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pate in the health programs aduwinist ed by the Departmeunt on the s
basis as any other citizen, We are attewpting to assure that they are
aware of the broad health benefits offered through these programs, particu-
lariy the benefits under Medicaid and Medicare, These progrems represent
scant health resource for the Indian people and we are attewpting
to ensurc that the Indian population take advantage of these beuncfits to

the extent possible.



Two months sago, the Adwmind

Health Insurance Act (CHID),
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sent to Congress the Cémprchcnsive

will muke catastrophic compreheusive
without in any
health care now being provided Indian
Scrvice (I18). Thus this proposal should

presently available health services.

status of Indizns and Alaska Natives under

CATP will be determined by the choice or circumstance of the individual,

Those who are full-time cmployecs will have the choice of enrolling under

the Employee Health Insurance Flan (EHIP), or if it is economically
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advantageous, in the
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Assicted Health Insursnce Plan (ANIP), which will

Of course, those who are 65 ox older

have the option of enrolling in the Medi-

care plan which also will have reduced cost sharing charges.

' We recognize that because of the
Natives and Indians and the cost

will in fact often be 1imited to

ever, for those within cowmauting

tioners, the FLIP, AP end Medicare

ceographical isolatiom of many Alaska
sharing charges under CHIP, their choice
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distance of private facilities and practi-

plans under CHIP will provide an

alternative to the INS facilities.

Tndians and Alaska Natives who clect

under CIIIP will receive a healthcard

virtually all non-Federal health

to enroll in any of the three plans
which will be honored for services at

facilities and by virtually all private

practitioners, They will also be subject to the same cost sharing and

premiums as all othes enrollces undor the plans,
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Tn addition to thesc other health resouvces being available to Indians

and Alaska Watives, the Tndian Health Service budget te provide health cave
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The President's budget for 1975 requests a further increase to p#des

million.

These increases arc significant because they bring real benefits in terws
of people served. They will belp us woet the rapidly growing demand for
health scrvices on the part of the Indian people--a demand that is growing
because of their increasing cenfidence in wodern hesalth practices; based

on positive experiences.

For exauple, Indian Health Scrvice facilities expect o receive an additioral

100,000 outpatient visits in 1874, and another 100,000 in 1975, ovexr and

above the 2.3 million visits experienced in 1973, r‘l;i; aro e eaaan!
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Good health facilities are crucial to the delivery of high-quality health
services to Indians. The fiscal year 1974 and 1975 Indian Health Service

budgets recognize this and provide for further orderly and realistic progress

Health Service hospitals and other facilities, and to upgrade others.

The FY 1974 construction program contained funds for weplacing the old and
obsolete health facilities at Zuni, New Mexico; Owyhoe, Nevada and Choctaswr,
Mississippi. A rcplaccment hospital at Tuba City, Arizona will be completed

in fiscal ycar 1975. TFunds are also available to plan a replacement
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specifically on the provisions of &. 2058 by tltlce.

Title 1 - Indian Health ilanpower

Title T of the bill would establish a scholarship program for training
qualified Indians in the fields of medicine, optometry, osteopathy, dentistry,
pharmacy, podiatry, public health, nursing and allied ecalth professions.
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As the Péesident stated in his July 1970 Indian Message there

is a need "...to expand our efforts to train Indians for health
careers". The Bureau of Indian Affairs in the Department

of Interior already conducts a scholarship program that meets the
objectives of S. 2938 in this regard.. Moreover, the Indian
Health Service provides training to health workers such as
community health aides and other paraprofessionals. In addition,
the Administration has already proposed broad scholarship
authority for the health professions in the proposed National
.Health Service Corps Scholarship Amendments (S. 3290) which would
provide scholarships in return for service. We intend to use
that authority fully, giving special prefer :nce to students from

disadvantaged background including Indian students.
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Part C of title I would preovide continuing Education allowances
for Indian Health Service physicians to leave their duty
stations annually for the purpose of professional ceonsultation
and attendance at refresher training courses. The Public
Health Service Act already provides ample authority for paying
the expenses for physician consultations and trainihg. In
addition, the authority of the PHS Act permits the paying of
expenses for refresher training and consultations of allied
profession health employees of the Service. Accordingly, part
C of Title I, is unnecessary and duplicative. We, therefore,

oppose the enactment of this part.

Title II -~ Health Services and Title III - Health Facilities

P o~
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Titles II and IITI provide authorization levels for health /9

HES

services and health facilities construction.

.As you know, Mr. Chairman, the Indian Health Ser&ice currently
does not have any specific authorization levels with respect to
its activities. Moreover, in comparison to the levels in the
Presidents' budget the proposed authorization levels for these
activities are excessive and beyond those determined by the
Department to meet the essential health needs of Federally

recognized Indians in a responsible and orderly manner.
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We have taken major éteps to expand the health services

and facilities for Indians and Alaska Natives over the last
several years. We cannot, however, support excessive and
unnecessary authorization levels such as provided in these two
titles. The planned incremental increased support for
expanding Indian health services initiated in the FY 1974 and
FY 1975 budgets will increase the participation of these first
Americans in their health programs. We firmly resolve to
pursue this course of action because we believe it represents
the best possible path to the objective we both seek; Indian

self-determination.

Title IV - Access to Health Services

As I have indicated, Indians and Alaskan Natives are already
entitled to participate in Medicare and Medicaid and would be
entitled to benefit from CHIP on the same basis as other
citizens. The Department is taking the necessary steps to assure.
that this right to participate is in all cases fully recognized

and honored.

Because of the isolated areas in which they live and other
reasons, many Indians and Alaskan Natives only have access to IHS
health care facilities. Presently, however, IHS facilities

are not eligible to participate under Medicare and Medicaid. The

Administration has proposed that free-standing clinics generally

be eligible for Medicare and Medicaid reimbursement. Title IV

would, provide for Medicare and Medicaid reimbursements for
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health services provided in IHS facilities. We believe that
Indian participation in these health resources is a key
consideration in the achievement of the self-determination
policy. . This policy holds to the principle that Indians will
eventualiy assume total responsibility for the planning and
operation of their health care delivery system. As this occurs
there sh&hld be a proven system in place for obtaining reimburse-
ment for the delivery of health services to persons who have
established eligibility for such services under the several
National and State-operated health resource programs. Since

time will be required to prove such a system, we should begin

now to work towards this end because some Indian groups have
already expressed a desire to assume control of their health
delivery system. Consequently, we support Title IV of S. 2938
requiring Medicare and Medicaid reimbursements for services
provided to eligible beneficiaries in IHS facilities. We

oppose, however, the provision contained in Title IV that would
attempt to prohibit consideration of reimbursements in determining
appropriation levels. We believe--particularly with the advent of
comprehensive health insurance--that the appropriations Committees
of the Congress should be able to consider reéeipts available to
the IHS facilities in determining overall funding requirements.
It should be stressed, however, that this provision will in no way
interfere with or diminish the health‘services now provided by

IHS.
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Title V - Acceszs to Health Care for Urban Indians

Title V would establish outreach programs in urban areas to
make available health services more accessible to the urban

Indian bopulation.

We oppose a statutory enlargement of Indian Health Service
responsiBilities to include urban Indians. While the

Department has supported such activities on a limited basis

through the Native Affairs Program and through the Indian

Health Service, we believe that primary reliance for social services
for urban Indians, including health services, should be on the

. FoeA
o

existing State and local social services agencies which the

B
Federal Government already supports. 3
o=

Therefore, we oppose the ¢onqut of a categorical program to
fund Indian organizations in urban areas to develop Indian
programs to interface with health services in place in these
areas. Instead, we intend to work with existing social service
agencies to assure that urban Indians are an important outreach

target as part of the ongoing activities of those agencies.

Title VI - Miscellaneous

Title VI, the last title of the bill would establish a report
requirement for the Secretary of this Department. We view such a
requirement as unnecessary. Our expérience has been that
appropriations and oversight hearings by the Congress during

its regular deliberations on substantive legislation and on

appropriation requests are much more effective and informative

than lengthy reports.
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General

Titles I, II, III and V of the bill provides for specific
appropriation authorizations, adding $1 billion over a
five-year period to existing program levels and commitments.
We cannot support the excessive authofizations in Sf 2938. We
favor retaining the open ended appropriation authorization
contained in the Snyder Act (25 U.S.C. 13) and Public Law 568
of the 83rd Congress, as amended, the so called Indian Health

.Service Transfer Act.

Conclusion

In conclusion, Mr. Chairman, I would like t ) stress that we
share a common objective of better health care for Indians

and wish to assure the Committee that the Department will
continue its pursuit of this goal. Just recently, I had the
opportunity to visit a number of IHS facilities in Arizona and
New Mexico. That trip reinforced my personal conviction that
the Indian people do indeed present both/iremendous challenge
and a real achievement with respect to our National capacity

to provide high gquality health services when and where they are

needed. I think we can meet this challenge.

Nevertheless, we believe that the Department can accomplish that
common objective without legislation such as S. 2938 for the

reasons 1 have stated.

Mr. Chairman, that concludes my statement. My colleagues and I

would be pleased to try to answer any questions youoOXr

members of the Committee may have.
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Mr., Chairman, I am pleased to have this opportdnity to appear before you
today to discuss S. 2938, the Indian Health Care Improvement Act. This bilil
proviées'gfécific authorizations for Indian Health manpower, Health Services,
Health Facilities construction and renovation, Access to Health Services for
reservation Indians, Access to Health Services for Urban Indians and a
requirement for the Secretary to report to the President and the Congress

on progress wmade in effecting the purposes of the Act.

This Administration is committed to a program of Indian Self-Determination,
to expanded efforts to train Indians for health careers, and to a strength-
ened Federal effort to advance the health of these first Americans. These
commitments were related to the Congress in the President's Special Indian

Message of July 8, 1970,

This Department has the central responsibility of translating this policy

T.

into programs particularly in the area oI haalth., We are secking to
g p

" advance the health status of these Americans in a variety of ways. ——
Ki”"’o .
/<
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Health Care Options |

First, Indian pcople and Alaska Natives, as American citizens, may partici~

pate in the health programs administered by the Departwment on the same

basis as any other citizen. We are attempting to assure that they are
avare of the broad health benefits offered through these programs, particu-
larly the benefits under Medicaid and Medicare. These programs represcent

a significant health resource for the Indian people and we ave attempting

to ensure that the Indian population take advantage of these bencfits to

the extent possible.
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Two months ago, the Administration sent to Congrass the Compreliensive

Health Insurance Act (CHIP). CHIP will make catastrophic comérehensivc
health inégrance available to Indians and Alaska thives without in any
way diminishing or affecting the health care now being provided Indian

people through the Indian Health Service (IHS). Thus this proposal should

be considered as a supplement to presently available health services.

) .
As with any other American, the status of Indians and Alaska Natives under
CHIP will be determined by the choice or circumstance of the individual.
Those who are full-time employees will have the choice of enrolling under
the Employee Health Insurance Plan (EHIP), or if it is economically
advantageous, in the Assisted Health Insurance Plan (AHIP), which will
require less in cost sharing charges. 0f course, those who are 65 or older
eligible to receive Medicare will have the option of enrolling in the kedi-

care plan which also will have reduced cost sharing charges.

We recognize that because of the geographical isolaticn of many Alaska
Natives and Indians and the cost sharing charges under CHIP, their choice
will in fact often be limited to the IHS facilitics in their vicinity. How-
ever, for those within commuting distance of private facilities and practi=~
tioners, the EHIP, AHIP and Medicare plans uﬁder CHIP will provide an

alternative to the INS facilities.

Indians and Alaska Natives who elect to enroll in any of the three plans
under CHIP will receive a healthecard which will be honored for services at

virtually all non-Federal health facilities and by virtually all private

practitioners. They will also be subject to the same cost sharing and

/

premiums as all other ecnrollees under the plans, .
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In addition to these other health resources being available to Indians

and Alaska Natives, the Indian Health Scrvice budget to provide health care
services has prown from $84.3 million in 1968 to $200.3 million in 1974.
The President's budget for 1975 requests a further increase to $226.0

million.,

These~increéses arc significant because they-bring real benefits in terms
of people served, They will help us meet the rapidly growing demand for
health services on the part of the Indian people--a demand that is growing
because of their increasing confidence in modern health practices; based

on positive experiences,

For example, Indian Health Service facilities expecu to receive an additionai
100,000 outpatient visits in 1974, and anotherilod,OOO in 1975, over and
above the 2.3 million visits experienced in 1973. Also, this expected
increase of funds will enable us to cut into the huge backlog of unmat

needs~-for surgery and other kinds of care=--which built up in past decades.

Good health facilities are crucial to the delivery of high-quality health
services to Indians. The fiscal year 1974 and 1975 Iadian Health Service
budgets recognize this and provide for further orderly and realistic progress
in the neécssarily long-range effort to replace or remodel outmoded Indian

Health Service hospitals and other facilities, and to upgrade others.

The FY 1974 construction program contained funds for replacing the old and
obsolete health facilities at Zuni, New Mexico; Owyhee, Nevada and Choctaw,
Mississippi. A replacement hospital at Tuba City, Arizona will be completed

in fiscal year 1975. Tunds are also available to plan a replacement
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_health facility at DLethel, Alagka, and planning funds for the new Chemawa,
Oregon School Health Center are also contained in FY 1974's cpnstruction
program, The FY 1975 President’s budget wquld provide construction funds
for the replacement health facility at Claremore, Oklahdma, and to replace
the school health center at Riverside, California. Funds to construct a
small addition to the existing health center at Tohatchi, New Mexico and to
construct 207 units of housing at Tuba City, Arizoma are also contained in

the FY 1975 program.

The fiscal years 1974 and 1975 budgets also will provide for meaningful
jnroads against the problems inherent in the rigorous cnvironment which
characterize Indian country, and which contributelto ..isease, suffering and
premature death. Fiscal year 1974 funds of $36;2 nmillion will enable us to
provide sanitation facilities construction, including water and wastle
"disposal systéms, for an additional 8,560 new and improved homes, and
approximately 3,500 existing homes during that year. An additional 8,000
new and improved homes, and an additional 4,900 existing homes will be so
served through the fiscal year 1975 budget of $40.5 million. These budgets
and‘numbéré of homcs\served stznd out in sharp contrast to the fiscal year
1968 when the budget.was $10.5 million and the number of homes served was

only 7,350.

Tn addition to the health care provided by the Tndian Health Service in its
own facilities and through contract health care, other Public Health Service
agencies are contributing more than $11 million in 1975 for a broad range

of services.

1 believe the FY 1975 budget demonstrates our commitment to better Indian

health care and represents real progress toward our mutual goal.
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Mecasures of Success of Present Programs

The true measure of our Indian health efforts is found in the health status
of the'Indiﬁn pcople. The impact has been both profound and enduring. 1t
can be illustrated byAthe dramatic reduction of Indian decath rates betwcen
1955 and 1972. The infant death ratc has declined 67 percent; the tubercu-
Josis rate is down 85 percent; the gastritis and related discases rate has
dropped 81 percent; and the raté for influenza and pncumonia is down 58

. percent.

These figures represent firm evidence that the Administration's decision to
place high priority on investing in health services for Indian people has
been a wise one, and that the methods it has employed to deliver services

~have becn effective.

Backlog of Health Service

As fhis committee is aware, we find ourselves in the situation of having

a significant unmet need which has developed over past decades. We have
begun to make inroads into the present backlog of unmet needs and believe
that we will be making further substantial progress in reducing this back-
log especially in view of our increased budgetary requests, For ecxample,
in fiscal year 1974 a supplemental budget request of $6.6 million has been
made of which $3.4 million is specifically for the purpose of reducing
unmet needs., The President’s budget for‘fiséal year 1974 represents

an increase of approximately $26 million dollars primarily for medical
services. These added funds, if appropriated, will be used to continue the

1974 program, to help overcome unmet medical neceds of children and adults
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and to provide for mandatory cost incrcase such as staffing for the Tuba
City (Arizona) hospital, currently under construction, This we bclieve
is an orderly and rcalistic approach to the problem consistent with available

Federal aﬂd community resources.

S. 2938 proposes to accelerate the process of eliminating the backlog of
health-serviée and health facilities needs of the Indian people. This
Department ;s firmly committed to the principle of providing fully adequate
health care to these Americans in facilities which permit the delivery of
quality health services and the right of self-determination of Indians and
thercefore support the intent of this bill. While we endorse the principles
of the bill, we are unable to recommend enactmentvof several provisions and

would recommend modifications in other sections. I would now like to comment

specifically on the provisions of S. 2938 by title.

Title I ~ Indian Health Manpower

-

Title I of the bill would establish a scholarship program for training
qualified Indians in the fields of medicine, optometry, osteopathy, dentistry,
- pharmacy, podiatry, public health, nursing and allied health professions.

We support the nced for special scholarship provisions to enable Indians

to enter these health fields and as a means of ultimately securing the
necessary medical manpower to furnish the Indian pcople with adequate health
care. The unique relationship of Indians to the Federal Government as
expressed in the Constitution, treaties and statutes, the goal of self-

determination and the lessons of the last two hundred years, mandate
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particularized legislaticn in this regard. As the Presidont stated in his
July 1970 Indian Message there is a need ". . . to ezpand cur efforts to.
train Indians for health carecers”. We thercfore support this aspect of the
legislation in principle, We do, however, wish to point oat that the Adminis-
tration is now in the final stages of deVQiopiﬁg an owvorcil health maupower
program. In this regard, we belicve that»the legislacion under consideration
today should be consistent with our forthcoming manpower legislation and
would like to work with the committce toward achieving coupatibility between

this bill and the Administration proposal.

Because the Administration's prograwm will give sufficient priority to pro-
Viding service to the Indian populations, we therefor . believe it is
unnecessary under this bill to provide for scholarships for persons other
than Indians and Alaskan Natives. We also would recommend that the penalty
»pfovision for default on an obligation bé significantly strengthened in
ofder for the bill to be more effective in achicving the goal of service

to Indians by Indians.

Further we would recommend that the preparatéry scholarships be recast as
preadmiséion scholarships to more accurately rcflect what we believe is

the intent of this pfovision. This scction shiculd be available to those
Indians and Alaskan Natives who have demonstrated that they have the aptitude
to successfully gain admission for graduate study in schools of medicine,
dentistry and osteopathy. The scholarship provision should thus be
specifically directed toward assistance in gaining this type of graduate

level training.
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Part C of title T addresses the nced for physicisns to leave their duty
stations annually for the purpese of professional consultation and attend.-
ance at refresher training courses. The rapid expansion of knowledge

brought about by new discoveries in the health sciences makes such consult-

=

ation and t%aining nandatory if this knowledge is to be used for the beneflit
X
e . _ . e, 4
of paticnts. The Public Nealth Sexvice Act, one of the legislative author-

* .

‘ . . . . . X et s
ities under Which the Indian Health Service operates, contains eample authority
for paying the expenses for physician consultations and training. In addi-
tion, the authority of the PIS Act permits the paying of expenses for refresher
training and consultations of allied professicn health employees of the

o f
Service. Accordingly, we feel that part C of Title 1 is directed more
toward the solving of 2 budget and management problem than the provision of

new authority. Ve, thercefore, oppose the cnactment of this part.

Title II - Health Services and Title 11T - lealth Facilities

Titles II and III sct out a program with respact to Health Services and
Health Facilities. These two titles address the budgetary need to eliminate
the backlog of health services, the need for modern facilities for health
‘care and the need for safe domestic water supplies and sanitary waste treat-
ment facilities for Indian homes and communities. Authorizations are pro-

vided each section and part of these proposed titles,

Neither of these titles provide additional authority to eliminate the backlogs
of need for services and facilities. If appropriations are not made con-
sistent with the proposed funding authorizatioms, the result would be a rais-
ing of expectations of the Indian people beyond that which would be realized.

i

»
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As you know, Mr. Chairman, our Natiocn is confronted wiph a great .number of
critical priority needs. We in the Administration and you in the Congress
must address each of these crucial nceds with reasoned, rcspongible actions.

While we agrce that the health service and facility nceds of the Indian

people are of great importance, I think that you would also agree that other

neads of our Nation may be of eqﬁal.or greater significance. While we are
comnitted to-strengthcned Federal effort to expand the health services for
Indians and Alaska Natives, we cannot support an accelerated program such
as provided in these two titles, The planned incremental increased support
for expanding Indian health services initiated in the FY 1974 and FY 1975
budgets will increase the participation of these first Americans in their
health programs. We firmly resolve tc pursue this course of action because

we believe it represents the best possible path to the objective we both

o

seck; Indian self-determination.

Title IV - Access to Health Services

‘As I have indicated, Indians and Alaskan Natives are entitled to participate
in Medicare and Medicaid on the same basis as other citizens. And the Depart-
ment is taking the necessary steps to assure that this right to participate

is in all cases fully recognized and honored.

Because of the isolated areas in which they live and other reasons, many
Indians and Alaskan Natives only have access-to IHS health care facilities.
Presently, however, IHS facilities are not eligible to participate under Hedi-
care and Medicaid, This title, however, provides for the direct participation

of Medicare and Medicaid in meeting the health care needs of those people who

only have access to INS facilities. We belicve that Indian participation in
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these health resources is a key consideration in the achicvement of the
Self~determination Policy. This policy holds to the principle that Indians
will eventually assume total responsibility for the planning and operation

of their health care delivery system. As this occurs there should be a

-
%

proven system in place for obtaining reimburscment for the delivery of
\

ealth services to persons who have established eligibility for such ser-
vices undefzthe several National and Sfate—Operated health resource programs.
Since time will be required to prove such a system, we should begin now to
work towards this end because some Indian groups have already expressed a
desire to assume control of their health delivery system, Consequently,

we endorse the concept embodied in this title. It should be stressed,

however, that this provision will in no way interfere with or diminish the

N

iy
AN
health services now provided by IHS. _ < P
< -
=4 >4 20
wd =iy
. ] —‘.
Title V - Access to Health Care for Urban Indians KN e

This title proposes to establish outreach programs in urban areas to make
available health services more accessible to the urban Indian populatiom.
The statutes under which we now operate provide ample authority for INS to
assist in the development of outreach programs for Indians in urban areas.
In fact, we have to date provided developmantal funds to Indian organiza-
tions in four urban areas for this purpose. This effort will be expanded

this year so that we will bz providing this assistance in a total of 9 or 10

urban centers.

Therefore, we strongly support the concept of aiding Indian organizations in
urban areas to develop Indian programs to interface with health services in
place in these areas, Title V, however, would simply duplicate existing

authority and is thercfore unnecessary,
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Title VI - HMiscellancous

Title VI, the last title of the bill would establish a report requirement
for the Secretary of this Department., We view such a requirement as appro=-
priate and one which could be valuable to the Congress during its delibera-

tions on substantive legislation as well as on appropriation requests,

General

Titles T, II, III and V of the bill provide for sPecific appropriation
authorizations, The authorizations provided in S. 2938 would limit the
existing authorities both in terms of amounts and time, Therefore, we would
recomnend amending the bill to delete the authorizations in favor of clearly
retaining the‘open ended appropriation authorization contained in the

. Snyder Act (25 U.S.C. 13) and Public Law 568 of the 83rd Congress; as

amended, the so called Indian Health Service Transfer Act.

Conclusion

In conclusion, Mr. Chairman, I would like to stress that we share a common
objective of betterfhealth care for Indians and wish to assure the Committee
- that the Department will continue its pursuit of this goal. Just recenfly,
I had the opportunity to visit a number of IS facilities in Arizona and
Néw Mexico. That trip reinforced my.pcrsonallconviction that the Indian
people dg indeed present a tremendous challenge tb our National capacity

to provide high quality health service when and where they are needed. I

think we can meet this challenge.
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I know of this Committce's similar convictions and I would like to emphasize
that I stand ready to work as closely as possible with the Committee in
improving health care for Indian pcople. Although the Department docslnot
totally supbort S. 2938, I wholchecartedly endorse tﬁe objective sought by

~

the bill and applaud the motivation behind it., I certainly look forward to
. S

working with this Committee on this very urgent matter.

-,

Mr., Chairman, that concludes my statement. My colleagues and I would be

.pleased to try to answver any questions you or members of the Committece may

have.










































United States

congres

sional Record

No. 9

of America ~ PROCEEDINGS AND DEBATES OF THE 93 CONGRESS, SECOND SESSION
Vol. 120 WASHINGTON, FRIDAY, FEBRUARY 1, 1974

By Mr. JACKSON (for himself,
Mr. METCALF, Mr. HASKELL, Mr,
FANNIN, and Mr. BARTLETT) ©
S.2938. A bill to implement the Fed-
eral responsibility for the care and edu-
cation of the Indian people by improving
the services and facilities of Federal In-
dian health programs and encouraging
maximum participation of Indians in
such programs. angd for other purposes.
Referred to the Committee on Interior
and Insular Affairs.
INDIAN HEALTH LEGISLATION

Mr, JACKSON. Mr. President, I am in-
troducing for appropriate reference leg-
iIslation which addresses one of the most
deplorable situations In the United
States, that of the provision of basic
health services to Indians.

Earlier this Congress, the Senate
passed the Indian Financing Act, to pro-
vide economic assistance to enable the
Indian people to design and build their
own future. By unanimous vote on Janu-
ary 28 of this year, the Indian Self-De-
termination and Educational Reform Act
was ordered reported to the Senate by
the Committee on Interior and Insular
Affairs. Both of these measures reaf-
firm the policy of this body that it is the
Indian people who must decide their own
future and they provide the educational
and economic tools to shape that future.

The most basic human right must be
the right to enjoy decent health. Cer-
tainly, any effort to fulfill Federal re-
sponsibilities to the Indian people must
begin with the provision of health serv-
ices. In fact, health services must be
the cornerstone upon which rest all other
Federal programs for the benefit of In-
dians. Without a proper health status,
the Indian people will be unable to fully
avall themselves of the many economic,
educational, and social programs already
available to them or which this Con-
gress will provide them.

Senate

The purpose of the legislation I intro-
duce today is to augment and expand
upon presently established health pro-
grams and services for Indian citizens.
It 1s designed to eliminate enormous
backlogs of essential patient care, to con-
struct and renovate hospitals and other
health facilities which at the present
time are either nonexistent or in a state
of general deterioration, and to provide
financial and organizational support for
the development and growth of urban
Indian health projects.

In the early history of this country,
Federal health services provided to In-
dlans were confined to those military
physicians assigned to frontier forts ana
reservations. Primarily the attention of
these physicians focused on preventing
the spread of smallpox and other ccn-
tagious diseases; diseases, I may point
out, which were virtually unknown to
Indians before their contact with the
white man. .

In 1849, with the transfer of the Bu-
reau of Indian Affairs to the Department
of the Interior, Indian health policy
shifted from military to civilian admin-
istration. Although some limited progress
occurred under this new administrative
arrangement, by 1875 there were still
only about half as many doctors as there
were Indian agencies, and by 1900 the
physicians serving Indians numbered
only 83. Durlng this time Indian health
services were financed out of miscellane-
ous funds of the Bureau of Indian Af-
fairs. It was not until 1911 that general
Indian health appropriations began.

In the mid-1920's a more concerted
effort was made to assist the health
needs of Indian communities, facilitated
by the assignment of commissioned of-
ficers of the Public Health Service to In-
dian health programs. Considerable im-
provement in Indian keaith can be said
to have resulted from the contributions
of these officers. While these highly

trained medical and public health of-
ficers strengthened the overall direction
of the Federal Indian health program,
they were unable to overcome the seri-
ous health problems of Indians due to
other shortcomings in the Indian health
program. Outdated and inadequate Fed-
eral health~facilities and delivery sys-
tems were incapable of sustaining the
demands for service found on Indian res-
ervations. Finally, in an effort to con-
solidate and expand the diverse and dis-
jointed programs of Indian health care
and to accommodate Indian health needs
which had grown to crisis proportions,
Congress, in 1955, transferred all author-
ity for Indian health from the Depart-
ment of the Interior to the Public Health
Service.

Presently, the responsibility for pro-
viding adequate health and medical serv-
ices for Indian people resides with the
Indian Health Service, a special branch
of the Public Health Service within the
Department of Health, Education, and
Welfare., Of the approximately 827,000
Indians in the United States represent-
ing some 260 tribes and 215 Alaskan
Native villages, more than half a million
Native Americans depend almost entire-
ly upon the Indian Health Service for
medical and hospital care. To meet the
needs of these citizens, the Service oper-
ates 51 hospitals in 13 States offering a
total of 2,700 beds with an additional
1,000 beds provided through contract fa-
cilities with local private and public hos-
pitals. The total manpower of these serv-
ices constitutes more than 7,000 profes-
sional and staff personnel, including
some 450 physicians and 170 dentists in
the Commissioned Officers Corps of the
Public Health Service. Contracts with
some 300 private and community hos-
pitals and 500 physicians provide addi-
tional personnel and facilities.

Although the Indian Health Service
has begun at long last to achieve a limited
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progress in improving the health status
of Indian people, health statistics reveal
that in spite of this progress the vast ma-
jority of Indians live in an environment
characterized by inadequate and under-
staffed health facilities. improper or non-
existent waste and water systems. and
continuing dangers of deadly or dis-
abling diseases. These circumstances
have produced a situatlon in which the
health of Indians ranges far below that
of other Americans. Health concerns
which most of our communities have
forgotten as long as 25 years ago con-
tinue to plague Indian communities. For
every Indian health need treated by ex-
isting services, another need will go un-
met, only to arise at a later date, inhibit~
ing the lives and pursuits of native citi-
zens and strangling their development as
free, self-determined people.

Illustrative of this situation are the
following facts: the incidence of tuber-
culosis for Indians and Alaska Natives is
6.4 times higher than the rate for all
citizens of the United States; the Indian
and Alaska Natives rate for diabetes is
almost twice that of all races of the
United States; and while respiratory and
gall bladder illnesses are not reported in
the general population, Indian Health
Service officials state emphatically that
the rates for these diseases among Indi-
ans and Alaska Natives are significantly
higher than the general population.
Otitis media, an infection of the inner
ear, affecting most commonly children
under the age of 2 years, continues to be
a leading cause fo disability in American
Indians and Alaska Natives.

Although surgical treatment is possi-
ble which can generally prevent the long-
term and serious disabilities of deafness
and learning deficiencies, only a fraction
of this essential surgery is now being
provided. The infant mortality rate
among Indians is almost 1% times the
national average while the Indian birth
rate soars at a ratio twice that of other
Americans. The frequency with which
these events occur and the prevalence
of disease in Indian communities can-
not help but have a significant impact
on the social and cultural fiber of In-
dian societies, contributing to their gen-
eral disintegration and attendant prob-
lems of mental illness, alcoholism, acci-
dents, homicide and suicide. For exam-
ple, suicide within Indian communities
is approximately twice as high as in the
total U.S. population. The real life facts
of Indian health in this Nation add up to
the simple yet deplorable conclusion that
while every other American can expect
to live to the age of at least 70.4 years,
the Indian and Alaska Native can expect
to live only to age 64.9.

All efforts to alter these conditions are
met with an initial and fundamental
impediment of outdated or inacequate
health facilities. Of existing facilities,
some 38 hospitals, 66 health centers and
240 other health stations are at least 20
years old.

Many of them are old one-story Army-
style buildings with inadequate electric-
ity, ventilation, insulation. and fire pro-
tection systems, and of such insufficient
size to jeopardize the health and safety
of their occupants. To meet the needs of
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some 530.060 Indians, Service and con-
tract facilities provide some 3,700 hospi-
tal beds. Compared with a national aver-
age of 1 hospital bed per 125 persons In-
dian facilities provide 1 bed per 132 per-
sons, & shortage of more than 200 beds
under existing standards of service and
demand. A special committee of the
American Medical Association has in-
vestigated the condition of Indian health
services. It is their conclusion that only
21 of the 51 existing Indian Health Serv-
ice hospitals meet their standards of
accreditation (either because of insuffi-

cient staffing or poor physical plants), -

that two-thirds of the hospitals are obso-
lete, and that 22 need complete replace-
ment.

In order to overcome the gross defi-
ciencies in the guantity and quality of
existing facilities, more money must be
allocated. Per capita expenditures for
Indian health purposes are 30 to 40 per-
cent below expenditures for the average
American community. The greater inci-
dence of disease among Indians renders
this deficiency all the more acute. It is
further compounded by the fact that
many of our more modern national
health programs, designed to assist the
general population, are difficult or im-
possible to apply to Indians. Meidcare,
medicaid, and social security programs
afford little relief because, given their
unique social situation, few Indians
either know they are eligible for medicare
or have not worked long enough for so-
cial security eligibility.

At the center of this tragic set of cir-
cumstances is probably the most press-
ing and serious problem facing Indian
Health Service, the manpower shortage
among physicians and related ‘health
personnel. At present there are 450 phy-
sicians in the Indian Health Service.
Simply translated this represents a ratio
of one physician for 1,080 Indians as
against a national average of slightly
over 600 persons per physician. These
shortages are complicated by the highly
dispersed and remote nature of Indian
tribes, vast distances between settled
areas on reservations, and the lack of
adequate roads and minimum emergency
transportation systems

Unfortunately, the Indian people can-
not look to their own tribal members for
relicf in this vital health manpower
shortage category. There are only 50
known physicians of Indian descent en-
gaged in the practice of medicine today,
and all but 2 or 3 are serving non-In-
dian patients. My proposed legislation
holds promise for opening new opportu-
nities for young Indian men and women
to enter medicine and other health pro-
fessions for service to their own people.

I find particularly disturbing the pro-
jection that severe manpower shortages
are likely to become even more acute in
the coming years due in large part to
the decline in recruitment for the Public
Health Service Commissioned Officers
Corps. In past years the main source of
the Service's physicians enlisting in the
Public Health Service has greatly de-
clined. An absence of adequate housing
facilities and the remoteness an. cul-
tural isolation of assignments have added
to the problem of recruiting professional
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manpower. Leading medical officials have
given truly dire warnings that any fur-
ther decline in manpower could have |
critical implications for the health of
Indians,

By and large the problems I have de-
scribed for you are with respect to those
Indians who live on or near reservations
and are members of federally recognized
tribes or Indians. However, a substantial
segment of the Indian population-—300,-
000 to 400,000—resides away from the
reservation, mostly in large urban cen-
ters.

My bill contains a provision aimed spe-
cifically at assisting urban Indians to
develop health leadership among their
own members and to establish the kind
of resource identification which will help
to meet the most pressing health needs
of these deserving people. An integral
aspect of this effort will involve an out-
reach program to seek out individuals
and faimlies who require health care and
refer them to services at the earliest pos-
sible date.

While current Indian policy prohibits
the extension of the special Indian
Health Service hospital and medical care
program to the urban centers, I am con-
vinced that my proposal in this area of
concern will do much to alleviate a seri-
ous health situation among the Indian
people concentrated in a number of
major cities throughout the United
States. I want to underscore the fact that
the funds desighated for these programs
will in no way reduce the level of fund-
ing I have proposed to meet the serious
health and medical needs for thousands
of Indian people residing on federally
recognized reservations and in Indian
communities. I want both the members
of federally recognized tribes and the
urban Indians to understand that my
bill in no way sets up a “tug of war” over
limited financial resources and services
but rather the measure addresses itself
to the needs of both groups.

Title I of my bill is designed to aug-
ment the inadequate number of health
professionals serving the Indian com-
munity. Part A provides scholarship
grants to individuals who are enrolled in
medical schools: schools of optometry,
osteopathy, dentistry, pharmacy, podi-
atry, public health or nursing; or schools
licensed by a State to train persons in
the allied health professions. These
grants contain the condition that the in-
dividuals who receive them must serve
the Indian community after completion
of their professional training. Part B
provides scholarship grants to Indians
who have finished high school and dem-
onstrate a capability of successfully com-
pleting a premedical, predental or pre-
osteopathy course of study.

Part C addresses the problem of main-
taining the physicians, once trained, in
the rural and remote areas where a sig-
nificant portion of the Indian people re-
side. The difficulties associated with
meeting physician needs in rural Amer-
ica are well known. These difficulties are
based on several critical factors among
which are lack of sufficient monetary re-
ward, few social amenities available in
rural communities, inadequate housing
and the inability to have frequent asso-
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ciation with professional colleagues.
While it is difficult to say with certain-
ty that any one of these factors is over-
riding when a young physician is prepar-
ing to initiate his career, the ability to
frequently associate with professional
colleagues can be an important consider-
ation in determining where he will prac-
tice. Part C attempts to offset the nega-
tive impact of the lack of such associa-
tional opportunities in rural areas by
providing allowances to Service physici-
ans to enable them to leave their duty
station for prescribed periods of time for
professional consultation and refresher
training courses.

Title II provides added appropriations
over a 5-year period to alleviate the
tremendous backlog in basic patient
care, field health care and dental care.
In addition, funds are provided for basic
maintenance and repair of existing hos-
pitals and related facilities. Also pro-
vided are such additional health person-
nel and administrators necessary to im-
plement this massive effort to reduce the
patient backlog.

Title III, part A, attacks the problem
of inadequate or outdated Service hos-
pitals, health centers and health stations
by authorizing $400 million over 5 years
for construction of new facilities. This
title, If enacted, would constitute a major
effort at eliminating some of the more
archaic health installations and at the
same time providing some new facilities
in geographic areas where they are crit-
ically needed. The Secretary of Health,
Education, and Welfare is also author-
ized to equip and staff these facilities at
levels commensurate with their opera-
tion at optimum levels of effectiveness.

Part B authorizes $470 million over a
5-year period to supply vitally needed
safe water and sanitary waste disposal
facilities in both existing and new In-
dian homes and communities. It requires
the Secretary of Health, Education, and
Welfare, together with the Secretaries of
Interior and Housing and Urban Devel-
opment, to come forth within 3 months
with a plan to provide the essential water
and sanitation facilities in accordance
with the 5-year expenditure schedule.

Title IV js designed to give Indians
greater access to and benefits from the
present social welfare programs presently
avallable to all Americans. To accomplish
this the bill will provide for direct medi-
care and medicaid payments to Indian
health hospitals instead of to the general
Treasury.

Title V encourages the establishment
of “outreach programs” in urban areas
to make health services more accessible
to the urban Indian population. A few
urban Indian organizations have already
established referral services to assist their
members in securing the fullest possible
access to adequate medical services and
facilities. This bill gives recognition to
the modest success of these organizations
in the urban Indian community. To en-
courage additional efforts, the Secretary
of Health, Education, and Welfare is au-
thorized to enter into contracts with
urban Indian organizations to provide
them with financial assistance. These
contracts are conditioned upon the urban
Indian organizations identifying the
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available health resources within the
urban centers in which they are situated,
determining the Indian population which
are or could be recipients of health serv-
ices; and assisting urban Indians in
utilizing these available resources.

Title VI provides for an evaluation sys-
tem whereby the Secretary of Health, Ed-
ucation, and Welfare is required within 3
months of the end of fiscal year 1978 to
submit a report containing a review and
assessment of thie programs provided
under this bill including recommenda-
tions of additional programs and as-
sistance designed to bring Indians to a
health status equal to that of the general
population.

Mr. President, in conclusion I want to
state emphatically that unless our Gov-
ernment is willing to take affirmative
action to improve the health status of
Indian people, I am convinced that many
of our efforts to improve the social and
economic progress of Indians will stand
as mere hollow promises. I ask my col-
leagues how individual Indians and their
tribes whose health status is at least a
generation behind that of the general
population can aggressively pursue com-
plex community, social and economic de-
velopment plans when they are faced
with such serious health constraints?

MTr. President, I stand on the principle
that every Indian man, woman and child
in this Nation has the God given right
to enjoy sound physical and mental
health. The members of this great body
can help Indian people to achieve that
right. In fact we owe them that right due
to the Indians’ unique historic and legal
relationship with the Federal Govern-
ment which has its basis in the Consti-
tution itself. But to do so we must be
prepared to provide them with appro-
priate toois—financial resources, facili-
ties, manpower training and flexible au-
thorities—to develop a health delivery
system capable of achieving this highly
desirable goal.

Mr. President, that concludes my for-
mal remarks. I ask that the bill be print-
ed in the REcORD along with several tables
which demonstrate all too clearly the
deplorable health conditions presently
existing among Indians.

There being no objection, the bill and
tables were ordered to be printed in the
RECORD, as follows:

S. 2938

A bill to implement the Federal responsibil-
ity for the care and education of the In-
dian people by improving the services and
facilities of Federal Indlan health pro-
grams and encouraging maximum partici-
pation of Indlans in such programs, and
for other purposes

Be it enacted by the Senate and House of
Representatives of the United States of
America in Congress assembled, That this
Act may be cited as the “Indian Health Care
Improvement Act.”

FINDINGS

Sec. 2. The Congress finds that—

(a) Federal Indian health services to main-
tain and improve the health of the Indians
are consonant with and required by the Fed-
eral Government’s historical and unique legal
relationship with, the resulting responsibility
to, the American Indian people.

(b) A major national goal of the United
States is to provide the quantity and qual-
ity of health services which will permit the
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health status of Indlans to be ralsed to the
highest possible level and to encourage the
maximum participation of Indians in the
planning and management of those services.

(c) Federal health services to Indians have
resulted in a reduced prevalence and Inci-
dence of preventable illnesses and unneces-
sary and premature deaths among Indians.

(d) Despite such services, the unmet health
needs of the American Indlan people are
severe and the health status of Indlan is far
below that of the general population of the
United States. Illustratively, for Indians
compared to all Americans in 1971, the tuber-
culosis death rate was over four and one-half
times greater, the Influenza and pneumonis
death rate over one and one-half times great-
er, and the infant death rate about 20 per-
cent greater.

(e) All other Federal services and programs
in fulfillment of the Federal responsibility
to Indians are jeopardized by the low health
status of the American Indian people.

(f) Further improvement in Indian health
is imperilled by—

(1) inadequate, outdated, inefficlent and
undermanned facilities. For example, only
21 of b1 Indian Health Service hospitals are
accredited; only 12 meet national fire and
safety codes; and 67 areas with Indian popu-
lations have been identified as requiring
elther new or replacement health centers and
stations, or clinics remodeled for improved
or additional service;

(2) shortage of personnel. For example,
about two-thirds of the service hospitals,
four-fifths of service hospital outpatient
clinicg, and one-half of the service health
clinics meet only 80 percent of staffing stand-
ards for their respective services;

(3) insufficlent services In such areas as
laboratory, hospital inpatient and outpa-
tient, eye care and mental health services
and services avallable through contracts
with private physicians, clinics, and agen-

. cles. For example, about 82 percent of the

surgical operations needed for otitis media
are unperformed, over 657 percent of required
dental services have not been provided, and
about 98 percent of the need for hearing alds
is unmet;

(4) related support factors. For example,
over 700 housing units are needed for staff
at remote service facilities;

(6) lack of access of Indilans to health
services due to remote residences, undevel-
oped or underdeveloped communication and
transportation systems, and difficult, some-
times severe, climatic conditions; and

(6) lack of safe water and sanitary waste
disposal services. For example, over 40,000
existing, and 62,000 pldnned replacement and
renovated, Indian hosuing units need new
or upgraded water and sanitation facllitles,

(g) The Indian people’s growing con-
fidence in Federal Indian health services is
revealed by thelr increasingly heavy use of
such services. Progress toward the goal of
better Indian health 18 dependent on this
continued growth of confidence. Both such
progress and such confidence are dependent
on lmproved Federal Indian health services.

DECLARATION OF POLICY

Sec. 3. The Congress hereby declares that
it is the policy of this Nation, in fulfillment
of its speclal responsibilities and legal obli-
gation to the American Indian people, to
meet the national goal of providing the high-
est possible health status to Indians and to
provide existing Indian health services with
all resources necessary to effect that policy.

DEFINITIONS

SEc. 4. For purposes of this Act—

(a) “Indian’, unless otherwise designated,
means & person who is a member of an In-
dian tribe.

(b) “Indian tribe” means any Indian
tribe, band, nation, or other organized group

or community, including any Alaska Native
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community as defined in the Alaska Native
Claims Settlement Act (85 Stat. 688), which
is recognized as eligible for the special pro-
grams and services provided by the United
States to Indians because of thelr status as
Indians.

(c) "“Secretary’, unless otherwise desig-
nated, means the Secretary of Health, Edu-
cation, and Welfare.

(d)} “Service”, unless otherwise desig-
nated, means the Indian Health Service.

TITLE I—INDIAN HEALTH MANPOWER

Sec. 101. The purpose of this title is to
augment the inadequate number of health
professionals serving Indians and remove
the multiple barriers to the entrance of
health professionals into the Service and
private practice among Indlans.

ParT A-~HEALTH PROFESSIONS SCHOLARSHIP
PROGRAM

SeEc. 102 (a). The Secretary shall, in ac-
cordance with the provisions of this title,
make scholarship grants to individuals (1)
who are enrolled in medical schools; schools
of optometry, osteopathy, dentistry, phar-
macy, podiatry, public health, or nursing; or
schools licensed by a State to train persons
in the allied health professions and (ii) who
agree to provide thelr professional services
to Indians after completion of thelr profes-
slonal training.

(b) (1) The Secretary shall, in awarding
scholarship grants under this part, accord
priority to applicants as follows—

(A) first, to any qualified applicant who
is & member of an Indian tribe and resides
on an Indian reservation;

(B) second, to any qualified applicant who
18 & member of an Indian tribe and resides
in a place other than an Indian reservation;

(C) third, to any other qualified applicant.

{2) Scholarship grants under this title
ghall be made with respect to academic
years.

(¢) (1) Any scholarship grant awarded to
any individual under this title shall be
awarded under the condition that such in-
dividual will, after the completion of his
professiomal training, provide his profes-
sional services to Indians.

(2) The Secretary shall prescribe by rege
wlations—

(A) the criteria for determining when an
individual is providing professional serv-
ices to Indians in fulfillment of the condi-
tion for scholarship assistance provided in
paragraph 1, and

(B) the reasonable perlod of time said con-
dition must be complied with by such in-
dividual.

(3) If any individual to whom the con-
dition referred to in paragraph (1) 1s ap-~
plicable falls, within the period prescribed
pursuant to regulations under paragraph
(2), to comply with such condition for the
full period, the United States shall be en-
titled to recover from such individual an
amount equal to the amount produced by
multiplying—

(A) the aggregate of (1) the amounts of
the scholarship grant or grants (as the case
may be) made to such individual under this
part, and (ii) the sums of the interest which
would be payable on each such scholarship
grant if, at the time such grant was made,
such grant were a loan bearing interest at
a rate fixed by the Secretary of the Treas-
ury, after taking into consideration private
consumer rates of interest prevailing at the
time such grant was made, and if the interest
on each such grant had been compounded
annually, by

(B) a fraction the numerator of which is
the number obtained by subtracting from
the number of months to which such con-
dition is applicable a number equal to one-
half of the number of months with respect
to which compliance by such individual with
such condition was made, and the denomina-
tor of which is & number equal to the num-
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ber of months with respect to which such
condition is applicable.

Any amount which the United States is
entitled to recover under this paragraph
shall. within the three-year period beginning
on the date the United States becomes en-
titled to recover such amount, be paid to the
United States. Until any amount due the
United States under this paragraph on ac-
count of apy grant under this part is pald,
there shall accrue to the United States in-
terest on such amount at the same rate as
that fixed by the Secretary of the Treasury
pursuant to clause (A) with respect to the
grant on account of which such amount is
due the Unlted States.

(4) (A) Any obligation of any individual
to comply with the condition applicable to
him under the preceding provisions of this
subsection shall be canceled upon the death
of such individual.

(B) The Secretary shall by regulations
provide for the waiver or suspension of any
such obligation applicable to any individual
whenever compllance by such individual is
impossible or would Involve extreme hard-
ship to such individual and if enforcement
of such obligation with respect to any indi-
vidual wowld be against equity and good
conscience.

Sec. 103. The Secretary may enter into
agreements with any schools referred to in
section 102 (a), hospitals, or appropriate pub-
lic or private agencies under which such
schools, hospitals, or other agencles will, as
agents of the Secretary, perform such func-
tions in the administration of this part, as
the Secretary may specify. Any such agree-
ment with any such school, hospital, or
agency may provide for payment by the Sec-
retary of amounts equal to the expenses ac-
tually and necessarily Incurred by such
school, hospital, or agency in carrying out
such agreement.

SEeC. 104. There are authorized to be appro-
priated for the purpose of this part 8,000,000
for fiscal year 1975, $16,000,000 for fiscal year
1976, $22,000,000 for fiscal year 1977,
$30,000,000 for fiscal year 1978, and
834,000,000 for fiscal 1979, and, for each suc-
ceeding fiscal year, such sums as may be
necessary to continue to make such grants
to individuals who (prior to July 1, 1979)
have received such grants and who are eligi-
ble for such grants under this part during
such succeeding fiscal year.

PARY B—HEALTH PROFESSIONS PREPARATORY
SCHOLARSHIP PROGRAM

Sec. 105. (a) The Secretary shall, in accord-
ance with the provisions of this part, make
scholarship grants to Indians who—

(1) have successfully completed their high
school education; and

(2) have demonstrated an aptitude for
belng capable of successfully completing a
pre-medical, pre-dental, or pre-osteopathy
course of study.

(b) A scholarship grant made under this
part shall be for a perlod not to exceed two
academic years.

(c) A scholarship grant made under this
part may cover costs of tuition, books, trans-
portation, board, and other necessary re-
lated expenses.

(d) There are authorized to be appropri-
ated for the purpose of this part $1,000,000
for fiscal year 1975; $2,000,000 for fiscal year
1976; $3,000,000 for fiscal year 1977;
$3,000,000 for fiscal year 1978; and 83,000,000
for fiscal year 1979.

PART C—CONTINUING EDUCATION ALLOWANCES

Sec. 106. (a) In order tc encourage pro-
fessionals to join the Service and to provide
their services in the rural and remote areas
where a significant portion of the American
Indian people reside, the Secretary may pro-
vide allowances to Service physicians to en-
able them for a period of time each year
prescribed by regulation of the Secretary to
take leave of thelr duty stations for profes-
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sional consultation and refresher training
courses,

tb} There are authorized to be appro-
priated for the purpose of this section $350,-
000 for fiscal year 1975, $350,000 for flacal
vear 1976, $375.000 for fiacal year 1977, §360,-
000 for fiscal year 1978, and $410,000 for fiscal
year 1979.

TITLE II-—HEALTH SERVICES

Sec. 201. (a) For the purpose of eliminating
backlogs in Indian heaith care services and
to supply known, unmet medical, surgical,
dental and other Indian health needs, the
Secretary is authorized to expend, through
the Service, $123,500,000 over a five fiscal year
period in accordance with the schedule pro-
vided In subsection (c). As such funds which

‘are appropriated pursuant to this Act are

to eliminate health services backlogs, they
shall not be used to offset or limit the ap-
propriations required by the Service to con-
tinue to serve the health needs of Indian
people during and subsequent to such five
fiscal year period but shall be in addition to
the annual appropriations required to con-
tinue the health service program to the In-
dian people.

(b) The Secretary is also authorized to
employ persons to implement the provisions
of this section during the five fiscal year
period in accordance with the schedule pro-
vided in subsection (c¢). Such persons shall
be in addition to, and shall not reduce the
number of, the employees required to con-
duct ongoing activities of the Service during
and subsequent to such period.

(c) The following amounts and positions
are authorized, by fiscal year, for the specific
purposes noted:

(1) patient care (direct and indirect): for
fiscal year 1976, $11,000,000 and 240 positions;
for fiscal year 1976, $17,000,000 and 540 posi~
tions; for fiscal year 1877, $14,000,000 and
410 positions: for fiscal year 1978, 89,000,000
and 500 positions; and for fiscal year 1979,
87,000,000 and 490 positions;

(2) field health, excluding dental care (di-
rect and indlirect): for fiscal year, 1975, $12,~
000,000 and 300 positions; for fiscal year
1976, $10,000,000 and 225 positions; for fiscal
year 1977, $7,000,000 and 200 positions; for
fiscal year 1978, 7,000,000 and 200 positions;
and for fiscal year 1979, $5,000,000 and 100
positions;

(3) dental care (direct and indirect): for
fiscal year 1975, $900,000 and 60 positions;
for fiscal year 1976, $700,000 and 75 positions;
for fiscal year 1977, $700,000 and 75 positions;
for fiscal year 1978, $600,000 and 75 positions;
and for fiscal year 1979, $600,000 and 60 posl-
tions; and

{(4) maintenance and repair (direct and
indirect) : for flscal year 1975, $6,000,000 and
30 positions; for fiscal year 1976, $4,000,000
and 30 positions; for fiscal year 1977, $4,000,-
000 and 30 positions; for fiscal year 1978,
$4,000,000 and 30 positions; and for fiscal
year 1979, $3,000,000 and 30 positions.

TITLE III—-HEALTH FACILITIES

PART A-—CONSTRUCTION AND RENOVATION OF
SERVICE FACILITIES

Sec. 301. For the purpose of eliminating
inadequate, outdated and otherwise unsatis-
factory Service hospitals, health centers,
health stations and other Service facilitles,
the Secretary is authorized to expend £400,-
000,000 over & five fiscal year period in ac-
cordance with the following schedule:

(a) hospitals: for fiscal year 1975, $40,000,~
000; for fiscal year 1976, $76,000,000; for fiscal
year 1977, $65,000,000; for fiscal year 1978,
$56,000,000; and for fiscal year 1979, $80,~.

(b) health centers and health stations: for °
fiscal year 1975, $4,000,000; for fiscal year
1976, $6,000,000; for fiscal year 1977, $2,000,~
000; for fiscal year 1978, $2,000,000; and for .
fiscal year 1979, $11,000,000.

(c) staff housing: for fiscal year 1975, $13,-
000,000; for fiscal year 1976, $21,000,000; for
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fiscal year 1977, $16,000,000; for fiscal year
1978, $5,000,000; and for fiscal yeor 1979,
$4,000,000. .

Skc. 302, The Secretary is suthorized to
equip and staff such Service facllities at
levels commensurate with their operation at
optimum levels of effectiveness.

Src. 303. For the purpose of tmplementing
the provisions of this part, the Secretary
shall assure that the rates of pay for per-
sonnel engaged in the construction of renc-
vation of facilities constructed or carried out
in whole or In part by funds made available
pursuant to this part are not less than the
prevalling local wage rates for similar work
as determined In accordance with the Act
of March 3, 1921 (48 Stat. 1491), as amended.
ParT B—CONSTRUCTION OF SAFE WATER AND

SANITARY WasTE DIspPOoSAL FACILI-
TIES

Sec. 304. (a) For the purpose of reducing
health hazards, the Secretary is authorized
to expend, pursuant to Public Law 86-121,
$470,000,000 within a five fiscal year period
following the enactment of this Act, in ac-
cordance with the schedule provided in sub-
sectlon (b), to supply unmet needs for safe
water and sanltary waste disposal facilities
in existing and new Indian homes and com-
munities.

(b) The following afnounts are authorized,
by fiscal year, for the purpose prescribed in
subsection (a): 890,000,000 In fiscal year
1976; $95,000,000 In fiscal year 1976; $95,000,~
000 in fiscal year 1977; 895,000,000 in fiscal
year 1978; and #95,000,000 in fiscal year 1979.

(c) The Secretary lis authorized and di-
rected to develop a plan, together with the
Secretaries of Housing and Urban Devel~
opment and the Interior, to assure {that the
schedule provided for in subsection (b) will
be met. Such plan shall be submitted to the
Congress no later than ninety days from the
date of enactment of this Act,

TITLE IV—ACCESS TO HEALTH
SERVICES

Sec. 401. (a) Notwithstanding any other
provision of law, for the purpose of Title
XVIII of the Social Security Act, as amend-
ed, the Service facilities used to provide
health care and services to Indians are here-
by deemed to be accredited facilities, the
services so provided shall be deemed to be
provided by licensed practitioners in their
respective flelds, and the facllities may re-
celve payment for such services on the same
basis as other providers of service.

(b) The Secretary shall undertake to im-
prove and maintaln such service facilities
such that they will, at a minimum, meet the
accreditation standards lmposed on other

~ providers of service.

(c) Any payments received for services pro-
vided to beneficiaries hereunder shall be
credited to the appropriation charged for the
actual provision of care and services and
shall not be considered In determining ap-
propriations for health care and services to
Indlans.

(d) Nothing herein authorlizes the Secre-
tary to provide services to an Indian bene-
ficlary with coverage under Title XVIII of
the Social Security Act, as amended, in pref-
erence to an Indian beneficiary without such
coverage.

Sec. 402. (a) Notwithstanding any other
provision of law, for the purpose of Title
XIX of the Social Security Act, as amended,
the Service facilities used to provide health
care and services to Indians are hereby
deemed to be accredited facllities and the
services so provided in these facllities are
deemed to be provided by licensed practition-
ers in thelr respective flelds.

(b) The Secretary is authorized to enter
into agreements with the appropriate State
agency for the purpose of receiving reim-
bursement for health care and services pro-
vided to Indians who are beneficiaries under
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Title XIX of the Social Security Act, as
amended.

(¢) The Secretary shall undertake to im-
prove such facilities such that they will meet
or exceed sny applicable accredited standard.

(d) Any payments received for services
provided beneficiaries hereunder shall be
credited to the appropriation charged for the
actual provision of care and services, which
smount shall not be considered in determin-
ing appropriations for the provision of health
care and services to Indians.

(e) Nothing in this section shall author-
jze the Secretary to provide services to all
Indian beneficiary with coverage under Title
XIX of the Social Security Act, as amended,
in preference to an Indlan beneficiary with-
out such coverage.

TITLE V—ACCESS TO HEALTH SERVICES
FOR URBAN INDIANS

Sec. 501. The purpose of this tltle Is to
encourage the establishment of outreach pro-
grams in urban areas to make health serv-
ices more accessible to the urban Indian pop-
ulation.

Sec. 502. For the purpose of this title—

(a) “Urban Indian’” means any individual
who resides in an urban center and who is
(1) an Indian as defined in section 4(a) of
this Act or (i) a person of Indlan destent
who 1s considered ineligible for the speclal
programs and services of the Service and the
Bureau of Indian Affairs and who, In accor-
dance with regulations promulgated by the
Secretary which take into consideration such
person’s health needs, lack of access to health
services, and other relevant factors, is identi-
fied as an appropriate recipient of assistance
from an urban Indian organization in ac-
cordance with the provisions of this title.

(b) An ‘“‘urban Indian organization” is a
non-profit corporate body situated in an ur-
ban center, composed of urban Indlans, and
providing the maximum participation of all
interested Indian groups, which body is cap-
able of legally cooperating with other bodles,
Federal, State and local, for the purpose of
performing the activities described in section
503(c).

(¢c) An *“urban center” is any community
which has a sufiiclent urban Indian popula-
tion with unmet health yeeds to warrant as-
slstance under this title, as determined by
the Secretary.

Sec. 503(a). The Secretary shall enter into
contracts with urban Indian organizations to
provide Federal assistance to such organi-
zatlons for the purpose of establishing and
administering outreach programs to make
urban Indians In the urban centers in which
such organizations are situated knowledge-
able of the health service resources available
within such centers and the means of gaining
access to those resources.

(b) Urban Indian organizations shall make
use of Federal assistance provided by con=-
tracts pursuant to this title not to provide
health services to urban Indians but to ren-
der advice and consultation to such Indians
concerning the avallabllity and means of
access to all public and private health serv-
1ces.

(¢) The Secretary shall place such condi-
tlons as he deems necessary In any contract
which he makes with any urban Indian orga-
nization pursuant to this title. Such condi-
tions shall include, but are not limited to,
requirements that the organization success-
fully undertake the following tasks:

(1) determine, In accordance with the reg-
ulations promulgated pursuant to section
502(a), the population of urban Indians
which are or could be recipients of such
services;

(2) identify all public and private health
service resources within the urban center
in which the organization is situated which
are or may be aveailabie to urban Indians;

(3) assist such resources in providing
service to such urban Indians;
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(4) assist such urban Indians In becom-
ing familiar with and utilizing such re-
sources;

(5) provide basic health ecducaton to sucl
urban Indians;

(6) identify gaps between unmet health
needs of urban Indians and the resources
available to meet such needs; and

(7) make recommendations to the Secre-
tary and Federal, State, local and other re-
source agenclgs on methods of improving
health service programs to meet the needs
of urban Indians.

(d) The Secretary shall by regulation pre-
scribe the criteria for selecting urban Indian
organizations with which to contract pur-
suant to this title. Such criteria shall, among
other factors, take into consideration—

(1) the extent of the unmet health care
needs of the urban Indian in the urban
center in question;

(2) the size of the urban Indlan popula-
tion which is to receive assistance;

(3) the relative accessibility which such
population has to health care services in such
urban center;

(4) the extent, if any, that the project
would duplicate any previous or current pub-
lic or private project funded by another
source in such urban center;

(56) the appropriateness and likely effec-
tiveness of a project assisted pursuant to this
title in such urban center;

(6) the existence of an urban Indian or-
ganization capable of performing the activi-
ties set forth in subsection (c) and of enter-
ing into a contract with the Secretary pur-
suant to this title; and

(7) the extent of existing or ilkely future
participation of appropriate health and
health-related State, local, and other resource
agencles.

Sec. 504 (a) Contracts with urban Indian
organizations pursuant to this titie shall be
in accordance with all Federal contracting
laws and regulations except that, in the dis-
cretion of the Secretary, such contracts may
be negotiated without advertlsing and need
not conform with the provisions of the Act
of August 24, 1935 (49 Stat. 793), a8 amended.

(b) Payments under any contracts pur-
suant to this Act may be made In advance
or by way of reimbursement and in such in-
stallments and on such conditions as the
Secretary deems necessary to carry out the
purposes of this title.

(¢) Notwithstanding any provision of law
to the contrary, the Secretary may, at the
request or consent of an urban Indian or-
ganization, revise or amend any contract
made by him with such organization pur-
suant to this title as necessary to carry out
the purposes of this title: Provided, how-
ever, That whenever an urban Indlan or-
ganization requests retrocession of the Secre-
tary for any contract entered into pursuant
{0 this title, such retrocession shall become
effective upon a date specified by the Secre-
tary not more than one hundred and twenty
days from the date of the request by the
organization or at such later date as muy
be mutually agreed to by the Secretary and
the organizatlon.

(d) In connection with any contract made
pursuant to this title, the Secretary may
permit an urban Indian organization to uti-
lize, In carrying out such contract, existing
facilities owned by the Federal Government
within his jurisdiction under such terms and
conditions as may be agreed upon for their
use and maintenance.

(e) The contracts authorized under this
title may include provisions for the perform--
ance of personal services which would other-
wise be performed by Federal employees:
Provided, That the Secretary shall not make
any contract which would impalr his ability
to discharge his trust responsibilities to any
Indian tribe or individuals. '

(f) Contracts with urban Indian organiza-
tlons and regulations adopted pursuant to
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this title shall include provisions to assure
the fair and uniform provision by such or-
ganizations of services and assistance to In-
dians in the conduct and administr: tion of
programs OF activities under such countracts,

SEc, 505. For each fiscal year during which
an urban Indian organization receives or ex-
pends funds pursuant to a contract under
this ttile, the organization which requested
such contract or grant shall submit to the
Secretary a report including information
gathered pursuant to 503(c) (8) and (7)., in-
formation on activities conducted by the or-
ganization pursuant to the contract, an ac-
counting of the amounts and purposes for
which Federal funds were expended, and
such other information as the Secretary may
request. The reports and records of the urban
Indian organization with respect to such
contract or grant shall be subject to audit bv
the Secretary and the Comptroller General
of the United States.

Sec. 506. There are authorized to be appro-
priated for the purpose of this title $3,000,-
000 for the fiscal year 1975; $4,000,000 for the
fiscal year 1976: and $5.000,000 for the fiscal
year 1977.

Sec. 507. Within six months after the end
of fiscal year 1976, the Secretary shall re-
view the program established under this title
and shall submit to the Congress his assess-
ment thereof and recommendations for any
further legislative efforts he deems necessary
to meet the purposes of this title.

TITLE VI—MISCELLANEQOUS

SEC. 601. The Secretary shall report an-
nually to the President and the Congress on
progress made in effecting the purposes of
this Act. Within three months after the end
of fiscal year 1978, the Secretary shall review

INFANT DEATH RATES BY AGL AT DEATH
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the programs established or assisted under
this Act and shall submit to the Congress his
assessment thereof and recommendations of
additional programs or additional assistance
necessary to, at & minimum, provide health
services to Indians, and ensure a health
status for Indians, which is at a parity with
the health services available to, and the
health status of, the general population.

SEc. 602. The Secretary may prescribe such
regulations as he deems necessary to carry
out the purposes of this Act. Such regula-
tions shall provide the opportunity for max-
imum participation of Indians in the plan-
ning and 1mplementaticn of Indian health
programs.

SEC. 603. The funds appropriated pursuant
to this Act shall remain available until ex-
pended.

HFALTH MANPOWER STATISTICS

The number of Indian Health Service phy-
sicians and registered nurses per 100.000 per-
sons served by the Indian Health Service has
continually lagged behind the rate for the
United States.

A degree of snccess has been shown in clos-
ing the gap between the physician rates for
the Indian Health Service and the United
States all races. The number of physicians
per 100 000 population in 1971 in the Indian
Health Service was 58 percent of the U.S.
rate. In 1960 the IHS rate was less than 40
percent of the U.S. rate.

The rate for registered nurses within the
1HS has remained almost constant since 1967.
The range during this period was from &
low of 213 registered nurses per 10¢,000 popu-~
lation in 1967 to a high of 230 in 1956. The
rate for the United States has experienced a
continual inereace from 1956 through 1971.

{Rates per 1,000 live birihs]

~ .
S 106
NUMBER OF REGISTERED NURSLS AND PHYSICIANS -

INDIAN HEALTH SERVICES AND UNITID STATES, ALL
RACES

Registered nurses Physicians
Rate per Rate per
Num- 100,000 Num- 100,000
ber ber
1HS United iHS United
Year staft IHS States! staff IHS  States ?
1971.__. 1,073 228 356 458 98 3170
1970 ... 1,007 219 347 449 93 3166
1969 981 217 338 425 94 3163
1968__ . 984 222 331 392 88 3161
1967 .. . 930 213 325 357 82 158
1966 __. 909 212 319 335 78 156
1964 913 222 306 299 73 151
1962_._. 875 221 298 256 65 NA
1960 .. 809 213 282 216 57 148
1958 .. 828 229 268 209 58 NA
195%___. 790 230 259 195 57 NA

! Facts about Nursing.

2 Health Resources Statistics, 1971,
3 Estimated.

NA —Not available.

INFANT DEATH RATES BY AGE

The 1971 Indian and Alaska native infant
death rate is 24 percent higher than the
provisional U.S. all races rate for 1971, The
Indian and Alaska native infant death rate
was 65 percent higher than the U.S., all
races rate In 1966. Thus, we have seen con-
siderable improvement in the Indian and
Alaskan native infant death rate just since
1960.

The neonatal death rate for the Indian and
Alaska native is below that of the U.S. How-
ever, the postneonatal rate is over 2.3 times
the U.S. rate. This ratlo, however, is improv-
ing. In 1966 the Indian and Alaska native
rate was 3.3 times the U.S, rate.

INDIANS AND ALASKA NATIVES AND UNITED STATES, ALL RACES

Neonatal Postneo-
infant - natal,
death Under 1t06 7 to 27 28 days |

Tate Total 1 day days days  ‘oll mo.
Indians and Alaska Natives:
1971 . 238 125 7.4 3.4 1.7
1970 NA NA NA NA NA
1969. NA NA NA NA NA
1968 20.9 14.4 7.9 4] 2.4
1967 32.2 15.3 8.4 5.1 1.8
1966 39.0 17.3 9.C 5.6 2.7

Neonatal Postneo-

Infant natal,
death Under 1to6 7t027 28 days
rate Total 1 day days days to1l mo.
19.2 14.3 NA NA NA 4.9
19.8 14.9 NA NA NA 5.0
20.7 15.4 NA NA NA 5.4
21.8 16.1 9.5 51 1.5 5.7
22.4 16.5 9.6 5.3 1.6 5.9
23.7 17.2 10.0 5.6 1.6 6.5

1 Provisional, Monthly Vital Statistics Feport, NCHS, vol 20, No. 11.

NA- Not available.

MEDICAL CARE COST
The consumer price index for medical care
shows a continuous upward trend. Physician

fees, hospital tiaily charges, and drugs and
prescriptions costs increased; physician fees
were 32 percent above the base year 1967,

hospital daily charges 66 percent, and drugs
and prescriptions 6 percent.

CONSUMER PRICE INDEX [OR UREAN WAGE EARNERS AND CLERICAL WORKERS, U.S. CITY AVERAGE

(1967 =100 !}
.
Medical care Physicians’ fces Hospital daily services charges Drugs and prescriptions

Septem-  Decem- Septem-  Decem- Septem-  Decem- Septem- Decem-

Year March Sune ber her March June ber ber March June ber ber March June ber ber
1961 . _ _ 80.8 21. 4 819 82 3 78.3 78.9 79.4 80.2 58. 9 60. 8 61.8 62.7 103.4 103.7 103.1 102.7
1962 ... .. 83.1 83.7 83.9 84.3 80 & 81.3 8t.7 82.2 64.3 64.7 65.5 66.1 102.3 102.1 101.0 100.0
1963 . . 84.9 85,7 86.0 86.2 82.9 £31 83.4 83.8 68.1 68.9 69.8 70.4 100.8 100.8 100.8 100.0
1964 86.8 87.3 87.6 88.0 .. . .. 85.0 L 86.3 71.7 72.3 73.0 737 . 100.7 o ... . 100. 2
1965 88. 8 §9. 4 89.8 90.5 . 88.0 8.7 89.6 75. 4 76.2 77.4 78.5 (- 100. 2 100.0 100. 2
1966 81.7 92.9 94.7 96, 5 91.2 93.0 95. 1 96. 6 80. 4 82.1 86.3 91. 5 100. 5 100.7 100. 6 100. 4
1967 98.5 99.7 101. 3 102.7 98.5 99.8 101.3 102. 5 97.1 100.0 102.0 105. 6 100. 1 99.8 100.0 100. 2
1968 104.5 105.6 107.1 109.1 104.1 105.3 106. 5 108. 4 109.9 112.2 115.8 119.6 100. 3 100.1 +  100.1 100.0
1969 i1l. ¢ 113.5 115.3 115.7 110.9 113.0 114.8 116.3 124.5 126.8 130.9 133.9 100.9 101. 4 101. 4 101.7
1870 - 118.2 120.% 122.6 124.2 19.0 121.6 123.3 125.7 139.4 142.1 147.5 152.0 102.5 103.8 104.3 104.2
1971 126.8 128.6 130.4 130 1 128.0 129.9 131.5 132. 157.1 160. 5 164. 4 165.5 104.9 105.7 105.7 105.0
1972 131.4 132.4 133.1 1344 132.9 133.9 134.4 NA NA NA NA 105.7 105.8 105.7 105.6

DENTAL SERVICES PROVIDED BY AGE

Tu fiscal year 1972, 72 percent of the re-
quired services in the age group 5-14 were
provided. This age group has historically seen
the highest percentage of required services
provided. The percentage decreased with each
successive age group.

135. 4

Estimated services required for the Indian
and Alaska native population in fiscal year
1972 was over 2 million. The percentage
of required services provided was 40.3.

It is estimated that a total dental pro-
gram should provide comprehensive dental
services to 70-80 percent of the population

3-19 years and 46 percent of the population
over age 20. The IHS dental program provided
less than 60.2 percent of the needed services
for Indlan children less than 20 years of age
and only 18.9 percent of the services needed
for the Indian population age 20 and over.
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PERCENT OF ESTIMATED REQUIRED DENTAL SERVICES PROVIDED, FISCAL YEAR 1972

Services Services
required Indian  Estimated provided Percent of
! health services direct required
person servica required in and services ‘
Age group (in vears) examined population  populstion contract provided Age group (in years)
Ali ages ... 8.06 469,632 2,098,215 844 724 40.3 | 25t0 34
6.66 61,287 102, 042 41, 596 40.8 | 35t0 44
6.45 70, 698 364, 801 268, 554 73.6 | 45 to B4. - -
572 66, 800 305, 676 214, 057 70.0 1 55t0 64 __
7.03 63,172 261,659 119,883 45.8 | 65to 74
__________________ 9. 80 33,057 161, 979 49, 615 30.6 | 75 and over ..

Setvices Services
required tndisn  Estimated provided Percent of
per health services direct fequired
parson seivice rayuited tn aud Salvice .
examined  population  popuiation conhiact Providet
10.72 52, 148 219,513 63,727 2on
11.29 43,192 243,818 39, 387 e &
11,87 33,997 177,005 24,927 151
11.19 27,135 121, 456 14,267 1.7
10.91 18, 085 59,195 6,603 1.2
10. 47 10, 060 21,065 2,108 10.0

INFANT DEATHS

The infant death rate among Indians and
Alaska Natives declined 61.9 percent between
1955 and 1971. The 1955 rate of 62.5 had been
reduced to 23.8 deaths per 1,000 live births

by 1971. Concurrently, the U.S. general popu-
latlon experienced a drop of 27.3 percent. The
1955 Indian and Alaska Native infant death
rate was 2.37 times the U.S. All Races rate.
By 1971 the Indian rate had been reduced

to 1.24 times the U.S. rate. The Alaska Native
rate has consistently exceeded the Indian
rate. In 1971 the Alaska Native rate was 17
percent higher than the Indian rate.

INFANT DEATHS AND DEATH RATES--INDIAN AND ALASKA NATIVLS IN 24 RESERVATION STATES AND UNITED STATES. ALL RAZES, CALINDAR YEARS 1955-71

[Rates per 1,000 live Lirths]

Indian and United States Indian and . =~ United States
Alaska Native Indian Alaska Native all races Alaska Native {ndian Alaska Native all races
S x _‘ e _
Year Number.  Rate  Number Rate  Number Rate  Number Rate Year Number Rate  Mumber Rate  Number Rate  Number Rate
%) 23.8 513 23.5 47 27.4 NA  219.2 | 967  44.2 827 41.8 147 66.8 135,479 25.3
1570 NA 1 523 NA 147 NA NA 219.8 961  44.4 827 42.3 134 64.0 107,556 25.3
579 NA 533 NA 46 NA 75073 21.5 1,064  50.3 914 47.6 5  76.3 110,873 26.9
668 0.9 60 30.2 62 40.4 76,467 1.8 1,016 49.5 879  46.7 46 76.7 112,008 26.4
666 32.2 5N 30.1 95 556 79,028 22.4 1,123 58,0 287 56.7 134 69.0 113,789 26.1
222  29.0 722 317 100 51.4 85515 23.7 1,136 6u.4 983  58.2 147 80.2 112,084 26.3
872 39.0 740 36.4 132 65.4  92.866 24.7 1, 066 59.4 960 56.1 166  87.0 108,183 26.0
356 37.6 747 35.9 109 548 99,783  24.8 1,065 62.5 936 6l.L 129 74.8 106,903  26.4
972 436 864 42.9 108 5.7 103,390 25.2

t Estimated.

TUBERCULOSIS DFATHS AND DEATII RATES

Tuberculosis death rates for Indians and
Alaska Natives, combined, declined about 86
percent from 1955 to 1971. In 1971 the Indian
rate was about 1/6 what it was in the 1954-

2 Provisional, Monthly Vital Statistics Report, NCHS, vol. 20, No. 12.

1958 period, and the Alaska Native rate was
c¢nly 1/16 as high as it had been in the 1954-
1956 period. Concurrently, there was a decline
in the U.S. All Races rate from 9.1 deaths per
100,000 population in 1955 to a provisional

figure of 2.1 in 1971. As & result, the com-
bined Indian and Alaska Native rate, which
was 6.1 times the U.S. rate in 1955, was still
3.7 times as high in 1971.

TUBERCULOS!S MORTALITY-- INDIANS AND ALASKA NATIVES IN 24 RESERVATION STATES AND UNITED STATES, ALL RACES CALENDAR YEARS 1955 TO 1971, RATES PER 100,000

POPULATION ¢

Ratio Ratio

Indian tndian

and and

indian and Uniied States, Alaska Indian and United States, Alaska

Aliska Native indian Fiaska Native alt races Native Alaska Native indian Alaska Mative * all races Native

et e e e e et United - e—— to United

Number Number Number Number States, all Number Number Number Numbar States, alt

Year of deaths Rate of deaths Rate of deaths Rate of deaths Rate races Year of deaths Rate of deaths Rate of deaths Rate of deaths Rate faces

1971 5% 7.8 51 7.6 5 9.7 14,380 22,1 3.7 | 1962 150 26.0 137 25.3 13 34.0 9,806 5.1 5.1

1970 NA  NA NA  NA NA  NA 25660 22.7 NA | 1961 . 120 25.4 105 24,5 15 34.8 9,938 5.4 4.7

1969, . 86 12.6 82 13.0 4 8.0 5,567 2.8 4511960 .. .. 115 26.6 98 25.1 17 43.1 10,866 6.1 4.3

1968 78 12.8 71 12,8 7 12.9 6,292 3.1 4.1} 1959_. .- 163 29.9 140- 27.9 23 41.8 11,45 6.5 4.5

1967 .. 90 13.5 82 13.4 8 14.3 6,91 3.5 3.9 1958 . __ 150 34.3 138 315 12 651 12,361 7.1 4.8

1966 ___ 91 15.3 85 15.4 6 153 7,625 3.9 3.9 1957 ... 186 36.2 134 34.2 43 83.3 13,324 7.8 4.9

1965 . 104 19.0 9% 19.3 8 16.0 7,934 4l 4.6 1195 .. __._. 212 46.2 171 A40.2 41 116,8 14,054 8.4 55

1964 11 21.8 103 21.6 8 240 8303 4.3 5.1 1 1955 253 55.1 208 47.3 45 157.5 14,940 9.1 6.1
1963 136 25.1 114 24,8 16 28.5 9,311 4.9 b1

t Indian and Alaska Native rates are 3-year averages through 1968. All olher rates are hased on

single year data.

INDIAN AND ALASKA NATIVE ADMISSIONS

Admissions to IHS and contract hospitals
rave experlenced an upward trend since
1955. Admissions for fiscal year 1972 are more
than double the admissions reported in 1955.
Admissions to contract hospitals have in-
creased more rapidly than for IHS facilities.
The rate of increase for IHS hospitals has
been T7.9 percent as contrasted to a 2567.9
percent increase in contract hospital admis-
sions.

NUMBER OF ADMISSIONS TO PHS INDIAN AND CONTRACT

HOSPITALS, FISCAL YEARS 1955-72
. PHS Indian Contract
Fiscal year Total hospitals haspitals
102, 472 76,054 26,418
94,945 70,729 24,216
92,710 67,877 24,833
94,490 69, 560 24,930

NA Not ayaiiable.

PHS 1ndian Cantract

Fiscal year Total hospitals hospitals
92,186 68, 086 24,100

89, 556 65,456 24,100

91,799 67,049 24,750

91, 744 67,744 24, 000

89, 934 65, ¢34 24,000

87, 549 64,749 22,800

81,476 59,876 21,500

74,313 54,313 21, 00U

76,754 56,874 19, 880

. 73,268 54, 568 18, 700

.. 71,859 5%, 649 16,210

- 66, 459 53, 160 13,295

1956 .. ... 57,975 46,218 AN
195 . 50, 143 42,762 , 051

OUTPATIENT VISIIS

Outpatient visits to THS Hospiials, Health
Centers, and Field Statlons have increasc!
each year since flscal year 1965. Total out-
patlent visits in flscal year 1972 was 2,235,881

2 Provisional figures —MWonthly Vital Statistics Report.

This 1s five times as many visits as reported
in 1953. Outpatient visits to fleld clinics have
increased almost tenfold during the period
1955-1972.

NUMBER OF OUTPATIENT MEDICAL VISITS I TO PHS INDIAN
HOSPITALS AND FIELD HEALTH CLINICS, FISCAL YEARS
1955-72

. Field
Fiscal year Total Hospitals chinics
1972. L. . 22,235,881 1,275,726 3 960, 155
1973 . -. 2,195,240 1,202,030 993, 210
1970 1,786, 920 1, 068, 820 718,100
1969 B 1,661, 500 982, 300 679, 200
1964 1,575, 440 926, 640 648, 800
1957 1,494,600 849, 800 644, 404
1866 .1, 367,000 788, 500 478, 00
1965 . 1,325, 400 751,700 501, Jun
1964. .. 21,295,000 742, 400 952, 600
1963 _1,271, 400 721,700 549, 700
1962. .. 1,142, 300 673,200 469, 100
1961 . 1,022, 600 628, 700 393,900
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THE WHITE HOUSE

TO THE CONGRESS OF THE UNITED STATES:

One of the most cherished goals of our democracy
is to assure every American an equal opportunity to lead
a full and productive life.

In the last quarter century, we have made remarkable
progress toward that goal, opening the doors to millions
of our fellow countrymen who were seeking equal opportuni-
ties 1in education, Jobs and voting.

Now 1t is time that we move forward again in still
another critical area: health care.

Without adequate health care, no one can make full
use of his or her talents and opportunities. It is thus
Just as important that economic, racial and social barriers
not stand in the way of good health care as it is to eliminate
those barriers to a good education and a good job.

Three years ago, I proposed a major health insurance
program to the Congress, seeking to guarantee adequate
financing of health care on a nationwide basis. That
proposal generated wldespread discussion and useful debate.
But no legislation reached my desk.

/ 2
-~
b oo

Today the need 1s even more pressing because of the /=
hlgher costs of medical care. Efforts to control medical
costs under the New Economic Policy have been met with
encouraging success, sharply reducing the rate of infla-
tion for health care. Nevertheless, the overall cost of
health care has still risen by more than 20 percent in
the last two and one-half years, so that more and more
Americans face staggering bills when they receive medical
help today:

-- Across the Nation, the average cost of a day of
hospital care now exceeds 3110.

~- The average cost of delivering a baby and providing
postnatal care approaches $1,000.

~-- The average cost of health care for terminal
cancer now exceeds $20,000.

For the average family, it is clear that without
adequate insurance, even normal care can be a financial
burden while a catastrophic 1llness can mean catastrophic
debt.

Beyond the question of the prices of health care,
our present system of health care insurance suffers from
two major flaws:

more
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First, even though more Americans carry health in-
surance than ever before, the 25 million Americans who
remailn uninsured often need it the most and are most
unlikely to obtain it. They include many who work in
seasonal or transient occupations, high-risk cases, and
those who are ineligible for Medicaid despite low incomes.

Second, those Americans who do carry health insurance
often lack coverage which is balanced, comprehensive and
fully protective:

-~ Forty percent of those who are insured are not
covered for visits to physicians on an out-patient basis,
a gap that creates powerful incentives toward high-cost
care 1in hospitals;

~-- Few people have the option of selecting care
through prepaid arrangements offered by Health Maintenance
Organizations so the system at large does not benefit from
the free choice and creative competition this would offer;

-~ Very few private policiles cover preventive services;

-- Most health plans do not contain built-in incentives
to reduce waste and inefficiency. The extra costs of waste-
ful practices are passed on, of course, to consumers; and

-~ Fewer than half of our citizens under 65 -- and almost
none over 65 -- have major medical coverage which pays for
the cost of catastrophic illness.

These gaps 1in health protection can have tragic con-
sequences. They can cause people to delay seeking medical
attentlon until 1t is too late. Then a medical crisis
ensues, followed by huge medical bills -~ or worse. Delays
in treatment can end in death or lifelong disability.

Comprehensive Health Insurance Plan (CHIP)

Early last year, I directed the Secretary of Health,
Education, and Welfare to prepare a new and improved plan
for comprehensive health insurance. That plan, as I s
indicated in my State of the Union message, has been g
developed and I am presenting it to the Congress today.
I urge its enactment as soon as possible.

The plan 1s organized around seven principles:

First, it offers every American an opportunity to
obtain a balanced, comprehensive range of health insurance
benefits;

Second, 1t will cost no American more than he can
afford to pay;

Third, 1t builds on the strength and diversity of
our existing public and private systems of health financing
and harmonizes them into an overall system;

Fourth, it uses public funds only where needed and
requires no new Federal taxes;

Fifth, 1t would maintain freedom of cholce by patients

and ensure that doctors work for their patlient, not for
the Federal Government.

more
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Sixth, it encourages more effective use of our health
care resources;

And finally, 1t 1is organlized so that all parties would
have a direct stake in making the system work -- consumer,
provider, insurer, State governments and the Federal
Government.

Broad and Balanced Protection for All Americans

Upon adoption of appropriate Federal and State legislation,
the Comprehensive Health Insurance Plan would offer to every
American the same broad and balanced health protection through
one of three major programs:

~-- Employee Health Insurance, covering most Americans
and offered at thelr place of employment, with the cost to
be shared by the employer and employee on a basis which would
prevent excessive burdens on either;

-- Assisted Health Insurance, covering low-income
persons, and persons who would be ineligible for the other
two programs, with Federal and State government paying
those costs beyond the means of the individual who is
insured; and,

== An improved Medicare Plan, covering those 65 and
over and offered through a Medicare system that 1s modified
to include additional, needed benefits.

One of these three plans would be available to every
American, but for everyone, participation in the program
would be voluntary.

The benefits offered by the three plans would be
identical for all Americans, regardless of age or income.
Benefits would be provided for:

-- hospital care;

-- physiclans' care in and out of the hospital;

-~ prescription and life-saving drugs;

-- laboratory tests and X~-rays;

-- medical devices;

~-- ambulance services; and,

-- other ancillary health care.

There would be no exclusions of coverage based on
the nature of the illness. For example, a person with

heart disease would qualify for benefits as would a person
with kidney disease.

In addition, CHIP would cover treatment for mental
illness, alcoholism and drug addiction, whether that
treatment were provided in hospitals and physicians' offices
or in community-based settings.

more
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Certaln nursing home services and other convalescent
services would also be covered. For example, home health
services would be covered so that long and costly stays in
nursing homes could be averted where possible.

The health needs of chlldren would come in for special
attention, since many conditions, if detected in childhood,
can be prevented from causing lifelong disability and
learning handicaps. Included in these services for children
would be:

-- preventive care up to age six;

-- eye examlnations;

-- hearing examinations; and,

-~ regular dental care up to age 13.

Under the Comprehensive Health Insurance Plan, a doctor's
decisions could be based on the health care needs of his
patlents, not on health insurance coverage. This difference
is essential for quality care.

Every American participating in the program would be
insured for catastrophic illnesses that can eat away savings
and plunge individuals and families into hopeless debt for
years. No famlily woul&ever: have annual out-of-pocket
expenses for covered health services in excess of $1,500,
and low-lncome families would face substantially smaller
expenses.

As part of this program, every American who participates
in the program would receive a Healthcard when the plan goes
into effect in his State. This card, similar to a credit card,
would be honored by hospitals, nursing homes, emergency rooms,
doctors, and clinics across the country. This card could also
be used to ildentify information on blood type and sensitivity
to particular drugs -- information which might be important
in an emergency.

Bllls for the services paid for with the Healthcard would
be sent to the insurance carrier who would reimburse the
provider of the care for covered services, then bill the
patlent for his share, if any.

The entire program would become effective in 1976,
assumlng that the plan 1s promptly enacted by the Congress.

How Employee Health Insurance Would Work

Every employer would be required to offer all full-time
employees the Comprehensive Health Insurance Plan. Additional
benefits could then be added by mutual agreement. The insur-
ance plan would be jointly financed, with employers paying
65 percent of the premium for the first three years of the
plan, and 75 percent thereafter. Employees would pay the
balance of the premiums. Temporary Federal subsidies would
be used to ease the initial burden on employers who face
significant cost increases.

Individuals covered by the plan would pay the first
$150 in annual medical expenses. A separate $50 deductible
provision would apply for out-patient drugs. There would
be a maximum of three medical deductibles per family.

more
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After satisfying this deductible limit, an enrollee
would then pay for 25 percent of additional bills. However,
$1,500 per year would be the absolute dollar 1limit on any
family's medical expenses for covered services in any one
year.

How Assisted Health Insurance Would Work

The program of Assisted Health Insurance 1s designed
to cover everyone not offered coverage under Employee Health
Insurance or Medicare, including the unemployed, the dis-
abled, the self-employed, and those with low incomes. 1In
addition, persons with higher incomes could also obtain
Asslsted Health Insurance if they cannot otherwise get
coverage at reasonable rates. Included in this latter
group might be persons  whose health status or type of work
puts them in high-risk insurance categories.

Asslsted Health Insurance would thus fill many of the
gaps 1n our present health insurance system and would ensure
that for the first time in our Nation's history, all Americans
would have fipancial access to health protection regardless
of income or circumstances.

A principal feature of Assisted Health Insurance 1is that
it relates premiums and out-of-pocket expenses to the income
of the person or family enrolled. Working families with
incomes of up to $5,000, for instance, would pay no premiums
at all. Deductibles, co-insurance, and maximum liability
would all be pegged to income levels.

Assisted Health Insurance would replace State-run
Medicald for most services. Unlike Medicald, where beneflts
vary in each State, this plan would establish uniform benefit
and eligibllity standards for all low-income persons. It
would also eliminate artificial barriers to enrollment or
access to health care.

As an interim measure, the Medicaid program would be
continued to meet certain needs, primarily long-term
institutional care. I do not consider our current approach
to long-term care desirable because it can lead to over-
emphasis on institutional as opposed to home care. The
Secretary of Health, Education, and Welfare has undertaken
a thorough study of the appropriate institutional services
which should be included in health insurance and other
programs and willl report his findings to me.

Improving Medicare

The Medicare program now provides medical protection
for over 23 million older Americans. Medicare, however,
does not cover outpatient drugs, nor does it limit total
out-of-pocket costs. It is still possible for an elderly
person to be financially devastated by a lengthy illness
even with Medicare coverage.

I therefore propose that Medicare's benefits be
improved so that Medicare would provide the same benefits
offered to other Americans under Employee Health Insurance
and Assisted Health Insurance.

more
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Any person 65 or over, eligible to receive Medicare
payments, would ordinarily, under my modified Medicare plan,
pay the first $100 for care received during a year, and
the first $50 toward out-patient drugs. He or she would
also pay 20 percent of any bills above the deductible
limit. But in no case would any Medicare beneficiary
have to pay more than $750 in out-of-pocket costs. The
premiums and cost sharing for those with low incomes would
be reduced, with public funds making up the difference.

The current program of Medicare for the disabled would
be replaced. Those now in the Medicare for the disabled
plan would be eligible for Assisted Health Insurance, which
would provide better coverage for those with high medical
costs and low incomes.

Premiums for most people under the new Medicare program
would be roughly equal to that which is now payable under
Part B of Medicare -- the Supplementary Medical Insurance
program.

Costs of Comprehensive Health Insurance

When fully effective, the total new costs of CHIP to
the Federal and State governments would be about $6.9
billion with an additional small amount for transitional
assistance for small and low wage employers:

-~ The Federal Government would add about $5.9 billion
over the cost of continulng existing programs to finance
health care for low-income or high risk persons.

-- State governments would add about $1.0 billion
over existing Medicald spending for the same purpose,
though these added costs would be largely, if not wholly
offset by reduced State and local budgets for direct
provision of services.

-~ The Federal Government would provide assistance
to small and low wage employers which would initially
cost about $450 million but be phased out over five years.

For the average American family, what all of these
figures reduce to is simply this:

-- The national average family cost for health
insurance premiums each year under Employee Health
Insurance would be about $150; the employer would pay
approximately $450 for each employee who participates
in the plan.

-~ Additional family costs for medical care would
vary according to need and use, but in no case would a
family have to pay more than $1,500 in any one year for
covered services.

-~ No additional taxes would be needed to pay for
the cost of CHIP. The Federal funds needed to pay for
this plan could all be drawn from revenues that would be
generated by the present tax structure. I am opposed to
any comprehensive health plan which requires new taxes.

more
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Making the Health Care System Work Better

Any program to finance health care for the Nation must
take close account of two critical and related problems --
cost and quality.

When Medicare and Medicaid went into effect, medical
prices jumped almost twice as fast as living costs in
general in the next five years. These programs increased
demand without increasing supply proportionately and
higher costs resulted.

This escalation of medical prices must not recur when
the Comprehensive Health Insurance Plan goes into effect.
One way to prevent an escalation is to increase the supply
of physicians, which 1s now taking place at a rapid rate.
Since 1965, the number of first-year enrollments in
medical schools has increased 55 percent. By 1980, the
Nation should have over 440,000 physicians, or roughly
one-third more than today. We are also taking steps to
train persons 1in allied health occupations, who can
extend the services of the physician.

With these and other efforts already underway, the
Nation's health manpower supply will be able to meet the
additlonal demands that will be placed on it.

Other measures have also been taken to contain medical
prices. Under the New Economic Policy, hospital cost
increases have been cut almost in half from their post-
Medlicare highs, and the rate of increase in physician
fees has slowed substantially. It is extremely important
that these successes be continued as we move toward our
goal of comprehensive health insurance protection for all
Americans. I will, therefore, recommend to the Congress
that the Cost of Living Council's authority to control
medlcal care costs be extended.

To contain medical costs effectively over the long
haul, however, basic reforms in the financing and delivery
of care are also needed. We need a system with built-in
incentives that operates more efficiently and reduces the
losses from waste and duplication of effort. Everyone
pays for this inefficiency through their health premiums
and medical bills.

The measure I am recommending today therefore contains
a number of proposals designed to contain costs, improve
the efficlency of the system and assure quality health
care. These proposals include:

1. Health Maintenance Organizations (HMO's)

On December 29, 1973, I signed into law legislation
deslgned to stimulate, through Federal aid, the establish-
ment of prepaild comprehensive care organizations. HMO's
have proved an effective means for delivering health care
and the CHIP plan requires that they be offered as an
option for the individual and the family as soon as they
become available. This would encourage more freedom of
choice for both patients and providers, while fostering
diversity in our medical care delivery system.

more

(OVER)



8

2. Professional Standards Reviev Orzanizations (PSRO's)

I also contemplate in my proposal a provision that
would place health services provided under CHIP under the
review of Professlonal Standards Review Organizations.
These PSRO's would be charged with maintaining high
standards of care and reducing needless hospitalization.
Operated by groups of private physicians, professional
review organizations can do much to ensure quality care
whille helping to bring about significant savings in health
costs.

3. More Balanced Growth in Health Facillties

Another provision of this legislation would call on the
States to review bullding plans for hospitals, nursing
homes and other health facilities. Existing health insur-
ance has overemphasized the placement of patients 1in
hospitals and nursing homes. Under this artificial stimulus,
Institutions have felt impelled to keep adding bed space.
This has produced a growth of almost 75 percent in the
number of hospital beds in the last twenty years, so that
now we have a surplus of beds in many places and a poor
mix of facllities in others. Under the legislation I am
submitting, States can begin remedying this costly imbalance.

4, State Role

Another important provision of this legislation calls
on the States to review the operation of health lnsurance
carriers within thelr jurisdiction. The States would
approve specific plans, oversee rates, ensure adequate
disclosure, require an annual audit and take other
appropriate measures. For health care providers, the
States would assure fair reimbursement for physician
services, drugs and institutional services, including a
prospective reimbursement system for hospitals.

A number of States have shown that an effective job can
be done in containing costs. Under my proposal all States
would have an incentive to do the same. Only with effective
cost control measures can States ensure that the citizens
recelve the increased health care they need and at rates
they can afford. Fallure on the part of States to enact
the necessary authorities would prevent them from receiving
any Federal support of their State-administered health
assistance plan.

Maintaining a Private Enterprise Approach

My proposed plan differs sharply with several of the
other health insurance plans which have been prominently
discussed. The primary difference 1s that my proposal
would rely extensively on private insurers.

Any insurance company which could offer those benefits
would be a potentlal suppllier. Because private employers
would have to provide certain basic benefits to their
employees, they would have an incentive to seek out the
best 1lnsurance company proposals and insurance companies
would have an incentive to offer thelr plans at the lowest
possible prices. If, on the other hand, the Government
were to act as the insurer, there would be no competition
and little incentive to hold down costs.

more
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There is a huge reservoir of talent and skill in
administering and designing health plans within the
private sector. That pool of talent should be put to
work.

It is also important to understand that the CHIP plan
preserves basic freedoms for both the patient and doctor.
The patient would continue to have a freedom of choice
between doctors. The doctors would continue to work for
their patients, not the Federal Government. By contrast,
some of the national health plans that have been proposed
in the Congress would place the entire health system under
the heavy hand of the Federal Government, would add con-
siderably to our tax burdens, and would threaten to destroy
the entire system of medical care that has been so carefully
built in America.

I firmly belleve we should capitalize on the skills
and facilities already in place, not replace them and
start from scratch with a huge Federal bureaucracy to add
to the ones we already have.

Comprehensive Health Insurance Plan -~ A Partnership Effort

No program willl work unless people want it to work.
Everyone must have a stake in the process.

Thls Comprehensive Health Insurance Plan has been
designed so that everyone involved would have both a stake
in making 1t work and a role to play in the process --
consumer, provider, health insurance carrier, the States
and the Federal Government. It is a partnership program
in every sense.

By sharing costs, consumers would have a direct economic
stake in choosing and using their community's health
resources wisely and prudently. They would be assisted
by requirements that physicians and other providers of
care make available to patients full information on fees,
hours of operation and other matters affecting the quali-
fications of providers. But they would not have to go it
alone either: doctors, hospitals and other providers of
care would also have a direct stake in making the Compre-
hensive Health Insurance Plan work. This program has
been designed to relieve them of much of the red tape,
confusion and delays in reimbursement that plague them
under the bewildering assortment of public and private -
financing systems that now exist. Healthcards would
relleve them of troublesome bookkeeping. Hospitals could
be hospitals, not bill collecting agencies.

Conclusion

Comprehensive health insurance is an idea whose time has
come in America .

There has long been a need to assure every American
financial access to high quality health care. As medical
costs go up, that need grows more pressing.

Now, for the first time, we have not just the need but
the wlll to get this job done. There is widespread support
in the Congress and in the Nation for some form of com-
prehensive health insurance.
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Surely if we have the will, 1974 should also be the
year that we find the way.

The plan that I am proposing today is, I belleve, the
very best way. Improvements can be made in it, of course,
and the Administration stands ready to work with the
Congress, the medical profession, and others in making
those changes.

But let us not be led to an extreme program that would
place the entire health care system under the dominion of
social planners in Washington.

Let us continue to have doctors who work for their
patients, not for the Federal Government. Let us builld

upon the strengths of the medical system we have now, not
destroy 1it.

Indeed, let us act sensibly. And let us act ncw ---
in 1974 -~ to assure all Americans financial access to
high quality medical care.

RICHARD NIXON

THE WHITE HOUSE,

February 6, 1974.

# # # #
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MAJOR FEATURES OF THE COMPREHENSIVE HEALTH INSURANCE PLAN

I. STRUCTURE

A,

Employee Health Insurance Plan (EHIP)

All employers would be required to offer the basic
insurance plan and Health Maintenance Organization (HMO)
coverage to each employee under age 65 who has met the
full-time hours of work test. Coverage extends to family
members under 65. Employers may self-insure.

Election of coverage would be voluntary at the option of
the employee.

The basic plan would also be available to self-employed
and non-working families, individuals, and non-employer
groups (e.g., unions or professional associations), through
private carriers,

Employers would be required to offer coverage meeting

the basic plan, and could offer optional plans supplementing
the basic plan. Employers could not offer non-approved
plans.,

Employers would tontribute 65 percent of premium expenses
for covered employees. However, if an employer's payroll
rises by more than 3 percent due to required contributions
to coverage, then the Federal Government would pay a
subsidy to the employer for employer premiums in excess
of the 3 percent increase in payroll expenses. The subsidy
would be 75 percent of such excess in the first year reduced
by 15 percentage points each year thereafter.

The employer contribution toward coverage would begin 90
days after onset of employment and continue for 90 days after
termination of full-time employment.

An individual or family which has been enrolled in an
Employee Health Insurance Plan would be allowed to con-
tinue coverage under the plan, at the employer’s group rate,
for 90 days following the period of a required employer
contribution (a total of 180 days after termination), by
paying the premium in full themselves.

B. Assisted Health Insurance Plan (AHIP)

States would contract with intommediaries to offer the
basic plan to all residents of the State, except those with
family incomes of $7, 500 or more'who are offered the
Employe& Health Insurance-Plan.,

more
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- Employers who desire to do so could offer AHIP
(at 150% of the average group rate in the State) in
fulfillment of the requirement to offer a mandated plan,
Members of such employee groups could enroll in AHIP
irrespective of income level,

- Persons who would, in fact, enroll in AHIP:

a. families below $5, 000 income ($3, 500 for individuals)
regardless of work status

b. non-working families between $5,000 and $7,500 income
($3,500-$5, 250 for individuals)

c. very high risk working families between $5,000 and
$7,500 income ($3, 500-$5, 250 for individuals)

d. non-working families with unusually high medical
risks (disabled and early retirees) regardless of income

€. unusually high risk employer groups.

- All persons eligible for AHIP would have the option of
obtaining coverage through an approved prepaid health
care plan.

- The premiums, deductibles, coinsurance, and maximum
liability would be related to income.

= Carriers administering AHIP coverage would be reimbursed
by the State on the basis of actual benefits paid for
covered services, less income derived from the plan,
Plus a negotiated rate for administration.

-. : Zmployers would be:required to make: a contribution to
AHIP for low-income employees who elect that coverage,
in the amount they would have contributed for other
employees under an Employee Health Insurance Plan.

- For AHIP eligibles who elect coverage through a prepaid
health care plan, the State would contribute an amount equal
to the cost of providing AHIP coverage.

II. BENEFIT PACKAGE

A. Reimbursable Services
- Hospital services, not subject to a dollar limitation.
- Physician services, not subject to a dollar limitation.

- Prescription drugs, out-of-hospital.

more



4
Mental Health services
. inpatient - 30 full days or 60 partial days
. outpatient - 30 visits to a comprehensive community care
center or private practitioner (the latter not to exceed
15 visits) ' S
Special and preventive services for children

. well child care up to age 6

. eye examinations, developmental vision care, and
eyeglasses up to age 13

ear examinations and hearing aids up to age 13
routine dental services up to age 13
Other preventive services
prenatal and maternity services
family planning
Home Health Services - 100 visits per year ’
Post-hospital extended care - 100 days per year
Blood and blood products
Other medical services, as in Medicare (prosthetic devices,

dialysis equipment and supplies, x-rays, laboratory,
ambulance, etc.).

B. Premiums and Cost-Sharing (EHIP and AHIP)

Emglozer Plan

Premiums for employer groups of 51 or more employees and
other families and groups being offered EHIP would be
negotiated between employer and other groups and the
insurance carrier,

Expenses for an insured individual which exceed $10, 000
in a year cannot be attributed to the experience rating

of the employee group through which the individual has
obtained coverage.

Each insurance company would be required to offer the same
rate to all employees in firms with 1 to 50 employees

(subject to the single/family rate differential).

more
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- Rates for coverage under the plan cannot differ on the
basis of family size and composition, except that there
must be separate rate determinations for singles and
families with the single rate being 40 percent of the

family rate.

- The benefit package as presently constituted would result
in an approximate average group family premium of about
$600. (The single person could expect to pay a premium

of $240.) The average premium required by this coverage
per full-time employee is $415.

- The employer would eventually pay 75% of premium costs
and employees the remaining 25%.

-  EHIP would not reimburse for services until the insured
unit has met a deductible of $150 per person (maximum of
three deductibles per family), with a separate $50 per person
deductible on reimbursement for outpatient drugs.

- After satisfying the deductible, the enrollee pays a
coinsurance of 25 percent, with a maximum liability for
cost-sharing (deductible plus coinsurance) of $1,500 in

a year.

There would be no per year or lifetime limitation on benefits

paid by the Plan,

Assisted Health Ingurance Plan ‘@H'I P)

- Premiums, deductibles, coinsurance, and maximum liability
would be all income-~related under the AHIP. The following 7.

ORD
schedule has been used in making cost estimates for the q-" ¢
Comprehensive Heal th Insurance Act of 1974,
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Maximum
Coingsurance Liability

SINGLE
Annual Per Person
Income Contribution* Deductible
Drugs Other
$ 0-1,749 $ o0 $ o $ 0
1, 750-3, 499 0 25 50
3,500-5, 249 120 50 100
5,250-6,999 240 50 150
7,000 + 360 50 150

10% 6% of income
15 9% of income
20 12% of income
25 15% of income
25 $1,050

* DBased on 50 percent of average group single rate in Group III, 100
percent in Group IV, and 150 percent in Group V. Expected average
group single premium rate equals $240,

more
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FAMILY
Annual Per Person Maximum
Income Cortribution** Deductible Coinsurance Liability
Drugs Other
$ 0-2,499 $ 0 $ 0 $ 0 10% 6% of income
2,500-4,999 0 25 50 15 9% of income
5,000-7, 499 300 50 ‘100 20 12% of income
7,500-9, 999 600 50 150 25 15% of income
10,000 + 900 50 150 25 $1,500

*% Contributions based on 50 percent of average group family premium
rate in the State .for Group III, 100 percent for Group IV, and 150
percent for Group V. Expected average group family premium rate
equals $600.

III. FEDERAL PROGRAMS

A.

Medicare

Medicare for the Aged would be retained, with the benefits
changed to conform with the mandated health plan.

Medicare would continue to be administered directly by the Social
Security Administration through its own system of fiscal
intermediaries.

The benefit package would include the full range of services as in
EHIP and AHIP. As a result, outpatient drugs and méntal health
services would be covered, and the aged would have far superior
protection against catastrophic expenses -- complete hospitalization
and maximum financial liability. (Medicare now covers 90 days

of hospitalization per episode plus a lifetime reserve of 60 days.)

A Medicare beneficiary would face an annual per person deductible
of $100 on all services except outpatient drugs. The deductible
for outpatient drugs would be $50. Beneficiaries would pay 20
percent coinsurance on expenses above the deductible up to a
maximum annual liability of $750.

Medicare for the Aged would be financed from the current 1.8
percent payroll tax plus a small premium contribution by the
enrollee {about $90 per person annually, roughly equal to the
current Part B premium).

Federal, State, and local government employers and employees
would participate in the Medicare system and be subject to the

Medicare payroll tax.

more
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- Medicare beneficiaries who are low-income would be eligible
for reduced premium payments and cost-sharing. The income
testing and income definitions would be tied to SSI.

- Dependents of Medicare beneficiaries below age 65 would be
eligible to enroll in AHIP.

- Medicare for the Disabled (including the kidney disease
provisions) would cease as a separate program. The dis-
abled would be eligible for AHIP coverage. Most current
Medicare disabled beneficiaries would have better protec-
tion because of the catastrophic provisions and because a
high proportion would qualify for reduced cost sharing be-
cause they are low-income but have Social Security cash
payments which place them beyond Medicaid eligibility.

- Reimbursement for Medicare services in a State would be

based on the same system as used in that State for EHIP/
AHIP services,

B. Medicaid
-  Medicaid would be terminated except for certain services
not covered by the Comprehensive Health Insurance Act.
These include (1) services in a skilled nursing facility
or intermediate care facility; (2) care in mental institutions
for persons under age 21 or over 65; and (3) home health
services.

C. Indian Health

- The Indian Health Service would continue to provide health
care to eligible Indians.

- Indians may also participate in State AHIP programs.
D. Veterans Administration

- The VA would continue to operate a separate health care
system for those eligible for VA benefits.

- The VA system would be reimbursed for services not
related to a disability incurred while in the military.

IV, REIMBURSEMENT POLICY
A, Healthcard
- All persons (including Medicare enrollees) would receive

an identification card which would be evidence of financial
protection for all covered services. '

more
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- Participating providers of service would be required to
accept the card as evidence of coverage and would bill
the indicated carrier for covered services.

- The carrier would reimburse the provider and would bill
the enrollee for the applicable cost-sharing.

B. Classification of Providers

- Full-Participating_ Providers - would agree to accept reimburse-
ment through the Healthcard as payment in full for all patients
(EHIP, AHIP, and Medicare). To these providers the Health-
card would reimburse the full amount of the applicable
reimbursement rates (the insured amount as well as the
patient's cost-sharing). All institutions would be required
to be full-participating providers.

- Associate-Participating Providers - would agree to accept
reimbursement through the Healthcard as payment in full
for all AHIP and Medicare patients, and as payment of the
insured amount of an Employee Health Insurance Plan en-
rollee's bills. To collect the remainder of his fee for the
patient, the physician would bill the patient directly.

- Non-Participatig_ Providers - would not be reimbursed from
any approved plan for services provided.

V. Regulation and Administration

A. State Regulation and Administration -- States must enact appro-
priate legislation fulfilling each of the following responsibilities
to be eligible for Federal financial participation in the plan. This
regulation must extend to prepaid health care plans as well as to
all private carriers and self-insured employers.

- Carriers and self-insured employers providing the basic
plan would file their plans with the States, keeping the
State advised of the employers and employees to whom
the plan is provided. States would be required to provide
for prompt review of the plan and determination as to
whether it meets the requirements of the law,

- Premium rates and rating structures would be reviewed
for reasonableness (file and use procedure) for all private
health insurance.

- Enrollees would be guaranteed against noncoverage or non-
payment of claims related to the basic plan resulting from

carrier insolvency.,

- An annual CPA audit would be required for all insurance
carriers offering coverage under the plan.

more
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- Carriers would be required to disclose information with
regard to services covered, rates, and the relation between
premiums and benefits paid. This requirement must extend
to all private health insurance sold.

- All capital investment over $100, 000 would be approved by
a State-designated planning agency to receive reimbursement
through the plan.

- Medical services would be subject to Professional Standards
Review Organization.

- Physician reimbursement for covered services under the
insurance plans would be based on amounts determined
after consultation with providers and other interested parties.
Physicians would be free to bill additional charges to those
covered under the Employee Health Insurance Plan provided
the patient is notified beforehand of such additional charges.

- States would establish prospective reimbursement systems
for hospitals.

~  Providers would make available to patients information
regarding charges for most commonly given services, hours
of operation and other matters affecting access to services,
and extent of certification, accreditation, and licensure,

- In addition to administration and participation in financing
of the AHIP, States would be responsible for certifying
health care providers as eligible for participation in the
Comprehensive Health Insurance Plan.

Federal Regulation and Administration -- The Federal
Government would:

- Establish standards for eligibility.
- Define the services to be reimbursed by the plan.

- Operate an expanded program of benefits for the aged.

COSTS

Added Federal/State expenditures to finance the Assisted Health
Insurance Plan would approximate $6. 9 billion

Added State spending under the Government Plan would equal
about $1.0 billion. Much of this would be offset by reductions
in other State health programs

Added Federal spending would equal about $5.9 billion

The Federal subsidy to assist low-income employees and
their employers would equal about $0. 45 billion

The additional cost of increased benefits for the aged would
be $1. 8 billion

more
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VII. FINANCING

A. Emplovee licaith Insurance Plan (EHIP)

Would be financed jointly by employers and employees.

Employers would be required to make a contribution to

the EHIP for those employees who qualify and enroll.

B. Assisted Health Insurance Plan (AHIP)

Costs of AHIP above the income derived from enrollees
would be shared by State and Federal governments. The
States share would be related to current levels of State
expenditures, ability to pay, and anticipated future expendi-
tures under The Comprehensive Health Insurance Plan in
that State. The total State share would be about 25%.

C. Medicare

The Medicare Trust Fund (plus a small premium contribution
(about $90 per year))would pay for all services provided
under the basic Medicare plan. The cost above the basic
income aged would be borne by General Revenues and

State contributions,

D, Medicaid

A residual Medicaid program for long term care services
would continue with the current Federal/State Medicaid
matching formula,

VII. SPECIAL PROVISIONS TO ASSIST SMALL EMPLOYERS

The following provisions have been incorporated, which would
particularly assist small employers, since they have a higher proportion
of low wage workers and pay higher premiums than large employers:

Where two members of the same family are eligible for
Employee Health Insurance Plan coverage, only one could
accept. This provision would benefit small business, which
hire a disproportionate number of secondary workers.

Each insurance company would be required to offer coverage
at the same premium rate to all employees in firms with up
to 50 employees. This provision would reduce the costs
associated with carriers individually rating small groups.

It also would minimize the adverse labor market effects
against hiring high medical risk individuals.

The Federal government will subsidize the employer whose
payroll costs increase by more than three percent as a
result of The Health Insurance Plan. The excess over three
percent will be subsidized by 75% the first year and reduced
15 percentage points each year thereafter.

####H



THE WHITE HOUSE

WASHINGTON

March 7, 1975

MEMORANDUM FOR: JACK MARSH

FROM: TED MARRS‘Z- -

Jack:

I will appreciate your personally reviewing
this one and supporting my views on it.

Any comments will be appreciated.

Attachment
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THE WHITE HQUSE

WASHINGTON

March 7, 1975.

MEMORANDUM FOR: JIM LYNN

FROM: TED MARRS |
SUBJECT: S. 522, Indian Health Care Improvement Act
This bill:

. deserves more than an ivory tower automatic negative.

. strikes at the most flagrant medical inequity existing
in this country today.

. does not start a new program.

. can be adjusted to be responsible and realistic. )
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Attachment

cc: Mr. Buchen
" Mr. Marsh”
Mr. Rumsfeld

Mr. Cannon



This bill is

~

atroduced into the Senate on February 3, 1975.

wn
(]

5. 2 was 1
jdentical with S. 2938 (93rd Congress) that passed the Senate on November 25
Lhé HouSe aud 4

1674, Bills similar to S - 522 have also been 1ntrcduc°d into
assigned numbers H.R, 2525 and H.R. 2526 Co-sponsorshln of these bllls aud
the passage of S. 2938 by the Senate in the 93rd Con ess 1n§1ca;e= thnre o=

strong bipartisan Congressional support for passaga.

is

“.. " The indicated- p051t10n of the Administration on this propoaed leﬁlslatlon ' S

= : e FOR

) is to generally oppose enactment. I believe that such a positiom, if [ -
_ ‘ : I A .

. . . . '0 L \.:. B
S ke \\ie;;,é)(‘-

ALL &

taken, needs re-evaluation.

First, a number of studies have been made of the Indian health pregram.

e studles have documentedbthe unmet needs of the Ipdlan health

of thes
services program at essentlally the same 1evels as 1dent1f1ed in the pro-
These studles have been made by the Department of o

posed 1e0151at10n.
Haalth, Educatlon, and Welfare by Conore831onal commlttees and b] OutSIde

roups, such as the American Academy of Pediatrics.

Second, to categorically oppose the legislation without an alternative pro-

2 o
posal would appear to the Congress and the Indian people that the Admiunistration
ther unsympathetic to the health needs of Indians or is unwilling to :

is ei
commit itself to meeting those needs within any reascnable tim

o v e



Ihiri, when the President signed the Indian Self-Determiration and Education

Assistance Act (P.L. 93-638) on January 4, 1975, he stated that the "act

zives parmanence and stature of law -to the objective of my Administration

1lowing..l;indeed encouraging...Indian tribes to operate proarams Serving

Q
h
f

thex uvader contract to the zederal Government." He also p1edged the support
of thiis Admlnlstratlon" to the fullest possible use of the authorities pro‘

vidad in the7Act>(P.L. 93-638)." o - I ,  g}:_,:ﬁfif“

Several p*ov131ons of ‘the bllls now pendlnc belore the Concress UOle con; S
tribute to the achievement of the pollcy_on Indlan self_determlnaeloﬁ-v If
_these are not 51ng1°d out. for support or a reasonable alternatxve proéosed

~ tha sincerity of the Administration's January & pledge to support the fullest
usa of the authcrities containe&‘in P.L. 93-638 would certainly be Spbjected__ .

“to quastion. -

" To avoid these umpllcatlons of denlal of docunented needs, unsympathetlc -

attlcude, and 1n51ncer1ty, 1 would suggeet the follow1ncr alternat*ve to :‘ﬁ‘

general opp051t10n to enactment of the pendlvg bllls entltled "Indlan

“Healtn Care Improvement Act.

First, the Aémiﬁietration would express its cgpcurrencehwich'the>incen£‘cf'
the bills, i.e;,'ﬁnmeﬁ needs exist and tﬁey muet be met. ‘To meet these |
needs over a flve year period is not feaelble w1th the current eccnomlc'
ccndition of the-Nation. Since forecasts are for en‘improved economic $i£-

uztion, the Administration should agree to initiate measures now to reduce

the unmet needs and propose a seven or @ ten year plan to eliminate them. .



S=zccnd, those provisions in the bills that are conside ed to contribute most
to Indian self-determination should be supported. 1In this connection, I
telieve that two tltles and one section of another title would make the

greatest contributiods. These are Title I, Indian Health Manpower; Title IV,

Access to Health Services; and section 603 of Title VI.:

itie I would contrlbute to self-deteramin tion anﬂ the Indlan operatlon of

[}

th2 hez=lth services progranms by capacity building in the Indian population..f o

Currently, the_nﬁmber of Indian persons trained in the health professions

v

ei paraprofessions is grossly inadequate to enable them to mae ane ﬁanage

" their health services programs under contract to the Govermment. this heaithillrJ
manpower pool must be substantially increased if such coatracts afe‘te Bel'
zade. The fact thaa this siauation exists demonst;ates the iﬁabiliﬁ§ orr

. £3ilure of existino health manpbwer programs to fill this need. TLtle I of

S. 522 would be more approprlate 1f it would prov1de authorlty to traln only LT

parsons of Indlan descent The authorlzatlon to train non-Indlans should be_f' —'f

opposed because thlS can. be accompllshed throuch ex:.stlnfJ health scholarsnlp,‘
>{A"«i authorities fbr'the g:neral population.' »

Titie IV, Access to Health Services, would permit the Indian health service = .

program while still operated by the Government to deveiop and test%a system _ ,
for collecting third party payment for health care providad at tﬁe}Indiae y
health facilities. This would contribute to the poliey of self;detefmiﬁaﬁionnﬂin
by capacity building and, in the future, pex mlt Indlan nedlcare ard medlcald
eligibles to Be:treated at their own facility with assdrances that reimburse~

ment could be made. This Title would also waive applicable facility standerds‘



o

proiding there is a plan to bring the facility into full compliance wi

thez standards within two years. I'11l discuss this further when consider-

ation is given to Title III of the bills.

The last sectlon ‘of the bills which should be supported 1s Sectlon 603 ofj;_

Titla VI. This section.would permit the Secretary to enter 1nt0 long-term

- -

lazsing agreements (up to twenty years) with the trlbes. Under thls author-

[ : en LTI e el

ity, Indian trlbes could bulld whatever fac111“y mlgh“ be needed to operate

or manage the health pro ram and the Secretary ‘could leaae it from them-.A S

Such leases would a551st tribes in obtaining fwnanc1na for constructlon and .
it would build the capacity of tribes to construct, operate and maintain.'~f"ffu
wrajor Dhy31cal fa0111t1es. It would also assist the Government in over— -

- coming the need for replacement fac111t1es wrthout, at the sare t1me maalnv :

large cash outlays. ‘ - o : ' bj.f;ff;'

Title i1, Health Serv1ce5' Tltle III, Health Fac111t1es' and Tltle V

Health Serv1ces for Urban Indlans and sectlons 601 and 602 of Title VI

f'ﬂ1sce11aneous, are essentlally unnecessary authorltles or approprlatlon -

authorizations._ The approprlatlon authorlzatlons are 1n efrect 1lm1tlng

Titles IT, IIT and V beceuse the current author121ng law (25 U S C 13

the so called Smyder Act) is open ended.

Titles II and III propose to ellmlnate the hnalth se*v1ces and faCllltles
unmet needs during the next five flscal years. Since these needs are mell
documented, I would recommend that the Administration's position on these

tities endorse the concept of meeting the neads within a specific tiwme -

frame. The time frame proposed in the bills may, however, not be consistent



wich the state of thé economy and related budget comstraints. It would
appezr that a seven or possibly ten year time period might be more appro-

prizze than five. A mutually agreed upon plan could be developad through

Congressional and Administration participation. The commitment to a plan

for facilities would also be. consistent with the provision of Title IV - -

" which would initially waive compliance with facility standards. ‘>:7'7; SR ‘ :

- =

Title V proposes}avthree year‘trial program to assist urbaniIndians iﬁ

reeting their ﬁaalth needs. A raview of the p:ogfamvwoulﬁ be reéui#a&;ASi}‘A
rwould a repor£ t&ﬂthe,Cpngréss‘asaessing the.pragram and recomﬁeﬁgiﬁé%éé% ?‘ 5
further ,1egi$ia:iva efforts; .Thefe ia authority'ta initiate>suah;padé;aﬁsﬁik
subjact only to appropriaticna.- Since the lafe 1960'5, Cangreas hééf‘i‘
through the appropr1at10ns pfocess .requested the'establishment.of‘;eva;al .
~urban Indian projects. Ihese spec1a1 projects should be cont1nu=d in thn'ar

;utLrs w1th1n,the approprlatlons made by Congress. QSincé adequate authority',’:

already exists for a Federal urban Ind1a1 effort, it would seem that the s

continuzation and/or expan51on of such an effort should ba dec1ded through

discussions w1th Congre531onal and Admlnlstratlon personnel and not by

; :.4;- -

1egislation. Consequently, thls matter Wou1d be approprlate to dlscuss f.m--i

during the developmevt of a plan for health services and fac111t1es cone- ;f

~struction.

¥




BRIEF EXPLANATION OF H.R. 2525, AS REPORTED BY THE
COMMITTEE ON INTERIOR, COMMITTEE ON WAYS AND MEANS,
AND COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE

Section 1 gives the title of the Act.

Section 2 are congressional findings outlining the necessity
for the legislation.

Sectioh 3 is a deClaration of policy.

Section 4 contains defihitions.

i TITLE' I ~ INDIAN HEALTH MANPOWER

Section 101 gives the purpose of this title, which is to
increase the number of health professionals serving Indians and to
increase the number of Indians in those health professions.

Section 102 is a health recruitment program designed to
identify those eligible Indians and to publicize existing sources
of financial aid. $4.2 million | is authorized over 3 fiscal years.

Séction 103, the health professions preparatory scholérship
program, allows a student to receive scholarship grants, for up to
two years, for compensatory preprofessional education. $3.1 million
is authorized over three fiscal years.

Section 104, the health professions scholarship program, authorizea
an "Indian" program within the National Health Service Corps scholarship
program. Such scholaréhips will be designated Indian Health Scholarships
and will extend to physicians, dentists, nurses, optometrists, podia-
trists, phafmacists, public health personnel, and allied health personnel
$18.95 million is authorized over three fiscal years.
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Section 105 allows the Indian Health Service to hire a
scholarship grantee as an intern for a period of up to 120 days to work
in the nonacademic period of the year. $2.4 million is authorized for
three fiscal years.

Section 106, the continuing education allowance provision,
authorized .55 million over three fiscal years so .that physicians
and other professionals can leave their duty stations for professional
consultation and refresher training courses.

TITLE II -- HEALTH SERVICES

Section 201 (a) directs that the funds authorized under this
title shall be in addition to the level of approprations provided
in the preceding fiscal year.

Subsection (b) .directs that the personnel authorized under
this title shall be in addition to the number authorized in the preceding
fiscal year.

Subsection (c) gives the following breakdown for funds and
positions over three fiscal years:

(1) Patient Care: $24.7 million & 525 positions

(2) Field Health: $8.9 million & 198 positions

(3) Dental Care: $3 million & 130 positions

(4) Mental Health:

(A) Community mental health: $3.3 million & 60 positions’
(B) Inpatient mental health: $1 million & 30 positions
(C) Model dormitory: $3.125 million & 100 positions
(D) Therapeutic & residential treatment centers: $.7
million & 15 positions v )
(E) Training of Indian traditional practitioners: $13 million

(5) Treatment of Alcoholism: $13 million ‘
(6) Maintenance & Repair: $7 million & 50 positions
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Subsection (d) directs that not less than 1% of the funds
appropriated shall be used for research.
Subsection (c) authorizes that not more than $5 million
shall be expended in Fiscal Year 1977.
TITLE III - HEALTH FACILITIES
Service Facilities
Section 301 authorizes the Secretary to use these funds for-
construction and renovation of hospitals, health centers, stations,
or other facilities of the Indian Health Service.
Subsection (b) authorizes the following amounts for the following
facilities:
(1) Hospitals: $190 million over three fiscal years.
(2) Health centers & stations: $16.906 million over 3 Piscal years
(3) staff housing: $27.083 million over 3 years

Subsection (c) directs that the Secretary shall consult with
any Indian tribe which will be significantly affected by expenditure

of these funds; and directs that the facilities constructed shall
meet JCAH standards within one year of construction.
Safe Water & Sanitary Waste Disposal Facilities
Section 302. (a) authorizes these funds to be used to provide:
water and sanitation facilities in new and existing Indian homes.
Subsection (b) authorizes $103 million for this construction in
existing homes over three fiscal years. Such sums as may be necessary

are authorized for these facilities in new Indian homes.

/ LY P
Q. =
/q
-
al
\%
. g
N Y

i
o
\\..,.,n -
o



4
Subsection (c) directs that former and currently federally
recognized Indian tribes in New York State shall be eligible for
assistance under this title.
Preference to Indians & Indian Firms
Section 303 (a) directs the Secretary to give preference
to Indians and Indian owned firms for construction under this title,
Subsection (b) provides that the Davis-Bacon requirements
for federal contracting shall apply.
Soboba Sanitation Facilities
Section 304 directs that the Soboba Band of Mission Indians in
California is eligible for IHS sanitation services.
TITLE IV - ACCESS TO HEALTH SERVICES
Medicare
Section 401 makes an amendment to the Medicare Act.
Section 402 further amends the Medicare Act to provide that
the IHS can be reimbursed for the care of a medicare eligible patient
in an IHS facility. The section allows all facilities to be declared
accredited for medicare purposes for a period of 18 months. The funds
which are collected by the IHS are to be used exclusively for the

purpose of bringing that facility into compliance,
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Section 402 amends the Medicaid Act to provide that
the IHS can be reimbursed for the care of a medicare eligible patient
in an IHS facility. The section allows all facilities to be declared
accredited for medicaid purposes for a period of 18 months. The funds
which are collected by the IHS are to be used exclusively for the
purpose of bringing that facility into compliance.

Section 403 requires the Secretary to make annual reports on
the disposition of funds collected by IHS under this title.
| TITLE V ~ URBAN INDIAN TITLE

Section 501 declares the purpdse}_v |

Section 502 authorizes the Secretary to enter into c¢ontracts
with urban Indian groups for provision of health care to urban Indians.

Section 503 establishes the criteria for contract eligibility
of an urban group.

Section 503 (a) exempts these contracts from Federal contracting
laws.

Subsection (b) declares that payments may be made in advance to

an urban group.

N

Subsection (¢) authorizes the revision, amendment, or retrocession

of any contract.

Subsection (d) permits an urban Indian group to use existing

HEW facilities.

Subsection (e) is designed to assure fair and uniform provision

of services to urban Indians under contracts.
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Section 506 authorizes $30 million for this program over
three fiscal years. |

Section 507 authorizes the Secretary to review the contracts
at the end of FY 78 and submit an asseesment to the.Congress. At
that time, the Secretary is also asked to recommended further 1egislative
change.

Section 508 authorizes not less than 1% of these funds to
be spent on pilot projects in rural communitles near Indian reservations.

TITLE 'VI - American Indian School of Medicine

Section 601 authorizes a one year feasibility study on the

establishment of an American Indian.School of Medicine.
T;TLE Vi - MISCELLANEOUS

Section-7oi establishes a schedule for secretarial review
of this act. Recommendations are to be made to the Congress on
additional fcnds needed. _ ' '

Section 702 directs the Secretary to actively consult with
the Indian community before rules are_promulgated, and establishes
a schedule for promclgation of the rulee. .The saﬁe Indian consultation
is required if the rules are.reﬁised. ) |

- - Bection 703 directs the Secretary to prepare, within 240 days

after enactment of this Act, a plan for implementation of thisAAct. This
is to include a schedule for appropriations requests. | .

Section 704 authorizes 20 year leases with Indian tribes.

Section 705 declares that the funds appropriated under this Act

shall remain available until expended.



	1103379doc
	1103379



