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94TH CoNGRESS } HOUSE OF REPRESENTATIVES { 
tEd Session 

REPI'. 94-
1026 Part 1 

IMPLEMENTING THE FEDERAL RESPONSIBILl'TY FOR THE CARE 
AND EDUCATION OF THE INDIAN PEOPLE BY IMPROVING THE 
SERVICES AND FACILITIES OF FEDERAL INDIAN HEALTH PRO­
GRAMS AND ENCOURAGING MAXIMUM PARTIC'IPATION OF IN­
DIANS IN SUCH PROGRAMS, AND FOR OTHER PURPOSE:S 

APRIL 9, 1976.-0rdered to be printed 

Mr. HALEY, 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 Federal responsibility 
for the care and education of the Indian people by improving the 
services and facilities of Federal Indian health programs and en­
couraging maximum participation of Indians in such programs, and 
for other purposes, having considered the same, reports favorably 
thereon with an amendment and recommends that the bill as amended 
do pass. 

The amendment is as .follmvs: 
Page 1, beginning on line 3, strike out all after tne enacting clause 

and insert in lieu thereof the following: 
That this Aot may be cited as the "Indian Health Care Improvement Act". 

FINDINGS 

Sec. 2. The Congress finds that-
(a) Federal health services to maintain and improve the health of the Indians 

are consonant with and required by the Federal Government's historical and 
unique }('gal relationship with, and resulting responsibility to, the American 
Indian people. 

(b) A major national goal of the United States is to provide the quantity and 
quality of health services which will permit the health status of Indians to be 
raised to the highest possible level and to ('nconrage the maximum participation 
of Indians in the planning and managPment of those services. 

(c) Federal health H('J'YiC('S to Indians have resulted in a reduction in the 
prevalence and incidence of preventable illnesses among, and unnecessary and 
premature deaths of, Indians. 

(1) 
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(d) Despite such services, the unmet health needs of the American In.dian 
people ,art> st>vere and tltt> health status of the Indians ~s far l!t>low that of the 
general population of tht> Cnitt>d ~·;tates. For examplt>, for Jll(llans compared to 
:ill Americans in 19il, the tuberculosis death rate was over four and one-.half 
times grt>ater, the intitwnza and llllt'Unwnia dt>ath ratP ovt>r ont> and one-ll.alf tunes 
greater, and the infant death ratt> approximate!~· :W pt>r eentum greater. 

(e) All other Federal sprvict>;.; and programs in fulfillment of the Federa~ re­
sponsillility to Indians ,are jeopardizt>d by the low health status of the Amencan 
Indian people. 

(f) Further improvement in Indian health is imperiled by- ... 
( 1) inadequate. outdated. ineffieient, and undennamwd ~ac1hhes .. For ex­

ample, only twenty-four of tifty-oue Indian Health ~ernee hm-qntals. are 
accredited bv the ,Joint Commission on "\ccredatiot; of Hospitals; ouly tlurt~·­
one meet na.tional tire ,and saft>t~· codes; and fifty-two locations with Indian 
populations have bt><>ll idt>ntitied as requiring either nt>w or replacement 
health ct>nters and stations. or elinics remodt>led for improved or additional 
sen·ice; 

(2) shortage of personnel. For example, about one-half of the Service hos-
pitals, four-fifths of the ~ervice hospital outpatient clinics, and one-half of the 
Serviet> he.altll clinics meet only SO per centum of staffing Rtandards for their 
respective services ; 

( 3) insufficient services in such areas as laboratory, hospital inpatient and 
outpatient, eye care and medical health sen·ices. and services available 
through contracts with private physicians, clinics, and agencies. For example, 
alJout 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 alJout 98 per centum of hearing aid requirements are unmet; 

( 4) related support factors. For t>xample, over seven lmndrt>d housing units 
are nt>eded for staff .at remote Service facilities; 

(5) Jack of acce,;s of Indians to health services due to remote reRidences. 
undeveloped or underdeveloped conununication and transportation systems, 
and difficult. sometime~ Revere. climate conditions; and 

(6) Jack of safe water ami sanitary waste dispos,al sen·iceR. For example, 
over thirty-seven thousand four hundred existing and fort~·-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 lwttel' Indian health is dependent on this continued growth of eontidence. 
Both such progress and such confidence are dependent on improved Federal Indian 
health services. 

DECLARATION OF POILICY 

SEc. 3. The Congress hereby declares that it is the policy of this ~ation, in 
fulfillment of its special responsihilities 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 policy. 

DEFINITIONS 

SEc. 4. For purposes of this Act-
(a) "Secretary", unless otherwise designated, means the Secretary of Health. 

Education, and 'Velfare. 
(h) "Service" means the Indian Health Service. 
(c) "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 (e) ( 5), such term;; 
shall mean any individual who ( 1), irrespective of whether he or she lives on 
or near a reservation, is a memher 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 
de,;cendant, in the first or second degree, of any snell member, or (2) is an 
Eskimo or Aleut or other Alaska Native, or (3) is considered by the Secretary of 
the Interior to he an Indian for any purpose, or ( 4) is determined to be an 
Indian under regulations promulgated hy the Secretary. 

(d) "Indian tribe" means any Indian tribe. hand. nation, or other organized 
'group or community, including any Alaska Nath·e village or group as defined in 

• 
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the Alaska Xative Claims Settlement Act (85 Stat. 688), which is recognized as 
eligible for the speeial programs and sen-ices provided by the United States to 
Indians because of their status as Indians. 

. (e) "Tribal organization" means the elected gm·erning body of any Indian 
tnbe or :m~- legally established organization of Indians which is controlled by 
one or more such bodieR or by a board of directors elected or ;;elected by one or 
n~ore. such bodies. (or. elected by the Indian population to he sen-eel by su.ch orga­
mzatwn) and winch mcludes the maximum participation of Indians in all phases 
of its activities. 

(f) "l:rhan Indian" means an individual who resides in an urban center as 
defined in subRection (g) hereof, and who meets one or more of the four crit~ria 
in subsection (c) ( 1) through ( 4) of this section. 

(g) "Urban center" means any community which has a sufficient urban Indian 
population with unmet health needs to warrant assistance under title V as de-
tt>rmined by the Secretary. ' 
. (h) "Urban Indian organization" means a nonprofit corporate body situated 
l!1 an urban center, composed of urban Indians, and providing for the maximum 
participation of all interested Indian groups and individuals, which body is ca­
pable 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 

SEC. 101. The purpose of this title is to augment the inadequate number of 
health pr.of•essionals serving Indians and remove the multiple barriers to the en­
tra~ce of health professionals into the Service and private practice among 
Jnd1ans. 

HEALTH PROFESSIONS RECRUITMENT PROGRAM FOR INDIANS 

SEc. 102. (a) The Secretary, acting through the Service, shall make grants to 
public or nonprofit 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 professions and encouraging and assisting them (A) to enroll in 
sch~ols of medicine, osteopathy, dentistry, veterinary medicine, optometry, 
pocllatry, pharmacy, public health, nursing, or allied health professions· or 
(B), if they are not qualified to enroll in any such school, to undertake s~ch 
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 
are undertaking training necessary to qualify them to enroll in any such 
school; or 

(3) establishing other programs which the Secretary determines will en­
hance and f~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) Xo grant may be made under this section unless an application there­
for has been Huhmitted 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 
Seen•tary. l'aynwnts 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. 

(c) For the purpose of making payment pursuant to grants under this 
sPction, then· arP authoriztd to he appropriated $900,000 for fiscal vear 1977 
$1,ii00,000 for ti;;cnl year 1!171', $1,800,000 for fiscal year 197!1, $2,400,000 for fiscal 
year 1!)80, $2,700,000 for fiscal year 1981, $3,000,000 for fiscal year 1982 an<l 
$2,700,000 for fiscal year 1983. 

HEALTH PROFESSIONS PREPARATORY SCHOLARSHIP PROGRAM FOR JNDIAXS 

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

(1) have successfully completed their high school education or hio-h 
school equivalency ; and "' 
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(2} have demonstrated the capability to successfully co_mplete co~rses 
of study in schools of medicine, osteopathy, dentistry. vetermar;v: medicine, 
optometry, podiatry, pharmacy, public health, nursmg, or alhed health 
professhms. . 1 b f · d 

(b} Each scholarship grant, made under this seclwn sha 1 e or a perw 
not to exceed two academic years, which years shall be for compensatory pre-
professional educa,tion of any grantee. . . 

( c} Scholarship grants made under this section may cover costs of tmt10n, 
books, transportation, board, and other n~cessary related expenses. . . . 

(d) There are authorized to be appropnated for the purpose of tlus sec~ton. 
$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 1980, $1,600,000 for fiscal year 1981, $1,900,000 
for fiscal year 1982, and $2,000,000 for fiscal year 1983. 

HEAI.TH PROFESSIONS SCHOLARSHIP PROGRA:M 

SEc. 104. (a) The Secretary, acting through the Service, shall ma~~ scholar­
ship grants to individuals (i) who are enrolled in scl.IOols of med1eme, ost~ 
opathy, dentistry, veterinary medicine, optometry, P<?<hatry, pharmacy, pu~hc 
health, nursing, or allied health professions, and (h) who a;p;ee to pr?vide 
their professional services to Indians after the completion of their professHmal 
training. . 

(b) (1) The Secretary, acting through the Service, (i) shall accor~ prionty 
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 st>n·ice 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 financial resources of the 
grantee, l'ully cover the costs of booln;, transportation, board, and ot~er nece& 
sary related expenses: Pror:ided, That the amount of grant funds available an­
nually to each grantee under clause (ii) shall not exceed $8,000, excep.t where 
the scholarship grant is extended to co,·er the period between academic years 
pursuant to paragraph ( 3) of this subsect,ion. ' 

(3) Scholarship grants under this section shall be made wit}l respect to 
academic years, except that any such grant may be extended and mcreased 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 furt~er grant 
assistance during such period is required by the grantee because of his or her 
financial need. . 

(c) (1) As a condition for any scholarship grants under this sectwn, ~ch 
grantee shall be obligated to provide professional service to Indians for a periOd 
of years equal to the number of years during which he or she receives such 
grants. . . ,. . . 

(2) For the purpose of clause (1) of th1s subsectiOn, ·professw~al sernce ~o 
Indi·ans" shall mean employment in the Service or in private prachce where,. m 
the judgment of the Secretary in accordance with guidelines promu_lgated by him, 
such practice is situated in a physician or other health professwnal shortage 
area and addresses the health care needs of a substantial number of Indians. 
Periods of internship or residency, exce-pt residency sen·ed in a facility of the 
Service, shall not constitute fulfillment of this service obligation. 

(3) 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 be-en 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
pliance 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. 

Anv amount which the United State~ is entitled to recover under this paragraph 
sh;lll within the three-year period beginning on the date the United States 
beco;nes entitled to recover such amount, be paid to the enited States. Until any 
amount due the United States under this paragraph on account of any grant un­
der this section is paid, there shall accrue 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 to this section shall 
be canceled upon the death of such individual. 

(B) 'fhe 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 
equHy 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 1980, $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 suc­
ceeding fiscal year. 

INDIAN HEALTH SERVICE EXTERN· PROGRAMS 

SEc. 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. 

(c) Any employment pursuant to this section shall be made without regard to 
any competitive personnel system or agen~y 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 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 

SEc. 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 Secretary, acting through the Service, may provide allowances to health pro­
fessionals employed in the Service to enable them for a period of time each year 
prescribed ·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: 
$100,000 for fiscal year 1977, $200,000 for fiscal year 1978. $250,000 for fiscal yt>ar 
1979, $300,000 for fiscal year 191-JO, $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 
senices 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 ~·ear 1976 required to continue the programs of 
the Service thereafter. 

(b) 'l'he 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 (c). 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. 

(c) The following amounts and positions are authorized, in accordan.ce 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 hun.dred 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 
position~ 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 Ill 
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, $2,600,00? 
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 197~, 
$600 000 and fifteen positions for fiscal year 1979, $800,000 and fifteen posi­
tion~ 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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(E) 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 · 
fiscal year 1981, $300,000 for fiscal year 1982, and $300,000 for fiscal year 
1983. 

( 5) Treatment and control of alcoholism 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. 

(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
tract not 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 and appropriate for the 
programs enumerated in Title II of this Act. 

TITLE III-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: $123,880,000 for fiscal year 1977, $55,171,000 for fiscal year 
1978, $24,703,000 for fiscal 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, $6,135,000 for fiscal year 1982, and $6,852,000 
for fiscal year 1983. 

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

(c) 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 purpoSie 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 
Jul:y 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_s~_tw~ (b): t~ supply unmet needs for safe water and sanitary waste disposal 
facihties m ex1stmg and new Indian homes 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, 
$80,000,000 for fiscal year 1979, $30,000,000 for fiscal year 1980, and $20,000,000 
for fiscal year 1981. 

(c) 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 FmMS 

SEc. 303. (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 preferen~ 
to any Indian or any enteri)rise, partnership, corporation, or other type of bUSil­
ness organization owned and controlled by an Indian or Indians including former 
or currently Federally-recognized Jndian 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: 

"Sec. 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 Act of 
Au~st 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 

SEc. 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, 7wwever, That the ·Secre­
tary shall include in his certifications appropriate assurances that such facilities 
will meet standards equivalent to licensure requirements . 

• 

g 

• (c) 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) Nothing 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 ELIGffiLE 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 (including 
a hospital, skilled nursing facility, or intermediate care facility), whether 
operated by the Service or by an Indian tribe or tribal organization, shall hereby 
be deemed to be a facility eligible for reimbursement under said title XIX : Pro­
vided, That the requirements of subsection (c) are met. 

•(b) The Secretary is authorized to enter into agreements with the appropri­
ate State 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, 
howevetr, That the 'Secretary shall include in his certifications appropriate assur­
ances 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 tl.le 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 oo provide services to 
an Ind1an beneficiary with coverage under title XIX of the Social Security Act, 
as amended, in preference oo 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 19.Jllount 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-HEAIJrH 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 ul'iban Indian 
population. 

CONTRACTS WITH URBAN INDIAN ORGANIZATIONS 

SEc. 502. The Secretary, acting through the Service, Shall enter into contracts 
with urban Indian organizations to assist such orgnnlzations to establish and 
administer, in the urban centers in which such org~anizations are situated, .pro­
grams which meet the requirements set forth in sections 503 and 504. 



10 

OONT&A.CT ELIGIBILITY 

SEC. 500. (a) The Secretary, acting through the Servi~, shall place such con­
ditions as he deems necessary to effect the purpose of this title m any contract 
which he makes with any urban Indian organization pursuant to this title. Such 
oonditioi!B shall include, llut are not limited 'to, requirements that tlle organiza­
tion successfully undertake tlle following activities : 

(1) determine tlle population of Ul'ban 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; 

( 3) assist such resources in providing service to such Ul'ban 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 ed\l(lii.Jtion tasks set fo}"th in clauses (3) tllrough (5) Qf this 
subsection ; · d th 

(7) idenltify gaps between unmet healith needs of urban Indians an e 
resources available to meet such needs ; 

.(8) make recommendations to the~ and Federal, S~te, l()(lll.l, and 
other resouree 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 semces to urblan 
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 e:Jitent of the unmet health care needs of urban Indians m the 
urban center involved; . 

(2) the size of the urban Indian population which is to receive assistance; 
(3) the relative accessi'bility which such population has •to health care 

services in such urban center; 
1(4) the extent, if any, to which the project ~ould 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 tllis title in such urban center; 

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

(7) the extent of existing or likely future participation in such activities 
by ·appropriate health -and health-rel-ated Froeral, 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 ~xcept 
that in the discretion of the Secretary, such contracts may be negotiated without 
adv~rtising and need not conform to the provisions of the Act of August 24, 1935 
( 48 Stat. 793), as amended. 

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

(c) 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 hy 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 etl'ective 
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 Secretlary 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 jurisdic­
tion under such terms and conditions as may be agreed upon for tlleir 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 witll 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 fi·,;;cal 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 

SEc. 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 autllorized 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 t0--
(1) tlle selection of a physical site for the location of the school. In select­

ing such site, the Secretary shall take into consideration-
( A) the centrality of the site to the genP.ral 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 education 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. 



(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 
oe 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 resolutio.n 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 yeaT 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. 
(c) 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 expendituores and . 
levels of authorizations under this Act and make recommendations to Congress 
concerning any increase or decreases in the authorizaJtions 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 formulaJte appropriate rules and Tegulations 
to implement the provisions of this Act. 

(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: Provi ded, That, prior to any revision of or 
amendment to such rules or regulations, th€' ·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. 7~. (a ) Within two hundred and forty days after enactment of this Act, 
a plan Wlll be prepared by the Secretary and will be submitted to the Congress. 

(b) The plan will explain by title and section the manner a nd 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 plan submitted by the Secretary shall become effective and he shall 
take immediate action to implement the plan at the end of a sixty-day period 
(ex<;luding days on which either the House of Representatives or the Senate is 
not m session because of an adjournment of more than three calendar days to a 
day certain), ~nless during such sixty-day period either House adopts a resolu­
tion disapprovmg such plan. 

LEASES WITH INDIAN TRmES 

SEC. 704. N~twithstanding any o_ther provision of law, the Secretary is author­
ized, in carr~mg out . the purposes of this Act , to enter into leases with Indian 
tribes for perlOds not m excess of twenty years. 

AV AILARILITY OF F U NDS 

S~c. 705. The funds appropriated pursuant to this Act shall remain available 
until expended. 

I. PuRroSE, HISTORY AND BACKGROUND OF H.R. 2505 

A. PURPOSE 

Th~ purp~ of H.R. 2525, the Indian Health Care Improvement 
Act, IS to r~use the status of health care for American Indians and 
Al~ska Natives, over ~ seve~:year period, to a level equal to that 
enJoyed by ?~'her A~eriC~n citizens. To meet this purpose, H.R. 2525 
~ould provide the direction and financial resources to overcome the 
~na~equacies in the existi~g Feder~;~-l. _In~ian health care program and 
mvi~ t~e great;est possible participatiOn of Indians and Alaska 
Natives m 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· th~ health status 
of, and the provision of basic health services to, the' American Indian 
people. 
Th~ most basic human right must be the right to enjoy decent health. 

Certamly, any effort to fulfill Federal responsibilities to the Indian 
peo.I?le must begin with the provision of healt h services. I n fact, health 
services must be the cornerstone upon which rest all other Federal 
progra~s for the ~nefit of Indians. Without a proper health status, 
the Ind~an peopl~ will be unabl_e to fully avail themselves of the many 
econo~c, ed~c111tional, and social programs already directed to them 
or whiCh this Congress and future Congresses will provide them. 

B. HISTORY OF INDIAN HEALTH CARE 

I~ the early hi~tory of this country, the only Federal health services 
a.vail!tble to In~bans were those provided by military physicians as­
signed to frontier forts and reservations. At times, these services were 
rendered ·"0 ~ulfill treaty promises. However, the primary concern of 
these physiC~ans w_as the p~vention of the spread of smallpox and 
oth~r contagious diseases-diseases which were virtually unknown to 
Indians before their contact with the white man. 

69-524 0 - 76 - 2 
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In. ~849, .India~ health policy shifted from military to civilian 
admimstrwtiOn w1th the transfer of the Bureau of Indian Affairs 
(BIA) from the.W:ar Department to the Department of the Interior. 
~!though some hmited progress occurred under this new administra­
tive arrangement, by 1875 there were still only about half as many 
~ootors !1-S there were Indian agencies, and by 1900 the physicians serv­
mg Indians numbered only 83. 

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 formallegislrutive authorization for 
Fede~l health care for Indians. It authorized the Secretary of the 
In tenor 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 ?eeds of Indian <?O~munities. This effort was facilitated by 

the assignment of commiSSioned officers of the Public Healt h Serv­
ice to In?ian health care services. While these highly trained medical 
and pubhc health officers strengthened the overall direction of the F ed­
eral Indian health program, other shortcomings in that program 
frustrated success in overcoming the numerous serious health prob­
le~s.of Indians. The program was C?ntinually plagued with outdated 
famhties, severe understaffing and madequate 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 
~ransfer of the Indian health program to the Public Health Service 
m the Department of Health, E ducation, 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 whieh 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 act ion compatible with their effort to repeal laws which they 
felt unwisely set Indians apart from other citizens. 

In 1954, the Congress enaoted 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 P ublic H ealth Serv­
ice, Department of Health, Education, and Welfare (HEW). In 1968, 
the Division of Indian H ealth was retitled the Indian Health Serv­
ioe (IHS). The functions of the Surgeon General have now been 
a;bolished, and the health service programs in HEW have gone through 
several administrative reorganizations. The IHS is now a division 
of the Public Health Service in the Health Serviees Administration 
of HEW. Despite its inception in a termination atmosphere, T he 
IHS has grown rapidly since 1955. From a budget of $24.5 million 
and a sta.ff of 3574 in 1955, it now has an authorized staff of 8108 and 
an annual budget of approximately $27 4 million. 
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C. THE DEPWRABLE STATUS OF INDIAN H EALTH 

rr:he sad fact are that the vast majority of Indians still live in an 
env_I~o?me~t characterized by- inadequate and understaffed health 
facilities; Improp~r ?r nonexistent waste disposal and water supply 
systems; a?d contmumg dangers of deadly or disabling diseases. 

T?ese circumstances, in combination, cause Indians and Alaska 
~atives to suffer a health status far below that of the general popula­
tion and plague Indi~ communiti~ and Native villages with health 
concerns other American commumties have forgotten as long as 25 · 
years ago. 

Health stllltistic:> p_rovide. a measure «;>f not only the progress in, 
but also t?-e contm~mg plight of, Indian health : the incidenoe of 
tuberculosis for ~n~:bans and Alas~a Natives is 7.3 times higher than 
the rate for all c~tizens of ~h~ Umted States; and, while respirwtory 
and gall bladder Illness sta.tlstiCs are not reported in t he general popu­
lation, Indian H;ealth Service. officials state emphatically thwt the 
r~tes for t~ese diseases among Indians and Alaska Natives are sig­
mfic~~tly hig:her th~n tha,~ of the general population . 

Otitis media, an mfectwn of the inner ear which affects most com­
monly chi.ldr~n. u~der t~e age of 2 years, continues to be a leading 
cause of disability m I ndians and Alaska Natives, and although surgi­
cal trea~ment _is I?o.~ible which can generally .Preve~t the long-term 
and serious disabilities of deafness and learnmg deficiencies only a 
fractio:r;t of this essen~ial surgery is now b~ing provid~d. ' . 

The mfant mortahty rate among Indians IS 1.1 times the national 
average, while the Indian birth rate continues at a rate twioe that' of 
all other Americans. 
. T~e prevalence ?f 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, alcoholism, acciden'ts homicide 
and suicide. ' 

For example, the suicide rate for Indians and Alaska Natives is 
approximately twi~e .as high as in the total U.S. populat ion. 
T~e hea.lth stati.stics relate a deplorable tale, a tale which has a 

tragrc endmg. 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 eff?r~s. to alter these healt~ cond~tions among Indians are met 
with the Initial and fundamental Impediment of outdated or indaquate 
health facilities. 

Of the existing Indian H ealth Servioe facilities, some 38 hospitals 
66 health centers, and 240 other health stations are at least 20 yea~ 
old. 
.~any ar~ ol~ o~e-stor~, wooden buildings with inadequate elec­

~rimty,.venti~atiOn, ms?-latwn,. and fire protection systems, and of such 
msuffiment Size as to Jeopardize the health and safety of their occu­
pants. 
. To m~t the needs of some 498,000 Indians, IHS and contract facili­

ties provide s?me 3,700 hospital beds. Compared with a national aver­
age of 1 hospital bed per 125 persons, I HS 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 Committ_e~ on Accreditation of Hospitals (JCAH) has 
mv~tigated ~he conditions of Indian Health Service facilities. It is 
their conclusion that only 26 of the 51 existing IRS hospitals, less 
.than one:half, 'l!leet the JCAH standard of accreditation (either be­
cause of .msuffiment staff or poor physical plants), that two-thirds of 
the hospitals are obsolete and that 22 need complete replacement. 
. In ord~r ~o over?~II_le the gross deficiencies in the quantity and qual­
Ity o~ existmg fam!Ities, more money must be allocated. Per capita ex­
pendit~res for Indian health p~rposes are 25 percent .·below per capita 
expenditure~ f?r health ~are m the average American community. 
The greater InCidence of disease among Indians renders this deficiency 
all the J?Ore acute. It is further compounded by the fact that many of 
o~r nat10n!l'l health progra!lls, designed to assist the general popula­
t~on, are diffi.cult or IJ?POSSible to apply to Indians. Medicare, Medic­
aid, and soCial security programs afford little relief because given 
t~e .unique socia! situation of most Indians, very few know they are 
el~g~b!e. for Medicare or have worked long enough for social security 
ehgibihty. 
. H.R. 2525 w.oul~ pr.ovide .t~~ necessary fun1s and direction to elim­
mate the defiCienCies m facilities and would rmprove access to Medi­
care, Medicaid, and other similar programs. 

Central t~ ~he Indian health tragedy is the manpower shortage 
amo~g physiCia~s and related health personnel-probably the most 
pressmg and serious problem facing the Indian Health Service. At 
present, there a~e 495 physici~~s in the IRS. Simply translated this 
rep!'esents a ratio of o~e physiCian for every 988 Indians as against a 
national ·~verage .of shghtly un~er 600 persons per physician. This 
shortage IS complicated by the highly dispersed and remote locations 
o.f many Indian tribes, vast distances between settled areas on reserva­
tions, and th.e l~~;ck of adequate roads and emergency transportation 
and commumcat10n systems. 

Leading ~edi~al officials have given truly dire warnings that any 
further declme m manpower could have critical implicatiOns for the 
health of Indians. Yet, despite these warnings, the severe manpower 
short;ages w~ich are now being experienced by the Indian Health 
ServiCe. are hkely to become even more acute in the coming years. For 
approximately two decades, the Indian Health Service drew on the 
J?octor Draft J\ct as the main source for its supply of needed physi­
cians a~d dentis~s. U~d~r that Act, physicians and dentists upon 
com~let10n of their trammg were permitted to serve two years in the 
Pubhc Health Service in heu of their military commitment. Conse­
quently, a _large number o~ su?h health professionals were assiWled 
to t~e Indian Health Service m fulfillment of their 2-year mihtary 
requ~rement. However, the expiration of the Doctor Draft Act au­
th~mty on June 30, 197 4, has had. the practica~ effect of eliminating 
this stable so:urce of health professionals for assignment to the Indian 
Health Service. An absence of adequate housing facilities and the 
remoteness and cultural isolation of IRS assignments have added t n 
the problem of recruiting ~rofessional staff. 

Unfortunately, the Indian people cannot look to their own tribal 
members for relief .f~om the he~lth manpower shortage. There are 
only ?O known p~~sicians of Indian descent currently engaged in the 
pra?tice of medicme, 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 Indi,an 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 a:fflicts 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 I ndian 
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 
?learly demonstrates that the time has come to further strengthen that 
mstrument. 

The purpose, then, of H.R. 2525 is to give the I ndian Health Service 
the ~na!lcial and human resourc~s and the legal mandate to meet the 
contmumg challenges of promotmg better health and providing bet­
ter health care among Indians. 

II. OVERVIEW OF H.R. 2525, AS AMENDED 

A. GENERAL ANALYSIS 

. Thr~mg~ the various titles, the bill proposes to achieve the follow­
mg obJectives: 

To assur~ an adequ~te health manpower base to provide proper 
health serviCes to Indmns 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 assure the elimination of the enormous backlog among In­
dians of unmet health needs and essential needs and essential 
patient care (title II) ; 

To construct modern, efficient hospitals and other health care 
facilities serving Indians where none exist and renovate t~e 
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 III) ; 

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 ?f 
an American Indian School of Medicine to msure that there lS 
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 sourte 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 
fisool 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 period. 

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 Carblina, 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 Affairs 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 heia on October 28-29; November 6; and December 9, 1975. The 
Subcom~ittee 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 
Affairs on January 28; February 26; and March 2, 1976. After 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 Commit~, 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 Otmgress 

Senator Dewey Bartlett 
Congressman John B. Conlan 
Senator Paul Fannin 
Senator Barry Goldwater 
Senator Henry M. Jackson 
Congressman John H. Rhodes 

National Medical A.ssoai.ations 

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 

Tide I establishes the Indian Health Manpower program consisting 
of a recrui'tment and counseling program, a preparatory scholarship 
program, a professional scholarship program, an extern program, and 
continuing education. This health manpower progrnm should be viewed 
as a. "package" designed to str~ngthen. and expand the c~pacity of the 
Indmn Health SerVIce to obtam sufficient health professionals to meet 
the health care needs of Indians. More specifically, title I is juetified 
on the basis of the following points: . 

First, title I is designed ·as an Indian-oriented health manpoweT 
program. By designing a separate Indian h"ealth 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 Man :power program 
has been assigned to the IRS. By assigning the admimstrat ion of the 
prog-ram to IRS, the chances for success •are greater because it is in 
the mterest of IRS to 11SSUre 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 lfm. H ealth Professions Recruitment Program fM Indians 

Provisions.-This section esta:blishes a grant program to facilitate 
the recruitment of Indians into health profession careers. 

Purpoae.-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 esbablished to encourage Indians to choose a health 
career . 
. E xpected Results.-In the seven fiscal years for which authoriza­

tions are provided in H.R. 2525, it should be possible to contact 150,000 
students from 300 tribal groups to determine their potential for train­
ing in the healt h professions. 

Oost.-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 Indwns 

P~ovisions.:-Under this section, scholarShips are Ito be provided to 
qua~Ified Indrans, regardless of whether or not they are reservation 
Ind1•ans, for not to ex~ed two aoademic years which shall be for oom­
pe~satory pre ... profess10nal health education curriculum. The scholar­
ship shall cover costs of tuition, books, transportation, board, and other 
necessary relaJI:.ed expenses. 

Purpose.-Section 103 is designed to support Indian students inter­
~ted m h~lth careers and to encourage completion of pte-profes-
siOnal studies. 

!J{))pected Results.-~~proximately 1700 Indian youngsters will re­
cmve compensatory traimng for not to exceed two years of academic 
work. 

Oost.--:F~r the seven fiscal year period, there is authorized a total 
of $10 milhon. 
Section 104. Health Profes&Wns Scholarship Program 
~rovisions.-Under ;this ~~o~, scholarship grants •are to be made 

av3;1l~bl~ to any qwahfied mdividual,. but with. I.ndians as priority 
reC!p.Ients. ~n return .for the scholarship, the reCipients must agree ·to 
proVI.de their PJ:?fess10nal services to Indians, either through the IHS 
or private practiCe. 

Th:e ~HS is authorized to esta:blish scholarship priorities 'OOCOrding 
to ex1stmg health professional needs. 

Each scholarship woul~ fully cover the cost of tuition. In addition, 
a_n amount would be ·provided to cover the costs of books, transporta­
tiOn, board and other necessary related expenses. The amounrt of the 
grant to cover expenses would be based on the .financial resources of 
the grantee 11;~d w~uld not exceed $~,000 per pear. 

.A13 a C<?nditlon fo! the scholarship, eaeh grantee would be obligated 
to serve. m the Indian Health Servie;e for ·a period of years equal to 
the n.umber ?~years ~he grantee. received scholarship support. Under 
certam rond1~10ns, pn"''l;te praoti~ would be permitted as a pay· back 
for s~holarship support If that private practice involves serving a sub­
stantial number of Indians. 
T~e bill,. as ll;mended, provides •that a grantee who fails to fulfill :the 

ser~ce obhgat~on must re,pay .the gra~t as if it were a loan, with inter­
est, m proport1on to. the time. fo~ whmh the grantee failed to serve. 
furyws~.-The primar-y ob]ecrtive of the health professional ~holoar­

ship IS ~ mc!ease the !?-umber of health professionals, especially Indi­
ans, servmg m the Indi·an Health Service. The Indian Health Service 
has always found it difficult t o meet its manpower needs, but with the 
end of th.e doctor draft and the increasing demand being placed on 
IHS. semces.the pressures are growing. A sch?larship program which 
reqmres semce as a pay-back IS seen as a pnmary tool to meet such 
pressures. 

The justifi~t~n for a ~arge scholarship grant is based on a recent 
GAO study ~hiCh made It very clear thart to overcome the resistance 
o! m~t medmal students to serving in rural areas, especially reserva­
tiOns, It woul~ t~e a generol!s scholarship. In addition, available evi­
den~e would md1caote that without sufficien~ fi~ancial ~urces, !ll~ny 
Indi,!tn srtuden!s would be unable to remam m school smce eXIstmg 
programs are madequate. 
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E{))pected ResUlta.-An estimated 9,000 students would be provided 
scholarship assistance oat approximately $10,000 per student. T his 
would include tuition payments and expenses. · 

Ooat.-For the seven fiscal year period, there is authorized a tot:al 
of $90.05 million. 
Section 105. Indian Health Service Extern Programs 

Provisions.-Under this section, the Indi&n Health Service is au­
thorized to employ either individuals receiving scholarship grants 
under section 104 or orther individuals engaged in health professional 
training during any non-academic period of the year. 

Purpose.-The purpose of this section is to facilitate employment 
opportunities for medical students and to provide a further oppor-
tunity to recruit medical care personnel. 

Expected Results.-Approximately 4,100 students could be exposed 
to actual work situations in the IHS. 

Ooat.-For the seven fiscal year period, there is authorized oa total 
of $10 million. 
Section 106. Oontirvui;ng Education Alluwances 

Provisions.-This section authorizes funding for continuing educa­
tion programs for health professionals employed by the Indian Health 
Semce. Purpose.-A recent GAO study indicated that one of the major rea-
sons why health professionals resisted serving jn 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 . 

Expected 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. 

Ooat.-For the seven fiscal year period, there is authorized a total 
of $1,875,000. 

Total Coat of Title I.-Title I authorizes an expenditure of $126,-
875,000 over a seven fiscal year period. 

Title /1-H ealth Services 

Purpose.-To authorize adequate appropriations 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. 

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. 

These needs would be addressed through the following provisions, 
reflecting the seven fiscal year total : 
Section '201(c) (1). Patient Oare 

To remove the backlogs in direct patient care, this section authorizes 
$182.4 million. ·· 
Section ~Ol(c) (~).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

$3,300,000; 
Training of traditional Indian practitioners in mental health­

approximately $1,500,000. 

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

Section 201(c) (6). Maintenance and Repair of Indian Health Service 
· Facilities 
$18 million is provided for this subsection. 

Section ~01(e) Fiscal Y ear 1977 AuthO'l'ization 
$5 million is authorized to be apportioned as the Secretary deems 

necessary among the programs authorized under title II. 
Ewpected Results of Title II ProgramtJ 

The phased approach recommended in Title II 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 IHS to 
provide the levels of health services beyond the life span of H.R. 2525. 

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

Title III-Health Facilities 

Construction and Renovation of Service Facilities 
Purpose.-To authorize sufficient appropriations over a seven fisca] 

year period to provide for the elimination of inadequate, outdated, 
and unsatisfactory 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
ards, and less than half are accredited under the standards of the Joint 
Commission for Accreditation of Hospitals. The average age of these 
hospitals is about 21 years. 

The IHS 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 staff housing units. 
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These construction needs would be addressed in the following provi­
sions, reflecting the seven fiscal year authorizations : 
Secti.un301(a) (1) . Hospitals 

$383,670,000. 
Section301 (a)(~). Health Centers and Health Stations 

$27,801,000. 
Section301 (a) (3).Staff Huusi;ng 

$54,835,000. . 'd f 
EaJpected Results of Section 301.-The~ sections woul~ proVI e or 

the construction of 20 replacement hospitals ; constructi~n 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. . . . 

Cost of Section 301-Provid.es an authorizatiOn for appropnatwns 
of $466,306,000 over a seven fiscal year period. 
Section 30~. Construction of Safe Water and Sanitary Waste Disposal 

Facilities 
Purpose.-To au~ho~ze sufficient ap~ropriations over a seven ~ 

year period to provide for the construct~on of safe water and ~D:Itary 
waste disposal facilities in existing Indian homes and commumtles. 

The lack of safe water, adequate waste disposal facil.ities and other 
sanitation facilities in many Indian and Alask9: N.ative homes a~d 
communities materially contributes to .the high m.Cidence C!f certam 
environmentally related diseases on Indian reservat10ns and m Alaska 
Native villages. . . . . . . . . 

Even after the completiOn of samtatwn facihtles proJects authonzed 
and requested through fiscal year 1976, there wi_ll still remain. an esti­
mated 21,000 existing Indian and Alaska Native ~omes which la?k 
running water and/or an adequate m~ns of w~ste di8pOSII:l. There will 
also remain nearly 17 000 homes which reqmre upgradmg or other 
improvements to the w~ter and/ or disposal facilities to meet with cur-
rent standards. . 

Work is also required to l?rovide capital improvements to commumty 
water and sewer systems (e.g. new wells, sto~age, treatment). an~ to 
establish and equip tribal operation and mamtenance orgamzatwns 
and solid waste collection and disposal systems. 

These needs would be addressed through the following provision, 
reflecting the seven fiscal year total : 
Section 30~. Water and Sanitation Facilities 

$153,000,000. . . . . 
Ewpected Results.-This sectwn ~ould.prov;tde samtati<:m and water 

service to 23 000 Indian homes whiCh exist without runmng water or 
adequate m~ns of waste disposal. 17,000 homes require improvements 
to water and sewer services. 
Section303. Preference to Indians and lndiaJnFirms 

Purpose.-To provide, where J?OSSible, that the Secretary. of Healt~, 
Education, and Welfare must g~ve preference to any Indian firm m 
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rding contracts for the construction and renovation of Service 
~:C~lities pursuant to ~tion 301 !1~~ in the construction.of safe wat~r 
and sanitary waste disposal fac1hties pursuant to sectiOn 302. This 
provision recognizes the need for economic development on the reser­
vations and attemp~ to stimulate .that development through the 
awarding of constructiOn and renovation contracts. 

Title IV -Access to Health Services 

SectionJ,!Jl. Service8 Providoo to Medicare Eligible Indians 
Prov~ions.-This section makes eligible for reimbursement under 

the. ~~Icare Program services rendered to Indian patients in service 
f~Ihti~, wheth~r operated by IHS or an Indian tribe. In addition, 
this sec.tiOn provides .t~at .Payments received by such facilities are to 
be credited t;<> the facih~y Itse~f and such payment shall not be consid­
ered as a basis for changmg the level of appropriations . 
. Purpo~e.-The.pur~ of this section is to re~10ve a current prohibi­

tioJ?. .agamst Medicare reimbursement for services performed in IHS 
faCil.Ities. By :emovi~g this limitation, the HIS will be able to service 
Me~hcare In~Ian pa~Ients who previously had only been able to use 
their benefits m hospitals far removed from the reservation. 
Section 40~. Servicea Provided to Medicaid Eligible Indians 

Provisions.-This section is similar to section 401 except that it re­
lates to Medicaid and authorizes agreements between the IHS and 
the State concerning reimbursement. This section also contains lan­
guag~ providing. for the cre~Ii.ti:ng of payments to the facility per­
formi~g the service and prohibitmg the use of payments as a basis for 
changmg the level of appropriations. 

Purpoae.-The purpose is the same as for Section 401. 
F.(xpeated Reaulta.-The anticipated results of this title are neces­

san~y unknown since it ~s nearly impossible to predict the number of 
Indians who would quahfy for Medicare andjor Medicaid. It can be 
expected h.owever that so~e incr~a~ in t~e amount of money available 
~ the Indian Health SerVIce facilities will result from passage of this 
Title. 

Title V-Access to ,Health Services for Urban Indians 

Proviai~.-Under this title, the IHS is authorized to enter into 
contrll:Cts. with urban. !~ian organizations to provide assistance for 
estabhshmg and admimstering: 

r~ferral programs to make urban Indians knowledgeable of 
available urban health services· and 

direc~ ~ealth ca:e programs for urban Indians. 
The proviSions also mclude the following: 

the co:r:tr3:ctual conditi.ons which the IHS may impose; 
the cntena for selecting urban Indian organizations for the 

purpose of contracting; 
general c~:m~racting provisions r£>1ating to Indians, most of 

which are SI!filla:r to those contained in P.L. 93-638, the Indian 
Self-DetermmatiOn and Education Assistance Act· 

an annual report requirement; and ' 
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a requirement that the IHS review and submit to Congr~ 
( 6 months following the end of the 1978 fiscal year) a report with 
legislative recommendations. 

Purpose.-The need for expanded contractu~} .a.uthority is justified 
on the basis that existing pilot prograx_ns adm1mstered by I.HS have 
shown that Indian referral programs m urban areas have mcreased 
urban Indians awareness of existing health services. Support. of 
direct care programs is justified on the .b~is t~at some urba~ Indian 
health care programs are already providmg direct care services and 
it would be inappropriate to restrict Federal funds to support of 
referral programs only. 

E xpected Resulta.-The passage of this provi~ion 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. 

Oost.-Title V authorizes an expenditure of $30 million over three 
fiscal years. 

Title VI-American indianSchoolof Medicine 

Proviaiona.-This title directs that the Secretary of Health, Educa­
tion, and Welfare will provide for the establis~~ent, ope~ation., and 
funding of an American Indian School of Medicme. The title directs 
the Secretary to submit his plan for establ.ishing th~ sch~ol a~d set 
certain criteria ·and faotors ohe must take mto consideration m de-
veloping his plan. . . 

Pur-pose.-Many of the health problems and the ~equisl'te .sk~lls 
necessary to miruster to these proble.m~ are often umqu~. ExiStlD;g 
medical schools are not geared to providmg adequate trammg to their 
students to meet these needs. In addition, the growing necessity for 
trained Indians in the health professions coupled with tl_le limited 
vacancies in existing medical schools requires that an Indian school 
be established to meet both of these needs. 

Ooat.-$16,280,000 
Title VII-Miscellaneous 

Provisiona.-(1) The Secreta!1' of H~W is required. ~o file an an­
nual report on the implementation of this Act. In a.dditwn, the Se?­
retary shall review the programs established under this Act and subm1t 
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 :egulations is mand~te~. 
( 3) The Secretary is required to submit ~o the Congress wit~I!l 240 

days of enactment a plan setting f~r~h precise~y how the Admiru.stra­
tion intends to implement the provision~ of this Act. The plan will be 
subject to review and disappro~al.by eithe~ House of t~e Congress. 

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

(5) Funds appropriated under this Act are to remain available 
until expended. 
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III. THE INDIAX HEALTH MANPOWER SHORTAGE: BACKGROUND AND 
AN AN .\LYSIS OF TITLE I AS AMENDED 

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 jeopardy. 
These statements are particularly applicable to the Indian Health 
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 I is designed to meet the chal­
lenge of the health ma~power shortage in the IRS. 

Sources of Manpower 

As noted in a preceding section of this report, Federal health serv­
ices for Indians began 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 Public Health Service Commissioned 
Corps were detailed to the Indian Health Service program. 

Smce 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 
the Commissioned Corps as a result of the selective Service which 
allows doctors and other medical personnel to serve 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 
den~ists in the Indian Health Service were there in lieu of military 
service. 

The Ourrent Challenge: Increase in Demand and Decrease in 
Peraonnel 

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 

Utilization Utilization Utilization 
Number of rate per 1,000 Number of rate per 1,000 Number of rate per 1,000 

admissions population Fiscal year admissions population admissions population 

212.4 73,402 150. 2 30,457 62.3 1974 •....•...•..• •·· ••• 103, 853 
157.0 27, 105 56.5 102, 350 213.5 75, 245 

56.3 
1973 ..•. ..•... .. .. ·•·•· 

218.2 76,054 161.9 26,418 1972 ..•... ....•..•...•. 102,472 
153.9 24,216 52. 7 94,945 206. 6 70, 729 

24,833 55. 1 
1971.. .........•...•.•. 

92, 710 205. 7 67, 877 150.6 
56.4 

1970 •.•.•. . . . ......•... 
157. 5 24,930 1969 ..•..•.••••. ••.•••. 94,490 213. 9 69, 560 
157. 3 24,100 55. 7 1968 •......•.....•.•.•. 92,186 213.0 68,086 
154.4 24,100 56.9 1967 ..•......•. . . ..... . 89,556 211.3 65, 456 
161.6 24, 750 59. 7 1966 ........••.•.••••.. 91,799 221.3 67, 049 
166.9 24,000 59.1 1965 ..•...•••.•••.••.•• 91,744 226.1 67, 744 
166.1 24,000 60.5 1964 ••••..•••.•.••••••• 89,934 226.7 65, 934 
166.9 22, 800 58. 8 1963 •.••••••••••••••••• 87, 549 225.7 64, 749 
157.8 21,500 56.6 1962 •... •. .•••••.•..••. 81,476 214.4 59, 976 
142.9 20,000 52.6 1961. .......•...•. •.••. 74,313 195. 5 54, 313 
149.6 19,880 52.3 1960 .•.... . . ..•.•..•••. 76,754 201. 9 56, 874 
147.5 18, 700 50.5 1959 ••.. ..•........•... 73,268 198.0 54,568 
154.2 16,210 44.9 1958 .•.•...........•.•. 71,859 199.1 55, 649 
151. 0 13,295 37. 8 1957 •.•....•.•.•.. .•.•. 66, 455 188.8 53,160 
134.7 11, 757 34.3 57,975 169.0 46,218 

22. 1 
1956 •••..•.••..•.•....• 

50,143 150.2 42, 762 128.1 7, 381 1955 .•..••••••••.•.••.. 

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

Outpatient visits to IRS hospitals, health centers, and fie]~ stat~o!ls 
have increased each year since fiscal year 1955. Total ~u~patrent visits 
in fiscal ear 1974 were 2,361,654-~v~ times a~ many VlSits as reported 
in 1955. butpatient visits to field chmcs have mcreased 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 

1974 •••••.. •..••..•..•.....•••...••••.•••.•.............••• 
1973 ...•.•••••....••••••••••••.••.•.•...•............... ... 
1972 ............. · · · ···········-···---·--·-··· ••·····•·•·•• 
1971 ..... •••• ••••.•.•••••••••••••••••••. . ...••.• .••••.•.... 
1970 ••••••••••••••••••••••••.•••• •••..•......••........•••• 
1969 .............•...•.................••.••••••••••••••••• 
1968 •. ...... ................... . ..........••.••••• ••••••••• 
1967 ... •.....••... . ...•...•••....•••..•.•••.•............•• 
1966 ..... . •••.....••..••••••••.•.. •••....••............•••• 
1965 . ....••••••••••••••.••..•.•.•..••...•........... ... ...• 
1964 ................•.••....•.•........................••.. 
1963. ·-..••. - ·-·-.-•........• -•... ·-·---.••.. -..•••••••••.. 
1962 ....... ·-.. ·-·-· •..... ······-·--...•• -----·-•••••• •.... 
1961. ....•.... ..••....••...••••.....••.... .....•..•••.•.... 
1960 ....•...••••..••••••••••••••••••.••.•.....•.•••........ 
1959 .. ...•.• .•..••••• •• .•••••.. ··-. - --•. · -.-•.............. 
1958 •••..••••••..•••.••••••.•••••••••••.....••......••••••• 
1957 -·---···-·-·-··········-------··-·-············- · ·-···· 
1956•--------···· ··-··-··-···-··· · ···············-········· 
19551 ••••••••••••••••••••••••••••••• • •••••••••••••••••••••• 

• Excludes visits for dental services. . 

Total 

2, 361, 654 
2, 329,160 
2, 235, 881 
2, 195, 240 
1, 786, 920 
1, 661, 500 
1, 575, 440 
1, 494, 600 
I, 367,000 
I, 325, 400 
I, 295, 000 
I, 271, 400 
I, 142, 300 
1, 022,600 

989, 500 
957, 900 
900,000 
650,000 
540, 860 
455, 000 

2 Decreased because of underreportine of grouped servtces. 
• Estimate. . . 
source: Indian Health service, HEW, " Indian Health Trends and Services," 1974 Edtllon. 

Hospitals 

I, 366, 564 
1, 330, 660 
I, 275, 726 
I, 202, 030 
1, 068, 820 

982, 300 
926, 640 
849, 800 
788, 500 
757, 700 
742, 400 
721,700 
673,200 
628, 700 
585, 100 
546, 900 
533, 440 
510, 000 
415, 860 
355, 000 

Field clinics 

995,090 
989, 500 

2 950, 165 
993, 210 
718, 100 

. 679, 200 
648, 800 
644, 800 
578, 500 
567, 700 
552, 600 
549, 700 
469, 100 
393, 900 
404, 400 
411, 000 
366, 560 
140, 000 
125, 000 
100, 000 

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 

---- ----------
1974 __ __ ----- ------ ------------- ------ -----
1973.- - -- ---- ---- -----··------------ -- -- --
1972 ____ ___ _ ----- ---- ------------ ----- - ··-··----·-~-~-----------
1971. • • - -- ---- ------ ----- --- ---- -

~~~t ~·-~~---~~~:: ·::.~:-:--::::-:- -~:: ·:: ------
....... '!::, ... 'l'o*------....... ~ 1968.- -- - ---- - --- ------ ----- ------- ---- - ---

1967-- ------- ------------ ------------- -- ·- ---- -
1966 •• . ·------ •• ••••·• ·-- ····-- -- -- .. .•. .. ••••·•••••••• 
1965. - -------···· -- ••• • •••••. ··---------------- ----
1964.- · · ••··• ----- ·------ ····--·--------- ----- ---· --
1963 .• ...•••• -- -- --- ·-- --------- ---·-· -- ······-- ·- ······- ---
1962 •• ·-- ---- ·--·- ·-· ··-------·---------- -·- -- --- ----·- ---·-
1961. • .. ----- ---·- ----·-··---·-----·--·- - - ·····- ---· ----
1960.- .. .. .. - . ··--- -- ·------- -- -----·-·-- ···-- --- . .. 
1959. . .• .• - . .. •·••• ··--·------ ··••·• --------- ----· - ----
1958. ---·--·------~-- •.• . - --·-· -- - - - ---- ------------·· 
1957-- - . • - .. ·--- - - •. .• --- -- .••.. 1956 •. .. ·- - . ••••• ,..,. _____________ --

1955 •• -- -· . - -- . ·- -· -·- ·- ··- -- -- ---------.,., •••.•.••••• 

Services Percent increase 
provided over 1955 

927, 701 415. 4 
863, 057 379.0 
844, 724 359. 3 
776, 168 331.2 
646, 580 259. 2 
634, 479 252. 5 
613, 084 240. 6 
545, 509 203. I 
502, 710 179. 3 
495, 006 175.0 
462, 981 157.2 
398, 452 121. 4 
364, 988 102. 8 
348, 776 93. 8 
307, 248 70. 7 
283, 206 57. 3 
282, 372 56. 9 
249, 048 38, 4 
219, 353 21,9 
180,000 ············-··· 

Soutce: Indian Hitllh Service, HEW: "lndip HNI!h ?rends and Setvlces," 1974 edition. 

This increase in the utilization ra.te of Indian Health Service hos­
pitals has been the result of the increasing Indian awareness of medi­
cal care programs, gradually impro,ring transportation, greater com­
munity stress on impr·oved health, and direct Indian im·olvement in 
IRS program operations. Additionally, recent factors in this increase 
have been the impact of the Community Health Representative pro­
gram and the work of Community Health Representatives in ex.p1ain­
ing IHS medical care services in Indian communities and assisting 
Indians in making use of IHS facilities. 

These increases in demand have placed considerable pressure on 
existing facilities and, more importantly, on the medical staff of the 
Indian Health Service. The need for increased numbers of health 
care personnel dominates the current problems facing the Indian 
Health Service, as the following figures clearly illustrate. 

F*1~.=------···-······-··- -- -
1971. .•. ········- --·-----------
1972. ---·-··········-·· ·------·o' 1973................ .. -- .. 
1974 .. ••••••••·• -- .. --····· 
1975. . -----....... :. - . :-;:-••• ---

STAFF SHORTAGES BY PROFESSION 

PHYSICIANS 

----------
Funded 

positioll$ 

437 
466 
522 
536 
523 
528 

Actual 
number 
O.C, 31 

432 
456 
506 
514 
492 
495 

Vacancies 
011 0.:."31 

Actual 
needs I 

5 
10 
16 
22 
31 
31 

613 
625 
637 
649 
661 

Shortage 
iiiCfudl!tc 
VICatiCij 

181 
169 
131 
135 
169 664 l69 

• Based upon .,. htimate ot I pltysldan far 750 people, Tile overari tt.S. average Is I physician for every 600 people. 

S-including PHN's, fiscal year-

RN !m::::::::::::::::::::::::::::: 
1973 •••. -- ... - ·--- --- ---- - - ------
1974 .••..... ........• . ••••..•. ... 
1975 ----------·-········------

" other "nursing personnel, fiscal year-
A 1970 .... -------------------------

1971. ........................... . 
1972 . . ------- ------------ - -- - ----
1973 . ... ...• •••••• • ....•......... 
1974 .... . . • .•........•.. ......... 
1975 ..... . •. . .......•........•.•• 
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NURSES 

Funded 
positions 

1, 101 
1,118 
1,165 
1, 169 
1,189 
1, 194 

I, 221 
1, 278 
1. 285 
I, 264 
l , 229 

Actual 
number 

967 
1, 015 
I , 012 
I, 017 
1,069 
1, 068 

1, 164 
1, 225 
I, 221 
1, 162 

~-m 

PHARMACISTS 

Funded 
positions 

OTHERS 

137 
157 
158 
162 

Vacancies 
Actual 
needs 

134 - ------------ · 
103 ---- - - ----- --
143 -----· - - ---- - -m -·---·--c·6i· 
126 I, 468 

57 -. - --- ------ - · 
53 -----
64 -------·--- ---

:~ -~------z.·m· 

Actual Actual 
number needs 

137 307 
157 307 
158 323 
160 322 

Actual Actual 

Shortage 
including 
vacancies 

134 
103 
153 
152 
394 
400 

57 
53 
64 

102 

~ -m 

Shortage 
i ncluding 
vacancies 

137 
150 
165 
162 

Shortage 
Funded 

positions number I needs 
including 
vacancies 

t t d while in training status. 1 CHR's and CHM 's are no coun e t IHS employees 
2 CHR's are contractor emp.'oy1ees, n1o yees no po!il iori authority is required. 
1 As _these person1nel adreretrv'·,~~de:Ope~perience with CHM 's. • Estimate of tota nee 

410 
618 
718 
968 

0 
0 

25 
41 

Staff shortagell tn ' . IHS faciz.itie8 ftllcaZ year 1914 

1, 840 
1, 876 
1, 916 
I, 992 

100 
100 
100 

• 200 

Hospitals: it is (out of Sl) meeting staffing standar~: . .: , __ .; 
Number of hosp a ' - _.:.:--...... .,-------------.--,-

1 80 (100 percent,~------------- r --------------
2. 60 (79 percent>------------------------------ --------
a· 40 {59 percent)-------------------------~-===---'-------4: Less than 40 lM!l'eeDt---~....-----~.-------- ... 

1, 430 
1, 258 
1, 198 
1, 024 

100 
100 
75 

159 

18 
19 
14 
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> - ------------------------------------------- l2 
3. 40 (59 percent) - - - ----- ------------------------ ------------ 13 
4. Less than 40 percent--------------------------------------- 17 

Number of health centers (out of 57) meeting staffing standards: 
1. 80 (100 percent>------------------------------------------- 28 
2. 60 (79 pe~t)~-----·~--------~~-r------------------------ 26 
3. 40 (59 percent)--------------------------~-.. --,..--·-~ 3 4. Less than 40 percent __________ • ____________________ _:___ 0 

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

During the twenty-five year existence of the military draft1 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 Service-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, 197 4, the Indian Health Service had received only 39 
applications from physicians wishing to serve as of July, 1974. In 
addition, the IHS 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 IHS 
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 H ealth Service could suffer a major crisis 
because demand for health care services will substantially exceed the 
ability of the IRS to deliver them. 

The issue, however, is not just mruintaining current levels of man­
power, but developing a program which will bring health manpower 
levels up to parity with the general population. 

The number of Indian Health Service physicians and registered 
nurses per 100,000 persons served by the IRS has continually lagged 
behind the rate for the general poJ>ulation, 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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the IRS rate was less than 40 percent of the U.S .. rate. WhereH;S 
the rate. for registered nurses in the general populatiOn has expe~= 
enced a continual increase from 1956 t~rough 1971, the rate¥>~ regtt!, 
tered nurses within the IRS has remamed almost constant. e ra 
for the IHS range from ~ low of 2~3 registered nurses per 100,000 
population in 1967 to a high of 230m 1956. eed h" h . 

The figures below clearly indicate p~n~ need-a n w IC lS 

becoming greater as the demand for serviCes mcreases. 

NUMBER OF REGISTERED NURSES AND PHYSICIANS-INDIAN HEALTH SERVICES AND UNITED STATES All RACES . . ) 

Registered nurses Physicians 

Rate per 100,000 Rate per 100,000 
Number -----~::-;­

United IHS 
staff 

Num1'l:'s united 
staff IHS States 1 

Year 

1973. ---····· ··-···-·· 
1972 . -··· ··-····-····· 
1971 . - - -- · -·-· ···-· ·-· 
1970 . .• · - · --····· -··· 
1969. --··-·--------· · · 
1968. --·------·-····--
1967 . - --·-···---·-···· 
1966 . -···--·-········· 
1964 . --· ··-· --········ 
1962 - - --··· ··-------- · 
1960 . -----·--·-···- · · -
I958 ................ . . 
1956 . - ----·---·---·---

1, 079 
1, 057 
1,073 
1,007 

981 
984 
930 
909 
913 
875 
809 
828 
790 

1 Facts about flursing. 
• Health resources statistics, 1972-73. 
• Estimated. 
NA- Not available. 

· Source: Indian Health Service. 

IHS 

225 
225 
228 
219 
217 
222 
213 
212 
222 
221 
213 
229 
230 

States I 

NA 
361 
356 
347 
338 
331 
325 
319 
306 
298 
282 
268 
259 

479 
479 
458 
449 
425 
392 
357 
335 
299 
256 
216 
209 
195 

100 
102 
98 
98 
94 
88 
82 
78 
73 
65 
57 
58 
57 

PHYSICIAN AND REGISTERED NURSE RATES 
. INDIAN HEALTH SERVICE AND .U.S. 

178 
174 

•170 
1166 
1163 
a16I 

158 
156 
151 
NA 
148 
NA 
NA 

JATE PER 100,000 POPULATION 
400 

MURSES- U.S.11 ........................ ~ 
300 1-- - ---.-.: ... :::: .... ;:7. • .,... ••••• ~···········\ . .......................... ---l 

:::::::::::::::::::·.~................... .. ..................... ~~~.~~~~~ .............................................. ~. .......... "'''''' 
200 ~· PHYSICIANS-U.S:?./ ---·- •NA.; 

\ 

100 I 
PHYSICIANS- IHS 

I I l I l I l 
0 

196C 1962 1964 1966 1968 1970 1972 
1956 1958 

CALENDAR YEAR 
1 I FACTS ABOUT UURSI~G 
~/ HV L Til RESOUII~ES STATISTICS 

Source : Indian Health Service. 
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The Response to the Challenge 

In testimony before the Senate Subcommittee on Indian Affairs in 
1973, D.r. Charles C. Edwards, former Assistant Secretary of Health 
EducatiOn, and 1Velfare, discussed in detail on-going Departmentai 
efforts in addressing Indian Health Manpower needs: 

The issue which this Committee has asked us to address is 
namely, What _is being do~e to overcome these disparities~ 
Before addressmg the specifics of our efforts, I would like to 
sug~est tha~ _the. total manpower needs can be affected by 
optimul!l u~Il~z~tion of manpower currently on duty. In this 
connectiOn It IS Important for the Committee to know that the 
last several years, the Indian Health Service has been em­
pha~izing t~e health team approach to the delivery of health 
services: This approach is designed to extend the capability 
of certam team members to provide high quality services. An 
exa~ple of this team approach may be found in the Com­
mumty Hea~th Medic activity. In this activity the CHM's 
work IS an mtegral part of the health care delivery team 
re!ieving the physician of many tasks which can be accom~ 
~hshed equally as well by one who has less training. In addi­
tiOn, the CHMs pr~vide assistance to communities to organize 
and attack underlymg causes of health problems. A prelimi­
nary ~~alysis of t~e _effect of this activity indicates that the 
capability of physiCians to render health care services has 
beer;t greatly extended. While such activities tend to increase 
efficiency, they obviously do not eliminate the need for phy­
si~ians, especially in view of the increasing Indian population 
bemg served along with increased use of services. 

Both the team approach and the improved utilization of 
scarce manpower resources are management considerations. 
Anot_h~r man!lgement consid~ration is the acceptance of the 
physician assigned to an Indtan 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 H ealth Se;vice 
are decreased. The Indian Health Service has made a signifi­
cant effort to get Indian people involved in their health pro­
gram. Not only d?es ~his effor:t help the Indian people to­
wards s~lf-determmat10n, but It also help the people in the 
com'?umty served and the physician who is providing the 
serVlce to mcrease the chances of mutual acceptance. 

Pez:sonnel practices of the type which appear to offer some 
promise regarding professional staff retention include outside 
the Service long te~ 1:_raining coupl_ed with payback assign­
ments, short term trammg, and rotation of personnel assiO'ned 
to l~s desirable stations with those assigned to more desi:'able 
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 
~EvV a~d other: agencies and departments, for that matter, 
m expenments m telecommunications directed toward im-
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proving the care to Indians with use of sophisticated techno­
logic 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
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 ~he In­
dian reservations using a variety of telecommumcations 
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 recntitment efforts. Such 
programs included mass mailing to all interns, medical stu­
dents, and practicing physicians; mass advertising in medical 
periodicals; classified advertising; 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 sununer. W'e 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-
73 school year supported 250 students in their senior year of 
medical school. Of this number, 56 are obligated to serve 2 
years in the Indian Health Service following completi_o-':1- of 
internship or residency training. About 47 of these physicians 
are scheduled to commence service with the Indian Health 
Service in ,Tuly 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 2'25 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 
pr~gram 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 I?rogram 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 ap_(>ropriations authorization not only is too 
low to permit fundmg 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 Public Health Service. Although the draft 
has ended, we do expect that some of these professionals feel 
morally obli~ated to fulfill their agreed period of service fol­
lowing trainmg. 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 Pubhc 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 br 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 experiencing 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.1 

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 the 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. schola~hip programs wh~ch take the for.m of either sc~ol­
arship assistance m 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. ~h.e four 
major programs are described below. The first three are admmistered 
under the Health Professions Student Assistance Program in the 
Bureau of Health Resources Development (BHRD) of th~ 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 ~rofessions ~er­
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 cer~ifies that such prac­
tice helps to meet that area's need for health services, then 50 percent 
of the :practitioner's Federal Health P~ofession~ Student Loan that 
is unpaid on the first day of such practice, plus mterest, may be can­
celled by the Secretary of HEW at the rate of 10 percent for eac~ 
complete year of practi~e. If the health manpowe~ shortage area IS 
designated a rural, low-mcome area, the total unpa~d balance may 'be 
cancelled at the rate of 15 percent per year of practice. 

Any individual w~o wish_e~ to part~cipate in thi~ program must: (1) 
be licensed to practice mediCme, osteopathy, dentistry, or optometry; 
( 2) practice his or her profession in a designa.ted shortage area for 12 
~onsecu~ive ~onths; an~ (3) ~ave the appropriate ~tate health author­
Ity certify his or her ehgtbihty for loan cancellatiOn. 

Since the program is a cancell.ation program, no f~nds are author­
ized or app~priated. CancellatiOn bene~ts are cre~Ited to the loan 
recipient's account at the school from whiCh he receiv~ the lo~~;n. At 
the time this program was in effect a student could receive a maximum 
loan of $2,500 per academic year. 

1 on May 6 1974 the President approved legislation (PL 9 3--274) to Incr ease special 
pay and re-elillstment bonuses for physicians In the Armed Services. Specifically, this 
legislation lncreasl's monthly special pay for doctors to $350 after completing 2 years of 
Sl'rvicl': under prior law, doctors became l'llglble for the $350 monthly special pay only 
after 10 years of servlcl'. 'l'he Legislation also authorizes t he Dl'fense Dl'partml'nt and 
the Departml'nt 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 n umber of years under 
a written a greement. 
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2. The Health Professions Loan Repayment Program-replaci.ng 
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 e~ucational loans-fro.~ any source­
incurred for the costs of educatiOn at a school of mediCme, 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 mdividual IS 
required to demonstrate: ( 1) licensure or completion of steps necessary 
for licensure to practice in a health manpow~r shortage area i (2) com­
pletion of necessary arrangemei?-ts for pract1~; (3) .P~ofesswnal edu­
cation and receipt of a professiOnal degree m medtcme, osteol?athy, 
dentistry, veterinary medicine, optometry, pharmacy, or podiatry; 
and ( 4) unpaid educational loans eligible for part~a! repayment. 

In order to participate in the program, the individ~al ~ust enter 
into an agreement with the Secrtltary 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 mter­
est, which are outstanding on the beginning date of the agreement, 
at the rate of 60 percent for the first two years of servic~ in a shortage 
area and an additional25 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 ~00,0?0 ~or fiscal year 1~7 4. 
P.L. 92-157 expired on June 30, 1974. Legtslahon IS currently pendmg 
in Congress to reauthorize it. 

3. The Physician Shortage Area Scholarship Program was author­
ized by the Comprehensive Health Manpower Training Act of 1~71 
(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 t_o 
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 servi~g an internship or residen.cy in primary _care in a hos­
pital located m a shortage area or havmg a substantial number of 
patients who are migratory farm workerE 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, 

39 

after training, to practice primary care; (3} applicants from low-
income famihes; and (4) other app~icants. . . 

Physician shortage areas are designated by BHRD m consultatiOn 
with State and local health authorities. Primary care refers to gen­
eral practice, family prac~ice, internal medicine, and pediatri~s. . 

Public Law 92-157 expired on June 30, 1974. However, legislatiOn 
has been approved by the Senate to extend this program through 
fiscal year UJ75 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 
Service Corps Scholarship Training Program to obtain t rained physi­
cians, dentists, nurses, and other health related specialists for t'he 
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 s~u~ent in an 
accredited U.S. school of medicme 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 reCIJ?­
ients may serve in a variety of work environments and geographic 
locales, incl~ding: National Health Seryi_ce Corps. providing hea~th 
care to mediCally underserved commumties, Public Health Service 
hospitals and outp~tient clinics, Indian Heal~h Ser~i~~ hospitals, 
clinics and field statwns, U.S. Coast Guard mediCal facthties, or F ed­
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 g-e_neral~y begin~ upon c~mple-
/ tion of one year of post-graduate trammg ( mtern~hip). A hmi~ed 

number of professionals may be approved by the Pubhc Health ~erviCe 
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 au~hori_zing the scholarship _Pro~am­
expired on June 30, 1974. New legt~lahon IS currently l?e?dt~g m Con­
gress to reauthorize the scholarslup program. In anhctp~t~on of re­
authorization, the Administration has requested $3.0 milh_o? to be 
appropriated 'for the program for fiscal year 1975. In ~d~Ition, the 
Administration made a supplemental request for $19.5 million for the 
program for fiscal year 1975, which was approved. In addition, t~e 
Senate approved recently legislation to increase the number of posi-
tions for health professionals as members ?~ the Corps. . . . 

In summary, it appears it be the positiOn of the Admii?-Istrahon 
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 lnadequaci8s 

While the Committee wishes to commend the current effort to over­
come the shorta~es in health manpower facing the Indian Health 
Service, it nevertheless is convinced that the existing programs and 
policies are substantially inadequate to meet the total manpower needs 
of the IHS. 

It is the Committee's view, after considerable study, that current 
~olicies 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
ta~y disparities which exist between PHS personnel and physicians in 
private pr!lctice. ·while th~s may prove helpful to physicians serving 
m the Indian Health Ser.v1ee, other health personnel, such as dentists, 
are not covered. 

Existing II EW scholarship programa 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. 
S~veral recent ~eports have highlighted problems concerning these 

vanous scholarship programs: 
~wo. reports-a General Accounting Offi?e report, Oongressi()(IUJ) 

ObJectwes of Federal Loana and Scholarshtp to Health Professions 
Students Not Being Met, and a CO~"SAD Research Corporation in­
dependent study, An Evaluation of the Effectiveness of Loan For­
giveness as an Incentive for H ealth Practiti01Wrs to Locate in Medical­
ly Underserved Areas~valuated the loan cancellation program and 
both found it_ w~~:n~ing. The_ q-AO Study found that less than 1 per­
cent of the mdividual~ .ehgtbie for the Federal loan forgiveness 
program chose to participate. m the program. About 30,000 medi­
cal and dental students received health professions student loans 
b~tween 1965 and ~972. Of that .total, by October 1973, only 86 physi­
cians and 133 .d~nh~ts had ?btamed cancellation of a portion of their 
loan for prachcmg m a designated shortat;te il;r~a. Equally significant, 
however,. the study concluded that those mdividuals requesting loan 
cancellation would probably have located their practice in shortage 
areas. an~way. :rhe ~tudy indicated that loan forgiveness was not an 
eifectn:e mcenhve with respect to choice of practice location. 

The mdependent study supports GAO's conclusions : 
_On balance, the for~iveness programs have as yet con­

tributed very few health practitioners to shortage areas. 
Unless the current l~vels of perfo~mance change radically in 
t~e next few y~rs, It appears unlikely that loan forgiveness 
will have a noticeable impact on the distribution of health 
practitioners i1_1underserved areas. Further, the participation 
I-ates for dentists, most of whom have made location deci­
s_ions, suggests that the current levels of performance are not 
likely to change radically for physicians. 

':Ve ca1_1not conclude from this data that forgiveness was 
an mcenhve to enter shortage areas for those whose loans were 
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forgiven. They may have. entered for other r~asons and. ac­
cepted forgiveness as a wmdfall. But we c~~;n mfer that d a 
few practitioners are attracte~ to t~e forgtveness program, 
it is likely to be a rather weak mcenhve. 

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 stt~dents, and 
influencing medical and dental school s-raduates to locate m sh01tage 
areas. Although the program undoubtedly ha~ made the h~~lth profes­
sions more accessible to students from low-mcome famihes, Its effi­
ciency and impact in this regard could be great!~ improv~<' 

Clearly, the dominant theme o~ thes~ reports. 1s that existmg Federal 
scholarship programs are weak m their capacity to meet health man-
power sh01tage needs. . . . . 

They fail, for example, to effectively lmk the scholarslup recipient 
to areas of need. In fact, it appears to the Committee that the current 
programs often make it difficult for the r~ipie~ts to arrange ~or serv­
ice m manpower shortage areas. Such a situatiOn hard_ly _bmlds con­
fidence in the argument that such programs could help elimmate health 
manpower shortages. . . . . . 

In addition, the exist~ng programs provide scholarsl~1ps ~h1ch are 
often financially insufficient to attract mterest and partiCipatiOns. B~­
cause of this weakness the effort to meet health manpower needs IS 
severely impaired. 

The GAO report also indicated administrative weaknes~s in the 
scholarship progran:s. In regar.d to the loan ~anc~ll~tlo1_1 pro­
visions, the GAO indicated that tins 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 t.o believe that t~rough these 
kinds of programs health manpower needs could be effectively met. 

Finally: a special problem has arisen wit~ regard to those ~holar­
ship loan proarams which can be cancelled m return fol' serviCe. Ap­
parently: the Internal Revenue Service has determined that "f?rgiven" 
loans should be considered income and that taxes must be paid m the 
year they are cancelled. This decision makes such provisions even more 
unattractive. 

Although these reports did not discuss th.e relationship o.f existing 
scholarship programs to the needs of the Indian Health Service anum-
ber of problems are apparent: . . _ . 

First, the existing programs do not h~k ~he reCipients d1rec~ly to the 
Indian Health Service. Many of the existmg program~ are. e!ther ad­
ministered by financial aid officers at colleges and umversihes or by 
agencies other than the IHS in the Depa~~ent ~f Health_, ~du­
cation and Welfare. Under this form of admmistrahon there 1s httle 
appre~iation for the manpower needs of the Indian. ~ealth Ser~ice. 
Without a direct relationship with the IHS, the recipient feels h ttle 
obligation to meet his service commitment which is required under 
these scholarship programs. 
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Second, the current programs are not designed to recruit and support 
Indians. In brief, they fail to attract Indians because they lack suffi­
cient Indian orientation. Yet, all observers agree that, if the Indian 
Health Service is to succeed in meeting its manpower needs, it must 
attract Indian people to its staff. In 1974, the IHS, out of 500 doctors, 
had only 3 Indian physicians. 

Third, existing programs cannot provide sufficient financial support 
to health professions students, particularly Indians who usually re­
quire more resources than non-Indians. A recent study by the Indian 
Medical Program ( IN}IED) revealed that a number of Indian stu­
dents either could not obtain any funding, though fully qualified, or 
had to obtain financial support from a number of different sources. In 
regard to the latter problem, which affects both Indian and non-Indian 
ahke, the applicant must confront a maze of applications for various 
programs and considerable uncertainty. Under such conditions any 
effort to meet manpower objectives is endangered simply because the 
existing system lacks the ability to effectively match resources with 
need. The Committee was impressed by stories of students, many of 
whom were Indians, who gained acceptance to medical schools, or 
other health service training programs, but could not obtain sufficient 
funding for their education from any one source or even any com­
bination of sources. 

The following table contained in the INMED study demonstrates 
that study's findings : 
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Fi~al~y, most Federal health manpower programs provide support 
to a l.u~uted category of health professionals. For example, under the 
Phy~tCian Shortage ~~a Scholarship Program, only medical or osteo­
pathiC stude!l~s are ehgtble for financial assistance. Other programs do 
mclude addi~IOnal 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 8_cholarship Program is equally, if not 
more, madequate. At the present time the BIA supports approximately 
13,500 st~dents. Of these, 200 students are enrolled in courses in the 
health 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. First the BIA received 
almost ~2? mi_Ilion for sc~olarship ~upport in 1974 a'nd ~pproximately 
$32.5. million m 1975 agamst an estimated need of $42 million. In light 
of this need, ~IA.su_PpOit of training health professionals would have 
to be necessanly limited. Second, the Committee believes it makes little 
sense to ha.ve a program in one agency which provides financial sup­
port f?r the training of personnel for another agency. Instead the 
Committee suggests that the administration of health training pro­
grams more properly belongs to the Indian Health Service, not to 
the BIA. 

In conclusion, the avail'a!ble evidence supports the Committee's view 
that current prog.rams and ~Iicies "are in"adequate to meet the chal­
lenge of overcommg the seru~us health. manpower shortages in the 
Indian. Health Service. ·what IS needed IS a new approach which the 
Commrttee, through H.R. 2525 is committed to realizing. 

B. ANALYSIS 

Committee Objectives 

A;fter evaluatin~ the capacities of exising pro~rnms and the.ir po­
tenti~l for respondmg :to the manpower shortages m the Indian Health 
SerVIce: the Committee is ronvinced 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. he~J.th manpo~er program be designed to sup­
port ~he broad obJective of ehmmatmg health manpower short­
ages ~n all health cat·~ ·areas affeoting the Indian Health Service. 

Thu-d,. that the various elements of the health manpO\ver pro­
gram be mterrelated and be subjected to effective coordination and 
management. 

45 

Fourth, that the administrntion of an Indian oriented health 
manpower program be ass~gned to the Indian. Health Servi?e. 

Fifth, that a scholarshrp progra~ be designed to ~ecifically 
increase the supply of health professiOnals for the Indtan Health 
Service. 

Si~th that the scholarship progrnm provide sufficient financial 
support' to attract highly qualified participants, especially Indi-
ans, and to fully meet their ed~cational n~eds. . . 

These objectives were followed m developmg the provisions found 
in Title I of H.R. 2525. 

Provisions of Title I With Er»pected Results and Oosts 

Title I contains five separate but interrelated programs designed 
specifically to meet the health manpower needs of the Indian Health 
Service and to produce more Indian health professionals. The Com­
mittee assigned the adl!linistration of ~his compre~ensiye "package'' 
of programs to th~ Indian Health.Service ~use It.bt;heves that ~he 
IHS, as an established agency w1th the spectfic '!ll~sswn. to prov~de 
health care to Indians, possesses the necessary admimstratlve machm­
ery ·and the relevant expertise to effec~ively manage t hose prog~ms. 
More importantly, however, the Com~mttee expects t~at u~der th1s ~d­
ministrative assignment the Indi·an Health Service will qmc~ly reahze 
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 R prolonged and likely dangerous man­
power shortage. 

This linkage of agency self-interest and manpower progra!ll~ reP.re­
sents a signifimnt change in the present approach to admimstermg 
Federal health manpower programs. Instead of continuing to. follow 
the pattern of unrelated manl!owe~ _programs, most. of. "Yhich are 
ndmmistered by colleges and umversities on behalf of md1v1dual. stu­
dents, Title I definitely establishes in the Indian Health Servtce a 
manpower progrnm to directly service the interests of that agency. No 
longer will the Indian Health Service have to wait for assistance, 
often in vain, from other program sources but will be able to ~ontrol 
events so as ·to realize its manpower objeotives on a rational basts. 

Following is an outline of the various manpower progrnms of 
Title I: 
H ealth Professions R ecruitment Program for Indians 

Program Description.- The Health Professions Recruitment Pro­
uram for Indians to be established by section 102 is a grant program 
designed to Pnable .r.ublic or ~on-profit J:?riv~te heal~h or _educati?nal 
auencies, Indian tribes, or tnbal orgamzatwns to Identify Indians 
,.;ho have the potential for pursuing health careers, to assist them in 
enrolling in schools offering courses in health careers, to help prep~re 
such students to qualify for enrollment through post-secondary tram­
ing, to publicize existing sourc~s of ~~ancial aSSistance, and to es~ab­
lish such other programs as wtll facihtate the enrollment of Indians 
in health care training programs. 

69-524 0 - 76 - 4 
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Program Rationale.-The Committee believes that a recruitment 
provi.sion is vitally necessar:y to the realization of the objective of in­
creasmg the number of Indian health professionals. In addition the 
Committee feels that a recruitment program is necessary if the ~ther 
programs in Title I are to succeed. 
Al~h~mgh !he Bureau of Health Manpower of the Health Services 

Admimstrati?n. Department. of Health, Education, and Welfare, has 
ended an Indian health recruitment program which had been operating 
for two yea~, the Committee believ~s tha~ such a program is necessary 
and ~ppropnate and should be contmued m the Indian Health Service. 

.With respect to the administration of this program, the Committee 
~Ishe:> to stress t.hat, becal!se of the ~i~l, cultural, and geographical 
IS?latwn of !ndians, In~Ian orgamzatwns experienced in working 
~Ith the Indian commumty should be given preference in the award­
mg of contracts to fulfill the purposes of section 102. 
Ea:pe~ted Results.-:In the seven fiscal year period for which au­

thonza:twns are proVIded in H.R. 2525, it should be possible to con­
tact 1:;>0,000 stu~e~ts !rom 300 tribal groups to determine their 
potential for trammg m the health professions. 

Oost.- For the seven fiscal year period, there is authorized a total 
of $15 million at $900,000 for fiscal year 1977; $1,500,000 for fiscal 
year 1978; $1,800,000 for fiscal year 1979; $2,400,000 for fiscal year 
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 
Pr~gram Descrjption.- pnder sec.tion 103, scholarships are to be 

p~ovided to qualified Ind1ans (Indians who have either completed 
high schO?~ or high school equivalency and who have demonstrated 
the .capab1hty to complete coul'S('s of study involving the health pro­
fessiOns), regardless of 'Yhether or not they are reservation Indians, 
for compensato~y educatiOn for not to exceed two academic years of 
any pre-professwn~l health educat~on curriculum. The scholarships, 
the amoun.t~ of which are not specified, are to be sufficient to cover 
costs of tmtwn, books, transportation, board, and other necessary re­
lated expenses. 

Progran:- Rationale.- The Committee views the Preparatory 
Scholarship Program as a necessary link between recruitment and 
post-graduate. health ~raining. In addition to finding and supporting 
a pool of quah~ed Indians who have the potential for further training, 
the p_rogram wlll.also serve to prl"pare those Indians who do not have 
sufficient academic backgrounds to gain entrance in post-graduate 
health professional programs. 
E~pectefi: flesults .. -App~oximately 1700 Indian youngsters will 

receive trammg durmg their final two years of academic work. 
Oost.- For the seven fiscal ypaz· period, thPre is authorized a total 

of ~10,000,000. The b.rPakdown is as follows: $800,000 for fiscal year 
197,, $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 f04, scholarship ~ts are 

to be made available to students enrolled m schools of m~Icme, oSte­
opathy, dentistry, veterinary me~icine, optometry1 podiatry, phar­
macy public health nursing or allied health professiOns. These ~ts 
are t~ be awarded to any' qua1ified individuals but wit~ Indians 
identified as priority recipients. In return fo.r the schoJarships th~ re­
cipients must agree to provide their p~ofessio~al serviCes. to Indians, 
either through the Indian Health Serv1ce or P.rivate practiC?B· 

The Indian H ealt h Service would be authonzed to estabhsh scholar­
ship priorities according to existing health professional needs. For 
example should the priority in health manpower needs be nurses then 
the IHS would have the authority to direct a great-er proportion of 
its scholarship funds to support training of nurses. . . . . 

Each scholarship must fully cover the cost of tmtwn. In addit~on, 
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 the financial resources of the grantee, but must not exceed $8,000 
annually. . . 

As the condition for the scholarship, each grantee Is obligated to 
serve in the Indian Health Service for a period of years equal to t~e 
number of years he or she receives scholarshiJ? support. Under certam 
conditions, private practice w~mld be pe~mi~ted as a pa:r-back for 
scholarship support if that private practice mvolves servmg a sub­
stantial number of Indians. 

The Committee amended the b~ll to p~ovi_?.e that , in the event the 
grantee failed to fulfill the serviCe obligatiOn, t.he grant would be 
considered a loan and the grantee would be reqmred to pay back. to 
the United States that portion of the g:rant allocat~d t? the portion 
of the service obligation not fulfilled, w1th appropnate mterest.. . 

Program Rati011.ale.- The Committee ~eli eve~ the key t? reahzmg 
increased numbers of health care professiOnals m the Indian Health 
Service is a scholarship program ': hich ~ncompasses tl~e ~ajor health 
professions and which links financtal assistance to service m the IHS. 
The Committee is aware that there are other Federal health man­
power programs which offer fin~~;ncial assi~tance throug~ loans or 
scholarships in return for professiOnal serviCe and recogmzes that a 
charge of duplication will undoubtedly ~ made. Nevet:theless, the 
Committee believes that the H ealth ProfessiOns Scholarship Program 
is distinguished by the following: . . . . 

First, the program offers scholarship support to ~tudents m a WI~ei 
range of health professions .. In doing so., the Indian Health Ser:ICe 
is assured of the opportumty to meet Its total manpower reqmre­
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 

TIUa; Manpower development 
1 · )'f r' 

Trt~tef 
parity of health 

National 
professions among 

500,000 Indians 
1975 totals served by IHS 

• J "1$ t;rrz " . ' 
350,000 818 
16,000 37 

130,000 303 
20,000 46 
10,000 23 

135,000 315 
27,000 63 

750,000 17,896 

350,000 1, 336 
16,000 37 

144,000 334 
58,000 133 
26,000 165 

109,000 126 
109,000 251 
30,000 138 
20,000 92 
20,000 92 
3,000 13 

13,000 60 
6,500 32 
2,400 9 
9,000 41 

2, 353,900 6, 250 

1. MOD-VOPP 1roup: 

l(~? gf~i?t~~ii~s:-:-: ~ ~ ~ ~ = ~ ~ = = = = =~= = = = = = = =:::: ==:: :::::::::::::: ~: :: =: 

~ g~I~i;!t:~~~~~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~~ ~ ~ ~ ~ ~ ~ ~ ~ ~~ ~ ~ ~ ~ ~~ ~ ~ ~ ~ ~ ~ ~~ ~ ~~ ~ ~ 
2. Resistered nurses. __ _ --.--- - __ -- .--_.--- - -- . . - .. -- --- --- . --- -- · · ·····-· 
3. Allied health : m :~~~~c:~d~~seeei:ii~::::: :::::::: :::::: ::::::::::::::::::::::::::: 

(c) ClinicallabJratory technician . .... - ------- - -- ----- - --- -- - -- -------
(d) Dental group: Dental hygienist and technologisL . .... ..... .. -- -- -- -
(e) Administration . . . ___ __ . -- ___ ___ _ ----- -- ---- __ -- ------ .----- -- --_ 
(f) Environmental health : Engineers, scientists, technologisL----- -- -- --
(g) Radiolo&Y technician . ____ __ __ ___ . ____ __ __ ._ . _. _._. __ ____ ... . _. __ 
(h) Dietitian and nutritionist.. . .. -- -- -- -- - -- --- ------ -- -- ------ --- -- -

~
) ~~1~h ~~~c-aii"o·n·.:_: ::: :::::::::: :::::::::::::::::::::: :::::::: : 
) Library services ......................................... ---
) Physical therapy .... ---·--------------- ·· --- --- ---· --- -.. --- ----m) Occupational therapy ____ . __ -- ________ -- - ___ ___ __ .... ......... ~-

(n) Mathematical group ... _----- ___ .-·-_----------- .. --- .. _---------
(o) PsychologlsL.--- ----------- -- •• ....... . . ......... ............ .. ------~----------

T .......................... -----------------·-·.-··----·----· 

Source: R8SJlOnse of IHS to question posed by Senator Henry M. Jackson, Chairman of tlie eammltfee-.1'rfllte4! ltl U.S. 
Senate Comm1ttee on Interior and Insular Affairs. Subcommittee on Indian Affairs, Hearings: Indian Health Care lm· 
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 AVAI LABLE 

Health 
professions 
am~ 

~~lans 
Number of served 

Lenath Indians 
P!ograms currenUy 

by I~S 

1n years enrolled 5 yr 1 yr 10 yr 
assum1ng 

parity 

MOD- VOPP eroup: (a) MedicaL ____________ 4 82 266 499 698 

[ 8'~·-:::::::::C::CC::: 
818 

1----, ... 21 12 23 32 37 

d) Optometrist.. .. . .. . ...... . . · 
98 184 257 303 

) Podiatrist... ...... • • 
4 ' t 16 30 42 46 

~ charf!laCi_st.. ..... ~.~~~~:::: ~ " "" """3a" 
8 15 21 23 

R . edetennanan ................ 
50 138 213 315 

2J s\ 20 28 53 63 
A~l'~~8health~rse.-- --------- ·- ·- ·- · · 542 1, 013 1, 419 1,786 

(a) Practical nurse _____ ___ __ 2 129 1, 259 1,752 1, 752 
(b) Audiologist.. _______ _ ---- 4 ............ 

1, 336 

(c) Laboratory technician ~_ ~~~~~~ 
12 23 32 37 

(d) Dental group: Dental hygienist 
4 ~ 110 206 289 334 

dental technician 2 49 44 83 
~e) Administrators ... - -------- -

119 133 

f) Environmen!al . heaiili- ;,;,g~:-
4-{; 11 54 101 142 165 

neers, SCientist, technolo· 
gist. ................ . 4 5 42 79 110 

~~ Radiology technician _____ :::: 4 23 
126 

) Dietician and nutritionist 
82 154 215 251 

(i) Social work ______ ____ -----
4 --- -------- 46 86 121 138 

(]) Health education__ -------
4 11 30 56 19 92. 

(k) Library science __ __ ::~ --- - ---
4 ............ 45 74 94 92 

(I) Physical therapy ______ :::·:~~ 
4 • 14 8 11 13 

~m)Occupational theraPY-- - -~---
4 • 10 28 53 60 
5 ... ......... 10 19 26 32 

n) Mathematical group ... ___ .... 4 ............ 
(o) Psychologist.. .. ___ .. ____ .. _ 

1 3 4 9 
4 ............ 14 26 37 41 

TotaL . . ....... .......................... 478 2, 785 4, 628 5,819 6, 250 

U t'~~~t='~n:'~Yttby the IHS ~ question posed by Senator Henry M. Jackson, Chairman of the Committee Printed in 
Improvement Act (S. ~~)).n~~~~r3 ~nn~ l;,sr~~4.Aifalrs, Subcommittee on Indian Affairs, Hearing: " Indian Health Care 
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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 II:IS, 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 pr:actice 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 for 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 jJJet. 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. 

EJJpected 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 19i7, $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 ~he 
end of fiscal year 1983 and who are eligible for such grants durmg 
each such succeeding fiscal year. 
Indian Health Service Extern P1·ograms 

Program Description.-Under se~tion _105_, ~he Indian _FJ;ealth Serv­
ice would be authorized to employ either. mdividuals re<;eivmg scholar­
ship grants under the He3;lth Prof~wns Sc_h?larslup_ Program or 
other individuals engaged m professiOnal trammg durmg any non-
academic period of the year. . . . . 

Program Rationale.-The purpose of. this prog~am IS to faCihtate 
employment by the Indian Health Service of ~e~hcal stude~~ to e~­
pand further the students' opportuni?es for trammg. In add~twn, tlus 
program will <;omplement t?e. recrUitment program au~honzed el~­
where under Title I. By enhstmg students for short pe~wds o! tram­
ing, the Indian Health Servic~ ~ill have an opportumty to m~erest 
such students in permanent positions of employment. 9f course, m t~e 
case of those students participating in the scholarship progra~ this 
effort will enhance their understanding of the people they will be 
serving upon graduation. 

Expected Results.-Approximately 4100 students could be exposed 
to actual work situations in the IHS. 

Cost.-For the se,·en fiscal year period. the:re is authorized a ~otal 
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, 
$1:8oo:ooo 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 ~ction 106, the In~Ian 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 _ta~e leave of 
their professional responsibiliti~s to participate in contmumg educ~­
tion programs, attend profesSion-related conferences, or enroll m 
training courses. . . . . · · f IHS 

Program Rationale.- The need for this proVISI?n IS obviOus. I . 
health professionals are ~o keep abreast of tec~mcal changes m their 
given professions. More Impo!tantly, howe:ve~, IS the f~ct that opp?r­
tunities for continuing education are essent~al m attractmg ~nd retai~­
inO' health professionals in and to the Indian Health Service .. In this 
co~nection, the GAO report, Congres3ional Objectives of Fede;al 
Loans and S cholarships to Healt~ P;ofesaions .Students No~ Bemg 
Jf et indicated that the lack of contmumg education programs m rural 
are~s was a major reason why ma~y medica~ graduates P!efe~red not 
to locate in rural areas. The followmg chart Illustrates this pomt. 
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MEDICAL GRADUATES' RANKING OF 
UNDESIRABLE ASPECTS OF RURAL AREA PRACTICE 

LACK OF DESIRABLE 
LIVING COHDITIOHS 

•• 
PREFERENCE FOR A 

LARGE COMMUNITY 

.52 
LIMITED CULTURAL AND 

SOCIAL ACTIVITIES 

80 
LACK OF CONTINUING 
EDUCATION PROGRAMS 

72 
LONG HOURS 
OF PRACTICE 

l!ou~ • Comptroller General of the United Statea, "Congreaatonal Objectlvea of Federal 
Loan• and Scholanhlpa to Health Professions Students Not Being Met," Ma7 19H. 

Ewpected Results.- It is expected that 3,750 he~lt~ professio!lals in 
the Indian Health Service would be afforded contmumg educatwn op­
portunities in the seven fiscal year period. 

Oost.-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 AXD S. 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 authorizaltions from that amount to 
$126,925,000 or a difference of $54,300,000. 

As indic-ated 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
(licated its deletion. 

Program : Recruitment_ _____________ _____ __ ____ ______ ________________ __ ____ _________ _ _ 

~~~r;ras~{~s~~~~~~r_s_h!~ _-_-_-_-_ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~~ ~ ~::: ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~: ~: ~ ~: ::::::::::: 
Extern ____ ________ ____ ____ ____ ___ ___ __ ·------ -- -- --- -- ------ --- -- ----- --- ---

~~~~~~;n~~t~~~: ~~~::::: :::::::::::: :::::::::: ::::::::::::::::::::::::: 

H.R. 2525 S. 522 

$15, 000, 000 
10, 000, 000 
90, 005,000 
10,000,000 

0 
1, 875,000 

$25, 000, 000 
24,000, 000 

110, 000, 000 
15,350,000 
5, 000, 000 
1, 875, 000 

IV. DEFICIEXCIES IN INDIAX HEALTH SERVICES: BACKGROUND AND 
Ax ALYSIS OF TITLE II AS AMENDED 

A. BACKGROUND 

Good health is a fund'Rmental right. To insure enjoyment of that 
right is a difficult task because good health is a product of such a wide 
Yariety 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 preYent disease, and gives services in a culturally accept­
able way. Good health among Indians is of particular concern to the 
Fedet·al 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. 

LJ/ aj01' Indian H ealth Problems 

Unfortunately, the general health level of the American Indian is 
deplomble. Despite the measnrable progress made by the Indian 
Health Service, the statistics cited in sec.tion II of this report and 
below reveal that the vast majority of Indians live in an environment 
charac-terized by inadequate and understaffed health facilities, im­
proper or non-existent waste disposal•and water supply systems, and 
continuing dnngers of deadly or disabling diseases. As noted in section 
II, health co~cerns 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 g-eneral 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 raJtes of Hlness and 
have shorter life expectancies than the overall U.S. population.~ 
following table compares the life expectancy of Indians and the gen­
eral population for the years 1950, 1967, and 1970. 

Year 

1150 ••••••••••••••••••••••••• _ ••••••••••••••••••••• -•• · ----------------·-· 

tm::~::::::::::::c:::::::::::::::::::::::::::::::::;:::::::::::::::: 
1 Includes Indians. 

Indian life 
expectancy 

60 
64 
65 

Lila expectancy 
of U.S. total 
population 1 

68 
71 
71 

Source: Comptroller General of the United States, "Progress and Problems in Providing Health Services to Indians," 
March 1974. 

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 

Set forth below is a schedule of the leading causes of death_ among 
Indians and the Indian death rates for each cause. Followmg the 
schedule is a discussion of several of these causes of death. 
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Cause of death. _____ . _______ -· -··----. ___ __ __ _____ •• • 

Accidents. ___ • ________________ _____ ••• _____________ _______ _ 
Heart diseases ••• ____ _____ __ _ .• ••• ___ ••• _________ ___ __ ___ __ _ 

~~~~~;s1~~~W':~:_s~:::: ::::::: : ::::: :::::::::: : :::::: ::::::: 
Cerebrovascular disease._ •• __ __ ________ •• ____ __ ___ • __ __ ____ _ 
Influenza and pneumonia . . _--------·---- --------- -- ------ · --Certain diseases of early infancy ______ __ __ __ ___ ______________ _ 
Diabetes mellitus. __ _____ ----------------____ _____ __ _____ __ _ 
Homicide . •••.. ------ _______ ----- __________ • _________ • _____ _ 
Suicide •• ____ _______ • ____ _ .• __ ___ ___ _______ _________ •• ____ _ 
Congenital malformations. ___ _____ . ___ __ _____________ -------_ 
Tuberculosis .• ------- -- -------- ---- ------ ------ -------------Enteritis and other diarrheal diseases _________________________ _ 

Indian deaths per 100,000 
population 

19551 1973 

156.2 174.3 
135.2 131.0 
62. 1 62.0 
16.0 45.5 
46.1 42.8 
92.2 41.1 
70.5 19. 6 
14.1 20.4 
15.0 25.5 
9.4 19.4 

17.9 10.1 
55.5 6.8 
39.5 5. 5 

Percent of 
increase or 

decrease (-) 
in Indian deatfi 
rate since 1955 

12 
-3 

0 
184 
-7 

-55 
-72 

45 
70 

106 
-44 
- 88 
-86 

1 Average 3-yr total (1954-56). -~ 
Source: Comptroller General of the United States, "Progress and Problems in Providing Health Services to Indians,'' 

March 1974. 

AooidentaJ Deatha.-Accidents are the major cause of deat'h in 
Indians. Information is not available to fully classify accidents as to 
location, age of victims or circumstances; however, the IHS Aberdeen 
Area Office, responsible for Indian health care in a seven State area, 
reports mortality from accidents for calendar years 1969-71 as fol­
lows: 

=·•·c.iirao::..·::::::::.·::::::::::::::::::::::::::::::: 

Total rate 
per 100,000 

199.8 
54. 6 

Motor 
vehicle 

108.1 
29.2 

All other 

86. 8 
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, April1973. 

Dial>etes 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 is 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. 

Oirrlwsis of the Liver.- The Indian death rate from cirrhosis of the 
liver is 45.5 per 100,000, almost 3 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. 

I nf(Jffl,t 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: 

Year 

Source: Indian Health Strvice, HEW, "Indian Health Trends and Services," 1974 edition. 

Indians 

62.5 
32.2 
23.5 

U.S. total 
population 

26.4 
22.4 
19.1 

A comparison of infant dea~~rates for Indinns with those of other 
population groups is presented-in the following table: 

Population 
Infant deaths par 

Year 1,000 live births 

U.S. Indian total'---- -------- - - ---- -------- ---- ---- -- -- --- ---------- -- -- 1967 32.2 
Neonatal. •••• ___ ••• _____ ------------ •• ____ ------ ------- ----- ---- __ ------ ---.-------- . 15. 3 Postneonatal. ____________ •• _. _ --- ---- ______________ ___ •• ____ ___ ___ ___ _____ ____ ______ _ 16. 9 

u.s. whita total•------------- ---------------------- ---- ----------- ------ 1967 19.7 Neonatal. ••• ----------- __ •• ___ ___ __ ___ •• ______ •• ____________ ______ • ___ ••••• ____ -- ---- 15. 0 
Postneonatal. •••••• ____ •••• ____ •••• •• __ ••• ____ •• •• __ __ •• ______ •• ----___ • ________ ----- 4. 7 

U.S. nonwhite total'----- -- --------------- ------ ------·------- ----------- 1967 35.9 Neonatal. ____________ • __ ------- ______________ • ____ • _______________ • _______ • ________ •• 23. 8 
Postneonatal.. __ __ _______ • ____ • ____________ __ • ••••• ______ ____ __________ • __ •••••••• __ • 12. 1 

Aberdeen area· ---- ------ ------ ----------- ------------------------------ • 1969-71 24.8 Neonatal. •• --- -- _ •• __ __ _____ --- ----- __________ •• __ ._._. _. __ ----- _________ ._ ••• ______ • 12. 2 
Postneonatal.. ------. __ ••••• __ • • _________ • _. ____ ••• __ ••• _. ______ __ ••• _____ • _. _ --- --- _ 12. 6 

Navajo•- - --------------- ----------------------------- -- -- ------------- 1966 45. 7 

'Charles A. Hill, Jf.itand Mozart I. Spector: "Natality and Mortality of American Indians Compared with U.S. Whites 
and Nonwhites," HSM A Reports, vol. 86, No. 31 March 1971. 

• Archie S. Golden: "The Other Poor and The1r Children," Clinical Pediatrics (Philadelphia), vol. 10, No.2, February 
1971. 

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, Apri11973. 

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 healt'h 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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pr:oblems 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: 

Causes 

Postneonatal deaths par 1,000 
live births 

Indian U.S. total 

7.1 2.5 
3.6 • 5 
1.9 .8 
1.6 .3 
1.3 1.1 

Source: Michal, Bradford, Honda, and Sherman, " Health of the Amencan Indian : Report of a Regional Task Force," 
Department of Health, Education, and Welfare, April1973. 

A comparison of death rates of Indians and the general population 
for the leading causes of neonatal and postneonatal deaths is set out 
below: 

Leading causeB of neonatal and postneonatal deathB--8-year average rateB 
(1968, 1969, 1911) 

[Rates per 1,000 live births] 

~eonatal ------------------------------------------------------------ 13.2 

Certain causes of mortality in early baffPIQY~--------~.------------- 9. 5 
Asphyxia of ne~born unspeclftedL~--------------------------------- 1.9 
Immaturity, ~u·~~---~---~------~--------~--~---1.------- 1.9 Respiratory disease st.n~e: ____________________________ : _______ 1.2 
All other complications of pregnancy and childbirth_________________ 1. 0 
Hyaline membrane disease----- ------"----------- - ---------------- . 9 
All other anoxic and hypoxic conditions not elsewhere classifiable____ . 5 
Conditions of placenta----------------------------------------- . 4 
Difficult labor------~--------------------------------------------- .3 
Congenital anomalies-------------------------------------------- 1. 6 
Diseases of the respiratory BY&tem-------------------------------- . 7 
Septicemia ----------------------------------------------------- .3 
Diseases of the digestive I!Ystem-----------------~-.. ~-------... -- . 3 

Postneonatal - - - - - - --- ------ - ---------- --- - --- - --- - ----- ----- - - - ----- 13.6 
Influenza and pnelllllonia_________________________________________ 3. 4 
Symptoms and ill-defined conditions ____________________ !__________ 2. 4 
Diarrheal ~~----------~-------:_ _________ ..,.____________ 1. 7 

Accidents ------------------------------------------------------- 1.3 
Congenital anoEnalles~--~r------------------------~--------------- 1.0 
Other infective and parasitic diseases--------------~;_----------~·- . 7 
Meningitis ------- - - - - - ---- - ------- ------------------------------ . 6 
Septicemia - --- ------ --------- - - - ---------------------- --- ------- .3 
Other diseases of re&pfratory systeD1--~-~-·-------------------- .3 
Direases of the digestive system___________________________________ . 3 
Other diseases of nervous system and sense organs__________________ . 3 

Source: Indian Health Service, HEW "Indian Health Trends and Services," 1974 
Edition. 

Maternal Mortality.-A1though 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: 
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MATERNAL DEATHS PER 100,000 LIVE BIRTHS 

Year Indian U.S. total U.S. white U.S. nonwhite 

1972 •••...••..•••••••••••••.•••••••••.•.•.•••••••.. 
1967 ••.•••.••..••••••..... . . ...••.•••......•.••.... 
1966 •••.•••..•••.••••....••..•••••.........••. ••... 
1964 •••.•.•••.•....•••...••.•••.••••...••••.•..••.. 
1962 ••••.....••••.•.••...••.••...••••.•... •. . . . •••• 
1960 ••••.......••••. • : .......... . •••.........•••••. 
1958 •••••••..•••••••.••••.....••••.••....•.••••..•• 

30.8 
49.1 
54.6 
74.2 
89. 7 
67.9 
82. 6 

18. 8 
28.0 
29.1 
33.3 
35.2 
37.1 
37.6 

14.3 
19.5 
20.2 
22.3 
23.8 
26.0 
26.3 

38.5 
69.5 
72.4 
89. 9 
94.9 
97.9 

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, April1973. 

Tuberculosi8.-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 tu'berculosis 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 

120 
' \ ... 

', ALASKA NATIVE?.' 

',/ ,, 
INDIAN?-' ~, """'--'7' ~, ___ ..-,..,-______ 

. 80 

40 

~· ...:"::All RACES l' ·--·-·-·-· .-, .•. ,. .•.•.• , ................ -·-·-···-··-·~ -·~-':'1. a 
1155 1960 

CALENDAR YEARS 
-.mAN AND AI.ASI(A N4TIYt ~ATES._.E lASlo ON 3-YEA~ 

IIOVING AVEIItAGE THRU 1tll. AU. OTHE.R RATES AR£ lASED 
ON SIMGL£ YEAJt DATA. 

1965 1970 '11 

! I 'AOIIISIONAL UO!ITHLYVITAl STATISTICS REPORT, NCHSVOL. 2f, 
NO. 1l. 1170. 1171. 

lflSTI .. ATEO 1110. 

Source: lndlau Health Service. HEW, "Indian Health Trends and Senlces," 19Tf 
J:dltlon. 

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 

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 IHS 
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, nutritiqnal 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: 

Disease 

Gonococeall...._ •••••••••••• _ •••••••••••••••. •• _ ••••.••••• 
Mumps . • _ ... .. __ __ _ . . •••. . . . . . . . ... ••.. •• . _ .... •••..... .. _ •. 
Dysentery (amebic and bacillary) __ _____ ___ ___ .----- --- __ ...... . 
Hepatitis ..•• _. ___ . . . _ .. _. ___ .... _ . . . .•••. .... ......• ---- -... . 
Syphilis . . .• ___ . . .. __ . . . .•• -•. - . .. ------ . --- --- . . ------ -------
Tuberculosis, new active-•••••.•••••••••••••. . ••••••••••••• 

Incidence rate per 100,000 
population for 1973 

U.S. total 
Indians population 

1, 794. 2 
425.2 
455.1 
296.4 
149.9 
107. 6 

404. 9 
36.2 
10.8 
24.2 
42.0 
14.8 

Ratio of Indian 
disease incidence 

to that of U.S. 
total population 

4.4 
11.7 
42.1 
12.2 
3.6 
7. 3 

Source: Comptroller General of the United States, "Progress and Problems in PToividing Health Services to Indians," 
March 1974. . 
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A number of illnesses and health problems not discussed above 
under "Mortality" are discussed below : . 

Otiti!J M edia.-Otitis media-inflammation of the middle ear----: has 
ranked at the number one reportable disease among _I~dians . sn~ce 
1964. From 1962 to 197'3 the reported incidence of otitis media m­
creased 218 percent among Indians-up from 3!802 cases I!er 100,000 
por,ulation to 12,104 cases per 100,~ population. Affectmg 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 ~or­
mation of a growth in the middle ear or on the bone structure_ behmd 
the ear. Without surgical intervention, the growth may erode mto 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, ther~­
fore, is usually a viral upper respiratory inf~ction. Acute_ and chrome 
forms of otitis media result from an mvasion of the middle ear by 
virulent bacteria. . 

As with many infectious diseases: there is a strong relationship 
between otitis media and impove;ished l~ving _conditions: Crowded 
housing helps spread upper respiratocy: mfectwns, an~ ~n.adequate 
sanitary facilities and nutritional intake mcreases susceptibility to the 
disease. . 

According- to a repo~ by the ~ssoc~atio~ on Am~rican In~Ian Af­
fairs basic Immunologrcal and epidemiologrcal studies now bemg con­
duct~d may result in a good prevention progra~. At present, ~owever, 
there are no known vaccines to prevent the disease. Meanwhile, con­
trolling the disease must depend upon pr?grams of: (1) ea:ly detec­
tion and treatment to prevent progressiOn ~ stages w~ch <:a.use 
permanent hearing loss and which m!l'y threaten hfe, an~ ~2) tdentlfi~a­
tion of those Indians who have hearmg losses and prov1dmg them with 
restorative surgery or rehabilitation. . . 

According to IHS studies, pre-school-age ch~ldren, P~r:tiCular_ly 
those under 2 years of age, are the most susceptible to ~titis 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 occu~ la~e~. 
The following table compares the incidence o~ acute and chro:r;uc otitis 
media in school-age and pre-school-age children treated m fiscal : 
year 197'2 at the six IHS Service Units reviewed in the March 197'4 
GAO report, Progress and Problems in Pr_oviding Health ~ervice.s to 
/ndium8. Ccmsidering that adequate surgrcal methods eXIst to . cure 
the disease these figures dramatically demonstrate the gross defiCiency 
in health c~re provided Indians and Alaska Natives. 
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Outpatients 

Acute otitis media Chronic otitis media 
Inpatients, acute and 
chronic otitis media 

6 yr and 6 yr and 6 yr and 
Up to 5 yr over Up to 5 yr over Up to 5 yr over Total 

Fort Yuma_ ________ ____ 117 41 ~ 
1
Jn 

Crownpoint____________ 901 491 
7 943 Whiteriver------------- 398 294 
3 1

, 
579 Pine Ridge__ ___ ___ __ ___ 926 291 

7 654 Red Lake_ _____________ 290 173 
10 678 Crow Agency ___ _____ _______ 3_13 ___ 184----- --:-:-----::-::-----:::----

TotaL __________ 1,945 1,474 30 -------- ----

'ill m ~m 

SOurre':to~p1foiler-General of the u·nited· States, "Progress and Problems in Providing Health Services To Indians," 
March 1974. 

Increases in Indian Health Service appropriations by Congressional 
action in fiscal year 197'1 enabled the IHS to establish a special pro­
gram, in part through contracts with medical schools, to prevent 3:nd 
control the disease. However, as t}\e March, 197'4, General Accountmg 
Office studv disclosed this program is decidedly inadequate in relation 
to the substantial backlog of unmet otitis media surgical needs and t'he 
screening of children. 

Dental H ealth.-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 IHS serv­
ices 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 
semces. 

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 197'4, 
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. Only 928,000 dental services 
( 42.2 percent of an estimated annual need of 2,199,000 services) were 

69-524 0 - 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 be near the maximum level, the resources .c~rrently 
available to the IHS dental program are capable of proVIdmg 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 

•t • -

Services provided Unmet need 
Services------ - --- -­
required Amount Percent Percent Amount 

72. 2 75,202 
45. 1 561, 749 

Examinations ___ ________ __ _____ ___ . __ ---------_ 270, 817 195,615 27. 8 
Teeth requiring fillings ____ --------·---· - - --- - --- 941,631 424,882 54.9 

34.5 228,630 
7. 8 142,727 

Teeth requiring extractions __ ----·-- --- ---------- 34l 083 120,453 65. 5 
Crowns, bridges, and dentures ___ ____ __ __ __ -- ---- - 15 , 909 12, 120 9~. 2 

12. 5 176,264 
53. 3 131,368 

Treatmentoftissuessupportingteeth___________ __ _ 201,488 25,224 8 - ~ 
Otherdentalservices ___ ___ __ __________ ____________ 2B_l_,o_74 _ _ 1_49_,_70_6 ___ _ _ _ _ _ _ :::-::;:

8 Total dental~-----·------------- --- 2,199, 000 928,000 

Note: Fiscal year 1971 data. 

Source: Indian Health Service. 

42.2 1, 271,000 

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 Children/ 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 Iowa 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 BI.A 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 "\Velfare regional 
task force report on Indian health 2 contained the following discussion 
of the causes and effects of malnutrition among Indians : 

The cause of malnutrition among Indians is com.Plex. 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. 

• Michal, Bradford, Honda, and Sherman, " Health of the Amertcan Indian : Report of a 
Regional Task Force," Department of Health, Education, and Welfare. April 1978, pp. 11-
12. 
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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 tradmg posts as a result of modern f~ 
technology and advertising campaigns have often been low m 
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 foc;>ds, 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 reciP.ients 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 ehild 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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fleet 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 Oare.-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 exce.Pt for school children. This situa­
tion is catastrophic for the adults, smce 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 per­
sonnel. The identified unmet need of 50 positions represents less than 
1 position for each of the 86 Service Units. 

Venereal Di8ease.-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 oases of infectious or potentially infec­
tious syphilis were reported, more than in any years since 1950. 
~onorrhea, 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 syJ>hilis and gonorrhea. are ac­
tually reported, the total number of cases IS much higher. 

Despi~e these depressi~g statistics for the general population, the 
growth m 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 

RATE PER 100,000 POPULATION 
1700 GONORRHEA 200 SYPHILIS 

1500 

1000 

500 

1971 

~U.S, TOTAL POPULATION R::::~:i) INDIAN POPULATION 

Source : Comptrollt-r Gt-neral of the United States, " Progress nnd Problems in Pro­
\' idtng Health Ser\'ices to Indians," March 1974. 

A_s the cha~ shows, the ~ported incidence of venereal disease among 
Indians, specifically syph1hs and. goJ?-Or~hea, has incroo.sed dramati­
cally from 1962 to 1971; the syph1hs mCidence 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 GAO report were generally much higher than those 
f?r the U.S. total population. The ~ollowing table shows how many 
times g:eater 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 

Fort Yuma _______________ __________ ____________ __ ___ _________ ____ _____ ________ _ 
Whiteriver _______ ___ -------- ________ ____ __ ------ ___ __ -----------_------ ___ ____ _ 

13. 3 3. 2 
21.4 6.6 

~~~:~f3~~~:: :: : : :::::::::::::::::: : ::: : : ::::::::: :::::::::::::::::::::::::::: 
Red Lake_- _____ --- --- ---- ---------" - -- ---- ----- ------------------ ----- -- --- ---Crow A119ncy ________________ _____ _____ ____ ______________ __ __ __ _________ ___ ____ _ 

39. 5 6.4 
4.2 8.6 
8.3 2. 3 

13.4 6.4 

Source: Comptroller General of the United States, "Progress And Problems In Providing Health Services To Indians," 
March 1974. 

These statistiC~': should be viewed with caution, however. Indian 
Health Service officioals 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 rat~ because there. are probably many more 
unreported cases of venereal disease in the total population than in the 
Indian population. · 

According to the American Public Health Association, interview­
ing patients to identify their sexual oontacts and tracing and treating 
these contacts so that the spread of the disease to others can be a voided 
are fundamental steps to control venereal disease. Mass screening 'to 
iden:tify asymptomatic women (showing no clinical symptoms until 
the ~ate stages of the disease) .i~ also an importa~t method o_f con­
trollmg gonorrhea. These actiVIties, however, reqmre a comm1tment 
of significant human and financi•al resources presently unavailable in 
the IHS. 

Mental Health.-Poverty, foreed. abandonment of traditional ways 
of life, inadequate schools, degradation of Indi•an fiamily 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 aloohol, 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 91ble 
to provide a few essential men:tal 'heal•th services in some communities, 
including psychotherapy in languages such as Navajo and Lakota and 
group and individual consultation with Indian school children, alco­
holics, 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 ment1al health aotivi'ties in all areas. 
The modestly funded mental health program has done little more 
than demonstrate what oan be done and how to plan for necessary 
future expansion should the necessary financing be forthcoming. 

Alooholi.~m.-That alcoholism is one of the most serious health prob­
lems :ftacing the Indian people today is a faot 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 Indi•ans 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 ·tri~ made fe~ented beer:s _or wi~e, which were usually 
employed only m ceremomes and rehgtous ntuals. The Indian and 
Al·aslm Native people were therefore quite unprepared to deal with 
th~ distill~ beve~es ·the explorers and traders offered them first as 
a sign_ of friendship a~d la~r as barter for goods. Most tribes had no 
traditional way of oopmg 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 Aloholism: 
A High Priority Health Problem, contains a summary of official 
efforts to control the sale of alcohol to, and the use of it by, Indians: 

As early as the 17·tJh century, thoughtful Indian leaders 
recognized the real and potential gravity of the alcohol prob­
l~m. Many requested t?e traders and others not to ·permit 
hquor 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 alcohol. The contem­
porary Native American Church advocates some of the same 
·principles. 

An Indian Chief, Little Turtle, appealed directly to Presi­
dent '!'homas Jefferson in January 1802. Among other things, 
he pomted out that Indians were an industrious people kept 
poor hy liquor and that they had become less numerous and 
less happy since the i_ntroduction of this "fatal poison." 
~artly I:J! response to L1tt~e Turtle's request for the prohibi­
tion of hquor sales to Indians, President Jefferson, less than 
a month later, called upon Conr,;ess to take steps to control 
~he liquor tra~c. "These people, ' he pointed out, "are becom­
mg very sensible of .the baneful effects produced on their 
m?r!Lle, their health, and existence, by the abuse of ardent 
spmts; and some of them earnestly desire a prohibition of 
that article from heing carried among them." Congt·ess 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 J uly 9, 1832, Congress passed the first 
general statutory prohibition on liquor traffic, based on the 
constitutional authority of Congress to regulate commerce 
with the India~ Tribes. The l~w, 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. 
T~ese laws were origina~ly ~esigned 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 
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was never markedly successful, however, since bootlegging 
and smuggling could hardly be effectively controlled in the 
vast, thinly populated Indian country by the few enforcement 
officers available for such duty. There IS 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
i~ly recognized, especially by the Indians themselves, as 
bemg frankly discriminatory. Although Indians had become 
~II citizens under the law in 1924, they alone were not per­
mitted to buy drink legally after Prohibition was repealed in 
1933. The bootleg-gers, as before, continued to flourish. Not 
only did the Indians have to pay far more for their drinks 
than oth~rs, they also had to drink covertly to avoid being 
arres~, Imprison~ or fine~. The very illegality of drinking 
may m fact have mcreased It appeal, especially for the ado­
lescents anq 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 
tJh.e Federal Indian liquor laws m August 1953, leaving the 
question to the individual States for off-reservation commu­
nities and to TribaJ 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.3 

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 ~99 Indian dea,ths 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 illS alcoholism report, in a Lower Plateau tribe, there were 56 
d~aths d~rectl~ as.soci!lted with d~inking and ? others indirectly asso­
Ciated with dnnkmg m a populat10n of 1,581 m an 11 year period. Of 
the 61 deaths, 47 were males and 14 were females. The causes of death 

• Indian 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 IHS Service Unit Director stated that 38 percent of 
all hospital days for 1967 were attributed to the use of alcohol. 
. An. ove;rall view .of th~ ag-e and sex distribution pa,tterns for simple 
m~xiCatiOn al_ld cirrhosis I~ best sh?wn by a table of discharge rates, 
whiCh are denved from primary discharges from all Indian Health 
Service and contract hospitals for fiscal year 1968 : 

Simple intoxifocation Cirrhosis with alcoholism 

Age Male Female Total Male Female Total 

0 to 14___ ______ ___ ____ _ 0. 2 1 0 0.1 ___ -------------- - ----- -------- -------- - - -
15 to 19.----- - -- ------ 2. 4 • 9 1 6 2oto24_______________ s. 3 2.8 s:s -------·-·a··--·------·,o· -- ---- --~·o·· 

25 to 34. _ --------- - - -- 13.7 5. 5 9. 5 I. 4 2. 6 2. 0 
35 to 44. _ - - -------- --- 17.2 7. 0 12.1 2. 9 3. 6 3. 2 
45to54______ __ ___ ____ 10. 0 3.9 7.1 2. 4 2. 6 2. 5 
55 to 64.- ------ ------· 6. 3 1. 7 4. 1 I. 8 I. 7 I. 8 
65 plus______ __ __ __ ___ _ 2. 8 1. 0 2. 0 . 5 . 2 .4 

----~----~-------------------------AIIaget____ __ ___ 5.1 2. 0 3.5 .1 .9 .8 

I Numbers too small for calculation of a rel iable rate 
Note: This table clearly shows for both sexes the gradual increase in rates with age, a peaking in the age group 35 to 44 

and a gradual decl•ne 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 ratio is reversed at 0.78/1. 

Source: lnd1an Health Servace 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 
whi?h are related to the comparably low position in which many 
lndian.s find theJ?-selves today. Inferiority feelings about their lack of 
education, meanmgful 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 ~orne and school envi~onl!lent: such as the breakup of family 
relationships (often due to drmkmg) and the disparagement in the 
schools of their parents' way of life. 

These underlying social, economic, and cultural causes of alcoholism 
make !1-n extremely difficult health problem to remedy, particularly 
when It competes for scarce health care resources with the numerous 
other health problems listed above- many of which respond better 
more quickly, and with less expenditure of funds. ' 

Prior to fiscal year 1971, no Federal monies were spent on Indian 
alcohol programs. With the President's message on the American In­
dians in J~ly 1970,$10 million was allocated from several departments 
and _agenCies to support Indian health initiatives to develop needed 
speCial prog-rams. Among these monies, $1.2 million were pledged 
from the Office of Economic Opportunity, and $750,000 were pledg-ed 
fro~ the National Institute of Mental Health (NIMH). None ofthese 
momes were actually transferred to the Indian Health Service. Never­
theless, in fiscal year 1971 interagency cooperation was effected and 
39 alcoholism projects were funded by both the OEO and the NIMH 
under the leadership of the Indian H ealth Service. 

The. National Institute on Alcohol Abuse and Alcoholism 
(NIAAA), established pursuant to the Comprehensive Alcohol Abuse 
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and Alcoholism Prevention, Treatment, and Rehabilitation Act of 
1970 (P.L. 92-554), has declared the development and implementation 
of Indian alcohol programs to be one of its six priority areas. Having 
assumed control of the existing Indian alcoholism projects, the 
NIAAA is presently the sole mechanism for funding Indian alcohol­
ism programs. The role of the Indian Health Service is limited to pro­
vidin~ liaison with Indian communities, identifying critical needs, 
assistmg with technical expertise, and helping review, as a permanent 
member of an all Indian Review Committee, all program proposals 
received by the NIAAA. 

Today, there are 153 Indian alcoholism demonstration programs 
totaling $12 million and 166 mini-grants for Alaska Natives totaling 
$1.7 million. 

Despite this effort, however, a number of problems concerning the 
administration of Indian alcoholism programs would strongly sug­
gest the need to increase their size and to transfer them to the Indian 
Health Service. The immediate concern of both the NIAAA and the 
IHS and of the Indian communities is what happens to existing 
Indian alcoholism programs beyond their July 1975 termination date. 

The Federal Government has a trust responsibility to provide for 
the health care of American Indians, and the Indian Health Service 
is the agency having the primary responsibility for Indian health 
care. Yet, the Committee has discovered that neither the IHS nor any 
othe! federal agency is legally obligated to provide Indian alcoholism 
services; no existing statute makes this specific requirement. Public 
Law 91-616, as amended by PL 93-282, does not authorize funds spe­
cifically for Indians; in fact, the law does not even mention Indians. 
Thus, legally, Indians receive a portion of NIAAA funds because of 
their status as U.S. citizens, not because of their status as Indians. 
The decision to allocate a portion of NIAAA's funds for Indian 
programs and to establish an Indian desk within NIAAA to assist 
in the administration of these programs was purely discretionary, and, 
therefore, neither constitutes a guarantee that alcoholism moneys will 
be available for Indians nor indicates that the Federal Government 
has any responsibility to provide alcoholism programs for Indians. 

Due to the failure of the Congress to place a specific responsibility 
?n the IHS or a~y other Federal agency for the treatment of alcohol­
Ism among Indians, no Federal agency has undertaken a continu­
ous program for the control and treatment of Indian alcoholism. 
This situation was described in the March 1974 GAO study, Progress 
and Proble'TIUJ in PrmJiding Health Services to Indians: 

According to IHS, alcoholism probably adversely affects more as­
pects of Indian life than any other heaith factor and has been an 
Indian health problem since the 17th century. IHS reports that alco­
holism causes cirrhosis, disintegrates family relationships, and ad­
versely a:ffects the ~o_nomic functioning ~f. the whole Indian society. 
Most accidents, homicides, assaults, and SUICide attempts are associated 
with drinking. IHS officials have stated that a significant part of 
their medical services workload can be traced to alcohol abuse and 
alcoholism. However, IHS has done little to explore the nature or 
extent of, and solution for the alcohol problem in most Indian 
communities. * * * 
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We found that, although IHS provided medical treatment to alco­
holics, almost all the funds for projects to prevent drinking problems 
or rehabilitate alcoholics were provided by the Office of Economic 
Opportunity until July 1972 and thereafter by HEW's National In­
stitute on Alcohol Abuse and Alcoholism. * * * 

IHS headquarters and service unit officials said they had little 
data on the magnitude of community alcoholism and had no data on 
how effectively the projects were dealing with the alcohol problem. 
IHS officials believed these programs, for the most part, to be incom­
plete, fragmentary, and lacking substantial impact on the problem.4 

Drug Abuse.-The recent experience of the Indian Health Service 
mental health programs has disclosed an alarmingly rapid increase in 
the occurrence of drug abuse among Indian people-particularly 
children, adolescents, and young adults. In the first quarter of calendar 
year 197 4, the number of cases seen increased by almost 50 percent 
over the preceding 6 months. In many communities, a majority of the 
children are regular users of toxic inhalants, and there are indications 
that harder, more expensive drugs are being introduced. The same 
factors which have produced several generations of alcohol abusers 
may today be producing a generation that abuses alcohol as only one 
of a variety of dangerous substances. Immediate treatment is needed, 
but in the long run prevention must be seen as most important. Indian 
Health Service mental health workers in the field attempt to reach the 
causes of the problem by strengthening Indian families, communities, 
and schools and by helping them identify the problem and alleviate 
the stresses which enhance it. During recent months, IHS mental health 
workers have been seeing approximately 4,000 new cases of individual 
and family disturbances per month including 200 contacts with schools 
about student problems. In addition, in the first quarter of 1974, men­
tal health workers participated in 114 school mental health projects. 
Unfortunately, this workload is only occurring in some communities 
and all the evidence indicates that the need is just as great where there 
are few or no resources. 

Response of the Indian Health Service 

As demonstrated in the lessening of death and illness rates among 
Indians in recent years, the Indian Health Service has succeeded in 
providing markedly improved health care to the Indian people. How­
ever, as noted above, such progress oan only be viewed as a modest 
beginning in that it is measured from a deplorably low initial health 
status for Indians. Unfortunately, continued progress is not cerOO.in. 

The Indian Health Service has simply never had enough funds to 
provide all of the n~ry health care to the reservation Indian 
popula'lion. Some well conceived programs cannot he fully imple­
mented and other needed programs cannot be undertaken. Many of 
the :fiacilities cannot accommodate additional health staff should they 
become ava.ilable. 

In addition to its financial needs, the IHS is hampered hy the great 
Jistances and commuting problems to its facilities. Many patients 
have to depend on hitchhiking or costly rides from neighbors to gain 

• Comptroller General of the United States, "Progress And Problems In Providing Health 
Services To Indians," March 1974, pp. 53-M. 
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ace~ to health facil~ties. Such dependency frequently makes it im­
~Ible to keep appom~ments. In a?dition.there are still sizeable por­
tiOns of t~e older Indian pop~at10n whiCh do not speak English. 
Although mterpreters •are used m the health facilities there may be 
much lost in the translation. ' 

A number of additional facto:r:s inhibit the eliminati~n of the per­
ceived unmet health needs of Indians, not the least of wh1ch is the fact 
that rampant inflation is constantly eroding the purchasi~ power of 
the fiscal resources availtab~e to the IHS. Resources predwted to be 
necessary .to meet the reqmrements of long range planning become 
woofully mad~uate when, actually realized because of the sharply 
deere~ bu~ng power brought about by recent inflationary trends. 

As. this erodmg of resources occurs, the ability of the Indian Health 
~erviCe to meet I!s unme.t needs constantly diminishes. Several recent 
mdependent studies have substantiated this alarming fact. An August 
1974 study b~ Urban .A.ss?Ciates,, Inc. entitled A Study of the Indian 
H~alth Sero~ce and J.nd~an Tnbal Involvement in Health, amply 
remforces th1~ cont~nt10n. The reJ;><>rt stiQtes, "There is little question 
b~t that ~HS IS try~ng as hard .as It can and is attempting to plug the 
big. ho!~ m the !ndian health s1tua~ion. But under the present system, 
an ~dlVIdual Will neve~ have the right to a specified service, and an 
Ind:Ian Hea;lth Board will never be ·able to define IRS's responsibility 
unt~l IHS IS fun~ed for 100% of need (an unlikely occurrence) and 
until some effort IS made to predetennine a health oare package that 
is guaranteed to all Indians." 

The General Accounting Office in its March 1974 report hiahlights 
the unmet health needs and the difficulties involved in the sati~faction 
o.f t~ese needs. This report states in part, " ... IHS data indicates 
s1gruficant shortages of doctors, dentists, nurses, ·and support person­
nel . . . IIJ;~ officials esti!ll~ted that they need 4,200 more personnel 
an~ an additional $130 milhon for the health services program. This 
estimate excludes the need for new construction and for correcting 
kno~n deficiencies in exi!t.ing IHS facilities." 

Fm!l'lly, t~e Council on Medical Services of the American Medical 
AssoCiatiOn, m a report entitled Health Oare of the American Indian,5 

• American Medical Association, Council on Medical Services, "Health Care of the 
American Indians," December 1973. 
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specifically cited as important factors contributing to Indian health 
deficiencies the grossly inadequate facilities and lack of adequate pro­
fessional and support staff. To remedy these deficiencies the Council 
recommended that programs be implemented which would facilitate 
private, as well as Federal, care for Indians and Alaska Natives; that 
an immediate construction and modernization program be begun to 
bring the Indian Health Service facilities up to current standards of 
practice and accreditation; and that new methods be employed to 
attract sufficient new physicians to maintain and improve the current 
level of care provided by the IHS. The Council concluded its report 
by noting that its position could be stated best by repeating a !t.ate­
ment which was first published 25 years ago in the Journal of the 
American Medical Association of January 1949: 

Many of the recommendations and conclusions which we 
arrived a,t in the course of this survey have been made before 
by officials of the Indian Health Service. Largely because of 
inadeqate budgets, either these recommendations have not 
been carried out at all or have not been carried beyond the 
initial steps. It is high time that Congress realized the situa­
tion and gave adequate fill'ancial support so that these recom­
mendations can be effectively carried out.6 

In short, the Indian Health Service is severely handicapped in its 
attempts to meet the objective of elevating the health of Indian people 
to the highea possible level. Illustrative of the failure of IHS to 
accomplish this objective are the following data showing the unmet 
need of five seleCted categories of surgery surgical needs beginning 
with fiscal year 1975: 

• Journal of American Medical Association, "Medical Care Among the Upper Midwest 
Indians," January 1949. 
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Stu;ffing 
As noted in section III of this report, the Indian Health Service is 

facing serious deficiencies in staffing its facilities. The number of In­
dian Health Service physicians, dentists and registered nurses per 100,-
000 persons served has continually lagged behind the rate for the U.S. 
general population. A degree of success has been shown in closing t'he 
gap between the physician and dentists rates for the Indian Health 
Service and the United States general population. The number of 
physicians per 100,000 population in 1973 in the Indian Health Serv­
Ices was 56 percent of the U.S. rate. In 1960 the IHS rate was less than 
40 percent of the U.S. rate. The number of dentists per 100,000 popu­
lation in 1974 in the IHS was 71 percent of the U.S. rate. In 1960, the 
IHS rate was 42 percent of the U.S. rate. Whereas the rate for reg­
istered nurses in the general population has experienced a continual 
increase from 1956 through 1972, the rate within the Indian Health 
Service has remained almost constant since 1967. The IHS registered 
nurses rate ranged from a low of 213 registered nurses per 100,000 
population in 1966 to a high of 230 in 1956 . 
Facilities 

As will be treated in much greater detail in section V of this report, 
the Indian Health Service also has a compelling need for additional 
funds to repair and maintain its existing facilities. The Indian Health 
Service maintains over 5,300,000 square feet of space of which 914,000 
is located in Alaska alone. There are 51 hospitals, 86 health centers, 
over 300 clinics, and over 1,700 units of .personnel quarters. The man­
agement of the Indian Health ~ervice's facilit~es is the .responsibility 
of the IHS Area Offices located m 10 geographical locatiOns . 

The Department of Health, Education and Welfare's Faciilties 
Engineering and Property Management Deep Look Surveys have 
indicated gross deficiencies in the maintenance of the Indian Health 
Service facilities. These problems are attributable to the lack of re­
sources both in funds and manpower. Over $24,000,000 would be re­
quired to initiate a program to eliminate the backlog of essential 
maintenance and repair items . 

In addition, the Deep Look Surveys indicated a need for approxi­
mately 479 maintenance and repair personnel to adequately maintain 
the Indian Health Service's real property inventory. With approxi­
mately 325 people presently involved in this work, an additional 154 
maintenance and repair personnel will oo required . 
Long range plan 

The deficiencies in Federal Indian health care services are displayed 
in the Indian Health Service's long range plan. This plan assesses the 
future health care needs of Indians and attempts to forecast the re­
sources necessary to meet those needs. The plan calls for continued 
incremental program expansion to achieve the goal of raising the 
health status of the Indian and Alaska Native peoples to that of the 
U.S. general population. To accomplish this end, the plan focuses on 
these major long term objectives: 

To achieve a steady decrease in Indian morbidity and mortality 
rates. 

To assure high quality health care from both professional and 
consumer perspectives. 
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B. ANALYSIS 

0 O'ITIImittee 0 b jeetives 

In spite of the effort of the Indian Health Service to improve the 
level of health care for Indians and Alaska Natives, the Committee 
finds that this effort, as demonstrated by the own long range plan of 
IHS, has fallen far short of that required. Clearly more is needed. 
The Committeedroposed, through H.R. 2525, to provide the financial 
wherewithal an legal mandate necessary to increase the IHS health 
care effort. 

The approach that the Committee has taken in H.R. 2525 is one of 
planned growth of the Indian Health Service's delivery system and 
facilities. There must necessarily be a reasonable use of resources which 
implies a planned, orderly approach to the enormous backlog of unmet 
needs confronting the Indian Health Service. An immediate massive 
input of Federal money is neither desirable nor required because this 
would do no more than inundate the IHS with useless funds. The pres­
ent facilities could not serve the increased load; adequate well-trained 
staff are not now available (and will not be until the effects of imple­
mentation of title I of H.R. 2525 are felt) ; and the state of the medical­
administrative art is inadequate to meet the loads which would be 
placed upon it. 

It is proposed, therefore, to build upon the existing IHS capability 
by increments until such time as unmet health needs can be fully serv­
iced, rather than to adopt a crash program to attaek existing health 
deficiencies and then, once the deficiencies are removed, find it necessary 
to dismantle the unwieldly system which inevitably results from such a 
crash program. The phased approach favored by the Committee in 
adopting title II will not only result in the removal of those deficien­
cies, but also the establishment of a firm program base which will 
enable the IHS to continue to provide the levels of health services 
beyond the life span of H.R. 2525. 

(NoTE. Fiscal year 19'77 authorization levels for some programs in 
title II of H.R. 2525 are indefinite because of an amendment adopted 
by the Committee as will be later explained. As reported by the Sub­
committee on Indian Affairs, each of the title II programs had separate 
fiscal year 1977 authorizations totalling $10,100,000. The Committee 
amendment reduced the total amount to $5,000,000 without assigning 
definite authorization to each program.) 

Provisions of Title II With Ewpeeted Results and Oosts 

Direct Patient Oare 
To remove the backlogs in direct patient care, section 201 (c) ( 1) 

provides approximately $182.4 million over seven fiscal years. These 
funds would be used exclusively for direct patient care including op­
eration of the 51 Indian Health Service Hospitals and attached out­
pa.tient clinics and maintenance of IHS facilities consisting mainly of 
hospitals, health centers, health stations, school clinics and staff 
quarters. 

The breakdown by fiscal year of the funds and positions authorized 
is as follows: indefinite for fiscal year 1977; $8,500,000 and 225 posi-

79 

tions for fiscal year 1978 · $16,200,000 and 300 positions for fiscal year 
1979; $24,500,000 and 320 positions for fiscal year 1980; $3.3!900,000 
and 360 positions for fiscal year 1981 ; $43,800,000 and 3'75 positions for 
fiscal year 1982; and $55,500,000 and 450 positions for fiscal year 1983. 

Field Health Services 
Section 20l(c) (2) provides app.roxima~ly $62 .million. for seven 

fiscal years for Field Health ServiCes which proVIde environme~tal 
health, ·public health, nursing, health educatiOn, a~d field_ mediCal 
services, including ambula~ry m~ical care, prev~ntive medic~~;l serv­
ices, and public health services. Field Health SerVIces are proVIded to 
Indians outside of hospitals through 11; system of 86 ~ealth cen~rs and 
several hundred satellite health statiOns and special emphasis pro­
grams. In addition, Field Health ~rvice fun~s w~ll be used to supP?rt 
and extend Indian Health Service commumcation programs whiCh 
can affect the timely delivery of needed health services in remote areas 
of many Indian reservations. 

The breakdown by fiscal year of the funds and positions auth~r~zed 
is as follows: indefinite for fiscal year 1977; $3,350,000 and 85 positiOns 
for fiscal year 1978; $5,550,000 and 112 positions for fiscal year 1979; 
$7,590,000 and 65 positions for fi&Jal year 1980; $11,.5?0,000 and 85 
positions for fiscal year 1981 ; $15,050,000 and 80 positions for fiscal 
year 1982; and $18,550,000 and 90 positions for fiscal year 1983. 

Dental Oare 
In recognition of the tremendous backlog in dental services, the 

Committee in section 201 (c) (3), provided $15.1 million over seven 
fiscal years' for direct and indirect dental care for Indians a~d. Alaska 
Natives. The breakdown by fiscal years of tl_le. funds and positions au­
thorized is as follows : $1,500,000 and '70 positiOns for fiscal year 19'78_; 
$1,500,000 and 50 positions for fiscal year 1979; $~,~00,000 and 50 posi­
tions for fiscal year 1980; $2,900,000 and 40 positiOns for fiscal year 
1981; $3,200,000 and 30 positions for fiscal year 1982; and $3,500,000 
and 25 positions for fiscal year 1983. 
Mental Health 

Because of the clearly de~onstra~d deficiencie~ i!l the area of ~en~l 
health services, the Oomnnttee has mserted proVISions to establish SIX 

major mental health programs. . . . . 
First, section 201(c) (4) (A) provides approximately $16.1 milhon 

over seven years in support of community mental health services. ~he 
Committee believes that many of the mental health problems which 
befall Indians are capable of local solution through the use of local 
facilities on either an in- or out-patient basis. Many Indians could 
remain in the familiar surroundings of their homes rather tha~ pe con­
fined in institutions far from their reservations and famthes- an 
alternative which often proves not only to be unnecessary but counter­
productive in applying stresses which result in a worsening in the 
confined person's mental condition. The breakdown by fiscal year of 
the funds and positions authorized is as follows: indefinite for fiscal 
year 19'7'7; $1,300,000 and 30 positions for fiscal year 19'78; $2,000,000 
and 30 positions for fiscal year 1979; $2,600,000 and 25 positions for 
fiscal year 1980; $3,100,000 and 20 positions for fiscal year 1981; 
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$3,400,000 and 10 positions for fiscal year 1982; and $3,700,000 and 15 
positions for fiscal year 1983. 

Second, $5.7 million over seven years is provided in section 201(c) 
(4) (B) for inpatient mental health services. Such care is presently 
available only through contract facilities and is not particularly suited 
to the needs of the Indian patients. This authorization would satisfy 
the demand for Indian-oriented services for treatment of acute and 
long term mental illness and would provide those services at a lower 
oost than that of the present program. The breakdown by fiscal year 
of the funds and positions authorized is as follows: indefinite for fiscal 
year 1977; $400,000 and 15 positions for fiscal year 1978; $600,000 and 
15 positions for fiscal year 1979; $800,000 and 15 positions for fiscal 
year 1980; $1,000,000 and 15 positions for fiscal year 1981; $1,300,000 
and 20 positions for fiscal year 1982; and $1,600,000 and 25 positions 
for fiscal year 1983. 

Third, section 201 (c) ( 4) (C) provides approximately $5,625,000 
over four fiscal years for a Model dormit01"!f mental herdth services 
program. Such a project was begun in the fall of 1970 and has oper­
ated through three school years. It consisted of increases in the size, 
training, and supervision of the staff of a single dormitory at the 
Toyei Elementary Boarding School at Ganado, Arizona. The dormi­
tory housed approximately 200 children ranging in age from five to 
nine. The staff, which was originally seven instructional aides and 
a supervisor, was increased to about 40 and given training. Progress 
of the children was monitored by one independent group and evalua­
tors and compared with a control school. The children did better in 
a number of measures of physical, emotional, and intellectual growth 
and worse in none. The program to be esta;blished by this provision 
would permit the IHS to build upon this successful pilot effort. The 
breakdown by fiscal year of the funds and positions authorized is as 
follows: indefinite for fiscal year 1977; $1,250,000 and 50 positions 
for fiscal year 1978; $1,875,000 and 50 positions for fiscal year 1979; 
and $2,500,000 and 50 positions for fiscal year 1980. 

Fourth, approximately $3.3 million is provided in section 201 (c) 
(4) (D) over the seven fiscal year period for therapeutic and residen­
tial treatment centers for Indian children. The underlying (and often 
unconscious) purpose of most Indan programs has been to "civilize" 
the Indians, and it is perhaps most :fully reflected in the historic 
method of treating children's problems or dealing with problem chil­
dren on reservations-the removal of those children to an institution 
of some kind or to a non-Indian foster home. The Committee believes 
these are pernicious tendencies which must be reversed. Therefore, 
the Committee fully supports efforts of the Indian Health Service 
to convince Indian people, by education, persuasion and example, that 
they should remain in control of <their children's upbringing even when 
problems develop. Most problem children would be better treated at 
home if the111 were sufficient mental health staff to work with them 
and their families. Unfortunately, however, even if there were more 
help at hoine, some of these children would still need the specialized 
assistance available away from home in schools for disturbed or 
delinquent children. It is proposed, therefore, to establish therapeutic 
and residential treatment centers for disturbed Indian children to 
provide these children with intensive care in a residential setting. 
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The cost of this care using available non-Indian facilities range from 
$20,000 up per child per year. The plan is to develop a major coopera­
tive care agreement between the IHS and the BIA using suitable 
BIA faci1ities in convenient locations. Each center, under the coopera­
tive agreement, would have an estimated cost of $800,000, would need 
50 positions, and would provide for 100 children at a considerable 
saving over what is now being spent. 

The breakdown by fiscal year of the funds and positions authorized 
is as follows : indefinite for fiscal year 1977, $300,000 and ten posi­
tions 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. 

Fifth, section 201(c) (4) (E), which authorizes $1.5 million over 
the seven-fiscal-year period for the training of traditional Indian prac­
titioners in mental health, reflects a recognition of the continuing value 
of the native culture ·both as a socially cohesive force and as an im­
portant adjunct to health services of a more recent vintage. In a num­
ber of instances the Indian Health Service has benefited from the 
advice and teaching of medicine men who have been hired as con­
sultants, and in areas where traditional medicine is still an important 
community resource there is a frequent referral of patients between 
medicine men and psychiatrists. The breakdown by fiscal year of the 
funds authorized is as follows: $150,000 for fiscal year 1978, $200,000 
for fiscal year 1979, $250,000 for fiscal year 1980, $300,000 for fiscal year 
1981, $300,000 for fiscal year 1982, and $300,000 for fiscal year 1983. 
Treatment and Oontrol of Alcolwli:sm 

Section 201 (c) ( 5) provides for a six year $76.2 million authoriza­
tion for the treatment and control of alcoholism among Indian and 
AlaskaN ative peoples. 

As discussed above under "Alcoholism" in this section of the report, 
the threshold problem concerning alcoholism among Indians is the 
lack of any legislative mandate to any Federal agency to undertake the 
responsibility for the control and treatment of Indian alcoholism. 
Section 201 (c) ( 5) contains the necessary language to provide the 
authority for and recognize the responsibility of the Indian Health 
Service to undertake the control and treatment services. 

The provisions of section 201 (c) ( 5) concerning the treatment and 
control of alcoholism are intended to remedy the problems experienced 
under the NIAAA projects and to mirror the Committee's intent as 
discussed a'bove. These provisions would authorize additional funds to 
supplement those NIAAA funds allocated for Indian programs and 
provide the ms with the requisite authority to continue worthwhile 
NIAAA demonstration projects as they mature. These provisions, 
therefore, would not interfere with, and would in fact complement, 
the NIAAA policy of funding both new Indian alcoholism projects 
and new operations within mature programs in order to demonstrate 
their value. The Committee expects that the Indian Health Service, in 
coordination with the NIAAA, would arrange to continue NIAAA 
demonstration projects as they mature. 

With the funding authorized for alcoholism treatment and control, 
programs would be established and implemented to increase public 
understanding and awareness of the problems of alcoholism, change 



, 

82 

community attitudes, support rehabilitation sources, develop preven­
tive programs for Indian youth, and design education and training 
programs in the field of Indian alcoholism. Projects would be designed 
to provide residential care, individual counseling, job placement, re­
ferral services, group therapy. Indian AA groups, recreation and 
self-govenment. The essential aspect of these projects would be the 
integration of Indian cultural patterns into the rehabilitative and 
learning processes. This would be accomplished, in part, by hiring 
Indian staff, working through individual tribal entities, and emphasiz­
ing the Indian's image of himself. 

In adopting section 201 (c) ( 5), the Committee took care to provide 
that the same Indian population eligible for demonstration project 
contracts is also eligi'ble for continuous project contracts or grants. 
This will insure that no gap in the delivery system will be created as 
the demonstration projects mature. In other words, the Committee be­
lieves that the legal definition of the Indians to be served by ffiS con­
tinuous alcoholism programs must not be so narrowly drawn as to 
exclude from participatiOn in these programs any of the Indians who 
demonstrate the value of their time-limited NIAAA projects. 

The $20 million cumulative authorization for the fifth fiscal year is 
in keeping with an assessment of a Task Force Analysis of Mental 
Health that a total of at least $20 million per year for Indian alcohol­
ism programs is necessary if this serious problem is to be effectively 
managed if not eliminated. 

The breakdown by fiscal year of funds authorized is as follows: $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. 
Maintenance and Repair 

Finally, in recognition of the inadequate level of maintenance and 
repair funds and personnel, section 201 (c) ( 6) authorizes $18 million 
over seven fiscal years to provide additional maintenance and ~epair 
staff and funds. 'I'he breakdown by fiscal year of funds and pos1bons 
authorized is as follows: indefinite for fiscal year 1977; $3,000,000 and 
20 positions for fiscal year 1978; $4,000,000 and 30 positions for fiscal 
year 1979; $4,000,000 and 30 positions for fiscal year 1980; $4,000,000 
and 30 positions for fiscal year 1981 ; $2,000,000 and 15 positions for 
fiscal year 1982; oand $1,000,000 and 5 positions for fiscal year 1983. 
Research 

In order to insure optimum effectiveness of the increased care pro­
vided for in H.R. 2525, the Committee inserted a provision directing the 
Secretary of Health, Education, and Welfare to expend a fixed per­
centage of certain funds (not less than 1% of the funds appropriated 
pursuant to the authorizations under section 201 (c) ( 1) through ( 5) ) 
for research in the areas of patient care, field health, dental care, men­
tal health and alcoholism. The Indian Health Service has carried out 
several operational research projects over the last several years which 
have benefited the IHS in the more efficient use of resources, such as 
development of the outpatient clinic simulator which permits the IHS 
to simulate patient :flow and waiting time in the outpatient clinic in 
order to choose the most efficient employment of staff. The Committee 
hopes that these types of projects would continue and, at the same time, 
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rese11rch in other areas, such as drug abuse, alcoholism, tuberculosis, 
and otitis media, which have 'been deemphasized due to budget and staff 
deficiencies, would be initiated. 

The need for expanded research was described by Dr. Everett R. 
Rhodes, Vice-Chairman of the National Committee on Indian Health 
of the Association on American Indian Affairs and Member of the 
Executive Committee of the Association of American Indian Physi­
cians: 

A section or amendment should be added establishing a 
research mission for the Indian Health Service. An amount 
of $5 million would be a reasonable sum to begin a research 
activity. 

It is recognized that, where research and education are 
emphasized, medical care will be best. The resultant intel­
lectual stimulus would be a positive factor for recruitment. 

It is of interest that Members of Congress are usually hos­
pitalized in teaching hospitals. 

There is another reason for establishment of a research 
mission for the Indian Health Service. There are many 'bio­
logical phenomena which separate Indians from non-Indians. 
Some of these include important differences in the incidence 
of obesity, diabetes, gall bladder disease, cancer of the lung, 
cancer of the intestinaJ tract, and several other types of ill­
nesses. 

Thus, we have before us a great natural experiment which, 
if studied, would certainly yield important fundamental 
knowledge relating to disease processes themselves. This 
knowledge would have important implications, not only for 
Indians, but for non-Indian groups as well. 

Present research facilities in the United States are unable 
to address these questions in a well-defined, coordinated fash­
ion. It is unlikely that existing research programs will be able 
to attack the diverse problems. For example, it seems unlikely 
that the National Institutes of Health, as presently organized 
into disease categories, could coordinate the various disci­
plines involved. 

An important aspect of research on American Indian 
groups is that the research must be directed and carried out 
by Indie.n personnel insofar as this is possible. The day is 
past when Indian groups will submit quietly to irrelevant re­
search by outsiders. This fact alone is further argument for 
the establishment of a center or institute by Indians. 

There is one area of health which is worthy of being singled 
out for special consideration. In the general field of mental 
health, practically no basic research is going on. There have 
not yet even been established standards, norms, and proper 
measurements for evaluating Indian behavior. There is no 
reliable way to detect early deviations from the norm. 

Measuring Indians by non-Indian parameters will always 
measure Indians incorrectly and may place them in an ab­
normal category. A new basic science must be established. 

The Committee expects that through the provisions of title II of 
H.R. 2525, the objectives of the long range plans of the Indian Health 



, 

84 

Service can be met, recognizing that their direction and approach 
may be continually revised as communications with the Indian and 
Alaska Native peoples indicate a change or shift in emphasis and need. 

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

The overall authorization for title II programs in S. 522, as passed 
by the Senate, is $491,975,000. H.R. 2525, as amended and reported by 
the Committee, has reduced these authorizations from that amount 
to $390,925,000 or a net reduction of$101,050,000. 

The following chart indicates differences by program components 
of title II. 

Program H.R. 2525• s. 522 

~~!i~~~~!r~~~H~*it::::::::::::::::::::::: :::::::::::: :::::::: :::: :: ::::::: $I~: m: ~ $~~: ~~: ~~ 
Mental health 20l(cX4): 

A. Community health. ······· •······· ······· ···-------- -----··· ··-······· · · · 16,100,000 19,400,000 

~: l:tJ~ie3~r~ft~ries:~::::::::::~:~::::::::::::::::~::: :::~::::::::::::::::: ~: ~~: ~ ~: ~: ~ 
D. Therapeutic and residential treatment.. ............ ........................ 3, 300,000 3, 450,000 
E. Traditional medicine....... .. .... .. ... . . ......... . . . . . ....... ............. I, 500, 000 I, 575, 000 

Treatment and control of alcoholism-20l(cX5)................ ........ ....•. .... . . . 76,200,000 102,000, 000 
BIA school health . ... ___ ___ . . •• __ _________ . . -- ----- -- --...... . . . . . ... . . ...... ... 0 17,000, 000 
Maintenance and repair- 20l(cX6)......... . . .... . . . . .... .... . ...••... ..•••••..... 18, 000, 000 21, 000, 000 

----------------
Total..... . ................... .......................... ................. 385,925, 000 491, 975, 000 

• House figures do not include authorization for fiscal year 1977 which is a lump sum of $5,000,000 for all programs without 
allocation. Inclusion would bring the House total to $390,925,000. 

v. DEFICIENCIES IN INDIAN HEALTH AND SANITATION FACILITIES : 

BACKGROUND AND ANALYSIS OF TITLE III, AS AMENDED 

A. DEFICIENCIES IN HEALTH FACILITIES 

B ackgrown.d 

There is an obvious, significant relationship between the standard of 
health care provided in a given geographical area and the quality of 
the facilities through which such care is administered. Inadequate, 
outmoded or unsafe hospitals and other health facilities inhibit the 
potential for quality health care. Moreover, recruitment and retention 
of highly competent personnel •at all levels of the medical profession 
is frustrated, if not made impossible, in areas where the facilities are 
inadequate to provide even the most basic of health services. 

The Indian Health Service provides comprehensive health care to 
Indians and Alaska Natives on or near reservations from 51 hospitals, 
86 health centers and over 300 health stations and clinics. A list of 
major Indian Health Service facilities by Area and State as of July 1, 
197 4, follows : 
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MAJOR PHS INDIAN HEALTH FACILITIES BY AREA ANO STATE (AS OF JULY I, 1974) 

A rea and State, service 
population Hospitals (bed size)! 

Service 
popula-

tion Health centers 

Service 
popula-

tion School health centers 

Aberdeen area: 
Minnesota: 

2,346 . ..••••••••••. Cass Lake ~4).. . .. . 2, 612 White Earth ... •. •..... ••••••. . 

Nebr~~~:-2;193::::: ::: ;~n~~~ (6k:: :::: :::::: ::: ::::::::::::::::::::::::::::::: .. -..••••. -.. -•• - . 
North Dakota : 

6,254 . . ..••.•. ..... Belcourt (50). .. . ... I, 844 Fort Totten.. . . . . ... 425 Wahpeton. 
3,899 . . ...... ....... Fort Yates (30).. . .. . 2, 327 Mlnni-Tohe(Four 

South Dakota: 
Bean). 

4,030 .. .... .. ...... Eagle Butte (33).. ... I , 690 Mclaualllin.... . . ... 715 Fl_andr~au. 
10 366 . ...•..•.••.• Pine Ridge (58).. . .. 2, 654 Rapid City..... . . . . . 197 P~erre. 
2,654 . ••....•..••.• Rapid City (84).... . . 1, 165 Wanblee •............. ... .. ... 
6,942 . •. . •.•....•• • Rosebud {52) . .•..•••.. •.••.•.•...•. .••••••••••. ••. . ••. . ..•• 
2,325 . •.....•.. . •.. Sisseton (32) .... . . . . .. .. . •.•••• . .....•••••.•••.•••. •••..•... 
1,101. . .. . . . . .. .... Wagner (26) . •..•••..•... ••••. •..... . •.•••.•. . •• . . . . ••••. •. • 

Albu~~~r~~~~~~~~ -- - ---· -············· ······· · · 2,150 lanacio ..•••.•••.... . •. ••••••• 
New Mexico: 

16J~~3 .. ... . ...... . Albuquerque (75)... 4, 748 Dulce ... •.•••.••... 
1,114U. . . . • • • . . . . • . . M~malero (15). . .. • • 5, 184 Lquna .... . . . . . . .. . 

386 Albuquerque. 
904 Southwestern Poly­

technical Institute. 
11J038 ..•.•.•••.••• Santa Fe (40).... . .. I, 106 Taos . •••.....••..••...•••.••. 
6,J24 .•••.•. . .••••. Zuni (36) •••••.••••••••••••••••••••••••••••••••• •••••••••••• 

Anchorage area: 
Alaska: 

131554 . ••. ..•..•••• Anrhora~ (259). . .. • 2, 661 
2Lb72 . . .... .... . . .. Barrow (14). ••••••• 890 
1£.591. .......•.. •• Bethel (42)... . .. .. . 2, 183 
2,583 ...•. ... . ... . . Kanakanak (29). . .. . 2,005 
8,552.... ... .. . .. .. KoUebue (40)....... , 857 
7,987 •••••••.•.•••. Mount Edgecumbe 8, 552 

Fairbanks.. ........ 495 Mount Edgecumbe. 
Fort Yukon. ........ 195 Wrangell. 
Juneau . . .......... .•••.•••... 
Ketchikan .•. •••• ··-· ..•..••. 
Metlakatla ..... .•. . ...... . . . •• 
Nome ..... . . . . . •. •..... •. . •. • 

(87). 
163 . ••••••••.••••. • St. George (6) . ..... ... . .... .... . . •. . ... . . ..... . . •....... . . .. 

~sc:: :::::::::: ~~n~~~1lfk:: ::::::::::: ::::: : ::::: ::::::~:::::::::: :::: :: 
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M.a.JOR PHS INDIAN HEALTH FACILITIES BY AREA AND STATE (AS OF JULY 1, 1974)-Continued 

Area and State, service 
population 

Billings area: 
Montana: 

Hospitals (bed size)' 

5.188 • ....• ·---·-·- Browning (34) •• _ ••• 
7,315 ••.••.•.•.... . Crow Aeency (34) __ _ 
3,673 •.•••••...... . Harlem (22). ______ _ 

Service 
popula-

tion Health centers 

Service 
popula-

tion School health centers 

2, 573 Lame o----·---------------1, 463 Poplar_ ______________ ____ __ _ _ 
1, 635 Rocky Boy's •••••.••••... ..... 
3, 927 St.l1natiut ......•.•.....•.... 
2, 908 Wolf Point.. ••.•...•••........ 

:-,:..ii.i::::::::: ::::::::::: ::::::~=::::::: · · · · 2;606 --f"iitwiitiikie:::::: ... -~~~~~ _ Brigham City. 
1, 443 Arapahoe •••.................. 

NavaJo.-: 
Ar110111: 

9,012 Chinle.... . ........ 790 Chinle. 
1, 375 Dilkon............. 404 Holbrook. 
3, 570 Kayenta. . . ........ . 556 Leupp. 

253 Toyei. ............. 1, 099 Tuba City. 
3, 784 Many Farms ... . .... . ...... .. . 

866 Lowtr Greasewood. · · ···-·----

11~---···------- Fort Defiance (110) •• 
5,lll4 .••.••••••••.. Tuba City (75) _____ _ 
1,517 .•......••..•. Winslow (40) ... ~-- --

!, 025 Teec Nos Pos ....... . .. ______ _ 
New Mnico: 1, 702 Shonto ................ .. . ..•• 

9..197 ••............ Crowpoint (56)___ ___ 1, 284 Tohatchi.. .... . .. . . 849 Crownpoint. 
18,737 --·--·--- ---- Gallup (200)____ __ __ 907 fort Winaat.. . • __ 1, 760 Fort Winaate. 
23,586 ••••••••••••• Shiprock(&&) •••.••••••••••• •• .••••••••.•••• : :.:__ 624 Shiprock. 

535 Sanost". 

Oklahoma area: 
Kansas, Oklahoma: 

li~::: :: : :::::::·ciiremarl.<&&)::::: : 
4,.,.., __ ___ _________ Clinton (26) ...... .. . 
10,292 •.•..••••••.• Lawton (80) _______ _ 

7,3SI .•••••......•• Pawn" (32) .. ___ __ _ 
111,566 • •••••••••••• Tahlequah (W. W. 

Hastines) (57). 

9,287. . ... ...• ..... Talihina (94) •••••••• 

Phoenix area : 
Arizona : 

836 
1, 573 
1, 808 
3,198 

3, 907 
2, 310 

1, 078 
20,542 
6,672 

652 
2, 766 

383 Gallup (dormitory). 

Holton .. .. ---- · ---- 1, 331 Haskell (La~~orence). 
Anadarko...... . ... . 662 Chilocco. 
Broken Bow (Idabel). 339 Concho. 
Delaware District 196 Jones Academy 

(Jay). (Hartshorne). 
Okemah . ... .. . ... __ 455 Sequoyah. 
Okmulgee.---- ---~-------- --

Pawhuska. ___ _ ._. __ •••• _ ••••• 
Sha--- · -···---· -· ·-··· ··· 
Tishominto- ---- · -----·-··-··-

=~'2tte-(sena)::::::: :::: 

5,197 ..•........... Keams Canyon (38). . 729 Peach Sprinp_______ 988 Phoenix. 

~i~k=:: : :: ::::: : ~~~~i~m3>::::: :::::::= :=: = gr:.:::=================== 
6,S17 - --- ------···- Sacaton (35) . . ....•• .••.•. •••• Second Mesa ••••••••••••••• ••• 

~:m: ::::::::::::: ~ah1t~~i~:; gR_:::::::::::::::::::::::::::::::::::::::::::: 
California: 1,669 . •. . .... Winterhaven (14)----·······-· · · - --- --- ------·----- 639 Riverside. 
Nevada : 

2,065 ..... ··---. _. _ Owbyee&7). _______ __ __________ .. : ....... . ...... . 461 Stewart. 

Utlh~:~~~::: : ::::: :::::.~~~---?:::::: :: :····2;024" -iliGiftiit(Ftrt·-·--:::::::::: ............. : 
ldallo ••• ----. -----------------------.------

=iicift·.:::::::::::::::::::::::::::::::: 

Tucson proaram area: Ari- Sells (50) ___ _______ _ 
zona : 10,411. 

United southtastern tribes: 

2, 736 
1, 798 
2,636 
2, 561 
2,806 
1, 570 
2, 002 

965 
4, 206 
1, 515 
2,813 

Duchesne) • 

Fort Hall •••... .... .•....... .. 
Northern Idaho •.•.••....• . . .. 
Warm Sprints... .... 699 Chemawa. 
Colville •••••.. •..•••••• . ••• •.• 
Lummi.. •....... . •••... ...... Neah Bay ___________________ _ 
Taholah ............ . ........ . 
Wellpinit .. ------------------· 
Yakima. __ ---··------ --- · -·-· 
Santa Rosa . . .•.••.••• . •..•••• Tucson .. __ ••• . ______ __ •• ___ _ _ 

Mississippi: 3,595 ••..•• • f=~~k.:::::: ::::::::::::::::::: :::::::::::::::::::: 
North Carolina : 3,227 •••• Cherolt .. (26) ••••••• · - -· ------- · - · ··-·--·- · ••• .. ----- ---·-·. 

Source: U.S. Senate Committee on Interior and Insular Affairs, Subtommittee on Indian Affairs, Hearines: "Indian 
Health Service Recruitment Problems," Nov. 19 and 20, 1973. 
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The demands upon these facilities have increased rapidly as Indians 
and Alaska Natives experience a growing confidence in the Indian 
Health Service. The following charts, prepared by the Indian Health 
Service, illustrate this fact by showing the use rates, admission rates 
and outpatient visits to Indian Health Service and contract facilities 
since 1955: 

HOSPITAL UTILIZATION RATE 
INDIAN & ALASKA NATIVE 

RATE PER 1000 SERVICE POPULATION 
250 ~------------------------------~ 
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NUMBER OF INDIAN AND AlASKA NATIVE ADMISSIONS 
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25,000 
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NUMBER OF INDIAN AND ALASKA NATIVE 
OUTPATIENT VISITS 

TO I H S HOSPITALS AND FiELD CUNICS 
3,000,000 .-------------------------. 

o~~~~~~~~~~~~~~~~~~~~ 

1955 1960 1965 
FISCAL YEARS 
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While attempting to meet the health needs of Indians and Alaska 
Natives and, at the same time, eliminate some of the enormous back­
logs in health services, the Indian Health Service has had to contend 
with an initial and fundamental impediment: outdated or inadequate 
health facilities. Thirty-one of the hospitals were constructed during 
the period 1900-1939, six during 1940-1954, and fourteen between 
1955- 1:174. Since its inception, the Indian Health Service has con­
structed 13 new hospital facilities, and has modernized or constructed 
major additions to 11 facilities built during the period of 1900-1939, 
two facilities during the period 1940-1954, and one facility during 
the period 1955-1974. However, as the following data clearly illus­
trate, on the average, the facilities through which the IHS provides 
health care to Indians and Alaska Natives are severely outdated and 
consequently inadequate to meet patients needs. 

AGE OF IHS HEALTH FACILITIES 

Year constructed 

1974-55 1954-40 1939- 1900 

Aberdeen: 
Belcourt, N. Oak............. . ............... ... 1967 • ••••••••••••.••••..•....... 
Cass Lake, Minn.: 

OriginaL............................................................. . 1937 
Addition. ............... ................... 1962 •.•.••......••••....••.••..• 

~:~lev~l~~~~{o~~~---~= : ::::::::::::::::::::::::: l~~ :::::::::::::::::::::::::::: 
Pine Ridge, S. Da k.: 

OriginaL ............••.......... . . .•.......... _.................... . .. 1912 
Addition. ......... ......................... 1961 ..••••••••••• ---------·-----

Rapid City, S. Oak .•.•..•.•................... .. --------------··············· 19311 

Age 

37 
12 
14 
6 

62 
13 
36 
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AGE Of IHS HEALTH FACILITIES-Continued 

Y Hr COIIS!ructed 

1974-55 1954-40 1939-1900 

Aberdeen- Continu1d 
Redlake, Minn.: 

~~~~~~=:: ::::: ::::::::::::::::::::::::::.--------i96f: :::::::::::::---------~~~~-
Rosebud, s. Oak.: 

Sisse~:!.1i~~-=~~~~===:: :::::::::::::::::::::::::::: ::::: ~~~:==~=~===:=~==---------::-
Wagner, S. Oak.: 

~~~~~:~::::::::: :: :::::::::::::::::::::: ::···-----"iii&·:::::::::::::: ... ·-----~~~~-
Winnebago, Nebr. .....•... . -----------------.... .............. .............. 1933 

Alaska: 

~::w~~--=:: :::::::::: :::::::::::::::::::::: :· --------i964----------~~~-:::::::::::::: 
Bethel: 

~~~It::~~=::::::::::::::::::::::::::: ::::::·-------~---·-------~~-:::::::::::::: 
~t~~::.~::::: :: ===~=-=::: =~=: ::: ~::::: ::::: :::·--·--,---i$1----------~~-: :::~: :::::::: 
~:~~n~. ~~~~~-~ ~ ~:::::: ::::::::::::::::::::::::::::::::::::--------. ~~ .. ---... -: i926. 
~t ~[~::::::::::::::::: :::::::~~==::~::::::::-::::::::::~--~- -----~- ··-------iiif 

A'"&:-=: ~-·-~:::::::::::::::::::::::::::·· · ····--iiii':::::::::::::: ......... ~~~-
' !IIR!a fe~.N. Mtx. (MOdlmiad 1159) ••.•••••.•.•.•••••••• .••• •••••• -.......... 1921 
. Zuni, N. -x ............................................ -·······----·-·-· 1937 

Billin&s: 
Browni!'ll· Mont.: 

~~~:.,::;::::: :: :·:::::::::: :::::::::::::::::---------i960" :::::~::: :: :::_ ------·-~~~~-
Crow Aaency, Mont.: 

HariJE!~~~:::::::::::::::::::::::::::::::::::::::::::~~::::::~::::::::-·--·····~=-
Navajo: 

Crownpoint, N.Mex. ·-----···---·--·----------· -········--·-···· · · ···------- 1939 
Fort Defiance, Ariz.: 

2~51ti:~:: :::::::::::::::::::::::::::::::::---------i962-:::::::::::::: .... -----~~~-

cauuM1n~:~~~::::::::::::::: : ::::::::::::: : :: ~~~ :::::::::::::::::::::::::::: 
Addition . .... ••....•.•••• ··----·---------- 1970 --·•·-·-- -------··········· 

*rJ~~"~:~~~~~= ::::::::::::::::::::::::::::------::-:::::::::::::::::::::::~~: 
Oklahoma City: 

~f§rt~r~=-=~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~:::::::::~!:~~~~~~~~~~~~~~------ ---!:-
Tahlequah. Okla.: 

Talih~~J~~~::::::::~::::::::::::::::::::::::~:::::::::~:::::::::::::---------~=-
Phoenix: 

f~*~~Y~i~~=7~~~~~~~~~~~~~~~~~~~~~~~~~~~~~====== ===ini=~~~~~~~~~~~~~~:::::::::~: 
Sacaton, Ariz.: 

2d1ll:~: ::: :::::::::::::::::::::::::::::::····-... --·----···- -~~~ .:::::::::::::: 
~~ut;;;~v ~~~~-----~: :~::::::::::::::::: ::::::::: . . ...... -~~. :::::::::::::: ····--··-ii3ci • 
Whitenver, Ariz.: 

Tucs~~~ l~.~~~i~~ ~ ~ ~ ~ ~~~~~: ~~ ~~~~~~~~~~~~~~~~~::: :::::::::~~~~~~~~~~~~~: ::::::: :~;: 
United Southeastern Tribes: 

~ii~~~1~h~:cr.~;;;:::: : :~::: :: :~::: :::::: ::; :::::::::::::::::::::::::::::::: 

Source: Indian He3lth Service. 

1937 
1931 

Ale 

58 
12 

59 
13 
38 

37 
9 

41 

21 
10 

20 
12 
34 
13 
28 
48 
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41 

40 
6 

45 
37 

37 
- 14 

37 
8 

43 
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36 
12 . 

13 
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4 

19 
41 
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45 
41 
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37 
10 
36 

13 
37 
44 
3 

32 
14 
11 
44 

35 
14 
38 
13 

37 
43 
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The. an~iquated state of these hospitals is reflected in their dismal 
a.ccreditatiOn record. Only twenty-five (less than half) of these facili­
ties are accredited by the Joint Commission on Accreditation of Hos­
pitals (JCAH). Many of them are old one-story, wooden frame 
buildin~ with inadequate electricity, ventilation, insulation, and fire 
protectiOn systems and of such insufficient size as to seriously jeopard­
Ize the health and safety of patients and staff alike. To meet the needs 
of some 530,000 Indians and Alaska Natives, Indian Health Service 
and contract facilities provide some 3,700 hospital beds. Compared 
with a national average of one hospital bed per 125 persons, the IHS 
facilities provide one bed for 132 persons, a shortage of more than 200 
beds under existing standards of service and demand. 
~~e. deplorable state of these antiquated Indian Health Service 

faCilities IS underscored by the :fact that only twelve of the facilities 
meet current National Fire Protection Association (NFPA) stand­
ards and that 16 cannot meet those standards unless further improve­
ments are undertaken. A list of hospital facilities showing those which 
do and do not meet those standards follows: 

Will meet NFPA standards by end of fiscal year 1974. 
Belcourt Albuquerque 
Rapid City Mescalero 
Barrow Gallup 
Kanakanak Shiprock 

Lawton 
San Carlos 
Sells 
Bethel 

Will meet NFP A standards by end of fiscal year 1975. 
Phoenix Parker 
Keams Canyon Schurz 

Will meet NFPA standards by end of fiscal year 1975. 

Cass Lake Mt. Edgecumbe Tuba City 
Eagle Butte Tanana Tahlequah 
Fort Yates Browning Talihina 
Sisseton Crow Agency Ft. Yuma 
Wagner Harlem Cherokee 
Anchorage Crownpoint 
Kotzbue Ft. Defiance 

Further improvements to meet NFP A standards.' 
Pine Ridge Santa Fe 
Red Lake Zuni • 
Rosebud Winslow 
Winnebago Claremore • 
St. George Clinton 
St. Paul Pawnee 

Owyhee• 
Sacaton 
Whiteriver 
Philadelphia 

(Choctaw) 

1 These fac111tles will require extensive modernization or replacement to comply with 
NFP A standards. 

2 Replacement fac111ty under construction. 

The deteriorated or outmoded state of certain of these facilities 
is so severe that either complete replacement or major modernization 
work will be required. The Indian Health Service and the Department 
of Health, Education, and Welfare, Office of Facilities Engineering 
and Property Management, through detailed "Deep Look" Surveys, 
have determined that subsequent to fiscal year 1974, 33 hospital facil­
ities (almost two-thirds) fall in either of two categories: those requir­
ing complete replacement and those needing major modernization. 
Not considered was the need to provide hospitals in locations where no 
Indian Health Service facilities presently exist. Moreover, 30 health 
stations require replacement and 12 require major modernization work. 
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The following summaries of the HEW "Deep Look" Surveys and 
the JCAH reports on five Indian Health Service facilities starkly 
i1lustrate the severity of the deficiencies involved: 
BetM,l, Ala:Jka 

Department of Health, Education, and Welfare, Office of Facili­
ties Engineering and Property Mana~ement, "Deep Look" Survey, 
August 9, 1970: Extensive deterioratiOn is evident resulting from 
foundation movement, lack of vapor barrier and roof leaks. Inade­
quate ventilation and fire hazards exist. 

Department of Health, Education, and Welfare, Office of Facil­
ities En~ineering and Property Management, National Fire Protec­
tion Association Survey, September 11, 1973: Building construction 
does not comply with Code requirements. The structure is a one story 
unprotected wood frame completely sprinklered building. Other than 
.constructing a new building, deficiencies have been corrected as much 
as possible. Therefore, no further major corrections can be achieved. 

Joint Commission on Accreditation of .Hospitals, July 25, 1969: 
Because of the high incidence of infectious and contagious diseases 
seen at this hospital, it is recommended that the plans for alleviation 
of the overcrowded conditions in patient care areas, be expedited . . . 
[I] f the Public Health Service is to continue the present Native medi­
cal program in Bethel, it is recommended that plans be expedited for 
a major modification or replacement of the present facility in order 
to provide an environment commensurate with the requirements of 
modern medical care. 
Pine Ridge, S. Dak. 

Department of Health, Education, and Welfare, Office of Facilities 
Engineering and Property Management, "Deep Look" Survey, 
May 19, 1970: 

The needs for additional outpatient clinic facilities, storage 
space, and a garage for hospital vehicles should be included 
in a major project for the facility. With the extensive need 
for rehabilitation and functional rearrangeemnt in the old 
section, complete replacement of the old section may prove 
economically desirable, and should be considered. Continued 
use of the facility for an extended period should not be plan­
ned without correction of tJhe serious fire safety and environ­
mental hazards identified. 

Joint Commission on Accreditation of Hospitals, May 4, 1972: 
Severely hazardous areas, such as the soiled linen collection 

room, shall be protected by 2-hour fire-sensitive construction, 
together with the approved automatic fire extinguishing sys­
tem already installed. 

Rosebud, S. Dak. 
Department of Health, Education, and Welfare, Office of Facil­

ities Engineering and Property Management, "Deep Look" Survey, 
May 20, 1970: 

The old hospital sootion is so grossly subsfu.ndard and haz­
ardous thrut it should be discontinued in use of the earliest 
possible date. Only the fire safety deficiencies should be cor-



, 
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rooted in the interim, us other expenditures would not be justi­
fied except for an extended period of use. This building should 
be razed and replaced. 

Department of Health, Education, and Welfare, Office of Facil­
iti~ Engineering and Property Management, National Fire Protec­
tion Association Survey, September 26, 1973 : 

The age and structural condi·tion of the 1915 wing negate 
any correction work. The structure is of combustible frame, 
narrow corridors, narrow stairs, struoturally deteriorating, 
cracks in walls, floor joists appear to exceed maximum allow­
able span, etc. No estimate on cost of updating can feasibly 
be made. 

Santa Fe, N.Mex. 
Department of Health. Eduoo.tion. and Welfare. Office of Facilities 

Engineering and Property Management, "Deep Look" Survey, 
July 9, 1970: 

This fucility definitely represents an unsafe hospital envi­
ronment not only from its many life/fire safety deficiencies, 
but also the many deficiencies relating to patient care. Fur­
ther, the existing condition of the bearing wulls and load­
bearing beems constitutes a hazard to the structure and 
occupants. 

Joint Commission on Accreditation of Hospitals, January 1, 1970: 
·As previously recommended in 1967, the present physiool 

plant should be replaced by a new and modern facility as 
soon as possible. 

Winslow, Ariz. 
Department of Health, Education, •and Welfare, Office of Facili­

ties Engineering and Property Management, "Deep Look" Survey, 
August 6, 1970: 

We recommend that IHS abandon any idea of using the 
existing structure for acute patient care, and that a new build­
ing be provided for this use. The existing building is of such 
heavy construction that it would be very costly to demolish. 
We suggest that the IHS program try to find ·a new use for 
the existing building. This should be done •as a team effort 
with an architectural consultant. 
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Schwan and Associate Inc., Consulting Engineers-Structural Eval­
uation and Report, June 1973 : 

The cost involved in the extensive repair in order to bring 
the structure up to modern standards would surely exceed the 
cost of a modern new facility of the same size. Furthermore 
the loss of the "use" of the facility over that period of time 
would be hard 'to determine. With the known seismic activity 
in the Flagstaff-Winslow region and the inadequacy of the 
structure to withstand same, it becomes obvious that the build­
ing must ·be ·abandoned and replaced. 

In addition to hampering the provision of quality health care to 
Indians and Alaska Nllltives, the lack of adequate fucilities has the 
collateral effect. of seriously limiting the availability of qualified sbaff 
for the Indian Health Service. It has been demonStrated that a com­
fortable and convenient place to live and a health mcility which is 
responsive to quality health care are the two basic ingredients for 
recruiting and retaining qualified staff for the Indian H ealth Service. 
I:f one or ~h are lacking i~ ~~~ exceedi.ngly difficult to fully staff 
the more Isolated IHS :fiacihties with quahfied health professiOnals. 

With all its other myri·ad problems, the Indian Health Service also 
suffers from •a lack of adequate staff housing (as noted above, the 
second of the two basic ingredients necessary to mount a successful 
health professionals recruitment effort). Existing staff housing does 
not provide •a sufficient number of units to permit full time staffing of 
the IHS program. Present estimates reveal thSJt 479 units are needed 
to meet current staffing needs while 193 of the existing units are inade­
quate and require replacement. 
Seven•year construction plan of the IHS 

In response to these needs, :the Department of Health, Education, 
and Welfare has provided '8. ·plan to replace or remodel outmoded 
Indian Health Service hospitals and related facilities, and to upgrade 
others. That plan was predicated upon 'a five-year construct-ion sched­
ule (fiscal years 1975- 79) . The Indian Health Service revised the table 
to reflect any projects included in the President's fiscal year 1976 
budget and an extension from five to seven years. The revised table 
follows: 

69-524 0 - 76 • 7 



Facilities and type and size 

TITLE 111-FACILITIEs-7-YEAR PLAN (FISCAL YEAR 1977 THROUGH FISCAL YEAR 1983) 

(In 1976 dollars] 

Previous 
funds 

1975 1976 
appro- President's 

priations budpt 

Fiscal year-

19n 1978 1979 1980 1981 1982 1983 

"' 

Total 
known 

deficiencies, 
1977-83 

Hospital, new and replacement: 
Claremore, Okla., replacement, 70-80 •. -- - -- 200, 000 8, 560,000 I 1, 280, roo ---------- ----------- -·------·-- ········ -----·-····· ··----------··· ...••. , ........ ·•······ ··--... . 
Owyhee, Nev., replacement, 15. . .. . .. . . . .• 3, 200, 000 .••••••••••• I 350,000 •...•••••••••.••.....••..••...... . ...••••....••.•.•••.......••.•...•.... . •••.•••••••••• •• ••• ••••••• 
Philadelphia, Miss., replacement, 30--40..... 4, 550, 000 •... . ••••••• t 560, 000 ..... . .. . . ... .. . ......•.....•.. ...• . . •.. .... . ·····-·-·····J·-·· · · ····-~- ·-· · ····· ................ . 
Acomita, N. Mex., new, 30-40. . . . .. .••. . ... 340,000 I, 000,000 •.•••.•••••• 5, 555,000 I, 100,000 ................................. . ...................................... . 
Santa Fe, N.Mex., replacement, 45-55....... 170,000 . .................. ..... 9, 281,000 I, 360, 000 .............. ---- -----·····-·-----·········--------········· ... . .... ... . 
Whiteriver, Ariz., replacement, 60-70. _. ... . . 377, 000 •••••••••••••.•••••••••• 9, 900, 000 I, 881, 000 •.•••••••...•. . •.••.• ......•.••••.•.......••••••........••.....•...•...••.. 
Winslow, Ariz., replacement, 55-65..................... 475,,DOO ••••••••.••• 8,800, 000 1,672,000 .............................. ............. ............... ............ . 
Bethel, Alaska., replacement, 70-80......... 600,000 •••. •••••••••••• •••••••• • 27, 400, 000 6, 5871~ •• 000000 ._ ·. ·. ·. ·. ·. ·. ·.·. ·_ ·_ ·_ ·_ ·_ ~·-· •• --. -. · •. ·:·. ·. ·.:~:·. ·. ·. ·- --~=-::::~-- ~·. : ·. ~~ ·::::::·. :-. :~::~:-:~~::~:~: -. ·_ Harlem, Mont., replacement, 15.... .... .. .. 88, 000 . . ... ................... 4,800, 000 
Sacaton, Ariz., replacement, 55............ . 60,000 •.• •••••••••••••••••••• ·• 11,000,000 2.200,000 ............... . ... . ........ .... .......... . ........................ . . 

;:r!i!.e:~r~?i~;~~l:;~~~~~=: : ::: = = = = = ~~: ~ =: :::::: =:: ::::::: =~: ~=: !: ~: = "i: 
200
m:. =

000 
::

1
:.:

05
::

4
:.:

000
: :::·_= :_--_= ·_= :_- ._= :_- :_ :_ -_- ·_= : _: _: ·_= -_- _: _: _: _: ·_= ~-- -_- ~=--: ___ .. _= =- ·_= :_ .. _= :_ ._: :_ .. _= :_ :_ ~- ·_= ~--= ·_= :_- -_= ._: : __ : :_ ._= ~--~-- :_- _: :_ ·_= :_- ·_= :_ :_- :_ :_-

Pa.rker. Ariz., replacement, 30-40 ....... ................. ...,..1!' ··~-·-·· · •----······· ···---- .. , . 
~~~;~;.~~-v o.:~f.~a~epra~~~~;~7a: : :: : : : : :: : : ::::::: :::::: ::::::::: ::::::: ::::: : : :;:: ::... 1t ~: l:l& ~: =: :l ::::::~:::::::::::iit: ::: :::::::::::::~: ::;:::::::::: :::::::::: 
Anchorate, Alaska, replacement, 225 • ..•••. .•• ------------·········J·······•···•--·····••··············· l, 1100,= 36, 9DO, 000 I, , 000 . . ................ .... ... . ........... . 

t~q~~t~~f~i~~ii!!l l lllllllll:il ;1! ill ~.-!!--!~:-~~~ .-~~-.,l .. ;l-.i_l·~·:s.-.. ~~~~~ffijBffi_:=rim=:.i~:·::·l:::l:·:: 
Kanakanak, Alaska (equipment), replace· 

ment, 20--30 ... . . . . __ .... ___ ............. __ .• ___ __ . ..... .. ... __ . ..................................... ................ -- .... -........ -- -· ...... -..... .. 7, 600, 000 .... ........ . 

Ch~~3~: -~~r:·.~~~~~~~~~~·-- _r_e!.l~~~~~~~- : : ~ :~ :: .:~:::~: . : •• :~: ~:: :~: :::~~:: :~::: :: ·::: :::::::::::.:::::::::::-:::::.:::::::::::::::::::::::::::::::::: : : ::: ::::::::::::: 
.......... ---- -·--·----- ------ ...... ------- ...... --------. .. ...... ---- --- .. -- . ---- ----- -··· . ... ........ . . , .. 1, 054, 000 . . ......... .. 

Total, hospital new and replacement.. ...... ... ...... 10,035,000 2, 190,000 101,836,000 43,652,000 16,308, 000 56, 500, 000 33.342. 000 17, 500,000 IS. 711, 000 287, 849,000 

See footnotes at end of table. 

Facilities and type and size 

TITLE 111-FACILITIEs-7-YEAR PLAN (FISCAL YEAR 1977 THROUGH FISCAL YEAR 1983)-Continued 

(In 1976 dollars) 

Previous 
funds 

1975 1976 
appro- President's 

priataons budget 

Fiscal year-

1m 1978 1979 1980 1981 1982 

Total 
known 

deficiencies, 
1983 1977-83 

Hospitals, major modernization and repair: 

~~~~~~a.NM:~~-·m~~~~~!~i~~~3fi~o_-_- : :: ~i, m :::::::::::::::::::::::: 19
' m-. m ~. ~~. m ""i;ios;ooo·::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

Pine Rid~e, S. Oak., modernization, 65-75. __ .. .......... . ... .... ... ............. 60, 000 450, 000 6, 
3
000
20

,.
000
000 

3
1,. 0

200
20,, 00

000
0 . . ... 

4
.
80 
..•. 

000 
... .. _._ -__ -·_·_·_ ._._--__ -_-_--__ -_-_- -__ --_·_-_ -__ --_-_ • __ -· __ -· __ .. __ - •• •••• 

Clinton, kla., modernization, 25-35 ..... __ __ ....................... . .................. ...... 40,000 
Fort Defiance, Ariz., modernization, 100... .. ............... .. ........ .... ............. ....... 50,000 500

350 
•• 000
000 

&
3

., 000
000 

•• 000
000 

1, 0
4
2
50
0 •• 000

000 
._ ._-_-_-_ -_-_·_ -_ -_-_ -_·_ · __ --_-_· __ .. _-_-__ .. _-__ --_ ._._ ·_-_-__ -·_·_·_·_ 

Eagle Butte, S. Oak., modernization, 30-35. .. ...................... .................. . .... ... 40,000 
Crow, Mont., modernization, 30-35 .• __ ....... ••• . . . . .... . ........ ... ... .............. .. ..... .. . .. . . ...... 40, 000 350, 000 3, 000,000 450,000 .... ................. ... . 
~:=~~nc~riy~:~-A~z~~~jf~~~~·~~oi~leri:··-- --· · ·--· ····-- · ------- ------ --- ·· ··- ~-- --- --- ·--- -- -----··· 40, ooo 400, ooo 4, ooo. ooo 680, ooo _ ... ................... . 

lions, 38 ........ ___ . ........... __ ... ................ ...... .......... .... .. ...... ....... . .. ...... _____ 40, 000 220, 000 2, 300, 000 345, 000 ... ___________ ...... __ •.• 
San C1rlos, Ariz., additions and alterations, 

36 .. -----. ---- •• ·-- -· ------------------ . . . ...... __ , ______ _ · ---- •• -------- -- . ....... ---- ....... -• . -- --- -- ----- .. - 40, 000 300, 000 3, 000, 000 
Fort Yates, N·. Oak., modernization, 30--40 ... ...... ..... .............. . ...... ......... . ............ .... ....... .... __ .. .. 40, 000 350, 000 4, 050, 000 
Cass lake, Minn., modernilltion, 20--30 .. .. _ ..... ....... ...... . .. .. .. .. •• .. ................ .. ................ .... ... .. • 40, 000 350, 000 3, 000, 000 

450, 000 ·· ··-·--··-·· 
680,000 ... . .... .... . 
450,000 ...... ..... .. 

Rapid City, S. Oak. (equipment), modernize-

At::~;:~:.-~~~·::.: ~~;;iz~;i·o·::;_·_~:::::: : :: ::::::: :::: ::::: :::: : : ::::: : : :::::: ::::::: : ::: :::::::::: ::::: ::::::::::::::::::: ::::: ~= ~~: : ::: ~~= ~~: Jt ~; !} ::::::::::::: 
Subtotal, major modernization. ............................ ....... ............ 19, 1100,000 11, 519, 000 8, 395,000 -14, 31G. (100 12, 3}0, 000 12, 175,000 15,068, 000 93, 577,000 

Minor modernization: • 
Ro~bud, S. Oak., Cll(lllla .... ............. ··--- -~- ------------------···----··· 460,000 ..... ........ .. ...... .. . ............ , __ • _ ...... . . .... .. ........................... ... .. 
=~~nn~baE'.f&:C~~tit. "=:--MiiCtiiiMOi.s· ------·-·---·-· ---· ---------···----- 400• ooo · ·-----·--· ·-·------· · ·-·---·-----------------·---------------.-.--..... -----.-.--.-... -

alterations.. .. . ............. .. . ................... ......................... 748,000 •• • ••• •• .... ..... .. •• •• •• • • .... •• • •• • • • .. • •• 
Tahlequah, Okla., repail'1............................. ... • . • ... . . . . .. .......... 636, 000 •• :. : ••..• :-. -.--- •,',-iA~' :: ... ,,; : ~-::::::::::.-.. ::---:-.: ::~:. :. :::::: ·::::: '· :::.: · :. 

Subtotal, minor modernization and repair. ... ................................. 2, 244,000 ------·~ -- ------···~·it.J··---, ; .. , ,~··--··· -- · --···--·---- ·-- ·--------.--·-- 2, 244,000 

Total, modernization and repair... ...................................... ..... 22,044,000 11, 519,000 8, 395,000 14, 310, 000 12, 310, 000 12, 175,000 15,068,000 95, 821, 000 

Total, hospitals ... ............................. .... 10, 035, 000 • ........... 123, 880, 000 55, 171, 000 24, 703, 000 70, 810, 000 45, 652, 000 29, 675, 000 33, 779, 000 383, 670, 000 

Outpatient care facilities: 

~~~rf~n~~~:~~~!~:;~~~:~~~r.=::::::::::::::::: 
1

• ~:! ::::::::::::::::::::::::::::::::::::::::::::: :::::::::: ::::: ::::::~:::::::::::::::: ::::::::::: :: ::::::::::::::::: 
~~;~J.~~o~~{~~~:~rzl~~~;;;: :::::::::: ~~::::: = :::: ::::::: ::::: ::::: ~:a:= t~i!: =t:::::::: :::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 



• 

r~b~c~t :~~ti:,c~;~r:~::;:: :::::::::::::::::::::::::::::::::::::::::::::::::: I,~: ~ 
Kaskell, Kans.•, center, replacement_________________________________ ___________ 670,000 

~~~~~~· A~iz~~~'c~~~~~c~~~ni: : ::::::::::::::::::::::::::::::::::::::::::::::::::: ~: ::::: 
Red Shirt Table, S. Oak., station, _____ : ______ ; ______ ; ____ ~ ••• ....-J •• ~----------------······-

~~P~~?~son~.1.a~~~iecr~nr~8;ia~:~eni:: ~: :::::::::::::::::::::::::::::::::::::::::::::::::::::: 
~o~ Washak~, Wash., ~enter, replacement. •..... . . ........................... . . .•••...•..••• 

a tawash, 1nn., station, new. - --------------------- ---·-··-~·--------- -----------·--···-
Fort McDermitt, Nev., center, new.--- ----- --------------- ---------------- --------------- ---- 520,000 
Toppenish, Wash., center, alterations. _.---------·--···----------------------------------···_ 170, 000 

Toadlena, N. Mex., center, alterations ... ·····················-------------------- __ _ 

510, ooo l76, oool. _. _ .. ... --·----_______ -------- ________ -·-·- -·----
84, 000) . -.- . -.-- .. .. --- --. --- -.. -- ----- -.- -.--- ----------

~~i~ m>-- ---~"~ m[~~~~ ~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~ 
I, 035, 000 (155, 000) .. ___ -·-- --------·· · ··-- ------ -- •••• . 

~~~: WJg i!: IL~~iWS~~~E~~~~~~~~~~~~~~~m~ 
440, 000 (66, 000) •... -. --. -- . .. -- -- ----- --320,000 (48, 000) ________ ________________ _ 
200, 000 (30, 000)--••• ---- . -- •• -•••••••••• 
200, 000 (30, 000) __ ------------- · ······· --
215,000 (32, 000).-- -. ----. ----- - ---- --- -­

(24, 000) .. -- .... --- ... -..... -- ---200,000 30, 000) ________ ____ _ 
150,000 22, 000) ____________ _ 
300,000 45, 000) ________ ____ _ 
230,000 35, 000) . ... . . . ..... . 
210,000 31,000) _____ _______ _ 
220,000 33, 000) ____ ____ ____ _ 
220, 000 33, 000) ___ __ ___ ____ _ 

~34, 000) . ..... •. . ----

2~::: m: :~ 
240, 000 (36, 000) 
210,000 !31, 000) 
120, 000 18, 000) 
475, 000 71, 000) 
455, 000 68, 000) 
350, 000 53, 000) 

Total,outpatientcarefacllitits ....... 1,375,000--------------------- --- 6,960,000 6,226,000 3,no,ooo 4,440,000 2,335,000 1,760,000 2,360,000 27,801,000 

See footnotes at end of table. 

TITLE tii-FACILITIES- 7-YEAR PLAN (FISCAL YEAR 1977 THROUGH FISCAL YEAR 1983-Continued 

(In 1976 dollars( 

't'olal 

b Facjlities and type and size 

1975 1976 Fiscal year- known 
Previous appro- President's defiCiencies, 

funds priallons budpt 1977 1978 1979 1980 1981 1982 1983 1977--83 

Personnel ~uarters with construction projects:' 



ll l i l l i l iii§§§§§ § 
~ 1 i ~ ~ ~ l l i~~~~ae~ i 
::::::::: -
::::::::: 
i !§§§§§§§§§§§§§§ § 
~ ;~~~~~~~!~~~~~~ g 
! :- - -:NN~N 

'' 
§§§§§§§§§ 
~~-~i5!1~~ 

' ' . 
' ' .... ..,.; 

o 2 • i r 
1 2 

I ~ 

8C!S ' . a.·-- .. : : . ' § 
C"')tf'l l I J 

-N : ' 

' ' 

J : ~ 5-
:! 

' 
r ' . t : 

. i ; ~·! 
J I : i 

' 
'. 1 t I I 

~ I ~ • ~ l 
::: :: 

. ~ ~ 
1 t 1 i 

~ i ~ i 1 
..; 

I I I I I 

~ . : : : : 
' 

' . 

' ' § 
' .. ... . . . ... . .. . . . ... 
o I I I . .. 
.. . . . ' .. ' 

~ ~ ~ 1 

~ ~ I ~ 
:: : 
:: : 
~ 1 ! ~ 
~ l : 1 j 

''. 

I I I 0 0 
too I I I 
I I I I I I 
o I I I I I 
I I o I 0 I 
0 I 1 0 t I 
t I 0 I I I 

' . 

. 
·' 

. 

' 

' 
' 

' 

' ' 

i ;~ i ~ !d ! i i 1JJ i 1 
si~~ : !§:;.~ :§ is;i:;.C!S_ : : 
C:So-si :Y")~~o :Y'\§~('1')~2 ! 
~~·oo~~~§"" -~~-q§ 
~~=~~~~~~~~~~;~~ 
M;; J'4;~~.J=~;·:ri~-:-~ :- -w-- .... .. 410 :-~ .x.x• ._ 
; .~:EN .. :.;<..~M_}j cV.J~;.JN .. 
~<._Z~~~~~~~~<~<._~~ 
z..::.::--sc:vic: -~0-!2Vl- -..::.:: ~ 
«i8·S .. o -~E-:f'1:~~~:::- · '! 
c:CII:o.•~g o.--~ cificoa«~C:::Z ~ 
~~ c:::.: -- El1.; Q) C:::(,)>-~ ·a - -
~~~=~~~~o.~~c:::~=~S ~ 
~~~~3~~~~~~~~~~~ 

98 

. . ' 
' ' 

§ §§ §§ § 
§ if§ ~§ ~ 
2 §..: ~g ~ 

§ §§ §§ § 
!i ~§ ~§· ~ 
~ ::!...; g~ ;e 

' !i --
j : 
f 

' J;2 

' ' 8 

' ' 

.. 
T 

t ' 

o) I I t I :: : - ~ : : : 
g: :2 : ::: 
.!! ! :~ : : : : 
~. ·8 '' .. 
~ :§- : : :: 
~~~§§g! 
e.- «~,:.,.;u-;~§ 
Q.M~ :Q ..... -~'16")- I 

e,_ .;<t;-;;iQ..... ~ 
~·-E-ai2~N-;; 
e:~~.~~~ ~ 
--aO"o-c:coao :g 
~j~~5~~~ V) 
~c(C(C(ZCLO..I-
;;; 

"' 

99 

Need for a Congressional Response 

As the discussion in this section of the report reveals, numerous 
substandard IHS facilities remain despite these modest funding 
efforts. In fact, if the present appropriation levels continue, simple 
mathematics suggests that it will take decades to eliminate even some 
of the more severe deficiencies. 

As a result, the Congress has become actively involved in the fund­
ing process with various Members sponsoring "add-ons" to the annual 
appropriations bill for the Indian Health Service to permit construc­
tion or renova,.tion of health facilities in their respective States. The 
existing hospitals at Lawton, Oklahoma; Belcourt, North Dakota; 
and Phoenix, Arizona, were constructed with funds obtained in this 
way. Also, the present budget contains "add-on" funds for construc­
tion of the Acoma-Laguna-Canoncito hospital and the Lame Deer 
health center and the planning funds for the Winslow hospital. Un­
fortunately, this approach favors the Indian tribe or group which has 
the ear of a powerful Senator or Congressman leaving those without 
such access in the unfavorable position of having to wait for their 
needs to reach the top of the pnority list which is being continually 
altered by "add-on" actions. 

The data below on the sizes and sources of increases in IHS appro­
priations for fiscal years 1971 through 1975 demonstrate the important 
role the "add-ons" approach has played in IHS funding: 

HISTORY OF INCREASES FOR INDIAN HEAlTH SERVICE 

(Dollar amounts in thousands( 

Fiscal year-

1971 1972 1973 1974 1975 

President's request: 
Program increase (includes total 

$42,647 I $65,546 construction- NOA) •••••••• ••••• $20,967 $28,166 $46,675 
Mandatory increases (e.g., full fund-

ing of staff authorized previoos 
10,262 13,329 fiscal year, etc.).. ............... 12, 137 ll, 059 16,551 

1976• 

$50,848 

Congressional add-on ....... ....... .... 5, 534 19, 777 7, 068 15, 525 
20,727 

4,436 .......... 

Total ~ppro~riation increase...... 36, 763 
less cost for lnftatron.................. -10, 462 

60,080 
-13, 370 

Net increase for procram ......... 26,301 46,710 

I Reflects reduction in President's budget for GSA payment 
• Represents appropriation request 

64,802 
-n. 859 

52,943 

74,723 83,311 71, 575 
-16,551 -13,329 -20,727 

58,172 69,982 so. 848 

Tota 

$254,849 

84,065 
52,340 

391,254 
-86, 298 

304, 956 

The Committee firmly believes that an expedited but orderly and 
measured response to the facilities construction and renovation prob­
lem is far more preferable. to the present highly discriminatory "add­
on" approach. Section 301 of H.R. 2525 would provide such a measured 
response by authorizing $466,306,000 according to a 7-year plan al­
ready developed by the Indian Health Service for construction and 
renovation of health facilities. This section, if enacted, would con­
stitute a decisive effort to eliminate some of the more archaic health 
facilities and at the same time provide new facilities in geographic 
areas where they are critically needed. 
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Provisions of SeotiontJ 301 and 303 

To accomplish this purpose, this section 301 specifically authorizes 
$383,670,000 over a seven-year period for the construction and renova­
tion of the Indian Health Service hospitals i with an additional 
$27,801,000 for health centers and health statiOns; and $54,835,000 
for construotion of staff housing. The breakdown of funding 
authorizations per fiscal year is as follows: 

(1) Hospitals: $123,880,000 for fiscal year 1977, $55,171,000 
for fiscal year 1978, $24,703,000 for fiscal 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, $6,135,000 for 
fiscal year 1982, and $6,852,000 for fiscal year 1983. 

Section 301 also provides that prior to the expenditure of funds for 
construction or renovation of a facility, the Secretary of Health, Edu­
cation, and Welfare must consult with the affected Indian tribe or 
tribes and honor, whenever practicable, their preferences concerning 
the size, location, type and other characteristics of that facility. This 
provision should invite meaningful Indian participation in the plan­
ning and funding stages of the construction or renovation of Service 
facilities, and is vitally necessary if the policy of self-determination 
is to have any significance for Indians or AlaskaN atives. 

Because the Committee believes that one of the most immediate, 
pressing concerns of the Indian Health Service is the number of facil­
Ities which do not meet the standards of the Joint Commission on 
Accreditation of Hospitals, section 301 provides that, prior to any 
expenditure of funds for construction and renovation of any facility, 
assurance must be given to the Secretary of Health, Education, and 
Welfare that, where practicable, the facility will meet the standards 
of the Joint Commission on Accreditation of Hospitals within five 
years of its construction or renovation. The Committee believes this is 
a vital provision for two reasons: First, unaccredited facilities impair 
the provision of adequate health care and limit the ability to recruit 
and maintain adequate staff. Second, these facilities hamper the move­
ment toward self-determination since it is highly unlikely that Indians 
or Alaska Natives, with admittedly limited resources, will aspire to 
assume control of already inadequate, out-dated, or unsafe facilities. 

Finally, section 303 provides that where possible the Secretary of 
Health, Education, and Welfare, must give preference to any Indian 
firm in awarding contracts for the construction or renovation of IRS 
facilities. This provision recognizes the need for economic develop­
ment on the reservations and attempts to stimulate that development 
through the awarding of construction and renovation contracts. 
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B. DEFICIENCIES IN SANITATION FACILITIES 

B aclcgr()IUnd 

Provision of essential sanitation facilities for Indian communities 
and homes is vital in the prevention of environmentally related. dis­
eases and is basic to the improvement of the health status of Indians. 
During the past fourteen years the Indian Health Service has worked 
with Indians and Alaska Natives in a cooperative effort to correct the 
often severe insanitary conditions existing in their communities and 
homes. The substantial progress which has already occurred has c~>I!-­
tributed to a reduction in the infant mortalitY. and the gastroenteritis 
death rates; however, the lack of safe, available water supply and 
waste disposal facilities continues to be a significan~ deficiency m the 
Indian environment. This condition is in large measure responsible for 
the high incidence of preventable disease which still prevails among 
Indians and Alaska Natives. For example: 

1. Gastroenteritis ranked second among the leading reportable dis­
eases for Indians in 1972; the incidence rate for amebiasis dysentery 
was 2.6 times, for bacillary dysentery was 42.1 times, and for infec­
tious hepatitis was 10.7 times, greater than the rate in the general 
population. 

2. The Indian infant death rate was only slightly higher than that 
of the provisional death rate for the general population in 1973. How­
ever, for infants who returned to their home environment after hos­
pital birth, and particularly for infants one month through eleven 
months of age, the death rate was over twice that of the comparable 
age group in the general population. This condition is in large part 
associated with the lack of sanitation facilities and extremely crowded 
living conditions in Indian homes. 

3. In 1973 approximately 20 percent of the Indian patients dis­
charged from IRS and contract hospitals received treatment for in­
fectious diseases (respiratory, other infections and parasitic, and skin 
diseases) and their ·residuals. Most of these 'are diseases associated with 
lack of running water, insanitary conditions, and an overcrowded home 
environment. 

Contributing to these health problems is the widespread scarcity of 
safe water available to Indians and Alaska Natives for even elemental 
household purposes. Thousands of Indians on many reservations still 
haul water for home use over distances of a quarter of a mile or more. 
In such instances, the amount of water used for domestic purposes is 
much less than that consumed by families in the non-Indian popula­
tion. Contaminated streams, irrigation ditches, stock ponds, and unpro­
tected wells and springs are often the only available water source. The 
excessive period of time which Indians and Alaska Natives must thus 
spend combating the rigors of their environment is another factor 
contributing to the continuing impoverished conditions under which 
they live. 

The lack of adequate :facilities :for the disposal of human and other 
household wastes also contributes to the health problems of the Indians 
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and ~Iaska N at.ives. The ab~nce of th~se facilities results in the spread 
of micro-orgamsms responsible for diarrheas and dysenteries, insect 
and rodent mfestations in Indian homes and communities and con-
tamination ?f foo.ds ~nd domestic water supplies. ' 

The relatiOnship between unsatisfactory environmental conditions 
and a. low health. status was dramatically stated by the General Ac­
countmg Office, m a March 11, 1974, report to Congress entitled 
Progress and ProblerruJ in Providing Health Services to Indians. The 
GAO found th~t those Indians l.i~ing in housing rated unsatisfactory 
because of environmental conditions made demands on the Indian 
Health Service pri.mary health care system for treatment of environ­
~e_ntal~y relate.d dise~ses at .a rate almost. four times as high as those 
hvmg . m housmg With satisfactory environmental conditions. The 
followmg graph, supporting this finding, was included in the GAO 
report: 

WORKLOAD DEIMND ON HEALTH CARE SYSTEM !N FISCAL YEAR 1972 

EtiVIROIIMENTAL CONDITION OF HOUSE 

Source: Comptroll.er General of the United States "Pro"ress and Problems In Providtn .. 
Health Ser\·lces to Indians," March 1974. ' " " 

Response of tlw Indian Health Serv_jce 

Pu.blic Law 86-121 authorizes the Indi~~;n Health Service to help 
a.ll~vtate the substandard environmental conditions described above. 
T.his law n~t~?rizes construction of domestic water supplies, waste 
disposal fac1hties and other essen1Jial sanitation facilities for Indian 
homes, communities, ·and lands. Projects include one or more of the 
fol~o~ing .fea~u~: wate1'-source development, treatment, storage 
facility, d1stnbut10n systems; waste (liquid and solid) -collection 
system, sewage_ t~~m~nt, dis~ f~ility.; lwusehold appurte­
nances-such as flush toilet or samtary pit pnvy kitchen sink lava-
tory, and connecting plwnb'ing. ' ' 
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The Indian Health Service administers the program with the par­
ticipation of India.n tribes, Alaska Native groups, 'and State and local 
health agencies. Participation by the Indians in project execution is 
stressed and tribes are equipped, trained and assisted to assume re­
sponsLbility for continued operation and m:ainten'ance of completed 
community sanitation faeilities. Education and training activities 
are nlso conducted for Indian householders to assure proper use, pro­
tection, and maintenance of household ~nitation facilities. 

These efforts have produced an increasing awareness by the Indian 
people- of the advantages of adequate sanitation faoilities. Indian 
governing bodies have shown a willingness to adopt the necessary 
measures which are required for continued operation and maintenance 
of completed facilities. These measures include establishment of tribnl 
utility organizations, appointment of responsible maintenance per­
sonnel, collootion of wa.ter and sewer chargee, and adoption of SILilita­
tion ord~'ances !'1-nd regulations. Each of these meas~res embroces new 
concepts m Ind1an self-government and self-de'tennmation. 

From the inception of this program in 1960 through fiscal year 1974, 
1,957 sanitation projects have been undertaken. These include, 1,651 
construction proJects (923 of which were associated with Federal and 
tribal houSing projects) 1and 306 engineering investigations, emerQ'ency 
works, and crt.her speCial projects. With the completion of the ~hove 
~ork and the projects t.o be initiated during fiscal year 1975, approx­
Imately 59,000 existing Indian and Alaska Native homes will have 
~~en pr:ovided new or improved sanitation facilities. In addition, fa.cil­
~.tles will have heel!- construcUd for approximately 44,200 new and 
Improv~ ho~es bmlt under Fede.ral or tribal housmg programs. 

Despite this record of accomplishment, according to the GAO re­
P?rt, Progress and Proble~ in Providing Health Services to In­
dzan~, a ~rvey of approxunately 9,450 households at six IHS 
service un1ts revealed that 54 percent of Indian families had no water 
supply source in their homes, 9 percent had inadequate food stora~e 
facilities! 65.percent d'i~ not have.~u~h toilets, 48 percent lacked sabs­
~actory hqm.d waste dtsposal famhties, and 26 percent of them lived 
m homes which had evidence of heavy fly infestation. In addition the 
study contained the finding that 63 percent of a random sampling of 
homes were using water which was not protected from contamination 
or ~hich was judged by environmental health personnel to be con­
tammated, and about 20 percent were consummg unsafe water as 
measured by the criteria for bacterial content used lby Sta.te public 
health agencies. 
~ecognizing that inadequate ~.ousing is an integml part of this 

environmental problem, the Indian Health Service, the Bureau of 
Ind'ian Affa:irs, and ~e S~cretary of Housing and Urban Develop­
ment h~ve signed a tnpa~te Memorandum of pnderstanding which 
has as Its purpose the pooh~ of efforts to proVIde adequate housing, 
complete with sanitary facilities, for Indians and Alaska Natives. Pur­
suant to this a:greement, the Bureau of Indian Affairs nnd the Depart-
11!-e_nt of Jlousmg al!-d Urban Devel?pment have the primary responsi­
biht:r fo~ constructiOn and renovatiOn of housing; the Indtan Health 
S~rvice IS responsible for providing water distribution and sewage 
dis~l syste~~ .for communi~~ of new and existing homes, and 
sam"tlttwn facihtles for rehabilitated houses which lack adequate 
facilities. 
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In providing for this need, the Indian Health Servire received fiscal 
year 1976 appropriations of $42,662,000 for sanitation and community 
facilities. The President's fiscal year 1977 request for these items is 
$34,958,000 or $7,704,000 less than last year. This appropriation is in 
light of the Administration's budget staJtement that the total estimated 
need for these items is $323,531,000. 

Need for a Congressional Response 

In spite of these efforts, an estimated 20,800 existing Indian and 
Alaska Native homes remain which possess inadequ~;tte means of waste 
disposal and unsafe running water facilities beyond fiscal year 1976. 
In addition, nearly 16,600 homes exist which require upgrading or 
other improvements to the water and/or waste disposal facilities to 
meet current standards. While some of these needs for existing homes 
may be met thorugh the construction of new or replarement housing, 
this backlog is still sign~cant. Work will also be required to provide 
capital improvements to community water and sewer sxstems (for 
example new wells and water storage and treatment facilities) and to 
establish and equip tribal operation and maintenance organizations 
and solid waste collection and dis_posal systems. 

In addition, sanitation facilities must be provided for some 48,900 
units of new or rehabilitated housing which, according to housing 
surveys made by the Bureau of Indian Affairs, are needed to replace 
existing substandard homes, provide for families now living with 
others m overcrowded housing, and account for population growth. 
Given the present rate of construction or renovatwn of homes, sani­
tary waste disposal and safe water systems under present appropria­
tion levels, at least a decade will be required to satisfy the unmet needs. 
And the present rate of inflation growth could extend that time period 
significantly. 

Provisions of S ections 30~ and 303 

To accelerate the effort, section 302 provides $153,000,000 over a five 
fiscal-year period to supply unmet needs for safe water and sanitary 
waste disposal facilities to existing Indians and Alaska Native homes 
and communities. The breakdown by fiscal year of funds authorized 
is as follows : $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 $20,000,00 for fiscal year 1981. 

Consistent with the incremental approach to other health service 
backlogs, this section directs the Secretary of Health, Education, and 
Welfare to develop a plan in coordination with the Secretaries of the 
Interior and Housing and Urban Development, after consultation 
with the Indian tribes and Alaska Native villages, to assure that, under 
the five fiscal year funding schedule, the needs will be met at the end 
of that period. The plan development approach has two objectives. 
First, and most obvious, it is designed to insure that the unmet needs 
are properly identified and inventoried before the authorized funds 
are expended. The second objectives is to maintain the philosophy of 
self-determination as the means by which the goal of H.R. 2525 is to 
be met. 

Finally, section 33 provides that, where possible, the Secretary of 
Health, Education, and Welfare must give preferenre to any Indian 
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firm in awarding contracts for the construction of safe water and sani­
tary waste disposal facilities. This provision recognizes the need for 
economic development on the reservations and attempts to stimulate 
that development through the awarding of construction and renovation 
contracts. 

The Committee adopted an amendment to section 302 which redured 
the authorization contained in the Senate-passed bill by over one-half. 
The reduction would eliminate water and sanitation facilities for pro­
posed new Indian houses and limits this authorization to improvement 
m service to existing Indian housing. The Committee took this action 
primarily on the grounds that there exists an agreement am~mg the Of­
fice of Management and Budget, the Indian Health Serv1ce, the De­
partment of Housing and Urban Development, and the Bureau of 
Indian Affairs thwt adequate water and sanitation facilities would 
automatically be provided for any new, federally-assisted Indian hous­
ing construction. The Committee approves such a policy and, by this 
report, intends that such will be the case. 

In .eonclusion, the Committee recognizes the serious defficiency in 
sanitary health faciilties which confronts the Indian Health Service 
and severely limits it from achieving the goal of elevating the health of 
the Indian and Alaska Native people to the highest poss1ble level. The 
Committee expects that title III will, when implemented, eff~t a sig­
nificant reduction in the diseases related to deficiencies in housing and 
safe water and sanitary waste facilities and, consequently, will be a 
significant factor in the comprehensive attack on the Indian health 
care problems which H .R. 2525 would mandate. 

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

The overall authorization for title III programs in S. 522, as passed 
by the Senate, is $906,637,000. H.R. 2525, as amended and reported by 
the Committee, ha.s reduced these authorizations from that amount to 
$619,306,000 or a net reduction of $287,331,000. 

The following chart indicates differences by program components 
of title III : 

Program H.R. 2525 s. 522 

fla~Pitll constr~. ---------·----------------·--------------------------------- $383, 670,000 $383, 670,000 
Mlillth centers arid stations •• --------------- --------------------------------··-- · 27,801, 000 27,801, 000 

=-:r~n~ fli:liltleS:::::::=::::::::::::::::::::::::::::::::.:::::::::::.:: 54,835, ~ 1~: ~: ~~ sm w1ter and Sllllbry w•ste disposal fiCilities ___________________________________ 15_3,_ooo_._oo_o _ 3_78_, ooo_, oo_o 

Total. _____ ······-- ·----····-- . • --- -------------······· ··----------- 619, 306,000 906,637, 000 

VI. LAcK oF INDIAN PARTICIPATION IN MEorcARE AND MEDICAID PRo­
GRAMS : BACKGROUND AND ANALYSIS OF TITLE IV AS AMENDED 

A. BACKGROUND 

M ediaare Program 

In 1965, the ·congre.ss established, under the Social Security Act, 
the Medicare Program (title 18) which provides health benefits to 
persons over 65 and to eligible individuals under 65 who are disabled. 
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.Medicare is the Federal Government's largest health activity and 
Will account for 40 per~nt of Federal health outlays in 19'75. It in­
cludes, for the. age~, disabled, and those suffering from kidney dis­
ease, both hospital. msuranet; (Part. A) which pays for inpatient care 
and subsequent skilled nursmg ·home and home health benefits and 
supplementary m~ical in~urance (Part B) _which ~ys for physi~ians 
and other outpatient services, such as medical semces and supplies 
home health care services, outpatient hospital services and therapy' 
and independent laboratory services. ' 

Part. A is financed largely through social security taxes on earnings 
while Part B is financed by premmms for enrollees (currently $6.'70 
per ~onth) and matching contributions from general tax revenues. 
Both msurance ~omponents are administered primarily by private in­
sur11;nce compa~Ies under con~~t with the Social Securit,r Adminis­
tratiOn. An estima!ed 21.6 milhon aged persons, comprismg over 95 
percent of the NatiOn's a~d population were enrolled in Medicare in 
19'75. In addition, 1.9 million social security recipients under age 65 
who are eligibl~ for social security disability benefits and all persons 
covered b:y ~Ial sec';lrity and their families who require treatment 
for ch~omc kidney disease are also eligible for Medicare benefits. 

¥ediCare. outlays pay primarily for hospital and physicians services, 
which make up '71 percent and 21 percent, respectively, of benefit 
payments. N ~arly 86 percent of benefit payments will be on behalf of 
the aged, while 13 percent will be for services to the disabled and 1 
percent for those requiring treatment of chronic kidney di~ The 
average payment for Part A beneficiaries is estimated to increase from 
$1,882 ~n ~9'7~ to $~,082 in 19'7~, and the average payment for Part B 
ben~fiCiaries IS estimated to rise from $298 to $355 over this same 
period. 

The following table displays basic data concerning the Medicare 
program coverage, benefits, and administration: 

MEDICARE COVERAGE, BENEFITS, AND ADMINISTRATION 

[Dollars in millions) 

Hospital insurance (HI): 
:ers%~ w.ith prot~io~>-------------------------------
B:~:fit 1a~'",!!~:1V1ng (millions) ________ --------------_ 

~1d'!liniM~ve exp~n~es~:: :::: ~::: ~ ~ ~:::: : ::::::::::: :::: ~:::: Supple~~~t~~·~:3i~~~~~~~;~ric8-(5Mi): - -- --------- -- --- --- --------
Person~ w)th prot!IC.tion (millions>---- ---- ------------ -- ----- ----
~ene~lanes receiVIng services (millions) ___ ---------- ___ --------
A~:::ini!t~lt~:n!~ -enses:: ------ ------------------------------­
Claims received (~illions) _-~~::::~:~:~ : ~ :~ : ~ ::~=~=~~ : :~ ::~~~:: ~ 

1975 
actual 

23.7 
5. 5 

$10,353 
$259 
10.3 

23.3 
12. 6 

$3,765 
$405 
97. 5 

1976 
estimate 

24.3 
5.7 

$11,869 
$327 
11.9 

23.9 
13.2 

$4, 687 
$550 

107.8 

1977 
estimate 

24.9 
5.9 

$12,960 
$321 
12.7 

24.6 
14. 2 

$5,804 
$561 

121.1 

Source: Office of Management and Budget, "Special Analysis: Budget of the United States Government Fiscal Year 
1977. Page 208. ' 

Medicaid Program 

.The Medi~id Program (title 19), which was established along 
with the Medi~are Program as a part of the Social Security Amend­
ments of 1965, IS a Federal health program for the poor, administered 
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by the States, for which the Federal Government and the States match 
expenses. 

Under Medicaid, health services are provided to those individuals 
receiving public assistance through State welfare programs. In States 
where Medicaid is operating, the State must pay for at least these eight 
services: inpatient hospital care, outpatient hospital services, other 
laboratory and x-ray services, skilled nursing home services, phvsi­
cians' services, family planning, home health, and early and periOdic 
screening, diagnosis, and treatment services for persons up to age 21. 
. In many .States, at their option, Me~icaid also pays for such addi­
twn~l services as dental care, prescribed drugs, eye glasses, clinic 
ser~ces, and other di3.e<YJ1ostic, screening, preventive, and rehabilitative 
serv~ces. States may also choose to provide medical services to the 
medi.cally .needy, e.g., those persons with income slightly above the 
public assistance level who are unable to pay all medical expenses. 
Federal matchi~g .assistance ranges from 5.0 percent to 83 percent of 
the costs of proVIding these benefits, depending upon States' per capita 
incomes. The States determine the level and types of medical benefits. 

Medicaid ca!l _Pay for services that Medicare. ~oes not c.ov~r for peo­
ple who are ehgible for both programs. In addition, Medicaid can pay 
the deductibles for both Part A and Part B of Medicare and monthly 
insurance premium (Part B of Medicare) for eligible people as well. 

In 19'75, health care services under Medicaid will be provided to 
approximately 28.6 million welfare recipents and other low-income 
persons. The Federal outlays will be $6.5 billion. This represents a 
200 percent increase in persons helped and a 182 percent increase in 
funding since 1969. Early and periodic screening of children for 
dental and other health problems will be emphasized in fi!'£al year 1975 
in order to identify health problems before they reach an advanced 
stage and become unnecessarily costly to treat. 

Although the Medicaid matching formula provides higher Federal 
matching assistance to low-income States, most of the program funds 
go to high-income States. This results from the fact that more afHuent 
States have been better able to expand ·the population and services 
covered. Five of the highest income States received over 50 percent 
of all Federal Medicaid funds in 19'73, and two States- New York 
and California- received nearly 40 percent of those funds. 

Indian Participation 

Although Indians are eligible for Medicare and Medicaid benefits 
in :f:.he same manner as any other citizens, they have experienced an 
inability to take advanta~e of those benefits. 

This lack of participatiOn in the Medicare and Medicaid Program 
is a result of inaccessibility. Since most Indians reside on remote res­
ervations, access to services supportd by either Medicare or Medicaid 
is severely limited. In most cases, the only available health delivery 
system is that of the Indian Health Service, yet the IHS, as a Federal 
facility, cannot, under existing law, receive payments from Medicare 
or reimbursements for services provided under Medicaid. As a result, 
Indian citizens are unable to receive Medicare or Medicaid payments 
for necessary care. 



' 

108 

B. ANALYSIS 

Objectives of Title IV of H.R. ~5~5, aa Amended 

The purpose of the Committee in adopting title IV to H.R. 2525 
was to remedy this problem of access for Indians to Medicare and 
Medicaid supported services. The remedy, as provided in sections 
401 and 402, is in the form of authorizations of payments through the 
two programs to qualified Indian Health Service hospitals and long-­
term care facilities for services rendered to Medicare and Medicaid 
patients. In addition, section 402 would provide 100% Federal Medic­
aid matching funds for services provided to any Indian in an IHS 
facility, if that Indian ~s eligible for ~th Medicaid coverage and 
coverage through the Indian Health ServiCe programs. 

In adopting the 100% Medicaid reimbursement formula, the Com­
mittee took the view that it would be unfair and inequitable to burden 
a State Medicaid program with costs which normally would have 
been borne by the Indian Health Service. In this connection, the Com­
mi,ttee notes that, in considering H.R. 3153, the Social Security 
Amendments of 1973 in the 93rd Congress, the appropriate Senate 
and House Committees having primary jurisdiction over Medicare­
Medicaid adopted a similar reimbursement rrovision. In the report 
accompanying that legisla,tion, the Senate Fmance Committee justi­
fied the 100% reimbursement method by noting that "with respect to 
matters relating to Indians, the Federal Government has traditiOnally 
assumed major responsibility. The Committee wishes to assure that 
a State's election to participate in the Medicaid program will not 
result in a lessening of Federal support of health care services for 
this population group, or that the effect of Medicaid coverage be to 
shift to States a financial burden previously borne by the Federal 
Government." 

It is the intent of the Committee that any Medicare and Medicaid 
funds received by the Indian Health Service program ·be used to 
supplement- and not supplant-current IHS appropriations. In other 
words, the Committee firmly expects that funds from Medicare and 
Medicaid will be used to expand and improve current IHS health 
care services and not to substitute for present expenditures. Section 
403 would require the Secretary of Health, Education, and Welfare to 
report to the Congress annually on the use of the additional funds 
available to the IHS hecause of the Medicare and Medicaid reimburse­
ments received by the Indian Health Service program. 

Title IV would also require that the Indian Health Service facilities 
which receive reimbursement from Medicare or Medicaid meet the 
applicable quality standards and conditions of participation estab­
lished under the two programs. The Secretary would be expected to 
assure that each facility could meet the standards by not later than two 
years from submission of a plan hy the IHS to bring the facility in 
compliance with those standards. 

Additionally, it is the intent of the Committee that the Indian 
Health Service facilities cooperate fully with the Medicare and Medic­
aid programs in providing the cost da,ta necessary for calculating 
reimbursement. 
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VII. ACCESS TO HEALTH SERVICES FOR URBAN INDIANS: BACKGROUND 
AND ANALYSIS OF TITLE V, AS AMENDED 

A. BACKGROUND 

Urban Indians' Access to Health Services 

Today a significant number of American Indians live in urban. or 
semi-urban centers. According to estimates of the Bureau of Indian 
Affairs, less than one-half of the one million Indian population resides 
permanently on reservations or in Native villages of Alaska. Over the 
past several decades, the migration of Indian people to the cities has 
gathered momentum t~ t~e poin~ where the "vani~hing" ~~t Ameri-

. cans have reappeared m mcreasmg numbers as highly visibl~ mem­
bers of our urban population. All too often, however, the migrants 
are unprepared for what they will find in their new locat ions and, 
as a conseouence, will suffer a host of afflictions. 

The rural to urban Indian migration in this cen~ury has been i~u­
enced by several major developm~nts: first1 Indians w~rs p~vided 
an opportunity to work and sham m the N atlon's prospenty m md?-s­
tries prior to and during World War II; seoond, thousands of Ind1an 
men and women served in the Armed Forees away from their reser­
vations, traditional communities, or Alaska Native vill~; t~i~, 
formal government relocation programs moved many Indian families 
from low employment, rural areas to urban areas where "employment 
opportunities" were considered morn readily available; and fourth, 
countless numbers of other Indians attempting to escape depressed 
conditions on their reservations voluntarily relocated. 

Unfortunately, far too ~any Indian~ who ~ove to the cities, be­
cause of inadequate academic and vocational skil~s, merely t rade res­
ervation poverty for urban poverty. Urban Indians. are much ~ore 
likely than non-Indians to live in crowded and deteriorated housmg, 
be unemployed, drop out of school, .become victims <?f ill health! fall 
into juvenile delinquency or alcoholism, and appear man excessively 
high proportion of police and court. cases. 

Health Problems of Urban Indians 

Indians and Alaska Natives who reside in the large urban areas of 
this Nation have a lower standard of health than that of the general 
popula,tion. Furthermore, two rece!lt studi~ indica~ that dise.ase !lind 
mortality rates among urban Indians are .Just as .high, ~d m some 
instances hig-her, than the rates for reservatiOn Indians. ~Irst, a r~ent 
article pubhshed in Minnesota :Medicine 1 r~ported that m the Minne­
apolis area Indian people suffe.r from deCide!y poorer hea~th levels 
than do both the white commumty and the resident reservation popu­
lation. For example, the following comparisons were made concernmg 
infant deaths: 

The infant death rate among Indians in the metropoli­
tan area is higher than that of. the white communitJ:'. The 
Indian death rate for Hennepm County was 35.3 mfant 

1 McCiearly, Deegan, and Thompson, "Indian Health In Minnesota," Minne&ota Mell'­
cine, No. 2, Volume 56. October 1973, pp. 87- 90. 
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deaths per 1,000 live births per year for 1968-1970. At Henne­
pin County General Hospital from 1967 through 1970 there 
were 615 Indian births and 23 infant deaths. The rate was 
37.4 deaths per 1,000 live births. The infant death rate for 
all races in Minneapolis for 1968-1970 was 22.9 infant deaths 
per 1,000 live births per year. 

Indian infant death rates are higher in the metropolitan 
area than on the reservations. In 1968-1970 the Indian infant 
death rate per year in Hennepin County was 35.3 and in 
Ramsey County 31.9. In contrast, the rates in two major res­
ervation counties were 23.9 (Beltrami County) and 13.2 
( Cass County). 

These findings were based in part on a survey conducted in 389 
of the more than 700 households in Minneapolis in which Indians 
people were known to have lived. The survey results, as reported in 
the Minnesota Medicine article, included the following: 

At the time the Indian Health Board staff visited in the 
households, they found someone who required immediate in­
patient hospitalization in 45 (11.6%) of the households. In 
these 45 cases, the Indian Health Board made immediate 
arrangements and admitted 18 people to Hennepin County 
General Hospital, four people to other public hospitals, and 
23 people to private hospitals. The following Table lists the 
types of health problems interviewers found in the 389 
households. 

HEALTH PROBLEMS FOUND IN INTERVIEW SURVEY OF 389 MINNEAPOLIS INDIAN HOUSEHOLDS 

Households t 

Number Percent 

~~~!r:!~~~~~~~~:~~~~~~~~~=~=~~~::::: : : : : :: :::::::::::::::::::: : : :::: ::::::: 
Preventive or diagnostic c-.r•----•- ····--· ···········•··········•···•··--·:.J 
Mental health problem .. · · ·························•······••··· ·•···~------····· 
Alcohol or drug problem.···----·-·· --__ ----·· · · -·- ---------·- -----------··· · · -·-
Chronic disease and disability . ..... ... . . . ................ . ............... . . ..... . 
Acute medical problems. __ ... _ ..• -------------- ------____ ---· ---------· ... •. •. .• 

~~h~e~~~~~~7~-eniaiiiroiliiin::::::::::::::::::::::::: : :::::::::::::::::::::::::: 

t More than 1 problem was found in many households. 

131 
54 
22 
94 
25 
37 
44 
84 
3 

44 

34 
14 
6 

24 
6 

10 
11 
21 
10 
11 

A recent report by the Sea·ttle Indian Health Board on the health 
status of its urban Indian constituents 2 closely parallels these find-

s Seattle Indian Health Board, "Data Analysis and Program Actlvitles Report, July 
1973--Aprtl 1974," June 1974. 
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ings. Even though there were no directly comparable data on other 
Indian populations served in similar settings, the report concluded 
that ''the frequency of dia~osis of alcohol abuse, oti_tis media, and 
minor trauma, corroborates, m general terms, data available from the 
Indian Health Service on Indian health programs." 

The following tables list individual diagnoses as well as the most 
frequent diagnoses by age categories. 
Most frequent diagnosis and conditions (July 1978-Apr111974) : 

Common cold--UEti----------------------- ----------------------- 479 
Laceration, abrasion, contusion, crushing (i.e., minor trauma)----,.- 319 
Vulvitis, vac1Dit1s-----~----------------------------------------- 296 Alcohol, drug abuse _________________ .:._. ___ :.. ______________________ . 274 

Otitis Dledia--acute---------------------------------------------- 242 
Abdominal pain other than eollC-------------------------------- 194 
Pharyngitis/tonsillitis nonstreP---------- ------------------------- 191 
Localized infection--skin or subcutaneous tissue____________________ 189 
Essential HBP --------------------------------------------------- 187 
Family problems'----------------------------------- - - ----------- 164 
Neuro musculoskeletal pain..---------------------------------- 161 
Obesity -------------------------- -.--- ---- ---------- ------------- 145 
Atopic derDlAUfiB------------------------------------------------ 135 
Systemic febrile-URI----------------------------------------·- 116 

Total diagnoses ------------------------------------- 3, 092 
All other diagnoses-------------------------------------·------ 6, 893 
Total number of individual patleDts-------- ---------------------·- 5, 265 
Total number of vi81t1----------------------------------------- 7, 157 

Preventive procedure • (October 1973-Apr111974) : 
Physical exams (adult)------------------------------------------ 420 
Physical exams (child)------------------------------------------- 228 
Cervical smear (PAP test)--- - --------- - -------- ----------------- 195 
VI>ElL

1 
--- - ---- - - - - ----- ---- ------------------- ---------- ------- 67 

I>iphtheria immunization------------::------------- ---------- ----- 404 
All other immunizations (measles, rubella, murnpe) ----------------- 216 
Tuberculin tests • ------------------------------------------------ 122 

Total preventive proced~eB-----------------·---·--------------- 1, 652 
Total numQer of patlents--------;----------------r--:---------- 3, 372 
Total number of vlslts.--------------------------------------- 5, 200 

1 Includes marital, chlld-parent, all Immediate household interpersonal confllcts. 
• Prior to October 1973 preventive procedures were underrecorded. Therefore, the time 

period ot October 1973 though 1974 was used. 
• Due to changes in our recording system during tbis time period, VDRL and tuberculin 

tests were underrecorded. 
Source: Seattle Indian Health Board, "Data Analysis and Program Activities Report, 

July 1973- Aprl11974," June 1974. 
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MOST fREQUENT DIAGNOSES BY AGE CATEGORIES, JULY 1973-MARCH 1974 

Under 5 5. 9 11H4 1~19 2~24 25-34 3~4 4~54 5~4 

Gntllll tltll. _________ _ 

'-t-------------------- 10. 7 
8,545 

12- 7 23. 3 15. 6 6.1 5. 3 7.6 

' Laceration, abrasion, contusion, crushing. 
• Other than colic. 
• Nonstrep. 
• Skin or subcutaneous tissue. 
I Congestive heart failure. 
• The total diagnoses row includes many diagnoses that are not listed on this table. 

10.0 4.9 

65 and 
over 

3. 3 

Note: The ones list.ed are only the most frequent diagnoses for these age categories. 
Source: Seattle lnd1an Health Board, "Data Analysis and Program Activities Report, July 1973-April1974," June 1974. 

T~ese data suggest that the urban Indians served by the Seattle 
~dian Health Board are characteristic of the general Indian popula­
tion .. The report ~o~cluded that the dis~se spectrum indicated by the 
data. IS ch.ar~ctenstw ~f a young populatwn, not unlike the population 
characte~Isbcs of .In~Ians as a whole since "!ndians are more likely 
than whites to d1e m young adulthood or m middle age than do 
w.hites." The reas~n is simple, as stated in the Minnesota study: "ln­
d~ans tend not to hve long enough to die of the disease of aging (heart 
disease, cancer and cerebrovascular disease) which are the major causes 
of death among ~hites. Indians tend to die during their productive 
years whereas whites are more likely to remain alive until they have 
attained old age and retirement." 3 

Traditionally, urban Indians, prior to their move to the cities looked 
~ the ~ndian Health Service as the primary source of services i'n meet­
mg their health needs. In their newfound urban environment where no 
IHS. facilities exist or services are offered, many urban Indians may 
requ~re personal counseling and assistance in seeking basic health and 
medical care. Far too many are una ware of the medical welfare and 
other ser:vices available to them as citizens and they fail~ comprehend 
the reqmrements they must fulfill in order to obtain such services. In 
!oo few instances have Indian centers and other community agencies 
m urban centers acquainted Indians with available community'health 
and medical services and the steos to be taken to make use of those 
services~ Additionally, urban Indians for the most part cannot afford 

N 
8 McCleary, Deejran, and Thompson, "Indian Health In Minnesota," Minneaota Medicine 

o. 2, Vol. 56, October 1973. • 
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~pay f?r the eve~-risin~ ~ospital and medica! care costs ~aced by ~ll 
Citizens m our Nation's cities. In the urban Indian population, with Its 
cri~ically high unemployment rate, only the fortunate few who are 
gamfully employed have been able to take advantage of prepaid health 
msurance plans to meet their health needs. 

Data gathered by the Seattle Indian Health Board Medical Clinic 
on its urban Indian patients between March 1972 and February 1973 
document the last two barriers to urban health services discussed 
above: lack of income and failure to participate in prepaid health 
programs. Nearly 80 percent of the patients had annual incomes of 
less than $5,000 and 14 percent had annual incomes of less than $1,000. 
According to the following table, approximately 57 percent of the 
patients seen during 7 months in 1973 had no health insurance: 

H eaZth insurance (percent) 
Type 

i;~~~-==========~====================================== ~~ ~edicare - - - ------------------------------------------------------- 3 
I.II.S ------------ ---------- - ---------------- - -------------- - ------ 7 
F1ivate ----------------------------------------------------------- 14 

Total ---------------------------- ----------------- ----------- --- 100 
NoTE.- Excludes 25% of patients for whom no Insurance Information is available. 

An April 1973 regional task force report to the Department of 
Health, Education, and Welfare, entitled H ealth of the American 
lwlian, contained a discussion of the physical and cultural barriers 
to health services for urban Indians: 

The Indian who comes to live in the city faces new prob­
lems in seeking health care. Familiar with receiving free 
health services from IHS facilities, he must now learn to find 
a physician and buy health services. Finding a satisfactory 
phys!cial in a new city is a problem for many U.S. citizens. 
T~e indigent Indian usually does not use Medicaid because 

of his lack of knowledge about this source of assistance, his 
fear of the white man's institution and because of pride. He 
may find it difficult to prove eligibility, and the welfare 
age~cy may think he is ineligible because IHS is taking care 
ofh1m. 

If the Indian goes to a public facility, he must learn to use 
identification cards, to respond to questions about income and 
expenditures in order to prove eligibility and to cope with 
part-payment mechanisms. In addition, he has the new ex­
perience of min~ling with patients of other ethnic groups 
and may be additionallv handicapped with transportation 
problems and languag-e difficulties. 

Long waits in clinics and the impersonality of the clinic 
staff are complaints of the urbn Indian. He may also become 
confused about jurisdictional boundaries for delivery of serv­
ice, such as the possibility of ·being eligible for services if he 
lives on one side of the street but not if he lives on the other. 

Most off-reservation and some reservation Indians must 
use private hospital facilities. The staffs of urban hospitals 
are usually completely unknowledgeable about cultural differ-
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ences, community resources, and special Indian needs. Con­
seq~ently the services offered may not be acceptable to the 
Indian user. M~ica.l pr~tic~ ~ t~e United S~ates in private 
offices and partiCularly m clmics Is characterized by imper­
sonality1 long waits .for servi~e, and brief explanations. For 
the Indian, whose hfe style IS based on interpersonal rela­
tions, this can mean cultural shock.~ 

These circumstances have served to create a serious health dilemma 
for urban I?dians. Many receive only limited assistance or go without 
heal~h services altogether; many appear as emergency cases at the 
h~spital doors;. and some have even resorted to a long and expensive 
trip back~ their home reservations or communities to avail themselves 
of th!'l Indian Healt~ Service. In virtually all cases requests for health 
care.Is deferred ~til the more costly curative rather than preventive 
serVIces are reqUired. 

Federal poUcy and urban Indian health care 

The Committee views the health dilemma of urban Indians as a 
~r.ious obstacle in their quest to become self -sufficient and participating 
CI~Izens. Fortunately, an evolving Congressional policy addressed to 
this pr?blem has served. 1::<> provide .the ~entia! experience and in­
for!llatwn for the .ProviSions contamed m Title V. That evolving 
poh~y has been bmlt on t~e concept of self-determination with · the 
Indians themselves ma?agmg federally subsidized health efforts tai­
lo~ to fit the health Circumstances of Indian populations residing in 
specific urban centers. 

Limitat~ons of funds an~ jurisdiction have precluded direct care to 
~r~an. I~dians. Federal .Polley has place~ the urban Indian beyond the 
JUrisdict~on of the Indian Health S~rviCe. Fu~ermore, the critical 
backl~g m unmet heal~h needs on Indian reservatiOns requires the full 
attentiOn of all finanmal and human resources available to the IRS 
Accordingly, during the last seven years Congress has expressed on at 
least fol!r occasions a desire ~ provi~e some form of separate health 
car~ assistance to urb.an Indians whJCh ~ould not compete with the 
assistance already available to the reservatiOn Indians. 

In fiscal.year 1967, in ~cognition of the ~rowing health problems of 
urban Indians, Congress l!lc_reased the Indian Health Service's budget 
by $321,000 to operate a chmc program for the Indians in Rapid City 
South D~kota. (This special program continues today.) ' 
. Then, In fiscal year 1972, the Congress added to the IHS appropria­
t~on $150,?00 to co.nduct a stu.dy of the urban Indian problems in the 
c~ty of Mmn~apol~s. The proJect was to achieve the following objec­
t~ves: (1) to Identi.fy community health resources which can be effec­
tive~y used by !?dian people; (2) to assist those health resources in 
servmg. the In~Ian peo_pJe of. the COJ?munity; (3) to assist Indian 
pe?ple I? becommg famihar w1th and m utilizing those resources; ( 4) 
to Identxfy: gaps between resources and needs; and (5) to produce rec­
om~endatwns to resource agencies on methods of improving health 
serVIce programs to meet the needs o£ urban Indian people. Subse-

• Michal, Bradford, Honda, and Sherman, "Health of the Amedca.n Ill'l}ian · Report ot a 
:.en~nal Task Force," U.S. Department of Health, Education, and Welfare; April 1973, 
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quent to the study, an outreach program was established to assist 
Indians living in metropolitan Minneapolis to gain access to available 
health services. 

In fiscal year 1973, the Congress added additional money to the 
Indian Health Service appropriation for three other urban projects to 
be patterned after the Mmneapolis project. The three urban centers 
selected for these projects were Oklahoma City, Seattle, and the 
California Urban Indian Health Council (an umbrella entity includ­
ing nine urban Indian organizations located in various cities in the 
State of California; San Francisco, San Jose, Sacramento, Fresno, 
Santa Barbara, Compton, Huntington Park, Los Angeles, and San 
Diego). 

Fmally, again in fiscal year 1974, the Congress added $500,000 to 
the IRS appropriation to fund additional urban projects modeled 
after the Minneapolis program. 

Experience gained from the Minneapolis P ilot Urban Indian Health 
project underlines the critical need for special attention to health 
problems of the urban Indian. It was found, for instance, that Indians 
would seldom take advantage of existing health services, until an 
Indian program was started. Almost immediate improvement in the 
use of those services was manifested upon the hiring of Indian out­
reach workers. Additional improvement occurred with establishment 
by urban Indians of their own centers which provided them with 
more confidence to approach those services. Finally, current studies 
indicate referral and outreach services further improved with the 
establishment of all-Indian boards of directors. Pride in running their 
own programs was the principal reason for the establishment of 
Indian free clinics in Oklahoma City, Seattle, San Francisco and Los 
Angeles. These clinics have limped along with volunteer services, 
donations and the limited agency grants resulting from past 
appropriations. 

Despite the inadequate funding, many of these clinics have experi­
enced rapid growth. The Seattle Indian Health Board began promot­
ing culturally acceptable, readily accessible health care for the Seattle 
area Indian community in 1970. In four years, the community con­
trolled program has grown from an entirely volunteer program oper­
ating on a limited evening schedule to a comprehensive primary level 
health delivery system with a registered patient population of over 
6,000 persons. The program includes medical and dental services; 
alcoholism counselling; education, family planning, and prenatal care; 
a?d he~l~h outreach services. Patient records show 2,000 to 2,500 pa­
tlent VISits per month and the program now employs 46 people, 75 
percent of whom are Indians or Alaska Natives. The California 
prba~ Indian Health Council now encompasses nine health projects 
m va:r;ous stages of development from comprehensive health delivery 
agencxes to referral and outreach centers tied closely to existing urban 
~eal~h delivery- services. The estimated urban Indian service popula­
tion IS approxxmately 150,000. 

This growth is the best possible evidence of the critical need for 
a~ expanded urban Indian health program and of a Federal com­
mxtment to support that program. Preliminary studies of the Indian 
Hea.lth Service indicate there is a demonstrated backlog of unmet 
Indtan health needs not only in the above named cities but in some 
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25 other metropolitan areas as well. Substantial Indian populations 
(according to Standard Metropolitan Area Statistics) exist as follows: 
Phoenix _____________ .., _______ 11, 159 Oklahoma City'-------------- 13, 033 
Tucson --- - ------------------ 8, 837 Tulsa ----------------------- 15, 519 
Los AngE>les '-- --------------- 30, 000 Portland 

1 
--------- - -------- 4, 011 

San Diego'- ------------- - ---- 5, 880 Dallas • --- - - ----- - - ---- ----- 5, 022 
S.F.-Oakland • --------------- 15,000 Salt Lake City_______________ 2, 005 
San Jose'-------------------- 4, 048 Seattle 1 

----- ---------------- 9, 496 
Bakersfield 1 

------------ ----- 2, 039 Tacoma --------------------- 3, 343 
Fresno 1 

--------------- ------ 2, 144 Milwaukee 
1 

----------------- 4, 075 
Sacramento 1 

----------------- 3, 559 Chicago 
1 --~-----.... ----~-,-~- 8, 996 

Denver'-------------- - - ----- 4,348 ~ew 'fork-------~----------·- 12,160 
Detroit---------------------- 5,683 Cleveland -----~------------- 1,750 
Minneapolis 1 

------- ------- -- 9, 859 Omaha ------------ ---------- 1, 401 
Duluth --------------------- 1, 781 St. Louis---~--~---:..·-------- 1. 931 
Great li'aliEL----------~----...,... ,.. 1, 509 Kansas City__________________ 2, 402 
Billings --------------------- 1, 063 Topeka ---------------------- 981 
Albuquerque----------------- 5,839 

1 These communities currently have limited contracts with the IHS for development of 
health outreach type programs. 

Source: 1970 Cen~us of the Population. 

B. ANALYSIS 

Committee Objectives 

The American Indian has demonstrated all too clearly, despite his 
recent move to urban centers, that he is not content to be absorbed 
in the mainstream of society and become another urban poverty sta­
tistic. He has demonstrated the strength and fiber of strong cultural 
and social ties by maintaining an Indian identity in many of the N a­
tion's largest metropolitan centers. Yet, at the same time, he aspires 
to the same goal of all citizens-a life of decency and self-sufficiency. 
The Committee believes that th~ Congress has an opportunity and a 
responsibility to assist him in achieving this ~al. It is, in part, because 
of the failure of former Federal Indian policies and programs on the 
reservations that thousands of Indians have sought a better way of life 
in the cities. Unfortunately, the same policies and programs which 
failed to provide the Indian with an improved life style on the reserva­
tion have also failed to provide him with the vital skills necessary to 
succeed in the cities. His difficulty in attaining sound physical and 
mental health in the urban environment is a grim reminder of this 
failure. 
~he Com~ittee is committed to rectifying these errors in Federal 

policy relatmg to health care through the provisions of title V of 
H.R. 2525. Building on the experience of previous Congressionally­
a,Pproved urban Indian health prospects and the new provisions of 
t1tle V, urban Indians should be able to begin exercising maximum 
self-determination and local control in esta'blishing their own health 
programs .. The Com~it~ee believes that contracts negotiated between 
urban Indian orgamzatwns and the Secretary of Health, Education, 
and Welfare hold greater promise for success than the extension of 
the Indian Health Service's jurisdiction to serve the urban Indian 
population. The former arrangement will afford an opportunity to 
urb11:n Indian organizations to provide primary health services (i.e. 
medical, dental, x-ray and laboratory) to their own members and to 
strengthen outreach and referral services to facilitate greater use 
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of community health resources by Indians. As the various programs 
a~thorized under title V progress, the Committee believes they will 
yield more accurate informatiOn on the population and basic health 
problems of urban Indians. The Indian Health Service can serve 
as the administrative mechanism to analyze that information, channel 
title V's funds, provide technical assistance, and monitOr and evaluate 
specific programs and activities. 

In adopting Title V, the Committee took cognizance and incorpo­
rated the policy principles contained in the following resolution of the 
National Congress of American Indians: 

SUPPORT OF HEALTH CARE FOR URBAN INDIANS 

Whereas, there are approximately 35,000 American In­
dians residing in off-reservation ·areas and communities; and 

Whereas, the off-reservation Indian population experiences 
serious difficulty in obtaining adequate health care. in their off­
reservation environments; and 

Whereas, within the esta'blished priorities, the Indian 
~ealth Service does not have adequate funds to provide serv­
Ices to off-reservation Indian people who have not maintained 
a residency on a reservation within the past twelve months; 
and 

Whereas, there is a need: (1) to identify community health 
resources that can be effectively utilized by Indian people of 
the community; (2) to '!lssist these health resources in serv­
ing the Indian people of the community; ( 3) to assist Indian 
people in becoming familiar with and utilizing such re­
sources; ( 4 ) to identify unmet health needs; and ( 5) to 
recommend methods of Improving health service to meet the 
needs of off-reservation Indian people; 

Now, therefore, be it resolved, That the National Congress 
of American Indians supports all off-reservation Indians ef­
forts to create health care and requests the Federal Govern­
ment to seek funds allocated in the Indian Health Service 
budget to support urban Indians' Health Boards or groups; 
and 

Be it further resolved, That the National Congress of 
American Indians realizes that funding is not adequate 
enough to carry on existing programs on reservations or eligi­
ble groups for Indian Health Service. Such funds should be 
additional funds allocated through special appropriations 
and that every effort will be made through Congressional 
channels to resolve this pr-oblem. 

For the thousands of Indians currently residing in urban centers 
and for those who may opt to move to such centers in the future, the 
Committee views Title V of H.R. 2525 as a vital tool to assist such 
Indians in the difficult transition from traditional reservation life to 
the urban world. Title V clearly represents a Federal policy commit­
ment to provide the essential authorities and financial resources to per­
mit urban Indian organizations to develop needed health services and 
to strengthen relationships with existing community health and medi· 
care programs. 
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Provi8iom of Title V With E3Jplanatiom and O()sts 

The purpose o~ this title is to ~stablish programs in urban areas to 
make heal.th s.erviCes m?re accessible to the urban .Indian population. 

Authorr~y IS vest~d I? the Secretary to enter mto contracts with 
ur:b~n li_ldian orgamzaho~s for the purpose of establishing and ad­
mim~termg programs which meet specific requirements set forth in 
the title. Such requirements provide sufficient latitude to urban Indian 
organizati?ns to perm~t them to provide primary health services to the 
urban Indian populatiOn. The need for these services was eloquently 
~nd forcefully addressed by the urban Indian witnesses who testified 
m support of this provision during the hearings of the Subcommit­
tee on Indian Affairs. 
Th~ Secretary is dir~ted to es~abl~sh crite!ia which will govern the 

selectwn of urban Indian orgamzat10ns whiCh may 'be considered as 
potential contractors under Title V. 

In !ldd!tion, title V w.ould exempt contracts with urban Indian 
orgamzat10ns from certam Federal procurement regulations which 
have served as obstacles to sue~ contracting in the past; provide for 
adva.n~e.payment~ to urban ~ndian organization contractors to facili­
tate mitral operatiOns; permit the Secretary to amend or revise a con­
tract upon the .request or consent of a contractor; provide the proce­
dure under whiCh a contractor may request contract retrocession. 

T? stengthen the ~ikelihood of improved management and adminis­
tratiO~ or ~rban Indian health prog-rams, title V requires the contractor 
to mamtam adequate records, and subjects such records to audit by 
the S~retary and the Comptroller General of the United States. The 
C_omllllttee .con~iders this provision essential if contracting urban In­
dia~ orgamzatwns are to be held accountable for their actions. 

Title V authorizes a total appropriation of $30 million over 3 fiscal 
years as follows: $5,000,000 for fiscal year 1977; $10,000,000 for fiscal 
year 1978 ; and $15,000,000 for fiscal year 1979. These funds include 
such amounts as may be necessary to support direct health care which 
is authorized under the title. 

In recognition of a growing health problem among rural non­
reservation Indians, the Committee adopted an amendment offe~ed by 
Mrs. Smith of Nebraska which provides that not to exceed 1 per 
c~ntum of the annual appropriation for this title will be used for two 
pilot health projects in such Indian communities. It is the intent of the 
Committee that one of these projects will include rural Indians in 
Nebraska adjacent to the Pine Ridge Sioux Reservation. 

VIII. AMERICAN INDIAN ScHooL oF MEDICINE: BACKGROUND AND 
ANALYSIS OF TITLE VI AS AMENDED 

A. BACKGROUND 

During the hearings of the Subcommittee on Indian A~airs on H.R. 
2525 a~d rel~ed ~ills, the Navajo Nation and the N ava.jo Health 
Authonty testified m support of an amendment to provide :for the es­
tablishment, operation, and funding of an .American Ind'ian School 
of Medicine. 

The Committee made a basic determination in adopting the Health 
Manpower provisions of title I of H.R. 2525 that it is essential to the 
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effective provision of health services to Indians that Indians them­
selves be trained in the various medical professions. Medical person­
nel practicing medicine, whether in the Indian Health Service or in 
private practice, among Indian people must (1) have a motivation to 
do so in rural remote areas and (2) be able to understand the cultural 
and social differences which separate t he Indian community from the 
non-Indian. 

In addition to the recruitment, preparatory scholarship, scholarship, 
extern, and continuing education programs of title I, the Committee 
felt that it was necessary to provide for a medical institution which 
would orient its usual medical educational curriculum toward the 
unique problems and circumstances of Indians and Indian health 
problems. 

In addition, the Committee was made aware that the existing medi­
cal school capadty of this Nation is far below the entry demands being 
made upon it. News reports contemporaneous with the Committee con­
sideration of this title indicated that many American medical students 
must go to foreign countries in order to receive medical education be­
cause of the limited capacity of American schools. 

Because of that limited capacity, medical schools in this country will 
only accept the most qualified of those ·acceptable candidates. In many 
cases, •acceptable Indian candidates would not fall within that higher 
range. The Committee felt that it would be meaningless to make schol­
arsh'ips available to qualified Indian students when they could not se­
cure entry into medical schools because of limited capacity. 

The concept of an American Indian School of Medicine has tbeen 
considered by Indi•an tribes and organizations throughout the country. 
A list of those expressing support for the School follows: 

Nat'ional: 
Nllltional Indian Health Board, Inc. 
Association of American Indian Physicians. 
National Congress of American Indians. 
Seven States Indian Health Association. 
United Southeastern T ribes. 
National Tribal Chairmen's Association. 
Amer. Ind. Com. on Alcoholism & Drug Abuse. 
National Indian Education Association. 

Regional: 
Sisseton Wahpeton Sioux Tribe. 
California Rural Indian Health Board. 
Phoenix Area Health Board. 
Oklahoma Area (IRS) Advisory Board, Inc. 
All-Indian Pueblo Council. 
Billings Area Health Board. 
Bristol Bay Area Health Corpomtion (Alaska). 
Sells Executive Health Board. 
Inter-Tribal Council of Nevada. 

Southwest: 
The Navajo Tribal Council. 
Shiprock District Council. 
Two Grey Hills Chapter. 
Kayenta Service Unit Health Board. 
Tuba City Agency Council. 
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Shiprock Service Unit Health Board. 
Navajo Area School Board Association. 
Reservation-WideCAC Executive Board. 
Reservation-Wide School Board Conference. 
Shiprock Chapter. 
Tuba City ChaJ;>ter. 
Tuba City Service Unit Health Board. 
Coppermine Chapter. 
Navajo Area Indian Health Board. 
Rough Rock School Board, Inc. 
Chilchinbeto Chapter. 
Fort Defiance Agency Council. 
Fort Defiance Service Unit Health Board. 
Tuba City DNA Agency Council. 
Canoncito Chapter. 
Navajo Nation Health FoundS!tion. 

B. ANALYSIS 

Section 601 requires the Secretary to provide for the establish­
ment, operation, ·and funding of an American Indian School of 
Medicine. 

The American Indian School of Medicine will train American 
Indians and Alaska Natives to become primary care physicians and 
~ther allied health professionals who will practice on Indian reserva­
tions and in other rural, medically deprived Indian areas of the 
United States. Based on the plan submitted by the Navajo Health 
Authority, the Committee was impressed with the concept of such a 
school. ~ile the bill will provide for the establishment, operation 
and fundmg of a school, the site selection will be a decision made by 
the S~retary. The school will be specially designed to meet the needs 
of Indian. stud~nts, and wi~l.concentrate on the training of primary 
c!lre, family oriented practitiOners who plan to practice on reserva­
tiOns .or in other rural medically deprived Indian areas. 

It IS expected that 32 students will enter in the initial September 
class, and eventually the freshmen class will number 64. When in full 
operation, the operating costs of the American Indian School of 
Medicine will compare to the national average of other medical 
schools. 

Section 602 requires the Secretary to conduct a study and submit it 
as ~art of the plan req.u_ired in secti.on 705, a plan for such American 
Indian S?hool ?f Medi?me. Subsect!on (b) establishes certain factors 
~nd consideratiOns which must be mcluded in the plan. If the plan 
IS approved pursuant to section 705, the Secretary must take imme­
diate s~eps t~ imple~ent _it. If it is not so approved, the congressional 
resolutiOn disapprovmg It shall state the objections to the plan. The 
Secretary shall modify the plan accordingly and then implement 
the plan. 

The plan in Title VI will explain hr. title and section the manner 
and schedule by which the Secretary will implement the provisions of 
this Act. 

Section 603 authorizes appropriations of $16,280,000 for seven fiscal 
years and such sums as are necessary thereafter. Funds appropriated 
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are to remain available until expended and shall be expended as 
directed by the Board of Regents of such a school. . 

The Committee notes that the amount of funds authorized for the 
School of Medicine for the seven-year period is approximately one­
half of what will be required to adequately fund such an institution. 
The Committee expects and took testimony to the_ effect that other 
sources of funding will be avai_lab~e for the operati~n of the sch<?Ol. 
These sources will include capitation payments, pnv~te found~.tion 
support, and in-kind contribut~ons from other pub~Ic and private 
sources. Section 601(b) (4) provi~es that the Secretanal pl~n.for the 
establishment of the school shall illclude "a statement on existillg and 
potential non-Federal funding sources for the establishment and 
operation of the school". 

IX. MisCELLANEOus PRoVISIONS: AN ANALYSis OF Trrr..E VII, As 

AMENDED 

In order to assess the measured response to Indian health needs as 
authorized in titles I through V of H.R. 2525, the Committee, in 
section 701(a) directs the Sec~tary of Health, ~ducatio~, and Wel­
fare to provide the Congress with several appropnate, detailed reports 
and recommendations. 

First, the Secretary is required to report annually to the President 
and the Congress on the progress he has achieved in effecting the 
purposes of H.R. 2525. This Committee is acutely aware of t~e reluc­
tance of executive agencies to meet annual .repor:t ~qmrements 
imposed on them by the Congress. However, ill this n~stance, the 
Committee is determined that its mandate shall be met ill order to 
ascertain whether the health status of an entire people is being sub­
stantially improved through the programs and funds authorized by 
this Act. 

Second, within 3 months after the end of fiscal year 1979, the Secre­
tary is required to review expenditures and authorization levels under 
the act and submit his recommendations to Congress, reflecting appro­
priate increases or decreases in the authorizations for fiscal year 1981 
through 1983. . 

Third, to assist Congress in charting the future course of Indian 
health programs and efforts, the Secretary, within 3 months after the 
end of fiscal year 1982, is required to undertake a thorough and search­
ing- review of the programs authorized b;r H.R. 2525. 

The Committee views this undertaking as an opportunity for the 
Secretary to measure the performance of a health delivery system 
strengthened by three years of assistance under this hill when applied 
against the overwhelming health needs of the Indian people. Such a 
review by the Secr~tary and his ~uhseq~en~ report to the Con~ m~y 
point to the necessity of reordenng obJectives, goals, and priOrities ill 
the IHS health care program. The Secretary's report should contain 
whatever recommendations for additional programs and assistance 
appear warranted to afford Indians and Alaska Natives a health 
status which is at parity with the general population. 

The Committee expects the Secretary to respond to these provisions 
in a timely and thorough manner so that it may have at its disposal the 
most accurate information and data reflecting the health status of 
Indian people. The six fiscal year deadline for the comprehensive 
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report was chosen so as to provide the Congress with a one-year 
period prior to the termination of the seven-year programs o.uthorized 
m H.R. 2525 to consider the Secretary's recommendations, solicit the 
views of the Indian community and the health professionals who 
serve it and, then, act upon those views and recommendations in tailor­
ing whatever future Indian health legislation is required. 

Sect~on 702 contai~ provisions concerning general rulemaking 
authonty and authonty to amend the rules. The Committee has 
established a strict timetable to be adhered to by the Secretary in 
adopting rules and regulations to implement the various provisions 
of H.R. 2525. In the past, the Congress has witnessed a deliberate 
frustration of its will by a failure of Executive branch ag~cies to 
promptly. adopt rules and regulations for the implementation of 
Congre~~nonally approved programs. The Committee is determined 
that thiS measure shall not be subjected to such tactics and believes 
that the timetables will preclude any delay on the part of the Secre­
tary in implementing the Act following its enactment. 

Additional.ly, the Committee has mandated the Secretary, to the 
exte.nt pracb~ab~e, to cons~lt wi~h yari~us national and regional 
Indian orgamzatlons to obtam thmr VIews m the formulation of rules 
a!ld ~gulations. It is the Committee's belief that such participation is 
vital If the concept of self-determination for the Indioan people is to 
become a reality. 

In line with its intent in section 102, the Committee adopted an 
amendment contained in section 703. Section 703 requires the Secre­
tary of HEW to submit to the Congress within 240 days after enact,.. 
ment <?f this legislation a detailed plan of the manner and schedule 
by whiCh the ~ecretary will implement the provisions of H.R. 2525. 
The plan s~all mcll!de a schedule for appropriation requests. 

The section provides that Congress shall have 60 d'll.ys in which to 
aot l.l'{)?n th~ p~an. If n~ither House disapproves the plan by simple 
res.olut10n Withm that tnne, the Secretary must take immediate steps 
to Implement such plan. 
Un~er the provisions of section 704, the Secretary is ·authorized to 

enter mto leases with Indian tribes for periods not in excess of 20 
years. This provision is designed to meet two objectives: First, it 
would s~reng~hen the self-deteMI?ination effort by permit~i~g con­
tracts with tribal groups who desire to construct health famhbes for 
lease to ~~e. Indian ~ealth Service and allow the 'tribes constructing 
such fa~Ihties ~ reahze a return from their capital investment. Sec­
ond, .t~s proVIsion w~u_l~ strengthen the health delivery system by 
pro.v:idmg the ~ew facihties 'to the IHS by lease upon completion of 
their construction. 
. Su~h leasing would be in lieu of Federal construction. For example, 
m .Olda:hom'll., a nu~nber of communities are building health facilities 
usmg t~e looal tn~l .construction workers and know-how. Upon 
completiOn, these buddmgs are leased to the Indian Health Service 
for use by the IHS in deli very of health services to the tribes. Leasing 
mcludes t~e full oomplement of costs ~r drug inventories,.eql!ipm~nt 
~nd S~_p{>hes, as well as perB<?nnel salanes '8.Ild benefits. This situation 
m Talrhma, Oklahoma, provides an example of the benefits which can 
accrue from th.is type of leasing arrangement: The communities of 
Hugo (population 3,000), 50 miles south of Talihina, and McAlester 
(population 2,200), 50 miles west of Talihina, are both presently 
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dependent upon the Indian HE".alth Service facility at Talihina. Thus, 
new tribal facilities leased by the Indian Health Service in those 
two towns wil~ issure a subsffi:n~ial i~pr"?vement i_n the ~vailability 
of heo.lth services to persons hvmg w1thin a 20-mile radms of each 
facility. 

In Alaska, several hundred villages are entering into similar leasing 
arr'a.Ilgements in order to ·provide local health services where inclem­
ent weather, poor roads, or both make travel to an existing IHS 
facility virtually impossible. 

There are several advantages to bdth parties when leasing arrange­
ments can he established by direct negoti•a;tion between the health serv­
ices deliverer and the community. Among these are: ( 1) the health 
services deliverer is more responsive ·to the needs of the people rand 
transactions can be consummated in a more timely fashion; (2) staff­
ing of the leased facility can occur rapidly with a minimum of time 
lost between the effective date of the lease and completion of the 
~taffin~ ; ( 3) the h~alth services deliverer i~, through experience, famil­
lar wi·th looal tr1bal cugj;oms and practices whwh others may: find 
troublesome; and ( 4) leasing agreements run have greater flexibility 
to meet the varying needs and conditions at each lease location. 

In short, in small communities in the less populous States with sub­
stantial Indisn populations, such •as Oklahoma and Al'8.Ska, the direct 
leasing authority would provide assist<ance to the Indian Health Serv­
ice program in fulfill~ng its responsibiHty to provide high quality 
health oare to the Ind1an people. Furthermore, the <authonty Is con­
sistent with the Federal goal of providing American Indians and 
Alaska Natives with sufficient options to permit maximum trifbal 
involvement-'ll. policy of self-determination. 

The final section of title VII, section 705, stipulates that funds 
appropriated pursuant to H.R. 2525 ·are to remain aV'll.ilable until 
expended. A substantial portion of the funds authorized to be appro­
priated in the Act relate to construction of health facilities and envi­
ronmental improvements in Indian communities. Beoouse of the often 
uncertain and lengthy nature of construction cycles it is essential that 
appropriated funds remain aV'ailable until expended in the completion 
of specified ~nst~ction projects. In addition, the~ may be certain 
programs which will reqmre a carry-over of approl?~ated funds from 
one fiscal year to the other. Because of the over-ndmg health needs 
of Indian people, the Committee is determined that no administrative 
obstacle shall stand in the way of using funds appropriated for the 
purpose of meeting those needs. 

X. CoMMI'ITEE AMENDMENT AND EXPLANATION 

In proceeding to the markup of H.R. 2525, the Subcommittee on 
Indian Affairs made a determination that the language of the Senate­
passed bill ( S. 522) , as contained in H.R. 7853 by Mr. Rhodes, was 
preferable to that contained in H.R. 2525, as introduced. First, the 
Senate had held extensive hearings on this legislation and passed it 
in the 93rd Congress and had repassed it this Congress, with minor 
modifications, when the Subcommittee took up consideration of H.R. 
2525. Secondly, the Senate bill contained several programs not in H.R. 
2525 which the Subcommittee felt necessary. 
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H.R. 2525, as amended and reported by the Committee is a cohes~ve, 
phased approach to raising the health standards of American Indians 
to a level of parity with non-Indian citizens. Each title and section of 
the bill is dependent upon and inter-related with the other provisions, 
resulting in a coordinated whole. During the consideration and mark­
up of the bill, the Committee adopted amendments which reduced the 
total authorization contained in the Senate-passed bill of $1,609,987,-
000 by $426,551,000 for a new total, seven-fiscal year authorization of 
$1,183,431,000. In making these substantial cuts, the Committee was 
fully cognizant of the overall need for budgetary and fiscal restraint in 
the Federal budget. While these cuts were made in response to that 
awareness, they were also made in a systematic and measured manner, 
keeping in view the necessity to maintain the coordinated, interrelated 
approach of the legislation. The Committee is fully confident that, 
where it has reduced authorizations or eliminated certain programs, 
it has not jeopardized the overall effectiveness of the bill in eliminat­
ing the deplorable state of Indian health and achieving Indian health 
parity with the rest of the Nation in seven years. 

The Committee amended section 102 (e), providing for health pro­
fessions recruitment among Indians, by reducing the overall seven­
year appropriation from $25 million to $15 million. While impressed 
by recruitment programs such as the "Inmed" program at the Univer­
sity of North Dakota funded by the Indian Health Service, the Com­
mittee felt that the number of Indian youths who could be reached by 
such a program was a rough estimate warranting some reduction. 

The Committee amended section 103 (b) to make clear that prepara­
tory scholarship ~rants under that section are to be for compensatory 
education preparmg a student for entry into medical school, rather 
than for the costs of regular undergraduate study. 

The Committee amended section 103 (d) by reducing the amount for 
preparatory scholarships from $24 million to $10 million. While this 
program is an important integral component of the overall bill, the 
Committee felt that the high figure was unrealistic. 

The Committee amendea section 104 (a) by striking any reference to 
scholarshils for individuals in schools training persons in Indian 
traditiona medicine. While the Committee fully realizes the impor­
tance of traditional Indian medicine in Indian health as evidenced by 
its retention of the traditional medicine program in section 201 (c) ( 4) 
(E), it felt that it would be inappropriate for the Federal government 
to interject itself into the traditional process of selection and training 
of Indian traditional medical practitioners. 

The Committee amended section 104, relating to health professions 
scholarships to require a 'pay-back' provision. (See section III of this 
report) 

The Committee amended section 104(e) to reduce the authorization 
for scholarships from $110 million to $90 million. The Committee was 
keenly aware of the need for a scholarship pro~m, and considers this 
section of primary imfortance to the biJl. Th1s reduction again is re­
lated to the Committees best evaluation t>f need. There are other health 
professions scholarship programs offered by the Federal government. 
While inadequate to Indian needs, both as to amounts and program 
flexibility, they do represent an alternative source of funding for In­
dian students. 
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The Committee amended section 105(d), authorizing the Indian 
Health Service Extern Program, by reducing the authorization from 
$15,350,000 to $10,000,000. The Indian Health Service currently op­
erates an extern program (COSTEP) which provides employment 
for students, generally dunng the summer. This new program can 
supplement the existing program. 

The Senate-passed bill contained a program for Education and 
Training Programs in Environmental Health, Health Education, and 
Nutrition with an authorization of $5,000,000 over seven years. The 
Committee struck this program entirely. ·while the Committee under­
stood the importance of such programs, in terms of priority and fiscal 
restraint, it was less important than other components. 

Title II of H.R. 2525, through 10 separate components, provides for 
the elimination of extreme backlogs and unmet needs in health care 
services to Indians. The overall seven fiscal year authorization for 
these components in the Senate-passed bill is $491,975,000. The Com­
mittee amended the title by reducing authorizations for ten of the pro­
grams and eliminating entirely a $17,000,000 program on health 
facilities in BIA schools for a total reduction to apJ?roximately $386,-
425,000. The last figure is approximate and does not mclude $5,000,000. 
This is a result of a further amendment to Title II which reduced the 
fiscal year 1977 authorization for the various programs from a total 
of $10.1 million to $5 million without allocating the remaining amount 
to any of the programs. 

The Committee amended section 301(a) (3), which provides au­
thorization of funds for construction of housing for Indian Health 
Service staff, by reducing the authorization from $109,666,000 to 
$54,835,000. The high figure will provide for badly needed staff hous­
ing for existing IHS authorized staff and for new ~taff contemplated 
in H.R. 2525. In the interests of budgetary restraint, the Committee 
has eliminated authorization for the expanded staff under this bill. 
The Committee fully expects that the Secretary will insure that ade­
quate staff housing will be available for new staff which will be re­
quired by implementation of this Act. 

The Committee amended title III by eliminating entirely a $7,500,-
000 seven-year program for construction of health facilities in Bureau 
of Indian Affairs schools. Again, the Committee was impressed with 
the need and importance of this program, but was faced with the 
consideration of budgetary restraints and priorities. 

The Committee amended section 302(b), authorizing appropria­
tions for the construction of Indian water and sanitation facilities, by 
reducing the amount from $378 million to $153 million. Under the 
total before amendment, certain sanitation and w111ter facilities and 
services would be prGvided for existing Indian housing needs and for 
future Indian housing. The amendment deletes that amount which was 
authorized for future housing. First, new housing construction is con­
tingent upon certain factors. More importantly, it is the Committee's 
understanding that the Office of Management and Budget has an in­
formal agreement with the Indian Health Service, the Bureau of 
Indian Affairs, and the Department of Housing and Urban Devel­
opment that, as a matter of course, adequate water and sanitation 
facilities will be provided for new Indian homes constructed with 
Federal aid. The Committee adopts that agreement by this amendment. 

69-524 0 - 76 - 9 
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The Committee adopted an amendment to section 302 (c) to insure 
that Indian tribes of the State of New York, who are currently or 
were formerly recognized by the United States as eligible for BIA or 
IHS services, will be eligible for ser_vices under sec~Ion 302. . 

The Committee further amended title III by addmg a new section 
304. This new section provides that nothing in the Act of December 
17, 1970 (84 Stat. 1465), relating_ to the Soboba _Indian Tribe. of 
California, shall preclude the Indian Health SerVIce fro~ _makmg 
its sanitation services, whether under H.R. 2525 or other exist.mg law, 
available to that tribe. This is necessary because the General Counsel 
of the Department of Health, Education, and Welfare has inter­
preted the 1970 A~t as :r;>rohibiting such serv~ce to t?e Soboba ba.nd. 
This was not the mtentlon of the Congrea; m passmg that Act. 

The Committee amended section 504 of title V, relating to health 
programs for urban Indians, by incorporating a provision of H.R. 
2525 as originally introduced. This provision !'1-uthorizes th~ Secretary 
of Health, Education, and Welfare to permit urban Indian o~gll;m­
zations entering into contracts pursuant to title V to use exist.m,g 
Federal facilities under his jurisdiction under such terms and condi­
tions as may be agreed upon. 

The Committee adopted an amendment to title V offered by Mrs. 
Smith of Nebraska to add a new section 508. The amendment provides 
that not to exceed 1% of any funds appropriated for urban Indian 
prograins may be used to fund two pilot projects for outreach health 
services for Indians residing in rural communities adjacent to India.n 
reservations. The Committee expects that the Secretary will monitor 
the progress of these programs to determine what, if a.ny, Federal 
assistance should be made available for such India.n people. The 
Committee intends that one of the two projects will be funded to serve 
the Indian population in the rural areas of Nebraska adjacent to the 
Pine Ridge Sioux Reservation in South Dakota. · 

The Committee adopted a new title VI providing for the establish­
ment, funding, and ope-ration of an American Indian School of Medi­
cine. (See section VIII of this report) 

The Committee amended the Miscellaneous Title section (title VII) 
by striking entirely the $150,000 authorization for a proposed one­
year study by the National Indian Health Board on mental health 
problems of Indians, including alcoholism. The Committee believes 
that there are already several valuable studies in this area. In addi­
tion, it would be to some extent duplicative of other provisions of the 
bill, notably section 201 (d) of title II. 

The Committee amended the bill by adding a new section ( 703) to 
title VII which provides that within 240 days after enactment of this 
legislation, the Secretary of HEW is required to submit to the Con­
gress a plan of implementation of this Aot and its provisions. This 
provision is intended to insure that the Executive branch takes seri­
ously the intentions of the Congress that the deplorable state of Indian 
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health and the failure of the Federal government to meet these needs 
shall be remedied. 

During Committee mark-up a question was raised as to the eligibility 
of California Indians for water and sanitation facilities under P.L. 
86-121 and section 302(b) of H.R. 2525. The Committee hereby recog­
nizes and affirins that federally-recognized India.ns on or near reserva­
tions, rancherias, and certain public domain allotments in California 
are eligible for such services from the Indian Health Service. Fur­
thermore, the Committee believes that funds appropriated pursuant to 
section 302(b) should be u.sed to implement current plans of the In­
dian Health Service to provide water and sanitation services to exist­
ing homes of such Indians in California. 

XI. CosTS AND BUDGET Am CoMPLIANCE 

In addition to the costs previously discussed (part XI of this re­
port), another cost will arise from title IV which provides that hos­
pitals administered by the Indian H ealth Service shall be eligible 
providers of Medicare and Medicaid services to Indians who are eligi­
ble under those programs. While such Indians are already eligible for 
these services and therefore, theoretically not an additional cost, the 
inaccessibility of eligible providers of such health services have pre­
cluded them from taking advantage of their right. The additional cost 
to the two programs from title IV is not determinable but would be 
minimal. 

The costs of this legislation must also be taken in light of infla­
tionary impact upon the Indian Health Service budget. The follow­
ing chart. shows the mandatory increases which will be needed in order 
for the Indian Health Service to provide a level quantity of services 
without any prog-ram increases for the next six years, using the Presi­
dent's proposed FY 1977 budget as a base. 

Summary of mandatory increases for 1975-&'J 
( Using 1977 President's budget as ~ase) 

[ln thousands of dollars) 

Mandatory increase: 
19.75~----~-·--~~------~ 
1976-----------~---------1977 ____________________ _ 

1978---------~---~---~--
1979-----~---------------

29,839 
33,911 
27,851 
32,692 
26,171 

Mandatory increase-Continued 
1&80-.. --~--------- ..... >---- 1

26, 142 
1981-------------------~ 1 27, 972 
1982--------------------- 1 29, 930 
1983~-------------... ------ 1 

32, 025 

1 Excludes mandatories related to newly constructed facilities. 

XII. INFLATIONARY IMPACT STATEMENT 

The Federal expenditures and costs authorized by H .R. 2525 are 
$1,183,436,000 allocated over a seven-fiscal year period. The following 
chart shows the •programs; the authorization by program for each 
fiscal year; the total seven year authorization by program; and the 
total authorization for each fiscal year: 
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H.R. 2525 FISCAL ANALYSIS AS REPORTED BY COMMITTEE ON INTERIOR AND INSULAR AFFAIRS· 

Fiscal analysis with reduction-H.R. 2525 (numbers in thousands) 

Sections 1977 1978 1979 1980 1981 1982 1983 
Total by 
proa:ram 

102-Recrultment ..•.•.•.••• 900 I, 500 1, 800 2,400 2, 700 3,000 2, 700 15, 000 
103-Prap. scholarships .••••• 800 1,000 1,300 I, 400 1, 600 1, 900 2, 000 10,000 
104--Scholarships. ----•••••• 5,450 6, 300 7,200 9,900 15,300 21,600 24, 300 90,050 
105--Extern ••••••• __ ------- 600 800 1,000 1, 400 1,800 z, 100 2,300 10,000 
106-C. educ. allow •••.••••• 100 200 250 300 350 350 325 1, 875 

Tatll.. •••••••••••••• 7,850 9, 800 11, 550 15,400 21,750 28,950 31,625 126, 925 

201~c*1}-Patient care ..... _ 8, 500 16,200 24,500 33,900 43,800 55, 500 182,400 
201 c 2}-Field health ______ 3, 350 5, 550 7,950 11, 550 15, 050 18,550 62,000 
201~cX3}-Dental health .. . •• I, 500 1, 500 2, 500 2,900 3, 200 3, 500 15,100 
201 cX4}-Mental health: · 

A. Community services •• 1, 300 2,000 2,600 3, 100 3, 400 3, 700 16,100 
B. Inpatient facilities .... 400 600 800 1, 000 1, 300 I, 600 5, 700 
C. Model dorms ____ __ __ 1,250 I, 875 2, 500 ------------------------------ 5,625 
D. Therapeutic and resi- 5, 000 dential treatment 

centers._.-------- 300 400 500 600 700 800 3, 300 
E. Training of traditional 

Indian practitioners. 150 200 250 300 300 300 1,500 
201(cX5}-Treatment and 

control of alcoholism. ____ 4, 000 9,000 9,200 16,000 18,000 20,000 76,200 
201(cX6}-Maintenance and 

repair .••••••••• .•••••••• 3, 000 4,000 4,000 4, 000 2,000 I, 000 18,000 

TotaL •••••••••..•••• 5,000 23,750 41,325 54,800 73,350 87, 750 104,950 390,925 

301(aX1}-Hosflitals _________ 123,880 55, 171 24, 703 70, 810 45,652 29,675 33,779 383,670 
301(aX2}-Hea th centers 

and health stations ________ 6,960 6,226 3, 720 4,440 2, 335 1, 760 2,360 27,801 
301(aX3}-Stalf housing _____ 1, 242 21, 725 4, 116 4, 695 10,070 6,135 6, 852 54, 835 
302(b}-Safe water and sani· 

tary waste disposal facili· 
ties. ----·-- __________ .• __ 43,000 30, 000 30,000 30,000 20,000 ···············-···- 153,000 

Tolll . ••••••••••••••• 175,082 113, 122 62, 539 109, 945 78,057 37, 570 42,991 619,306 

506- Healtll services for 
urban Indians •• ..••. •.... 5,000 10,000 15,000 · ·····-·-········ ---- -- ------··-········ 30,000 

603(a}-American Indian 
School of Medicine _____ ___ 500 1,100 2, 525 2, 755 3,100 3,100 3, 200 16,280 

Grand totaL •••••••.• 193,432 157, 772 132,939 182,900 176,257 157,370 182,766 1, 183,436 

Since the total costs of the bill are not substantial in any one sector 
?f th~ count~y or in any ?ne year, the yommittee anticipates minimal 
mflatwnary 1m pact on prices and costs m the operation of the national 
eco~omy. The net costs for fiscal year 1977 are $193,432,000, repre­
sentmg .05% of the anticipated 1977 Federal budget which is esti­
mated to be approximately $415-420 billion. This estimate, .05%, will 
also equal only .01% of the projected fiscal year 1977 gross national 
product whi~h is estimated at $1.8 trillion. The fiscal year 1978 esti­
mate for H.R. 2525 is $157,772,000 and represents approximately 
.035% of the •anticip31ted fiscal year 1978 Federal buaget. 

The following table shows additional fiscal year authorizations and 
the percent of the ancipated Federal budget projections. The Com­
mittee compiled these figures as a result of the Congressional Budget 
Office's publioation "Five Year Projection Repovt", and stresses that 
~hese figures are based upon the assumptions and project:ions contained 
m that report. 
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Fiscal year: 
1979 •.• ------------·--------- -- ----------------- -- --------- --- ---------1980 ________________________________ ____ __ _____ ___ _________ __ ____ _____ _ 

1981. ••.• -. -•••••• -- --. -··· ••••• - -•• -- --. - ••••• - -- - . -- ••• -- ••• -•• -••••• 
1982·----- -- ------------------------ -- --------- - -- ---- ---- -------- -----
1983 ______ ------ ------------ ----------------------------- --- ------ -----

H.R. 2525 Percent of 
authority Federal budget 

$132, 939, 000 
182, 900, 000 
176, 257' 000 
157,370, 000 
182, 766, 000 

0. 03 
. 35 
.03 
. 025 
.029 

The Committee believes that the national economy will be minimally 
affected since most funds will be expended on or near Indian reserva­
tions. Construction contracts will most likely be a warded to Indian 
preference firms thus stimulating reservation economies which are uni­
formly admitted to be in a severely depressed state. Further, scholar­
ships authorized by the bill will be used at many universities across the 
country. Therefore, no single geographic area will benefit over others. 

The narrow focus of the bill will impact certain sectors of the coun­
try, but this will not affect major markets. 

XIII. OvERSIGHT STATEMENT 

The bill, as reported by the Committee, requires the Secretary of 
Health, Education, and Welfare to make certain periodic reports to 
the Congress on the drafting of regulations and the implementation 
of the provisions of the legislation. These requirements were included 
to permit the Congress and the Committee to maintain a continuing 
oversight posture toward the Department in carrying out its respon­
sibilities for Indian health under this Act and other authorities. 

XIV. CoMMITTEE REcoMMENDATION 

The Committee on Interior and Insular Affairs, by voice vote, rec­
ommends the enactment of H.R. 2525, as amended. 

XV. DEPARTMENTAL REPORT 

The unfavorable report of the Department of Health, Education, 
and Welfare is as follows : 

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
Washington, February 3, 1976. 

Hon. JAMES A. HALEY, 
Chairman, Committee on Interior and Insular Affairs, House of Rep­

resentatives, Washington, D.O. 
DEAR MR. CHAIRMAN : We understand that your Committee will 

take up H.R. 2525, the "Indian Health Care Improvement Act," as 
amended by the Subcommittee on Indian Affairs, and we herewith 
offer our views for your consideration. 

In summary, we believe that the Department and other Federal 
agencies are accomplishing the major objectives stated in the bill 
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without the need for legislation, and we strongly objeet to its enact­
ment. 

Title I of the bill would authorize the Seeretary of Health, Educa­
tion, and Welfare, acting through the Indian Health Service: to make 
grants to public or non-profit or tribal organizations for the reeruit­
ment of Indian persons having a potential for health professional 
careers; to make scholarship grants to Indian individuals enrolled 
in health professional schools; to entitle those reeeiving professional 
scholarship grants to employment in the Indian Health Service dur­
ing the non-academic period of the year without regard to employ­
ment ceilings; and to authorize appropriations for continuing educa­
tional allowances for health professional employees of the Indian 
Health Service. 

Title II of the proposed bill would authorize the Secretary of the 
Department of Health, Education, and Welfare to spend $396,525,000 
over a seven-year period for the provision of various health services. 
This includes direet and indirect patient care, field health, dental care, 
mental health, treatment of alcoholism, and maintenance and repair. 
To imJ?lement the provisions of this seetion, the Seeretary would be 
~uthonzed to employ additi?I_lal p~rf'j()nnel amounting to 405 I?~itio~s 
m fiscal year 1977, 485 positiOns m fiscal year 1978, 563 ·positiOns m 
fiscal year 1979, 530 positions in fiscal year 1980, 530 positions in fiscal 
year 1981, 520 positions in fiscal year 1982, and 610 positions in fiscal 
year 1983. 

Title III would authorize additional appropriation authority of $464 
million over the seven years for construction and renovation of Indian 
Health Service facilities and $153 million for sanitation facilities 
for Indian homes and communities. 

Title IV of the bill would authorize Medicare and Medicaid eligi­
b.le_ Indi~n persons served by Indi&:n Health Service facilities to par­
tiCipate m those programs by havmg those programs reimburse the 
Indian Health Service for services it provides. 

. Ti~le V. would establish a program of contracts with Indian orga­
mzati?ns m urban areas for tJ:e purpose o~ making health services more 
accessible to the Urban Indian PopulatiOn and would authorize the 
Sec~etary to permit the use of Federal facilities for these projects. 

Title VI would authorize the establishment of an American Indian 
school ~f medicine. In addition to a strong emphasis on recruitment 
of Indian students, a stated objeetive would be to meet the unique 
health needs and problems of the Indian people. Authorizations for 
the seven-year period would total $16 million. 

Title YII would require the Seeretary to make an annual report to 
the President and the Congress on progress made in effeeting the pur­
poses of the Act; would require submission to the Congress of reeom­
mendations f~r addition~! assista:nce at the end of fiscal year 1979; 
would .authonze regulatiOns to Implement the Act, and it would 
aut~onze the Secretary to enter into leases with Indian tribes for 
penods not to exceed 20 years. 

In signing Public Law 93-638, the Indian Self-Determination and 
Education Assistance Act, President Ford stated that its provisions 
wou_ld enable the Administration to work for the betterment of all 
Indian people by. assisting them in meeting the goals they themselves 
have set. Accordmgly, the Administration already has underway a 
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comprehensive program of Indian self-determination, expanded efforts 
to train Indians for health careers, and a strengthened Federal effort 
to advance the health of these Americans. 

The Indian Health Service ( IHS) within this DeJ.>artinent has pri­
mary ~ponsi~ility for1roviding health care services to Federally 
recogmzed Indians and Iaska Natives. Spending for IHS activities 
has. grown from $113 million in FY 1969 to $338 million for FY 1976 
an mcrease of over 175% in six years. The proposed IHS budget fo~ 
FY 197~ is ~55 million. T~is growth is enabling the program to make 
substantial Improvements m the health care available to the Indian 
J?OO.ple. Since 1969, for example, there has been a 30 percent deeline 
m mfant death rates and a 32 percent deeline in tuberculosis cases. 
~ased upon an estim~ 500,000 beneficiaries, in 1976 IHS is spend­
mg over. $640 per Indian and Alaska Native, or over $2,500 yearly 
per family of four for health care and health related activities. A 
staff of ?Ve~ 8,000 full-time dedicated Federal employees assures that 
the Indians health ;'1-~ds a:re met. These ~res ~p.resent firm evi­
dence that the Admmistrat10n has placed high pnority on investing 
in health services for Indian people. 
. H.R. 2525 would add approximately $1.2 billion in spending author­
It~ o':er a seven-year penod and would add new programs. We believe 
this IS umyarranted and highly inflationary. Moreover H.R. 2525 
~?uld .speci~ narrow. categorical appropriation authoriz~tion activ­
Itl.es--mcludmg full-trme employment position authorizations in cer­
tam of th~ categories-where none exists in current law. This would 
~everely hmit the management flexibility that IHS now has to allocate 
Its resources accord.ing to priorities. H.R. 2525 would also create new 
!federal health services and outreach programs for urban Indians who 
hke. any other America:n citizens in need, have available access to ~ 
variety of healtl). serviCes through Medicare Medicaid and other 
financmg and service delivery meehanisms. ' 

The D~partmel?-t has made advances. in improving the health status 
?f Am~rica!!- Indians .~d Al~a Natives over the years under exist­
mg legi~latlve authorities. Indians and Alaska N abves participate in 
non-Indi~n health progra.~s administered by the Department on the 
sa;ffie ~as1s as any other m~Iz~n; these other health activities are con­
tn~utmg more than $11 million yearly for a broad range of services. 
This a'?ount d<;>es not include funding through the Department's Office 
of Native Affaxrs, nor does it include Medicaid or Medicare. 
. TJ:le tJ:~ue measure of our Indian health efforts is found in the con­
~mumg rmprovement of the health status of the Indian people. The 
Improvement has been both profound and enduring. It can be illus­
trated by the dramatic reduction of Indian death rates between 1955 
a_nd 1973. The i~ant death rate has deelined 69 percent; the tuberculo­
SIS death rate IS down 89 percent; the gastritis and related diseases 
death rate h.a:s ~ropped 86 percent; and the death rate for influenza 
and pneumoma IS down 5;4 percent. Moreover, i!l recent years, the over­
all health status of Indians and Alaska Natives has come closer to 
that of the general United States population. 

We feel that almost all of the program provisions of H.R. 2525 are 
lfnS?und and tha:t the Dep~rtment will be better able to meet the ob­
Jectives of the hill by vanous other programmatic alternatives. The 
Department shares your strong concern relating to the need for ade-



, 

132 

quate numbers of Indian health professionals. However, rather than 
employii!-S' the specific provisions in Title I, we believe that the objec­
tives of .tl.R. 2525 can be integrated into the many existing programs. 
We oppose overlapping our existing authority and we are unable to 
find a sound programmatic basis for the establishment of a multiplic­
ity of duplicative narrow categorical programs. The Department ad­
ministers various health professions education programs including 
the National Health Service Scholarship program and training pro­
grams within the Indian Health Service. The Department of Interior 
also has a scholarship program. · 

We are proposing in our health profession education bill, 
H.R.11119-for which $35 million has been requested in 1977-author­
ity for special incentive grants to health professions schools which can 
be used to create special places and educational opportunities for 
Indian students. 

The unnecessary and unrealistic authorizations which are specified 
in Title II and III would create undue expectations and inflationary 
pressures during a time when the Federal government simply cannot 
afford expenditures which are above the increases already bu<4reted 
for t~ purposes. The authorizations in Title II are particUlarly 
objectionable m that they specifically exempt existing pro~m levels 
and commitments from being credited toward the authonzations. 

Title IV of H.R. 2525 contains a provision of the bill which we en­
dorse, i.e., authorizing: Medicare and Medicaid reimbursement for serv­
ices provided to eligtble beneficiaries in IHS facilities. The Depart­
ment is firmly committed to the idea that third-party reimbursements 
remain available for use in Indian Health Service J?rogram activities. 
We oppose the provision contained in Title IV that would prohibit con­
sideration of reimbursements in determining ar.propriation levels, be­
cause it would introduce an artificial and infeasible administrative step 
into IHS budget formulation. 

With respect to Title V, authority already exists for the Department 
to assist urban Indians in meeting their health needs. This authority 
is provided by the so-called "Snyder Act" (25 U.S.C. 13) and in the 
broader authorities of the Department to assist State and local units 
of government in meeting the health needs of their citizens. Indians 
and Alaska Natives are also eligible for benefits through Medicare and 
Medicaid, and in 1977 the proposed Financial Assistance for Health 
Care Act for which the Federal government will spend $10 billion. 
These programs, we believe, recognize responsibilities of the Federal 
government to Indians and those of State and local governments to In­
dians as citizens. We, therefore, strongly oppose the concept of a statu­
tory categorical program solely for Indians residing in urban centers. 

Again, in context of our health professions education proposal, H.R. 
11119, we intend to meet the future health care provider needs of the 
Nation, including alleviation of the mal distribution problem. A sepa­
rate medical school for any particular group, such as envisioned in 
Title VI, would be absolutely excessive and inefficient. Moreover, it 
represents an undesirable approach to training physicians. 

We believe that the reporting requirements contained in Title VII 
of this bill are not necessary. The oversight and appropriation hear­
ings of the Congress during its deliberations on substantive legislation 
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an~ appropriations are more effective and informative than lengthy 
wntten reports. 
. IJ?. summary'· we ~lieye t~at the Depart~~nt can accomplish the ob­
~ectives stated m this hill without t~e additional provisions proposed 
m H.R. 2525. Mol'e?ver, we?.~ not behev~ th!'-t we can urge Presidential 
a.pproval of any hill contammg the obJectionable features and infla­
tionary authorization levels contained in H.R. 2525. 
. We a~e a~vised by the Offioe of Management and Budget that there 
IS no obJection to the submission of this report and that enactment of 
H:~· 252fi would not be consistent with the objectives of the Ad­
mmistratiOn. 

Sincerely, 
MARJoRIE LYNcH, 

Under Secretary. 

XVI. CHANGES IN ExiSTING LAw 

In compliance with clause 3 of rule XIII of the Rules of the House 
of Representatives, changes in e~is~ing law made by the bill, as re­
ported, a.re shown as follows ( existmg law proposed to be omitted is 
~nclo~d m black br~ckets, new matter IS printed in italic, existing law 
m whwh no change IS proposed is shown in roman) : 

Act of December 17, 1970 (84 Stat. 1465) 

* * * * * * * 
. Sec. 9 .. Nothing in this Act shall preclude the Soboba Band of Mi8-

swn lndzans and the Soboba Indian Reservation from being provided 
with sanitation facilities and services under the OJUthority of Section 7 
of the Act of August 5, 1964 as amended by the Act of July 31 1959 
(73 Stat. ~7). ' 
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DISSENTING VIEWS 

I respectfully dissent from the Majority Views and oppose the bill 
as reported. I do so reluctantly, because I expect that this dissent may 
be misinterpreted as a rejection of the responsibility the Congress has 
to Indian people. Nothing could be further from my motive. 

The state of Indian health is deplorable. The subcommittee hearings 
reveal hours of testimony on higher death rates, greater disease inci­
dence, more frequent infant deaths, and less practice of preventive 
medicine among Indians than non-Indians. 

Of course, lndian health is not likely to improve until adequate 
health personnel and facilities are provided. This important upgrad­
ing will not occur until Congress imtiates and commits itself to a seri­
ous program for Indian health improvement. 

But H.R. 2525 is not the answer. It is not a bill for Indians only; 
its scholarship program is open to all health students and therefore 
duplicates many of HEW's on-going educational programs. In FY 77, 
H.R. 2525 authorizes $193 million more than the $354.9 million budg­
eted by the President for Indian health improvement. Such an increaBe 
is veto bait. H.R. 2525 authorizes $1.2 billion over seven years, thus 
passing on to ihe Appropriations Committee the responsibility for 
overseeing the legislative commitment in years ahead. Finally, H.R. 
2525 authorizes construction increases of 434% in FY 77. This is an 
unrealistic and irresponsible jump in health facility construction 
authorizations. 

UNREALISTI<J PROMISES 

Unfortunately, H.R. 2525 is a brightly wrapped package full of 
promises that can't be kept. It is an ootlwrization made with the cer­
tain knowledge that a~imuJ will be considerably less. H.R. 
2525 is not a com11Utment to improving Indian health; it is pure 
puffery by a legislative committee, because it ducks the real commit­
ment of how much should actually be spent. The unrealistically high 
first year's authorization in H.R. 2525 gives no real guidance to the 
Appropriations Committee. It is a shameful way for the Interior Com­
mittee to represent its Indian clients. 

For many years the House Committee on Interior and Insular Af­
fairs has had special and nearly exolusive jurisdiction over Indian 
matters. Its long association with Indian problems makes it the best 
jud~ of cures and solutions. Thus, the Interior Committee has a re­
sponsibility to the Indian people to present their case for Federal 
funds in a wise and defensible manner. To be taken seriously, it must 
recommend seriously. 

VF1rO GAME 

H.R. 2525 is a classic case of playing "chicken" with the White 
House. It authorizes, over seven years, $1.2 billion for an Indian 
health program. In FY 77, the first fiscal year under the bill, $193 
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million is authorized. THIS IS IN addition to the $354.9 million 
b?dgeted by the Presidfmt for Indian health. Such a first year in­
crease only invites a veto at a time when the President has a pretty 
good win record on vetoes. We gain nothing by losing an Indian health 
program in the veto game. 

In Committee, I offered amendments which would have cut the FY 
77 impact on dollar outlays to $80 million above the President's 
budget. I did not seek to cut a single dollar from the FY 78 or FY 79 
authorizations. This first year reduction of $110 million, if successful, 
would have enabled the Administration to phase in, at a realistic level, 
the program recommended by this Committee. 

H.R. 2525 as reported increases the FY 77 outlays on Indian health 
care programs by 62% over last year! Although the Administration 
budgeted only a 5% increase in FY 77, the total outlays for Indian 
health spendmg have expanded by 214% since FY 69. If my amend­
ments were adopted, the recommended increase for FY 77 would have 
been a more reasonable 28. 7%. (See chart) 

I NTERIOR COMMITI'EE'S REVIEW ESSENTIAL 

Perhaps the best ex111mple of an unrealistic recommendation is the 
seven year guess-work in H.R. 2525. Specific funding authorizations 
are made for 21 different programs for seven fiscal years. How can 
anyone know what level of spending will be appropriate to upgrade 
Indian health seven years from now? The figures in H.R. 2525 are sim­
ply crystal-ball predictions. I very strongly believe the Interior Com­
mittee should reexamine the Indian health program launched by this 
bill at least once every three years. Such a review would give us a 
chance to recommend realistic appropriations based on the most cur­
rent data available. 
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1 r; percent Increase ($17 million) over fiscal year 1976. 
• 62 percent Increase ($210 million) over fiscal year 1976. 
• 28.7 percent Increase ($97 million) over fiscal year 1976. 
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I have strong suspicions that the cost projections in this bill will 
quickly become obsolete. let me cite just one example. In calculating 
finanCial needs for the health professions scholarship program, the 
Committee produced a chart showing the tuition cost at the Univer­
sity of Kansas Medical School to be $1,025 per year for residents of 
the state and $2,025 for non-residents. I am advised that these figures 
have already risen to $1,500 and $3,000 respectively. The $3,500 figure 
for Georgetown University has already gone up to $5,000 and another 
raise in tuition is expected for next year. Officials don't even know yet 
by how much. And this bill tries to predict what will be needed seven 
years from now I 

Future authorizations should be adjusted according to the findings 
of the Interior Committee, which is far more familtar with Indian 
problems than any other committee. A seven year authorization simply 
defers to the busy Appropriations Committee the truth of the Con­
gressional commitment in years hence. The Indian citizen has a right 
to expect better treatment from the Interior Committee. 

During Committee markup, I moved to strike authorizations beyond 
FY 79. I did so to force the Committee to live up to its responsibility 
to periodicallj review the programs it authorizes. I did not intend 
that an initia three year authorization would be a one-shot "crash" 
program to solve Indian health needs. In fact, I doubt that a seven 
year program will do the job. The Interior Committee should stick 
with this program until Indian health is as ~ood as that provided non­
Indians. I believe this is the kind of commttment we owe the Ameri­
can Indian, and can deliver to them. 

434 PERCENT INCREASE IRRESPONSIBLE 

Another example of a promise which can't be kept is the 434 percent 
in first year authorizations for construction, modernization, and re­
placement of hospitals, health centers and stations, staff housing, and 
sanitary waste disposal facilities. This is by far the lion's share of the 
FY 77 authori2ation in H.R. 2525. Out of $193 million, $175,082,000 
is recommended for construction. This is in addition to the $40,345,-
000 in the President's budget. It is a 434 percent increase ! 

The President's budget request for FY 77 health construction 
funds is $15 million less than FY 76. I offered an amendment in Com­
mittee which would have replaced the Administration's reduction and 
retained $55 million of the $175 million provided in H.R. 2525. It 
cut the Committee's request by $105 million. Thus the amendment, if 
adopted, would have added $70 million in health facilities construc­
tion funds to the $40 million budgeted by the President-for a total 
of $110 million in FY 77. This would have left a 175 percent increase 
in Indian health fii!Cilities construetion, but the committee insisted on 
the 434 percent increase-again expecting someone else to be fiscally 
responsible. 

DUPLICATES EXISTING PROGRAMS 

Although the emphasis in H.R. 2525 for FY 77 is on health facilities 
construction, the seven-year program authorizes $126.9 million for 
health professions education. The first year outlay would be $7.8 
million. 
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The Department of Health, Education, and Welfare has repeatedly 
advised the Committee that this proposed program would duplicate 
HEW efforts already going forward under existing la,w. These in­
clude the National Health Service Scholarship program and the 
Indian Health Service training programs. These and other existing 
HEW programs are not exclusively for Indians, but neither are the 
programs recommended in H.R. 2525. Non-Indians can qualify and 
may very well dominate the H.R. 2525 scholarship proposal, but 
these students would either be required to serve in the Indian health 
field or pay back the scholarship benefits. There is no evidence that 
Indian students are being excluded or discriminated against under 
HEW's health profession programs. And an educational program 
exclusively for Indians (which H.R. 2525 is not) does not assure 
increased Indian participation. 

INDIAN SCHOOL OF MEDICINE 

Perhaps there is no better example of the fantasy which consumed 
the Committee in marking up H.R. 2525 than Title VI. This Title 
authorizes $16,280,000 to establish an American Indian School of 
Medicine. This is a package not even the Indians would endorse. The 
National Congress of American Indians tabled a resolution favoring 
such an Indian School of Medicine. 

The School was added to H.R. 2525 even though no hearings were 
held in either the House or the Senate. It is not included in the Senate 
bill. It is highly doubtful that such a School could be created from 
the ground up m time to contribute at all to the health improvement 
program outlined in the seven-year authorization period. There is 
every reason to favor utilizing existing credited Medical Schools to 
train Indian health profession personnel. 

CONCLUSION 

The Congress owes the American Indian the kind of commitment 
that will launch a realistic health improvement program. The history 
of relations between the American Indian and the Federal Govern­
ment is replete with promises from Washington that couldn't be kept. 
H.R. 2525 will simply add ,another dismal chapter to that history. 
It is well-intended, but it will never be lived up to. Let's be honest 
with the only original Americans. Let's go back to the drawing boards 
and report a program we know we can fund this year and as many 
years hereafter as are nece88ary to bring Indian health up to the 
standards of the non-Indian. 

JOE SKUBITZ. 

0 
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94m CoNGRESS} HOUSE OF REPRESENTATIVES { . REPORT 
2d SeBsion K o. 94-1026 

INDIAN HEALTH CARE IMPROVEMENT ACT 

MAY 10, 1976.-0rdered to be printed 

Mr. ULLMAN, from the Committee on Ways and Means, 
submitted the following 

REPORT 
together with 

MINORITY VIEWS 

and including the Congressional Budget Office cost estimate and 
comparison 

[To accompany H.R. 2525 which on April 9, 1976, was referred jointly to the 
Committee on Interstate and Foreign Commerce and the Committee on Ways 
and Means] 

The Committee on Ways and Means, to whom was referred the bill 
(H.R. 2525) to implement the Federal responsibility for the care and 
education of the Indian people by improving the services and facilities 
of Federal Indian health programs and encouraging maximum par­
ticipation of Indians in such programs, and for other purposes, having 
considered the same, report favorably thereon with an amendment and 
recommend that the bill as amended do pass. 

The amendment is as follows : 
Strike out line 18 on page 47 and all that follows down through 

line 17 on page 48, and insert in lieu thereof the following: 

ELIGIBILITY OF INDIAN HEALTH SERVICE FACILITIES UNDER 
MEDICARE PROGRA~I 

SEc. 401. (a) Sections 1814 (c) and 1835 (d) of the Social 
Security Act are each amended by striking out "No pay­
ment" and inserting in lieu thereof "Subject to section 1880, 
no payment". 

(b) Part C of title XVIII of such Act is amended by add­
ing at the end thereof the following new section: 

"INDIAN HEALTH SERVICE FACILITIES 

"SEc. 1880. (a) A hospital or skilled nursing facility of 
the Indian Health Service, whether operated by such Serv-

71-099 
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ice or ~y an ~ndian. tribe or tribal organization (as those tcrms 
are defined m sect1m: ~ of ~he Indian Health Care Improve­
m~nt Act,.shall ~ ehg1ble for payments under this title, not­
Wltp.standmg sectwns 1814 (~ ~ and 1835 (d)'· if and for so long 
as It meets al~ of the cond_Itlons and reqmrements for such 
payments ':hiCh ::r.e. applicable generally to hospitals or 
skzJled nursn~g fac1h~1es (as the ~ase may be) under this title. 

(~) Not~v.Ithst::;ndmg s~bsectwn ( tt), a hospital or skilled 
nursmg falahty of ~h.e Indian Health Service which does not 
meet all ?f the conditions and requirements of this title ·which 
a_re apphcable generally to hospitals or skilled nursinO" facili­
ties (a? t~e case may be), but which submits to th~ Secre­
tarY: Withm 6 months after the date of the enactment of this 
~ectwn a~ ~cceptable pla:n for achieving compliance with 
;;uch con~It:wns and req~:urements, shall be deemed to meet 
such cond1hons .anq reqmr~ments (and to be eligible for pay­
ments under ~his htl~), w1thout re~~rd to the extent of its 
actt~al compliance with sueh conditiOns and requirements 
durm.g the f!rst 12 months after the month in which sucl; 
plan 1s submitted. 

" (c) N otwith~tanding any other provision of this title 
payments f:o wh1ch any hospital or skilled nursing facility 
of ~he Indian Health .Service .is entitled by reason of this 
sectiOn shall be placeq m a special fund to be held by the Sec­
retary and "?sed ~y him (to. s11;ch extent or in such amounts 
as are provided. m appr?pnatwn Acts) exclusively for the 
pu_rpose of !1Htkm~ ~I_IY nnprove~en~s in the hospitals and 
skilled nur~mg famh~Ies of s~lCh Service which may be neces­
sary .to achieve co~ph!ince With the applicable .conditions and 
reqmrements of this title. The preceding sentence shaH cease 
to appl;r when the Secretary determines and certifies that 
substantlall.~.all ?f the hospitals and skill~d nursing- facilities 
of such S.e~vlCe m the Umted States are m compliance with 
su~? conditiOns and requirements. 

(d) .The annual report of the Secretary which is required 
by secbo~ 701 (a) of the I.ndian Health Care Improvement 
Act shallmclude (along ~Vlth the matters specified in section 
403 ?f such Ac~) a detailed statement of the status of the 
hosp1t~ls and s~1lled nursing facilities of the Service in terms 
of. their compha~ce. with the applicable conditions and re­
qmrement::; of this btl~ ~~d of the progress being made by 
such h?SPI. tals and famhbe~ (under .plans submitte. d m1de·r 
subsoot.Ion .(b) ~nd otherwise) toward the achievement of 
such compliance.·' 

I. STTl\BIARY 

Th~ bill, H.R. 2525, as reported to the House by the Committee on 
Int~rwr and Insular Affairs, contains numerous provisions desi~ed 
to Impro':e .the status of health care for American Indians ·and 
~Jask3;n Natives. A~o!lg the proyisio~s in. the bill as reported by that 
;(?mm1ttee are provisiOns contamed m title IV that would permit 

re1mbursement to be made under the medicare program for · 
furnished in Indian Health Service facilities to eligible n:':Ji:~;: 

3 

beneficiaries, notwithstanding the existing prohibition in title XVIII 
of the Social Security Act against payment under medicare for serv­
ices in Federal health facilities. Since this amendment relates to pro­
visions of ,title XVIII of the Social Security Act over which the 
Committee on ·ways and Means has jurisdiction, the bill was sequen­
tially referred to the Committee on Ways and Means for considera­
tion of matters falling within its jurisdictiOn. 

The Committee on Ways and Means, without passing judgment on 
the merits of the bill as a whole, concluded that the provisions of title 
IV of H.R. 2525 that affect the medicare program should be amended 
to assure that Indian Health Service facilities, which the bill would 
make eligible to participate in medicare, effectively comply with medi­
care health and safety standards and that funds.deriveci from medi­
care reimbursement are used to enable these facilities to achieve com­
pliance with medicare standards. 

II. GENERAL STATEMENT 

A. PRESENT LAW 

Except for emergency hospital services and services in certain Fed­
eral institutions that are found to be serving the public generally as 
community institutions or agencies, present medicare law prohibits 
payment under the program to any Federal provider of services. Nor 
may program payment be made to any provider of services for any 
item or service which the provider is obhgated by a law of, or a con­
tract with, the United States to render at public expense. These pro­
visions of existing law effectively preclude ;!?ayment under medicare 
for services rendered by facilities of the Indian Health Service, even 
though many Indians receiving these services are eligible for 
medicare. 

B. H.R. 2525, AS REPORTED BY THE CO:l:I:MITTEE ON INTERIOR AND INSULAR 
AFFAffiS 

Under title IV of the bill as approved by the Committee on Interior 
and Insular Affairs, Indian Health Service (IHS) facilities (includ­
ing hospitals and skilled nursing facilities), whether operated by the 
Service or by any Indian tribe or tribal organization, would be deemed 
to be eligible, notwithstanding any other provision of law, for medicare 
reimbursement for services furnished to Indians who are otherwise 
entitled to medicare ·benefits. Such reimbursement may not be made, 
with respect to any particular facility, until either (1) the Secretary 
of Health, EducatiOn, and Welfare certifies that the. facility meets the 
health and safety standards applicable to other health care facilities 
receiving medicare reimbursement or, (2) where the facility is not in 
compliance at the time of enactment, the IHS has provided a written 
plan for bringing the facility into compliance with such standards 
within two years from the date of acceptance of the plan by the Secre­
tary. Indian Health Service facilities are not required to be licensed by 
States or localities; however, the Secretary's certifications of com­
pliance with medicare standards are to include assurances that these 
facilities will meet standards equivalent to licensure requirements. 
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C. AMENDMENT BY COMMITTEE OX WAYS AND MEANS 

(1) Exception to the medicare exclusion of Federal providers 
The Com.z~ittee on Wa sand l\;(eans concluded, as.did the Commit­

tee o~ ;£~tenor .and Ins. Affa1rs, that an exception to the general 
proh1b1t~on ag:tm.st rned1care payment to Federal providers of services 
w~ I_U~nted w1.th r.espe~t to services. rendered in Indian Health Service 
faml~ties. The )_nstifi<:apiOn for makm~;r the exception in this particular 
case IS that Indians hvmg on reservatiOns dv not ras a practical matter 
have access to hospitals other than IHS :faciliti~s. In most cases non~ 
Federal facilities J?articipating in medicare are considerable distances 
f.r~m the reservat1_ons. Consequently, with respect to those Indians 
hvn~g on reservatiOns who a~e entitled to rn-:dicare coverage, the 
medlCa~e progr~m ~as to date, ill effec~, been ~eheved of its obligation 
to provide hospital msurance benefits ill certam cases where they have 
been earned. 
. In your committee's view, the unique circumstances of Indians liv­
mg. on reservations justify an exception to the Federal exclusion1 

~h1Ch .should not be construed as precedent for removal of the exclu­
Sion 'Y1th respect to other Federal :providers of services. Accordingly, 
t~e bill T as reported b~ th~ Co~m1ttee. on Ways and ~eans amends 
title X\ .III of the SoCial Security Aet m conformance with the intent 
of. the b1ll as reported by the Committee on Interior and Insular Af­
fairs, by removu~g the Federal exclusion with respect to both part A 
of me~ICare ( w~lCh co":e~ principally inpatient services in hospitals 
and sk~lled nur?mg fac~htles) and part B of medicare (which covers 
~mtpatlent hosp1tal serviCes plus certain medical and other health serv­
Ices) so as to permit medicare reimbursement for services rendered in 
Ind1an Health Service facilities. 
(2) Compliance With Medicare Health and Safety Standards 
P~esent medicare law provides, as a condition of participation in the 

me~hcare program, that the facility be in compliance with certain pre­
scribed health and safe.ty standards. Over the years the Congress has 
repeatedly reaffirmed 1ts commitment to the maintenance of such 
standards _in the i_nterests of patien~ health and safety and to the need 
for CODfphance with them as a medicare condition of payment. At the 
sam~ tiDfe, the Cong~ess .has recognized the occasionai existence of 
special circumstances JUstifying a measure of flexibility in the applica­
tiOn of these standards. Thus, for example, the law has authorized for 
~ specified duration of time, the application of less rigorous stand~rds 
m the case of rural hospitals where personnel scarcities and other cir­
cumstances preclude full compliance with all standards Moreover 
in t~e admini~tr~tio_n .of the medi~a:e program it has always been rec2 
ogmzed that m m~hv1dual case~ !t IS bo~h necessary and desirable to 
allow reasonable. tim~ for a facility not m full compliance to achieve 
that status, provided It submits an .ac~eptabl.e plan for taking the steps 
necessary ~o meet the s~andards, It lS makmg: the best use of its re­
sources to 1mprove Quality, and it has no deficiencies which adversely 
affect the health and safety of patients. 

H .. R. 252'5 as reported by the Committee on Interior and Insular 
Affairs follows these precedents in medicare law and administration 
to some ext:nt by requiring, where an IHS facility is not currently in 

.. 
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compliance with medicare standards, that the IHS submit to the Sec­
retary a written plan for bringing the facility into compliance within 
two years. However, the bill is silent on what would happen, follow­
ing this two-year pe'riod, if the facility still failed to achieve full com­
pliance. No provision is made for either terminating payments or re­
quiring revision of the plan and continued surveillance of the facility's 
progress in improving its status. 

The amendment approved by the Committee on Ways and Means 
strengthens these provisions bv requiring ongoing application to IIIS 
facilities o:f the health and s;;_fety standards applicable to all other 
participating medicare providers of services. Nevertheless. there is 
considerable concern that because some HIS faeilities have neglected 
to maintain standards they may be initially precluded from partici­
pation ·with resulting denial of benefits for those Indians using that 
facility. To avoid such a situation, provision is made for an initial 
one-year period during which an acceptable written plan for achiev­
ing compliance (prepared at the beginning of the year) could serve 
as the basis for participation. During this year and subsequently. the 
faeility w-ould be surveyed and evaluated in aeeordance with existing 
medicare regulations. (A one-year period is generallv consistent with 
the current administrative procPdure of the Departnient under which 
surveys of institutions are rally scheduled on an annual basis.) 
To assure that continuing e s are made to upgrade poorer facilities 
~nd to maintain standards generally, provision is also made for the 
Sl:'cretary to report annually to Congress on the status and progress 
of efforts to assure compliance of IHS .facilities. 

Concern has also been expressed that in the absence of a direct 
congressional directive the funds needed to make those changes re­
quired to meet health and safety standards might not actua1ly be 
expended. Since one major effect of the participation of the approxi­
mately 50 IHS facilities in medicare will be to generate additional 
money for the facilities to enable them to improve services-and con­
tinued participation in medicare would be contingent on meeting the 
standards-the amendment requires that medicare payments be ear­
marked for use in meeting and maintaining medicare standards until 
such time as the Secretary certifies that substantially all of the facili­
ties are in compliance with medicare standards. 

In summary, the language of the amendment by the Committee on 
1-Vnys and Means provides for the following: 

(1) Ongoing application to HIS facilities of the health and 
safety standards applicable to all other facilities seeking to par­
ticipate in medicare (including those provisions of present law 
relating to the special circumstances of rural hospitals) ; 

(2) A one-year period beginning within 6 months after enact­
ment during which assurance would be provided that each IHS 
facili.ty '"ill he permitted to participate, provided that it has sub­
mitted an acceptable written plan for achieving compliance with 
health and safety standards; 

(3) Provision for an annual report by the Secretary to the 
Congress on the progress being made in bringing HIS facilities 
into compliance with medicare standards: and 

( 4) A requirement that medicare reimbursement be earmarked 
for use in p.nanciJ!.!! thos~ changes needed to bring IHS facilities 
mto compliance with mechcare standards. · 



6 

III. CosTs OF CARRYING OuT THE BILL AND EFFECT ON THE REVENUES 

In compliance with clause 7 of rule XIII of the Rules of the House 
of Representatives, the following statement is made: 

Under the amendment to H.R. 2525 approved by the Committee 
on Ways and Means (as well as under the bill reported by the Com­
mittee on Interior and Insular Affairs), Indian Health Service facili­
ties would become eligible to receive medicare reimbursement for 
services furnished to Indians who are medicare beneficiaries. The cost 
to the medicare program, as estimated by the Administration, is as 
follows: 

Jliedicare participation by Indian Health Service faciliUes 

FiBcal yearB In millionB 
Transitional fiscal period (July 1, 1976, through September 30, 1976)____ (') 
1977 ---------------------------------------------------------------- $8 
1978 ---------------------------------------------------------------- 9 
1979 ---------------------------------------------------------------- 10 
1980 ---------------------------------------------------------------- 12 
1981 ---------------------------------------------------------------- 14 

1 Less than $1 million. 

In compliance with clause 2(1) (3) (C) of rule XI of the Rules of 
the House of Representatives, there follows a cost estimate and com­
parison furnished by the Director of the Congressional Budget Office: 

CoxaREss oF THE UNITED STATES. 
CoNGm>SSIONAL BuDGET OFFICE, 

lV ashington, D.O.ll! ay 7,1976. 
Hon. AL U LL:MAN, · 
Ohairman, Committee on lVay8 and Mean8, 
U.S. H ou8e of Repere8entative8, Washington, D.O. 

DEAR MR. CHAIRl\IAN: Pursuant to Section 403 of the Concrressional 
Budget Act of ~97 4, the Co!1gressional Budget Office has'"' prepared 
the attached revrsed cost estimate for H.R. 2525, the Indian Health 
Ca~·e Improvement Act. An identical copy of this letter and the cost 
estimate have been sent to Chairman Haley of the Committee on In­
terior and Insular Affairs. 

Should th_e Committee so desire, 've would be pleased to provide 
further detarls on the attached revised cost estimate. 

Sincerely, 

Attachment. 

ALICE M. RIVLIX' 
Director. 

CoNGRESSIONAL BUDGET OFFICE CosT EsTnrATE (REVISED) 

1. Bill No. : H.R. 2525. 
2. Bill title: Indian Health Care Improvement Act. 
3. Purposes of bill: Although H.R. 2525 encompasses a number of 

programs, the relevant section for the purposes of this cost estimate is 
the provision under Title IV, which provides for reimbursement to 
the Indian Health Service for services provided in IRS facilities to 
Indians eligible for Medicare. 

• 
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4. Cost estimate : 
Outlays: Dollars in millions 

1977 ------------------------------------------------------------ 6.38 
1978 ------------------------------------------------------------ 6.70 
1979 ------------------------------------------------------------ 7.04 
1980 ------------------------------------------------------------ 7.39 
1981 ------------------------------------------------------------ 7.76 

5. Basis for estimate: Projected outlays are based upon the assump­
tion that the eligible population will include those Indians who would 
be "grandfathered in" under the Medicare statute (that population 
which was age 65 or over in 1968-this group numbers approximately 
10,000) and 10 percent of the remaining over-65 or disabled Indians 
(and additional 1,700 potential beneficiaries). Using the IRS pro­
jected 1977 per diem cost of $130 (including physicians-services) and 
a projected 4.14 days per eligible beneficiary (average for general 
l\Iedicare eligible population), the 1977 costs were calculated. 1978-
1981 costs are based upon an annual inflation rate of 5 percent to cover 
increases in salaries and expenses. 

6. Estimate comparison : The Social Security Administration has 
projected 1977 costs at $8 million. The difference in this estimate is 
primarily due to a different assumption as to the rate of reimburse­
ment to be established by OMB. 

7. Previous CBO estimate: CEO prepared an earlier estimate for 
H.R. 2525, dated March 4, 1976. In that estimate, Medicare outlays 
'vere projected at $.52 million in 1977. and $1.65, $1.75, $1.86 and $1.97 
million for 1978-1981. The reasons for the increases over those esti­
mates are principally due to two changes in assumptions. 

(A) The original estimate assumed a start-up rate of 25 percent 
participation the first year, 7i) percent the second, and 100 percent 
subsequently. The later estimates are based on newer information 
which indicates full participation immediately (this assumes a 
centralized billings procedure for IRS as opposed to an earlier 
assumption of establishing independent billing mechanisms as 
each site). 

(B) The number of eligibles in the previous estimate was based 
upon Macro Systems projections which do not assume a hi2"h rate 
of participation for the "grandfathered in" category. Information 
supplied by IRS and SSA indicates that the rate of participation 
by this group would be close to 100 percent, thus increasing the 
projected number of eligible beneficiaries under Title IV of this 
bill. 

fi. Estimate prepared by: Jeffrey C. Merrill (225-4972). 
9. Estimate approved by: 

C. G. NucKOLS, 
(For James L. Blum, Assistant Director, 

for Budget Analysis). 

IV. OTHER MATTERS REQUIRED To BE DiscussED UNDER HousE RuLES 

In compliance with clause 2(1) (2) (B) of Rule XI of the Rules of 
the House of Representatives, the following statement is made relative 
to the vote by your committee on the motion to report the bill with an 
amendment. The amendment was favorably reported by voice vote . 
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In compliance with clause 2(1) (3) (A) and clause 2(1) (3) (D) of 
rule XI of the Rules of the House of Representatives, the followinO' 
:stat~ments are made. As the res.ult of its continuing examination of th~ 
medicare program, your committee has concluded that medicare reim­
burse!J1ent to ~ndian H\alth Service facilities would be desirable. No 
oversight ~ndmgs relative to the subject matter of H.R. 2525 have 
been submitted to your committee by the Committee on Government 
Operations. 

In compliance with clause 2(1) (3) (B) of rule XI of the Rules 
of the House of Representatives, your committee states that the 
chang~s 1n~de in present law by the amend.ment reported by your 
·comnutt.ee !nvolve no new budgetary authonty or new or increased 
tax expenditures. 

With respect to cl:tuse 2 (I) ( 4) of rule XI of the Rules of the House 
of Representatives, your committee states that its amendment to the 
bill.would have n~ inflationary impact on prices and costs in the op­
erat~on of t)"le nati~mal economy. The a!llendment would merely au­
thorize med1care rmmbursement for serviCes in Indian Health Service 
facilities that are already being rendered at the expense of the Federal 
Government. 

Y. CHANGES IN ExiSTING LAw l\fADE BY THE BILL, As REPORTF..D 

In compliance with clause 3 of rule XIII of the Rules of the Hous<~ 
of Representatives, changes in e~is~ing law made by the bill, as re­
ported, a~e shown as follows ( exrstmg law proposed to be omitted is 
enclosed m black brackets, new matter in printed in italic existin(Y 
law in which no change is proposed is shown in roman): ' o 

SociAL SI<~CURITY AcT 

* * * * * * * 
TITLE XVIII-HEALTH INSURANCE FOR THE AGED 

AND DISABLED 

* * * * 
PART A-HOSPITAl. INSURAXCE BEXEFITS FOR THE AGED AKD DISABLFJ) 

DESCRIPTION OJ<' PROGRAM 

CONDITIOXS OF AXD LE\HTATIOXS ON PAYMENT FOR SEHVICES 

Requirement of Requests and Certifications 

S1::c. 1814. (a) * * * 
* * * * * 

No Payments to Federal Providers of Services 
* 

(c) [No pa.yment] Subject to section 18~0, rw tJayment may be 
mad~ under th1~ part (except under subsect10n (d)) to any Federal 
proVId~r of ~ervict>s., ~xcept a "Provider of services which the ·secretary 
detcrnunes IS prondmg servrces to the public generally as a com-
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munity institution or agency; and no such payment may be made to 
any provider of services for any item or service which such provider 
is obligated by a law of, or a contract with, the United States to render 
at public expense. 

* * * * * * * 
Procedure for Payment of Claims of Providers of Services 

S:mc. 1835. (a) * * * 
* * ' * * * * * 

(d) [No payment] Subject to .qection 1880, no payment may be 
made under this part to any Federal provider of services or other 
Federal agency, except a provider of services which the Secretary 
determines is providing services to the public generally as a com­
munity institution or agency; and no such payment may be made to 
any provider of services or other person :for any item or service which 
such provider or person is obligated by a law of, or a contract with, 
the United ~tates to render at public expense. 

* * * * * * * 
PART C-MISCELLANEOUS PHOYISIONS 

* * * * * * 
DID LiN IIEA.LTH SERVICE F'~1 CILITIES 

SEc. 1880. (a) A hospital or skilled nur.qing facility of the Indian 
Ilealth Service, whether operated by such Service or by an Indian 
tribe or t1'ibal m·ganization (as those te1"1M are defined in section 4 
of the Indian Health Oare Improvement Act), shall be eligible for 
payrnent8 under this title, not,withstanding section 1814(c) and 
1835 (d), if and for so long as it meets all of the conditions and requir·e­
ments fm• sueh payments 'which ar·e applicable generally to hospitals 
or skilled nursing facilities (as the case may be) under this title. 

(b) Notwithstanding 8ttbsection (a), a hospital or slt~illed nuning 
facility of the Indian 11 ealth Service which does not meet all of the 
conrUtions and requirements of this title 'Which are applicable gen­
er-ally to hospitals 01' skilled nursing facilities (as the ca;w may be), 
but ·which submits to the Sem•etanJ within (] months after the date 
of the enactment of this section an acceptable plan for achieving com­
pliance with such conditions and requirements, slwlt be deerned to rneet 
such conditions and requirements (and to be eligible fm' payments 
under· this title), witlwut r-egard to the ea•tent of its actual com­
pliance with such conditions and requir-ements, during the first lfZ 
months after the month in ·wlticlt such plan is submitted. 

(c) Not1.dthstanding any other pro'oision of this title, payme:nt8 to 
1.ohich any hospital or skilled nwc.sing facility of the Indian Health 
8en·ice il5 entitled by reason of this section shall be placed in a special 
fund to be held by the Sec1 etary and u8ed (;y him (to 81Wh extent or 
in such auwunts as ar-e pro1-'ided in app?'opdation Acts) exchtsively 
for the purpose of maldng any improvement.~ in the hospitals and 
skilled nursing facilities of i?Uch 8el'rice wltich may be necessary to 
achie1•e compliance with the apzJlicable conditions and requirements 
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of this title. The preceding sentence shall cease to apply when the Sec­
retary determines and certifies that substantially all. of the hospital8 
and skilled nursing facilities of such Service in the United States are 
in compliance with such conditions and requirements. 

(d) The annual report of the Secretary which is required by section 
701 (a) of the Indian Health Care Improvement Act shall include 
along with the matters specified in section ./1}3 of such Act) a detailed 
statement of the status of the hospitals and skilled nursing facilities of 
the Service in terms of their compliance with the applicable condi­
tions and requirements of this title and of the progress being made by 
such hospitals and facilities (under plans 8ubmitted under subsection 
(b) and otherwise) tmoard the achievement of such compliance. 

• * * * * * * 

VI. MINORITY VIEWS 

I oppose the Committee's. approv:al of an amendmen~ to ~I.R. 2~25 
which would allow for medicare reunbnrsement to Indmns m Ind1an 
Health Service (IRS) facilities who are otherwise entitled to medi­
care benefits for the following reasons: 

(1) The provision which was_included in t.he Indian Health C~re 
Improvement Act by the Cor!ln~1ttee on Inteno_r and IJ?-sular ..c\.ffairs, 
is a major deviation from ex.Istmg law. P.r~clucli~g medicare. coverage 
in federal facilities. The mechcare prohibition exists for a sohd reason, 
namely, that beneficiaries who receive care in federal fa.cil~ties get free 
care. To provide medi~~re eoverage for ~ed~ral benefic.Ianes-be th.ey 
Indians, veterans or nuhtary per.sonn~l-Is Simply to shift the fii~ai~cral 
burden from aeneral revenue financma through the appropnatwns 
process to a n~now~~r sor;ial secur:ity based tax paid by individuals 
who already bear an morclmately lugh payroll tax burden. . 

(2) The. amendment will probably occasion the need f.or a soc:al 
security tax increase at a future date. Thus, the c~nent soci~l secunty 
and health insurance taxpayers-average workmg Americans-are 
beina asked to carry ·an additional burden of paying for a part of In­
dian~health care wliich properly should b~ borne by al~ taxpayers. 

(3) If Congress wishes to .expand and. Improve Indian .health care­
and I think such a purpose IS worthy-It should do so du·ect)y by ex­
paneling the India~1 ~Iealth Care .program ... :\Js?, the Intenor Com­
mittee should be willma to authonze the expenditures necessary to do 
so rather than avoidin,;:' their responsibility by shifting the cost to the 
overburdened taxpaye~s who currently pay social security and health 
insurance taxes. 

( 4) It should be noted that the Interior Committee did not in any 
way intend that medicare reimbursement should replace current. In­
<lian Health Service expenditures. Rather, to quote the Committee 
report, it is intended to '"supplement-not supplant-current IRS ap­
propriations." The report continues to state: 

In other words, the Committee firmly expects ~hat the 
funds from medicare ... will be use to rxpand and Improve 
current HIS care services and not to substitute for present 
expenditures. 

Clearly, this is a dangerous ~recedent whi~h allows one Congressional 
committee to shift the financial burden of Its own program to another 
program and fund the original program outside the direct appropri-
ations process. . . 

( 5) I believe American Ind1ans deserve . quahty healt!t care, but 
since Congress has singled them out for specral treat~nent It should ?e 
willina to face the facts about the real costs of assurmg that commit­
ment. "'rhe medicare reimbursement provision is a total avoidance of 
that responsibility and represents and u~warra~te~ and u~precedented 
step which will, I fear, provide the basis for similar actiOns by other 
committees in the future. 

PHILIP M. CRANE. 
{11) 

0 
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Part III 

INDIAN HEALTH CARE IMPROVEMENT ACT 

MAY 12, 1976.-Committed to the Committee of the Whole House on the State 
of the Union and ordered to be printed 

Mr. STAGGERS, from the Committee on Interstate and Foreign 
Commerce, submitted the following 

REPORT 
together with 

MINORITY AND ADDITIONAL VIEWS 

And Including the Congressional Budget Office Cost Estimate and 
Comparison 

[To accompany H.R. 2525 which on April 9, 1976, was referred jointly to the 
Committee on Interstate and Foreign Commerce and the Committee on Ways 
and Means] 

The Committee on Interstate and Foreign Commerce, to whom 
was referred the bill (H.R. 2525) to implement the Federal responsi­
bility for the care and education of the Indian people by improving 
the services and facilities of Federal Indian health programs and 
encouraging maximum participation of Indians in such programs, and 
for other purposes, having considered the same, report favorably 
thereon with amendments and recommend that the bill as amended 
do pass. 

The amendments are as follows: 
Page 31, insert "and" after "1978," in line 11, and strike out "., 

$2,400,000 for" in that line and all that follows through line 14 and 
insert in lieu thereof a period and the following: 

For fiscal years 1980, 1981, 1982, and 1983 there are author­
ized to be appropriated for such payments such sums as 
may be specifically authorized by an Act enacted after this 
Act. 

Page 32, insert "and" after "1978," in line 12, and strike out ", 
$1,400,000 for fiscal year" in line 13 and all that follows through 
line 15 and insert in lieu thereof a period and the following: 
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For fiscal years 1980, 1981, 1982, and 1983 there are author­
ized to be appropriated for the purpose of this section such 
sums as may be specifically authorized by an Act enacted 
after this Act. 

Page 32, strike out line 17 and all that follows through line 16 on 
page 36 and insert in lieu thereof the following: 

SEc. 104. Section 225(i) of the Public Health Service Act 
(42 U.S.C. 234(i)) is amended (1) by inserting "(1)" after 
"(i) ", and (2) by adding at the end the following: 

"(2) (A) In addition to the sums authorized to be appro­
priated under paragraph (1) to carry out the Program, th~re 
are authorized to be appropriated for the fiscal year endmg 
September 30, 1977, $5,450,000; for the fiscal year ending 
September 30, 1978, $6,300,000; for the fiscal year ending 
September 30, 1979, $7,200,000; and for fiscal years 1980, 
1981, 1982, and 1983 such sums as may be specifically 
authorized by an Act enacted after the Indian Health Care 
Improvement Act, to pro·vide scholarships under the Program 
to provide physicians, dentists, nurses, optometrists, podia­
trists, pharmacists, public health personnel, and allied 
health professionals to provide services to Indians. Such 
scholarships shall be designated Indian Health Scholarships 
and shall be made in accordance with this section except as 
provided in subparagraph (B). 

"(B) (i) In makin~ Indian Health Scholarships the Secre­
tary shall accord :~;>nority to applicants who are Indians and 
shall, in consultatiOn with the Indian Health Service, deter­
mine the distribution of the scholarships on the basis of the 
relative needs of Indians for additional service in specific 
health professions. 

"(ii) The active duty service obligation prescribed by 
subsection (e) shall he met by the recipient of an Indian 
Health Scholarship by service in the Indian Health Service, 
in a program assisted under title V of the Indian Health Care 
Improvement Act, or in the private practice of his profession 
if, as determined by the Secretary in accordance with guide­
lines 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. 

"(C) For purposes of this paragraph, the term 'Indian' 
has the same meaning given that term by secti_?n 4(c) o~ t~e 
Indian Health Care Improvement Act and mcludes mdl­
viduals described in clauses (1) through (4) of that section.". 

Page 37, insert ''and" after "1978," in line 20, and beginning in 
line 21 strike out ", $1,400,000 for fiscal year 1980" and all that 
follows through line 23 and insert in lieu thereof a period and the 
following: 

For fiscal years 1980, 1981, 1982, and 1983 there are author­
ized to be appropriated for the purpose of this section such 
sums as may be specifically authorized by an Act enacted 
after this Act. 

3 

Page 38, insert "and" after "1978," in line 14, and beginning in 
line 15 strike out ", $300,000 for fiscal year 1980" and all that follows 
through line 17 and insert in lieu thereof a period and the following: 

For fiscal years 1980, 1981, 1982, and 1983 there are author­
ized to be appropriated for the purpose of this section such 
sums as may be specifically authorized by an Act enacted 
after this Act. 

Page 38, beginning in line 23, strike out "$390,925,000, through the 
Service, over a seven-fiscal-year period in accordance with the sched­
ule provided in subsection (c)" and insert in lieu thereof 

, through the Service, over the seven-fiscal-year period be­
ginning after the date of the enactment of this Act the 
amounts authorized to be appropriated by subsection (c). 

Page 39, line 1, insert "for" after "section". 
Page 39, line 3, insert "under other Federal laws" after "Service". 
Page 39, beginning in line 6 strike out "in fiscal year 1976 required 

to continue the programs of the Service thereafter" and insert in lieu 
thereof 

under this Act and such other Federal laws in the preceding 
fiscal year plus an amount equal to the amount required to 
cover pay increases and employee benefits for personnel em­
ployed under this Act and such laws and increases in the 
costs of serving the health needs of Indians under this Act 
and such laws, which increases are caused by inflation. 

Page 39, beginning in line 17, strike out "and to the annual per­
. sonnel levels required to continue the programs of the Service". 

Page 39, line 25, insert "and" after "1978,". 
Page 40, strike out ", $24,500,000" in line 1 and all that follows 

down through line 6 and insert in lieu thereof a period. 
Page 40, line 10, insert "and" after "1978,". 
Page 40, strike out '', $7,950,000" in line 11 and all that follows 

down through line 15 and insert in lieu thereof a period. 
Page 40, line 18, insert "and" after "1978,". 
Page 40, strike out ", $2,500,000" in line 19 and all that follows 

down through line 23 and insert in lieu thereof a period. 
Page 41, line 1, insert "and" after "1978,". 
Page 41, strike out the comma at the end of line 2 and insert in 

lieu thereof a period, and strike out lines 3 through 7. 
Page 41, line 10, insert "and" after "1978,". 
Page 41, strike out", $800,000" in line 11 and all that follows down 

through line 15 and insert in lieu thereof a period. 
Page 41, line 18, insert "and" after "1978,". 
Page 41, strike out ", and" in line 19 and all that follows down 

through line 20 and insert in lieu thereof a period. 
Page 41, line 23, insert "and" after "1978,". 
Page 41, strike out ", $500,000" in line 24 and all that follows down 

through line 3 on page 42 and insert in lieu thereof a period. 
Page 42, line 6, insert "and" after "1978,". 
Page 42, strike out ", $250,000" in line 7 and all that follows down 

through line 9 and insert in lieu thereof a period. 
Page 42, line 11, insert "and" after "1978,". 
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Page 42, strike out ", $9,200,000" in line 12 and all that follows 
down through line 14 and insert in lieu thereof a period. 

Page 42, line 17, insert "and" after "1978,". · 
Page 42, strike out the comma at the end of line 18 and insert in 

lieu thereof a period, and strike out lines l9 through 22. 
Page 42, insert after line 22 the following: 

(7) For fiscal years 1980, 1981, 1982, and 1983 there are 
authorized to be appropriated for the items referred to in the 
preced~ng paragraphs such sums as may be specifically 
authorized by an Act enacted after this Act. For such fiscal 
years, positions are authorized for such items (other than the 
item referred to in paragraphs (4)(E) and (5)) as may be 
specified in an Act enacted after the date of the enactment 
of this Act. 

Page 43, strike out lines 10 through 15 and insert in lieu thereof the 
following: 

. SEc. 3~1. (a) The Secretary, acting through the Service, 
IS 9;ut~onzed to expend over the seven-fiscal-year period 
begmnmg after the date of the enactment of this Act the 
sums authorized by subsection (b) for the construction and 
renovation of hospitals, health centers, health stations and 
other facilities of the Service. ' 

(b) The following amounts are authorized to be appro­
priated for purposes of subsection (a): 

Page 43, line 16, strike out "$123,880,000" and insert in lieu thereof 
"$67' 180,000". 

Page 43, line 17, strike out "$55,171,000" and insert in lieu thereof 
"$73,256,000". . 

Page 43, line 17, insert "and" after "1978,". 
Page 43, line 17, strike out "$24, 703,000" and insert in lieu thereof 

"$49,742,000". 
Page 43, strike out ", $70,810,000" in line 18 and all that follows 

down through line 20 and insert in lieu thereof a period and the 
following: 

For fiscal years 1980, 1981, 1982, and 1983, there are 
authori~ed to be apprc;>priated for hospitals such sums as may 
be speCifically authonzed by an Act enacted after this Act. 

Page 43, line 22, insert "and" after "1978,". 
Page 43, strike out ", $4,440,000" in line 23 and all that follows 

down through line 2 on page 44 and insert in lieu thereof a period and 
the following: 

For fiscal years 1980, 1981, 1982, and 1983, there are 
authorized to be appropriated for health centers and health 
stations such sums as may be specifically authorized by an 
Act enacted after this Act. 

Page 44, line 4, insert "and" after "1978,". 
Page 44, strike out ", $4,695,000" in line 5 and all that follows down 

through line 7 and insert in lieu thereof a period and the following: 
For fiscal years 1980, 1981, 1982, and 1983, there are 
authorized to be appropriated for staff housing such sums as 
may be specifically authorized by an Act enacted after this 
Act. 

.. 
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Page 44, strike out lines 8 through 11. 
Page 44, line 22, strike out "five years" and insert in lieu thereof 

"one year". 
Page 45, strike out lines 3 through 9 and insert in lieu thereof the 

following: 
SEc. 302. (a) During the seven-fiscal-year period beginning 

after the date of the enactment of this Act, the Secretary is 
authorized to expend under section 7 of the Act of August 5, 
1954 (42 U.S.C. 2004a), the sums authorized under sub­
section (b) to supply unmet needs for safe water and sanitary 
waste disposal facilities in existing and new Indian homes 
and communities. 

Page 45, strike out lines 10 through 14 and insert in lieu thereof the 
following: 

(b) For expenditures of the Secretary authorized by sub­
section· (a) for facilities in existing Indian homes and com­
munities there are authorized to be appropriated $43,000,000 
for fiscal year 1977, $30,000,000 for fiscal year 1978, and 
$30,000,000 for fiscal year 1979. For expenditures of the 
Secretary authorized by subsection (a) for facilities in new 
Indian homes and communities there are authorized to be 
appropriated such sums as may be necessary for fiscal years 
1977, 1978, and 1979. For fiscal years 1980, 1981, 1982, and 
1983 for expenditures authorized by subsection (a) there are 
authorized to be appropriated such sums as may be specifi­
cally authorized in an Act enacted after this Act. 

Page 45, strike out lines 15 through 21 and insert in lieu thereof the 
following: 

" (c) Former and currently" 
Page 46, line 4, strike out "(36 Stat. 861)" and insert in lieu thereof 

"(25 u.s.c. 47)". 
Page 47, beginning in line 5, strike out "the Act of March 3, 1921 

(46 Stat. 1491), as amended" and insert in lieu thereof the following: 
"the Act of March 3, 1931 (40 U.S.C. 276a-276a-5, known as the 
Davis-Bacon Act)". 

Page 49, strike out lines 2 through 9 and insert in lieu thereof the 
following: 

SEc. 402. (a) Title XIX of the Social Security Act is 
amended by adding at the end thereof the following new 
section: 

"INDIAN HEALTH SERVICE FACILITIES" 

"SEc. 1911. (a) A facility of the Indian Health Service 
(incl~ding ~.hospital, intermediate care facility, or skilled 
nursmg facility), whether operated by such Service or by an 
Indian tribe or tribal organization (as those terms are de­
fined in section 4 of the Indian Health Care Improvement 
Act), shall be eligible for reimbursement for medical assist­
ance provided under a State plan if and for so long as it 
meets all of the conditions and requirements which are appli­
cable generally to such facilities under this title. 
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"(b) Notwithstanding subsection (a), a facility of the 
Indian Health Service (including a hospital, intermediate 
care facility, or skilled nursing facility) which does not meet 
all of the conditions and requirements of this title which are 
applicable generally to such facility, but which submits to the 
Secretary within 6 months after the date of the enactment of 
this section an acceptable plan for achieving compliance with 
such conditions and requirements, shall be deemed to meet 
such conditions and requirements (and to be eligible for 
reimbursement under this title), without regard to the extent 
of its actual compliance with such conditions and. requi_re­
ments, during the first 12 months after the month m which 
such plan is submi.tted." . . . . . 

Page 49, line 13, strike out "benefiCianes" and msert m heu thereof 
"eligible for medical assistance". 

Page 49, strike out line 15 and all that follows through line 5 on 
page 50 and insert in lieu thereof the following: 

(c) Notwithstanding any other provision of law, payments 
to which any facility of the Indian Health Service (including 
a hospital, intermediate care facility, or skilled nursing facil­
ity) is entitled under a State plan approved under title XIX 
of the Social Security Act by reason of section 1911 of such 
Act shall be placed in a special fund to be held by the Secre­
tary and used by him (to such extent or in such amounts as 
are provided in appropriation Acts) exclusively for the pur­
pose of making any improvements in the facilities of such 
Service which may be necessary to achieve compliance with 
the applicable conditions and requirements of such title. The 
preceding sentence shall cease to apply when the Secretary 
determines and certifies that substantially all of the health 
facilities of such Service in the United States are in com­
pliance with such conditions and requirements. 

Page 50, strike out lines 10 through 24 and insert in lieu thereof the 
following: 

(e) Section 1905(b) of the Social Securitv Act is amended 
by inserting at the end thereof the following: "Notwith­
standing the first sentence of this subsection, the Federal 
medical assistance percentage shall be 100 per centum With 
respect to amounts expended as medical.assistance for se~v­
ices which are received through an Indian Health Service 
facility whether operated by the Indian Health S~rvice ?r by 
an Indian tribe or tribal organization (as defined m sectwn 4 
of the Indian Health Care Improvement Act).". 

Page 56, strike out line 22 and all that follows down throug:h and 
including line 24 on page 59 and insert in lieu thereof the folloWing: 

SEc. 601. The Secretary shall conduct a study to determine 
the need for, and the feasibility of, establishing a s?hool of 
medicine to train Indians to provide health services f~r 
Indians. Within one year of the date of the enactment of this 
Act the Secretary shall complete such study and shall report 
to the Congress findings and recommendations based on such 
study,. 

• 
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Page 61, strike out line 25 and all that follows down through line 7 
on page 62. 

I. SUMMARY OF THE LEGISLATION 

The purpose of the Indian Health Care Improvement Act is to 
establish and affirm a commitment 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. 

H.R. 2525, as reported by the Committee on Interior and InsulaT 
Affairs, provides: 

(1) A series of programs designed to increase the availability of 
health professionals to serve Indians, particularly in Indian Health 
Service (IHS) facilities, and to increase the number of Indians who 
enter the health professions. Title I authorizes outreach and recruit­
ment programs, preparatory scholarships, health professions scholar­
ships, an extern program of IHS employment for students of the health 
professions during the summer months, and continuing education 
grants for IHS health professions. 

. (2) A designated increase in authorizations of appropriations and 
staff positions over a seven-year period for direct and purchased patient 
care, field or preventive health programs, dental health, mental 
health, and alcoholism treatment and control programs. 

(3) Authorizations for a systematic plan for renovation and construc­
tion over a seven-year period of Indian Health Service hospitals, health 
centers, health stations and staff housing, and for construction of safe 
water and sanitary waste disposal facilities. 

(4) Payment of Medicaid and Medicare monies for services provided 
in IHS facilities to Indians eligible for those programs, and provisions 
for a title XIX Federal matching rate for Medicaid services provided 
·to Indians in IHS facilities of 100 nercent. 

(5) Authorization of IHS activities in urban areas. The functions of 
the urban Indian health centers include outreach, identification of 
Indians in urban areas and their health needs, health education, as­
sisting Indians in using the health care system, and direct delivery of 
services. 

(6) Establishment of an American Indian medical school . 
(7) Requirements for the Secretary of Health, Education, and Wel­

fare to report to the President and the Congress on progress in achiev­
ing the purposes of the Act, to issue timely regulations, and to submit a 
plan for implementation of the Act for Congressional approval. The 
provisions of H.R. 2525, as originally reported, are explained in full in 
Part I of this report. 

The proposal was sequentially referred to the Committee on Inter­
state and Foreign Commerce for consideration of those of its provisions 
in the Committee's jurisdiction. After hearings and mark-ups the 
Committee on Interstate and Foreign Commerce recommends passage 
of the proposal with the amendments summarized below: 

(a) Limitation of specific authorizations of appropriations for the 
proposed programs to three fiscal years, 1977-79, with specification 
that authorization levels for the subsequent four fiscal years, 1980-83, 
will be the amounts authorized by subsequent acts. This contrasts with 
the present authorizations of appropriations for seven fiscal years, 
1979-83, a practice inconsistent with that of the Committee on Inter-
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state and Foreign Commerce. It applies to programs authorized by the 
proposal for identification and recruitment of Indians with a potential 
to become health professionals, preparatory scholarships for Indians 
with the capacity to become health professionals, externships for 
recipients of Indian health scholarships, continued education for 
health professionals employed by the IHS, direct health services to 
Indians, construction and renovation of Indian health facilities, and 
construction of safe water and sanitary waste disposal facilities. 

(b) Elimination of the proposed separate health professions scholar­
ship program administered by the HIS and authorization in the Public 
Health Service Act of Indian Health Scholarships to be made in ac­
cordance with the provisions of the existing National Health Service 
Corps Scholarship Program, except that: 

(1) Indians will be given priority for receipt of scholarships; 
(2) Scholarships will be provided to physicians, dentists, nurses 

and other health professionals with allocation of scholarships 
among the various professions according to the relative needs of 
Indians for the services of the various professions; · 

(3) Receipt of' such scholarships will carry an obligation to 
serve in the IHS, in an urban Indian health project or in private 
practice in a shortage area where the Secretary of HEW deter­
mines that a substantial number of Indians will be served. 

(c) Change of the authorizations for construction and renovation of 
hospitals from $123~9 million in fiscal 1977 to $67.2 million, $55.2 
million in 1978 to $73.3 million, and from $24.7 million in 1977 to 
$49.7 million with provision that funds may only be expended for 
facilities which, where prn,cticable, will meet the standards of the Joint 
Commission on Accreditation of Hospitals within one year. 

(d) Clarify the conditions under which IHS facilities are eligible for 
medical assistance payments under Medicaid, and require the Secre­
ta to use the sums collected from Medicaid to make improvements in 

facilities which will bring them into compliance with Medicaid 
requirements for similar facilities. 

(e) Strike the authorization in the original proposal for establish­
ment of an American Indian School of Medicine and authorize a study 
of the feasibility of an Indian Medical School. 

(f) Remove the provision in the original proposal for Congressional 
action on the Secretary's plan for implementation of the legislation. 

II. BAcKGROUND To CoMMITTEE AcTION 

The Interstate and Foreign Commerce Committee has broad juris­
diction over health matters, including health services delivery, health 
facilities, health planning, health manpower, public health, health 
education, health research, programs for control of drug abuse and 
alcoholism, and programs of health care financing (except health care 
supported by payroll deductions). The Committee has enacted 
numerous pieces of legislation in these . areas. It originally also de­
veloped legislation which transferred authority from the Department 
of Interior to the Department of Health, Education, and Welfare 
(HEW) with respect to maintenance and operation of hospital and 
health facilities for Indians and which authorized HEW to construct 
sanitation facilities and community water supplies (Public Law 

.. 
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83-568), and legislation which authorized HEW to provide financial 
assistance for construction of community hospitals which would 
serve Indians and non-Indians (Public Law 85-151). 

H.R. 2525, as amended by the Committee on interior and Insular 
Affairs, originated in the Senate asS. 522. The Senate held extensive 
hearings on the legislation and passed it in the 93d Congress. It 
passed essentially the same bill in this Congress. Initial referral 
was made to the Committee on Interior and Insular Affairs. When the 
Committee on Interior and Insular Affairs ordered H.R. 2525 re­
ported, the bill was sequentially referred to the Committee on Inter­
state and Foreign Commerce for i.ts consideration of such provisions 
of the bill as fell within the Committee's jurisdiction. The Committee 
reviewed the entire bill. 

The Subcommittee on Health reported the bill with amendments 
by voice vote on May 5. The full Committee considered the legislation 
on May 6, and reported the bill with amendments by unanimous 
voice vote. 

III. CoMMITTEE FINDINGS AND REcoMMENDATIONS 

The Committee was impressed with the evidence presented in 
hearings before the Committee on Interior and Insular Affairs and 
before its own Subcommittee on Health and the Environment con­
cerning the lack of adequate numbers of he~lth care personnel to 
serve the Indian population in the Indian Health Service, with the 
disturbing statistics on the generally poorer health level of the Ameri­
can Indian in comparison with the general population, with the 
deplorable state of many of the Indian Health Service facilities, and 
with the particular problems faced by the urban Indian in utilizing 
the health system and securing adequate care. This evidence is 
extensively documented in Part I of this report. 

The need for improved health care for Indians is clear to the 
Committee. They endorse the concept embodied in H.R. 2525 that 
the Congress and the nation make a commitment to the American 
Indian to bring the level of Indian health, and the quality of health 
care facilities and health professions manpower serving Indians, to a 
level equal to that enjoyed by other Americans. 

The Committee affirms that the programs of health service, health 
financing, health manpower training, and education, and all other 
health programs established by legislation developed by this Com­
mittee should be available to the American Indian on the same 
basis as all other Americans. But additionallyJ the Committee recog­
nizes the need for an additional commitment to the Indian people. 
This is particularly true in light of the Federal Government's long­
standing obligations under lawful treaties with the Indian nations 
for the provision to them of health services. 

The amendments recommended by the Committee are designed to 
strengthen H.R. 2525 and make it a more effective vehicle for serving 
the health needs of Indians. 
Amendments affecting, the time-span covered by the Act's authorizations 

H.R. 2525, as reported by the Committee on Interior and Insular 
Affairs provided seven-year authorizations for: 
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(1) programs to identify and recruit indians with a potential 
to become health professionals; 

(2) preparatory scholarship programs for Indians who have 
demonstrated the capability to complete courses of study in the 
health professions; 

(3) a health professions scholarship program; 
(4) an extern program to allow recipients of a health pro­

fessions scholarship to be employed by the Indian Health Service 
during nonacademic periods of the year; 

(5) continuing education allowances for health professionals 
employed in the Indian Health Service; 

(6) additional funds and personnel (over the fiscal year 1976 
level) for programs of patient care (direct and indirect), field 
health, dental care, mental health, and treatment and control of 
alcoholism; 

(7) funds for construction and renovation of hospitals, health 
centers, health stations, and staff housing for health profes­
sionals; and 

(8) funds for construction of safe water and sanitary waste 
disposal facilities. 

The 7-year period for authorizations was based on a plan to bring 
the level of health care services and facilities serving the Indian 
population up to the level available to the general population within a 
specified time period. Seven years was selected by the Interior Com­
mittee because it provided a long enough .time period to make it 
feasible to accomplish the goal, and it was a short enough time period 
to enable a satisfactory commitment to the Indian people. 

. The Committee fully supports the concept of a time-limited, orga­
mzed plan to achieve high quality health care and facilities for Indians. 
It agrees with the reasonableness of the seven-year plan contained in 
the bill as reported. The Committee is concerned, however, that 
provisions for specific dollar and position authorizations for seven 
years, up to and including fiscal year 1983, are unwise for several 
reasons. First, the high rate of inflation in general, and in medical care 
prices in particular, that has been experienced over the last several 
years makes it highly likely that the amounts authorized for the fiscal 
years in the 1980's will prove to be insufficient to accomplish the stated 
purposes of the Act. Inflation in the medical care area has been running 
at a rate which doubles the amount of dollars required to fund a static 
program level every five years. Inflation in construction costs has also 
been high. The Committee believes that the authorizing Committees 
of the Congress should reexamine the program before fiscal year 1980 
and determine the appropriate level of authorizations to assure that 
the Congress is carrying out the commitment made to the Indians in 
H.R. 2525. Secondly, changes in medical care practices and tech­
nologies are rapid,. Priorities for the allocation of dollars among the 
kinds of medical care services and facilities may well change over the 
course of a seven-year period. Again, the Committee believes that the 
Congress should review the allocation of funds and authorize amounts 
for fiscal years 1980 to 1983 after examining the progress made in the 
initial years of operation under H.R. 2525. Finally, the Committee 
believes that the authorizing Committees should make the specific 
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commitment for the kind of periodic oversight of the Indian health 
program that a three-year authorization would require. In other health 
legislation developed by the Committee, it has followed this formula 
for review every three years, and believes it has contributed to im­
proved programs. 

We remain sympathetic, however, to the intent of the Interior 
Committee to provide in the bill a seven-year commitment to the 
improved health of the American Indian that the Indian community 
has a right to expect. We recommend a series of amendments which we 
believe address our concerns, and which will also respond to the con­
cerns of the Committee on Interior and Insular Affairs. In the man­
power programs, the service programs and the construction programs, 
we have recommended specific dollar level authorizations for three 
fiscal years, for 1977, 1978, and 1979. In all cases but one, those are 
the same figures contained in the Interior bill. For the final four years 
of the seven-year plan, for fiscal years 198Q-1983, we have provided 
for an authorization of sums to be provided in a later Act. We believe 
these amendments maintain the seven-year commitment, but provide 
for more flexibility, responsiveness and Congressional oversight than 
H.R. 2525, as reported by the Committee on Interior and Insular 
Affairs, does. 
Amendment to establish Indian health scholarships under the Public 

Health Service Act 
H.R. 2525, as reported, provides for programs designed to identify 

and recruit promising Indian students for a career in the health pro­
fessions, and to provide them with scholarships to receive education 
prior to undertaking training in the health professions. Because of the 
unique and continuing relationship of the Indian Health Service to 
the Indian population, the Committee agrees that these programs 
should be administered by the Indian Health Service. However the 
Committee is concerned that establishment and administration' of a 
health professions scholarship program for Indians separate from the 
other health professions scholarship programs established by the 
Public Health Service Act and administered by the Department of 
Health, Education, and Welfare would lead to duplication, overlap, 
and unnecessary administrative complexity and inefficiencv. The 
program contained in the bill as reported would seem to require, for 
example, that separate applications be filed for the health professions 
scholarship administered by the Indian Health Service and for the 
National Health Service Corps scholarship established by the Public 
Health Seryice Act. Individuals would often be applying under both 

· programs s1mply because of the uncertainty of their application being 
accepted under either one, and their desire to insure themselves the 
best ch~nce fo~ ~ positive response. Further, separate agencies would 
b~ makmg dems10ns on the applications. Conceivably one individual 
m1g~t be accepted under both programs, while another might not 
recmve support from either. Coordination of decisions could be 
difficult. 

Additionally, the Committee is concerned about the effect on 
selection of a scholarship and compliance with the service require­
ments that the differences in the provisions of the two scholarship 
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programs might have. The first concern relates to the required amount 
that must be repaid if the individual fails to serve as he obligated 
himself to do in accepting the grant. The National Health Service 
Corps scholarships require a payback of funds if there is a failure to 
fulfill the service re'quirement according to the formula: 

A=2>~'= (t-s) 
t 

in which "A" is the amount the United States is entitled to recover; 
"v" is the sum of th~ amount paid under the scholarship program to 
or on behalf of the individual and the interest on such amount which 
would be payable if at the time it was paid it was a loan bearing inter­
est at the maximum legal prevailing rate; "t" is the total number of 
months in the individual's service obligation; and "s" is the number of 
months of such obligation that has been served. 

The provision in H.R. 2525 as reported, however, requires as a 
payback for failure to meet the service obligation an amount equal to 
the following formula: 

(t-•12) A=.P= -t-

in which "A" is the amount the United States is entitled to recover; 
"4.>" is the aggregate of the amount of the scholarship grant and the 
sum of interest which would be payable if at the time the grant was 
made, it was a loan bearing interest at a rate fixed by the Secretary of 
the Treasury (taking into consideration private consumer rates of 
interest prevailing at the time the grant was made) and if the interest 
was compounded annually; "t" is the total number of months in the 
individual's service obligation; and "s" is the number of months of 
such obligation that has been served. The effect of the differences in 
the formula is to make the Indian Health Service health professional 
loan program relatively less stringent than the Health Service Corps 
scholarship program for a person who fails to meet his service obliga­
tion entirely, but relatively more stringent for a person who has met 
nearly all of his obligation. 

Further, the amounts of the scholarship grants differ under the two 
programs. The National Health Service Corps scholarships pay for: 
(1) tuition, (2) books, supplies, equipment, medical expenses, and 
other educational expenses, and (3) a salary equivalent of a junior 
officer in the Commissioned Corps plus benefits, which would currently­
amount on the average to something above $10,000 under the proVI­
sions of H.R. 5546, the House-passed health manpower bill. The 
health professions scholarship grants established by H.R. 2525 as 
reported pay for: (1) tuition, plus (2) an amount up to $8,000 to cover 
costs of books, trans:portation, board and other expenses when com­
bined with the indiVIdual's resources. The amount available is less, 
and in addition varies with the amount of the individual's own 
financial resources. 

The Committee believes that these issues, plus the simple advantage 
of greater administrative simplicity, argue for making the Indian 
Health professions scholarships a part of the basic program of National 
Health Service Corps scholarships, subject to the same provisions of 

.. 
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law (except where otherwise specified) and administered in concert 
with the NHSC scholarship . program. The proposed amendment 
accomplishes this. The Committee has retained, however, those special 
provisions designed to make this health professions scholarship pro­
gram particularly responsive to Indians and to the manpower needs of 
the Indian Health Service. The amendment establishes an identifiable 
program of Indian Health Scholarships, which will be subject to all the 
provisions governing the National Health Service Corps Scholarships, 
except that: 

(a) Indians will be given priority for receipt of the scholarships; 
· (b) the scholarships will be to provide physicians, dentists, 

nurses, optometrists, podiatrists, pharmacists, public health per­
sonnel and allied health personnel, with the allocation of scholar­
ships among these fields determined by the relative needs of 
Indians for services from the specific health professions; and 

(c) receipt of the scholarship will carry an obligation to serve in 
the Indian Health Service, in an urban Indian health project, or in 
private practice in a shortage area where the Secretary determines 
such practice serves a substantial number of Indians. 

The Committee affirms its intention that the allocation of scholar­
ships among the various health professions be made in accordance with 
the needs identified by the Indian Health Service for health profes­
sional personnel to serve the Indian people. Further, it expects full and 
complete coo!}eration between the Indian Health Service and the N a­
tiona! Health Service Corps in the awarding of scholarships so that 
those individuals who have been recruited and identified through the 
recruitment program established by section 102 of H. R. 2525, and who 
have received health professions preparatory scholarships under the 
program established under section 103 of H. R. 2525 ultimately become 
recipients of the Indian Health scholarships. The Committee expects 
the Department to develop administrative procedures which will allow 
a single ap:plication for Indian Health scholarships and National 
Health SerVIce Corps scholarships, with the individual given an op­
portunity to indicate his preference for the Indian Health scholarship. 
Further the Committee notes that the existence of the Indian Health 
scholarship program does not change the Department's obligation to 
allocate manpower from the National Health Service Corps to the 
Indian Health Service or other health projects serving Indians to the 
extent that such manpower continues to be required. 
Amendment to allocate funds for hospital constr-uction and renovation 

over 3-years, and to provide for meeting JOAH standards 
H.R. 2525, as reported, by the Committee on Interior and Insular 

Affairs, provides funds for hospital construction and renovation over a 
7-year period. The amounts authorized are based on a 7-year plan, 
included in Part I of the Report, as follows: 

H, R. 94·1026 0 • 76 • 2 
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Facilities and type and size 

TITLE 111-FACILITIES-7-YEAR PLAN (FISCAL YEAR 1977 THROUGH FISCAL YEAR 198l) 

(In 1976 dollars( 

PreYio ... 
f~nds 

1975 1976 

pr:.f:.:'; Pres~~·~~~ 1977 1178 1979 1980 1981 1982 1983 

Hospital, new and replacement: 

Claremore, Okla., replaceme~~·-~~~:::: ·.:: l, ~:::\ _ -~-~·-~- 1
1; =. = ::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 

311--40--- --
Acomtta, N. Me 

Kanakanak, Alaska (equipment), replaCe­
ment, 20-30.-------------- . -- •.. :. -------------------------------------------------------------- ----------·--------·- ----- ··----------- -------------- r: ~: := ::::::::::::: 

Ch::rr: N ·r:·.~~·~~~~~·-- -·-·~~~~~~~-: ::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: s. 200, ooo -------------
·------- ------- ----·-- ------------- ·-----·---------------- -------------------------- ---------··-- •••••• --------- 1, 054, 000 -----.-------

Total, hospital new and replaument ................. 10,035,000 2,190, 000 101,836,000 43,6!12,1100 16, •ooo !l6, 500,1100 33,342,000 17,500,000 18,711,000 287,849,000 

See footnotes at end of table. 

fKilities and type and size 

TITLE 111-FACIUTIES-7-YfAI! PLAN (fiSCAL YEAR 1971 THROUGH FISCAL YEAR 1983}-Continued 

(In 1976 dollars( 

PreviOII$ 
funds 

1975 1976 
appro- President's 

prlations budcet 

fiscal year-

1977 1980 1981 1982 1983 

Total 
known 

deriCiencies, 
1977-83 

:2:: := ::::::::::::::::::::::::::::::::::::::::::::::-::::::::::::::::::::::::::::::::::::::::: 
~: := ::::::::::::::::::::::::::::::::::::::::: ::::::::::::::::::::::::::::::::::::::::::::::: 

• lreludes planning funds. , --" .. ·• . 
• Includes some projects scheduled ior replacement or major modernization but requiring interim 

measure~ untit major project is approved. 
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The Committee believes that the funds authorized in fiscal year 1977 
are in excess of what can be reasonably used for construction in that 
year. The Committee recommends an amendment that changes the 
authorizations for fiscal years 1977, 1978, and 1979 as follows: 

Fiscamr ______ : ________________________________________ _ 

1978 ____ ----------- -------------------------------- ----
1979 ____ -----------------------------------------------

H.R. 2525, as 
reported 

$123, 880, 000 
55,171,000 
24,703,000 

Committee 
amendment 

$67, 180,000 
73,256,000 
49,742, coo 

Differences 
(H.R. 2525 over 

committee 
amendment) 

-$56,700, 000 
+ }8, 085, 000 
+25, 039, 000 

As discussed previously, the Committee amendment limits specific 
authorizations to the first three fiscal years covered by H.R. 2525 
(1977-1979), and authorizes such sums as will be specified in a sub­
sequent Act for the next four fiscal years (198(}-1983). The Committee 
affirms, however, the commitment to the seven-year construction, re­
placement, renovation and modernization plan, with the schedule of 
expenditures adjusted as follows: 

• 
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;.1~¥ ~~, e 
H.R. 2525, as reported by the Committee on Interior and Insular ' ' ·;:: 

'' .. 0 "' .5 Affairs, requires that the Secretary, prior to the expenditure of con-~~S; ~t ti'""' ' ' ... 
struction or renovation funds, be assured that wherever practicable, ' ' c ' ' ·r: . ' 

;II ........ 
'' ·s 

the facility affected "': those funds shall meet the standards of the ' ' 
!§§§§§ e-! Joint Commission on ccreditation of Hospitals within five years. The isfgg§§ oO I!! '$ 

' ' "' 
... 

Committee believes this represents a lonrr period than the Congress ••CDoo;t" c:> .... c 
' ' ; \&1~<15 g ~ 

~ should allow a facilitfi to fail to meet JC H standards. The Secretary "' ' ' 
should act to bring a 1 facilities into compliance as rapidly as possible. "' '' !§§§§§§§ l § ·e 

I 
!! ~ Anlr new facility constructed with funds authorized under section 301 igo~gggg i .d' ...,· 0 :::; .... e 

of .R. 2525 should be expected to meet JCAH standards within 
.... ~('I') 0 liD. "' I .. ~ ., I 

ti' en· ::; . : f'O').,.('II') : 

"' .. one rear. The Committee recognizes that some expenditure of funds, : !§§§§§§§§§§ : § e ;: a particularly for renovQ.tion, may be necess~ to correct life threaten-!!l ! !ggsf§§~~gg~ : g 1i ~ mg conditions in facilities or parts of facilit1es where full compliance "' 
.. I IOI;f'C)OIIIt" (1')('1) I ('I) e 

with JCAH standards cannot reasonably be expected within one year; ill : : -' M,.. .. t: .. r : N ... 
j .. 

!§§§§§§§§§§ l i ; 
..., 

and the language of the law allows the Secretary leeway to expend "' ~ L §6 ... 
e. 

i : !!l ig8gggggggg ! i g !{ 
_.., funds for such purposes in these situations. The objective of the Secre-.... .em: 

tarr., however, should parallel thaf of the Conft:ess: to bring all IHS 1 ...e :«"'f:.~~ tol..,.N : : ~ oO J!!o. 
I I I - .... ..... 

facilities up the standards applied to health faci 1ties in general without IZ 

§~§§§§§§§ i j j i i § 
ill"' "' 1!'.! .~::.!2 delay . < 

.;IIlli ... !!l ... !!J..n§g~gggg i i : i i ;( -gjO' 
Amendment ro provide a separate autlwrity for construction of water and 

... ~ ('I') ('I) I I I I I 00 = -~ "' ,. .,. I I I I I .. ':.ei:' sanitation facilities for new Indian housing ...... : : : ! : :: ·2:·-i:i: .. §§§§§§ : i ! ! : : : : § =ee Part I of this Report indicates that the level of funds authorized :z: .... 
-&a; ., !!l I 1 I I I I I I 

:::> g~gggg : ! : : : i : : ~- :8 ul:i for construction of water and sanitation facilities in H.R. 2525, as g '"lit 1, I It I I l 

"' "'"":! r':Sorted by the Committee on Interior and Insular Affairs, is adequate 
..,_ 1 I I I ' t I 1 ~ 

~ iis 
:z: c:)'('l) 1 1 I I I 1 I I ... .... .... 1 1 I I I 1 I I .... .... 

o h to meet the need of existing Indian housing. It struck specific 
1 1 I I I I I I .... iF 

~ 88§::::::::::: 8 §§ §§ § 8 § =-= i ~ .!! e aut orizations for construction of facilities for new Indian housing 13 ~~~ i j! i! j l j l i! g ~8 ~!t :f :f ! ... ... 
because: ::i If ...... ..... .., 

"' c::> ... !!l "' :! : l:::::::: "' ...; ti .... -
(1) an existing ~eement amon~ the Office of Management "' ... "' < ::. lf· .. i. '' 8 and Budget, the ndian Health rvice, the Department of ~ =i-g : t:: : :: :::: : C> 

Housing and Urban Development, and the Bureau of Indians 
i:i: 

l i ! l i i i ~ l l ; 1 ' ' ~ 
..., ij.c z I!? ' ' ...; Affairs provides that adequate water and sanitation facilities will s ... :; ::: ::::: :: 

automatically be provided for any new, Federally-assisted Indian 
... l ; l i ~ l ; l ! ~ ~ ! ' ' ... ....... 

' ' g housing construction and, ... ;;~.2 :: ::::;:: ::: '' 

~ 
-~- '' '' lf.f (2) uncertainties concerning the amount of new housing that 

I I ! > 1 1 I I I I I I 
' ' ... 

! 11 iii! i! iii '' c::> ... '' g would be built made determination of an appropriate authoriza-
< ' ' I= ' ' 

' ' tion level for water and sanitation facilities for the new units 
:::; .... 

§8 l ~ : : : : : : ~ : : : ' ' 5 ="' 
difficult. ·lg '' < &~f::::::!:::;: '' ..... !! ... 

' ' 
The Committee agrees that determination of a specific amount for ~ '' ... :: ::: l :::: :: '' '. !I I 1 I I 1 1 I 1 l 1 I I . ' .; construction of water and sanitation facilities for new as-yet-unbuilt 

I I I I I 1 I I I I I I 

~ ::::: l: :~ l: :§: 1 I I I ... : :~ : : c: 

housing units cannot easily be determined. The Committee is con-
.... 

' ~ .; I= ::: l::: hi~: :c::: • '.l!l ' ' ' c:,.:.c: 
cerned, however, that without language in the law authorizing such : : : : :uJ : :.g! : :·.8,d ; Jt; : i ·i ,;§.~ ''"' ' . ..,' ..... : ....... ' '"' '. 
sums as are necessary to build water and sanitation facilities for the 

0 !:::S I I 

iilll f,; ! :~ :g~ : :.sl; Q•i!N ; .o ' ' e 0 I C) I I 

new housing units, that the afv"eement between OMB, IHS, HUD, ·=5il: :_ :~-~ ~~= ! I C I I ... ~-·s i jCQ I I a,.... c~ -c • "0.::: '"N-g.,g '•= I' c 
' e = --!tb~~~(¥) .. ~.:.1 ce :3 c I IG) I I .. - ·g.gE and BIA can be carried out on y by using some of the funds intended : :~ : ; "' ... 

~:i.j.~~ IS.~~~~~ JS~~E ~ : re : : ·~ 
Q. ~.; ~ 

to meet the needs of existing housin~ units. The Committee therefore 
.. l!! ·&1 :-E.~ ;.,a·~~ ~r.~~ ~·E.~ Ei .!:! ! ~-= : : .., i.~~ E ·c; :; recommends an amendment providm~ the general authority needed ... ~a; E-g =t-g'i·~ =~~~ ~.e.e ~.!::.n :~ ;; Ec-c: .. """'"" .. :.'l15i e·e e e.!:!~ ~:g h g. .i 15 '!i~ :-~ .., 

" ·sse to meet the demand for water and samtation facilities for new housing 0 0 .. 'E e E.:i~ ,.;.-"'~ ~.cl co :-E'-'~ e e "'i ....... Q. 

"'!. ~3-i :e"' .,_.., 
units as they are constructed. :;:: .z J" ..rc! S~t!"E ~ ,.r-= d"-= . a g .!:! .. _.,.., ... ~:E g • : .. c.& eO:: c~~.scZ: .. g :~ E :!! !g-g "' .E "' ·a 
Amendment to clarify conditions for payment of medicaid funds to Indian 

.. 
1ooo •:ECI)J! ~ .. :0 ~ Z:!ECI) ~ e ] i~ 

.,. • .,'t: 
lB 0 .. 

-~jj ~~:~ ... ~~§~5-ej.=-~t ~ :i e 0 

Health Service facilities it! ~ 
... .t= 

e ~;!·-·- "'&""5 s .... "'!iu .. '" .s of :! ..... 
~ .. ,. :la>~ ""--;a:: .s .!! :i~ e 0 > ""~ g ... ... c:., ... '15 :rl-g! Under title IV of H.R. 2525, as re~orted by the Committee on = ., 

~~ :> ., ... ]i·!:-o ll.st: ooo ta • ct: en c...,o (/) e Cl) .... .... 
i &~~ ·a~ma:::u&~U(i)~~~~~< a .... 

Interior and Insular Affairs, Indian Hea th Service facilities (including .. c I -" ~ .. 
:i :z: 

.. 
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hospitals, skilled nursing facilities and intermediate care facilities), 
whether operated by the IHS or by an Indian tribe or tribal organiza­
tion, would be deemed to be eligible for reimbursement under the 
Medicaid program for services _provided to individuals eligible for 
medical assistance under title XIX of the Social Security Act, provided 
either that the facility met standards ordinarily applied t<> similar 
facilities under title XIX, or else, in the case of any facility existing 
at the time of enactment of H.R. 2525, that the Indian Health Service 
bas provided an acceptable written plan to the Secretary for bringing 
the facility into full compliance with the standards ordinarily applied 
within two years from the date of acceptance of the plan by the Secre­
tary. The provision is desifPled to enable Medicaid funds to flo~ i?to 
IHS institutions when serVIces are provided to Indians who are ehg~ble 
under the Medicaid plan of the State in which they reside (or. their 
reservation is located). Currently, both because law bas been illter­
preted as barring receipt of such payments by IHS facilities, and 
because many of those facilities cannot meet the standards required 
under title XIX (which, in the case of hospitals and skilled nursing 
facilities, parallel the standards of title XVIII), such third-party 
payments have not been available. 

The Committee endorses the concept of making IHS facilities 
eligible for Medicaid payments. The Committee was concerned with 
several aspects of the amendment, however: 

(1) it directed the Secretary to secure a plan from the IHS to 
bring th.e facility into com_pliance within two years; a facility out 
of compliance with title XIX requirements is usually required 
to submit a plan to come into compliance in one year; 

(2) it made no provision regarding payment of funds if the 
plan to bring the facility into compliance within two years was 
not met; 

(3) although it indicated the intent of Congress that IHS 
appropriations should n?t be reduced by the amount of f~n?s 
received through the third-party payment programs (Medical? 
and Medicare), it did not require the Secretary to use the addi­
tional revenues to improve the facilities so that they could meet 
the health, safety and quality standards applied to other partic­
ipating facilities. 

The Committee recommends an amendment which provides for: 
(1) the ongoing application to IHS facilities of the health and 

safety standards applicable to all other similar facilities partic-
ipating in Medicare, . . . . 

(2) a requirement that the Secretary receive Wlthill six months 
of enactment a plan for achieving compliance with the applicable 
conditions and requirements within 12 months after the month 
in which the plan 1s submitte~, ~~;nd . . 

(3) a requirement that MediCaid reimbursement funds received 
be earmarked for use in financing those changes needed to brin~ 
IHS facilities into comy,liance with Medicaid standards until 
such time as substantial y all of the health facilities of the IHS 
are in compliance. 

The impact of the amendment is to limit the period to a maximum 
time of 18 months during which a facility can receive Medicaid fu~ds 
even if it fails to meet the most minimal of health and safety require-

"' 
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ments. After that period, the .fa?ilities .~!1 be st:bject. to .the sa~e 
requirements as are all other snmlar faCilities particlp~tillg ill ~~d!c­
aid. It should be noted that standards normally apphed to faCilities 
do provide som,e leeway. f'he M~dicare law, f<?r e::'ample, bas .autho­
rized for a speCified duratiOn of time, the applicatiOn of less .~gorous 
standards in the case of rural hospitals where personnel scarcities an? 
other circumstances preclude full compliance with all stand.ards; .t~s 
has. been incorpo~a~ed if!. to Medicai? staD;dards by regulatu;m. Snm­
larly, in the admnnstration of Medicare, It has been re?ogiBzed that 
in individual cases it is necessary to allow reasonable ti~e for a fa­
cility not in full compliance to S;Chieve that status, proVld~d It sub­
mits an acceptable plan for taking th~ steps necessar~ to meet the 
standards, it 1s making ~he ~est u~ of Its resources to Improve qual­
ity and it bas no deficienCies which adversely affect the health a~d 
saf~ty of patients · , the Medicaid practice has paralleled t,lus. 
The Committee r ms its expectation that the Secret~ry should 
hold IHS facilities to the same health, safety and quahty stand­
ards generally applied to other facilities, and that be should take 
every step to bring the IHS facilities, into f!Jll compliance with tJ:ese 
standards. It is not the intent of the Committee, however, to subJect 
IHS facilities to standards more stringent or inflexible than those 
generally applied !Jnder the Medicaid program:. 

To underscore Its intent that the Secretary Is expected to expend 
the funds necessary to make those changes required to enable. the 
IHS facilities to meet the health and safety standards, the Commt~tee 
recommends an amendment requiring that Medica;id paymen~ re~r~red 
by IHS facilities be earmarked for use in ~eetillg and ~ai.ntaimng 
Medicaid standards· this use of the funds Is to have pnonty until 
such time as the Sed-etary is able to certify in his reports ~ ~he Co~­
gress and the. public that substantially. all of the IHS facilities .are ill 
compliance With standards. The Committee affirms t~e generalm~nt 
expressed in H.R. 2525, as repor~d by the 9o~m1ttee on Intenor 
and Insular Affairs, that the receipt of Med1ca1d funds sho~ld. not 
be considered justification for reductions in the IHS appropnat10ns. 
These Medicaid payments are viewed as a much-neede~ supp!ement 
to a health <?are program which bas for. too Ion~ been msuffiCient to 
provide quality health care to the ~encan lnd!-an. . . 

The Committee has made a techmcal change m ~he. proVlston. for a 
100 percent Federal matching rate for State Medicatd expenditures 
for eligible Indians receiving services in IHS facilities in ?rder to place 
that provision within title XIX of the Social Secunty Act. The 
Committee approved this provision because: . . . 

(1) the Federal government has treaty obligatiO!l~ ~o provide 
services to Indians; it has not been a St!Lte.re~ponsibihty;, . 

(2) since .the 100 percent matching IS li~ted to semces ill 
IHS facilities, it is clearly being paid for Indtans who are apoeady 
IHS eligible (and therefore clearly part . of .the populatiOn to 
which the U.S. Government has an obligatiOn) and who are 
already eligible for full Federal ~u!lding o~ their servi~es, and 

(3) States with a large IHS eligible Indian populatiOn have a 
limited tax base because so much of the land is public and not 
taxable; the higher matching rate under Medicaid simply 
recognizes, this. 
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Amendmen_t to subs!itute requirement f.o~ a study of t~e f~asibility of an 
Amerwan Ind~an School of Med1.cme for authonzatwn in place of 
establishment of such a school 

H:R. 2525, ~s reported by the Committee on Interior and Insular 
Affairs, authonze~ $16,28~,000 over a seven-year period for establish­
ment of .an Amencan Indian School of Medicine. The Committee is 
cC!ncerned about both the desirability and feasibility of such a School. 
Frrst, th~ necessary delay in planning for, developing and establishing 
an Amencan Indian School of Medicine makes it doubtful that the 
School .could contribute in any substantial way to the seven-year 
~ea~th Imp~ovement program set out in H.R. 2525. Secondly, there 
IS httle · eVIdence to demonstrate that most or even a substantial 
number of ~nd~an ~edical students would prefer to take their training 
at ~uch an mstitution as opposed to other established medical schools. 
Thrr~, the feasibility of establis.hing a high quality institution and of 
drawm.g adequate faculty to It needs further study. Finally, the 
Committee foun~ little support for the concept among the groups 
that offered testimony on H.R. 2525 before the Subcommittee on 
Health. The Committee therefore recommends an amendment 
~triking the authorization for establishment of the School and 
mstead authorizes a study of its feasibility. ' 

Amendment to strike the requirement for congressional action on the 
Secretary's implementation plan 

H.R. 2525, as reported, requires that the Secretary submit his 
plan of imple~entatio~ for H.R. 2525 to the Con~ress. The plan 
b~comes eff~ctive only If the CC!~gress does not act Within 60 days to 
disapprove .It. There IS no provlSlon for resolving the problems if the 
Congress disapproves the plan. 

The Committee believes that H.R. 2525 and the accompanying 
report give clear indication of the actions expected of the Secretary 
?f HEW. Fur.ther, the .changes ~ecommende? in authorization periods, 
If adopted,, ~~1 result .m ext~nsive Congr~sswnal oversight of Depart­
mental actiVIties relatmg to ImplementatiOn of the bill within a three­
year period. The Committee does not agree that this oversight must 
~e suppleme~ted further by Congressional review of the Secretary's 
rmp}e~entat~on plan, an~ is concerned that this will only delay the 
Acts trmely rmplementatwn. The Committee recommends an amend­
ment striking this requirement. 

IV. CosT DIFFERENTIAL BETWEEN H.R. 2525, As REPORTED BY THE 
CoMMITTEE oN INTERIOR AND INsuLAR AFFAIRs, AND H.R. 2525, 
As AMENDED BY THE CoMMITTEE ON INTERSTATE AND FoREIGN 
CoMMERcE, AND INFLATION IMPACT STATEMENT 

. The a:.;nendments recommended by the Committee have the follow­
mg cost rmpact: 

(1) Reduce the authorization level for hospital construction 
and renovation in fiscal year 1977 by $56,700,000· increase the 
authorization level for hospital construction and ~enovation in 
fiscal year 1978 by $18,085,000 and in fiscal year 1979 by 
$25,039,000; 
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(2) Eliminate the authorization of $16,280;000 (spread over 
seven years in H.R. 2525, as reported) for the American Indian 
Medical School; 

(3) Remove all specific authorization amounts for fiscal years 
198Q-1983. ' 

The Committee notes that section 402 of H.R. 2525 will increase the 
Federal Medicaid budget by approximately $23 million in fiscal year 
1977 and similar amounts in later years. Since the 100 percent Federal 
matching funds are available under Medicaid only for services for 
Medicaid-eligible Indians in Indian Health Service facilities (where 
care is already provided without cost to these Indians), the Committee 
notes that this represents primarily a shift in Federal expenditures 
from the Indian Health Service budget to the Medicaid (title XIX) 
budget. 

The Committee affirms the findings in Part I of the Report that 
since the total costs of the Act are not substantial in any one sector 
of the country or in any one year, the inflationary impact of H.R. 
2525 on prices and costs in tli:e operation of the national economy 
will be minimal. While there is no aypreoiable change in the infla­
tionary impact of the Act ~ a resulto amendments reC<!mmended by 
the Commlttee, the Co:umllttee ,wou1d note that authonzed amounts 
have been reduced slightly~ and authorizations for fiscal years 1980..; 
1983 have been scheduled for later consideration. The Committee 
amendments involve no new budgetary authority. . 
. The cost estimate prepared· by the Congressional Budget Office 

follows: 

CoNGRESSIONAL BuDGET OFFICE-CosT EsTIMATE (REVISED) 

1. Bill number: H.R. 2525. 
2. Bill title: The Indian Health Care Improvement Act. 
3. Purpose of bill: To authorize additional funds for the purposes 

of recruitmg Indians into health training programs and to provide for 
the training of those Indians in schools of health professions (Sections 
102-105); to supplement funds available for health services (Section 
201); to provide for additional support for the construction and renova­
tion of health and environmental facilities (Sections 301-303); to 
extend Medicaid eligibility to Indian Health Service beneficiaries 
(Section 402); and to extend services being provided to urban Indians 
(Sections 501-505). 

4. Cost estimate: 
Budget authority/outlays Millions 1977 ________________________________________________________ $22.67 

1978________________________________________________________ 23.80 
1979________________________________________________________ 24. 99 
1980________________________________________________________ 26. 24 
1981________________________________________________________ 27. 56 

Section 402: 
5. Basis for estimate: Although Sections 102-106; 201; 301-303; and 

501-506 provide for additional authorization of funds, present author­
izations, provided under the Snyder Act of 1921, are open-ended. 
Thus, H.R. 2525, while stipulating areas requiring specific attention 
with regard to funding, cannot be considered as increasing future 
budget authority or outlays, given the unlimited authorization extant 
under present law . 
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Section 402 provides for reimbursement to the Indian Health 
Service by the Medical Services Administration for services provided 
in IRS facilities to Medicaid-eligible Indians. The basis for the pro­
jected cost to Medicaid as a result of this provision is based upon 
estimates generated by Marco Systems in a report prepared for IRS. 
Their projections were based upon 1974 data and the above estimate 
inflates those figures to 1977levels using the Medical Care component 
of the CPl. Future costs use the 1977 base inflated by 5 percent per 
year to account for increases in salaries and expenses in IRS facilities. 
The bill stipulates that funds received by IRS under this provision 
will be utilized to upgrade their facilities to meet Medicaid standards. 
Although this might represent some offset to existing appropriations 
to IRS for facilities improvement, there are no assurances that this will, 
in fact, be the case, particularly on a short-term basis. Thus, no offset 
is shown for the five-year period. 

6. Estimate e<rmparison: Not applicable. 
7. Previous CBO estimate: An earlier estimate, dated March 24, 

1976, projected Medicaid budget authority and outlays at $6.28, 
$19.96, $21.14, $22.51 and $23.79 million for 1977-1981. These lower 
estimates were based upon an assumption that the program would 
require a start-up period with only some sites participating initially. 
The present estimate assumes centralized billing and, thus, 100 percent 
participation at the outset of the program. 

Also, the earlier estimate included authorization levels for the 
support of the American Indian School of Medicine. The House Inter­
state and Foreign Commerce Committee has removed this authoriza­
tion from the bill and substituted provisions for a feasibility study to 
be carried out by the Secretary of HEW. No authorization is provided 
for this and it is assumed that existing funds will be used to carry 
out the purposes of that provision. 

8. Estimate prepared by: Jeffrey C. Merrill (225-4972). 
9. Estimate approved by: R. Scheppach for James L. Blum, Assistant 

Director for Budget Analysis. 

V. OvERSIGHT STATEMENT 

The Committee has concluded that additional expenditures to 
increase the quantity and quality of health professions personnel and 
health facilities to improve the health of the Indian population is 
desirable. It has concluded that Medicaid reimbursement to Indian 
Health Service facilities is justified. The Subcommittee on Health ~d 
the Environment has held extensive hearings on issues relatea to 
health manpower. Additional hearings were conducted on April 27 
and 28 on H. R. 2525. 

The Committee has not received oversight reports from either its 
own Subcommittee on Investigations and Oversight or the Committee 
on Government Operations concerning the subject matter of H.R. 
2525. 

VI. SECTION-BY-SECTION ANALYSIS 

The section-by-section analysis of H.R. 2525 is contained in Part 
I of this Report. 

.. 
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VII. AGENCY REPORTS 

Agency reports have not been received on the amendments to H.R. 
2525 recommended by the Committee. The views of the Department 
of Health, Education, and Welfare on the bill as reported by the 
Committee on Interior and Insular Affairs are included in Part I of 
the Report. 

CHANGES IN ExiSTING LAw MADE BY THE BILL, As REPORTED 

In compliance with clause 3 of rule XIII of the Rules of the House 
of Representatives, changes in existing law made by the bill, as 
reported, are shown as follows (new matter is printed in italic, ex­
isting law in which no change is proposed is shown in roman) : 

SECTION 225 oF THE PuBLIC HEALTH SERVICE AcT 

PUBLIC HEALTH AND NATIONAL HEALTH SERVICE 
CORPS SCHOLARSHIP TRAINING PROGRAM 

SEc. 225. (a) * * * 

* * * * * * * 
(i) (1) To carry out the Program, there is authorized to be appro­

priated $3,000,000 for the fiscal year ending June 30, 1974, and 
$40,000,000 for the fiscal year ending June 30, 1975. 

(2)(A) In addition to the sums authorized to be appropriated under 
paragraph (1 ) to carry out the Program, there are authorized to be appro­
priated for the fiscal year ending September 30, 1977, $5,450,000; for the 
fiscal year ending September 30, 1978, $6,300,000; for the fiscal year 
ending September 30, 1979, $7,200,000; andfor fiscal years1980, 1981, 
1982, and 1983 such sums as may be specijicaUy authorized by an Act 
enacted after the Indian Health Care Improvement Act, to provide schol­
arships under the Program to provide physicians, dentists, nurses, 
optometrists, podiatrists, pharmacists, public health personnel, and allied 
health professionals to provide services to Indians. Such scholarships 
shaU be designated Indian Health Scholarships and shaU be made in 
accordance with this section except as provided in subparagraph (B). 

(B) (i) In making Indian Health Scholarships the Secretary shaU 
accord priority to applicants who are Indians and shall, in consultation 
with the Indian Health Service, determine the distribution of the schol­
arships on the basis of the relative needs of Indians for additional service 
in specific health professions. 

(ii) The active duty service obligation prescribed by subsection (e) 
shaU be met by the recipient of an Indian Health Scholarship by service 
in the Indian Health Service, in a program assisted under title V of the 
Indian Health Care Improvement Act, or in the private practice of his 
profession if, as determined by the Secretary in accordance with guide­
lines 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. 

(C) for purposes of this paragraph, the term "Indian" has the same 
meaning given that term by section 4(c) of the Indian Health Care Im­
provement Act and includes individuals described in clauses (1) through 
(4) of that section . 
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TITLE XIX oF THE SociAL SECURITY AcT 

TITLE XIX-GRANTS TO STATES FOR MEDICAL 
ASSISTANCE PROGRAMS 

* * * * 
DEFINITIONS 

SEc. 1905. For purposes of this title­
(a) * * * 
* * * * 

* * * 

* * "' 
(b) The tenn "Federal medical assistance percentage" for any 

State shall be 100 per centum less the State percentage; and the 
State percentage shall be that percentage which bears the same ratio 
to 45 per centum as the square of the per capita income of such State 
bears to the square of the per capita income of the continental United 
States (including Alaska) and Hawaii; except that (1) the Federal 
medical assistance percentage shall in no case be less than 50 per cen­
tum or more than 83 per centum, and (2) the Federal medical assist­
ance percentage for Puerto Rico, the Virgin Islands, and Guam shall 
be 50 per centum. The Federal medical assistance percentage for any 
State shall be detennined and promulgated in accordance with the 
provisions of subparagraph (B) of section lllO(a)(8). Notwithstanding 
the first sentence of this subsection, the federal medical assistance per­
centage shall be 100 per centum with respect to amounts expended as 
medical assistance for services which are received through an Indian 
Health Service facility whether operated by the Indian Health Service 
or by an Indian tribe or tribal organization (as defined in section 4 of the 
Indian Health Oare Improvement Act). 

* * * * * * * 
INDIAN HEALTH SERVICE F.AOILITIEB 

SEc. 1911. (a) A facility of the Indian Health Service (including a 
hospital, intermediate care facility, or skilled nursing facility), whether 
operated by such Service or by an Indian tribe or tribal organization (as 
those terms are defined in section 4 of the Indian Health Oare Improve­
ment Act), shall be eligible for reimbursement for medical assistance 
prQvided under a State plan if and for so long as it meets all of the 
conditions and requirements which are applicable generally to such 
facilities under this title. 

(b) Notwithstanding subsection (a), a facility of the Indian Health 
Service (including a hospital, intermediate care facility, or skilled nursing 
facility) which does not meet all of the conditions and requirements of this 
title which are applicable generally to such facility, but which submits to 
the Secretary unthin (J months after the date of the enactment of this 
section an acceptable plan for achieving compliance with such conditions 
and requirements, shall be deemed to meet such conditions and require­
ments (and to be eligible for reimbursement under this title), without 
regard to the extent of its actual compliance with such conditions and 
requirements, during the first 12 months after the month in which such 
plan is submitted. 

.. 
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AcT OF DECEMBER 17, 1970 

AN ACT To authorize the Secretary of the Interior to approve an agreement 
entered into by the Soboba Band of Mission Indians releasing a claim against 
the Metropolitan Water District of Southern California and Eastern Municipal 
Water District, California, and to provide for construction of a water distri­
bution system and a water supply for the Soboba Indian Reservation; and 
to authorize long-term leases of land on the reservation. 

Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, * * * 

* * * * * * 
SEc. 9. Nothing in this Act shaUpreclude the Soboba Band of Mission 

Indians and the Soboba Indian Reservation from being provided with 
sanitation facilities and services under the authority qf section 7 of the 
Act of August 5, 1954, as amended by the Act of July 31, 1959 (73 Stat. 
267). 
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MINORITY VIEWS ON H.R. 2525-INDIAN HEALTH CARE 

We do not disagree with the contention that the health status of 
our Indian population is substantially inferior to that of the remainder 
of U.S. citizens. Statistics in numerous areas serve as a grim witness 
to existing problems. Testimony suggests that numerous factors con­
tribute to this unfortunate situation, some of which are addressed in 
H.R. 2525. We share a desire with the authors of this bill to see sub­
stantial improvements in the health of our Indian people. N everthe­
less, we fear that it offers more glitter than gold. 

Amendments to H.R. 2525 by the Interstate and Foreign Com­
merce Committee render this bill much more realistic and its programs 
more accountable. In particular, authorization levels for three years 
only, with a clear recognition of the long-range planning needed to 
insure sustained progress, is far more rational than seven year author­
izations which simply cannot comprehend a variety of unforeseen 
developments and which by-pass appropriate Congressional oversight. 
Likewise, a study of the need for and flexibility of an Indian School 
of Medicine in lieu of outright authorizations in excess of $16 million 
to establish a school is far more realistic than proceeding with un­
warranted assumptions. 

Other amendments in our Committee redistribute construction 
funds over the initial three years in a more realistic and acceptable 
manner and determine that the health professions scholarship pro­
gram will be administered within the existing National Health Service 
Corps scholarship program. Special emphasis on Indian health man­
power needs is encouraged while duplication is avoided. We approve 
of these provisions. 

H.R. 2525, as amended, remains far from satisfactory, however. 
Funding levels, for instance, are kept intact far in excess of the 
Administration's budget. These levels are grotesque when viewed in 
the light of budgetary increases totaling over 200% in the past eight 
years, and the definite progress in improving Indian health through 
priorities given to these programs over many competing demands. 
The current bill would result in heavy additional outlays in the next 
fiscal year even when construction figures are redistributed. Further­
more, the extravagance of this bill is underscored by its duplication, 
~ several areas, of Administration efforts now underway, particularly 
m manpower programs. 

There is a risk that opposition to the approaches taken in H.R. 
2525 will be viewed as a lack of concern about Indian health needs 
and a lack of commitment to their resolution. Our support of the 
goals of this bill and our Committee amendments belies any such 
interpretations. Modifications in the bill, in our opinion, simply do 

(29) 
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not go far enough to insure a realistic building upon the .progress 
that has been made in recent years. 

SAMUEL L. DEVINE. 
JAMES T. BROYHILL. 
TIM LEE CARTER. 
CLARENCE J. BROWN. 
JAMES M. CoLLINS. 
NORMAN F. LENT. 
EDWARD R. MADIGAN. 

.. 

ADDITIONAL MINORITY VIEWS OF JOE SKUBITZ 

While I agree with the views filed by my colleagues in the Minority, 
I fault them, as I do the Majority report, for not strongly emphasizing 
to the House that every dollar of the $136.2 million recommended by 
our amendments to H.R. 2525 is in addition to the $354.9 million 
budgeted by the President for Indian health J,>rograms. Failure to 
pass this bill would not, as some imply, result m no program at all 
for Indian health improvement. 

I happen to serve on both the Interior Committee, where I am 
Ranking Minority Member, and the Interstate Committee. The 
Interior Committee acted first on this bill, and I filed dissenting views 
to its report. I will reprint those views following this statement. 

I appreciate and support many of the amendments to H.R. 2525 
recommended by the Interstate Committee. They go a long way 
toward meeting many of the objections I had to the bill as reported 
by the Interior Committee. I hope the House will adopt the changes 
recommended by the Interstate Committee, to wit: 

(1) make no specific authorizations beyond the initial three-year 
period in order to force the Congress to face its responsibility to review 
the Indian health program periodically. Specific authorizations for 
seven years, as reported by the Interior Committee, are pure guess­
work. 

(2) reduce the first year authorizat:ons to a level which avoids 
playing "chicken" with the White House and incurring a veto. While 
Interstate's recommended reduction of $57 million in the first year 
construction funds is a step in the right direction, it still leaves the 
fiscal year 1977 level at $118.3 million which is in addition to the $40 
million in Indian health construction funds provided in the President's 
budget. This near 300 percent first-year increase in construction money 
hardly allows the Administration to "ease" into this program the 
first year. 

(3) Interstate eliminates specific authorizations for creating an 
Indian School of Medicine. Interior reported H.R. 2525 with $16,280,-
000 for such a dreamschool. Not even the Indians embraced such a 
dream. In fact, the National Congress of American Indians tabled a 
resolution favoring such an Indian School of Medicine. I agree with 
Interstate's approach that such a school should be proved necessary 
and feasible before funds are committed to its construction. 

In order that Members may know more fully the background of 
tenuous assumptions upon which this "Indian Health bill" was first 
created in the Interior Committee, I offer here my dissenting views to 
the Interior Committee's report of H.R. 2525: 

(31) 



.. 

DISSENTING VIEWS OF REPRESENTATIVE JOE SKUBITZ 
TO H.R. 2525 

I respectfully dissent from the Majority Views and oppose the bill 
as reported. I do so reluctantly, because I expect that this dissent may 
be misinterpreted as a rejection of the responsibility the Congress has 
to Indian people. Nothing could be further from my motive. 

The state of Indian health is deplorable. The subcommittee hearings 
reveal hours of testimony on higher death rates, greater disease inci­
dence, more frequent infant deaths, and less practice of preventive 
medicine among Indians than non;.Indians. 

Of course, Indian health is not likely to improve until adequate 
health personnel and facilities are provided. This important upgrad­
ing will not occur until Congress initiates and commits itself to a seri­
ous program for Indian health improvement. 

But H.R. 2525 is not the answer. It is not a bill for Indians only; 
its scholarship profjam is open to all health students and therefore 
duplicates many o HEW's on-going educational programs. In fiscal 
year 1977, H.R. 2525 authorizes $193 million more than the $354.9 
million budgeted by the President for Indian: health improvement. 
Such an increase is veto bait. H.R. 2525 authorizes $1.2 billion over 
seven years, thus passing on to the Appropriations Committee the 
responsibility for overseeing the legislative commitment in ;ears 
ahead. Finally, H.R. 2525 authorizes construction increases o 434 
percent in fiscal year 1977. This is an unrealistic and irresponsible 
jump in health facility construction authorizations. 

UNREALISTIC PROMISES 

Unfortunately, H.R. 2525 is a brightly wrapped package full of 
promises that can't be kept. It is an authorization made with the cer­
tain knowledge that appropriations will be considerably less. H.R. 
2525 is not a commitment to improving Indian health; it is pure 
puffery by a legislative committee, because it ducks the real commit­
ment of how much should actually be spent. The unrealistically high 
first year's authorization in H.R. 2525 gives no real guidance to the 
Appropriations Committee. It is a shameful way for the Interior Com­
mittee to represent its Indian clients. 

For manylears the House Cominittee on Interior and Insular Af­
fairs has ha special and nearly exclusive jurisdiction over Indian 
matters. Its long association with Indian problems makes it the best 
judge of cures and solutions. Thus, the Interior Committee has a re­
sponsibility to the Indian people to present their case for Federal 
funds in a wise and defensible manner. To be taken seriously, it must 
recommend seriously. 

(38) 
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VETO GAME 

H.R. 2525 is a. classic case of playing "chicken" with the White 
House. It authonzes, over seven years, $1.2 billion for an Indian 
health I?r?gra~. In fiscal year 1977, the first fiscal year under the bill 
$193 milhon IS authorized. This is in addition to the $354.9 millio~ 
budgeted b:y- t~e President for .Indian health. Such a first year in­
crease ~mly mv1tes a veto at a ti!fie wh~n the Pr~sident has a pretty 
good wm.record on vetoes. We gam nothmg by losmg an Indian health 
program m the veto game. 

In Committee,. I offered amendments which would have cut the 
fisca! yea; 1977 Impac:t on dollar outlays to $80 million above the 
Presidents budget. I d1d not seek to cut a single dollar from the fiscal 
year 19!8. or fi~cal year 1979 authorizations. This first year reduction of 
$110 mllhon, 1f successful, would have enabled the Administration to 
phase .in, at a realistic level, the program recommended by this 
Comrmttee. 
~.R. 2525 as reported increases the fiscal year 1977 outlays on 

Indian h~a!th c~e programs by 62 percent over last year! Although 
the Admm1strat10n budgeted only a 5 percent increase in fiscal year 
1977, the tot~~;l outlays for Indian health spending have expanded by 
214 percent smce fiscal year 1969. If my amendments were adopted 
the recommended increase for fiscal year 1977 would have been a mor~ 
reasonable 28.7 percent. (See chart) 

INTERIOR COMMITTEE'S REVIEW ESSENTIAL 

Perhaps the best example of an unrealistic recommendation is the 
seven year guess-work in H.R. 2525. Specific funding authorizations 
are made for 21 different programs for seven fiscal years. How can 
any.one know what level of spending will be appropriate to upgrade 
Indian health seven years from now? The figures in H.R. 2525 are 

.. 
<: 
0 .... .... .... .... 

.:0: 
<: 
H 

$600 

$300 

$250 

$200 

$150 

$100 

$ 50 

1969 1970 1971 1972 1973 1974 1975 1976 Recommendations. 

1 5 percent increase ($17 million) over fiscal year 1976. 
• 62 percent Increase ($210 million) over fiscal year 1976. 
3 28.7 percent increase ( $97 million) over fiscal year 1976. 

.. 

35 

simply crystal-ball predictions. I very strongly believe the Interior 
C<?miJ?-ittee should reexamine the Indian health program launched by 
th1s b1ll at least once every three years. Such a review wo.uld give us a 
chance to recommend realistic appropriations based on the most 
current data available. 

I have strong suspicions that the cost projections in this bill will 
quickl;r become obsolete. Let me cite j~st one example. In calculating 
finanmal needs for the health professiOns scholarship program the 
Committee produced a chart showing the tuition cost at the Univer­
sity of Kansas Medical School to be $1,025 per year for residents of 
the state and $2,025 for non-residents. I am advised that these figures 
have already risen to $1,500 and $3,000 respectively. The $3,500 figure 
for Georgetown University has already gone up to $5,000 and another 
raise in tuition is expected for next year. Officials don't even know yet 
by how much. And this bill tries to predict what will be needed seven 
years from now! 

Future authorizations should be adjusted accordingto the findings 
of the Interior Committee, which is far more familiar with Indian 
problems than any other committee. A seven year authorization simply 
defers to the busy Appropriations Committee the truth of the Con­
gressional commitment in years hence. The Indian citizen has a right 
to expect better treatment from the Interior Committee. 

During Committee markup, I moved to strike authorizations beyond 
fiscal year 1979. I did so to force the Committee to live up to its respon­
sibility to periodically review the programs it authorizes. I did not in­
tend that an initial three year authorization would be a one-shot "crash" 
program to solve Indian health needs. In fact, I doubt that a seven 
year program will do the job. The Interior Committee should stick 
with this program until Indian health is as good as that provided non­
Indians. I believe this is the kind of commitment we owe the Ameri­
can Indian, and can deliver to them. 

434 PERCENT INCREASE IRRESPONSIBLE 

Another example of a promise which can't be kept is the 434 percent 
in first year authorizations for construction, modernization, and re­
placement of hospitals, health centers and stations, staff housing, and 
sanitary waste disposal facilities. This is by far the lion's share of the 
fiscal year 1977 authorization in H.R. 2525. Out of $193 million, $175,-
082,000 is recommended for construction. This is in addition to the 
$40,345,000 in the President's budget. It is a 434 percent increase . 

The President's budget request for fiscal year 1977 health construc­
tion funds is $15 million less than fiscal year 1976. I offered an amend­
ment in Committee which would have replaced the Administration's 
reduction and retained $55 million of the $175 million provided in 
H.R. 2525. It cut the Committee's request by $105 million. Thus the 
amendment, if adopted, would have added $70 million in health facili­
ties construction funds to the $40 million budgeted by the President-­
for a total of $110 million in fiscal year 1977. This would have left a 175 
percent increase in Indian health facilities construction, but the com­
mittee insisted on the 434 percent increase-again expecting someone 
else to be fiscally responsible. 
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DUPLICATES EXISTING PROGRAMS 

Although the emphasis in H.R. 2525 for fiscal year 1977 is on health 
facilities construction, the seven-year program authorizes $126.9 million 
for health professions education. The firSt year outlay would be $7.8 
million. 

The Department of Health, Education, and Welfare has repeatedly 
advised the Committee that this proposed program would duplicate 
HEW efforts already going forward under existing la.w. These include 
the N a.tional Health Service Scholarship program and the Indian 
Health Service training programs. These and other· existing HEW pro­
grams are not exclusively for Indians, but neither are the programs 
recommended in H.R. 2525. Non-Indians can qualify and ma.y very 
well dominate the H.R. 2525 scholarship proposal, but these students 
would either be required to serve in the Indian health field or pay back 
the scholarship benefits. There is no evidence that Indian students a.re 
being excluded or discriminated against under HEW's health profes­
sion pr()gra.ms. And a.n educational program exclusively for Indians 
(which H.R. 2525 is not) does not assure increased Indian participa­
tion. 

INDIAN SCHOOL OF MEDICINE 

Perhaps there is no better example of the fantasy which consumed 
the Committee in marking up H.R. 2525 than Title VI. This Title 
authorizes $16,280,000 to establish an American Indian School of 
Medicine. This is a. package not even the Indians would endorse. The 
National Congress of American Indians tabled a. resolution favoring 
such an Indian Schoo] of Medicine. 

The School was added to H.R. 2525 even though no hearings were 
held in either the House or the Senate. It is not included in the Senate 
bill. It is highly doubtful that such a. School could be created from 
the ground up in time to contribute a.t a.ll to the health improvement 
program outlined in the seven-year authorization period. There is 
every reason to favor utilizing existing credited Medical Schools to 
train Indian health profession personnel. · 

CONCLUSION 

The Congress owes the American Indian the kind of commitment 
that will launch a. realistic health improvement program. The history 
of relations between the American Indian and the Federal Govern­
ment is replete with promises from Washington that couldn't be kept. 
H.R. 2525 will simply add another dismal chapter to that history. 
It is well-intended, but it will never be lived up to. Let's be honest 
with the only original Americans. Let's go back to the drawing boards 
and report a program we know we can fund this year and as many 
years hereafter as are necessary to bring Indian health up to the 
standards of the non-Indian. 

JoE SKUBITZ. 

0 
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STATEMENT BY THE PRESIDENT 

I ~ signing S. 522, the Indian Health Care 
Improvement Act. 

This bill is not without its faults, but after personal 
review I have decided that the well-documented needs for 
improvement in Indian health manpower, services and faciliti~s 
outweigh the defects in the bill. 

While spending for Indian Health Service activities has 
grown from $128 million in FY 1970 to $425 million in FY 1977, 
Indian people still lag behind the American people as a whole 
in achieving and maintaining good health. I am signing this 
bill because of my own conviction that our First Americans 
should not be last in opportunity. 

Some of the authorizations in this bill are duplicative 
of existing authorities and there is an unfortunate pro­
liferation of narrow categorical programs. Nevertheless, 
S. 522 is a statement of direction of effort which is 
commendable. 

Title VII of this bill provides for future reports to the 
Congress from the Secretary of Health, Education, ana'Welfare, 
including a review of progress under the terms of the new Act. 
I believe the Administration can in this way bring to the 
attention of the Congress any changes needed to improve the 
provisions of S. 522. 

On balance, this bill is a positive step and I am pleased 
to sign it. 

# # 
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JlintQ!,fonrth <rongrtss of tht tlnittd ~tatts of 9mcrica 
AT THE SECOND SESSION 

Begun and held at the City of Washington on Monday, the nineteenth day of January, 
one thousand nine hundred and seventy-six 

To implement 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 parlticipation of Indians in such programs, 
and for other purposes. 

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

FINDIXGS 

SEc. 2. The Congress finds that-
(a) Federal health services to maintain and improve the health of 

the Indians are consonant with and required by the Federal Govern­
ment's historical and unique legal relationship with, and resulting 
responsibility to, the American Indian people. 

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

(c) Federal health services to Indians have resulted in a reduction 
in the prevalence and incidence of preventable illnesses among, and 
unnecessary and premature deaths of, Indians. 

(d) Despite such services, the unmet health needs of the American 
Indian people are_ severe and the health status of the Indians is far 
below t~at of the gener~Ji!~~ifitf ~w~ lJllitecl States. For e~ample, 
for Indians compared to all Americans m 1971, the tuberculosis death 
rate was over four and one-half times greater, the influenza and pneu­
monia 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 
Federal responsibility to Indians are jeopardiz.ed by the low health 
status of the American Indian people. 

(f) Further improvement in Indian health is imperiled by-
. (1) inadequate, outdated, inefficient, and undermanned facil-

ities. For example, only twenty-four of fifty-one Indian Health 
Service hospitals are accredited by the Joint Commission on 
Accreditation of Hospitals; only thirty-one meet national fire and 
safety codes; and fifty-two locations w1th Indian populations have 
been identified as requiring either new or replacement health 
centers and stations, or climes remodeled for improved or addi­
tional service; 

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

( 3) insufficient services in such areas as laboratory, hospital 
inpatient and outpatient~ eye care and mental health services, and 
services available through contracts with private physicians, clin­
ics, and agencies. For example, about 90 per centum of the surgical 
operations needed for otitis media have not been performed, over 
57 per centum of required dental services remain to be provided, 
and about 98 per centum of hearing aid requirements are unrnet; 

( 4) related support factors. For example, over seven hundred 
housing units are needed for staff at remote Service facilities; 
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( 5) lack of access of Indians to health services due to remote 
res1dences, 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 replace­
ment 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 depend­
ent on this continued growth of confidence. Both such progress and 
such confidence are dependent on improved Federal Indian health 
serv1ees. 

DECLARATION OF POLICY 

SEc. 3. The Congress hereby declares that it is the policy of this 
Nation, in fulfillment of its special responsibilities and legal obliga­
tion 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 policy. 

DEFINITIONS 

SEc. 4. For purposes of this Act-
( a) "Secretary", unless otherwise designated, means the Secretary 

of Health, Education, and Welfare. 
(b) "Service~' means the Indian Health Service. 
(c) "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 sections 102, 103, 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, band, or other organized group of Indians, including those 
tribes, bands, 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 mem­
ber, or (2) is an Eskimo or Aleut or other Alaska Native, or (3) 
is 1considered 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 or regional or village corporation as defined in or established 
pursuant to the 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 more such bodies (or elected 
by the Indian population to be served by such organization) and 
which includes the maximum participation of Indians in all phases 
of its adivities. 

(f) "Urban Indian" means any individual who resides in an urban 
center, as defined in subsection (g) hereof, and who meets one or more 
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of the four criteria in subsection (c) ( 1) through ( 4) of this section. 
(g) "Urban center" means any community which has a sufficient 

urban Indian population with unmet health needs to warrant assist­
ance under title V, as determined by the Secretary. 

(h) "Urban Indian organization" means a nonprofit corporate body 
situated in ·an urban center, composed of urban Indians, and providing 
for the maximum participation of all interested Indian groups and 
individuals, which body is capable of legally cooperating with other 
public and private entities for the purpose of performing the activities 
dPscribed in section 503 (a). 

TITLE I-INDIAN HEALTH MANPOWER 

PURPOSE 

SEc. 101. The purpose of this title is to augment the inadequate 
number of health professionals serving Indians and remove the mul­
tiple barriers to the entrance of health professionals into the Service 
and pri mte practice ·among Indians. 

HEALTH PROI•'ESSIONS HECRUIT:MENT PROGHAM FOR INDIANS 

SEc. 102. (a) The Secretary, acting through the Service, shall make 
grants to public or nonprofit 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 train­
ing in the health professions and encouraging and assisting them 
(A) to enroll in schools of medicine, osteopathy, dentistry, veteri­
nary 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 post­
secondary education or training as may be required to qualify 
them for enrollment; 

(2) publicizing existing sources of financial aid available to 
Indians enrolled in any school referred to in clause ( 1) (A) of 
this subsection or who are undertaking training necessary to 
qualify them to enroll in any such school; or 

(3) establishing other programs which the Secretary determines 
will enhance and facilitate the enrollment of Indians, and the 
subsequent pursuit and completion by them of courses of study, 
in any school referred to in cia use ( 1) (A) of this subsection. 

(b) (1) No grrunt may be made under this section unless an applica­
tion therefor 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 pre­
scribe: Provided, That the Secretary shall give a preference to 
applications submitted by Indian tribes or tribal organizations. 

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

(c) For the purpose of making payments pursuant to grants under 
this section, there are authorized to be appropriated $900,000 for fiscal 
year 1978, $1,500,000 for fiscal year 1979, and $1,800,000 for fiscal year 
1980. For fiscal years 1981, 1982, 1983, and 1984 there are authorized 
to be appropriated for such payments such sums as may be specifically 
authorized by an Act enacted after this Act. 
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HEALTH PROFESSIONS PREPARATORY SCHOLARSHIP PROGRAJ>I FOR INDIANS 

SEc. 103. (a) The Secretary, acting through the Service, shall make 
scholarship grants to Indians who-

(1) have successfully completed their high school education 
or h1gh school equivalency; and 

(2) have demonstrated the capability to successfully complete 
courses of study in schools of medicme, osteopathy, dentistry, 
vetermary 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 preprofessional education of any grantee. 

(c) Scholarship gram.ts made under this section may cover costs of 
tuition, books, transportation, board, and other necessary related 
expenses. 

(d) There are authorized to be appropriated for the purpose of this 
section: $800,000 for fiscal year 1978, $1,000,000 for fiscal year 1979, 
and $1,300,000 for fiscal year 1980. For fiscal years 1981, 1982, 1983, and 
1984 there are authorized to be appropriated for the purpose of this 
section such sums as may be specifically authorized by an Act enacted 
after this Act. 

HEA'LTH PROFESSIONS SCHOLARSHIP PROGRAM 

SEc. 104. Section 225(i) of the Public Health Service Act (42 
U.S.C. 234(i)) is amended (1) by insertmg "(1)" after "(i)", and 
(2) by adding at the end the following: 

"(2) (A.) In addition to the sums authorized to be appropriated 
under paragraph (1) to carry out the Program, there are authorized 
to be appropriated for the fiscal year ending September 30, 1978, 
$5,450,000; for the fiscal year ending September 30, 1979, $6,300.000; 
for the fiscal year ending September 30, 1980, $7,200,000; and for 
fiscal years 1981, 1982, 1983, and U)84 such sums as may be specifically 
authorized by an Act enacted after the Indian Health Care Improve­
ment Act, to provide scholarships under the Program to provide 
physicians, osteopaths, dentists, veterinarians, nurses, optometrists, 
podiatrists, pharmacists, public health personnel, and allied hea1th 
professionals to provide services to Indians. Such scholarships shall 
be designated Indian Health Scholarships and shall be made ill 
accorda.nce with this section except as prov1ded in subparagraph (B). 

' (B) ( i) The Secretary, acting through the Indian Health Service, 
shall determine the individuals who receive the Indian Health Schol­
arships, shall accord priority to applicants who are Indians, and shall 
determine the distribution of the scholarships on the basis of the 
relative ne-,eds of Indians for additional service in specific health 
professions. 

"(ii) The active duty service obligation prescribed by subsection 
(e) shall be met by the recipient of an Indian Health Scholarship 
by service in the Indian Health Service, in a program assisted under 
title V of the Indian Health Care Improvement Act, or in the private 
practice of his profession if, as determined by the Secretary in S~Ccord­
ance 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. 

"(C) For purposes of this paragraph, the term 'Indians' has the 
same meaning given that term by subsection (c) of section 4 of the 
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Indian Health Care Improvement Act and includes individuals 
described in clauses (1) through (4) of that subsection.". 

INDIAN HEALTH SERVICE EXTERN PROGRAMS 

SEc. 105. (a) Any individual who receives a schola,rship grant pur­
suant to section 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 employ­
ment shall not exceed one hundred and twenty days during any 
calendar year. 

(c) Any employment pursuant to this section shall be made with­
out regard to any competitive personnel system or agency personnel 
limitation and to a position 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 fiscal year 1978, $800,000 for fiscal year 1979, 
and $1,000,000 for fiscal year 1980. For fiscal years 1981, 1982, 1983, 
and 1984 there are authorized to be appropriated for the purpose 
of this section such sums as may be specifically authorized by an Act 
enacted after this Act. 

CONTINUING EDUCATION ALLOWANCES 

SEc. 106. (a) In order to encourage physicians, dentists, and other 
health professionals 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 'Secretary, acting through the Service, 
may provide 'allowances to health professionals employed in the Serv­
ice to enable them for a period of time each year prescribed by regula­
tion of the Secretary to take leave of their duty station for professional 
consultation and refresher training courses. 

(b) There are authorized to be appropriated for the purpose of this 
section: $100,000 for fiscal year 1978, $200,000 for fiscal year 1979, 
and $250,000 for fiscal year 1980. For fiscal years 1981, 1982, 1983, 
and 1984 there are authorized to be appropriated for the purpose of 
this section such sums ·as may be specifically authorized by an Act 
enacted after this Act. 

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, 
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dental, optometrical, and other Indian health needs, the Secretary is 
authorized to expend, through the Service, over the seven-fiscal-year 
period beginning after the date of the enactment of this Act the 
amounts authorized to be appropriated by subsection (c). Funds 
appropriated pursuant to this section for each fiscal year shaH not be 
used to offset or limit the approrriations re-quired by the Service 
under other Federal laws to contmue 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 under this Act and such other Federal laws in the preceding 
fiscal year plus an amount equal to the amount required to cover pay 
increases and employee benefits for personnel employed under this 
Act and such laws and increases in the costs of serving the health needs 
of Indians under this Act and such laws, which increases are caused 
by inflation. 

(b) The Secretary, acting through the Service, is authorized to 
employ persons to implement the provisions of this section during the 
seven-fiscal-year period in accordanoo with the schedule provided in 
subsection (c). Such positions authorized each fiscal year pursuant 
to this section shall not be considered as offsetting or limiting the per­
sonnel 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. 

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

( 1) Patient care (direct and indirect) : sums and positions as 
provided in subsection (e) for fiscal year 1978, $8,500,000 and two 
hundred and twenty-five positions for fiscal year 1979, and 
$16,200,000 and three hundred positions for fiscal year 1980. 

( 2) Field health, excluding dental care (direct and indirect) : 
sums and positions as provided in subsection (e) for fiscal year 
1978, $3,350,000 and eighty-five positions for fiscal year 1979, and 
$5,550,000 and one hundred and thirteen positions for fiscal year 
1980. 

( 3) Dental eare (direct and indirect) : sums and positions as 
provided in subsection (e) for fiscal year 1978, $1,500,000 and 
eighty positions for fiscal year 1979, and $1,500,000 and fifty posi­
tions for fiscal year 1980. 

( 4) Mental ·health: (A) Community mental health services: 
sums and positions as provided in subsection (e) for fiscal year 
1978, $1,300,000 and thirty positions for fiscal year 1979, and 
$2,000,000 and thirty positions for fiscal year 1980. 

(B) Inpatient mental health services: sums and positions as 
provided in subsection (e) for fiscal year 1978, $400,000 and fifteen 
positions for fiscal year 1979, and $600,000 and fifteen positions 
for fiscal year 1980. 

(C) MOdel dormitory mental health services: sums and posi­
tions as provided in subsection (e) for fiscal year 1978, $1,250,000 
and fifty positions for fiscal year 1979, and $1,875,000 and fifty 
posit,ions for fiscal year 1980. 

(D) Therapeutic and residential treatment oonters: sums and 
positions as provided in subsection (e) for fiscal year 1978, 
$300,000 and ten positions for fiscal year 1979, and $400,000 and 
five positions for fiscal vear 1980. 

(E) Training of traditional Indian practitioners in mental 
health: sums as provided in subsection (e) for fiscal year 1978, 
$150,000 for fiscal year 1979, and $200,000 for fiscal year 1980. 
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( 5) Treatment and control of alcoholism among Indians: 
$4,000,000 for fiscal year 1978, $9,000,000 for fiscal year 1979, and 
$9,200,000 for fiscal year 1980. 

( 6) Maintenance and repair (direct and indirect) : sums and 
positions as provided in subsection (e) for fiscal year 1978, 
$3,000,000 and twenty positions for fiscal year 1979, and $4,000,000 
and thirty positions for fiscal year 1980. 

(7) For fiscal years 1981, 1982, 1983, and 1984 there are 
authorized to be appropriated for the items referred to in the 
preceding paragraphs such sums as may be specifically authorized 
by an Act enacted after this Act. For such fiscal years, positions 
are authorized for such items (other than the items referred to 
in paragraphs (4} (E) and (5)) as may be specified in an Act 
enacted after the date of the enactment of this Act. 

(d) The Secretary, acting through the Service, shall expend directly 
or by contract not less than 1 per centum of the funds appropriated 
under the authorizations 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 1978, the Secretary is authorized to apportion 
not to exceed a total of $10,025,000 and 425 positions for the programs 
enumerated in clauses (c) ( 1) through ( 4) and (c) ( 6) of this section. 

TITLE III-HEALTH FACILITIES 

CONSTRUCTION AND RENOVATION OF SERVICE FACILITIES 

SEc. 301. (a) The Secretary, acting through the Service, is author­
ized to expend over the seven-fiscal-year period beginning after the 
date of the enactment of this Act the sums authorized by subsection 
(b) for the construction and renovation of hospitals, health centers, 
health stations, and other facilit.ies of the Service. 

(b) The following amounts are authorized to be appropriated for 
purposes of subsection (a) : 

(1} Hospitals: $67,180,000 for fiscal year 1978, $73,256,000 for 
fiscal year 1979, and $49,742,000 for fiscal year 1980. For fiscal 
years 1981, 1982, 1983, and 1984, there are authorized to be appro­
priated for hospitals such sums as may be specifically authorized 
by an Act enacted after this Act. 

(2} Health centers and health stations: $6,960,000 for fiscal 
year 1978, $6,226,000 for fiscal year 1979, and $3,720,000 for fiscal 
year 1980. For fiscal years 1981, 1982, 1983, and 1984, there are 
authorized to be appropriated for health centers and health sta­
tions such sums as may be specifically authorized by an Act 
enacted after this Act. 

(3) Staff housing: $1,242,000 for fiscal year 1978, $21,725,000 
for fiscal year 1979, and $4,116,000 for fiscal year 1980. For fiscal 
years 1981, 1982, 1983, and 1984, there are authorized to be appro­
priated for staff housing such sums as may be specifically author­
ized by an Act enacted after this Act. 

(c) Prior to the expenditure of, or the making of any firm commit­
ment 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, honoring tribal preferences concerning the 
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size, location, type, and other characteristics of any facility on 
which such expenditure is to be made; and 

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

CONSTRUCTION OF SAFE WATER AND SANITARY WASTE 
DISPOSAL FACILITIES 

SEc. 302. (a) During the seven-fiscal-year period beginning after the 
date of the enactment of this Act, the Secretary is authorized to expend 
under section 7 of the Act of August 5, 1954 ( 42 U.S.C. 2004a), the 
sums authorized under subsection (b) to supply unmet needs for safe 
water and sanitary waste disposal facilities in existing and new Indian 
homes and communities. 

(b) For expenditures of the Secretary authorized by subsection (a) 
for facilities in existing Indian homes and communities there are 
authorized to be appropriated $43,000,000 for fiscal year 1978, 
$30,000,000 for fiscal year 1979, and $30,000,000 for fiscal year 1980. 
For expenditures of the Secretary authorized by subsection (a) for 
facilities in new Indian homes and communities there are authorized 
to be appropriated such sums as may be necessary for fiscal years 
1978, 1979, and 1980. For fiscal years 1981, 1982, 1983, and 1984 for 
expenditures authorized by subsection (a) there are authorized to be 
appropriated such sums as may be specifically authorized in an Act 
enacted after this Act. 

(c) Former and currently federally r·ecognized Indian tribes in the 
State of New York shall be eligible for assistance und~?r this section. 

PREFERENCE TO INDIANS AND INDIAN FIRMS 

SEc. 303. (a) The Secretary. acting through the Service, may utilize 
the negotiating authority of the Act of .Tune 25, 1910 (25 U.S.C. 47), 
to give pre-ference to any Indian or any enterprise, partnership, cor­
poration, or other type of business organization owned and controlled 
by an Indian or Indians including former or currently federally 
recognized Indian tribes in the State of New York (hereinafter 
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 regulations 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 pro­
posed contract. The Secretary, in arriving- at his finding, shall consider 
whether the Indian or Indian firm will be deficient with respect to 
(1) ownership and control by Indians, (2) equipment, (3) bookkeep­
ing and ac~unting procedures, (4) substantive knowledge of the 
project or function to be contracted for, ( 5) adequately trained person­
nel, 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, 1931 ( 40 U.S.C. 
276a-276a-5, known as the Davis-'Bacon Act}. 
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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 : 

"SEc. 9. Nothing in this Act shall preclude the Soboba Band of 
Mission Indians and the Soboba Indian Reservation from being pro­
vided with sanitation facilities and services under the authority of 
section 7 of the Act of August 5, 1954 (68 Stat. 674), as a,mended 
by the Act of July 31, 1959 (73 Stat. 267) .". 

TITLE IV-ACCESS TO HEALTH SERVICES 

ELIGmiLITY OF INDIA~ HEALTH SERVICE FACILITIES 

UNDER MEDICARE PROGRAM 

SEc. 401. (a) Sections 1814(c) and 1835(d) of the Social Security 
Act are each amended by striking out "No payment" and inserting 
in lieu thereof "Subject to section 1880, no payment". 

(b) Part C of title XVIII of such Act is amended by adding at the 
end thereof the following new section: 

''INDIAN HEALTH SERVICE FACILITIES 

"SEC. 1880. (a) A hospital or skilled nursing facility of the Indian 
Health Service, whether operated by such Service or by an Indian 
tribe or tribal organization (as those terms are defined in section 4 
of the Indian Health Care Improvement Act), shall be eligible for 
payments under this title, notwithstanding sections 1814(c) and 
1835 (d), if and for so long as it meets all of the conditions and require­
ments for such payments which are applicable generally to hospitals 
or skilled nursing facilities (as the case may be) under this title. 

"(b) N otwithstamding subsection (a), a hospital or skilled nursing 
facility of the Indian Health Service which does not meet all of the 
conditiOns and requirements of this title which are applicable gen­
erally to hospitals or skilled nursing facilities (as the case may be), 
but which submits to the Secretary within six months after the date of 
the enactment of this section an acceptable plan for achieving com­
pliance with such conditions and requirements, shall be deemed to meet 
such conditions ·and requirements (and to be eligible for payments 
under this title), without regard to the extent of its actual compliance 
with such conditions and requirements, during the first 12 months 
after the month in which such plan is submitted. 

" (c) Notwithstanding any other provision of this title, payments to 
which any hospital or skilled nursing facility of the Indian Health 
Service is entitled by reason of this section shall be placed in a special 
fund to be held by the Secretary and used by him (to such extent or 
in such amounts are are provided in appropriation Acts) exclusively 
for the purpose of making any improvements in the hospitals amd 
skilled nursmg facilities of such Service which may be necessary to 
achieve compliance with the applicable conditions and requirements 
of this title. The preceding sentence shall cease to apply when the 
Secretary determines and certifies that substantially all of the hospitals 
and skilled nursing facilities of such Service in the United States are 
in compliance with such conditions and requirements. 

" (d) The annual report of the Secretary which is required by sec­
tion 701 of the Indian Health Care Improvement Act shall include 
(along with the matters specified in section 403 of such Act) a detailed 
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statement of the status of the hospitals and skilled nursing facilities 
of the Service in terms of their compliance with the applicable condi­
tions and requirements of this title and of the progress being made by 
such hospitals and facilities (under .Plans submitted under subsection 
(b) and otherwise) toward the achievement of such compliance.". 

(c) Any payments received for services provided to beneficiaries 
hereunder shall not be considered in determining appropriations for 
health care and services to Indians. 

(d) Nothing 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) Title XIX of the Social Security Act is amended by 
adding at the end thereof the following new section : 

"INDIAN HEALTH SERVICES FACILITIES 

"SEc. 1911. (a) A :facility of the Indian Health Service (including 
a hospital, intermediate care facility, or skilled nursing facility), 
whether operated by such Service or by an Indian tribe or tribal orga­
nization (as those terms are defined in section 4 of the Indian Health 
Care Improvement Act), shall be eligible for reimbursement for 
medical assistance provided under a State plan if and for so long as 
it meets all the conditions and requirements which are applicable 
generally to such facilities under this title. 

" (b) N otwithstandin~ subsection (a), a facility of the Indian 
Health Service (includin()" a hospital, intermediate care facility, or 
skilled nursing :facilitv) which does not meet all of the conditions and 
requirements of this title which are applicable generally to such facil­
ity, but which submits to the Secretary within six months after the 
date of the enactnwnt of this section an acceptable plan for achieving 
compliance with such conditions and requirements, shall be d(:emed 
to meet such conditions and requirements (and to be eligible for reim­
bursement under this title), without regard to the extent of its actual 
compliance with such conditions and requirements, during the first 
twelve months after the month in which such plan is submitted.". 

(b) The Se.cretary is authorized to enter into agreements with the 
appropriate State agency for the purpose of reimbursing such agency 
for health care and services provided in Service facilities to Indians 
who are eligible for medical assistance under title XIX of the Social 
Security Act, as amended. 

(c) Notwithstanding any other provision of law, payments to which 
any facility of the Indian Health Service (including a hospital, inter­
mediate care facility, or skilied nursing facility) is entitled under a 
.State plan approved under title XIX of the Social Security Act by 
reason o:f section 1911 of such Act shall be placed in a special fund to 
be held by the Secretary and used by him (to such extent or in such 
arnolmts as are provided in appropriation Acts) exclusively for the 
purpose of making any improvements in the facilities of such Service 
which may be necessary to achieve compliance with the applicable 
conditions and requirements of such title. The preceding sentence shall 
cease to apply when the Secretary determines and certifies that sub­
stantially all of the health facilities of such Service in the United 
States are in compliance with such conditions and requirements. 

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

(e) Section 1905 (b) of the Social Security Act is amended by 
inserting at the end thereof the following: "Notwithstanding the first 
sentence of this section, the Federal medical assistance percentage shall 
be 100 per centum with respect to amounts expended as medical assist­
ance for services which are received through an Indian Health Service 
facility whether operated by the Indian Health Service or by an Indian 
tribe or tribal organization (as defined in section 4 of the Indian 
Health Care Improvement Act).". 

REPORT 

SEc. 403. The Secretary shall include in his annual report required 
by section 701 an accounting on the amount and use of funds made 
available to the Service pursuant to this title as a result of reimburse­
ments 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 urban Indian organizations to assist such organizations 
to establish and administer, in the urban centers in which such organi­
zations are situated, programs which meet the requirements set forth 
in sections 503 and 504. 

CONTRACT ELIGIBILITY 

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

(1) determine the population of urban Indians which are or 
could be recipients of health referral or care services; 

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

( 3) assist such resources in providing service to such urban 
Indians· 

( 4) ~sist 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; 

' 
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( 8) make recommendations to the Secretary 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 contra;ct pursuant 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; 

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

( 4) the extent, if any, to which the activities set forth in sub­
section (a) would duplicate any previous or current public or 
priv,ate health services project funded by another source in such 
urban center; 

( 5) the appropriateness and likely effectiveness of the activities 
set forth in subsection (a} in such urban center; 

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

(7) the extent of existing or likely future participation in the 
activities set forth in subsection ('a) by appropriate health and 
health-related Federal, State, local and other resource agencies. 

<YrHER CONTRACT REQUIREJ'.IENTS 

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 o:f reimbursement and in such installments 
and on such conditions as the Secretary deems necessary to carry out 
the purposes of this title. 

(c) Notwithstanding any provision of law to the contrary, the 
Secretary ma.y, at the requeAst or consent of an urban Indian orga­
nization, revise or amend any contract made by him with such organi­
zation pursuant to this title as necessary to carry out the purposes o:f 
this title: Pr01;ided, however, That whenever an urban Indian orga­
nization requests retrocession of the Secretary for any contract entered 
into pursuant to this title, such retrocession shall become effective 
upon a date specifierl by the Secretary not more than one ~un?Ted and 
twenty days from the date of the request by the orgamzatwn or at 
such later date as may be mutually agreed to by the Secretary and 
the organization. 

(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 contract, existing facilities owned by t,he Federal 
Government within his jurisdiction under such terms and conditions 
as may be agreed upon for their use and maintenance. 

, 
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(e) Contracts with urban Indian organizations and regulations 
adopted pursuant to this title shall 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 orga­
nization receives or expends funds pursuant to a contract under this 
title, such organization shall submit to the Secretary a report including 
information gathered pursuant to section 503(a) (7) and (8), infor­
mation 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 Secretary 
and the Comptroller General of the United States. 

A UTHORIZ.ATIONS 

SEc. 506. There are authorized to be appropriated for the purpose 
of this title: $5,000,000 for fiscal year 1978, $10,000,000 for fiscal year 
1979, and $15,000,000 for fiscal year 1980. 

REVIEW OF PROGRAM 

SEc. 507. Within six months after the end of fiscal year 1979, the 
Secretary, acting through the Service and with the assistance of the 
urban Indian organizations which have entered into contracts pursuant 
to this title, shall review the program established under this title and 
submit to the Congress his assessment thereof and recommendations 
for any further legislative efforts he deems necessary to meet the pur­
pose of this title. 

RURAL HEALTH PROJECTS 

SEc. 508. Not to exceed 1 per centum of the amounts authorized by 
section 506 shall be available for not to exceed two pilot projects pro­
viding outreach services to eligible Indians residmg in rural com­
munities near Indian reservations. 

TITLE VI-AMERICAN INDIAN SCHOOL OF MEDICINE; 
FEASIBILITY STUDY 

FEASIBILITY STUDY 

SEc. 601. The Secretary, in consultation with Indian tribes and 
appropriate Indian orgamzations, shall conduct a study to determine 
the need for, and the feasibility of, establishing a school of medicine 
to train Indians to provide health services for Indians. Within one 
year of the date of the enactment of this Act the Secretary shall com­
plete such study and shall report to the Congress findings and recom­
mendations based on such study. 

' 
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TITLE VII-MISCELLANEOUS 

REPORTS 

SEc. 701. The Secretary shall report annually to the President and 
the Congress on progress made in effecting the purposes of this Act. 
Within three months after the end of fiscal year 1979, the Secretary 
shall review expenditures and progress made under this Act and make 
recommendations to the Congress concerning any additional authoriza­
tions for fiscal years 1981 through 1984 for programs authorized under 
this Act which he deems appropriate. In the event the Congress enacts 
legislation authorizing appropriations for programs under this Act 
for fiscal years 1981 through 1984, within tht'Ce months after the end 
of fiscal year 1983, the Secretary shall review programs established or 
assisted pursuant to this Act and shall submit to the Congress his 
assessment 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. 

REGUL4.TIONS 

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 
Act. 

(2) Within eight months from the date of enactment of this Act, 
the Secretary shall publish proposed rules and regulations in the Fed­
eral Register for the purpose 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, That, prior 
to any revision of or amendment to such rules or regulations, the 
Secretary shall, to the extent practicable, consult with appropriate 
national or regional Indian organizations and shall publish any pro­
posed 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. 

PLAN OF IMPLEMENTATION 

SEc. 703. Within two hundred and forty days after enactment of 
this Act, a plan will be prepared by the Secretary and will be sub­
mitted to the Congress. The plan will explain the manner amd schedule 
(including a schedule of appropriation requests), by title and section, 
by which the Secretary will implement the provisions of this Act. 
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LEASES WITH INDIAN TRIBES 

SEC. 704. Notwithstanding any other provision of law, the Secretary 
is authorized, in carrying out the purposes of this Act, to enter into 
leases with Indian tribes for periods not in excess of twenty years. 

A. V AILABILITY OF FUNDS 

SEC. 705. The funds appropriated pursuant to this Act shall remain 
available until expended. 

Speaker of the House of Representatives. 

Vice PriJ8ident of the United States and 
PriJ8ident of the Senate. 
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