes through a complete “clean out” of individuals who have played a key role in
allowing such unacceptable dysfunction at the area level and at the facility level I
do not see BA THS improving in its care to our people. “Clean out” does not mean
transfer or detail those dysfunctional BA employees to another facility that they
didn’t succeed at in the first place and those having an educational background in
the area they are placed not just because they need to create a place for them only
allows for continued dysfunction. I have only been with FBSU for over a year but
can clearly see the dysfunction, meaningless waste of money/resources etc. that’s en-
forced by BA.

I have felt hindered for quite some time by not only our facilities HR but by BA
HR to be an effective leader here at FBSU as it is difficult to be a supervisor here
when you attempt to hold your staff accountable and responsible for their actions
(especially those who have been known as “troubled employees” who receive mul-
tiple complaints on their mistreatment of patients) only to submit multiple help
desk tickets without receiving any guidance until months later after the incidents
or have nursing decisions made by others who do not have medical backgrounds or
any knowledge of nursing. As a supervisor you cannot lead with your hands tied
behind your back, blind folded in a pitch black room and expect results.

PREPARED STATEMENT OF JESSIE JAMES-HAWLEY

Senator Tester,

When Anna Whiting-Sorrell resigned as Billings Area Indian Health Service Di-
rector she said, “The system is broken.” Fort Belknap Reservation is suffering the
worst at this broken system. I am 75 years old. I have had a lifetime interest in
the health care/and or lack of it, concerning our people. We have a completely bro-
ken system here at the administrative level of Indian Health Service. Billing is not
being done, which results in lack of funding to provide contract health care for pa-
tients as well as other needed services. We have some very good doctors who are
leaving because they cannot provide the services needed for their patients. If you
want to know the problems in Indian Health Service I would strongly recommend
that you have a special hearing with the medical staff rather than tribal councils
and or IHS administrators.
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PREPARED STATEMENT OF DAVID “TALLY” PLUME, OGLALA LAKOTA NATION MEMBER

My name Is David "Tally” Plume, and | am an enrolled member of the Cglala Lakota Nation and
a resldent af the PIna Ridge Indian reservatian where | have husiness Interests, one of which
provides services to the Indian Mealth Senvice.

IF I may, | would like to persanally thank you Tor taking the thme to hear the voices of your tribal
constituency and for allowing me to voice my concerns which in no way represent or should be
viewed as the official position of my tribe. | traveled to Billings on my own to present this
testimony and to echo the sentiments of many of my fellow tribal members. In my testimony !
may echo some of the sentiments shared by qur esteemed lzaders in previeus testimony. If | do
than we know it's happening in the Aberdesn Area alse.

I'would like to shine a llght on__ areas that | see that are problematic yat not insurmeountable,
1. Divide and Canquer

A large number of the employees at our Service Unit and clinics are tribal members and
work diligently in their jobs. Jobs which are hard to come by in our communitles, so In
arder to sustaln thelr employment they follow the rules and regulations to the latter, or
risk some sort of disclplinary action. With families to support | can®t blarme them for
following |HS regulations. In deing so they become the face of the IHS, and subsequantly
receive the criticism and ill will directed at the agency. This enly serves to divide our
peaple even mare as they take the brunt of the hostility directed at an underfunded
agency despite the trust obligation the US Government has for our tribes. Intended or
unintended, the by prodisct [s the age old divide and conguer tactic that congress has
coatributed to by the continved underfunding of its trust rasponsihilitles.

2. Hope Iz Distant and Unattainahle

According to figures presented by aur Senvice Unlt Director, Cantrack Health Services
{CHS) spends approximately $200,000.00 per week in referrals. And yet rany priority
one referrals wlll go unpaid, leaving the patient with tens of thousands of dallars in

rmadical bills that wera denied because of Jack of funds. This Jeaves the patient with a
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lengthy and time consuming appeals process that contributes to the patlent’s apathetlc
feeting, With a low FICO scare patients are |eft with little ar no hope of finding a private
sector Job, ralishie transportation and decent housing eutside the reservation. Thisisa
direct comtributor to the dependency that Is prevalent on our reservation.

Rate Quote Methodology [RQRA)

In one instance the Area Offlce nepotiated a ROM with a service providar that gave the
HS a very low rte for patients whase bill was the responsibility of CHS. What tha
provider failed to disclose to the Area Office was that for any patient whot the CHS
denied paymenit, than that patient would be llable for the bill at the provider's
customary and usttad rate. So what should have been & 53,500.00 servics, prinrity one
patients wern hit with an involce ranging between $35,000.00 and $45,000.00. (5S¢
sttached Invoice). When payment doesm't arrive within 90 days then the bifl goes to
coliection and this particular company wil bagin 3 records search for unentumhered
sssersto Ben on and Hquidate to satisSy judgments obtalnad in state courts, Don't ba
surprised if this provider will try to file tiens on court ordered settiement payments such
as Cobell, Keeps Eagle, and others.

Prampt Payment Act

The Promot Fayment final rule (5 CFR Part 1315} requires Executive departments
fincluding 84S} and agencies to pay commercla chiigations within certain time perods
and to pav intarest penalties when payments we [ate.

For pakients who are referred to 2 higher leve! of cars from an #HS fagiity, and then the
H3 1S responsible for the prompt payment Tor any and all hesltheare costs associated
with that particalar referral. 1t Is incumbent on the provider to pursue this action sgainst
the ageney. And not the patientl

Alt Men are Created Fquat

The second paragraph in the Declaration of independence states, “We hotd these truths
1o be seff-evidant, that all Men are created agual, that they ars endowed by thelr
Cregtor with certaln unalionable Rights, that among thes= arz Wfe, Uberty, and the
Pursult of Happiness.”

Yet disparities are evident by numerous comparisons of per capites health core costs
depending on whose study you review. Regardless, the JHS per capita expenditure is less
than $2800.00 per enrollee, whereas the Bureau of Prisons spends in excess of
$7,000.00 perinmata. There is something wrong with that picture. Tha message being,
if you want the US Government to uphold its trust healthcare obligations o Amerlcan
Indians then go ta a federal prison.
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6. Wy own Expetisrice

Inthe early morning hours of May 21, 2013 while | was in Shakopea MN on business, 1
fregan expertencing chest patn and so Vdrove myself to a nearky Emergensy room where
1was oromptly admitted and then transferred later in the morning to Abbett
Morthwestern Hospitsl in Minreapolls, 1 was hospitalized far 4 days while numerous
tasts wera perfermed and was diagnosed with 2 blood eiot that had temperarily lodged
in my heart. | did ali the IHS protocals as far as reporting the event to the Pine Ridge
Service Unit so that CHS would be aware and linble for the hospitalization casts; 1
figurad | was okay since it wasnt June 57 yat. Remember don't get sick aftar Juna 1%, is
a phrase commanly used in Indian Courtry. | was assured by CHS that everything was in
order and 1o just worry ahout getting well. A cotuple weeks later | get 2 latter from the
CQuentin #. Burdick health Center In Balvourt North Dakota, telling me that my
hospitatization costs were not going 1o be covered because | did not raside or could not
prove resideney on the Turtle Mountain Chippews indlan reservation, norwas an
enrofled mambar of thelr tribe. When | finally get afl this squared sway With the proper
Service Unit, § was ance agsin denied payment by my own Service Unit. Reason? No
fundsi!

Later that sumemer on August 4, while visiting my girlfriend on the Rosebud Indian
Reservation, | began experiencing numbness on the left side of my face and slurred
speech. I was rushed to the Rasebud Service Unit emergency room, where lwas
diagnosed with a stroke and was told that it woutd be nearly 2 % howrs before [ would
arrive at 2 higher level of care in Sioux Fails due to having to wait for an air craf to fly
out from $ioux Falls, My girifriznd was angry 2nd adamant that my partners had an ALS
equipped giroraft iess than 10 minutes away and that  would not fly on the Sanford
Abrgraft. The ER doctor fnafly sgresd to cad the Valentine NE based Air Ambudance
despite heing told by then Aberdeen Aren not {0 use the {ocal life flight company.
Needless to say this hospitalization was denizd payment by CHS.

Tam not the anly pne who has had to walt for Sfoux Falls alroraft, n January 2010, 3
close friend of mine had to walt nearly 6 hours for a flight out of the Rasebud Service
Unit, despite my partners having a plane 43 minutes away that was ready to go.

Last November a patient in Rosebud had to walt fer a plane ta come back from Benver
via Rapid City to pick the patient up. Instead of flying directly to Rosebud, thet craw flaw
to fapld City. Meanwhiie my pariners and I had 4 piane iess than ten minutas sway in
Valentine ke, yat wa ware not called,

I vau were to take a Rosebud Service Unit, close look you wil find mudtiple Syues
similar to what | experienced.

Once again thank you and | for one appreciate the concern and compassion shown for
aur plight.

PREPARED STATEMENT OF STEVEN BRADY, SR., NORTHERN CHEYENNE TRIBE MEMBER

First of all, I want thank Senator Tester for holding a hearing in Billings regard-
ing the concerns of the Indian Health Service for the Montana/Wyoming tribes. It
has been very much long over-due.

Secondly, I would like to preface my statement that U.S. Congress ultimately
holds a special fiduciary trust responsibility for the Northern Cheyenne Tribe and
its members as direct result of treaties and agreements entered into by our ances-
tors. This special fiduciary trust responsibility is carried out and enforced by the Ex-
ecutive Branch and extends to all federal agencies and departments, including the
Indian Health Service. Only U.S. Congress in consultation with tribes can change,
modify or otherwise abrogate this special fiduciary trust responsibility.
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Dialysis

I have been on Hemo-Dialysis for over seven (7) years at the Billings Clinic (now
DCI/Billings Clinic) as result of Diabetes. I am insulin dependent. I was referred
by Dr. Robert Wilson from the Crow/Northern Cheyenne Clinic for Dialysis.

Transportation

I generally drive myself and provide my own transportation at a 200 mile round
trip per day at 3 times a week, regardless of weather conditions. Additionally, I
have numerous other appointments such as podiatry, out-patient and in-patient pro-
cedures and tests as required by Nephrology. I am also engaged in transplant proc-
esses and tests for Porter Kidney Transplant from Denver, CO and Kidney Trans-
plant from Mayo Clinic from Rochester, MN requiring numerous and periodic ap-
pointments and tests. While the Northern Cheyenne Clinic provides transportation
for regular dialysis scheduled appointments, it would be next impossible for me to
depend on the Northern Cheyenne Clinic for transportation for the many other ap-
pointments relevant to End Stage Renal Disease or transplant procedures. Initially,
the Northern Cheyenne Tribal Health provided the transportation and due to insuf-
ficient funds transportation reverted back to the Northern Cheyenne Clinic, even
then the Northern Cheyenne occasionally requests fund support from the Tribal
Health program.

Appointments

Frequent podiatrist appointments are of absolute necessity especially for diabetic
for infection and amputation prevention. I used to go to the Crow/Northern Clinic
for podiatry, several years ago I noticed that there was only one Podiatrist for both
the Northern Cheyenne Clinic and the Crow/Northern Cheyenne Clinic (both res-
ervations). It was taken a long time between scheduled appointments and most of
the time no appointments at all, due to the lack of availability of the podiatrist.
Consequently, I went to Billings Clinic without a referral from IHS for the purpose
of regular scheduled appointments for podiatry.

Moreover, the same principle applies to necessary frequent eye-exams to prevent
blindness from the effects of Diabetes, as well as dental exams. It is extremely dif-
ficult to schedule an appointments and next to impossible to schedule an appoint-
ment for either, podiatry, eye-exam or dental. Generally, things are too far gone be-
fore you are seen and by then it is too little too late.

Medical Bills

First of all, the Indian Health Service Contract Health Care Medical Billing sys-
tem lacks transparency and is inefficient. Often times, medical bills have been re-
ferred to collections or credit agencies negatively affecting personal credit rating. I
personally have had discussions with Billings Clinic, they are equally frustrated due
to lack of response from Contract Health Care. Other times, Contract Health Care
will send out form letters denying payment without no reason or justification. Re-
garding referrals, there are several Indian Health Service staff in Contract Health
Care authorized to make life and death decisions with absolutely no medical back-
ground and again, it is often too little too late.

Outreach

There is an absolute failure and a lack of outreach regarding dialysis patients.
It seems that once a dialysis patient is referred out then theyre on their own to
fend for themselves. In the more than seven (7) years that I have been on dialysis,
never once have I seen an Indian Health Service official do a visit to the dialysis
clinic. The concerns of a dialysis patient are numerous and become complicated. As
an example, there special dietary needs or in home handicap accessibility concerns.
Not kidney transplant preparations or procedures. Diabetes and Dialysis are in-
creasing exponentially and are not going to go away anytime soon.

Conflict of Interest

Debby Bends, the CEO of the THS Northern Cheyenne Service Unit is the prin-
ciple manager, while at the same time running a cattle operation on the Northern
Cheyenne Reservation. Regardless of federal regulations or tribal law governing
grazing allotments, I have maintained that Ms. Bends is engaged in “Conflict of In-
terest,” Ms. Bends has the potential to make serious medical decisions on my part,
while grazing cattle on my allotment. This has been addressed in writing to both
Debby Bends as the CEO of IHS Northern Cheyenne Service Unit and Mike Addy
the Superintendent of Bureau of Indian Affairs, both have maintained that there
is “no conflict of interest.” I should also add that the BIA Superintendent’s wife
works for Debby Bends at the Lame Deer Clinic. At times, Ms. Bends has been ob-
served being involved and engaged in tribal politics during working hours when it
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pertains to cattle operations on the Northern Cheyenne Reservation. It is obvious
these two (2) agency heads have monopolized and provide protection to each other’s
interests.
Physician

Several years ago, a Medical Doctor by the name of Dr. Steven Sonntagg was en-
gaged in pseudo-Indian shamanism by performing certain rituals rites on tribal land
on the Northern Cheyenne Reservation. The use of tribal land by Dr. Sonntagg for
this purpose was not authorized by the Northern Cheyenne Tribe. Because I had
confronted Dr. Sonntagg on this, I am refrained from going to the Northern Chey-
enne Clinic. Dr. Sonntagg was never investigated for his inappropriate conduct.
Debby Bends was very protective of Dr. Sontagg.

Service Area

The Northern Cheyenne Tribe and the Reservation is extremely limited in oppor-
tunities with respect to employment and housing availability. I sincerely believe
that time has come to extend the service area to in include the Billings area (Yel-
lowstone County) for Indian Health Service, to especially include Contract Health
Care. Many tribal members out necessity have moved to Billings and are outside
of service area and yet, the Northern Cheyenne Contract Health Care will provide
services to a tribal member considered transient.

In conclusion, it is very difficult to my full faith and trust, not to mention literally
my life to an incompetent and grossly inept healthcare agency that is obligated and
is supposed to provide quality health care to the members of the Northern Cheyenne
Tribe.

PREPARED STATEMENT OF HON. JOHN E. WALSH, U.S. SENATOR FROM MONTANA

Thank you, Chairman Tester for holding this important hearing today. Along with
you, I share the great honor of representing Montana’s tribal nations in the U.S.
Senate.

We have both heard from Montana tribes about the troubling situation regarding
the Indian Health Service and the level of care being provided by Billings Area Of-
fice. In light of these concerns, I am pleased that the GAO has accepted our request
to review the IHS with emphasis on the Billings Area Office.

As a Nation, we have a trust obligation to provide for the health and well-being
of our tribal members. The IHS is the most visible and direct provider of these serv-
ices. Unfortunately they are failing to meet their trust responsibilities and Montana
tribes are suffering as a result.

Of particular concern to me is the failure to provide quality and timely care to
patients through IHS facilities. Many tribal members are completely reliant on the
THS to receive medical care, but are forced to endure inadequate services or in some
cases, none at all, and face extremely long delays in receiving basic services such
as filling a prescription or seeing a physician. For children and the elderly, delays
in what seem like simple health care services can have dramatic effects.

I have also heard directly from tribal leaders that feel THS is only meeting half
of the health needs in Indian Country. It is no secret that the IHS struggles with
chronic underfunding. While acknowledging these resource challenges, it is even
more galling to hear concerns that IHS facilities are not seeking reimbursements
from third-party insurers, thereby denying desperately needed capital for these pro-
grams.

Lastly, I want to convey my grave concern regarding the long standing vacancies
in critical health care positions. While these positions remain vacant, tribal mem-
bers are effectively prevented from receiving the health care they desperately need
and that we promised them.

I am anxious to read Dr. Roubideaux’s testimony and plan to submit questions
for the record as necessary. Thank you again Chairmen Tester for your leadership
in Indian Country. I look forward to working with you to hold IHS accountable in
their trust responsibility to our tribes.
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PREPARED STATEMENT OF LAURIE BARNARD, AUDIOLOGIST, BROWNING PUBLIC
SCHOOLS

I am &0 andielngist contracted through the Browning Public Schools and am submitting testimony concerning
the siatus of [HS medical services af the Browning Community Hospital (BCH).

I am writing as an advocate for the children of the Blackfeat Reservation and as a fox payer. The andialopy, ear
nase and thooat (EMTY, and sucgies! contracted positions wers cut during the sequester and stilf howe oot besn
reinstaged.

Flease ses the attached letters which detadl the cument inefficlent use of funds and effzcts of the loss of
Audiology, ENT, and ENT surpical serviess.

Itis my understanding that a Blackleet patient who ficeds  heoring aid now is referred to a privete sudiclopist
in Grent Falls and the furdiog comes out of IHS Contract Health Senvices, The cxpenss to THS i5 an average of
$5,250 For the retail cost and flting of OWE boaring aid, plus travel and time for the patient. When services arc
provided onsite at BCH, the wholesale cost of an aid is $500. That is an exira expense of §4,750 for 1 hearing
@id for 1 persen. Consider how mneh thot is over a year. The onsite services also inclode a 2 year warranty far
replagemznt of lost aids and repair of brokec gids during the frst 2 years of wear, which is not offered In e
retatl merket.

With this cunrent practice, it anly takes the referral of OME patient being fit with 2 hearing aids per month far
QNE year to ercats cnough savinas to cxceed the cost of the past TWELVE months of audiology services at
BCH serving hundreds of patients per year by an ansite audiclogist, rather than only 12 patients per year in
Great Falls,

Thiz is only onc of the many adverse effests of cutting Audivlogy services. As an audiologist working through
the sehools, when a ¢hild needs replacement or repair of & hearing aid, they nesd to be taken out of school for a
day to travel to Great Falls plus the cost of fitting the repairedfreplaced aid, which is 5250, Before the budget |
reductions this would have teen done with minimmal cost and time onsite. There are elso children now who reed
bearing evaluations that have to be relemed to outside audiologists.

I'have not even discussed the dewdimental effects for the Blackizst people of the budpet culs on the ENT and

surgical services, For further detalis T am attaching sevetzl comprehensive lettars that have been written by the
former andiologist, ENT nurse practitioner, and me to IHS Adninistration and Congressrnen. The
ENT/Audiology ihaff lrivé bedn contracivd for over 28 vears, which 1 beligve indicetes dediention and quality
services on the Eleckfeet Reservation.



73

Attachments

Dear Ms. Sorell, Mr. Glham and Dr. Gray,

| continue to be eancemed about the lack of Audiclogy Services at the Blackfest
Community Hospiial (BCH). Please consider this a centinuation of the affached Ietier that |
sent to you on Navember 21st. Flease refar fa this lefler for addifional details,

I know that BCH is under conslderable pressure to make good choices about what kind of
health care to provide to the Blackfest Nation, 1 thought if | explzined my understanding of
the funding of BCH's Audiology Depariment from the perspective of my 30 plus years
confracting to provide this service, it would help you decide if you can support reinstating
Audiclogy Services.

Keep in mind that the dollar value of a contraet is not comparable to the 'salary’ of a
govermnment employee. A coniract’s dollar value includes the coniractors salary plus
benefits; such as Social Security, Relirement, Liahility Insurance, Disability Insurance,
Heatth Insurance, Workman's Compensation, Unempleymant Insurance, etc. Expenses to
senvice the contracl, such as commuting costs, are alsa included. Most IS conlractors do
not live in the neighbarhood where they are providing their service, And, contractors are
fypically not compansated like an empleyee for sick leave, educalion, vacalion, ste,

Now, consider the following based on my personel experience et servicing past Audiology
Contracls at BCH:

1} Because of my experience ard my naltre, | am quicker than [he average audiologist,
That means | am able ta ses more patients per day, thus reducing the per patient cost. |
was onca told by Billings Avea thet | was seeing more patients at the BCH than all ihe ofher
audiclogists working in ths Bilkings Area combined. | do not know if this was still true during
my last conlract, but suspect it might have been?
2} My skill and willingness to fit in walk-in patients with their varied needs/demands in an
already scheduled and busy cfinic is very good. Meaning that those with urgent

needs usually are fit in fo my day.
3) Providing services at BCH saves your patients Ume and {ravel expense and belter
seves tha nesds of your enlire community. Your current polivy of referring those with the
greatest need to Great Falls and paying refail prives for servicesMearing aids is very
expensive and sarves only a faw of the many with heaving related needs.
4) An on site contractar, also has access through Indian Health Service's whalesale pricing
for the purchase of hearing aids/batieries that elther you or the patient pays for.

This further reduces your expenses for providing Audiology services, For
example;

1 fitted hearing aid / on sile BGH wholesale pricing - $500.00 / Great Falls refall pricing
- $5,250.00 / Savings to BCH or to patient of $4,750.00 per hearing aid fit at BCH,
10 fitted hearing aids per month for 1 year or 120 hearing aids { on site BCH
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wholesale pricing - $60,000.00 { Great Falls retall pricing - $630,000.00/
Savings to BGH andior patients of $570,000.00 per year far 120 hearing aids.

This example does not relect the {ime and expanss of raveling for the patient to keep their
inilial svaluation and fallow-un fitling appolniments in Great Falls.

) When services @e provided at BCH, BCH Is able to bill for hisd parly reimburserent for
Audiclogy services and for some hearing aids. | do not know the amaunt of reinbursement
for past years, however, whatever is collected reduces the expense fo you for providing
Audiology services and hearing aids at BCH.

6) Hearing 2ids purchased through IS sise come with a 2 year warranly for replacement
of tost aids and repair of broken aids during the first 2 years of wear. This warranty s not
offered with the purchase of any aid in the retail market, This very good warranly reduces
BCH's andfor palisol’s cosl lo replace lost aids of repair broken alds.

T} BOH currently has no other Health Core Provider who can do hesting exaims, fit heating
sids, sevice heasing aids, olc. Kelth MoDivitl is = Musse Praciioner snd is samelimes
confused by patients and Health Gars Providers as bsing able fo provide Audiology
sarvices, He has been trained to provide very basic hearing screening, but cannot do
diagnostic  Audiology or fit or repair hearing aids,

8) The median salary of an Audiologistin Montana is $77,000 plus bsnefils and expenses.
S) Ele,

With no Audiolngist af BCH and conlinuing fo use your currast Contract Heallh
Services {CHS) referral policy to Grast Falls, [t only takes the referral of one patient
heing Bt with 2 hearing altis par monih for 1 year to create enough savings 1o excesd
e cost of the Iast 12 month Audiology contract 2t BCH. Savings of $5508.00 per
month for 2 hearing aids fit at BCH X 42 months = $114,000.00, And, with an
zudialogist at BCH, you have the added henefit of serving hundreds of patients per
year rather than Just 12 patients per year in Great Falls. {if you evaluate past records for
the past several years, the numbers for the purchase and fitting of hearing aids will only
reflect 5-7 months out of the 12 manths h any fiscal yezr due fo budget freczes. [f BCH
were able fo provide this service every manth of every year, your financial savings for
providing Audiolegy at BCH wauld be even greater than currently Indicated )

Audivlogisls are alse in shotd supply Inour curest economy. And, most Audiciogists prefer
working In the privale seclor rather than Public Heaith Service because they receive befier
compensalion. | suspect attracting and keeping a new avdioiogist in a cold and rural
Montana community may be ditfisuit. Hewsver, if you are inferested in continuing to
cantract with me, you would already have a proven audiologist whi loves and appreciates
your cormmunity, nelghborhiood and fhe work,

Thank you for continaing to consider bath the need for an Audiclogy Program and
confracing with me fo provide that servive. '

Stricetuly,
Debra Sykes, Audiologist
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Haonerable Steve Dalnes (House of Represchialiva) Al 2. 2614
20& Cannon Howee Offies Buliding
Washington, DG 20510

Keith MeDIviit
14 65 Strest SW
Cut Bank, MT 59427

Dear Henorable Steve Daines:

| would like to bring to your attention some concema regarding the [ndian Health Service {IHS) Blackfaet Community Hosgital
[BCH) on the Blackizet lndian Reservation in Browaing, Montana, In parficuler, | would Tiks io address the curment [ack of
adequare health care services that were previously pravided in the ercnose-thrat (ENT) Glinic and audiolegy (ALID) Clinie
cunsistently for over 28 yoars. | do this with some rductance and hesiancy, tiowever | am no longer a federal smployse
(ihat respected arid ablded by the chain of command). |2ma carcEmied private clizen, chooslig bo speak cukwhile being a
yolunieer serving Nelive Americen people on the Blackfeet Indfan Resenation,

For many years the ENTIAUD Clinic was stafled by a full4fme nurse practitianar {ma far 28 yesrs), part-ime condract
eudiclogist {wwer 30 years), and part-ime confract elalaryngologistplastic surgean (over 30 years). The IHS ENT/AUD Clinks
In Brewning has provided quality, conslstent, and speclaliized ENT and Audiclogy services that were likely some of the best
oiferad In all of tha IHS, eapaclally It & rural and ramote satting, The ENTFAUR Clinic 2laff was dedicated and chass o wark
sening the Nalive American pepulaiian in a ral and remobe setting.

MNevw, Biee entire program has been decimated due to budget reduciions, Hers is what happened. 1n Janbary of 2013, afier
balng a Commissloned Officer In the Fublic Health Service for 31 years of aclive duty, 1 faced a mandalory refirement as the
nurse prelifoner that had worked in the ENT Clinks for 28 years, | then worked as en emaroency hire (68 days) pari-time
civl] senvice emplyyée in the sarme posiion untll March 31, Near the end of March, 1 was nofified [after applying Eor the
vesant pesition) by the Elings Ares Offica (BAC) that | was hirad o wock Tn the szme postion as 5 fulltime civil senvics
employee. Then sevaral days later, | was Informed by the BAS that due fo "sequestetion” the posiion could not be filled,
Now 12 montks later, the poslticn Bas yet to be advertised orfilled. Howeves, since Apdl 1, 2013, 1 continue to work as &
nurse practiioner one day a week as a volunteer aliernpting 1o kesp the ENT Clinic alfoat and seelng many patients.

The audiolaglat In tha AUD Clinle had woked as a part-fime eantracter for over 30 years in Browning, (o May of 2043, she
was given a 2 week nofice (by BAOY and notifiad that her posilion was being terminmied to save money. May 31, 2013 was
har last day of work. Now chitdren, adulis, ared \he alderly who need 2 hearing exam, hearing aid, or hearing 2id repsirs have
{0 fravel aver 2 hours one way for service in the private secter when the palient may have io cover thalr costs. A hearing aid
that was previeusly purchased threugh the |HS and the WA contract in Browning far abaut $375, now sasts the patlent or the
IH2 about 3,000 to 35,000, Keep in mind that these is & nalfanal sherlage of experenced audiologlsts and few that would
¢chaose to work in & nvmt and remets 2etting.

The elolaryngologistiplastic surgeon had warked as a part-ima contreator for aver 12 years in Browning, In May of 2043, he
was given a 2 week notlce (by BAO) and nalified fhal his pesilion was being fzrminated ko sava money. Keepin mind this
was a doubla boarded certifiad surgeon in Otolarpngology and Plaslle Surgery that chose fo werk in a rwral and temste
sefting. He saw many patients in the ENT CGlinic and did many oulpatient and ovemight stay surgeries at the local hospital,
He [s ane of the hest surgeans In not only the state of Montana but probably the entire norlhwest. He was loved and
respected by so many of his Malive Amarican patlents, Kesp In mind how diffioult 5 b recrlt and matntaln sush qually
surgeens who ara willlng 1o serve Ia rural and remote setings.

It is my yndersianding that my supenvisor {elinical director) end hospltal CEQ and AD have supparted and havs Ishbiad for
nearly a year for funding end the ability to fil yasant positions in the ENTIAUD Clinto, However, o this dabe the ENTIAID
Clinic has no audlalegist, no atolaryngologistplastic surgeon, and Just @ nursa praetiioner {ms) that voluntesr one day each
weelk. lis my understanding that providers In the ENT/AUD Clinte while pravided necessary specfallzed senvicss, Lhey
generated revenue for lhe hospital. Patients hal ars now belng seen In the emergency mam (ER) could ke seen in @ mush
mere cost effective mannar if seen tn the ENT Clinle. Patlants that hava baan lofally satisfied wils their services and
providers at the ENTIAUD Clinis Far se many years, pow have litfle if ary cheice ko receive these spacialized and important
sevices in ther communfty. Could you plzase look [nlo these concerns? [f you would like additonal infermatian, pleass feel
frze to confact me (408-873-8157). Thank yau for your asslziance.

Respectilly,
Kelth MeDivitt, ENT Nurse Practitioner
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To: Fatia Y¥howme Somker?, finea DIeckds
Brinias Reea Inpn Hearvx Seavices Noremzsz 11, 2014
2900 = Siyenze Nomx
Brumes, TG 59101

Feom:  Lakkie Baxnamn, YRR
Fimerome/SHecy-Linamase PRxsoas
PO Rex 1658
Hep Lepse NI 59068

Teax JTG, HXNDG SOERCLL,

] dIn 4N ATBHOTO@ER COMIALCHED TNRONGX TXE BRONADE PURIN SCHA0LS 21D Ma¥e NARKED CLOLRLY MRK TN OIT wn
WHIIGLORY S2aYF 3 TRe Brackrest Comcmunny Hosrnal smee 1968, T 2 WANTIGE 10 0K Witk CHOCOHNS BAGIHDONE EXe THES
of €T ano RAMINLHACRE SERYICES W W2 BlacTees Hospnal Felm MOMXS 360, bEone aN0 CMESMIT NG 638, R0SE 0R
VIAOUR CYALNATIONS, METICAL O SKAGICHL KRCAUTERYS FUR COX, 0S¢ OR VAT PRIBLGNS ranones e BN vme, Xeaama
EYRIFANGNS, RORALDG 21D EFRINTAIONS, NERLNG QD FXHOGS 0F REPLE 0F XEARDIG 405,

e Blacxrees Hospral C1lk/Aupiploqy PINGEAIN HES Beex 2YAILAKIC 10 ae BLACKFEEE FOOXLe 0K ¥ 160Se 53 Yeuhs,
Tacee ane cozgezy oves 2000 reoris 17 t3e BReymms anea ¥RE XRERME Lo5S BT ERMG SREVED 4t CEIS 1OWE DEE 30
X 1055 0F T2 eNL/RIDIGIeaT SeEVICEs.

bye 6NY miEse FRACKIDEEE, Xety MeDIPRe, 265 FROVIOED CODSISEM, QUAIRT SEEVICES 0 tX¢ DATLIME aRea PANCINS FOR
I 1E3S X8 PR 2T Teans. TXT AEDIOIOGIT, DEBRY SYHeS, HAS DeYeLOPD 1 AIPTORT WNH SXC FILIREIS OVER tie PRy 33
THARS, PROVIDRIS BICRTIENS SHRPICA, BAESE TN0 PROTOSSIONALS MR DOYELOFSD TRRINE RELMNSHIPS NN $1¢ PARIRINS &t
e Branrees Kosrnar. Beraxse or 328 BUDGE: CNES30-VEIS FROGRARY, UR. Hinonia Santmy's SeRVICES WORE alsy
eLymaer. X 15 3 0MSTAN0NK SKRGSOT NXO HAS PROTIDED SKRGREY 16 PAICIHS YR [16F) PAIAE, CLeF LIF 2D Taflal
ANOMALEES, A5 WELL A5 OLRCR VIFES OF SHRGERILS 30 RESORC MeARIN AMD FENICHON OF WRC JIOSE adD THEQRE 10 tuest
Favienss.

F1L 0F TEESE FROFRSSIBIALS WaGt 10 B¢ ¥OREG &F 126 Hiaowest Comormny Hosrrar, servme the Biacmes: reorie.
Vae Tox prarny, TeCatTen EQETFIMERE SICY AS THE.£AR MHIENASCETS, ANMD ZUGMTOCICAL MARSURARENE BMIFTRATE 2B8 1Y
STATT 11 vxe €Y aure. Kanx JREDNVY 15 Ralumieeaing Jos tile 2o EXPeRtise aBOTE ONCA A WREX 10 SARTA LER WO
ATMEX PAEGINE. $Xe SCNOCN MARSES amD T et MK KM Lask WeeX %o VEY W0 WORK I8 2 Yew OF t¥e COIDERN MR vEe
WOSE SEVERE 1STUSS LNPG WIS SCEEDELE, VNRR: ARG CHILDARY WO NAVE CHLS Mea, OELIREN ¥X0 2Xe 1 Neth oF
TEPAROFIRSHES 10 REPAIR PORFORALIONS 6 1B ORENTEINS, 200 CERIAEN WK MECD PRCSSERE PRIALTABION YIBES, TRese
IS5HES ARG CAMSOIG VR Y0 WITYER FAOINL NOQHINE 105 END HEREE WAE N0 ANDIOGIAL SERVICES AVRILARLY I BROWNRRG 10
TR EREIR XPURDIG 1055,

| %R¥e one CHILD WX IS Mt Ni¢eD OF eaRmE ais M 2 [T cHATe (LAsSROGM. SEe MRS ¥ab tb Yaaver v Grews Falts, wacx
[RCIAS ¥XE CD5 BND WK OF K596 FOK SCTERAL VISTHS. SKE 15 Jiph cLialste Fon NRehivaly ann Xen MOagh I LHasLe
Y TOR BHR 2105 Hexse)r. TRe eXPENse OF X¢AXIRG A1DS PURCKLSED PRIVEIELY IS MECY VIGHER LHAN X6 FRI(R MR ¥IK IXS
15 ZBLE 14 FERCKESE TA¢ ADY. LRE CHED 15 CEREEMRLY YAECUT EeARTNE BMS T VR SCHOOL WXL XeA MMCHEER IS FORPING
TEROREX MHPS 10 TAT B0 663 FOIDMA FOX tHe a1bs.

T 2 WOEADG W6 WeRes CHTIDREN M ke BEONNNG SEN0OLE ¥NO Xave ANMUL0Gical Teens. [k 15 4% JeASS A 0 XUSR DRNve
Dt GOOD HOWNEH 16 FIC NeANLSE CLOUC FOA & MeTANIG AWD EYALWALION. N aRp YHSe ArPOMUmens Fizen?

R KIIDERGARCEN SAUDCNE 35 [ MEED OF A NEAEDK: YALUALION, DMO SHICNLS SAYE NeeDs KeGARDIG CXPIE NPREING 205 3X0E
Weie FRoviDeD B¢ JHS, Qe ReaRMG 4D X85 Df MGED OF REPGM, €16 A5 IO, ED DEEAY SYALS (AL BLEN XTWD ENOEGK
FOLURTEER. Yol WoRH Il HELFING %0 Get THESC MDS EETAIRRD Ane Reriacen, Yxen a ued REIRMG am Is REe0ed, [ D ot
Yoy ¥ox.IHS Is ¥anprms tRe FIRCEASE. Ir t2eY BN FRTIC FOR FRIVAE FURTEASH OF AIME, Tt WO, (05t SIGHUFICARIT MoRe
THAN ¥ It WS pode darpuer THE

13am 1 (B4R O WHES Y2 CERERN BIackredt COTINDMAT KOSPRAL PEOOCOL IS TOR RDELE PEIEIRS WIK XEAEDNE XIBS OR
I TIEED OF XQARTG A%, BGX ] AMM SZEM TR LSRG ARY MANY PALIEIE OUT TREAS NIGXE NOW WRHOIT XRIRDT AMS 60
XERENG ARSI Need DF ARTAE FiFT aEe ENAERE T0 GOF RXCSC SEAYICES DHC W0 CEAPER ISSEES A0 FOWIEE FOR YAe SCAVIES.

1 More Thae TOU Cald MO 3 MGY w0 PROYIDE 2t teas) some 1TV atp BETlOLoGY SEEVICSS TO TXE FacleBT er TN2 Bracmeer
Commimsy? HosrmaL, CTeH IF It 15 FAR-IANE, L€ FEC7LE YL EEMEFT FEON TXE £S3ENEIAL SEXT.CCT FAR NeAKIRG, ¢Al, NGSE
D KAEAAE PROEIANS.

Smoexazr,
Lesse Busndap
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Anna Whiting Sorrell, Billings Area Directar

Indian Health Service 1 Movember 2013
2500 4th Avenoe Nowth

Billings, MT 59101

Drear Ms, Sarrel],

I atn concerned about the lack of services for people with hearing lass on the Blackieet Reservation.
Over the past severat months, I have been contacted by a number of patients and prafessionals about
the elimination of my contract to pruvide hearing related services at the Audiclogy Clinic since June 1,
2013,

I have heen told that thers are still no services at the Blackfeet Community Hospital (BCH) fa evaluate
pediatric or adult bearing either rontinely or for follow-up of thase previously identified as hearing-
impaired, Thus, leaving Blackfeet children and adolis with significant hearing 1oss to elther go without
hearing aids or have inadeguate amplification for their hearing loss. And, Headstart screenings and
required physical exnms for fire fighters and state and faderal employess are no Ionger being provided
by BCH.

There are over 2500 Blackfeat people with hearing loss that Bve, work andfor go 10 school on the
Blackfeet Reservalion. Most children and adults with hearing loss tend 1o withdrasy from family, friends
and community when they are unable te bear, It is no wender that people are ¢onlacling me more now,
as we go inle the holidays, Most people with heating loss sulfer great anxicty from being unable 1o hear
and communicale comfortably at family gatherings.

Keith MeDivilt, ENT NP, tells me that some Yocal providers are referring those with the preatest need
through Cantract Health Serviees (CHS) at retail prices 10 Great Falls and Kalispell, This roguires
significant time, trave] and expense for the patient and substential expense oo the Blackfeet Service Unit
and provides only limiled service 1o a faw.

When I was providing these servicas throngh u contraet, I weas not anly able to provide man: service 1o
greater numbers of patients at less cost per patient than CHS, but I was also able to purchase hearing
aids and betteries st wholesale prices through the Indisn Health Service, As a result, the Blackfest
Serviee Unit wes able to purchase more service/earing aids for every dollar spent and subsidiz: the
expense of my contract throvgh third party veimbursement For eligible services and hearing nids.

Reinstating the Audiology Department and providing services on site at the Blackfeet Service Unit will
not only be more cost effective but will also serve more members of the Blackfeet Nation than is
possible threngh the comrent process of CHS refemals. I hope you will recansider the option of providing
audiclopy services at the Blackfeet Service Unit.

Siueergly,

Dcbra Sykes
Audlologist

PREPARED STATEMENT OF NICHOLAS WOLTER, M.D., CEO, BILLINGS CLINIC

Dear Senator Tester:

Thank you for your interest in and commitment to health care for the American
Indian/Alaska Native (AI/AN) population, and your support of the permanent au-
thorization of the Indian Health Care Improvement Act (IHCIA) within the Patient
Protection and Affordable Care Act (ACA). Billings Clinic was in attendance at the
May 27, 2014 Senate Indian Affairs Committee Field Hearing on “Indian Health
Service: Ensuring the THS is Living Up to Its Trust Responsibility” in Billings, and
wanted to add the perspective of a private, not for profit health care organization
that is also impacted by the issues related to the Indian Health Service (IHS).

Billings Clinic is an integrated health care organization, consisting of a multi-spe-
cialty physician group practice and hospital providing medical services to the AI/AN
population. Until recently we operated under a now expired contract with IHS Con-
tract Health Services (“CHS”) (recently renamed “Purchased/Referred Care”). We
have been unable to come to a new agreement with Billings Area IHS because THS
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is unable to commit to obligations in the agreement such as prospective approval
and funding of services, timely issuance of purchase orders to pay for services, and
specific business processes to create efficiencies and reduce administrative burdens,
and other performance timelines.

Billings Clinic agrees with and is also impacted by many of the issues reported
by the speakers at the Hearing; including poor access to quality medical care (espe-
cially preventive care and screenings) for the AI/AN population, chronic under-fund-
ingsof THS, poor business processes within IHS, and non-payment for services by
IHS.

From the clinical perspective, we are aware of the health disparities of the Al/
AN population compared to non-AI/AN populations. The medical services available
at tribal clinics, hospitals and urban clinics through IHS are limited in scope for
a variety of reasons, necessitating referrals for care to specialists outside the THS
care system via CHS. However, the Billings Area IHS has been generally operating
under a Medical Priority Level 1 (also known as “Life or Limb”), meaning that only
life threatening, acute injury or obstetrical/neonatal care is able to be funded by
IHS. Preventive care and screenings, treatment of chronic diseases such as diabetes
and hypertension, and behavioral health care are not able to be routinely provided
to the population due to the restricted funding level. Lack of access to timely and
appropriate health care services results in poorer health status and greater health
risk, causing more serious and costly care once the condition becomes life threat-
ening. We encourage IHS to pursue new models of care, such as Patient Centered
Medical Homes or Accountable Care Organizations, to focus on primary, preventive,
chronic, and behavioral health care services, as opposed to the current model that
generally provides funding only for catastrophic care. Partnerships between ITHS
providers and private providers should be forged, to reduce duplication of available
specialty services and coordinate the delivery of optimal care to the AI/AN popu-
lation.

From a financial perspective, we are aware of the chronic under-funding within
the THS system. The funding challenges not only create issues with the medical pri-
orities mentioned above, but also result in non-payment for health care services that
have been delivered by non-IHS providers like Billings Clinic. Currently Billings
Clinic has over $7.4 million in unpaid claims for IHS patients. Of that, approxi-
mately $2.8 million is now the responsibility of the patients due to denial of pay-
ment or no payment from IHS. For calendar year 2013 dates of service, we had an
additional $4.5 million that was the responsibility of the patients that went to col-
lections due to non-payment by THS. We recommend IHS funding be increased to
a higher percentage of the known need, and move to multi-year funding to allow
stability for operation of health care programs and payments for delivered services.
Also, funding should be utilized primarily for the funding and payment for the pro-
vision of health care services, rather than for overhead and administrative expenses.
THS should be held to the same Medical Loss Ratio standards as other organizations
funding the cost of health care.

The CHS program is a medical priority system, necessitating that services be re-
viewed, approved and funded prior to services being rendered. Separate from the
clinical and medical priority concerns related to CHS already mentioned, the busi-
ness processes necessary to administer the approval and payment of CHS services
is unusual and complex, resulting in inconsistent and inefficient manual processes
among Service Units and providers, and duplication of processes with the out-of-
state Fiscal Intermediary that administers funded claims. In our experience, the Bil-
lings Area IHS does not operate CHS prospectively as it was designed; resulting in-
stead in a lengthy retrospective process of untimely payment or non-payment for de-
livered services, due to poor business processes. Because referred services are not
able to be pre-approved and pre-funded as the CHS process is designed, payment
denials and payment delays are common. Payment delays are not financially sus-
tainable for private providers to absorb, which may result in more providers refus-
ing to provide care under CHS, if there is no reasonable guarantee of payment. Ulti-
mately, denied and unpaid amounts become the financial responsibility of the AI/
AN patient, further burdening the population with millions of dollars in unpaid
medical expense debt. We propose that business processes for CHS be standardized
across IHS, and business administration systems and personnel be consolidated
where possible. Also technology should be used to allow providers to proactively
identify eligibility for AI/AN members, and to receive pre-approval and pre-funding
for necessary services. Funding decisions must be made by IHS prospectively (except
in the case of emergencies), to allow informed decisions by AI/AN patients related
to the expected cost of their care, to expedite needed care and payment for that care
under the CHS program. Please refer to the attached copy of the CHS Authorization
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Process. * This process is not followed by Billings Area IHS, and instead services
are routinely delivered before authorization and purchase orders are issued. The de-
signed process must be followed by IHS, and agreed to by IHS in the CHS contract.

There are several provisions in the ACA, THCIA and previous Federal legislation
of benefit to AI/AN health care that should be optimized by IHS, Tribes and mem-
bers. These provisions include 100 percent coverage of preventive services and cer-
tain screenings for adults with certain conditions, coverage of ten essential health
benefits, elimination of pre-existing conditions, and elimination of annual and life-
time limits via coverage through plans offered on Health Insurance Marketplace
(“HIM”). For the qualifying AI/AN, the HIM provides Federal subsidies up to 400
percent of the Federal Poverty Level, elimination of cost-sharing (deductibles and
coinsurance) up to 300 percent of the Federal Poverty Level, and the ability to enroll
or disenroll once per month. Tribes are allowed to fund premium payments for mem-
bers to obtain insurance coverage. The THCIA allows for third party billing and col-
lections, reimbursement from Medicare, Medicaid and the Children’s Health Insur-
ance Program (CHIP), as well as reimbursement from other Federal Programs in-
cluding Veterans Administration (VA) and the Department of Defense. We encour-
age THS and the Tribes to increase efforts to educate members about the ACA, and
maximize enrollment in alternate coverage including the HIM. This would allow for
essential health benefits, preventive and screening services, treatment of chronic
diseases and behavioral health care needs to be paid through alternate resources;
improving health and preserving IHS funds. Tribes should consider funding pre-
mium payments for members to obtain such coverage. Tribes should also maximize
all third party billing and collections for those alternatively covered members, to op-
timize revenue and preserve IHS funds.

The expansion of Medicaid, under ACA, is another opportunity to optimize cov-
erage for the Indian population, as well as maximize reimbursements to IHS via
third party billing and collections. Unfortunately, Montana and Wyoming have not
yet chosen to expand Medicaid. Billings Clinic strongly supports the expansion of
Medicaid, and specifically I-170—The Healthy Montana Initiative. We recommend
Tribes and members support and be strong advocates for the expansion of Medicaid
in the states of Montana and Wyoming.

We were struck and duly impressed by the testimony of the Honorable Carole
Lankford, Vice Chair Tribal Council, Confederated Salish and Kootenai Tribes of the
Flathead Nation (CSKT). Our understanding is that CSKT is operating under a “self
governance compact” with IHS (through the Tribal Self-Governance Program
“TSGP”), meaning they are able to assume funding and responsibility over their own
programs that ITHS would otherwise provide. This allows CSKT to control and man-
age funds to best serve the needs of their own Tribal community. Although Ms.
Lankford acknowledged that IHS is underfunded, the flexibility gained through the
TSGP has allowed CSKT to build quality health care through tribally operated clin-
ics, increased revenue through third party billing and collections, and to leverage
all resources available to provide education and enroll the Tribal members in cov-
erage programs including Medicare, Medicaid, CHIP, VA and private insurance cov-
erage through the HIM. This alternate resource coverage not only leverages Federal
dollars, but also allows for coverage of preventive and screening services, along with
other essential health benefits, not currently routinely available to the AI/AN popu-
lation through THS. We understand that the TSGP also provides the opportunity for
Tribes to have carry over funding, be eligible for Grant funding, and receive a Med-
icaid administrative match. CSKT will be hosting a summit this summer to bring
together all AI/AN health stakeholders, and is willing to be a pilot program for other
Montana and Wyoming Tribes to model.

in s&lmmary, Billings Clinic proposes that the following recommendations be con-
sidered.

e Pursue new models of care, with a focus on prevention and chronic disease and
behavioral health management

e Partner with non-IHS specialty providers to reduce duplication of services and
improve coordination of care

e Increase funding to the THS to a higher percentage of the known need, and
move to multi-year funding. Implement appropriate ratios of total funding for
administrative costs vs. medical costs

¢ Standardize and modernize business processes—reduce duplication and ineffi-
ciency
e Operate CHS prospectively as designed

*The information referred to has been retained in the Committee files.
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e Increase education about ACA, maximize enrollment in alternate resources,
fund premium payments for purchasing coverage on the HIM, and maximize
third party billing and collections

e Support and advocate for the expansion of Medicaid in Montana and Wyoming

e Consider participation in the Tribal Self-Governance Program to enable max-
imum flexibility for Tribes, allowing the above recommendations to be imple-
mented more quickly

Billings Clinic is pleased that there is increased attention to the issues related
to IHS and health care for the American Indian/Alaska Native (AI/AN) population.
Through partnership with Federal, State and Tribal governments, private insurance
carriers, IHS, and the Billings Area IHS, we hope that meaningful solutions can be
developed to create health improvements for the AI/AN population at a reasonable
cost.

Several Indian Health Service complaint letters have been retained in the Com-
mittee files.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. ToMm UDALL TO
HoN. YVETTE ROUBIDEAUX

Question 1. How will fully funding Contract Support Services costs affect your ef-
forts to fully recruit and retain healthcare providers in ITHS, especially in the under-
served areas and professions?

Answer. Within a limited discretionary appropriation, fully funding contract sup-
port costs (CSC) requires a delicate balance among competing Agency priorities,
such as recruitment and retention of health care providers. If the appropriation does
not include sufficient additional funds for CSC need, there could be a negative im-
pact on recruitment and retention as well as other health care programs, because
the THS would be required to reallocate funds from other Services budget line items
in order to fully fund CSC.

Question 2. How does working with USAJOBS.gov affect the process of recruit-
ment and retention?

Answer. The use of USAJOBS.gov is one important component in the federal hir-
ing process. Indian Health Service (IHS) also uses other valuable tools such as na-
tional and local advertising, marketing, recruitment materials, booths at national
and local conferences, school visits, virtual career fairs, and personal contacts with
potential health professionals and support staff to direct potential recruits to the
THSjobs.gov website and then onto USAJOBS.gov.

The impact of USAJOBS.gov on the process of recruitment and retention can be
dependent on the type of job announcement, the experience of the user submitting
an application using USAJOBS.gov, and the support provided to the applicant. IHS
has recognized some common issues that may impact an applicant’s experience with
USAJOBS and is working to ensure that human resource professionals and health
professions recruiters are available to assist applicants. IHS will be requesting as-
sistance from the USAJOBS Program office touse the USAJOBS.gov “spotlight” fea-
ture to highlight THS mission critical job(s) to all job seekers.

In 2013, THS updated all the vacancy announcement templates to ensure essential
job information and applicant procedures were clear and easy to understand when
viewing in USAJOBS. IHS also partnered with the Office of Personnel Management
and used their assessment review services to help strengthen IHS’ library of high-
quality assessment questionnaires for select mission critical positions. In addition,
the THS recruitment team and HR Office review surveys from our applicants and
determine what other process improvements can be made.

The USAJOBS.gov does have several highly helpful features including the Re-
sume Builder and notification when similar jobs are advertised. ITHS will continue
to work to assist applicants as they use USAJOBS. IHS works closely with HHS
a}I11d will continue to report any problems or applicant issues with USAJOBS to
them.

Question 3. We have heard stories about delays of several months—discouraging
experienced applicants from waiting for a reply and choosing to go elsewhere. What
has your experience been?

Answer. Delays in the hiring process can have a great impact on recruitment, es-
pecially for health professionals that are in great demand. IHS is competing with
the private sector which can offer a position within a few days of receiving an appli-
cation. IHS hires individuals through the federal hiring process and has been work-
ing to reduce hiring times through a variety of improvements.
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The hiring process has feedback to the applicant built into the process. When an
applicant submits their resume and supporting documentation (if required) into
USAJOBS via the USA Staffing Applicant Manager System, applicants receive an
automatic notification that their application has been received. Once the vacancy
announcement closes, applicants are screened by Human Resources for eligibility,
minimum qualifications, preference (if applicable), and verification of assessment
questionnaire. Once the screening process is complete, applicants receive an auto-
matic notification of results on their eligibility and qualification status, and if their
application is amongst the highest qualified for referral to the hiring official(s) for
further consideration. Upon selection by the hiring official, all applicants will receive
an automatic notification on the disposition of their application (e.g., selection, non-
selection, etc.). While delays can also occur during the interview and decision-mak-
in§1 process, IHS hiring officials are encouraged to make selections as soon as pos-
sible.

In some cases, key leadership positions involve tribal participation in the inter-
view process, which may result in additional time to schedule interviews among par-
ticipants. Including local Tribal representatives in the interview process is very
helpful for recruitment efforts since it gives them a chance to meet applicants dur-
ing interviews and to showcase positive aspects of living in the local community.

While some applicants experience problems with USAJOBS, OPM has developed
YouTube videos to assist applicants in understanding the application process.
USAJOBS is one part of the hiring process, and as mentioned above, IHS will con-
tinue to work with OPM to maximize its effective use in the recruitment and hiring
process.

THS will continue to develop strategies to reduce hiring times and to assist can-
didates throughout the hiring process.

Question 4. What obligation does IHS have to monitor compliance with a Buy-In-
dian contractor to assure compliance with regulations that prohibit a Buy-Indian
contractor from subcontracting more than 50 percent of the work on a Buy-Indian
contract to a non-Indian firm?

Answer. IHS has the same obligation as we do with other small business related
requirements. For example, in regard to small business set-asides, FAR Clause
52.219-14 (Limitations on Subcontracting) states that by submission of an offer and
execution of a contract, the Offeror/Contractor agrees that in performance of the
contract in the case of a contract for—

(1) Services (except construction). At least 50 percent of the cost of contract per-
formance incurred for personnel shall be expended for employees of the concern.
(2) Supplies (other than procurement from a non-manufacturer of such sup-
plies). The concern shall perform work for at least 50 percent of the cost of man-
ufacturing the supplies, not including the cost of materials.

(3) General construction. The concern will perform at least 15 percent of the
cost of the contract, not including the cost of materials, with its own employees.

(4) Construction by special trade contractors. The concern will perform at least
25 percent of the cost of the contract, not including the cost of materials, with
its own employees.

Question 5. What systems and processes does IHS have in place for oversight
throughout the contract?

Answer. One of our primary contract administration responsibilities is to ensure
both contracting parties comply with all terms and conditions of the contract and
daily oversight is provided by a certified Contracting Officer’s Representative (COR).
For construction projects specifically, monthly progress meetings, daily reports, cer-
tified payrolls and labor standard interviews are conducted, all which allow the Con-
tracting Officer (CO) and Program Manager (PM) to ensure who is performing work.
The contractor may submit periodic reports which illustrate compliance with the
subcontracting plan, submission of Individual Subcontracting Report (ISR), and
Summary Subcontract Report (SSR) and subcontractors’ electronic submission of
ISRs and SSRs.

Question 6. What have you concluded about contractor compliance with this regu-
ftior; regarding the Buy-Indian contract for air ambulance services in the Phoenix

rea?

Answer. The contractor is in compliance with the Buy Indian Act regulations re-
garding subcontracting. When the prime contractor utilizes subcontractors, they in-
clude responsible Indian economic enterprises capable of performing. Prior to award,
the Small Business Subcontracting Plan was reviewed and approved. The plan re-
flects a goal of 5 percent for Small Disadvantage Business (including 8(a) program
participants, Alaska Native Corporation (ANC) and Indian Tribes (hereafter re-
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ferred to as SDB)). The contractor will subcontract at least 2 percent of the 5 per-
cent total to Indian owned Businesses. The contractor subcontracts with other In-
dian owned businesses that are able to provide air ambulance transport, when need-
ed and based upon geographical area and availability of fixed wing and/or heli-
copter. The contractor utilizes resources such as Dynamic Small Business Search
and services provided by PRO-net to gather information on current and active small
disadvantaged businesses, including Indian owned businesses.
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