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94tH CoxcreEss | HOUSE OF REPRESENTATIVES Repr. 94—
2d Session ‘; 1026 Part 1

IMPLEMENTING THE FEDERAL RESPONSIBILITY FOR THE CARE
AND EDUCATION OF THE INDIAN PEOPLE BY IMPROVING THE
SERVICES AND FACILITIES OF FEDERAL INDIAN HEALTH PRO-
GRAMS AND ENCOURAGING MAXIMUM PARTICIPATION OF IN-
DIANS IN SUCH PROGRAMS, AND FOR OTHER PURPOSES

APRIL 9, 1976.—Ordered to be printed

Mr. Harey, from the Committee on Interior and Insular Affairs,
submitted the following

REPORT
together with
DISSENTING VIEWS

[To accompany H.R. 2525]

The Committee on Interior and Insular Affairs, to whom was re-
ferred the bill (H.R. 2525) to implement the F ederal responsibiligy
for the care and education of the Indian people by improving the
services and facilities of Federal Indian health programs and en-
couraging maxXimum participation of Indians in such programs, and
for other purposes, having considered the same, reports favorably
(tihereon with an amendment and recommends that the bill as amended

0 pass.
The amendment is as follows :

Page 1, beginning on line 3, strike out all after the enacti
{ beg cting clause
and msert in lieu thereof the fo’llowing : °

That this Act may be cited as the “Indian Health Care Improvement Act”.

FINDINGS

S(ec). Bg The Congress finds that—
a ederal health services to maintain and improve the health of the Indi
: | 4 ians
3;?qggn7wonalnt vlmfh arlld required by the Federal Government’s historical and
egal relationship with, and resulti €] ibili i
T degnl ng responsibility to, the American
(b) A major national goal of the United States is to i i
) A 0 s is provide the quantity and
(-1u'ahty of heal‘th services which will permit the health status of I(Illdians %o be
raised ‘to th.e 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 reduction in the

prevalence and incidence of preventable illn
esses among, and unnecessar
premature deaths of, Indians. & v and

1)



2

(d) Despite such gervices, the unmet health needs of the American In‘dian
people are severe and the health status of the Indians is far 1‘)e10\\' that of the
general population of the United States. For example, for Indians compared to
all Anericans in 1971, the tuberculosis death rate was over four and one-half
times greater, the influenza and pneumonia death rate over one and one-half times
greater, and the infant death rate approximately 20 per centum greater.

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

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

(1) inadequate. outdated. inefficient, and undermaunned facilities. For ex-
ample, only twenty-four of fifty-one Indian Health Service hospitals are
aceredited by the Joint Commission on Accredation of Hospitals; only thirty-
one meet national fire and safety codes; and fifty-two locations with Indian
populations have been identified as requiring either new or replacement
health centers and stations. or clinics remodeled for improved or additional
service;

(2) shortage of personnel. For example, about one-half of the Service hos-
pitals, four-fifths of the Service hospital outpatient elinics, and one-half of the
Service health clinies meet only 80 per centum of staffing standards for their
respective services;

(8) insufficient services in such areas as laboratory, hospital inpatient and
outpatient, eye care and medical health services, and services available
through contracts with private physicians, clinies, and agencies. For example,
about 90 per centum of the surgical operations needeed for otitis media have
not been performed, over 7 per centum of required dental services remain to
be provided, and about 98 per centum of hearing aid requirements are unmet;

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

(5) lack of access of Indians to health services due to remote residences,
undeveloped or underdeveloped communication and transportation systems,
and difficult, sometimes severe, climate conditions ; and

(6) lack of safe water and sanitary waste disposal services. For example,
over thirty-seven thousand four hundred existing and forty-eight thousand
nine hundred and sixty planned replacement and renovated Indian housing
units need new or upgraded water and sanitation facilities.

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

DECLARATION OF POLICY

SEc. 8. The Congress hereby declares that it is the policy of this Nation, in
fulfillment of its special responsibilities and legal obligation to the American
Indian people. to meet the national goal of providing the highest possible health
status to Indians and to provide existing Indian health services with all resources
necessary to effect that poliey.

DEFINITIONS

SEc. 4. For purposes of this Act—

(a) “Secretary”, unless otherwise designated, means the Secretary of Health,
Education, and Welfare.

(b) “Service” neans the Indian Health Service.

(¢) “Indians” or “Indian”, unless otherwise designated, means any person who
is a member of an Indian tribe, as defined in subsection (d) hereof, except that,
for the purpose of section 102, 103, 104 (b) (1) (i). and 201(c¢) (5), such terms
shall mean any individual who (1), irrespective of whether he or she lives on
or near a reservation, is a member of a tribe, land, or other organized group of
Indians, including those tribes, lands, or groups terminated since 1940 and those
recognized now or in the future by the State in which they reside, or who is a
descendant, in the first or second degree, of any such member, or (2) is an
Rskimo or Aleut or other Alaska Native, or (3) is considered by the Secretary of
the Interior to be an Indian for any purpose, or (4) is determined to be an
Indian under regulations promulgated by the Secretary.

(d) “Indian tribe” means any Indian tribe, band, nation, or other organized
‘group or community, including any Alaska Native village or group as defined in
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th_e .Alaska Native Claims Settlement Act (85 Stat. 688), which is recognized as
eligible for the special programs and services provided by the United States to
Indians because of their status as Indians.

.(e) “Tribal organization” means the elected governing body of any Indian
tribe or any legally established organization of Indians which is controlled by
one or more such bodies or by a board of directors elected or selected by one or
1r§ore.such bodies (or elected by the Indian population to be served by such orga-
nization) and which includes the maximum participation of Indians in all phases
of its activities.

(‘f) “Frban Ind.ian” means an individual who resides in an urban center, as
defined in subsection (g) hereof, and who meets one or more of the four criteria
in subsection (c¢) (1) through (4) of this section.

(g) “_Urbar} center” means any community which has a sufficient urban Indian

population with unmet health needs to warrant assistance under title V, as de-
termined by the Secretary.
. (h) “Urban Indian organization” means a nonprofit corporate body situated
in an }lrba_n center, composed of urban Indians, and providing for the maximum
participation of all interested Indian groups and individuals, which body is ca-
1);}1)19 of legally cooperating with other public and private entities for the purpose
of performing the activities described in section 503(a).

TITLE I—INDIAN HEALTH MANPOWER

PURPOSE

Sgc. 101. The purpose of this title is to augment the inadequate number of
health professionals serving Indians and remove the multiple barriers to the en-
trance of health professionals into the Service and private practice among
Indians.

HEALTH PROFESSIONS RECRUITMENT PROGRAM FOR INDIANS

SE.C. 102. (a) The Secretary, acting through the Service, shall make grants to
public or ponproﬁt private health or educational entities or Indian tribes or tribal
organizations to assist such entities in meeting the costs of—

(1) identifying Indians with a potential for education or training in the
health professior_ls and encouraging and assisting them (A) to enroll in
schgols of medicine, osteopathy, dentistry, veterinary medicine, optometry,
podiatry, pharmacy, public health, nursing, or allied health professions; or
(B), if they are not qualified to enroll in any such school, to undertake such
postsecondary education or training as may be required to qualify them for
enrollment ;

(2) publicizing existing sources of financial aid available to Indians en-
rolled in any ‘school referred to in clause (1) (A) of this subsection or who
arl;e ulndertaklng training necessary to qualify them to enroll in any such
school ; or

(3) establishing other programs which the Secretary determines will en-
hance and fa}cilitate the enrollment of Indians, and the subsequent pursuit
and completion by them of courses of study, in any school referred to in
clause (1) (A) of this subsection.

(b) (1) No grant may be made under this section unless an application there-
for has been submitted to, and approved by, the Secretary. Such application shall
be in such form, submitted in such manner, and contain such information, as the
Secretary shall by regulation prescribe.

(2) The amount of any grant under this section shall be determined by the
Secretary. Pavments pursuant to grants under this section may be made in ad-
vance or by way of reimbursement, and at such intervals and on such conditions
as the Secretary finds necessary. '

(q) For the purpose of making payment pursuant to grants under this
secfmn, there are authoriztd to be appropriated $900,000 for fiscal vear 1977,
$1,:)OQ,000 for fiscal year 1978, $1,800,000 for fiscal vear 1979, $2,400,000 for fiscal
vear 1980, $2,700,000 for fiscal year 1981, $3,000,000 for fiscal year 1982 and
$2,700,000 for fiscal year 1983. ’

HEALTH PROFESSIONS PREPARATORY SCHOLARSHIP PROGRAM FOR INDIANS

_SEC. 103. (a) The Secretary, acting through the Service, shall make scholar-
ship grants to Indians who—

(1) hav‘e successfully completed their high school education or high
school equivalency ; and
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(2} have demonstrated the capability to successfully complete courses
of study in schools of medicine, osteopathy, dentistry veterinary medicine,
optometry, podiatry, pharmacy, public health, nursing, or allied health
professions. . .

(b) Each scholarship grant, made under this section shall be for a period
not to exceed two academic years, which years shall be for compensatory pre-
professional education of any grantee. .

(¢) Scholarship grants made under this section may cover costs of tuition,
books, transportation, beard, and other necessary related expenses. .

(&) There are authorized to be appropriated for the purpose of this section:
£800,000 for fiscal year 1977, $1,000,000 for fiscal year 1978, $1,300,000 for fiscal
year 1979, $1,400,000 for fiscal year 1880, £1,800,000 for fiscal year 1981, $1,900,000
for fiscal year 1982, and $2,000,000 for fiscal year 1983.

HEALTH PROFESSIONS SCHOLARSHIP PROGRAM

SEc. 104, (a) The Secretary, acting through the Serviee, shall make scholar-
ship grants to individuals (i) who are enrolled in schools of medieine, oste-
opathy, dentistry, veterinary medicine, optometry, podiatry, pharmacy, public
health, nursing, or allied health professions, and (i) who agree to provide
their professional services to Indians after the completion of their professional
training.

(b) (1) The Secretary, acting through the Service, (i) shall accord priority
for scholarship grants under this section to applicants who are Indians, and
(ii) may determine distribution of scholarship grants on the basis of the rela-
tive needs of Indians for additional service in specific health professions.

(2) Each scholarship grants under this section shall (i) fully cover the costs
of tuition, and {ii), when taken together with the finanecial resources of the
grantee, Tully cover the costs of books, transportation, board, and other neces
sary related expenses: Provided, That the amount of grant funds available an-
nually to each grantee under clause (ii) shall not exceed 28,000, except where
the scholarship grant is extended to cover the period between academic years
pursuant to paragraph (3) of this subseetion, g

(3) Scholarship grants under this section shall be made with respect to
academic years, except that any such grant may be extended and increased for
the period between academic years if the grantee is engaged in clinical or other
practical experience related to his or her course of study and if further grant
assistance during such period is required by the grantee because of his or her
financial need.

(e){1) As a condition for any scholarship grants under this section, each
grantee shall be obligated to provide professional service to Indians for a period
of vears equal to the number of years during which he or she receives such
grants,

(2) PFor the purpose of clause (1) of this subsection, “professional service to
Indians” shall mean employment in the Serviee or in private practice where, in
the judgment of the Secretary in accordance with guidelines promulgated by him,
such practice is situated in a physician or other health professional shortage
area and addresses the health care needs of a substantial number of Indians.
Periods of internship or residency, except residency served in a facility of the
Service, shall not constitute fulfillment of this service obligation.

(8) If any individual to whom the condition referred to in paragraph (1) of
this subsection is applicable fails to comply with such condition for the full
period, the United States shall be entitled to recover from such individual an
amount equal to the amount produced by multiplying—

(A) the aggregate of (i) the amounts of the scholarship grant or grants
{as the case may be) made to such individual under this section, 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 Treasury, after taking into considera-
tion private consumer rates of interest prevailing at the time such grant was
made, and if the interest on each such grant had been compounded annu-
ally, by

{B) a fraction the numerator of which is the number obtained by sub-
tracting from the number of months to which such condition is applicable a
number equal to one-half of the number of months with respect to which com-
plianee by such individual with such condition was made, and the denomina-
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tor of which is a number equal to the number 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 entitled to recover such amount, be paid to the United States. Until any
amount due the United States under this paragraph on account of any grant un-
der this section is paid, there shall acerue to the United States interest on such
amount at the same rate as that fixed by the Secretary of the Treasury pursuant
to clause (A) of this paragraph with respect to the grant on account of which
such amount is due the United States,

(4) (A) A service obligation of any individual pursuant fo this section shall
be canceled upon the death of such individual.

(B) The Secretary shall by regulation provide for the waiver or suspension
of a service obligation of any individual whenever compliance by such individual
is impossible or would involve extreme hardship to such individual and if en-
forcement of such obligation with respect to any individual would be against
equity and good conscience.

(d) Individuals receiving scholarship grants under this section shall not be
counted against any employment ceiling affecting the Service or the Department
of Health, Education, and Welfare.

{e) There are authorized to be appropriated for the purpose of this section:
$5,450,000 for fiscal year 1977, $6,300,000 for fiscal year 1978, $7,200,000 for fiscal
year 1979, $9,900,000 for fiscal year 1880, $15,300,000 for fiscal year 1981, $21,600.-
000 for fiscal year 1982, and $24,300,000 for fiscal year 1983, and, for each succeed-
ing fiscal year, such sums as may be necessary to continue to make scholarship
grants under this section to individuals who have received such grants prior to
the end of fiscal year 1983 and who are eligible for such grants during each sue-
ceeding fiscal year,

INDIAN HEALTH SERVICE EXTERN -PROGRAMS

Sgc. 105. (a) Any individual who receives a scholarship grant pursuant to sec-
tion 104 shall be entitled to employment in the Service during any nonacademic
period of the year. Periods of employment pursuant to this subsection shall not
be counted in determining the fulfillment of the service obligation incurred as a
condition of the scholarship grant.

(b) Any individual enrolled in a school of medicine, osteopathy, dentistry,
veterinary medicine, optometry, podiatry, pharmacy, public health, nursing, or
allied health professions may be employed by the Service during any nonacademic
period of the year. Any such employment shall not exceed one hundred and twenty
days during any calendar year.

(¢) Any employment pursuant to this section shall be made without regard to
any competitive personnel system or agency personnel limitation and to a posi-
tion which will enable the individual so employed to receive practical experience
in the health profession in which he or she is engaged in study. Any individual so
employed shall receive payment for his or her services comparable to the salary
he or she would receive if he or she were employed in the competitive system. Any
individual so employed shall not be counted against any employment ceiling
affecting the Service or the Department of Health, Education, and Welfare.

(d) There are authorized to be appropriated for the purpose of this section:
$600,000 for fiseal year 1877, $800,000 for fiscal year 1978, $1,000,000 for fiscal year
1979, $1,400,000 for fiscal year 1980, §1,800,000 for fiscal year 1981, $2,100,000 for
fiscal year 1982 and $2,300,000 for fiscal year 1983.

CONTINUING EDUCATION ALLOWANCES

S:n::c. 106. {(a) In order to encourage physicians, dentists, and other health pro-
fessionals to join, or continue in the Service and to provide their services in the
rural and remote areas where a significant portion of the Indian people resides,
the _Seeretary, acting through the Service, may provide allowances to health pro-
fessmx_lals employed in the Service to enable them for a period of time each year
preserﬂ.}ed by regulation of the Secretary to take leave of their duty stations for
professional consultation and refresher training courses.

(b) There are authorized to be appropriated for the purpose of this section:
25190,0()0 for fiscal year 1977, $200,000 for fiscal year 1978, $250,000 for fiscal year
1979, $300,000 for fiscal year 1980, $350,000 for fiscal year 1981, $350,000 for fiscal
year 1982, and $325,000 for fiscal year 1983.
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TITLE II—HEALTH SERVICES

HEALTH SERVICES

Sec. 201. (a) For the purpose of eliminating backlogs in Indian health care
services and to supply known, unmet medical, surgical, dental, optometrical, and
other Indian health needs, the Secretary is authorized to expend $390,925,000
through the Service, over a seven-fiscal-year period in accordance with the sched-
ule provided in subsection (c¢). Funds appropriated pursuant to this section each
fiscal year shall not be used to offset or limit the appropriations required by the
Service to continue to serve the health needs of Indians during and subsequent to
such seven-fiscal-year period, but shall be in addition to the level of appropriations
provided to the Service in fiscal year 1976 required to continue the programs of
the Service thereafter. )

(b) The Secretary, acting through the Service, is authorized to employ per-
sons to implement the provisions of this section during the seven-fiscal-year period
in accordance with the schedule provided in subsection (e). Such positions au-
thorized each fiscal year pursuant to this section shall not be considered as
offsetting or limiting the personnel required by the Service to serve the health
needs of Indians during and subsequent to such seven-fiscal-year period but
shall be in addition to the positions authorized in the previous fiscal year and
to the annual personnel levels required to continue the programs of the Service.

(¢) The following amounts and positions are authorized, in accordance with
the provisions of subsections (a) and (b), for the specific purposes noted :

(1) Patient care (direct and indirect) : sums as provided in subsection
(e) for fiscal year 1977, $8,500,000 and two hundred twenty-five positions
for fiscal year 1978, $16,200,000 and three hundred positions for fiscal year
1979, $24,500,000 and three hundred and twenty positions for fiscal year
1980, $33,900,000 and three hundred and sixty positions for fiscal year
1981, $43,800,000 and three hundred and seventy-five positions for fiscal year
1982, and $55,500,000 and four hundred and fifty positions for fiscal year
1983.

(2) Field health, excluding dental care (direct and indirect) : sums as
provided in subsection (e) for fiscal year 1977, $3,350,000 and eighty-five
positions for fiscal year 1978, $5,550,000 and one hundred and thirteen posi-
tion for fiscal year 1979, $7,950,000 and sixty-five positions for fiscal year
1980, $11,550,000 and eighty-five positions for fiscal year 1981, $15,050,000
and eighty positions for fiscal year 1982, and $18,550,000 and ninety posi-
tions for fiscal year 1983.

(3) Dental care (direct and indirect) : sums as provided in subsection
(e) for fiscal year 1977, $1,500,000 and eighty positions for fiscal year
1978, $1,500,000 and fifty positions for fiscal year 1979, $2,500,000 and fifty
positions for fiscal year 1980, $2,900,000 and forty positions for fiscal year
1981, $3,200,000 and thirty positions for fiscal year 1982, and $3,500,000 and
twenty-five positions for fiscal year 1983.

(4) Mental health: (A) Community mental health, sums as provided in
subsection (e) for fiscal year 1977, $1,300,000 and thirty positions for
fiscal year 1978, $2,000,000 and thirty positions for fiscal year 1979, $2,600,000
and twenty-five positions for fiscal year 1980, $3,100,000 and twenty posi-
tions for fiscal year 1981, $3,400,000 and ten positions for fiscal year 1982,
and $3,700,000 and fifteen positions for fiscal year 1983.

(B) Inpatient mental health services: sums as provided in subsection
(e) for fiscal year 1977, $400,000 and fifteen positions for fiscal year 1978,
$600,000 and fifteen positions for fiscal year 1979, $800,000 and fifteen posi-
tions for fiscal year 1980, $1,000,000 and fifteen positions for fiscal year 1981,
$1,300,000 and twenty positions for fiscal year 1982, and $1,600,000 and
twenty-five positions for fiscal year 1983.

(C) Model dormitory mental health services: sums as provided in sub-
section (e) for fiscal year 1977, $1,250,000 and fifty positions for fiscal year
1978, $1,875,000 and fifty positions for fiscal year 1979, and $2,500,000 and
fifty positions for fiscal year 1980.

(D) Therapeutic and residential treatment centers: sums as provided
in subsection (e) for fiscal year 1977, $300,000 and ten positions for fiscal
year 1978, $400,000 and five positions for fiscal year 1979, $500,000 and five
positions for fiscal year 1980, $600,000 and ten positions for fiscal year
1981, $700,000 and five positions for fiscal year 1982, and $800,000 and five
positions for fiscal year 1983.
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(B) Training of traditional Indian practitioners in mental health: sums
as provided in subsection (e) for fiscal year 1977, $150,000 for fiscal year
1978, $200,000 for fiscal year 1979, $250,000 for fiscal year 1980, $300,000 for -
‘tlisggl year 1981, $300,000 for fiscal year 1982, and $300,000 for fiscal year

(5) Treatment and control of alecoholism among Indians: $4,000,000 for
fiscal year 1978, $9,000,000 for fiscal year 1979, $9,200,000 for fiscal year 1980,
$16,000,000 for fiscal year 1981, $18,000,000 for fiscal year 1982, and $20,000,-
000 for fiscal year 1983. T

(6) Maintenance and repair (direct and indirect) : sums as provided in
subsection (e) for fiscal year 1977, $3,000,000 and twenty positions for fiscal
year 1978,. $4,000,000 and thirty positions for fiscal year 1979, $4,000,000 and
thirty positions for fiscal year 1980, $4,000,000 and thirty positions for fiscal
year 1981, $2,000,000 and fifteen positions for fiscal year 1982, and $1,000,000
and five positions for fiscal year 1983.

(d) The Secretary, acting through the Service, shall expend directly or by con-
t_ract I_lot less than 1 per centum of the funds appropriated under the authoriza-
tions in each of the clauses (1) through (5) of subsection (c) for research in
each of the areas of Indian health care for which such funds are authorized to
be appropriated.

(e) For fiscal year 1977, the Secretary is authorized to apportion not to exceed
$5,000,000 total and such positions as he deems necessary aII;d appropriate for the
programs enumerated in Title IT of this Act.

TITLE IITI—HEALTH FACILITIES

CONSTRUCTION AND RENOVATION OF SERVICE FACILITIES

.SEC. 301. (a) For the purpose of eliminating inadequate, outdated, and other-
wise unsatisfactory Service hospitals, health centers, health stations, and other
Service facilities, the Secretary, acting through the Service is authorized to
expend $466,306,000 over a seven-fiscal-year period in accordance with the follow-
ing schedule:

(1) Hospitals: $128,880,000 for fiscal year 1977, $55,171,000 for fiscal year
1978, $24,703,000 for fiseal year 1979, $70,810,000 for fiscal year 1980,
$45,652,000 for fiscal year 1981, $29,675,000 for fiscal year 1982, and
$33,779,000 for fiscal year 1983.

(2) Health centers and health stations: $6,960,000 for fiscal year 1977,
$6,226,000 for fiscal year 1978, $3,720,000 for fiscal year 1979, $4,440,000 for
fiscal year 1980, $2,335,000 for fiscal year 1981, $1,760,000 for fiscal year
1982, and $2,360,000 for fiscal year 1983.

(3) Staff housing: $1,242,000 for fiscal year 1977, $21,725,000 for fiscal
year 1978, $4,116,000 for fiscal year 1979, $4,695,000 for fiscal year 1980,
$10,070,000 for fiscal year 1981, $6,185,000 for fiscal year 1982, and $6,852,000
for fiscal year 1983.

(b) The Secretary, acting through the Service, is authorized to equip and
staff such Service facilities at levels commensurate with their operation at
optimum levels of effectiveness.

(¢) Prior to the expenditure of, or the making of any firm commitment to
expend, any funds authorized in subsection (a), the Secretary, acting through
the Service, shall—

(1) consult with any Indian tribe to be significantly affected by any such
expenditure for the purpose of determining and, wherever practicable, hon-
oring tribal preferences concerning the size, location, type, and other char-
acteristics of any facility on which such expenditure is to be made; and

(2) be assured that, wherever practicable, such facility, not later than
five years after its construction or renovation, shall meet the standards of
the Joint Commission on Accreditation of Hospitals.

CONSTRUCTION OF SAFE WATER AND SANITARY WASTE DISPOSAL FACILITIES

SEc. 302. (a) The Secretary is authorized to expend, pursuant to the Act of
July 31, 1959 (73 Stat. 267), $153,000,000 within a seven-fiscal-year period fol-
lowing .the enactment of this Act, in accordance with the schedule provided in
sub_sec.tlor} (b), to supply unmet needs for safe water and sanitary waste disposal
facilities in existing and new Indian homey and communities.
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(b) To effect the purpose of subsection (a), there are authorized to be appro-
priated: $43,000,000 for fiscal year 1977, $30,000,000 for fiscal year 1978,
$30,000,000 for fiscal year 1979, $30,000,000 for fiscal year 1980, and $20,000,000
for fiscal year 1981. :

(¢) The Secretary is authorized and directed to develop a plan, together with
the Secretaries of the Interior and of Housing and Urban Development and upon
consultation with Indian tribes, 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: Provided, That
former and currently Federally-recognized Indian tribes in the State of New
York shall be eligible for assistance under this section.

PREFERENCE TO INDIANS AND INDIAN FIRMS

SEC. 803. (a) The Secretary, acting through the Service, may utilize the nego-
tiating authority of the Act of June 25, 1910 (36 Stat. 861), to give preference
to any Indian or any enterprise, partnership, corporation, or other type of busi-
ness organization owned and controlled by an Indian or Indians including former
or currently Federally-recognized Indian tribes in the State of New York (here-
inafter referred to as an “Indian firm”) in the construction and renovation of
Service facilities pursuant to section 301 and in the construction of safe water
and sanitary waste disposal facilities pursuant to section 302. Such preference
may be accorded by the Secretary unless he finds, pursuant to rules and regula-
tions promulgated by him, that the project or function to be contracted for will
not be satisfactory or such project or function cannot be properly completed or
maintained under the proposed contract. The Secretary, in arriving at his find-
ing, shall consider whether the Indian or Indian firm will be deficient with re-
spect to (1) ownership and control by Indians, (2) equipment, (3) bookkeeping
and accounting procedures, (4) substantive knowledge of the project or function
to be contracted for, (5) adequately trained personnel, or (6) other necessary
components of contract performance.

(b) For the purpose of implementing the provisions of this title, the Secretary
shall assure that the rates of pay for personnel engaged in the construction or
renovation of facilities constructed or renovated in whole or in part by funds
made available pursuant to this title are not less than the prevailing local wage
rates for similar work as determined in accordance with the Act of March 3,
1921 (46 Stat. 1491), as amended.

SOBOBA SANITATION FACILITIES

Sec. 304. The Act of December 17, 1970 (84 Stat. 1465) is hereby amended by
adding the following new Section 9 at the end thereof:

“See. 9. Nothing in this Act shall preclude the Soboba Band of Mission
Indians and the Soboba Indian Reservation from being provided with sani-
tation facilities and services under the authority of Section 7 of the Aect of
August 5, 1954 as amended by the Act of July 31, 1959 (73 Stat. 267).”

TITLE IV—ACCESS TO HEALTH SERVICES

SERVICES PROVIDED TO MEDICARE ELIGIBLE INDIANS

Sro. 401. (a) Notwithstanding any other provision of law, for purpose of title
XVIII of the Social Security Act, as amended, a Service facility (including a
hospital or skilled nursing facility), whether operated by the Service or by any
Indian tribe or tribal organization, shall hereby be deemed to be a facility eligible
for reimbursement under said title XVIII: Provided, That the requirements of
subsection (b) are met.

(b) Prior to the provision of any care or service for which reimbursement may
be made, the Secretary shall certify that the facility meets the standards appli-
cable to other hospitals and skilled nursing facilities eligible for reimbursement
under title XVIII of the Social Security Act, as amended, or, in the case of any
facility existing at the time of enactment of this Act, that the Service has pro-
vided an acceptable written plan for bringing the facility into full compliance
with such standards within two years from the date of acceptance of the plan by
the Secretary. The Service facilities shall not be required to be licensed by any
State or locality in which they are located : Provided, however, That the Secre-
tary shall include in his certifications appropriate assurances that such facilities
will meet standards equivalent to licensure requirements.
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« (¢) Any payments received for services provided to beneficiaries hereunder
shall not be considered in determining appropriations for health care and serv-
ices to Indians.

(d) }\Iothing herein authorizes the Secretary to provide services to an Indian
beneficiary with coverage under title XVIII of the Social Security Act, as
amended, in preference to an Indian beneficiary without such coverage.

SERVICES PROVIDED TO MEDICAID ELIGIBLE INDIANS

. SEc. 402. (a) Notwithstanding any other provision of law, for the purpose of
title XIX of the Social Security Act, as amended, a Service facility (ineluding
a hospital, skilled nursing facility, or intermediate care facility), whether
operated by the Service or by an Indian tribe or tribal organization, shall hereby
b(-; deemed to be a facility eligible for reimbursement under said title XIX : Pro-
vided, That the requirements of subsection (¢) are met.

{(b) The Secretary is authorized to enter into agreements with the appropri-
ate §tate agency for the purpose of reimbursing such agency for health care and
services provided in Service facilities to Indians who are beneficiaries under
title XIX of the Social Security Act, as amended.

(c) Prior to the provision of any care or service for which reimbursement may
be made, the Secretary shall certify that the facility meets the standards appli-
cable to other hospitals, skilled nursing facilities, and intermediate care facili-
ties eligible for reimbursement under title XIX of the Social Security Act, as
amended, or, in the case of any facility existing at the time of enactment of this
Act, that the Service has provided an acceptable written plan for bringing the
facility into full compliance with such standards within two years from the date
of acceptance of the plan by the Secretary. The Service facilities shall not be re-
quired to be licensed by any State or locality in which they are located : Provided,
however, That the Secretary shall include in his certifications appropriate assur-
ancet: that such facilities will meet standards equivalent to licensure require-
ments.

(d) Any payments received for services provided recipients hereunder shall
not be considered in determining appropriations for the provision of health care
and services to Indians.

(e) Notwithstanding any other provision of law, with respect to amounts ex-
pended during any quarter as medical assistance under title XIX of the Social
Security Act, as amended, for services which are included in the State plan and
are received through a Service facility, whether operated by the Service or by
an Indian tribe or tribal organization, to individuals who are (i) eligible under
the plan of the State under said title XIX and (ii) eligible for comprehensive
health services under the Service program, the Federal medical assistance per-
centage under said title XIX shall be increased to 100 per centum.

(f) Nothing in this section shall authorize the Secretary to provide services to
an Indian beneficiary with coverage under title XIX of the Social Security Act,
as amended, in preference to an Indian beneficiary without such coverage.

REPORT

SEc. 403. The Secretary shall include in his annual report required by subsection
(a) of section 701 an accounting on the amount and use of funds made available
to the Service pursuant to this title as a result of reimbursements through title
XVIII and XIX of the Social Security Act, as amended.

TITLE V—HEALTH SERVICES FOR URBAN INDIANS

PURPOSE

: Sec. 501. The purpose of this title is to encourage the establishment of programs
in urban areas to make health services more accessible to the urban Indian
population.

CONTRACTS WITH URBAN INDIAN ORGANIZATIONS

SEc. 502. The Secretary, acting through the Service, shall enter into contracts
with lg_rban Indian organizations to assist such organizations to establish and
admimstel.', in the urban centers in which such organizations are situated, pro-
grams which meet the requirements set forth in sections 503 and 504.
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CONTRACT ELIGIBILITY

SEc. 503. (a) The Secretary, acting through the Service, shall place such con-
ditions as he deems necessary to effect the purpose of this title in any contract
which he makes with any urban Indian organization pursuant to this title. Such
conditions shall include, but are not limited to, requirements that the organiza-
tion successfully undertake the following activities:

(1) determine the population of urban Indians which are or could be re-
cipients of health referral or care 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
available to urban Indians;

(8) assist such resources in providing service to such urban Indians;

(4) assist such urban Indians in becoming familiar with and utilizing
such resources;

(5) provide basic health education to such urban Indians;

(6) establish and implement manpower training programs to accomplish
the referral and education tasks set forth in clauses (3) through (5) of this
subsection ;

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

(8) make recommendations to the Secreary and Federal, State, local, and
other resource agencies on methods of improving health service programs
to meet the needs of urban Indians; and

(9) where necessary, provide or contract for health care services to urban
Indians,

. (b) The Secretary, acting through the Service, shall by regulation prescribe
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 urban Indians in the
urban center involved ;

(2) the size of the urban Indian population which is to receive assistance;

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

I(4) the extent, if any, to which the project would duplicate any previous
or current public or private health services project funded by another source
in such urban center ;

(5) the appropriateness and likely effectiveness of a project assisted
pursuant to this title in such urban center;

(6) the existence of an urban Indian organization capable of performing
the activities set forth in subsection (a) and of entering into a contract
with the Secretary pursuant to this title; and

(7) ‘the extent of existing or likely future participation in such activities
by appropriate health and health-related Federal, State, local, and other
resource agencies.

OTHER CONTRACT REQUIREMENTS

SEc. 504. (a) Contracts with urban Indian organizations pursuant to this title
shall be in accordance with all Federal contracting laws and regulations except
that, in the discretion of the Secretary, such contracts may be negotiated without
advertising and need not conform to the provisions of the Act of August 24, 1935
(48 Stat. 793), as amended.

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

(e) Notwithstanding any provision of law to the contrary, the Secretary may,
at the request or consent of an urban Indian organization, revise or amend any
contract made by him with such organization pursuant to this title as necessary
to carry out the purposes of this title: Provided, however, That, whenever an
urban Indian organization requests retrocession of the Secretary for any con-
tract entered into pursuant to this title, such retrocession shall become effective
upon a date specified by the Secretary not more than one hundred and twenty
days from the date of the request by the organization or at such later date as may
be mutually agreed to by the Secretary and the organization.
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(d) In connection with any contract made pursuant to this title, the Secretary
may permit an urban Indian organization to utilize, in carrying out such con-
tract, existing facilities owned by the Federal Government within his jurisdie-
tion under such terms and conditions as may be agreed upon for their use and
maintenance.

(e) Contracts with urban Indian organizations and regulations adopted pur-
suant to this title include provisions to assure the fair and uniform provision
to urban Indians of services and assistance under such contracts by such
organizations.

REPORTS AND RECORDS

Sec. 505. For each fiscal year during which an urban Indian organization
receives or expends funds pursuant to a contract under this title, such organiza-
tion shall submit to the Secretary a report including information gathered pur-
suant to section 503(a) (7) and (8), information on activities conducted by
the organization pursuant to the contract, an accounting 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 shall be subject to audit by the Sec-
retary and the Comptroller General of the United States.

AUTHORIZATIONS

SEc. 506. There are authorized to be appropriated for the purpose of this title:
$5,000,000 for fiscal year 1977, $10,000,000 for fiscal year 1978, and $15,000,000
for fiscal year 1979.

REVIEW OF PROGRAM

Sec. 507. Within six months after the end of fiscal year 1978, the Secretary,
acting through the Service and with the assistance of the urban Indian orga-
nizations which have entered into contracts pursuant to this title, shall review
the program established under this title and submit to the Congress his or her
assessment thereof and recommendations for any further legislative efforts
he or she deems necessary to meet the purpose of this title.

RURAL HEALTH PROJECTS

SEec. 508. Not to exceed one per centum of the amounts authorized by section
506 shall be available for not to exceed two pilot projects providing outreach
services to eligible Indians residing in rural communities near Indian
reservations.

TITLE VI

AMERICAN INDIAN SCHOOL OF MEDICINE

Sec. 601. The Secretary is hereby authorized and directed to provide for the
establishment, operation, and funding of an American Indian School of Medicine
(hereinafter referred to as the “school”) as provided in this title.

SEc. 602. (a) As an independent part of the plan required to be submitted to
the Congress by section 703 of this Act, the Secretary shall conduct a study and
submit a plan for the establishment, structure, and funding of the school.

(b) The plan shall include, but shall not necessarily be limited to—

(1) the selection of a physical site for the location of the school. In select-
ing such site, the Secretary shall take into consideration—

(Aec)l the centrality of the site to the general Indian population to be
served ;

(B) the location on or in near proximity to an Indian reservation or
reservations of sufficient size and population as to be representative of
the general health needs and problems of Indian people;

(C) the immediate availability of a service hospital which either
currently meets or, with reasonable expenditures, can meet the mini-
mum criteria for accreditation as a “teaching hospital”;

(D) the reasonable availability of and potential cooperation with
other medical facilities or institutions of higher edueation for purposes
of affiliation with the school ; and

(E) evidence of existing or potential support for the school from the
local Indian and non-Indian community.
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(2) the formation, structure, and selection of a board of regents as the
governing body of the school. The board shall be composed of not less than
nine nor more than thirteen members, a majority of whom shall be Indian.
The nomination and selection procedure for membership on the board shall
be democratic in nature and shall provide for active Indian involvement.

(3) a projection on achievement of accreditation of the school;

(4) a statement on existing or potential non-Federal funding sources for
the establishment and operation of the school ;

(5) a statement on the student potential for the school. The plan shall
include a recruitment program with emphasis on recruitment and training of
Indian students; and

(6) a statement on how the school, as proposed in the plan, will meet
the unique health needs and problems of Indian people.

(c) If the plan for the school is deemed approved pursuant to section 703 of
this Act, the Secretary shall take immediate steps to implement such plan. In the
event of disapproval of such plan pursuant to section 703, the resolution dis-
approving such plan shall identify specific areas of objection. The Secretary
shall modify the plan within thirty days after passage of such resolution in con-
formance with such resolution and shall take immediate steps to implement
such modified plan.

SEc. 603. (a) There is hereby authorized to be appropriated, for the purpose
of planning, development, construction, operation and maintenance of the school,
the following : not to exceed $500,000 for purposes of developing the plan re-
quired by section 602 of this title; $1,100,000 for fiscal year 1978 ; $2,525,000 for
fiscal year 1979; $2,755,000 for fiscal year 1980; $3,100,000 for fiscal year 1981;
$3,100,000 for fiscal year 1982; $3,200,000 for fiscal year 1983; and for each suc-
ceeding fiscal year such sums as are necessary to insure the continued successful
operation of the school.

(b) Funds appropriated under this title shall remain available until expended.

(¢) Appropriations made under authority of this title, except those funds for
fiscal year 1977, shall be expended according to budgets devised and approved
by the board of regents of the school.

TITLE VII
REPORTS

SEc. 701. (a) The Secretary shall report annually to the President and the Con-
gress on progress made in effecting the purposes of this Act. Within three months

after the end of fiscal year 1979, the Secretary shall review expenditures and

levels of authorizations under this Act and make recommendations to Congress
concerning any increase or decreases in the authorizations for fiscal years 1981
through 1983 under this Act which he deems appropriate. Within three months
after the end of fiscal year 1982, the Secretary shall review the programs estab-
lished or assisted pursuant to this Act and shall submit to the Congress his
assessment thereof and recommendations of additional programs or additional
assistance necessary to, at a minimum, provide health services to Indians, and
insure a health status for Indians, which are at a parity with the health services
available to, and the health status of, the general population.

REGULATIONS

SEc. 702. (a) (1) Within six months from the date of enactment of this Act,
the Secretary shall, to the extent practicable, consult with national and regional
Indian organizations to consider and formulate appropriate rules and regulations
to implement the provisions of this Aect.

(2) Within eight months from the date of enactment of this Act, the Secretary
shall publish proposed rules and regulations in the Federal Register for the pur-
pose of receiving comments from interested parties.

(3) Within ten months from the date of enactment of this Act, the Secretary
shall promulgate rules and regulations to implement the provisions of this Act.

(b) The Secretary is authorized to revise and amend any rules or regulations
promulgated pursuant to this Act: Provided, Tkat, prior to any revision of or
amendment to such rules or regulations, the Secretary shall, to the extent prac-
ticable, consult with appropriate national or regional Indian organizations and
shall publish any proposed revision or amendment in the Federal Register not
less than sixty days prior to the effective date of such revision or amendment in
order to provide adequate notice to, and receive comments from, other interested
parties.
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PLAN OF IMPLEMENTATION

SEC. 70_3. (a) Within two hundred and forty days after enactment of this Act,
a plan will be pregared by the Secretary and will be submitted to the Congress.

(b) The plan will explain by title and section the manner and schedule by
which the Secretary will implement the provisions of this Act. This will include
a schedule for appropriation requests by title and section.

(c) The Qlan submitted by the Secretary shall become effective and he shall
take im.medlate action to implement the plan at the end of a sixty-day period
(exc_ludmg_ days on which either the House of Representatives or the Senate is
not in session because of an adjournment of more than three calendar days to a
d_ay cgrtain), unless during such sixty-day period either House adopts a resolu-
tion disapproving such plan.

LEASES WITH INDIAN TRIBES

SEc. 704. Notwithstanding any other provision of law, the Secretary is author-
ized, in carr)jing out the purposes of this Act, to enter into leases with Indian
tribes for periods not in excess of twenty years.

AVAILABILITY OF FUNDS

Sec. 705. The funds appropriated pursuant to this A i i
et p 0 this Aect shall remain available

I. Pureose, HisTory aND Backerounp or H.R. 2505

A. PURPOSE

The purpose of H.R. 2525, the Indian Health Care Improvement
Act, is to raise the status of health care for American Indians and
Alaska Natives, over a seven-year period, to a level equal to that
enjoyed by other American citizens. To meet this purpose, H.R. 2525
would provide the direction and financial resources to overcome the
inadequacies in the existing Federal Indian health care program and
invite the greatest possible participation of Indians and Alaska
Natives in the direction and management of that program.

H.R. 2525, the Indian Health Care Improvement Act, addresses one
of the most critical situations in the United States; the health status
of, a,Illd the provision of basic health services to, the American Indian
people.

The most basic human right must be the right to enjoy decent health.
Certainly, any effort to fulfill Federal responsibilities to the Indian
people must begin with the provision of health services. In fact, health
services must be the cornerstone upon which rest all other Federal
programs for the benefit of Indians. Without a proper health status,
the Indian people will be unable to fully avail themselves of the many
economic, educational, and social programs already directed to them
or which this Congress and future Congresses will provide them.

B. HISTORY OF INDIAN HEALTH CARE

In the early history of this country, the only Federal health services
available to Indians were those provided by military physicians as-
signed to frontier forts and reservations. At times, these services were
rendered to fulfill treaty promises. However, the primary concern of
these physicians was the prevention of the spread of smallpox and
other contagious diseases—diseases which were virtually unknown to
Indians before their contact with the white man.

69-524 O - 76 - 2
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In 1849, Indian health policy shifted from military to civilian
administration with the transfer of the Bureau of Indian Affairs
(BIA) from the War Department to the Department of the Interior.
Although some limited progress occurred under this new administra-
tive arrangement, by 1875 there were still only about half as many
doctors as there were Indian agencies, and by 1900 the physicians serv-
ing Indians numbered only 883.

During this time, Indian health services were financed out of mis-
cellaneous funds appropriated to the Bureau of Indian Affairs.
Appropriations earmarked specifically for health services to Indians
began with $40,000 in 1911. The Snyder Act (Act of November 2,
1921, 42 Stat. 208) provided the formal legislative authorization for
Federal health care for Indians. It authorized the Secretary of the
Interior to expend funds for the “relief of distress and conservation of
the health of Indians.” This short phrase of the Snyder Act continues
to be the basic legislative statement of the Federal Government’s ob-
ligation to provide health services to Indians.

In the mid-1920°s a more concerted effort was made to assist the
health needs of Indian communities. This effort was facilitated by

" the assignment of commissioned officers of the Public Health Serv-
ice to Indian health care services. While these highly trained medical
and public health officers strengthened the overall direction of the Fed-
eral Indian health program, other shortcomings in that program
frustrated success in overcoming the numerous serious health prob-
lems of Indians. The program was continually plagued with outdated
facilities, severe understaffing and inadequate appropriations.

By the mid-1940’s, health services and the level-of Indian health
had deteriorated so severely that pressure began to mount for the
transfer of the Indian health program to the Public Health Service
in the Department of Health, Education, and Welfare. The initial
impetus for the transfer came from several studies done of the BIA
health program, including a 1948 Bureau of the Budget study, the
1949 report of the Hoover Commission, and a 1949 study by the
American Medical Association, all of which found the need for a new
approach to Indian health problems. The contents of that report and
subsequent, legislative history suggest the ironic fact that many Con-
gressmen who advocated termination may have supported the transfer
as an action compatible with their effort to repeal laws which they
felt unwisely set Indians apart from other citizens.

In 1954, the Congress enacted the Transfer Act (71 Stat. 370)
which resulted in the 1955 transfer of the Federal responsibility for
health services to Indians from the Bureau of Indian Affairs in the
Department of the Interior to the newly created Division of Indian
Health, under the U.S. Surgeon General in the Public Health Serv-
ice, Department of Health, Education, and Welfare (HEW). In 1968,
the Division of Indian Health was retitled the Indian Health Serv-
ice (IHS). The functions of the Surgeon General have now been
abolished, and the health service programs in HEW have gone through
several administrative reorganizations. The THS is now a division
of the Public Health Service in the Health Services Administration
of HEW. Despite its inception in a termination atmosphere, The
IHS has grown rapidly since 1955. From a budget of $24.5 million
and a staff of 3574 in 1955, it now has an authorized staff of 8108 and
an annual budget of approximately $274 million.
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C. THE DEPLORABLE STATUS OF INDIAN HEALTH

The sad fact are that the vast majority of Indians still live in an
environment characterized by inadequate and understaffed health
facilities; improper or nonexistent waste disposal and water supply
systems; and continuing dangers of deadly or disabling diseases.

These circumstances, in combination, cause Indians and Alaska
Natives to suffer a health status far below that of the general popula-
tion and plague Indian communities and Native villages with health
concerns other American communities have forgotten as long as 25
years ago.

Health statistics provide a measure of not only the progress in,
but also the continuing plight of, Indian health: the incidence of
tuberculosis for Indians and Alaska Natives is 7.3 times higher than
the rate for all citizens of the United States; and, while respiratory
and gall bladder illness statistics are not reported in the general popu-
lation, Indian Health Service officials state emphatically that the
rates for these diseases among Indians and Alaska Natives are sig-
nificantly higher than that of the general population.

Otitis media, an infection of the inner ear which affects most com-
monly children under the age of 2 years, continues to be a leading
cause of disability in Indians and Alaska Natives, and, although surgi-
cal treatment is possible 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 1s 1.1 times the national
average, while the Indian birth rate continues at a rate twice that of
all other Americans.

The prevalence of disease among Indians cannot help but have a
significant adverse impact on the social and cultural fiber of their com-
munities, contributing to general societal disintegration, and the at-
tendant problems of mental illness, aleoholism, accidents, homicide
and suicide.

For example, the suicide rate for Indians and Alaska Natives is
approximately twice as high as in the total U.S. population.

The health statistics relate a deplorable tale, a tale which has a
tragic ending. While every other American can expect to live to the
age of at least 70.8 years, the Indian and Alaska Native can expect
to live only to age 65.1.

All efforts to alter these health conditions among Indians are met
with the initial and fundamental impediment of outdated or indaquate
health facilities.

Of the existing Indian Health Service facilities, some 38 hospitals,
G?dhealth centers, and 240 other health stations are at least 20 years
old.

Many are old one-story, wooden buildings with inadequate elec-
tricity, ventilation, insulation, and fire protection systems, and of such
insufficient size as to jeopardize the health and safety of their occu-
pants.

To meet the needs of some 498,000 Indians, IHS and contract facili-
ties provide some 8,700 hospital beds. Compared with a national aver-
age of 1 hospital bed per 125 persons, IHS and contract facilities pro-
vide 1 bed per 135 persons, a shortage of more than 200 beds under
existing standards of service and demand.
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The Joint Committee on Accreditation of Hospitals (JCAH) has
investigated the conditions of Indian Health Service facilities. It is
their conclusion that only 26 of the 51 existing IHS hospitals, less
than one-half, meet the JCAH standard of accreditation (either be-
cause of insufficient staff or poor physical plants), that two-thirds of
the hospitals are obsolete and that 22 need complete replacement.

In order to overcome the gross deficiencies in the quantity and qual-
ity of existing facilities, more money must be allocated. Per capita ex-
penditures for Indian health purposes are 25 percent below per capita
expenditures for health care in the average American community.
The greater incidence of disease among Indians renders this deficiency
all the more acute. It is further compounded by the fact that many of
our national health programs, designed to assist the general popula-
tion, are difficult or impossible to apply to Indians. Medicare, Medic-
aid, and social security programs afford little relief because, given
the unique social situation of most Indians, very few know they are
eligible for Medicare or have worked long enough for social security
eligibility.

H.R. 2525 would provide the necessary funds and direction to elim-
inate the deficiencies in facilities and would improve access to Medi-
care, Medicaid, and other similar programs.

Central to the Indian health tragedy is the manpower shortage
among physicians and related health personnel-—probably the most
pressing and serious problem facing the Indian Health Service. At
present, there are 495 physicians in the ITHS. Simply translated this
represents a ratio of one physician for every 988 Indians as against a
national average of slightly under 600 persons per physician. This
shortage is complicated by the highly dispersed and remote locations
of many Indian tribes, vast distances between settled areas on reserva-
tions, and the lack of adequate roads and emergency transportation
and communication systems.

Leading medical officials have given truly dire warnings that any
further decline in manpower could have critical implications for the
health of Indians. Yet, despite these warnings, the severe manpower
shortages which are now being experienced by the Indian Health
Service are likely to become even more acute in the coming years. For
approximately two decades, the Indian Health Service drew on the
Doctor Draft Act as the main source for its supply of needed physi-
cians and dentists. Under that Act, physicians and dentists upon
completion of their training were permitted to serve two years in the
Public Health Service in lieu of their military commitment. Conse-
quently, a large number of such health professionals were assigned
to the Indian Health Service in fulfillment of their 2-year military
requirement. However, the expiration of the Doctor Draft Act au-
thority on June 30, 1974, has had the practical effect of eliminating
this stable source of health professionals for assignment to the Indian
Health Service. An absence of adequate housing facilities and the
remoteness and cultural isolation of IHS assignments have added to
the problem of recruiting professional staff.

Unfortunately, the Indian people cannot look to their own tribal
members for relief from the health manpower shortage. There are
only 50 known physicians of Indian descent currently engaged in the
practice of medicine, and all but 2 or 3 are serving non-Indian
patients.
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H.R. 2525 promises both to increase the number of health profes-
sionals serving Indians either as Indian Health Service staff members
or private practititioners and to open new opportunities for young
Indian men and women to enter the health professions for eventual
service to their own people. : .

By and large the problems discussed above relate to those Indians
who live on or near reservations and are members of federally recog-
nized tribes of Indians. However, a substantial segment of the Indian
population—a total of more than 400,000 Indians—resides away from
the reservation, mostly in large urban centers. A different set of health
service problems afflicts the urban Indians and yet the result is a
health status for them quite similar to that of the reservation Indians.

H.R. 2525 contains provisions aimed specifically at assisting urban
Indians to develop health leadership among their own members and
to establish a means of resource identification which will help to meet
their most pressing health needs. An integral aspect of this effort
will be the establishment of outreach programs to seek out individuals
and families who require health care and refer them to services at the
earliest possible date. In addition while current Indian policy pro-
hibits the extension of the Indian Health Service hospital and medical
care program to the urban centers, H.R. 2525 proposes a new program
which will permit the provision of basic health services to Indians
concentrated in a number of major cities throughout the United States.
It should be emphasized, however, that the funds designated for this
program will in no way reduce the level of funding proposed to meet
the serious health and medical needs for the thousands of Indian
people residing on federally recognized reservations and in Indian
communities. The members of federally recognized tribes and urban
Indians should understand that H.R. 2525 in no way sets up a “tug-of-
war” between them for limited financial resources and services. Rather
the measure addresses itself to the needs of both groups.

D. CONCLUSION

The Indian Health Service is the chief instrument through which a
whole range of health care services can be delivered to the Indian
people. Despite its record of accomplishment, the available evidence
clearly demonstrates that the time has come to further strengthen that
instrument.

The purpose, then, of H.R. 2525 is to give the Indian Health Service
the financial and human resources and the legal mandate to meet the
continuing challenges of promoting better health and providing bet-
ter health care among Indians.

II. Overview or H.R. 2525, As AMENDED

A. GENERAL ANALYSIS

Through the various titles, the bill proposes to achieve the follow-
ing objectives:
To assure an adequate health manpower base to provide proper
health services to Indians and a sufficient cadre of trained Indian
professionals and other health workers to permit Indian com-
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munities to have a maximum voice in shaping those services
title I) ;

( To a,s)s’ure the elimination of the enormous backlog among In-
dians of unmet health needs and essential needs and essential
patient care (title IT);

To construct modern, efficient hospitals and other health care
facilities serving Indians where none exist and renovate the
existing facilities, most of which are in a state of general deteri-
oration (title III); ]

To overcome the adverse effects of unsafe water supplies and
insanitary waste disposal systems in Indian communities and
homes (title IIT) ; Y

To enable Indian people to exercise their citizenship rights to
a broader range of national health resources (title IV); {

To assist urban Indians both to gain access to those community
health resources available to them as citizens and to provide
primary health care services where those resources are inadequate
or inaccessible (title V) ; and

To provide for the establishment, funding, and operation of
an American Indian School of Medicine to insure that there is
a pool of adequately, appropriately trained Indian physicians and
other health professionals (title VI).

The seven inter-related titles of H.R. 2525, if enacted into law,
would authorize a sustained and coordinated Federal health effort
addressed to the excessive backlog in the treatment of diseases and
illnesses affecting Indian people in both reservation and urban set-
tings; to the physical shortcomings and staffing deficiencies in Indian
Health Service facilities; to the inadequate water and waste disposal
systems which serve as the source of numerous communicable diseases
in Indian communities; and to the several legal constraints which
preclude reservation and urban Indians from making use of national
health resources on the same basis as all other citizens.

This effort would be sustained by incremental increases over a 7
fiscal year period to the current Indian Health Service budget base.
The incremental approach is chosen in lieu of mounting a “crash” pro-
gram, because the latter, with its too sudden infusion of funds, in-
evitably proves to be uneconomical and unmanageable. It is antici-
pated that the incremental increases in financial resources would serve
to eliminate the documented excessive backlogs in health care require-
ments and establish a firm foundation upon which a continuous pro-
gram capable of meeting the total health needs of the Indians and
Alaska Native people could be maintained after the end of the 7
fiscal year periog.e

Title II—Health Services—and title III—Health Facilities—are
based on a forward plan developed by the Indian Health Service per-
sonnel through several years of careful and intelligent health planning
activities. Throughout the formulation of this plan, the Indian people
have fully participated in its development. Moreover, professional
medical and public health organizations have expressed their endorse-
ment of the forward plan and consider it to be a realistic approach
when measured against the known health needs of the Indian people.
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B. LEGISLATIVE HISTORY

Indian health reform legislation was introduced in both Houses of
the Congress in the 93d Congress. The Senate held extensive hearings
on and passed S. 2938, but no action was taken by the House at that
time. Later, the legislation was reintroduced in both Houses in the
94th Congress. On May 16, 1975, a bill (S. 522), substantially the same
as the one passed by the Senate in the 93d Congress, was unanimously
approved, with minor amendments, by the Senate.

Because of the critical need for this legislation, several bills were
introduced in the House of Representatives in the 94th Congress. The
bills are:

H.R. 2525, by Mr. Meeds, Mr. Risenhoover, Mr. Johnson of Cali-
fornia, Mr. Melcher, Mr. Benitez, Mr. Edwards of California, Mr.
Davis, Mr. Wilson of California, Mr. Fraser, Mr. Roybal, Mr. Brown
of California, Mr. Rodino, Mr. Harrington, Mr. Weaver, Mr. Jenrette,
Mr. Miller of California, Mr. Cornell, Mr. O’Hara, Mr. Young of
Alaska, Ms. Holtzman, Mr. Roe, Mr. McCormack, Mr. Bolling, Mr.
Ottinger and Mr. Stokes;

H.R. 2526, by Mr. Meeds, Mr. Badillo, Mr. Pepper, Mr. Ryan, Mr.
Danielson, Ms. Chisholm, Mr. Ford of Michigan, Mr. White, Mr. Met-
calfe, Mr. Solarz, Mr. Duncan of Oregon, Mr. Sarbanes, Ms. Abzug,
Mr. Yates, and Mrs. Esch;

H.R. 3621, by Mr. Matsunaga;

H.R. 3351, by Ms. Schroeder;

H.R.8956,by Mr. Drinan ;

H.R. 7852, by Mr. Rhodes, Mr. Conlan, Mr. Steiger of Arizona, and
Mr. Lujan;

H.R. 9130, by Mr. Rhodes, Mr. Horton, Mr, Wilson of Texas, Mr.
Burgener, Mr. Riegle, Mr. Winn, Mr. Regula, Mr. Roe, Mr. Rooney,
Mr. Wilson of California, Mr. Melcher, Mr. Stark, Mr. McDade, Mr.
Baldus, Mr. Badillo, Mr. Vander Jagt, Mr. Simon, Ms. Burke, Mr.
Hannaford, Ms. Chisholm, Mr. Jones of Oklahoma, and Mr. Obey ;

H.R. 9919, by Mr. Rhodes and Mr. Udall;

H.R. 12278, by Mr. Clausen ; and

H.R. 12331, by Mr. Clausen, Mr. Hall, Mr. Abdnor, Mr. Bingham,
Ms. Pettis, Mr. Bonker, Mr. Bergland, Mr. Lagomarsino, Mr. Blouin,
Mr. Baucus, Mr. Taylor of North Carolina, and Mr. Hicks.

The language of the various House bills was either that of the legis-
lation in the 93d Congress or of the bill, S. 522, as passed by the Senate
in the 94th Congress.

On February 24, 1975, the legislation was first referred to the Sub-
committee on Indian A ffairs of the Committee on Interior and Insular
Affairs. The Subcommittee held hearings on the legislation in Okla-
homa on May 23, 1975; in New Mexico on May 24, 1975 ; in Alaska on
August 4-8, 1975 ; and in Washington, D.C. on September 25-26, 1975.

Subsequently, informal and formal Subcommittee markup sessions
were held on October 28-29 ; November 6; and December 9, 1975. The
Subcommittee amended the bill to reflect the language of the Senate-
passed bill and H.R. 7852 by Congressman Rhodes of Arizona. The
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bill, as thus amended, was further amended and reported favorably
to the Full Committee on December 9,1975.

H.R. 2525 was considered in the Committee on Interior and Insular
A ffairs on January 28; February 26; and March 2, 1976. A fter exten-
sive discussion and explanation and further amendment, the bill was
ordered favorably reported on March 2, 1976. Subsequently, H.R.
12278 and H.R. 12331, containing the language of H.R. 2525 as re-
ported by the Full Committee, were introduced.

C. PUBLIC SUPPORT FOR H.R. 2525

In addition to the numerous House sponsors of the legislation, the
Committee received evidence of support, either through direct testi-
mony before the Subcommittee on Indian Affairs or through other
communication, from a broad spectrum of public and private orga-
nizations and individuals. The list includes :

Members of Congress

Senator Dewey Bartlett
Congressman John B. Conlan
Senator Paul Fannin

Senator Barry Goldwater
Senator Henry M. Jackson
Congressman John H. Rhodes

National Medical Associations

American Academy of Family Physicians

American Academy of Pediatrics

American Association of Colleges of Pharmacy
American Association of Colleges of Osteopathic Medicine
American College of Obstetricians and Gynecologists
American Dental Association

American Hospital Association

American Medical Association

American Optometric Association

American Psychological Association

American Public Health Association

American Speech and Hearing Association

The Association of State and Territorial Health Officials

National Indian Organizations

American Indian Nurses’ Association. Inc.
Association on American Indian Affairs
Association of American Indian Physicians
Coalition of Eastern Native Americans

National Congress of American Indians

National Indian Board on Alcohol and Drug Abuse
National Indian Education Association

National Indian Health Board

National Tribal Chairmen’s Association
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Other

Alaska Department of Health and Social Services
Friends Committee on National Legislation

In addition to the cosponsors of the legislation and the foregoing
supporters, the Committee has received innumerable expressions of
support, through direct testimony or other communication, from
Indian tribes, regional Indian organizations, and other private and
public individuals, both Indian and non-Indian.

D. MAJOR PROVISIONS

Title I—Indian Health Manpower

Title I establishes the Indian Health Manpower program consisting
of a recruitment and counseling program, a preparatory scholarship
program, a professional scholarship program, an extern program, and
continuing education. This health manpower program should be viewed
as a “package” designed to strengthen and expand the capacity of the
Indian Health Service to obtain sufficient health professionals to meet
the health care needs of Indians. More specifically, title I is justified
on the basis of the following points: .

First, title I is designed as an /ndian-oriented health manpower
program. By designing a separate Indian health manpower program,
there is a greater chance of obtaining sufficient personnel to serve in
the Indian Health Service and to produce greater numbers of Indian
health professionals.

Second, the administration of an Indian Health Manpower program
has been assigned to the THS. By assigning the administration of the
program to IHS, the chances for success are greater because it is in
the interest of THS to assure that the program works.

Third, the health professional scholarship program is designed to
provide enough financial support to attract, and to adequately support
Indian students.

Fourth, the programs in title I are related to each other and form a
coordinated effort to meet Indian health manpower needs under one
administrative entity.

Section 102. Health Professions Recruitment Program for Indians
Provisions.—This section establishes a grant program to facilitate
the recruitment of Indians into health profession careers.
Purpose.—Since a basic purpose of H.R. 2525 is to increase the num-
ber of Indians in health profession careers, it was felt that a specified
program should be established to encourage Indians to choose a health
career.

_Expected Results—In the seven fiscal years for which authoriza-
tions are provided in H.R. 2525, it should be ppossible to contact 150,000
students from 300 tribal groups to determine their potential for train-
ing in the health professions.

Cost.—For. the seven fiscal year period, there is authorized a total
of $15 million.
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Section 103. Health Professions Preparatory Scholarship Program
for Indians

Provisions—Under this section, scholarships are to be provided to
qualified Indians, regardless of whether or not they are reservation
Indians, for not to exceed two academic years which shall be for com-
pensatory pre-professional health education curriculum. The scholar-
ship shall cover costs of tuition, books, transportation, board, and other
necessary related expenses.

Purpose.—Section 103 is designed to support Indian students inter-
ested in health careers and to encourage completion of pre-profes-
sional studies.

Ewxpected Results—Approximately 1700 Indian youngsters will re-
ceivle; compensatory training for not to exceed two years of academic
work.

Cost—For the seven fiscal year period, there is authorized a total
of $10 million.

Section 104. Health Professions Scholarship Program

Provisions—Under this section, scholarship grants are to be made
available to any qualified individual, but with Indians as priority
recipients. In return for the scholarship, the recipients must agree to
provide their professional services to Indians, either through the THS
or private practice.

The THS is authorized to establish scholarship priorities according
to existing health professional needs.

Each scholarship would fully cover the cost of tuition. In addition,
an amount would be provided to cover the costs of books, ¢transporta-
tion, board and other necessary related expenses. The amount of the
grant to cover expenses would be based on the financial resources of
the grantee and would not exceed $8,000 per pear.

'AS a condition for the scholarship, each grantee would be obligated
to serve in the Indian Health Service for a period of years equal to
the number of years the grantee received scholarship support. Under
certain conditions, private practice would be permitted as a pay: back
for scholarship support if that private practice involves serving a sub-
stantial number of Indians.

The bill, as amended, provides that a grantee who fails to fulfill the
service obligation must repay the grant as if it were a loan, with inter-
est, in proportion to the time for which the grantee failed to serve.

Purpose.—The primary objective of the health professional scholar-
ship is to increase the number of health professionals, especially Indi-
ans, serving in the Indian Health Service. The Indian Health Service
has always found it difficult to meet its manpower needs, but with the
end of the doctor draft and the increasing demand being placed on
THS services the pressures are growing. A scholarship program which
requires service as a pay-back 1s seen as a primary tool to meet such
pressures.

The justification for a large scholarship grant is based on a recent
GAO study which made it very clear that to overcome the resistance
of most medical students to serving in rural areas, especially reserva-
tions, it would take a generous scholarship. In addition, available evi-
dence would indicate that without sufficient financial resources, many
Indian students would be unable to remain in school since existing
programs are inadequate.
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Ewzpected Results.—An estimated 9,000 students would be provided
scholarship assistance at ap'proxléna.tely $10,000 per gtudent. This
would include tuition payments and expenses. 3 ]

Cost—For the Sevell)l }Tisca,l year period, there is authorized a total

of $90.05 million.

Section 106. Indian Health Service Extern Programs [y
Provisions.—Under this section, the Indian Health Service is au-

thorized to employ either individuals recelving scholarship grants

under section 104 or other individuals o%ngg.%ﬁd in health professional

training during any non-academic period of the year.

mPurpgose.—-I’]ﬁle gurpose of this 1?s:ction is to facilitate employment

opportunities for medical students and to provide a further oppor-

tunity to recruit medical care p_emonnel. g
Ezpected Results—Approximately 4,100 students could be exp

to actual work situations in the THS. y X
Cost—TFor the seven fiscal year period, there 1s authorized a total

of $10 million.

Section 106. Continuing Education Allowances YO
Provigions—This section authorizes funding for continuing educa-
tion programs for health professionals employed by the Indian Health
Service. !
Purpose—A recent GAO study indicated that one of the major rea-
sons why health professionals resisted serving 1n rural areas was the
lack of professional contact and continuing education programs. This
section is designed to assist in meeting that need. This program will
also facilitate recruitment. . ;
Ewpected Results.—1t is expected that 3,750 health professionals in
the Indian Health Service would be aﬂt;(:lrded continuing education op-
ortunities in the seven fiscal year period. 4 3
p Cost.—For the seven fiscal year period, there 1s authorized a total
£ $1,875,000. _
% Ys;o;fa,l Cost of Title I.—Title 1 authorizes an expenditure of $126,-
875,000 over a seven fiscal year period.

Title II—Health Services

Purpose—To authorize adequate approp.riatigns over a seven fiscal
year period to eliminate the blacklogs identified in the areas of patient
care, field health, dental care, mental health, alcoholism, and mainte-
nance and repair of service facilities. y

There exists today among the Indian population a blacklog of
needed curative and preventive services as well as essential mainte-
nance and repair requirements for Indian health facilities. o

These needs would be addressed through the following provisions,
reflecting the seven fiscal year total:

Section 201(c) (1). Patient Care . . _
To remove the backlogs in direct patient care, this section authorizes
$182.4 million. 3

Section 201(c) (2). Field Health

To provide field health services—which include environmental
health, public health nursing, health education, and field medical

services—this section authorizes approximately $62 million.
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Section 201 (c) (3). Dental Care

To reduce the tremendous backlog in dental needs and services, this
section authorizes $15.1 million.

Section 201 (c) (4). Mental Health

Community mental health services—$16.1 million;
Inpatient mental health services—$5.7 million ;
Model dormitory mental health services—$5,625,000 ;
Therapeutic and residential treatment centers for Indian children—
$3;;3‘00,000; ) .
raining of traditional Indian practitioners i 3
approximately $1,500,000. . T

Section 201 (c) (5). Treatment and Control o f Alcoholism
$76,200,000 is provided for this purpose.

Seqti;n 201; (¢) (6). Maintenance and Repair of Indian Health Service
ities
$18 million is provided for this subsection.

Section 201 (e) Fiscal Y ear 1977 Authorization

$5 million is authorized to be apportioned as the Secretary deems
necessary among the programs authorized under title IT.

Ewpected Results of Title 11 Programs

. The phased approach recommended in Title IT will not only result
in a reduction of the major illnesses and diseases which prevent In-
dians from enjoying optimum physical and mental health, but also
the establishment of a firm program base which will enable THS to
provide the levels of health services beyond the life span of H.R. 2525.

Total Cost of Title I1: Title IT provides an authorization of $390,-
925,000 over a seven fiscal year period.

T'itle I1I—Health Facilities

Construction and Renovation of Service Facilities

Purpose—To authorize sufficient appropriations over a seven fiscal
year period to provide for the elimination of inadequate, outdated,
and unsa.tlsfactpr'y Indian Health Service hospitals, health centers,
and health stations; and to provide for the construction of new and
replacement housing to accommodate the health staff assigned to re-
mote stations.

The Indian Health Service operates 51 hospitals to serve the health
needs of Indians. Of these 51 hospitals, approximately one-third
would never be capable of meeting national fire and safety code stand-
%I;ds, and lessfthaz halggtretg.ccre}liﬁed undeln' the standards of the Joint,

mmission for Accreditation of Hospitals, The av
hospitals is about 21 years. ; B o theso

The THS provides staff housing facilities at remote locations where
adequate housing is unavailable in the private market. Rentals are
charged employees for the use of these facilities, or, in the case of
Commissioned Officers, they do not receive their rental allowance,
There is a current existing shortage of 1000 staft housing units.

-
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These construction needs would be addressed in the following provi-
sions, reflecting the seven fiscal year authorizations:

Section 301(a) (1). Hospitals
$383,670,000.
Section 301 (a) (2). Health Centers and Health Stations
$27,801,000.
Section 301 (@) (3). Staff Housing
$54,835,000. : .
Ewzpected Results of Section 301.—These sections would provide for
the construction of 20 replacement hospitals; construction of 3 new
hospitals; and modernization of 14 hospitals. They provide also for
construction of 52 new, replacement or expanded health centers and
construction of several hundred staff quarters. N
Cost of Section 301—Provides an authorization for appropriations
of $466,306,000 over a seven fiscal year period.

Section 302. Construction of Safe Water and Sanitary Waste Disposal
Facilities

Purpose—To authorize sufficient appropriations over a seven fiscal
year period to provide for the construction of safe water and sanitary
waste disposal facilities in existing Indian homes and communities.

The lack of safe water, adequate waste disposal facilities and other
sanitation facilities in many Indian and AIl)aska. Native homes and
communities materially contributes to the high incidence of certain
environmentally related diseases on Indian reservations and in Alaska
Native villages.

Even after the completion of sanitation facilities projects authorized
and requested througﬁ fiscal year 1976, there will still remain an esti-
mated 21,000 existing Indian and Alaska Native homes which lack
running water and/or an adequate means of waste disposal. There will
also remain nearly 17,000 homes which require upgrading or other
improvements to the water and/or disposa.le?acilities to meet with cur-
rent standards.

Work is also required to provide capital improvements to community
water and sewer systems %e.g. new wells, storage, treatment) and to
establish and equip tribal operation and maintenance organizations
and solid waste collection and disposal systems.

These needs would be addressed through the following provision,
reflecting the seven fiscal year total :

Section 302. W ater and Sanitation Facilities

$153,000,000.

Ewxpected Results.—This section would provide sanitation and water
service to 23,000 Indian homes which exist without running water or
adequate means of waste disposal. 17,000 homes require improvements
to water and sewer services.

Section 303. Preference to Indians and Indian Firms

Purpose.—To provide, where possible, that the Secretary of Health,
Education, and Welfare must give preference to any Indian firm in



26

awarding contracts for the construction and renovation of Service
facilities pursuant to section 301 and in the construction of safe water
and sanitary waste disposal facilities pursuant to section 302. This
provision recognizes the need for economic development on the reser-
vations and attempts to stimulate that development through the
awarding of construction and renovation contracts.

T'itle IV—Access to Health Services

Section 401. Services Provided to Medicare Eligible Indians

Provigions.—This section makes eligible for reimbursement under
;he_ 1.l\Itt;dlcare Program services rendered to Indian patients in service
t}al.pl 1ties, whether operated by IHS or an Indian tribe, In addition,
. 18 section provides that JPayments received by such facilities are to

e credited to the facility itself and such payment shall not be consid-
ere}c)l as a basis for changing thé level of appropriations.
s urpose.—The purpose of this section is to remove a current prohibi-
fml:xl against Medicare reimbursement for services performed in IHS
Ma.c(li 1ties. By removing this limitation, the IHS will be able to service
he_ lcare Indian patients who previously had only been able to use
their benefits in hospitals far removed from the reservation.

Sectz'on.4.02. Sem:ic.es Provided to Medicaid Eligible Indians
Provisions—This section is similar to section 401 except that it re-

lates to Medicaid and authorizes a
. L greements between the IH,
the State concerning reimbursement. This section also cotiltaing 1‘::111(%
ﬂl:rﬁ?ngt;:(ﬂ:(;ng_ for gle cr}tla_dblting of payments to the facility per-
! rvice and prohibiting th i
ch;,)ngmg the'lle:,}\lrel of app?opﬁation%. SR s e o
urpose.— L'he purpose is the same as for Section 401.

@;wpected Resu.lta.—.Tbe anticipated results of this title are neces-
i_at;.y unknown since it 1s nearly impossible to predict the number of
n latr;lesd who would qualify for Medicare and/or Medicaid. It can be
g:}zﬁ(; - (il_oweI\_rIer i;hat some increase in the amount of money available
Ry 1an Health Service facilities will result from passage of this

T'itle V—Access to Health Services for Urban Indians

Provisions—Under this title, the THS i i i
. is authorized to enter into
contracts with urban Indian organizati i i
establishi!ng o adminilﬁe I'lIIll gt')fganlzatlons to provide assistance for
referral programs to make urba i
available urban health services; and e SRl f
direct health care programs for urban Indians.
The ]i;'owsmns also include the following :
:h: cogtterqctufal oonlditions which the THS may impose;
criteria for selecting urban Indi izati
b (if g z ndian organizations for the
__general contracting provisions relating to Indian
s . . s
which are similar to those contained in I§L. 93-638 tilemIcixs(tii:If
Self-Determination and Education Assistance Act;
an annual report requirement ; and ’
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a requirement that the ITHS review and submit to Congress
(6 months following the end of the 1978 fiscal year) a report with
legislative recommendations.

Purpose.—The need for expanded contractual authority is justified
on the basis that existing pilot programs administered by IHS have
shown that Indian referral programs in urban areas have increased
urban Indians awareness of existing health services. Support of
direct care programs is justified on the basis that some urban Indian
health care programs are already providing direct care services and
it would be inappropriate to restrict Federal funds to support of
referral programs only.

Expected Results—The passage of this provision of H.R. 2525
would result in the establishment of comprehensive medical health
facilities in 26 urban areas serving more than 200,000 American
Indians.

Cost.—Title V authorizes an expenditure of $30 million over three
fiscal years.

Title VI—American Indian School of Medicine

Provisions.—This title directs that the Secretary of Health, Educa-
tion, and Welfare will provide for the establishment, operation, and
funding of an American Indian School of Medicine. The title directs
the Secretary to submit his plan for establishing the school and set
certain criteria and factors he must take into consideration in de-
veloping his plan.

Purpose—Many of the health problems and the requisite skills
necessary to minister to these problems are often unique. Existing
medical schools are not geared to providing adequate training to their
students to meet these needs. In addition, the growing necessity for
trained Indians in the health professions coupled with the limited
vacancies in existing medical schools requires that an Indian school
be established to meet both of these needs.

Cost.—$16,280,000

Title VII—Miscellaneous

Provisions.—(1) The Secretary of HEW is required to file an an-
nual report on the implementation of this Act. In addition, the Sec-
retary shall review the programs established under this Act and submit
to the Congress recommendations for additional assistance at the end
of fiscal year 1979. Finally, the Secretary is required to assess the
future course of programs authorized under H.R. 2525 following the
end of fiscal year 1982.

(2) A schedule for the publication of regulations is mandated.

(8) The Secretary is required to submit to the Congress within 240
days of enactment a plan setting forth precisely how the Administra-
tion intends to implement the provisions of this Act. The plan will be
subject to review and disapproval by either House of the Congress.

(4) The Indian Health Service is authorized to enter into 20-year
leases with Indian tribes.

(5) Funds appropriated under this Act are to remain available
until expended.
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III. Tue INpiax Heavtm MANPOWER SHORTAGE: BACKGROUND AND
AN ANaLYsts oF Trrie I As A MENDED

A. BACKGROUND—THE SHORTAGE

The degree of success of any health care delivery system is often
measured by the extent to which its manpower—doctors, dentists,
nurses, and other health personnel—meets the needs of the population
it serves. Effective health personnel are a primary factor in the pro-
vision of quality health care; where manpower is in short supply or
under-utilized the health care system is placed in serious jeo ardy.
These statements are particularly applicable to the Indian ealth
Service. At a time when Indians are expressing increasing confidence
in the Indian Health Service by making greater use of its services,
its capacity to fully meet this demand is being crippled by a manpower
shortage of serious dimensions. Title T is designed to meet the chal-
lenge of the health manpower shortage in the IHS.

Sources of Manpower

As noted in a }[)):eceding section of this report, Federal health serv-
ices for Indians gan under the auspices of the War Department in
the early 1800’s when Army physicians participated in a large scale
effort to curb contagious diseases among Indian tribes located in the
vicinity of military posts. In 1849, when the Federal responsibility
for Indians was transferred from the War Department to the newly
created Department of the Interior, the position of Chief Medical
Supervisor was established and civil service health professionals were
employed to deliver health services, For almost a century the source
of manpower for health care was provided through the civil service
until 1926 when officers of the Pull))lic Health Service Commissioned
Corps were detailed to the Indian Health Service program.

Since 1926, the Commissioned Corps has been the primary source
of health manpower for the Indian Health Service. Over the last few
years, the great majority of these health professionals have entered

10 ; ve their two year
military commitment through the Public Health Service. In fact, in

1971 it was reported that nearly 70 percent of the physicians and

dentists in the Indian Health Service were there in lieu of military
service,

The Current Challenge : Increase in Demand and Decrease in
Personnel

A combination of events has produced a manpower shortage of
severe, if not crisis, proportions for the Indian Health Service.

First, the Indian Health Service has experienced a sharp increase in
the demand for its services since 1955, For example, hospital admis-
sions have jumped 107 percent during this 19 year period. During the
same period the hospital utilization rate (admissions per 1,000 per-

sons) for Indian Health Service and contract facilities has risen 41
percent.
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HOSPITAL UTILIZATION RATE—INDIAN AND ALASKA NATIVES, FISCAL YEARS 1955-74

Total Indian health service Contract

ilizati ilizati ilization

Utilization Utilization Ut e

te per 1,000 Number of rate per 1,000 Number of rate per 1,0

Fiscal year a’}#,’{;’;?.,’,,‘;' . po'::ulation admissions population admissions population
3

212.4 73,402 150.2 30, 457 62.
i e R R
102, 472 ‘ : 6,418 %.3
94,945 206.6 70,729 153.9 %4, a . 2.7
92,710 205.7 67,877 150.6 : 2.1

- 13.9 69, 560 157.5 24,930 ;
i Er —gmecamoaae 0
89, 556 211.3 ! i : 3.9

; 221.3 67,049 161.6 24, 750 :
s fl g md Am Bl
89, 934 226.7 ; r 60. 5

: 225.7 64, 749 166.9 22, 800 :
ss{ i;g 2144 59,976 157.8 zl,ggo ggg
R %g? 3 gg g;i h‘g . 19, 880 52.3
73 s 198.0 ?;', 68 7.5 18,700 50.5
L

; 0 46,218 ; X
57:975 %gg 2 42,762 128.1 ! 2751

Source: Indian Health Service, HEW, “Indian Health Trends and Services,” 1974 edition.

i isi i tations
tpatient visits to IHS hospitals, health centers, and field statior
ha(v?(:1 i?lcreased each year since fiscal ’yea}r 1955. Total outpatient visits
in fiscal year 1974 were 2,361,654—five times as many visits as reported
in 1955. Outpatient visits to field clinics have increased almost tenfold
during the period 1955-1974.

NUMBER OF OUTPATIENT MEDICAL VISITS! TO IHS HOSPITALS AND FIELD HEALTH CLINICS—FISCAL YEARS

1955-74

Fiscal year Total Hospitals Field clinics
2,361, 654 1, 366, 564 995, 090
2,329, 160 1,330, 660 989, 500
2,235, 881 1,275,726 2950, 165
195, 240 202,030 993,210
1,786,920 1, 068, 820 718, 100
1, 661, 500 2,300 679, 200
575, 440 926, 640 648, 800
1, 494, 600 849, 80 644, 800

7,000 788, ;
l: ggs 400 757,700 567, 700
1, 295, 000 742, 400 552, 600
1,271, 400 721,7 , 700
1,142, 300 673,200 469, 100

" 600 628, 700 ;
' 989, 500 585, 100 404, 400
957, 900 546, 900 411, 000

" 000 533, 440

650, 000 510, 140, 000
, 860 415, 860 125, 000
455, 000 355, 000 100, 000

! des visits for dental services. .
3 Etgrl;aeszd because of underreporting of grouped services.
3 Estimate.

Source: Indian Health Service, HEW, “‘Indian Health Trends and Services,”” 1974 Edition.

In the same nineteen year period, dental services have risen 415.4
percent.

69-524 0 - 76 - 3
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NUMBER OF DENTAL SERVICES PROVIDED—FISCAL YEARS 1955-74

Year e

= psne,l"lvl/:iceeds Percent increase
%g;;— : . 2 : over 1955
197757 : SO TR RS o o

- e i o } 863, 057 3;33
i : e Pean G ST 844,724 359.3
B R e " i 776, 168 331,2
i - : — - it 646, 580 259.2
isess e I S RN 3 634,479 2525
s - enemeaees S 613, 084 240.6
i - : i 545, 509 203.1
158 TER— 502, 710 179.3
i 495, 006 175.0
T R LA W 462, 98] 157.2
B 398 452 1214
Il 364, 988 102.8
i 348, 776 93.8
T 307, 248 70.7
i ‘e 83, 206 57.3
- 282,372 56.9
i o o 249, 048 38,4

: 219,353 ;

Source: Indian Hestth Service, HEW; “Indian Hestth Trends and Setvices,” 1974 edition
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gram and the worrl)ca Cf% i Cqmmlmlty Health Representative iy
ing THS medical cs?re szr:vr;::l;;ng II{e:il'lth Representatives in ex lgf:l)-
In-diigs In making use of THS facilitilc:s;,mm communities and assisting
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STAFF SHORTAGES By PROFESSION

e o PHYSICIANS
Actual 5 3 itas
Funded number V. i s
un acancies i e
pfasmous Dec, 31 on Dec. 31 :;cot;:l 1 o,
Fi 3
-:!l!ﬁ" - 43
1971, "7 e g ; P
1o7 e 32 e 1 i i
197 o 506 16 637 9
197 ] 514 22 649 138
e 492 31 165
...... 528 495 3t sﬁg} 165
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NURSES
Shortage
Funded Actual 1 Actual including
positions number Vacancies needs vacancies
1,101 967 134
1,118 1,015 103
1,165 1,012 153
1,169 1,017 152
, 189 1,069 394
1,194 1,068 400
1,221 1,164 57
1,278 1,225 53
1,285 1,221 64
1,264 1,162 102
1,229 173 1,042
......................................... 162 172
PHARMACISTS
Shortage
Funded Actual Actual including
positions number needs vacancies
Pharmacists:
i} /s el 137 137 307 137
1972 157 157 307 150
L e 158 158 323 165
Ty I R T 162 160 322 162
OTHERS
Shortage
Funded Actual Actual including
positions number ! needs vacancies
ity health representatives,? fiscal year—
Coms 9 : . 410 1,840 1,430
618 1,876 1,
718 1,916 1,198
968 ,992 1,024
0 100 100
0 100 100
25 100 75
41 4200 159
1 CHR'’s and CHM's are not counted while in training status.
2 CHR's are contractor employees, not [HS employees. v
3 As these personnel are tribal employees, no position authority is required.
4 Estimate of total need revised on experience with CHM’s.
Staff shortages in IHS facilities, fiscal year 1974
Hospitals: Y
Number of hospitals (out of 51) meeting staffing standards : E
1. 80 (100 percent} el SR e
2. 60 (79 percent) TV S CLTEN) Oof ARy DIRE Ty 19
3. 40 (59 percent) Xoaie £ 14
4. Less than 40 percent.. = 5 0
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Outpatient clinics:
Number of clinics (out of 51) meeting staffing standards:

1. 80 (100 percent) ._- 9
2. 60 (79 percent) 12
3. 40 (59 percent) 13
4. Less than 40 percent Lo 17
Number of health centers (out of 57) meeting staffing standards:
1. 80 (100 percent) 28
2. 60 (79 percent). rr 26
3. 40 (59 percent) P 3

4, Less than 40 percent.....- . 0

Yet, instead of relief from personnel shortages, the Indian Health
gergce suffered a significant setback with the end of the military

raft.

During the twenty-five year existence of the military draft, the
Public Health Service experienced no difficulty in obtaining physician
manpower since male professionals completing training could serve
their 24 month Selective Service obligation in the Public Health
Service in lieu of the military services. Many took the opportunity
which this option offered and joined the Public Health &rvice—so
many in fact that the PHS enjoyed an application rate of about three
physicians for every available position. Following the end of the draft
on June 30, 1973, however, the Public Health Service experienced a
shortage of 200 physicians. The Indian Health Service found itself
with twenty-two physician vacancies, six after one year of service.
By the fall of 1972, the IHS had applications from only approxi-
mately 100 physicians wishing to begin service as of July 1973. This
compares unfavorably to the fall of 1971, 1970, and 1969, when
respectively, 300, 500, and 700 applications were received. As of No-
vember 1, 1974, the Indian Health Service had received only 39
agglications from physicians wishing to serve as of July, 1974. In
addition, the THS anticipates calling to duty approximately 52 physi-
cians now interning who participated in the Early Commissioning
Program of the Public Health Service and are obligated for two
years service. These figures are particularly discouraging to the THS
which, with a total complement of approximately 500 physicians,
annually must fill 170-200 vacancies created by departing medical
officers, usually after two years of service.

In essence, the elimination of the “doctor draft” and its stable
source of manpower has placed the Indian Health Service in a pre-
carious position. Without immediate help to alleviate its shortage
in personnel, the Indian Health Service could suffer a major crisis
because demand for health care services will substantially exceed the
ability of the THS to deliver them.

The issue, however, is not just maintaining current levels of man-
})ower, but developing a ﬁrogram which will bring health manpower
evels up to parity with the general population.

The number of Indian Health Service physicians and registered
nurses per 100,000 persons served by the IHS has continually lagged
behind the rate for the general population, although a degree of
success in closing the gap was registered prior to the end of the
doctor draft. The number of physicans per 100,000 population in 1971
in the Indian Health Service, was 58 percent of the U.S. rate. In 1960
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rate was less than 40 percent of the U.S. rate. ‘Whereas
:ﬁg galgesfor registered nurses in the ﬁenera,l population hafs expep:
enced a continual increase from 1956 through 1971, the rate T(ﬁ reg::s
tered nurses within the THS has remained almost constant. % (1)'96 e
for the THS range from a low of 213 registered nurses per 100,

lation in 1967 to a high of 230 in 1956. g0
pO'II)‘l}];:’ fqi(gn};; below clearﬁi indicate present need—a need which is

becoming greater as the demand for services increases.

NUMBER OF REGISTERED NURSES AND PHYSICIANS—INDIAN HEALTH SERVICES AND UNITED STATES ALL RACES
~ . « i Y

Registered nurses i Physicians
Rate per 100,000
b Rate per 100,000 e —
1HS United 1H Stantes
Year staff IHS States ! staff IHS : 1
- o al 225 NA 479 100 178
m B OB B8
L G B o e B 1B
981 217 441
331 392 88
930 %%g 325 357 82 {gg
212 319 335 78 E
913 222 306 299 '(I;’a; =
i B3 b R 5 )
ggg 229 268 209 g& u:
790 230 259 195 7
t ing.
; ::gtlsmalr::;u\:gg st%tistics. 1972-73.
3 Estimated.
NA—Not available.
- Source: Indian Health Service.
RATE PER 100,000 POPULATION
400 : ]
NURSES-U.S." R Jonnasenes
‘..........-,..-nnn‘ .
300 ................... 5
............................. NURSES-IHS
e & "linuuuulul|llllll‘“"l'lllDuultlllullllll"l""'
eaanaranetettt
- PHYSIC{ANS—U.S.Z" I
— s
100
PHYSICIANS-IHS
| | L | I | |

?953 1958 1967 1962 1964 1966 1968 1970 1972
CALENDAR YEAR

17 FACYS ABOUT HUBSING
27 HEALTH RESOURCES STATISTICS

Source : Indian Health Service.
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T'he Response to the Challenge '

In testimony before the Senate Subcommittee on Indian Affairs in
1978, Dr. Charles C. Edwards, former Assistant Secretary of Health, :
Education, and Welfare, discussed in detail on-going Departmental
efforts in addressing Indian Health Manpower needs: |

Froving the care to Indians with use of sophisticated techno-
ogic support. The ATS-1—Applications Technologic Sat-
ellite—was used to provide communications to 26 villages in
Alaska via two-way audio to improve diagnostic discussions.
Radio communications are effective only about 25 percent
of the time in those localities. Reliable communications pro-

The issue which this Committee has asked us to address is
namely, What is being done to overcome these disparities?
Before addressing the specifics of our efforts, I would like to
suggest that the total manpower needs can be affected by
optimum utilization of manpower currently on duty. In this
connection 1t is important for the Committee to know that the
last several years, the Indian Health Service has been em-
phasizing the health team approach to the delivery of health
services. This approach is designed to extend the capability
of certain team members to provide high quality services. An
example of this team approach may %e found in the Com-
munity Health Medic activity. In this activity the CHM’s
work 1s an integral part of the health care dilivery team,
relieving the physician of many tasks which can be accom-
plished e%ually as well by one who has less training. In addi-
tion, the CHMs provide assistance to communities to organize
and attack underlying causes of health problems. A prelimi-
nary analysis of the effect of this activity indicates that the
capability of physicians to render health care services has
been greatly extended. While such activities tend to increase
efficiency, they obviously do not eliminate the need for phy-
siclans, especially in view of the increasing Indian population
being served along with increased use of services.

Both the team approach and the improved utilization of
scarce manpower resources are management considerations.
Another management consideration is the acceptance of the
physician assigned to an Indian community by the members
of that community, and interest in the needs of the commu-
nity by the physician. Without such amutual acceptance, the
chances of retaining physicians in the Indian Health Service
are decreased. The Indian Health Service has made a signifi-
cant effort to get Indian people involved in their health pro-
gram. Not only does this effort help the Indian people to-
wards self-determination, but it also help the people in the
community served and the physician who is providing the
service to increase the chances of mutual acceptance.

Personnel practices of the type which appear to offer some
promise regarding professional staff retention include outside
the Service long term training coupled with payback assign-
ments, short term training, and rotation of personnel assigned
to less desirable stations with those assigned to more desirable
stations.

Other projects now being carried out by the Department
may also affect the utilization of and the need for physicians.
The health agencies have particiapted with other parts of
HEW and other agencies and departments, for that matter,
In experiments in telecommunications directed toward im-

vided important diagnostic information and aided in appro-
priate use of air flights to bring needy patients to sources
of emergency medical services. Plans are underway to do
additional studies with the satellite which will evaluate the
use of audio-video devices by paramedics communicating with
Public Health Service hospitals for advice. There are also
plans for an extensive study of primary care to the In-
dian reservations using a variety of telecommunications
mechanisms. . . .”

Recognizing the increasing severity of the personnel prob-
lem resulting from the end of the “doctor draft”, the De-
partment—through the Office of the Assistant Secretary for
Health—has mobilized a substantial recruitment program.
Recruiters are now recruiting in every one of the Nation’s
medical schools and a number of medical organizations and
hospitals throughout the Nation to make known the profes-
sional rewards available to career physicians in Public Health
Service programs, such as the Indian Health Service.

In addition to the Departmental emphasis, in the fall of
1972 the Indian Health Service separately launched several
programs to enhance its physician recruitment efforts. Such
programs included mass mailing to all interns, medical stu-
dents, and practicing physicians; mass advertising in medical
periodicals; classified ac{vertising; a program to actively in-
volve Indian leaders and communities in physician recruit-
ment ; personal correspondence and phone conversations with
interested physicians; visitations to medical schools, hospital
centers, and professional meetings; and enhancement of a pro-
gram to provide short-term periods of 2-3 months of clinical
experience for medical students at reservation facilities. The
results have been promising and an additional 69 physicians
were recruited for duty beginning in the summer of 1973, this
past summer. We are hopeful that the long-range impact of
these efforts will be even more substantial.

To aid in the recruitment effort, there are three programs
authorized which would provide incentives for scarce health
manpower to seek assignments in the Public Health Service.
These programs include:

1. The Early Commissioning Program during the 1972-
78 school year supported 250 students in their senior year of
medical school. Of this number, 56 are obligated to serve 2

ears in the Indian Health Service following completion of
internship or residency training. About 47 of these physicians
are scheduled to commence service with the Indian Health
Service in July 1974. The remainder will be deferred until
the completion of residency training in fiscal year 1976-78.

2. The Public Health-National Health Service Corps
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Scholarship Program, enacted by the Congress in October
1972, as section 225 of the Public Health Service Act, au-
thorized us to provide scholarship support for students in
health disciplines. Unlike our early commissioning program,
which is limited to 1 year of training, the new scholarship
program will permit up to 4 years of support in exchange for
obligated service on a year-for-year basis, but not less than 2
years. Although the enabling legislation limited this scholar-
ship authority to an expenditure of $3 million during fiscal
year 1974, the President’s 1974 Budget contemplates not only
full funding for this program, but a substantial expansion of
the program beyond its present authorization level, for a total
of $22.5 million in 1974. Funding of the program at that level
would provide full support for approximately 2,000 health
professional students. The provisions of section 225 which
created NHSC as presently drawn, however, are unnecessarily
restrictive. The appropriations authorization not only is too
low to permit funding of the program at $22.5 million, but in
addition covers only fiscal year 1974. We believe that substan-
tially larger funding than $3 million is warranted for this
program and that it should be available for use indefinitely.
Legislation has been submitted to the Congress to accomplish
this purpose.

3. The Commissioned Officer Residence Deferment Pro-
gram—CORD—was a program operated during the existence
of the draft. This program permitted physicians to complete
residency training prior to the commencement of their draft
obligation in the%’ublic Health Service. Although the draft
has ended, we do expect that some of these professionals feel
morally obligated to fulfill their agreed period of service fol-
lowing training. For next fiscal year, we expect to retain some
trained specialists in the Indian Health Service from this
program.

While we are confident that these programs will provide a
part of our manpower needs, they are not, certainly, a total
solution. Without the incentive of the draft, we must now ad-
dress realistically the need to bridge the gap between the pro-
fessional opportunities in the Public Health Service and those
available in the private sector, particularly with regard
to retention.

The disparity between income levels of health profes-
sionals inside and outside the Indian Health Service is a con-
tributing factor to the recruitment and retention of Public
Health Service officers. The circumstance is similar in the mili-
tary and a variety of bills, including S. 368, Uniformed Serv-
ices Special Pay Act, attempt to partially resolve this dilemma
by creating pay bonuses of up to $15,000 per year for physi-
cians and other health professionals. The Department will be
requesting authority to offer bonuses to health professionals
of the Commissioned Corps under this provision so that the
Secretary may offer additional financing incentives to health

professionals in programs ex;;leriencing shortages of such .

personnel. We are confident that if legislation is enacted,
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which includes bonuses for our health professionals, an obsta-
cle to sufficient health-professional staffing will have been
removed.!

The authorized programs are in various stages of imple-
mentation. In some cases, they are already underway. In other
cases, the Department has requested necessary legislation or
appropriations. In all cases, it is hoped by tie Department
that the overall effect of these programs when fully imple-
mented will contribute substantially to meeting the manpower
needs of the Public Health Service.

Other programs available to meet manpower needs include the
Bureau of Indian Affairs Scholarship Program and Federal health
manpower scholarship programs which take the form of either schol-
arship assistance in return for service, or loans with a cancellation
feature when the students elect to serve, in health manpower shortage
areas. There are numerous progams but most employ one of these
approaches as an incentive to service in a shortage area. The four
major programs are described below. The first three are administered
under the Health Professions Student Assistance Program in the
Bureau of Health Resources Development (BHRD) of the Health
Resources Administration, Department of Health, Education, and
Welfare. The fourth program is administered by the Public Health
Service.

1. The Health Professions Loan Cancellation Program was author-
ized by the Health Professions Educational Assistance Act of 1965
(P.L. 89-290) and amended by the Allied Health Professions Per-
sonnel Training Act of 1966 (P.L.89-751). Under this program, if a
physician, dentist, or optometrist practices in a health manpower
shortage area and the State Health Authority certifies that such prac-
tice helps to meet that area’s need for health services, then 50 percent
of the practitioner’s Federal Health Professions Student Loan that
is unpaid on the first day of such practice, plus interest, may be can-
celled by the Secretary of HEW at the rate of 10 percent for each
complete year of practice. If the health manpower shortage area is
designated a rural, low-income area, the total unpaid balance may be
cancelled at the rate of 15 percent per year of practice.

Any individual who wishes to participate in this program must: (1)
be licensed to practice medicine, osteopathy, dentistry, or optometry ;
(2) practice his or her profession in a designated shortage area for 12
consecutive months; and (3) have the appropriate State health author-
ity certify his or her eligibility for loan cancellation.

Since the program is a cancellation program, no funds are author-
ized or appropriated. Cancellation benefits are credited to the loan
recipient’s account at the school from which he received the loan. At
the time this program was in effect a student could receive a maximum
loan of $2,500 per academic year.

10n May 6, 1974, the President approved legislation (PL 93-274) to increase special
pay and re-enlistment bonuses for physicians in the Armed Services. Specifically, this
legislation increases monthly special pay for doctors to $350 after completini; 2 years of
service ;: under prior law, doctors became eligible for the $350 monthly spec al pay only
after 10 years of service. The legislation also authorizes the Defense Department and
the Department of Health, Education, and Welfare to pay an annual bonus of up to
$13,500 to physicians who agree to remain on active duty for any number of years under
a written agreement.
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2. The Health Professions Loan Repayment Program—replacing
the loan cancellation program—was authorized by the Comprehensive
Health Manpower Training Act of 1971 (P.L. 92-157). The repay-
ment program authorizes the Secretary of HEW to repay up to 85
percent of an individual’s educational loans—from any source—
incurred for the costs of education at a school of medicine, osteopathy,
dentistry, veterinary medicine, optometry, podiatry, or pharmacy in
return for service in a health manpower shortage area.

To be eligible for the loan repayment program, an individual is
required to demonstrate: (1) licensure or completion of steps necessary
for licensure to practice in a health manpower shortage area ; (2) com-
pletion of necessary arrangements for practice; (3) professional edu-
cation and receipt of a professional degree in medicine, osteopathy,
dentistry, veterinary medicine, optometry, pharmacy, or podiatry;
and (4) unpaid educational loans eligible for partial repayment.

In order to participate in the program, the individual must enter
into an agreement with the Secretary of HEW to practice his profes-
sion (as an individual private practitioner or as a member of the
National Health Service Corps) in a health manpower and shortage
area for two or three years. Shortage areas are determined by the
Secretary after consultation with the appropriate State health
authority.

Under the terms of the program, the Secretary will repay those

portions of an individual’s professional educational loans, plus inter-
est, which are outstanding on the beginning date of the agreement,
at the rate of 60 percent for the first two years of service in a shortage
area and an additional 25 percent for a third year of service.
. Although no funds are specifically authorized in P.L. 92-157 for
the loan repayment program, the Administration requested $400,000
for fiscal year 1974 and $600,000 for fiscal year 1975 to make repay-
ment of loans. Congress appropriated $400,000 for fiscal year 1974.
P.L. 92-157 expired on June 30, 1974. Legislation is currently pending
in Congress to reauthorize it.

3. The Physician Shortage Area Scholarship Program was author-
ized by the Comprehensive Health Manpower Training Act of 1971
(P.L. 92-157). An eligible medical or osteopathic student may receive
up to $5,000 a school year for a maximum of four years. For each
academic year of support, the scholarship recipient must agree to
practice primary care for a 12-month period in an area short of physi-
cians or where a substantial number of patients are migratory farm
families. A recipient of a scholarship for four years may repay one
year by serving an internship or residency in primary care in a hos-
pital located in a shortage area or having a substantial number of
patients who are migratory farm workers or their dependents. If a
recipient of a scholarship fails to complete his or her service obligation,
he or she must repay a proportionate amount of the scholarship plus
interest and only half of his or her service time will be credited.

Scholarships are awarded to students of medicine or osteopathy
according to the following priorities: (1) applicants from low-income
families who reside in a physician shortage area and agree to return
there, after completing training, to practice primary care; (2) appli-
cants who reside in a physician shortage area and agree to return there,
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after training, to practice primary care; (3) applicants from low-
income families; and (4) other applicants.

Physician shortage areas are designated by BHRD in consultation
with State and local health authorities. Primary care refers to gen-
eral practice, family practice, internal medicine, and pediatrics.

Public Law 92-157 expired on June 30, 1974. However, legislation
has been approved by the Senate to extend this program through
fiscal year 1975 while Congress considers the reauthorization of Fed-
eral health manpower programs.

4. The Emergency Health Personnel Act Amendments of 1972
P.L. 92-585) established the Public Health and National Health
ervice Corps Scholarship Training Program to obtain trained physi-

cians, dentists, nurses, and other health related specialists for the
National Health Service Corps and other units of the Public Health
Service. Currently, only students of medicine and osteopathy are eli-
gible to receive scholarships.

To be eligible for acceptance and continued participation in the pro-
gram, an applicant must be: (1) enrolled as a full-time student in an
accredited U.S. school of medicine or osteopathy; (2) a citizen of the
United States; (3) physically qualified; and (4) maintaining an
acceptable level of academic standing.

Depending upon the need for health manpower, scholarship recip-
ients may serve in a variety of work environments and geographic
locales, including: National Health Service Corps providing health
care to medically underserved communities, Public Health Service
hospitals and outpatient clinics, Indian Health Service hospitals,
clinics and field stations, U.S. Coast Guard medical facilities, or Fed-
eral prison medical facilities.

Under the scholarship program, students are obligated for one year
of service for each year of academic training (with a minimum obliga-

'tion of two years). Obligatory service generally begins upon comple-

tion of one year of post-graduate training (internship). A limited
number of professionals may be approved by the Public Health Service
for additional specialty training outside the PHS and obligatory
service may be deferred until completion of such training.

No funds were authorized for the program in fiscal year 1973—the
year the program was enacted. Congress authorized $3.0 million for
the program for fiscal year 1974 and appropriated the full
authorization.

P.L. 92-585—the legislation authorizing the scholarship program—
expired on June 30, 1974. New legislation 1s currently pending in Con-
gress to reauthorize the scholarship program. In anticipation of re-
authorization, the Administration has requested $3.0 million to be
appropriated for the program for fiscal year 1975. In addition, the
Administration made a supplemental request for $19.5 million for the
program for fiscal year 19?5, which was approved. In addition, the
Senate approved recently legislation to increase the number of posi-
tions for health professionals as members of the Corps.

In summary, it appears it be the position of the Administration
that shortages in health manpower can be met by more effective use of
current staff, existing recruitment and scholarship programs, and
financial incentives.
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Program and Policy Inadequacies

While the Committee wishes to commend the current effort to over-
come the shortages in health manpower facing the Indian Health
Service, it nevertheless is convinced that the existing programs and
policies are substantially inadequate to meet the ofal manpower needs
of the THS.

It is the Committee’s view, after considerable study, that current
policies and programs are too limited in scope, lack sufficient incen-
tives, or are unrealated to Indian Health Service needs. Specifically,
the Committee has noted the following deficiencies in the three basic
Federal programs which have the potential of providing IHS staff.

The Military Bonus Program does offer additional assistance to
physicians in the Public Health Service to help overcome the mone-
tary disparities which exist between PHS personnel and physicians in
private practice. While this may prove helpful to physicians serving
in the Indian Health Service, other health personnel, such as dentists,
are not covered.

Existing ZIEW scholarship programs designed to alleviate man-
power shortages by providing financial assistance in return for service
are inadequate, poorly administered, and, except for the National
Health Service Corps Scholarship Training Program, do not relate to
the Indian Health Service.

Several recent reports have highlighted problems concerning these
various scholarship programs:

Two reports—a General Accounting Office report, Congressional
Objectives of Federal Loans and Scho%arshz’p to Health Professions
Students Not Being Met, and a CONSAD Research Corporation in-
dependent study, An Evaluation of the Effectiveness of Loan For-
giveness as an Incentive for Health Practitioners to Locate in Medical-
ly Underserved Areas—evaluated the loan cancellation program and
both found it wanting. The GAO Study found that less than 1 per-
cent of the individuals eligible for the Federal loan forgiveness
program chose to participate in the program. About 30,000 medi-
cal and dental students received health professions student loans
between 1965 and 1972. Of that total, by October 1973, only 86 physi-
cians and 133 dentists had obtained cancellation of a portion of their
loan for practicing in a designated shortage area. Equally significant,
however, the study concluded that those individuals requesting loan

cancellation would probably have located their practice in shortage
areas anyway. The study indicated that loan forgiveness was not an
effective incentive with respect to choice of practice location.

The independent study supports GAO’s conclusions::

On balance, the forgiveness programs have as yet con-
tributed very few health practitioners to shortage areas.
Unless the current levels of performance change radically in
the next few years, it appears unlikely that loan forgiveness
will have a noticeable impact on the distribution of health
practitioners in underserved areas. Further, the participation
rates for dentists, most of whom have made location deci-
slons, suggests that the current levels of performance are not
likely to change radically for physicians.

We cannot conclude from this data that forgiveness was
an incentive to enter shortage areas for those whose loans were
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forgiven. They may have entered for other reasons and ac-
cepted forgiveness as a windfall. But we can infer that if a
few practitioners are attracted to the forgiveness program,
it is likely to be a rather weak incentive.

The GAO study reviewed not only the Health Professions Loan
Cancellation Program but also the other scholarship programs under
the Health Professions Student Assistance Program. The GAO
found that, in brief, the entire program has not had “a significant
impact on increasing the output of the Nation’s medical and dental
schools, improving the quality of medical and dental students, and
influencing medical and dental school graduates to locate in shortage
areas. Although the program undoubteﬁly had made the health profes-
sions more accessible to students from low-income famll’ges, its effi-
ciency and impact in this regard could be greatly improved.’

Clearly, the dominant theme of these reports is that existing Federal
scholarship programs are weak in their capacity to meet health man-
power shortage needs. 4 v ; ik

They fail, for example, to effectively link the scholarship recipient
to areas of need. In fact, it appears to the Committee that the current
programs often make it difficult for the recipients to arrange for serv-
ice in manpower shortage areas. Such a situation hardly builds con-
fidence in the argument that such programs could help eliminate health
manpower shortages. ; . ;

In addition, the existing programs provide scholarships which are
often financially insufficient to attract interest and participations. Be-
cause of this weakness the effort to meet health manpower needs is
severely impaired. 15 - ]

The GAO report also indicated administrative weaknesses in the
scholarship programs. In regard to the loan cancellation pro-
visions, the GAO indicated that this program had a “negligible impact
on medical and dental school graduates’ decisions on the location of
their practices because most of the students have not been made aware
of the provisions before graduation.” This lack of interest by current
program administrators makes it difficult to believe that through these
kinds of programs health manpower needs could be effectively met.

Finally, a special problem has arisen with regard to those scholar-
ship loan programs which can be cancelled in return for service. Ap,-,
parently, the Internal Revenue Service has determined that “forgiven
loans should be considered income and that taxes must be paid in the
year they are cancelled. This decision makes such provisions even more
unattractive. ! 1 : N

Although these reports did not discuss the relationship of existing
scholarship programs to the needs of the Indian Health Service a num-
ber of problems are apparent : . )

F irsIt), the existing ggograms do not link the recipients dlrect.li tothe
Indian Health Service. Many of the existing programs are either ad-
ministered by financial aid officers at colleges and universities or by
agencies other than the IHS in the Department of Health, Edu-
cation, and Welfare. Under this form of administration there is little
appreciation for the manpower needs of the Indian Health Service.
Without a direct relationship with the IHS, the recipient feels little
obligation to meet his service commitment which is required under

these scholarship programs.
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Finally, most Federal health manpower programs provide support
to a limited category of health professionals. For example, under the
Physician Shortage Area Scholarship Program, only medical or osteo-
pathic students are eligible for financial assistance. Other programs do
include additional student categories, but none provide support for
the whole range of health manpower personnel. The result is that cur-
rent programs are uneven in scope and opportunity.

All of these problems clearly lend support of the Committee’s view
that the current HEW scholarship programs do not respond to the
needs of the Indian Health Service.

The Bureau of Indian Affairs Scholarshi Program is equally, if not
more, inadequate. At the present time the BIA supports approximately
13,500 students. Of these, 200 students are enrolled in courses in the
he};zlt]rll sciences of which 17 are in medical schools and 6 are in dental
schools.

The deficiencies in the BIA program, however, would make it diffi-
cult for the BIA to support a broad scale attack on the health man-
power shortages of the Indian Health Service. F irst, the BIA received
almost $23 million for scholarship support in 1974 and approximately
$32.5 million in 1975 against an estimated need of $42 million. In light
of this need, BIA support of training health professionals would have
to be necessarily limited. Second, the Committee believes it makes little
sense to have a program in one agency which provides financial sup-
port for the training of personnel for another agency. Instead the
Committee suggests that the administration of health training pro-
g}fanﬁslzore properly belongs to the Indian Health Service, not to
the .

In conclusion, the available evidence supports the Committee’s view
that current programs and policies are inadequate to meet the chal-
lenge of overcoming the serious health manpower shortages in the
Indian Health Service. What is needed is a new approach which the
Committee, through H.R. 2525 is committed to realizing.

B. ANALYSIS

Committee Objectives

After evaluating the capacities of exising programs and their po-
tential for responding to the manpower shortages in the Indian Health
Service, the Committee is convinced that the Indian Health Care Im-
provement Act should include provisions which would achieve the
following objectives:

First, that an Indian oriented health manpower program be
established.

Second, that the health manpower program be designed to sup-
port the broad objective of eliminating health manpower short-
ages in all health care areas affecting the Indian Health Service.

Third, that the various elements of the health manpower pro-

gram be interrelated and be subjected to effective coordination and
management.

T
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Fourth, that the administration of an Indian oriented health
ma-n(;lowe’r program be assigned to the Indian Health Service.
Fifth, that a scholarship program be designed to gpwlﬁcallg
increase the supply of health professionals for the Indian Healt
Service. ) [ A
Sixth, that the scholarship program provide sufficient financial
support to attract highly qualified participants, especially Indi-
ans, and to fully meet their educational needs. '+
These objectives were followed in developing the provisions found
in Title I of H.R. 2525.

Provisions of T'itle I With Ewxpected Results and Costs

Title I contains five separate but interrelated programs deSIgngd
speciﬁ?:ally to meet the heglt-h manpower needs of the Indian Health
Service and to produce more Indian health professionals. :‘I‘he Com’;
mittee assigned the administration of this comprehensive “package
of programs to the Indian Health Service because it believes that the
THS, as an established agency with the specific mission to provide
health care to Indians, possesses the necessary administrative machin-
ery 'and the relevant expertise to effectively manage those programs.
More importantly, however, the Committee expects that under this ad-
ministrative assignment the Indian Health Service will quickly realize
that it is in their own “self-interest” to assure the successful implemen-
tation of these programs. Failure to do so will surely plunge the
Indian Health Service into a prolonged and likely dangerous man-

ower shortage.

A This linkagg: of agency self-interest and manpower programs repre-
sents a significant change in the present approach to administering
Federal health manpower programs. Instead of continuing to follow
the pattern of unrelated manpower programs, most of which are
administered by colleges and universities on behalf of individual stu-
dents, Title I definitely establishes in the Indian Health Service a
manpower program to directly service the interests of that agency. No
longer will the Indian Health Service have to wait for assustancei
often in vain, from other program sources but will be able to contro
events so as to realize its manpower objectives on a rational basis.

Following is an outline of the various manpower programs of
Title I:

Health Professions Recruitment Program for Indians :

Program Description.—The Health Professions Recruitment Pro-
gram for Indians to be established by section 102 is a grant program
designed to enable public or non-profit private health or educational
agencies, Indian tribes, or tribal organizations to identify Indians
who have the potential for pursuing health careers, to assist them in
enrolling in schools offering courses in health careers, to help prepare
such students to qualify for enrollment through -secondary tra;;-
ing, to publicize existing sources of financial assistance, and to estab-
lish such other programs as will facilitate the enrollment of Indians
in health care training programs.

69-524 O - 76 - 4
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Program Rationale—The Committee believes that a recruitm
provision 1s vitally necessary to the realization of the objective of ?II:?
g‘g;srlnni%t :gef mllmtl})fl;: of Indian health professionals. In addition, the
eels that a recruitment pro, i i
przgl'allms ilr: T}itl% I are to succeed. R 18k, Do 1o g any
though the Bureau of Health Manpower of the Health Servi
Administration. Department of Healt-h,pEducation, and Welfgr:l}ﬁ
ended an Indian health recruitment program which had been operating
for two years, the Committee believes that such a program is necessary
and appropriate and should be continued in the Indian Health Service.

_With respect to the administration of this program, the Committee
wishes to stress that, because of the social, cultural, and geographical
isolation of Indians, Indian organizations experienced in working
with the Indian community should be given preference in the award-
Ing of contracts to fulfill the purposes of section 102.

Ezpected Results—In the seven fiscal year period for which au-
thorizations are provided in H.R. 2525, it should be possible to con-
tact 150,000 students from 300 tribal groups to determine their
pogenglal I‘for tf}x;ammg ifril the health professions.

o8v.—TI or the seven fiscal year period, there is authorize
of $15 million at $900,000 for ﬁsczlt)le year 1977; $1,500,0002eg): ﬁbgtc:j
%732813’2787 ;Ogé,OSé)(i;OOOﬁ forI fiscal 1year 1979; $2,400,000 for fiscal year
; $2, or fiscal year :
and $2,700,060 for fiscal yle 198??.8 i ol X e

Health Professions Preparatory Scholarship Program

Program Description—Under section 103 i
. iption.—1 scholarships are to be
E_ro}\;ufed to qualified Indians (Indians who have eitheg's completed
: }llg school or high school equivalency and who have demonstrated
: e capability to complete courses of study involving the health pro-
fessmns), regardless of whether or not they are reservation Indians.
or compensatory education for not to exceed two academic years of
any pre-professwnql health education curriculum. The scholarships
22; :I:an.tts_ of l\)w;)hllgh are not specified, are to be sufficient to cover
uition, books, tr tati
latI(;d Bebhlis ) , transportation, board, and other necessary re-
rogram  Rationale—The Committee views the Pre
7 rat
Schtolarshlp Program as a necessary link between recmitmI:;lt a(,)llxg
post-graduate health training. In addition to finding and supporting
;thool of qualified Indians who have the potential for further training,
s u?ﬁ gl:;ﬁra:cn avlll .alsl()) sirve to gsrepare tﬁosev Indians who do not have
S ademic backgro to gai ; i -
hez}th prodfessional e g?-a .mu; 0 gain entrance in post-graduate
wpected Results.—Approximately 1700 Indian vo i
. = - . - . 3 osm
receive training during their final two years of acad);.nllliléb Woﬁ{. i
fcist.—For the seven fiscal year period, there is authorized a total
(1) % 0,000,000. The breakdown is as follows: $800,000 for fiscal year
977, $1,000,000 for fiscal year 1978; $1,300,000 for fiscal year 1979;
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$1,400,000 for fiscal year 1980; $1,600,000 for fiscal year 1981;
$1,900,000 for fiscal year 1982; and $2,000,000 for fiscal year 1983.

Health Professions Scholarship Program

Program Description—Under section 104, scholarship grants are
to be made available to students enrolled in schools of medicine, oste-
opathy, dentistrly, veterinary medicine, optometry, podiatry, phar-
macy, public health, nursing, or allied health professions. These grants
are to be awarded to any qualified individuals but with Indians
identified as priority recipients. In return for the scholarships the re-
cipients must agree to provide their professional services to Indians,
either through the Indian Health Service or private practice.

The Indian Health Service would be authorized to establish scholar-
ship priorities according to existing health professional needs. For
example, should the priority in health manpower needs be nurses then
the THS would have the authority to direct a greater proportion of
its scholarship funds to support training of nurses.

Each scholarship must fully cover the cost of tuition. In addition,
an amount is to be provided to cover the costs of books, transportation,
board and other necessary related expenses. This amount is to be based
on thellﬁnancial resources of the grantee, but must not exceed $8,000
annually.

As th}; condition for the scholarship, each grantee is obligated to
serve in the Indian Health Service for a period of years equal to the
number of years he or she receives scholarship support. Under certain
conditions, private practice would be permitted as a pay-back for
scholarship support if that private practice involves serving a sub-
stantial number of Indians.

The Committee amended the bill to provide that, in the event the
grantee failed to fulfill the service obligation, the grant would be
considered a loan and the grantee would be required to pay back to
the United States that portion of the grant allocated to the portion
of the service obligation not fulfilled, with appropriate interest.

Program Rationale—The Committee believes the key to realizing
increased numbers of health care professionals in the Indian Health
Service is a scholarship program which encompasses the major health
professions and which links financial assistance to service in the THS.
The Committee is aware that there are other Federal health man-
power programs which offer financial assistance through loans or
scholarships in return for professional service and recognizes that a
charge of duplication will undoubtedly be made. Nevertheless, the

Committee believes that the Health Professions Scholarship Program
is distinguished by the following':

First, the program offers scho%‘arship support to students in a wider
range of health professions. In doing so, the Indian Health Service
is assured of the opportunity to meet its total manpower require-
ments and to achieve parity with health manpower levels for the gen-
eral population, as the charts below demonstrate.
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PROFESSIONAL TRAINING REQUIREMENTS TO ARRIVE AT PARITY WITH HEALTH PROFESSIONALS IN THE GENERAL
POPULATION
Hifrig teeds for
parity of health
professions among
National 500,000 Indians
Titla: Manpower development 1975 totals served by IHS
b ae X T LA 4
1. MOD-VOPP group: 4ib
a) Mad‘lcal ......................... 3.';2,888 A
b) Osteopaths. : 130 000 303
c) Dentist. ... 0000 't
d) Optometrist 00 23
eg Podiatrist. . 185000 a3
f) Pharmacist... " 000 63
g) Veterinarians. 750"000 17,8%
2. Rflgiztehredhr'l‘urses .......... ) e
3. Allied health:
a) Practical nurse. ... 3?(6),838 o]
i“’ A boratery 144, 000 334
ora .
(fi)) g;:ltca‘l z:ou_p: Dental hygienist and technologist. - .‘ng. 83?1 }gg
8)) égmlrly:::g?anl-ﬁii ____ ngineers, scientists, technologist. %gg, gg% %%?
Radiology technician. . 000 138
) Dietitian and nutritionist.. 50000 £+
i) Social work. ... maenans - 20000 a3
) Health education. ... ---- 2 000 13
) Library services. ... - d4seniddn . - -~ 13 000 60
1) Physical therapy.......------- & 500 2
'm) Occupational therapy......--- 2 100 H
n) Mathematical group-_....--- 000 a
20) Psychologist.......--c-o-----e- y
Yotal R S e A At A B 2, 353,900 6, 250

i i mus.
- tion posed by Senator Henry M. Jackson, Chairman of te Commities: Prinited in U %
&i:?:cg&:lﬁi“’:: l:n(:f|'n’:esrltc?r(‘al:lads I?\gu?ar Aﬂa¥rs. Subcommittee on indian Affairs, Hearings: Indian Health Care Im

provement Act (S. 2938, Apr. 3 and 5, 1974.
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ESTIMATED NUMBER OF INDIANS WHO WOULD BE TRAINED IN VARIOUS HEALTH PROFESSIONS AND
OCCUPATIONS IN 5, 7, AND 10 YEARS IF H.R. 2525 AUTHORITIES BECOME AVAILABLE

Health
professions
amon,
500 005
indians
Number of served
Length Indians by IHS
programs  currently assuming
in years enrolled 5yr Tyr 10 yr parity
MOD-VOPP group:
C8) Metiieal .- Lo e 4 82 266 499 698 818
b) Osteopath._ . ot ey ere 12 23 32 37
) Dentist.... ... 4 W 98 184 257 303
d) Optometrist...._.... 4 . 3 16 30 42 46
e) Podiatrist...__..._ . e B1N LA 15 21 23
f) Pharmacist.______ 5 3 138 213 315
() Veterinarian 4 a 20 28 53 63
Registered nurse_ ... _____.______. 24 542 1,013 1,419 1,786
Allied health:
a) Practical nurse__.__________ 2 129 1,259 1,752 1,752 1,336
b) Audiologist_ . _ __ SR 4 W et 12 23 32 37
(c) Laboratory technician________ 4 25 110 206 289 334
(d) Dental group: Dental hygienist
dental technician__________ 2 49 4 83 119 133
?) Administrators.............. 46 11 54 101 142 165
) Environmental health engi-
neers, scientist, technolo-
gt e 4 5 42 79 110 126
Radiology technician.__ _ 4 23 8 154 215 251
h) Dietician and nutritionist_ . 4 46 86 121 138
i) Social work._._______._.. 4 11 30 56 9
) Health education. .. A eoeopereancs 45 74 94
k) Library science.. .. 4 <8 14 8 11 13
1) Physical therapy_._._ 4 i} 10 28 53 60
2m)0ccupatlo_nal therapy - g B R SRS 10 19 26 32
n) Mathematical group. . 4 1 3 4 9
(0) Psychologist. . ..___________ 4 14 26 37 4
FOREIL LA, RE, L s iR O 478 2,785 4,628 5,819 6, 250

Source: Response by the IHS to question posed by Senator Henry M. Jach Chairman of the Committee. Printed in
U.S. Senate Committee on Interior and Insular Affairs, Subcommittee on Indian Affairs, Hearing: ‘““Indian Health Care
Improvement Act (S. 2938),”” Apr. 3 and 5, 1974,
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Second, the program offers substantially greater financial assist-
ance to participating students. Expanded scholarship support is a
primary key to overcoming resistance by many medical students to
serving in rural areas or, in the case of the IHS, on reservations. As
previously noted, the GAO report, Congressional Objectives of Fed-
eral Loans and Scholarships to Health Professions Students Not Be-
ing Met, indicates that the loan cancellation provisions in existing
scholarship programs do not provide enough financial incentive to
attract physicians and dentists to practice in manpower shortage
areas. In view of this analysis, the Committee approved a program
of scholarships which would provide sufficient financial assistance to
attract health professionals to the Indian Health Service.

As already indicated, the Committee adopted a ‘pay-back’ provision
relative to such financial assistance. The Committee felt that the over-
all purpose of the scholarship program, i.e., increasing available man-
power for Indian health program needs, would be better served by
providing additional incentives fof such service.

The Committee felt that, because of the high costs of tuition cur-
rently being charged by medical schools, H.R. 2525 should authorize
full payment of tuition. The Committee also authorized the payment
of expenses, other than tuition. The amount for expenses is to be based
on consideration of each student’s financial capacity, but is not to
exceed $8,000 annually.

The Committee recognizes that, if H.R. 2525 is enacted, the Health
Professions Scholarship Program will offer greater financial assist-
ance than any other current Federal health manpower program. In
view of that fact, the Committee wishes to stress that it expects the
Indian Health Service to develop, through regulations, appropriate
standards for assessing financial need so as to avoid the errors con-
cerning financial need found by the GAO in their report, Congres-
sional Objectives of Federal Loans and Scholarships to Health Pro-
fessions Students Not Being Met. The primary purpose of the Health
Professions Scholarship Program is to attract qualified students who
will be able to serve in the Indian Health Service. The Committee
would not want that opportunity to be jeopardized by any mismanage-
ment of scholarship grants.

Expected Results.—An estimated 9000 students would be provided
scholarship assistance at approximately $10,000 per student. This
would include tuition payments and expenses.

Costs.—For the seven fiscal year period there is authorized a total
of $90,050,000. The breakdown by fiscal year is as follows: $5,450,000
for fiscal year 1977, $6,300,000 for fiscal year 1978, $7,200,000 for fiscal
year 1979, $9,900,000 for fiscal year 1980, $15,300,000 for fiscal year
1981, $21,600,000 for fiscal year 1982, and $24,300,000 for fiscal year
1983. There is also authorized, for each succeeding fiscal year, such
sums as are necessary to continue to make scholarship grants under
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this section to individuals who have received such grants prior to the
end of fiscal year 1983 and who are eligible for such grants during
each such succeeding fiscal year.

Indian Health Service Extern Programs

Program Description.—Under section 105, the Indian Health Serv-
ice would be authorized to employ either individuals receiving scholar-
ship grants under the Health Professions Scholarship Program or
other individuals engaged in professional training during any non-
academic period of the year. ) b

Progrmlr)b Ratiomle.—y—’l‘he purpose of this program is to facilitate
employment by the Indian Health Service of medical students to ex-
pand further the students’ opportunities for traming. In addition, this
program will complement the recruitment pro%lram authorized else-
where under Title L. By enlisting students for short periods of train-
ing, the Indian Health Service will have an opportunity to interest
such students in permanent positions of employment. Of course, in the
case of those students participating in the scholarship program this
offort will enhance their understanding of the people they will be
serving upon graduation.

E wp%ctgd R%sults.—Approximately 4100 students could be exposed
to actual work situationsin the THS. . )

Cost—For the seven fiscal year period there is authorized a total
of $10,000,000. The breakdown of authorizations by fiscal year is as
follows: $600,000 for fiscal year 1977, $800,000 for fiscal year 1978,
$1,000,000 for fiscal year 1979, $1,400,000 for fiscal year 1980,
$1,800,000 for fiscal year 1981, $2,100,000 for fiscal year 1982, and
$2,300,000 for fiscal year 1983.

Continuing Education Allowances Program .

Program Description.—Under section 106, the Indian Health Serv-
ice would be authorized to provide allowances to its health profes-
sionals to enable them for a period of time each year to take leave of
their professional responsibilities to participate in continuing educa-
tion programs, attend profession-related conferences, or enroll in
training courses. : 1o chada oy

Program Rationale—The need for this provision 1s obvious if THS
health professionals are to keep abreast of technical changes in their
given professions. More importantly, however, 1s the fact that oppor-
tunities for continuing education are essential in attracting and retain-
ing health professionals in and to the Indian Health Service. In this
connection, the GAQ report, Congressional Objectves of Federal
Loans and Scholarships to Health Professions Students Not Being
Met, indicated that the lack of continuing education programs in rural
areas was a major reason why many medical graduates preferred not
to locate in rural areas. The following chart illustrates this point.
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MEDICAL GRADUATES' RANKING OF
UNDESIRABLE ASPECTS OF RURAL AREA PRACTICE

———— FINANCIALLY UNATTRACTIVE

LACK OF DESIRABLE OTHER
LIVING CONDITIONS p
6
18
36
NECESSITY OF
ENGAGING IN 80
GENERAL PRAC. LACK OF CONTINUING
TICE EDUCATION PROGRAMS
44
PREFERENCE FOR A
LARGE COMMUNITY
72
LONG HOURS
OF PRACTICE
52
LIMITED CULTURAL AND
SOCIAL ACTIVITIES
58
55 DISTANCE TO
LACK OF SUPPORT FACILITIES
CONSULTATIVE
SOURCES

+ Comptroller General of the United States, “Congressional Objectives of Federal
Ingg‘:r::d Schglarshlpl to Health Professions Students Not Being Met,” May 1974.

Ewpected Results.—It is expected that 3,750 health professionals in
the Indian Health Service would be afforded continuing education op-
portunities in the seven fiscal year period. , y

Cost—For the seven fiscal year period there is authorized a total of
$1,875,000. The breakdown of authorizations by fiscal year is as fol-
lows: $100,000 for fiscal year 1977, $200,000 for fiscal year 1978, $250,-
000 for fiscal year 1979, $300,000 for fiscal year 1980, $350,000 for fiscal
year 1981, $350,000 for fiscal year 1982, and $325,000 for fiscal year
1983.

C. COST DIFFERENTIAL BETWEEN H.R. 2525 AND 8. 522

The overall authorization for title I programs in S. 522, as pasesd by
the Senate, is $181,225,000. H.R. 2525, as amended and reported by the
Committee, has reduced these authorizations from that amount to
$126,925,000 or a difference of $54,300,000.

As indicated in the chart below, in each case, but one, H.R. 2525 re-
duces the funding level for the particular program. In one case, the
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Committee has deleted entirely the program for educational and train-
ing programs in environmental health, health education, and nutrition.
While the Committee feels that such a program is needed in Indian
health, fiscal restraint considerations and assignment of priorities in-
dicated its deletion.

H.R. 2525 S. 522

Program:
Recruitment_________ W S P e TR $15,000,000  $25, 000, 000
Preparatory scholarship_ ... _ . oo 10, 000, 000 24, 000, 000
Scholarships......._......_ e - - 90,005,000 110,000, 000

2 7 B R 10, 000, 000 15, 350, 000
Environmental health, etc 0 5, 000, 000
Continuing education. .. ____...cceeeeen. 1, 875, 000 1,875, 000

IV. DeFiciExcIEs IN INpIAN HEALTH SERVICES : BACKGROUND AND
Axavysis oF TiTLE IT ss AMENDED

A. BACKGROUND

Good health is a fundamental right. To insure enjoyment of that
right is a difficult task because good health is a product of such a wide
variety of factors: safe water and adequate waste disposal systems;
adequate protection from the elements; nutritionally adequate food;
and an available health services delivery system which protects against
contagious diseases by immunization, provides for early detection and
treatment of disease, provides health educators to promote practices
which will prevent disease, and gives services in a culturally accept-
able way. Good health among Indians is of particular concern to the
Federal government for the Indian people, without an adequate health
status, will be unable to fully avail themselves of the many Federal
economic, educational, and social programs available to them. There-
fore, health services are the cornerstone upon which rests all other
Federal programs for the benefit of Indians.

Major Indian Health Problems

Unfortunately, the general health level of the American Indian is
deplorable. Despite the measurable progress made by the Indian
Health Service, the statistics cited in section IT of this report and
below reveal that the vast majority of Indians live in an environment
characterized by inadequate and understaffed health facilities, im-
proper or non-existent waste disposal and water supply systems, and
continuing dangers of deadly or disabling diseases. As noted in section
II, health concerns which most of our communities have forgotten as
long as 25 years ago continue to plague Indian communities. Beside
the obvious physical ill effects which accompany the low health status
of Indians, the frequency and prevalence of disease among Indians
cannot help but impact adversely on the social and cultural fiber of
their communities, contributing to general societal disintegration and
attendant problems of mental illness, alcoholism, accidents, homicide
and suicide.
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Statistics about the state of health of American Indians are avail-
able mainly for the Public Health Service and its patient population.
A few of these statistics, with discussion, are set forth below:

Mortality

As previously noted, Indians experience higher rates of illness and
have shorter life expectancies than the overall U.S. population. The
following table compares the life expectancy of Indians and the gen-
eral population for the years 1950, 1967, and 1970.

A Life expectancy

Indian life of U.S. total

Year expectancy population 1

1950 » 60 68
1967 o 64 71
1970... e % : h 65 71

1 Includes Indians, g g . .
MSo||11ni99:7 ‘Comptrollef General of the United States, ‘‘Progress and Problems in Providing Health Services to Indians,’’
arcl L

The following chart displaying the distribution of deaths among the
Indian people and the general population by age during 1971 portrays
dramatically the tragic results of a low health status for Indians—
shortened life-spans:

DISTRIBUTION OF DEATHS BY AGE DURING 1971

U.S. TOTAL POPULATION ‘ INDIAN

UNDER | YEAR

e 1 TO 4 YEARS {1%)
8¢

S TO 24 YEARS
25 TO 41 YEARS

Set forth below is a schedule of the leading causes of death among
Indians and the Indian death rates for each cause. Following the
schedule is a discussion of several of these causes of death.

55
¢ Ay ¥
] _Percent of
Indian deaths per 100,000 increase or
population . decrease (—
in Indian deat
Causeofdeath___...____________________ el inan 19551 1973  rate since 1955
156. 2 174.3 12
] 135.2 131.0 -3
Malignant neoplasm. - 62.1 62.0 0
Cirrhosis of liver.________ i 16.0 45.5 184
Cerebrovascular disease. ... ____ s ok 2 42, -7
Influenza and pneumonia______. < 2.2 4.1 -55
Certain diseases of early infancy. 70.5 19.6 —~72
=y 14,1 20.4 45
15.0 25.5 70
de. 9.4 19.4 106
Congenital malformations____ 3 17.9 10.1 —44
Tubernlosis=c_—c. Lo s 55.5 6.8 —88
Enteritis and other diarrhea! diseases_...______. 39.5 5.5 —86

1 i ii L2

1 Average 3-yr total (1954-56).
MSo“rcl§7 4Comptroller General of the United States, ‘‘Progress and Problems in Providing Health Services to Indians,"”
arc| b

Accidental Deaths—Accidents are the major cause of death in
Indians. Information is not available to fully classify accidents as to
location, age of victims or circumstances; however, the ITHS Aberdeen
Area Office, responsible for Indian health care in a seven State area,
lreports mortality from accidents for calendar years 1969-71 as fol-
ows:

Total rate Motor
per 100,000 vehicle All other
m--g 199.8 108.1 86.8
States (all races) 54.6 29.2 29.4

Source: Michal, Bradford, Honda, and Sherman, ‘‘Health of the American Indian: Report of a Regional Task Force'’
Department of Health, Education, and Welfare, April 1973,

Diabetes Mellitus.—The 1973 death rate from diabetes mellitus
among Indians was 20.4 per 100,000 population, compared to a 17.7 per
100,000 rate for the U.S. total population, N.A. for the U.S. white
population, and N.A. for the U.S. nonwhite population. To account
for the higher rate among Indians compared with the white popula-
tion, there 1s a poorly documented but general belief that Indians have
some differences from other races in carbohydrate metabolism.

The importance of diabetes mellitus in maternity patients and its
relationship to infant mortality is being studied at the Phoenix Indian
Medical Center with support from the National Institute of Arthritis,
Metabolism, and Digestive Diseases and the Indian Health Service.

Cirrhosis of the Liver—The Indian death rate from cirrhosis of the
liver is 45.5 per 100,000, almost 38 times that of the general population.
This particular cause of death has achieved its high status in dramatic
fashion—its death rate among Indians has risen 184 percent since 1955.
‘Whether the cirrhosis is of an infectious origin or secondary to alcohol-
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ism (see discussion below), it constitutes the fourth leading cause of
death among Indians.

Infant Deaths—The rate of death of Indian infants, although
higher than that of the general population, has enjoyed a decline of
more than 60 percent in the last two decades. Infant deaths for every
1,000 live births are compared below:

U.S. total
Year Indians population

{ﬁ 62.5 26.4
1 e 235 19.1

Source: Indian Health Service, HEW, “Indian Health Trends and Services,'’ 1974 edition.
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A comparison of infant death rates for Indians with those of other
population groups is presentedfiﬁ the following table :

Infant deaths per

Population Year 1,000 live births

U.S. Indian total? 1967 32.2
Neonatal______ 2 15.3
Postneomatal? . ..o oo oo ionion i nisn ik r et s s s e e 16.9

CET T L st R R L G LR G 1967 19.7
ol s e i R .-G S = R R, P e 15.0

PO tEONatAL - e e e e e e e 4.7
U.S. nonwhite total? 1967 35.9
s OO CCS T N SO 23.8
PORIRRIIMAE. et e S 12.1
Aberdeen ares. s e ealiDlon S i = 24.8
Neonatal._____ 12.2
Postneonatal 12.6
Navajos_____.__ 45.7

1 Charles A. Hill, Jr., and Mozart |. Spector: *Natality and Mortality of American Indians Compared with U.S. Whites
and Nonwhites,"” HSMHA Reports, vol. 86, No. 3, March 1971, s ; -
1927 {\rchle S. Golden: ““The Other Poor and Their Children,” Clinical Pediatrics (Philadelphia), vol. 10, No. 2, February

Source: Printed in Michal, Bradford, Honda, and Sherman, ‘‘Health of the American Indian: Report of a Regional Task
Force,”” Department of Health, Education, and Welfare, April 1973,

As can be seen in the above statistics, the Indian infant stands as
good a chance as the white infant of surviving the neonatal period
(birth through 27 days). In fact, the 1971 death rate for neonatal
Indian infants was lower than the provisional rate for the total popu-
lation—12.5 and 14.3 deaths, respectively, for every 1,000 live births.
According to Indian Health Service officials this high health status
for neonatal infants is due in part to increased health education
which has resulted in about 99 of every 100 registered Indian live
births in 1971 occurring in hospitals. The leading cause of death in
the Indian neonatal is immaturity ; mortality due to this cause in 1966
amounted to 3.6 deaths per 1,000 live births, the same as the rate for
white neonatals.

Death rates in the postneonatal period (28 days through 11 months)
indicate the special vulnerability of Indian infants. In the postneo-
natal period, Indian infants are at a risk four times as great as white
infants and 50 percent greater than non-white infants as a whole.
The higher death rate of the Indian postneonatal is due, in part, to
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problems associated with low economic status, poor housing, and
lack of sanitation facilities. As the following table, based on 1966
data, discloses, the leading causes of death in this age group were
respiratory, digestive, infectious and parasitic diseases and accidents:

Postneom:gal d;..atns per 1,000

ive births
Causes Indian U.S. total
Respiratory diseases, 7.1 2.5
Digestivo’zisems 3.6 5]
IAecIdontsa.m i BN 0 SN 1.9 .8
Résgtive c diseases. “ 16 <3
Congenital mminns 1.3 1.1

Source: Michal, Bradford, Honda, and Sherman, ‘‘Health of the American Indian: Report of a Regional Task Force,"”
Department of Health, Education, and Welfare, April 1973,

A comparison of death rates of Indians and the general population
}f)gf the leading causes of neonatal and postneonatal deaths is set out
ow:

Leading causes of neonatal and postneonatal deaths—3-year average rates
(1968, 1969, 1971)

[Rates per 1,000 live births]
Neonatal

=
@
[

Certain causes of mortality in early infaney.
Asphyxia of newborn unspecified*:
Immaturity, unguglified - >
Respiratory disease syndrome:
All other complications of pregnancy and childbirth
Hyaline membrane disease. :

All other anoxic and hypoxie conditions not elsewhere classifiable____
Conditions of placenta
Difficult labor '
Congenital anomalies
Diseases of the respiratory system
Septicemia
Diseases of the digestive system

Sl il

=
LW EINLOWM

Postneonatal

-k
w
(=

Influenza and pneumonia.

Symptoms and ill-defined conditions
Diarrheal diseases.. § < .
Accidents
Congenital anomalies
Other infective and parasitic diseases
Meningitis _
Septicemia
Other diseases of respiratory system
Direases of the digestive system
Other diseases of nervous system and sense organs. .

Edioiurce: Indian Health Service, HEW “Indian Health Trends and Services,” 1974
on.

Maternal Mortality—Although declining, maternal death rates for
Indians are generally two times higher than those for the white pop-
ulation. Maternal death rates in the United States show the following
trends for Indians and other population groupings:

< BEEELISC0
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MATERNAL DEATHS PER 100,000 LIVE BIRTHS

Year . Indian U.S. total U.S. white  U.S. nonwhite
30.8 18.8 14.3 38.5
49.1 28.0 19.5 69.5
54.6 29.1 20,2 72.4
74,2 33.3 22.3 89.9
89.7 35.2 23.8 94.9
67.9 37.1 26.0 97.9
82.6 37.6 26.3 101.8

Source: Michal, Bradford, Honda, and Sherman, ‘‘Health of the American Indian: Report of a Regional Task Force,"
Department of Health, Education,.and Welfare, Aprif 1973.

Tuberculosis—Although the morbidity of, and deaths from, tuber-
culosis have been significantly reduced in both the Indian and the total
U.S. population as a result of better treatment and therapy, Indians
die of or contract tuberculosis about 4 times as often, respectively, as
individuals in the general U.S. population. In the total population, the
1955 incidence—about 9 tuberculosis deaths per 100,000 population—
declined 80 percent to about 2 deaths per 100,000 population in 1973.
The Indian death rate during the same period declined 89 percent,
from about 55 to 6 deaths per 100,000 population.

The tuberculosis death rate for Indians, Alaska Natives, and the
general population from 1955 to 1971 are shown in the following

graph:

TUBERCULOSIS DEATH RATES *
INDIAN, ALASKA NATIVE, AND U.S. ALL RACES

RATE PER 100,000 POP.
160 &
LY
L)
: \
120 —% 7
: LY ALASKA NATIVE™
L Y
£
. 80 IR
2 ‘s
INDIAN = S
40 %—A’“vﬁ- e
ALL RACES e Y ————
n "-'l-l-l'-'/ql-l 0 60 0 om0 e 5 1 by 0 0 G 9 8 50 1 0 ) D S Em s e b D s D s E s ED ) B s
1958 1960 1965 1970 'N
CALENDAR YEARS
GINDIAN AND ALASKA NATIVE RATES ARE BASED ON 3.YEAR 1/PROVISIONAL MONTHLY VITAL STATISTICS REPORT, NCHS VOL. 20,
MOVING AVERAGE THRU 1968, ALL OTHER RATES ARE BASED NO. 13, 1970, 1971,
ON SINGLE YEAR DATA, 2/ESTIMATED 1970,

mfaum: Indian Health Service, HEW, “Indian Health Trends and Services,” 1974
on,

The following graph illustrates the tuberculosis morbidity rates for
five Indian Health Service units as compared with the total U.S. popu-
lation in 1972:
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TUBERCULOSIS RATE PER 100,000 POPULATION
400 —

100 p—

| %0
u.S. TOTAL
POPULATION

Source: Comptroller General of the United States, “Progress and Problems in Pro-
viding Health Services to Indians,” March 1974.

Morbidity

While the mortality rate of the service population of the Indian
Health Service has improved over the past 19 years since the ITHS
assumed control of the Federal Indian health care system, morbidity
rates have continued to rise in a majority of reportable classifications.
Indian morbidity rates are still higher than for any other group in
the country in nearly every reported classification.

The 10 leading reportable diseases among Indians in 1968 were, in
order of frequency: otitis media, gastroenteritis; strep sore throat;
pneumonia; influenza; gonorrhea; trachoma; chickenpox; mumps;
and dysentery bacillary. The Public Health Service Orientation
Manual for 1971 lists the leading Indian health problems in the fol-
lowing order: communicable diseases among children, accidents,
mental health, nutritional health conditions. The manual states that
most illnesses are due to infectious diseases (gastroenteritis, dysentery,
influenza, pheumonia, tuberculosis, otitis media, trachoma, measles).

The following data illustrate the gap between the health of Indians
and the health of the general population:

Incidence rate per 100,000 ¥

population for 1973 .. Ratio of Indian

i
y U.S, total to that of U.S.
Disease Indians population total population
Go | infection. 1,794.2 404.9 4.4
MUmps: LBl e el e i 425.2 36.2 11.7
Dysentery (amebic and bacillary)___ 455.1 10.8 42.1
Hepatiis. - ... . . .. . 296.4 24.2 12.2
Syphilis.... oo - C o 149.9 42.0 3.6
Tuberculosis, new activecases_._________________________.______ 107.6 14.8 1.3

MS&:{({;; fomptmllor General of the United States, ‘‘Progress and Problems in Proividing Health Services to Indians,”
a . .
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A number of illnesses and health problems not discussed above
under “Mortality” are discussed below :

Otitis Media—Otitis media—inflammation of the middle ear—has
ranked at the number one reportable disease among Indians since
1964. From 1962 to 1978 the reported incidence of otitis media in-
creased 218 percent among Indians—up from 3,802 cases per 100,000
population to 12,104 cases per 100,000 population. Affecting mostly
children, otitis media can result in serious, permanent damage to the
ears which severely limits children’s ability to progress in school and
reduces their vocational and social opportunities. If left untreated, the
disease can develop life-threatening complications including the for-
mation of a growth in the middle ear or on the bone structure behind
the ear. Without surgical intervention, the growth may erode into the
brain and terminate in a fatal meningitis or brain abscess.

Inflammation of the middle ear is usually caused by extension of
infection from the nose and nasopharynx. The underlying cause, there-
fore, is usually a viral upper respiratory infection. Acute and chronic
forms of otitis media result from an invasion of the middle ear by
virulent bacteria.

As with many infectious diseases, there is a strong relationship
between otitis media and impoverished living conditions. Crowded
housing helps spread upper respiratory infections, and inadequate
sanitary facilities and nutritional intake increases susceptibility to the
disease.

According to a report by the Association on American Indian Af-
fairs, basic immunological and epidemiological studies now being con-
ducted may result in a good prevention program. At present, however,
there are no known vaccines to prevent the disease. Meanwhile, con-
trolling the disease must depend upon programs of: (1) early detec-
tion and treatment to prevent progression to stages which cause
permanent hearing loss and which may threaten life, and (2) identifica-
tion of those Indians who have hearing losses and providing them with
restorative surgery or rehabilitation.

According to THS studies, pre-school-age children, particularly
those under 2 years of age, are the most susceptible to otitis media.
If the first attack of ear infection occurs before the first birthday, the
risk of repeated attacks is greater than if the first attack occurs later.
The following table compares the incidence of acute and chronic otitis

media in school-age and pre-school-age children treated in fiscal:

year 1972 at the six THS Service Units reviewed in the March 1974
GAO report, Progress and Problems in Providing Health Services to
Indians. Considering that adequate surgical methods exist to cure
the disease, these figures dramatically demonstrate the gross deficiency
in health care provided Indians and Alaska Natives.
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s

o # i Outpatients
— - Inpatients, acute and
Acute otitis media Chronic otitis media chronic otitis media
6 yr and 6 yr and 6 yr and

UptoSyr over UptoSyr over UptoSyr over Total
FortYuma_ oo ..l Coces 117 41 9 21 3 2 193
Crownpoint_____.______ 501 491 73 440 8 1 1,914
Whiteriver__ 398 294 77 42 25 7 943
Pine Ridge.. 926 291 83 216 60 3 1,579
Red Lake...... A 290 173 36 74 74 7 654
Crow Agency 313 184 39 90 42 10 678
Towaleer ey 2,945 1,47 317 983 212 W et
4,419 1, 300 242 5,961

% Sagrﬁgsnrﬁﬁﬁler-eeneral of the United States, “‘Progress and Problems in Providing Health Services To Indians,”
arc| A

Increases in Indian Health Service appropriations by Congressional
action in fiscal year 1971 enabled the IHS to establish a special pro-
gram, in part through contracts with medical schools, to prevent and
control the disease. However, as the March, 1974, General Accounting
Office study disclosed this program is decidedly inadequate in relation
to the substantial backlog of unmet otitis media surgical needs and the
screening of children.

Dental Health—Oral conditions such as caries, periodontal disease,
orthodontic problems and missing teeth are chronic, ubiquitous and
persistent. Indian people consistently rank dental health first, second
or third among their health priorities. Frustration is common because
the conditions are obvious, the means of prevention and correction are
known, and, where resources permit, the Indian Health Service is
capable of effective and rapid response to the desires of each
community.

The Indian Health Service dental program has demonstrated a high
order of efficiency and effectiveness. Among children, where THS serv-
1ces are concentrated, tooth mortality has steadily declined in relation
to infected teeth. Orthodontic conditions have also steadily improved
among the young. However, the young still have a large reservoir of
corrective service needs and adults remain without most oral health
services.

_ Dental services currently provided through the Indian Health Serv-
ice dental program are directed toward preventive and corrective care
among children and emergency care among adults. In fiscal year 1974,
2,199,000 dental services were required by the 55.4 percent of the
American Indian and Alaska Native population which practically
could be provided dental care each year. (g)nly 928,000 dental services
(42.2 percent of an estimated annual need of 2,199,000 services) were

69-524 O - 76 -5
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provided. It is estimated that 955,000 dental services (45.5 percent of
the estimated annual need) will be provided in fiscal year 1975. Al-
though the average efficiency of Indian Health Service clinical dental
staff appears to %e near the maximum level, the resources currently
available to the IHS dental program are capable of providing less
than half the dental services demand. The following table discloses
the extent of unmet dental care needs among Indians:

UNMET DENTAL NEEDS OF 55.4 PERCENT OF AMERICAN INDIAN AND ALASKA NATIVE POPULATION

- e e v
. Services provided Unmet need
Services
required Amount Percent Amount Percent
& N 3 e A e T <
EXAnnngHons = e r C iR R R 195,615 72,2 75,202 27.8
Teeth requiring fillings_ . ___._._....... 424,882 45,1 561, 749 54.9
Teeth requiring extractions_. ... e 120,453 34.5 228,630 65.5
Crowns, bridges, and dentures.___________________ 154,909 12,120 1.8 142,727 92.2
Treatment of tissues supporting teeth______________ 201, 488 25,224 12.5 176, 264 87.5
Other dental services_._..______..____.__________ 281,074 149, 706 53.3 131, 368 46.7

Total dentalseréices. ... __________._._____ 2,199, 000 928, 000 42.2 1,271,000 57.8

Note: Fiscal year 1971 data.
Source: Indian Health Service.

Nutrition—Malnutrition is another health problem of Indians and
Alaska Natives, especially children. In a recent monograph, Nutrition,
Growth, and Development of North American Indian Childrens' con-
sisting of conference papers and discussions, a number of studies on In-
dian children diagnosed clinically or biochemically as having mal-
nutrition were reported. These studies revealed incidences of malnutri-
tion ranging from .001 percent to 14 percent of hospitalized children,
with malnutrition being diagnosed as general malnutrition, anemia or
weights below the norm for chronological age. Nutrition surveys using
the norms of the Towa and Boston Standards reveal a preponderance
of children falling well below the normal growth rate.

Studies show that, while other Americans have been getting taller
and heavier with each generation, Indians have not. Only experience
with good nutrition will show if American Indians are currently reach-
ing their genetic potential for height. Dietary surveys have revealed
mild to marked deficiencies in the intake of a number of specific nutri-
ents. The 1964 White Mountain Apache study showed that Apache
children had intakes of calories, calcium, riboflavin, vitamins A and
C that were substantially below those considered adequate to meet
normal needs. A survey of Blackfeet and Fort Belknap Indians of
Montana, the Dakota Study of eight BIA boarding schools, and a
study of Alaska Natives showed deficient intakes of vitamins A and
C and calcium and, except among Eskimos, borderline protein intakes.

A recent Department of Health, Education, and Welfare regional
task force report on Indian health ? contained the following discussion
of the causes and effects of malnutrition among Indians:

The cause of malnutrition among Indians is complex. Eat-
ing patterns are affected by food acculturation, limitations in

1 Moore, Silverberg, and Read, ‘“‘Nutrition, Growth and Development of North American
Indian Children”. Department of Health, Education, and Welfare, 1972.

2 Michal, Bradford, Honda, and Sherman, “Health of the American Indian: Report of a
itzegional Task Force,” Department of Health, Education, and Welfare. April 1973, pp. 11—
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food availability, changes in breast-feeding patterns, and
poverty, and lack of cooking, refrigeration and storage facili-
ties for food in the home.

All American Indians, and the Alaska Natives, have been
forced into extensive food acculturation because of loss of
lands, disappearance of game, and hunting restrictions. New
foods introduced by trading posts as a result of modern food
technology and advertising campaigns have often been low in
nutritive values. Unenriched flour, sugar, coffee, salt, lard,
soda pop, Kool-Aid and candy are foods with poor nutritive
value that have replaced native foods. Such a high carbo-
hydrate diet also has implications for the extent of dental
disease.

Frequently the trading post is the only source of foods, and
fruits and vegetables are not available. When the trading post
or grocery store is many miles from home, transportation diffi-
cut, and refrigeration absent, high carbohydrate foods are
apt to be chosen. Welfare recipients may get commodity foods
on many reservations but availability depends on current sur-
plus and the local administration. The number of foods
deemed surplus is steadily decreasing. Many of the surplus
foods are unfamiliar to Indians, and if the women are not
taught how to prepare them, they will not be eaten. Further-
more, commodity foods available to Indians do not always
provide good sources of Vitamins A and C.

Another serious effect on acculturation of food habits is the
increased use of bottle feeding rather than breast feeding. In
Alaska it is common to breast feed but frequently only until
the child is 2 months of age. Also, a study found a substantial
number of infants over 12 months of age on breast milk or
formula without supplementary foods. Traditionally, Navajo
mothers have breast fed their infants, for the first six months
of life, and substantial numbers continue this practice now.
Among the Micmac, Ojibwa, and Iroquois, breast feeding has
declined both in popularity and duration, with canned milk
being substituted almost universally. The decline in breast
feeding is a problem because Indian mothers may substitute
formula which is hard to prepare sanitarily.

The role of breast feeding in immunological development is
still poorly defined. Nonetheless it is known that in develop-
ing countries as women become sophisticated and stop breast
feeding, both malnutrition and infant mortality increase.

The extreme poverty of most Indians is another factor in
their poor nutritional status. The average Indian family of
five on a reservation is living on an annual income of below
$2,000. Many families are receiving welfare but the payments
vary from State to State. In Montana the monthly allowance
for a family of five is $226 and in Wyoming it is $215. The
cost of a nutritionally adequate low-cost diet is computed at
$131.24 per month for a family of five.

The consequences of poor nutrition status are highly sig- -
nificant. With reduced nutrition status, a child is more sus-
ceptible to disease, and the course of the disease is apt to be
more difficult. The preschool and school-aged child may re-
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flect poor nutrition by retarded growth. Other complications
of states of chronic undernutrition are lowered energy and
lessened concentration and attentiveness in the learning sit-
uation. If the child has had a poor physical and nutritional
start, we can expect his achievement to be poor.

Eye Care—The delivery of eye care within the Indian Health
Service is now grossly deficient. The population at risk needing re-
fractions is estimated at 188,600—88,600 adults and 100,000 children.

Up until 1973, adult refractions were practically non-existent and
eye glasses were not purchased except for school children. This situa-
tion is catastrophic for the adults, since the majority of Indian adults
need glasses for reading and close work. Gainful employment is often
hampered by the lack of glasses.

To enable the Indian Health Service to provide the estimated 190,-
000 refractions and provide necessary eye glasses would require 50
ophthalmic and optometric professional and para-professional }ﬁ:r-
sonnel. The identified unmet need of 50 positions represents less than
1 position for each of the 86 Service Units.

Venereal Disease—According to the Department of Health, Educa-
tion and Welfare, venereal disease is a national health problem of
epidemic proportions. The number of gonorrhea cases had doubled
in the past 5 years—making gonorrhea second only to the common
cold as the most widespread contagious disease in the Nation. During
fiscal year 1972 about 24,000 cases of infectious or potentially infec-
tious syphilis were reported, more than in any years since 1950.
Gonorrhea, with 718,401 cases reported in fiscal year 1972, was at its
highest recorded level. Since public health authorities believe that
only about 17 percent of all cases of syphilis and gonorrhea are ac-
tually reported, the total number of cases 1s much higher.

Despite these depressing statistics for the general population, the
growth in the venereal disease rate between 1962 and 1971 is several
times less in that population than in the Indian population, as shown
below :
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GROWTH IN THE VENEREAL DISEASE RATE BETWEEN 1962 AND 1971
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Source : Comptroller General of the United States, “Progress and Problems in Pro-
viding Health Services to Indians,” March 1974.

As the chart shows, the reported incidence of venereal disease among
Indians, specifically syphilis and gonorrhea, has increased dramati-
cally from 1962 to 1971 ; the syphilis incidence rate rose by 117.6 per-
cent, the gonorrhea rate by 79.4 percent.

The fiscal year 1972 venereal disease rates in the six Service Units
reviewed in the GAQO report were generally much higher than those
for the U.S. total population. The following table shows how many
times greater the reported venereal disease rate per 100,000 population
for Indians was than the rate per 100,000 for the U.S. total population.
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Syphilis Gonorrhea
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Source: Comptroller General of the United States, “Progress And Problems In Providing Health Services To Indians,”
March 1974.

These statistics should be viewed with caution, however. Indian
Health Service officials say that, although there is probably a greater
rate of syphilis and gonorrhea cases in the Indian population than in
the U.S. total population, the difference is not as significant as indi-
cated by the reported rates because there are probably many more
unreported cases of venereal disease in the total population than in the
Indian population. e W f

According to the American Public Health Association, interview-
ing patients to identify their sexual contacts and tracing and treating
these contacts so that the spread of the disease to others can be avoided
are fundamental steps to control venereal disease. Mass screening to
identify asymptomatic women (showing no clinical symptoms until
the late stages of the disease) 1s also an important method of con-
trolling gonorrhea. These activities, however, require a commitment
of significant human and financial resources presently unavailable in
the THS.

Mental Health.—Poverty, forced abandonment of traditional ways
of life, inadequate schools, degradation of Indian family life, and a
harsh physical environment are elements of a situation in which many
American Indians are frustrated in their attempts to live self-respect-
ing, productive lives and, in some cases, is despair and anger, feel a
need to lash out in self-destructive ways. The results of these condi-
tions are seen in the form of excessive use of alcohol, suicide, violence,
family disorganization, and neglect of children. Recognizing that these
elements had combined to produce a large variety of mental health
problems in young and old, the Congress established a mental health
program for Indians in 1966. The Indian Health Service is now able
to provide a few essential mental health services in some communities,
including psychotherapy in languages such as Navajo and Lakota and
group and individual consultation with Indian school children, alco-
holies, and Indian community agencies.

These services are still unavailable to many Indian people because
funds have not yet been made available to provide for the full develop-
ment of Indian Health Service mental health activities in all areas.
The modestly funded mental health program has done little more
than demonstrate what can be done and how to plan for necessary
future expansion should the necessary financing be forthcoming.

Alcoholism.—That alcoholism is one of the most serious health prob-
lems facing the Indian people today is a fact now clearly recognized
by Indian leaders and by the Indian Health Service.

Historically, alcohol was introduced into most Indian cultures from
the outside. Most authorities agree that none of the Indians north of
Mexico knew distilled alcoholic drinks prior to the arrival of the
Europeans in the 16th and 17th century, although there is evidence
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that some tribes made fermented beers or wine, which were usually
employed only in ceremonies and religious rituals. The Indian and
Alaska Native people were therefore quite unprepared to deal with
the distilled beverages the explorers and traders offered them first as
a sign of friendship and later as barter for goods. Most tribes had no
traditional way of coping with the problem of alcoholism. There was
no system for punishing crimes committed while a man was drunk,
since the drunken man was not considered in control of his actions.

A recent report of the Indian Health Service, entitled AZloholism :
A High Priority Health Problem, contains a summary of official
efforts to control the sale of alcohol to, and the use of it y, Indians:

As early as the 17th century, thoughtful Indian leaders
recognized the real and potential gravity of the alcohol prob-
lem. Many requested the traders and others not to permit
liquor to be sold to their people, though usually their efforts
were in vain. Because of the mounting seriousness of the
alcohol problem during the 18th and 19th centuries, several
Indian religious prophets, notably, the Seneca, Handsome
Lake and the Pauite, Wewoka, advocated a return to the old
ways, including total abstention from alecohol. The contem-
porary Native American Church advocates some of the same
principles.

An Indian Chief, Little Turtle, appealed directly to Presi-
dent Thomas Jefferson in January 1802. Among ot‘l}l’er things,
he pointed out that Indians were an industrious people kept
poor by liquor and that they had become less numerous and
less happy since the introduction of this “fatal poison.”
Partly in response to Little Turtle’s request for the prohibi-
tion of liquor sales to Indians, President Jefferson, less than
a month later, called upon Congress to take steps to control
the liquor traffic. “These people,” he pointed out, “are becom-
ing very sensible of the baneful effects produced on their
morale, their health, and existence, by the abuse of ardent
spirits; and some of them earnestly desire a prohibition of
that article from being carried among them.” Congress acted
promptly, authorizing the President “to prevent or restrain
the vending or distributing of spirituous liquor among all or
any of the said Indian Tribes . . .”

Thirty years later, on July 9, 1832, Congress passed the first
general statutory prohibition on liquor traffic, based on the
constitutional authority of Congress to regulate commerce
with the Indian Tribes. The law, as expanded over the years,
covered sale, gift, transportation and possession of liquor on
reservations or sometimes adjoining Indian land, without
regard to State boundaries. Later, ale, beer and wine were
added to the list of prohibited drinks. Other restrictions on
liquor traffic were incorporated into individual treaties and
agreements with different tribes.

These laws were originally designed mainly to protect the
Indians from cruel exploitation by the unsavory whiskey
traders. Both the Government and the tribal leaders recog-
nized the need for such control, though undobutedly from
somewhat different points of view. Enforcement of these laws




68

was never markedly successful, however, since bootlegging
and smuggling could hardly be effectively controlled in the
vast, thinly Fopulated Indian country by the few enforcement
officers available for such duty. There 1s even some evidence
that certain Government officials issued spirits to the Indians
as part of their regular rations.

" By the 20th century, the Indian liquor laws were increas-
ingly recognized, especially by the Indians themselves, as
being frankly discriminatory. Although Indians had become
full citizens under the law in 1924, they alone were not per-
mitted to buy drink legally after Prohibition was repealed in
1933. The bootleggers, as before, continued to flourish. Not
only did the Indians have to pay far more for their drinks
than others, they also had to drink covertly to avoid being
arrested, imprisoned or fined. The very illegality of drinking
may in fact have increased it appeal, especially for the ado-
lescents and young adults.

Many Indians felt increasing humiliation and resentment
against the Government for this unequal treatment before the
law. Finally, as a result of many pressures, Congress repealed
the Federal Indian liquor laws in August 1953, leaving the
question to the individual States for off-reservation commu-
nities and to Tribal Councils for reservation lands. A number
of reservations still retain local restrictive laws of their own,
some forbidding liquor entirely and others controlling or
monopolizing its sale and distribution.?

Although valid information is scarce, the effects of alcohol on the
health, family relationships and society of Indians—a people who
had no traditional way of coping with it—have generally been con-
sidered to be profound and in some cases disastrous. Special sur-
veys have documented that the prevalence of drinking is high in many
Indian communities, that drinking is primarily a social activity, and
that intoxication is the common, but by no means inevitable, outcome.
Probably a majority of suicides, murders, accidental deaths and in-
juries are associated with excessive drinking, as are many cases of
infection, cirrhosis and malnutrition. By far the majority of arrests,
fines and imprisonments of Indians are for drinking or are the results
of drinking. The associated loss of productivity and the resulting ab-
normal social adjustments are by-products of considerable importance.

In calendar year 1973, there were 399 Indian deaths primarily at-
tributed to alcoholism, alcoholic psychosis, or cirrhosis with alcohol-
ism in the 24 Federal reservation States, for an overall mortality rate
of 51.9 per 100,000. These deaths made up 6.9 percent of all Indian and
Alaska Native deaths that year. A substantial but unknown per-
centage of the 1,000 other Indian deaths from accidents was due di-
rectly or indirectly to the problem of excessive drinking. According to
the THS alcoholism report, in a Lower Plateau tribe, there were 56
deaths directly associated with drinking and 5 others indirectly asso-
ciated with drinking in a population of 1,581 in an 11 year period. Of
the 61 deaths, 47 were males and 14 were females. The causes of death

3Indian Health Service Task Force on Alcoholism “Alcoholism : A High Priority Health
Problem,” Department of Health, Education, and Welfare, 1970, pp 2-3.
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included : 12 suicides, 12 “over-consumption of alcohol,” 11 auto acci-
dents, 8 other accidents, 6 murders and 12 miscellaneous. On the same
reservation, the THS Service Unit Director stated that 38 percent of
all hospital days for 1967 were attributed to the use of aleohol.

An overall view of the age and sex distribution patterns for simple
intoxication and cirrhosis is best shown by a table of discharge rates,
which are derived from primary discharges from all Indian Health
Service and contract hospitals for fiscal year 1968:

Simple intoxification Cirrhosis with alcoholism
Age Male Female Total Male Female Total
Btold 0.2 10 155 Bt i Sl B Bl e L i
15t019. . 2.4 .9 1.6 . -
20t024_ 8.3 2.8 5.5 0 10 10
25t034_ __ 13.7 5ea 9.5 1.4 2.6 2.0
to 44._ 17.2 7.0 12.1 2.9 3.6 3.2
45 to 54 _ =Y 10.0 3.9 7.1 2.4 2.6 2.5
Shfolbd, .o oo 6.3 1.1 4.1 1.8 L7 1.8
Goples. . ..ooinin oo 2.8 1.0 2.0 D .2 .4
Altages. . .___. 51 2.0 3.5 57 4 .9 .8

£ Numbers too small for calculation of a reliable rate. alpy

Note: This table ciearly shows for both sexes the gradual increase in rates with age, a peaking in the age group 35 to 44
and a gradual decline thereafter. The sex ratio for simple intoxication remains fairly constant with age at an average of
2.55/1, whereas for cirrhosis with alcoholism the overall sex ratiois reversed at 0.78/1.

Source: Indian Health Service Task Force on Alcoholism, ““Alcoholism: A High Priority Health Problem,’” Department
of Health, Education, and Welfare, 1970.

Alcoholism in Indians has many underlying causes. It is a means
of coping with feelings of anger, frustration or boredom, all of
which are related to the comparably low position in which many
Indians find themselves today. Inferiority feelings about their lack of
education, meaningful employment, status and economic autonomy
too often are expressed in excessive drinking. These features of mod-
ern Indian life particularly affect the adult men and adolescents of
both sexes. The latter group is further faced with unique problems in
both the home and school environment, such as the breakup of family
relationships (often due to drinking) and the disparagement in the
schools of their parents’ way of life.
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