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AGENDA 
 

Wednesday, January 28, 2015 (8:00 pm to 5:00 pm)  
Meeting of TSGAC and Technical Workgroup  

 

TSGAC Meeting 8:00 a.m. – 1:30 p.m. 
 
8:00 a.m.  Tribal Caucus 

Facilitated by:  Chief Marilynn (Lynn) Malerba, Mohegan Tribe of Indians of Connecticut 
and Chairwoman, Indian Health Service (IHS) Tribal Self-Governance Advisory 
Committee (TSGAC) 

 
9:00 a.m. Invocation, Roll Call and Introduction of All Participants 
 
9:15 a.m. Opening Remarks  

Chief Marilynn (Lynn) Malerba, Mohegan Tribe of Indians of Connecticut and 
Chairwoman, IHS TSGAC 
Dr. Yvette Roubideaux, Acting Director, Indian Health Service 

 
9:30 a.m. TSGAC Committee Business 

 Approval of Meeting Summary (October 8-9, 2014) 

 Review of TSGAC Packet  

 TSGAC Representative to HHS Budget Consultation (February 26-27, 2015) 
 
9:45 a.m. Office of Tribal Self-Governance Update 

P. Benjamin Smith, Director, Office of Tribal Self-Governance 
 
10:00 a.m. Break 
 
10:15 a.m. Discussion and Update on Budget Issues 

 Follow up on Strategy and Issues from 2014 IHS Budget Summit     
Carolyn Crowder, CEO, Sitnasuak Health Solution and TSGAC Representative  
IHS Representative 

 
10:40 a.m. Contract Support Cost Workgroup Update and Discussion 

Mickey Peercy and Rhonda Butcher, IHS Contract Support Costs Workgroup Members 
 
11:00 a.m. ACA Implementation and Update 

Mim Dixon, Health Care Consultant, Tribal Self-Governance Advisory Committee 
  Doneg McDonough, Consultant, Tribal Self-Governance Advisory Committee 

Cyndi Ferguson, Self-Governance Specialist/Policy Analyst, SENSE Incorporated 

http://www.tribalselfgov.org/
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11:20 a.m. Clinical and Preventive Services Update 

Alec Thundercloud, M.D., Director, Office of Clinical and Preventive Services, Indian Health 
Service 

 
11:40 a.m. Interfacing RPMS with Proprietary Systems and OIT Survey Results 
  CDR Mark Rives, MBA, MSCIS, Acting Director, Chief Information Officer, Office of  

Information Technology, Indian Health Service 
 
12:00 p.m. TSGAC Leadership Executive Session with Dr. Yvette Roubideaux 
  IHS TSGAC Tribal – Federal Technical Workgroup Meeting 
 

Department of Health and Human Services – Indian Health Service 
TSGAC Strategy Session Follow-up 1:30 p.m. – 5:00 p.m. 

Tribal Leadership, Tribal Representatives, and TSGAC and Technical Workgroup Members are 
encouraged to plan to remain throughout the afternoon to finalize the Strategic Plan Priorities. 

 
1:30 p.m. Follow up from 2015 Strategy Session – DHHS-IHS Issues 

 Discuss, Edit and/or Approve Ranking of Policy, Budget and Legislative Priority 
Issues from January 27, 2015 Strategy Session 

 Identify, Discuss and/or Approve  NEW Priority Issues to include in 2015-2017 
National Tribal Self-Governance Strategic Plan  

 
3:00 p.m. Break 
 
3:15 p.m. Continue Review and Discussion from Strategy Session 

 Action Items & Assignments 
 Next Steps and Timelines for Completion of Draft Plan1 
 Identify Partners to Help in Advancing Policy, Budget and Legislative Priorities in the  

2015-2017 National Tribal Self-Governance Strategic Plan 
 
5:00 p.m. Adjourn TSGAC Technical Workgroup Meeting 

                                                   
1
 The DRAFT 2015-2017 National Tribal Self-Governance Strategic Plan will be distributed to ALL Self-Governance 

Tribes and posted to the SGCE Website before finalizing.  The timeline for review and approval will be discussed 
and identified prior to adjournment of this Strategy Session. 



2015 TSGAC Proposed Calendar 

Date Event Location 

January 27-28 1st Quarterly Meeting Washington, DC 

February 3 IHS/DOI Self-Governance Finance Training California 

March 24-25 2nd Quarterly Meeting Washington, DC 

April 26-30 Tribal Self-Governance Annual Consultation 
Conference 

Reno, NV 

July 21-22 3rd Quarterly Meeting Washington, DC 

September 9-10 (Tentative) Tribal Self-Governance Strategy Session Flagstaff, AZ 

October 6-7 4th Quarterly Meeting Washington, DC 
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MEMBERSHIP LIST  
 (January 12, 2015) 

 
 

AREA MEMBER 
(name/title/organization) 

STATUS CONTACT INFORMATION 

Alaska Carolyn Crowder 
CEO, Sitnasuak Health Solution 

Primary 4341 B Street 
Suite 402 
Anchorage, AK 99503  
P: 907-929-7000 ~ F:  907-375-2910 

Email: ccrowder@snc.org 

Jaylene Peterson-Nyren 
Executive Director, Kenaitze 
Indian Tribe 

Alternate 150 N Willow St. 
Kenai, AK 99611 
P:  (9017) 335-7200 
Email:  Jaylene@kenaitze.org  

Albuquerque Clyde Romero Sr.,  Governor 
Pueblo of Taos 

Primary PO Box 1846 
Taos, NM 87571 
P: 575-758-9593 ~ F: 575-758-4604 
Email: romereoc@taospueblo.com 

VACANT 
 
 
 

Alternate  

Bemidji Derek Bailey 
Grand Traverse Band of Ottawa 
and Chippewa Indians 
 

Primary 2605 N. West Bay Shore Drive 
Peshawbestown, MI 49682 
P:  (231) 534-7750 
Email:  derek.bailey@gtbindians.com  

Greg Matson- Vice Chairman 
Oneida Tribe of Wisconsin 

Alternate PO Box 365 
Oneida, WI 54155 
P: (920) 869-4403  
Email: gmatson@oneidanation.org 

Billings John “Chance” Houle, 
Chairman, Rocky Boy Health 
Board  
Chippewa Cree Tribe of the 
Rocky Boy’s Reservation 

Primary RR 1, Box 544 
Box Elder, MT 59521 
P: (406) 395-4478 ~ F: 406.395.4497 

Shelly Fyant, Tribal Council 
Member 
The Confederated Salish and 
Kootenai Tribes of the Flathead 
Nation 

Alternate PO BOX 278 
Pablo, MT 59855 
P: (406) 275-2700 ~ F: (406) 275-2806 
Email:   

California 
 

Ryan Jackson, Council 
Member 
Hoopa Valley Tribe  
 

Primary PO Box 1348 
Hoopa, CA 95546 
Email: cbfdistrict@gmail.com 

Robert Smith, Chairman 
Pala Band of Mission Indians  

Alternate 35961 Pala-Temecula Rd. 
Pala, CA 92059 
P: 760-891-3519 ~ F: 760-891-3584 
Email: rsmith@palatribe.com 

Nashville Marilynn (Lynn) Malerba, Chief 
Mohegan Tribe of Connecticut 
TSGAC Chairwoman 
 

Primary 5 Crow Hill Road 
Uncasville, CT 06382 
P: 860-862-6192 ~ F: 
Email: lmalerba@moheganmail.com  

http://www.tribalselfgov.org/
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Casey Cooper, Chief Executive 
Officer 
Eastern Band of Cherokee 
Indians Hospital 

Alternate 43 John Crowe Hill Rd. 
PO Box 666 
Cherokee, NC 28719 
Email:  Casey.Cooper@cherokeehospital.org  

Navajo Rex Lee Jim, Vice President 
Navajo Nation  

Primary 2000 Tribal Hill Drive 
Window Rock, AZ 86515 
P (928) 871-7000 ~ F: (928) 871-4025 
Email:Vicepresident.rexleejim@navajo-nsn.gov 

Jonathan Hale, Chairperson 
Navajo Nation Council - Office of 
the Speaker  

Alternate PO Box 3390 
Window Rock, AZ 86515 
P: (928) 871-7160 ~ F: (928) 871-7255 
Email:jonzcomet@yahoo.com 
 

Oklahoma John Barrett, Jr., Chairman 
Rhonda Butcher, Director  
Citizen Potawatomi Nation 

Primary 
Proxy 

1601 S. Gordon Cooper Dr. 
Shawnee, OK 74801 
P: 405-275-3121 x 1157 
F:405-275-4658 
Email: rbutcher@potawatomi.org 

George Thurman, Principal 
Chief 
Sac and Fox Nation 
 

Alternate Route 2, Box 47 
Stroud, OK 74079 
P: 918-968-3526 
Email::chief@sacandfoxnation-nsn.gov 

Oklahoma Jefferson Keel, Lt. Governor    
Chickasaw Nation 
 
 

Primary PO Box 1548 
Ada, OK 74821 
P: 580-436-7232 ~ F: 580-436-7209 
Email: lt.gov@chickasaw.net 

Gary Batton, Chief 
Mickey Peercy, Executive 
Director  
Choctaw Nation of Oklahoma 

Alternate 
Proxy 

PO Box 1210 
Durant, OK 74702 
P: 580-924-8280 ~ F: 580-920-3138 
Email: mpeercy@choctawnation.com   

Phoenix Virginia M. Sanchez  
Chairman, Duckwater Shoshone 
Tribe 

Primary PO BOX 140068 
Duckwater, Nevada 89314 
P: 775-863-0227 ~ F:  775-863-0301 
Email:  
v_m_sanchez_duckwatershoshonetribe@hotmail.com  

Lindsey Manning 
Chairman, Shoshone-Paiute 
Tribes of the Duck Valley Indian 
Reservation  

Alternate PO BOX 219 
Owyhee, Nevada 89832 
P:  208-759-3100 ~ F:  208-759-3102 
Email:  manning.lindseyw@shopai.org  

Portland W. Ron Allen, Tribal 
Chairman/CEO 
Jamestown S’Klallam Tribe 
TSGAC Vice-Chairman 

Primary 1033 Old Blyn Highway 
Sequim, WA 98382 
P: 360-681-4621 ~ F: 360-681-4643 
Email: rallen@jamestowntribe.org  

Tyson Johnston, Council 
Member 
Quinault Indian Nation 

Alternate P.O. Box 189 (1214 Aalis Drive) Taholah, WA 98587 
P: 360-276-8211 ~ F: 360-276-4191 
Email: tjohnston@quinault.org 
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TSGAC TECHNICAL WORKGROUP 
AREA MEMBER (name/title/organization) STATUS CONTACT INFORMATION 
Alaska Dave Mather, Ph.D 

Mather & Associates 
Tech Rep 1569 Northfield Rd 

Fairbanks, AK 99709 
P: 907-455-6942 ~ F: 907-455-7391 

Email: mather.david@gmail.com 

Brandon Biddle 
Alaska Native Tribal Health Consortium 
 

Tech Rep 4000 Ambassador Drive 
Anchorage, Alaska 99508 
P: 907-729-4687 

Email: bbiddle@anthc.org  
Albuquerque Shawn Duran Tech Rep P.O. Box 1846 

Taos, N.M. 87571 
Office: 575.758.8626 ext. 115 
Fax:  575.758.8831 
Mobile: 575.741.0208 
Email: SDuran@taospueblo.com 

Bemidji John Mojica 
Mille Lacs Band of Ojibwe 

Tech Rep 43408 Oodena Drive 
Onamia, MN 56359 
P: 320-532-7479 ~ F: 320-532-7505 
Email: john.mojica@millelacsband.com 

Jessica L. Burger 
Tribal Manager 
Little River Band of Ottawa Indians 
 

Tech Rep 375 River Street 
Manistee, MI   49660 
P: 231- 723-8288 Direct: 231-398-6867 
Cell:  231-690-5667 
Email:  jburger@lrboi.com 

California Jody Jeffers 
Chief Financial Officer 
North Fork Rancheria of Mono Indians of 
California 

Tech Rep P.O. Box 929 
North Fork, CA 93643-0929 
P: 559-877-2461 ~ F: 559-877-2467 
Email: jjeffers@nfr-nsn.gov 

D.C.  
(National) 

C. Juliet Pittman 
SENSE Incorporated 

Tech Rep Upshaw Place 
1130 -20

th
 Street, NW; Suite 220 

Washington, DC 20036 
P: 202-628-1151 ~ F: 202-638-4502 
Email: pitt@senseinc.com  

Cyndi Ferguson  
SENSE Incorporated  
 

Tech Rep Upshaw Place 
1130 -20

th
 Street, NW; Suite 220 

Washington, DC 20036 
P: (202) 628-1151 ~ F: (603) 754-7625 
C: (202) 450-0013  
Email: cyndif@senseinc.com 

Mim Dixon Tech Rep 
(Health 
Reform) 

4139 Dietz Farm Circle NW  
Albuquerque, NM 87107  
Phone (505)345-2221  
Fax (505)345-2960 
Email: mimdixon@hotmail.com 

Doneg McDonough 
 

Tech Rep 
(Health 
Reform) 

Phone: 202-486-3343 (cell) 
Fax:  202-499-1384 
Email:  d.mcdonough@yahoo.com 

Nashville Dee Sabattus 
United South and Eastern Tribes  

Tech Rep 711 Stewarts Pike Ferry, Suite 100 
Nashville, TN 37214 
Email: dsabattus@usetinc.org  

http://www.tribalselfgov.org/
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Elizabeth Malerba 
United South and Eastern Tribes 

Tech Rep 400 North Capitol Street, NW 
Suite 585 Washington, DC 20001 
Email:  lmalerba@usetinc.org  

Navajo Carolyn Drouin 
Navajo Nation Washington Office 

 750 First Street NE, Suite 1010 
Washington, D.C. 20002 
P: 202.682.7390 ~ F: 202.682.7391 
E-mail:  cdrouin@nnwo.org 

Oklahoma Mickey Peercy  
Choctaw Nation 

Tech Rep PO Box 1210 
Durant, OK 74702 
P: 580-924-8280 ~ F: 580-920-3138 
Email: mpeercy@choctawnation.com 

 Rhonda Farrimond 
Choctaw Nation 
 

Tech Rep  PO Box 1210 
Durant, OK 74702 
P: 580-924-8280 ~ F: 580-920-3138 
Email: rfarrimond@choctawnation.com  

 Melanie Fourkiller 
Choctaw Nation 
Tribal Technical Co-Chair 

Tech Rep PO Box 1210 
Durant, OK 74702 
P: 580-924-8280 ~ F: 580-920-3138 
C: 918-453-7338 
Email: mfourkiller@choctawnation.com 

 Theodore Scribner 
Chickasaw Nation 

Tech Rep PO Box 1548 
Ada, OK 74821-1548 
P: 580-436-7214 ~ F: 580-310-6461 
Email:theodore.scribner@chickasaw.net 

 Vickie Hanvey 
Cherokee Nation 

Tech Rep PO Box 948 
Tahlequah, OK 74465 
P: 918-456-0671 ~ F: 918-458-6157 
Email: Vickie-Hanvey@cherokee.org 

 Kasie Nichols 
Citizen Potawatomi Nation 
 
 

Tech Rep 1601 S. Gordon Cooper Dr. 
Shawnee, OK 74801 
P: 405.275.3121 ~ F: 405.275.0198 
C: 405-474-9126 
kasie.nichols@potawatomi.org 

Portland Jennifer McLaughlin 
Jamestown S’Klallam Tribe  

Tech Rep 1033 Old Blyn Highway 
Sequim, WA 98382 
P: (360) 681-4612 ~ F: (360) 681-4648 
Email: jmclaughlin@jamestowntribe.org 

Jim Roberts  
Northwest Portland Area Indian Health Board 
 
 
 

Tech Rep 527 SW Hall #300 
Portland, OR 97201 
P: (503) 228-4185 ~ F: (503) 228-8182  
Email: jroberts@npaihb.org  

Eugena R Hobucket 
Quinault Indian Nation 

Tech Rep PO BOX 189 
Taholah  WA  98587 
P: (360) 276-8211 ~ F: (360) 276-8201 
Email: ehobucket@quinault.org 
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FEDERAL TECHS 
AREA MEMBER (name/title) STATUS CONTACT INFORMATION 
HQ Jennifer Cooper 

Deputy Director, OTSG 
(Federal Tech Co-Chair) 
 

OTSG Rep 801 Thompson Ave, Suite 240 
Rockville, MD  20852 
P: 301-443-7821 ~F: 310-443-1050 
Jennifer.Cooper@ihs.gov 

Jeremy Marshall, Policy Analyst, OTSG OTSG Rep 801 Thompson Ave, Suite 240 
Rockville, MD  20852 
P: 301-443-7821 ~F: 310-443-1050 
Jeremy.Marshall@ihs.gov  

Jessica Smith-Kaprosy, Policy Analyst, OTSG OTSG Rep 801 Thompson Ave, Suite 240 
Rockville, MD  20852 
P: 301-443-7821 ~F: 310-443-1050 
Jessica.Smith-Kaprosy@ihs.gov  

Aberdeen Sandy Nelson  (POC) 
Director, Office of Tribal Programs 

Area Rep 115 4th Avenue, SE, Suite 309 
Aberdeen, SD   57401 
P: 605-226-7276 ~F: 605-226-7541 
Sandy.Nelson@ihs.gov 

Albuquerque 
 

RC  Begay 
IHS Agency Lead Negotiator 
 
 

Area Rep 
 

5300 Homestead Rd, NE 
Albuquerque, NM  87110 
P: 505-248-4549 ~F: 505-248-4624 
RC.Begay@ihs.gov  

Alaska 
 

Evangelyn Dotomain  (POC) 
Director, Office of Tribal Programs 
 

Area Rep 
 

141 Ambassador Drive 
Anchorage, AK   99508-5928 
P: 907-729-3677 ~F: 907-729-3678 
Evangelyn.Dotomain@ihs.gov 
 

Bemidji Deanna Dick 
IHS Agency Lead Negotiator 

Fed Tech  Federal BLG, 522 Minnesota Ave, NW 

Bemidji, MN  56601 
P: 218-444-0463 ~F: 218-444-0457 
Deanna.Dick@ihs.gov 

California Travis Coleman 
IHS Agency Lead Negotiator 

Area Rep 650 Capitol Mall, Ste 7-100 
Sacramento, CA  95814 
P: 916-930-3927 ~F: 916-930-3952 
Travis.Coleman@ihs.gov 

Nashville Lindsay King 
IHS Agency Lead Negotiator 

Area Rep 711 Stewarts Ferry Pike 
Nashville, TN  37214-2634 
P: 615- 467-1521 ~F: 615-467-1625 
Lindsay.King@ihs.gov 
 

Navajo Floyd Thompson  
Executive Officer/ IHS  Agency Lead Negotiator 
 

Area Rep Hwy 264 (St. Michael, AZ) 
Window Rock, AZ  86515-9020 
P: 928-871-1444 ~F: 928-871-5819 
Floyd.Thompson@ihs.gov 

Alva Tom  (POC) 
Director,  Indian Self-Determination 

Area Rep Hwy 264 (St. Michael, AZ) 
Window Rock, AZ  86515-9020 
P: 928-871-1444 ~F: 928-871-5819 
Alva.Tom@ihs.gov 

http://www.tribalselfgov.org/
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Oklahoma Max Tahsuda  
Director, Tribal Self-Determination 
IHS Agency Lead Negotiator  
(Acting) IHS Agency Lead Negotiator (Alaska) 

Area Rep 
 

701 Market Drive 

Oklahoma City, OK  73114 
P: 405-951-3761 ~F: 405-951-3868 
Max.Tahsuda@ihs.gov 

Phoenix 
 

Rusty Tahsuda 
IHS Agency Lead Negotiator  
 

Area Rep 2 Renaissance Square, 40 N. 
Central Ave 
Phœnix, AZ  85004 
P: 602-364-5354 ~F: 602-364-5111 
Rusty.Tahsuda@ihs.gov  

Portland Denise Imholt 
IHS Agency Lead Negotiator 

Area Rep 1414 NW Northrup Street, Suite 800 
Portland, OR  97209  
P: 503-414-7792 ~F:503-414-7791 
Denise.Imholt@ihs.gov 

Tucson Robert L. Price  (POC) 
Public Health Advisor 
Office of Tribal Affairs 
 

Area Rep 7900 South J Stock Road 
Tucson, AZ  85746 
P: 520-295-2403 ~F:520-295-2540 
Robert.Price@ihs.gov 

 

OTHER RESOURCES 
MEMBER (name/title) ORGANIZATION CONTACT INFORMATION 

Laura Bird 
Policy Analyst 
 

National Congress of American 
Indians 

1516 P ST NW 
Washington, DC 
Email:  Lbird@ncai.org  

Caitrin Shuy 
Director of Congressional Relations  

National Indian Health Board P: 202-507-4085 
Email:  cshuy@nihb.org  
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INDIAN HEALTH SERVICE TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE  

AND TECHNICAL WORKGROUP QUARTERLY MEETING  
Wednesday, October 8, 2014 (2:00 pm to 6:00 pm)  

Thursday, October 9, 2014 (8:30 am to 3:30 pm) 
 

Four Points Sheraton Washington Downtown 
1201 K Street, NW 

Washington, DC 20005 
Phone:  (202) 289-7600 

 
MINUTES 

 

Wednesday, October 8, 2014 (2:00 pm to 6:00 pm)  
Meeting of TSGAC and Technical Workgroup  

 
Meeting called to order at 2:05 
 
Roll Call 

 
Alaska  Jaylene Peterson-Nyren, Kenaitze Indian Tribe 
 
Oklahoma  Mickey Peercy, Choctaw Nation 
   Kasie Nichols, Citizen Potawatomi Nation 
 
Phoenix  Virginia Sanchez, Duckwater Shoshone Tribe 
 
California  Danielle Vigil-Matson, Hoopa Valley Tribe 
   Bradley Marshal, Hoopa Valley Tribe 
 
Bemidji  Derek Bailey, Grand Traverse Band of Ottawa and Chippewa Indians 
 
Albuquerque Clyde Romero Sr., Pueblo of Taos 
   Shawn Duran, Pueblo of Taos 
 
Navajo  Carolyn Drouin, Navajo Nation 
 
Nashville  Tobias Vanderhoop, Wampanoag Tribe of Gay Head (Aquinnah) 
   Marilynn Malerba, Mohegan Tribe 
   Steve Craddick, Wampanoag Tribe of Gay Head (Aquinnah) 
 
Portland  W. Ron Allen, Jamestown S’Klallam Tribe 

 
Opening Remarks  
Chief Marilynn (Lynn) Malerba, Mohegan Tribe of Indians of Connecticut and Chairwoman, IHS TSGAC 
provided opening remarks and welcomed everyone to the TSGAC quarterly meeting. 
 
TSGAC Committee Business 

 Approval of Meeting Summary (July 30-31, 2014) 
MOTION 
Choctaw Nation made a motion to approve the July meeting minutes. 

http://www.tribalselfgov.org/
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Wampanoag Tribe of Gay Head (Aquinnah) seconded. 
The minutes were approved with spelling corrections. 
 

 NIH TCAC Nominations 
MOTION 
Choctaw Nation made a motion to nominate Bradley Marshall, Hoopa Valley Tribe 
Councilman, as the TSGAC representative to the NIH TCAC. 
Hoopa Valley seconded the motion. 
The motion was approved without objections. 
 

 Approval of TSGAC Nominations 
MOTION 
Choctaw Nation made a motion to approve Virginia M. Sanchez, Chairman, Duckwater 
Shoshone Tribe and Lindsey Manning, Chairman, Shoshone-Paiute Tribes of the Duck 
Valley Indian Reservation as the primary and alternate, respectively, Phoenix 
representatives. 
Pueblo of Taos seconded. 
Motion was approved without objection. 

 
Office of Tribal Self-Governance Update 
P. Benjamin Smith, Director, Office of Tribal Self-Governance 

 The Director of the Office of Tribal Self-Governance reported that OTSG received many applications 
for cooperative agreement and planning grants this year.  The Tribes were awarded late last week 
after an objective review committee completed its review of the applications. 

 Requests to negotiate are increasing and as a result OTG is making some changes to cope with the 
increase in requests.  

 Tribes receive notification of any change to the Area Lead Negotiators from their areas.   

 OTSG and SGCE are working together to provide regional trainings for 2015. 
o Together, they are proposing in-person training as described: 

 February 2015 – Self-Governance Finance Training in the California Area 
 May 2015 – Self-Governance 101 Training in the Great Plains Area 
 August 2015 – Self-Governance Finance Training in the Nashville Area 

 TSGAC also requested that SGCE put together electronic trainings for Self-Governance Tribes. 
o SGCE agreed to provide electronic training and requested that Tribes send any specific 

questions or ideas for trainings to the Terra Branson. 
 
Discussion and Update on Budget Issues     
Dr. Yvette Roubideaux, Acting Director, IHS 

 Third Party Collections Data Request  
o IHS shared TSGAC’s concerns with the Office of Management and Budget (OMB). 
o OMB is still requesting that information be provided so that the President has a fuller picture of 

the additional collections.  However, they do understand clearly that the collections cannot be 
used to offset appropriations. 

o The Acting Director requested talking points to assist her in advocating that this is not 
appropriate data collection, but may help make a larger case for the IHS as a whole. 

o Collections numbers, while not final, are looking good, equal or exceed collections from last year, 
can report for sure that we have exceeded last year’s collections with 48million over projections 
unofficially. 

o Definitely differences by area will have ability to look at it 2 states where collections are way up 
due to expansion of Medicaid 

 Status of FY 2016 Budget Formulation 
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o The formulation process is finally calming down. 
o Able to resolve negotiations and still need long term solutions 

FY-15 funding is available is 19.73% minus.055% reduction. Ufms scheduled and should make 
all payments by end of the month. Nothing in continuing resolution has affected budget as of yet. 
HHS doubts it will get done in December.  

o Funding of csc increased contracting and interest in sg. Discussions of recommendations 
o FY-16: productive conversations with OMB but can’t discuss details. 
o Turned over Tribal recommendation’s 
o FY-17: have just started discussions now letting propose amount hopefully will be done this 

week encourage area groups to send in recommendations, because it is well received may not 
be completed with this president. 

o Helps if priorities can be established by doing it gives input to make better decision 

 Budget Summit Update and TSGAC Recommendations 
 
ACA Implementation and Update 
Mim Dixon, Health Care Consultant, Tribal Self-Governance Advisory Committee 
Doneg McDonough, Consultant, Tribal Self-Governance Advisory Committee 
Cyndi Ferguson, Self-Governance Specialist/Policy Analyst, SENSE Incorporated 

 Discussion on AI/AN enrollment in Marketplace plans   
o The numbers are still a little low and only reported on people who paid their own 

premiums 

 Shared Responsibility Guidance – Exemption for Individuals Eligible for Services through an Indian 
Health Care Provider (Overview of Forms and Instructions) 

o We won the exemption request from IHS 
o We must ask people to complete their tax or all the work will be naught. 

 ACA Training Update  
o A report was prepared for your review of the activities over the last fiscal year. 
o They are looking for assistance  

 Meaningful Use 
o Electronic health records rule came out with flexibility to allow providers to catch up with 

the regulations 
o However in 2015 everyone will have to abide 
o NIHB will continue to run the regional HITECH center for tribes 

 
Tribal Self-Governance Strategy Session Preparation  

  
Discussion of Issues in Preparation for Meeting with Dr. Roubideaux 
 
Adjourn for the Day  

 
Thursday, October 9, 2014 (8:30 am – 1:30 pm) 

Meeting of TSGAC and Technical Workgroup with Dr. Yvette Roubideaux, Director, IHS 
 

 
Welcome 
Invocation 
Roll Call 
Alaska – Jaylene 
Nashville – Marilynn Malerba, Tobias Vanderhoop, Steve Craddick 
Oklahoma – Mickey, Kasie Nichols 
Portland – W. Ron Allen 



IHS TSGAC & Technical Workgroup Quarterly Meeting Page 4 
October 8-9, 2014 – MINUTES 
 

 

 

 

Phoenix – Virginia Sanchez 
California – Glenna Moore, Brad Marshall 
Southwest – Shawn Duran, Clyde Romero Sr. 
Navajo – Carolyn Drouin 
 
Introductions – All Participants & Invited Guests 

 
Opening Remarks 
Chief Marilynn (Lynn) Malerba, Mohegan Tribe of Indians of Connecticut and Chairwoman, IHS TSGAC 
Dr. Yvette Roubideaux, Acting Director, Indian Health Service 
 
Joint TSGAC and IHS Director Discussion 
 
Contract Support Cost Workgroup Update and Discussion 

 TSGAC sent a letter in August with our recommendations and  

 Tribes have expressed clearly they do not want to seek changes to ISDEAA 

 There are policies that need to change to help mitigate the late arrivals of Tribes 

 There is nothing in the policy or statue that allows you to get CSC retroactively. 

 Because the budget process is so far in advance we really do need to set deadlines to help alleviate 
IHS budget issues 

 
Consistency to the Negotiation of Past and Future Claims 

 Claim requests are increasing 

 A fair and consistent process is a priority for the agency and IHS Director does have a checks 
and balance system  

 Hoopa requested methodology of the settlement number, but was told that there was no 
responsibility to share that information with them 

 Request that Tribes are not simple contractors and that the claims settlement should be a 
negotiations. 

 The litigation process is different because each side is working to protect their litigation position. 

 There is still some inconsistency between regions to negotiation funding agreements and 
comments. 

 There is a natural tension between a desire for consistent negotiation practices and the desire for 
Tribes to be treated uniquely and individually. 

 
RPMS 

 At the very least we want IHS to collect information about who is and is not using RPMS. 

 And identify possible challenges and obstacles? 

 Are there long term solutions? 

 It may be that the data can help us track health outcomes. 

 RPMS will be a part of the HIX and  
o It is able to communicated data between 3rd party system  

 MU has devastated the IT development budget. 

 MU stage 3 does not current have a budget. 

 Because they are using all the dollars to meet MU there was not possible to provide any 
upgrades to RPMS as they normally would have done. 

 The frustration with the RPMS is similar to private sector frustrations 

 RPMS is not perfect and they haven’t updated because they do not have enough resources 

 There will be a letter to Tribes on consultation about RPMS 

 New Acting Director Commander Mark Reeves of the Office of Information Technology 

 IT office should tell us where people are and what their recommendations are. 
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 What is the future of RPMS?  Will young IT people be willing to continue to work in this system?? 

 ISAC has done some of this work. 

 The question might be whether to continue to centralize IT infrastructure. 

 
What can we do under the last two years? 

 Definition of Indian – looking for administrative solution 
o This will be very tough given the environment and law suit against the president 

 MLR  
o The agency is considering an administrative option…however it is in clearance 
o There was creative thought about how to compel providers to pay the rate 
o A regulation could be coming soon 

 Advanced Appropriations 
o AA is officially under review by the department 
o Did discuss this with Portland Area Tribes 
o Burwell thinks this is very heavy/hard lift given the budget climate 
o She’s willing to work with Tribes to find other solutions in the meantime to give more 

predictability about beginning of the year funding. 

 SDPI 
o Permanent reauthorization has been introduced in the Senate 
o Tribes are concerned that if it passes then programs who did not apply for the grant in 

1997 will not be eligible ever 
o Director has requested TLDC to conduct consultation 
o Should there be new data. 
o TLDC did recommend that they update the data 

 Title VI Expansion 
o It’s disappointing to Tribes that the department is passing the buck and finding ways to 

avoid expanding self-governance despite the GAO report. 
o Secretary Burwell needs to know that the work for six years is being lost by allowing op 

divs to take over the opportunity for expansion and change 
o There was a letter to Self-Governance about the work being passed down to the op divs 
o Perhaps SG Tribes should meet with the Secretary 
o IHS Director promised to try and meet with the Secretary to discuss the issue to elevate to 

her attention. 
o Is there a better idea for the next steps? 
o Dr. Y recommends that we do not wait for HHS to take action…is there some strategy to 

trying to meet with a few op divs or convene people to take action. 
 Excuses can be made when there’s silence. 

o Need to engage op div heads 
 Mark Greenberg – ACF  
 Pam Hyde – SAMHSA  
 Kathy Greenlee – ACL  

 Formal letter and invitation at Reno, NV April 26-30, 2015 

 Ben and Chris will work together 
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Technical Workgroup  

Assignment Matrix – October 2014 Quarterly Meeting 
Updated:  January 12, 2015 

 
Technical Workgroup Co-Chairs: 
Melanie Fourkiller, Tribal Co-Chair 
Jennifer Cooper, Federal Co-Chair 

 Assignment Person(s) 
Responsible 

Date Task 
Originated 

Status 

1. All correspondence with Secretary:  
discuss impact, relationships, and 
teamwork (refer to TSGAC summary 
7/30/14).  If the TSGAC specifically 
desires a response from the Sec’y, the 
letter should state so. 

All July 31, 2014 FYI for reference when 
drafting correspondence to 
HHS Secretary. 

2. Continue to gather data from all Areas 
about impact of CR/shutdown.  Specific 
programmatic impact, such as layoffs, 
closed programs, PRC, bad patient 
outcomes, etc.  Reach out to the Health 
Directors in each Area. 

Terra Branson July 31, 2014 E-mail sent to SG Tribes 
8/14/14 – Review for any 
future steps. 

3. Organizational Protocols Review  TSGAC Co-Chairs 
Technical 
Workgroup Chairs 

January 23, 2014 Completed. Approved by 
TSGAC on July 30, 2014 

4. Draft a cover letter from the TSGAC to 
transmit the approved Organizational 
Protocols to the IHS Director – Melanie 

Melanie Fourkiller July 31, 2014 Completed 

5. Develop and include in IHS Self-
Governance Policy protocols for self-
governance negotiations, including but not 
limited to expectations for information and 
document sharing and protocol for proper 
communication with Tribal leadership.  
Review with TSGAC. (see April 10, 1997 
letter to TSGAC from previous IHS 
Director).   

1997 IHS Director 
Letter

 
 
[SG Negotiations issue –  whether  IHS 
ALNs should accept provisions (at Tribal 
option) that have been previously 
negotiated in other Compacts/FAs, to the 
extent applicable to that Tribe.] 

Ben Smith July 10, 2013 In progress.  Include on 
future TSGAC agenda. 

6. TSGAC letter to Dr. Elaine Buckberg 
(IRS):  thank you for attending TSGAC 
meeting, looking forward to resolution of 
our issue (delegation of exemption 
processing), offer any additional 
information needed.  

Jennifer McLaughlin July 31, 2014 Completed – included Thank 
You for positive resolution of 
the exemption processing. 

7. Set up meeting with OMB (Julian Harris) 
through Reina Thiele, White House, re:  
Tribal 3

rd
 party data being requested and 

effects of CRs (alternatives to Advanced 
Appropriations).   

W. Ron Allen 
Jennifer McLaughlin 

July 31, 2014  

8. Appropriations “Think Tank”  -- Develop 
ideas/options for: (1) Potential solutions to 

Carolyn Crowder 
(Lead)  

July 31, 2014 Ongoing – Submitted Long-
Term CSC recommendations 

IHS TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE 
c/o Self-Governance Communication and Education  

P.O. Box 1734, McAlester, OK 74501 

Telephone (918) 302-0252 ~ Facsimile (918) 423-7639  ~ Website: www.tribalselfgov.org  

http://www.tribalselfgov.org/
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CRs (alternatives to Advanced 
Appropriations, such as an entire year CR 
with a “true up”, etc; and (2) Long term ‘fix’ 
for Contract Support Cost appropriations 
(alternatives to Mandatory Appropriations). 

Brandon Biddle 
Caitrin Shuy 
Liz Malerba 
Lloyd Miller  

on August 28, 2014; 
Requested an “anomaly” 
from OMB for CSC funding 
on September 5, 2014; held 
Budget Summit on Oct 13-
14, 2014.  Need to plan next 
steps. 

9. Joint TSGAC/Budget Formulation 
Workgroup letter to HHS Secretary 
Burwell -- invite to Budget Summit as 
keynote speaker. 
 

Terra Branson July 31, 2014 Completed 

10. TSGAC letter to HHS Secretary Burwell 
requesting response to our Self-
Governance priorities letter sent previously 
on 7/7/14.   

Mim Dixon 
Geoff Strommer 

July 31, 2014 Completed 

11. Contract Support Cost:  
 
1)CSC Workgroup Meeting  
 
 
2) TSGAC CSC letter to IHS Director 
Roubideaux with long term and short term 
solutions.  (following CSC Workgroup 
Meeting) 
 
 
3) Initiate conversation with leadership of 
all four Committees/Workgroups about 
having a conference call together to 
collaborate on CSC solutions.   
 

 
 
1) August 18-19, 

2014 CSCWG 
 
2) Melanie 

Fourkiller  
        Jerry Folsom 
 
 
3) Ben Smith 

 
 
 
 
 
July 31, 2014 
 
 
 
 
July 31, 2014 

Completed 

12. Review HRSA 340b drug regulations and 
send letter to Dr. Wakefield – request tribal 
consultation and copy of proposed rules. 

Doneg McDonough July 31, 2014 Completed.  HRSA also 
reported that the regulation 
release was suspended until 
ongoing litigation was 
resolved. 

13. TSGAC letter to IHS Director regarding VA 
patients and I/T/Us.  Specifically, since 
passage of the Veterans Choice program, 
reopening discussions with Tribal 
participation about I/T/U capacity, PRC, 
urban program , etc.   

Kasie Nichols July 31, 2014 Completed. 

14. Develop DRAFT HHS guidance that might 
be considered by the STAC and HHS 
Secretary on Federal Advisory Committee 
Act (FACA) to be applied consistently to 
each Tribal Advisory Committee. Q&As to 
be developed first.  

Jody Jeffers April 24, 2014 Completed.  Report 
presented at October  
TSGAC meeting. 

15. Develop a Tribally-driven protocol for 
applying the FACA exemption for 
Workgroups and Tribal Advisory 
Committees (TACs).   

Jody Jeffers 
Melanie Fourkiller 
NCAI 

October 9, 2014 Workgroup Submitted 
Update 

16. SGCE letter to Congress to advocate for 
reauthorization of Special Diabetes 
Program for Indians. 

Terra Branson TBD Hold until fall when it is 
known who the legislative 
champions will be. 

17. Collect success stories of people who 
have enrolled in the marketplace. 

Cyndi Ferguson 
Mim Dixon 
Doneg McDonough 

July 31, 2014 Completed. 

18. Provide orientation to the new members of 
TSGAC and Technical Workgroup.     

TSGAC Co-Chairs 
Jennifer Cooper 
Melanie Fourkiller 

July 31, 2014  

19. Send communication to TSGAC Members 
asking them to verify the assigned two (2) 
members to the TSGAC Technical 
Workgroup for reimbursement purposes 
(all are welcome to participate and remain 
included on communications, however).  

Terra Branson July 31, 2014 In progress 

20. Meeting Summary for July 30-31, 2014 Terra Branson July 31, 2014 Completed. 
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TSGAC Quarterly meeting.  

21. TSGAC letter to NIH TAC Nomination for 
Bradley Marshall, Hoopa Valley Tribe to 
serve as the TSGAC At Large nomination.   

Terra Branson October 9, 2014 Completed. 

22. Develop talking points for IHS to discuss 
removing the Tribal Third Party collections 
data from the budget justification – for 
OMB. 
 

Shawn Duran October 9, 2014  

23. TSGAC letter to the Director on CSC 
Settlement negotiations.  (consistency and 
information sharing to facilitate 
negotiations, and respect for the 
government-to-government process) 

Clint Hastings 
Jeremy Marshall 
Jessica Kaprosy 

October 9, 2014 Completed 

24. TSGAC letter to IHS OIT requesting a 
survey and data on use and trends of 
Tribal use of RPMS.  Request the 
information be shared with TSGAC, ISAC 
and any other interested parties.  Include 
language about ISAC Charter not 
including representation from all Areas. 

Kasie Nichols 
(Carolyn Crowder) 

October 9, 2014 Completed 

25. TSGAC letter to (Secretary or  IHS 
Director) recommending that the ACA cost 
sharing reductions be extended to the 
“IHS eligible Indians”. 

Mim Dixon October 9, 2014 Completed 

26. Organize a TSGAC conference call to 
develop recommendations on SDPI for the 
IHS Director. 

Terra Branson October 9, 2014  

27. 1) TSGAC letter to the HHS 
Secretary re:  Self-Governance 
expansion, outlining pros and 
cons of an “enhanced grant” vs 
Self-Governance mechanism for 
the proposed programs and 
requesting next steps. 
 

2) TSGAC letter to the HHS 
Secretary requesting meeting on 
this topic for TSGAC Co-Chairs. 

 

Jody Jeffers 
Juliet Pittman 

October 9, 2014  

28. Organize conference call to develop 
funding options for Tribes during a CR, 
until Advanced Appropriations can be 
enacted for IHS. 

Terra Branson October 9, 2014  

29. TSGAC letter to follow up regarding 
Medicare Like Rates – administrative 
option, asking for further discussion and 
consultation. 

Mim Dixon October 9, 2014 Completed  

30. TSGAC letter to HHS Secretary of invite to 
the Annual Self-Governance Consultation 
Conference (copy to IHS Director). 

Terra Branson October 9, 2014 Completed 

31. TSGAC letters of thanks to the Secretaries 
of HHS Treasury for the work of Dr. 
Buckberg and Jonathan Damm in 
resolving the processing of exemptions for 
IHS eligible persons under the ACA. 

Cyndi Ferguson October 9, 2014 Completed. 

32. Develop new white paper on Medicare 
Like Rates for Strategy Session. 

Doneg McDonough October 9, 2014  

33. TSGAC letter to the IHS Director 
communicating concerns about 
deployment of Commissioned Corps 
officers to assist in the outbreak of Ebola 
in West Africa. 

Mim Dixon October 9, 2014 Completed. 

34. Meeting Summary for October 8-9 
Quarterly TSGAC Meeting 

SGCE October 9, 2014 Completed 
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Summary of IHS Tribal Self-Governance Advisory Committee (TSGAC) Correspondence 
Year:  2014 

Updated:  December 22, 2014  

Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
1 12/22/14 DHHS/CMS- 

Regulations.gov 
 

Comments on CMS-9944-
P;Notice of Benefits and 
Payment Parameters for 
2016 

  

2 12/19/14 Ms. Marilyn 
Tavenner,Administrator,
CMS 

TSGAC-TTAG letter of 
Request for Information on 
Contract  Offers made by 
Issuers of Qualified Health 
Plans 

Continued support and additional 
information for guidance on these 
contract offers on QHP 

 

3 12/2/14 IHS Director,Dr. Y. 
Roubideaux 

Consistency and Information 
Sharing to Facilitate 
Contract Support Costs 
Negotiations 

Continued support  and resolving all 
CSC claims in the past year 

 

4 11/24/14 Mark Rives ,MBA, 
MSCIS, Acting Director, 
OIT/IHS 

Tribal Use of Resource and 
patient Management System 
and Invitation to TSGAC 
Quarterly Meeting in 
January 2015 

Continued support to improve 
healthcare services provided to 
AI/AN Patients 

 

5 11/19/14 Jacob Lew,Secretary of 
the Treasury 

Request for Tribal 
Consultation Regarding 
Implementation of Tribal 
General Welfare Exclusion 
Act 

Needs government-to-government 
Consultation as soon as possible 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
6 11/10/14 IHS Director,Dr. Y. 

Roubideaux 
Tribal Consultation on 
Medicare-like Rates (MLR) 
Regulations and/or 
Guidance 

Request Tribal Consultation on MLR 
before the IHS or CMS publish any 
notices of proposed rule-making or 
any guidance on this topic.  

 

7 11/7/14 CMS, Director, Ms Kitty 
Marx  

Reappointment of Primary & 
Alternate Representative to 
serve on CMS Tribal 
Technical Advisory 
Committee 

Appreciate collective work of the 
TTAG provide advice and input to 
the CMS 

 

8 10/31/14 ORAP, Director, 
Mr. Carl Harper 

Transmittal of Final Report 
for Self-Governance 
National Indian Health 
Outreach and Education & 
Evaluation of SG Health 
Reform Training and 
Technical Assistance Plan 

Continued support and collaboration  

9 10/3114 OTSG, Director, 
Mr. P. Benjamin Smith 

Transmittal of Final Report 
for Self-Governance 
National Indian Health 
Outreach and Education & 
Evaluation of SG Health 
Reform Training and 
Technical Assistance Plan  

Continued support and collaboration  

10 10/3114 IHS Director,Dr. Y. 
Roubideaux 

Transmittal of Final Report 
for Self-Governance 
National Indian Health 
Outreach and Education & 
Evaluation of SG Health 
Reform Training and 
Technical Assistance Plan  

Continued support and collaboration  
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
11 10/30/14 IHS Director,Dr. Y. 

Roubideaux 
Revised TSGAC 
Organizational Protocols 

Continued support and collaboration  

12 10/17/14 Kathy Etz, Ph.D. Senior 
Advisor Tribal Affairs to 
NIH, DHHS 

National At-Large 
Representative Nominations 
to the NIH Tribal 
Consultation Advisory 
Committee 

Recommend and support 
Councilman Marshall’s nomination 
to the NIH TCAC 

 

13 10/17/14 IHS Director,Dr. Y. 
Roubideaux 

Deployment and use of IHS 
Resources for Ebola 

Expect US to honor its trust 
responsibilities and obligations and 
consider our concerns and 
recommendations 

 

14 10/16/14 Sylvia  Burwell,Secretary 
DHHS and Jacob 
Lew,Secretary 
DoTreasury 

Appreciation for Recent 
Announcement on 
Exemption from Tax Penalty 
for American Indian/Alaska 
Natives  

Continued partnership to improve 
health and welfare for Tribal citizens 

 

15 9/19/14 Dr. Elaine Buckberg,DAS 
for Policy, Dept of 
Treasury 

Announcement Regarding 
Applying for Exemption 
through Tax Filing 

Continued collaboration to improve 
health and welfare of all tribal 
members 

 

16 9/5/14 Shaun Donovan, Director 
OMB/EOP 

Indian Health Service 
Contract Support Costs 
Anomaly Request for 2015 
Appropriations Legislation 

Continued collaboration to address 
CSC issues and fully funded in the 
appropriations process 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
17 8/28/14 IHS Director,Dr. Y. 

Roubideaux 
Long Term Solutions for 
Contract Support Cost 
Funding 

Continue to collaborate on any new 
policies and procedures that 
facilitate negotiation and 
development for CSC payments and 
reconciliation 

 

18 8/28/14 Sylvia Burwell, Secretary 
DHHS 

IHS Tribal Self-Governance 
Advisory Committee 
Priorities and Strategic Plan 

Prepared to meet and discuss 
issues and recommendations at 
your convenience 

Response received 12/8/14 from Sylvia Burwell, DHHS  
re: HHS supports efforts to increase AI/AN enrollment 
in Medicaid, CHIP and the Marketplace.re;CSC 
continue to make progress on resolving claims 

19 8/25/14 Mary Wakefield, Ph.D. 
RN ,Administrator 
Health Resources & 
Services Administration, 
DHHS 

Request for Tribal 
Consultation on 340B Drug 
Pricing Program 

Considered attending Tribal 
Consultation on this matter 

 

20 8/15/14 Dr. Caroyln Clancy, 
Interim Under Secretary 
Health-Veterans Affairs 
 
IHS Director, Dr. 
Y.Roubideaux 

Request for VA and IHS to 
Revisit the VA-IHS 
Reimbursement Agreement 

Considered attending TSGAC 
Quarterly meeting during Oct 8-9 
and discuss recommendations in 
greater details. 

 

21 7/24/14 IHS Director,Dr. Y. 
Roubideaux 

Request for Additional 
Information at TSGAC July  
Quarterly Meeting 

Considered request and prepare to 
discuss in further details at the 
meeting on July 31, 2014 

 

22 7/7/14 The Honorable Secretary 
Sylvia Burwell, DHHS 

IHS Tribal Self-Governance 
Advisory Committee 
Priorities and Strategic Plan 

Continued collaboration and 
partnership with HHS to strengthen 
and advance health and welfare for 
AI/AN people 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
23 6/24/14 IHS Director,Dr. Y. 

Roubideaux 
Indian Health Service 
Contract Support Cost FY 
2014 Workplan 

On-going productive discussion on 
agreeing with CSC plan now and in 
the future 

 

24 6/9/14 Committee Members on 
Appropriations the 
Honorable Harold 
Rogers and Nita Lowey. 
Chair and Ranking 
Member of Interior 
Subcommittee 
Honorable Ken Calvert 
and Jim Moran 

Appropriations Increases 
Requested in FY 2015 
Interior Appropriations Bill 
for BIA and IHS 

Consider restoring sequestered 
funds to Tribal programs promised 
made when treaties between 
nations were signed 

 

25 6/3/14 IHS Director,Dr. Y. 
Roubideaux 

Briefing Paper- Tribal 
Priorities to Improve 
Enrollment in the 
Marketplace Plans 

On-going collaboration and support 
on these activities 

 

26 5/27/14 IHS Director,Dr. 
Y.Roubideaux 

Recommendations on 
FY2015 Scope of Work- Self 
Governance Affordable Care 
Act Outreach Activities 

On-going collaboration and 
cooperation on these activities 

 

27 5/23/14 DHHS Secretary, The 
Honorable Kathleen 
Sebelius 

Delaying Meaningful Use 
Electronic Health Record 
Program-Stage 3 

Consider our concerns and 
implement administrative measures 
extend deadlines imposed by ONC  

Response received 9/12/14 from Marilynn Tavenner, 
CMS re: HER Incentive Programs, CMS updated the 
hardship exception application to add another option 
for extreme circumstances 

28 5/20/14 Mandy Cohen Request for Action on 
Outstanding Issues for 
AI/AN under ACA  

Reconsider recommendations, 
consult with TSGAC, TTAG and SG 
Tribes to address current 
deficiencies in enrollment  

Response received 6/13/14 from Mandy Cohen, MD 
MPH, letter sent by TSGAC dated  5/20/2014 re request 
for action on issues for AI/AN under ACA 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
29 5/20/14 DHHS Secretary, The 

Honorable Kathleen 
Sebelius 

Request for Action on 
Outstanding Issues for 
AI/AN under ACA  

Appeal to reconsider an 
administrative fix for definition of 
Indian under ACA 

 

30 4/30/14 IHS Director,Dr. 
Y.Roubideaux 

Transmittal of Mid-Year 
Report for “Self-Governance 
National Indian Health 
Outreach and Education” 

On-going support and excellent 
cooperation and collaboration 

 

31 4/30/14 OTSG Director, P. 
Benjamin Smith 

Transmittal of Mid-Year 
Report for “Self-Governance 
National Indian Health 
Outreach and Education” 

On-going support and excellent 
cooperation and collaboration 

 

32 4/30/14 ORAP Director, Carl 
Harper 

Transmittal of Mid-Year 
Report for “Self-Governance 
National Indian Health 
Outreach and Education” 

On-going support and excellent 
cooperation and collaboration 

 

33 4/28/14 DHHS Secretary, The 
Honorable Kathleen 
Sebelius 

Appreciation, Regrets and 
Farewell and Re-Invite to 
SGCE Consultation 
Conference May 4-8, 2014 

Reconsider SGCE invitation to 
attend Consultation Conference 
during May 4-8, 2014 

 

34 4/15/14 IHS Director, Dr. 
Y.Roubideaux 

Response  Ltr Interpreting 
Section 402 of the Indian 
Health Care Improvement 
Act 

On-Going discussions and provide 
comments 

 

35 

 

3/31/14 CMS-DHHS 
Attn: CMS Desk Officer 

CMS-3178-P; Comment on 
Proposed Emergency 
Preparedness Rule 

On-Going collaboration  and 
recommendations provided 

 



Summary of IHS Tribal Self-Governance Advisory Committee (TSGAC) Correspondence – 2014 
 

Page 7 – Updated  December 22, 2014 
  

Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
36 3/26/14 Chief Lynn Malerba, 

Mohegan Tribe 
Thank you letter regarding 
process submitting 
application for exemption 
from tax penalty  

On-Going collaboration and provide 
comments 

Response received 3/26/14 from the Honorable 
Kathleen Sebelius to letter sent by TSGAC dated  
12/18/2013 re Additional Comments on Exemption on 
Tax Penalty 

37 3/14/14 IHS Director, Dr. 
Y.Roubideaux 

Response and 
recommendations  to 
December 20, 2013, DTLL 
Letter on Special Diabetes 
Program for Indians (SDPI) 

Recommended TLDC conduct 
evaluation of Data Infrastructure and 
Reprogram the CDC Native 
Diabetes Wellness Program Set-
Aside to the SDPI 

 

38 

 

2/25/14 CCIIO/CMS/DHHS Comments on Draft 2015 
CCIIO letter to issuers in the 
Federally-facilitated 
Marketplaces 

On-Going collaboration and further 
discussions  and recommendations 

 

39 

 

2/7/14 Chief Lynn Malerba 
Mohegan Tribe 

Thank You Letter regarding 
suggestions for new 
tribal/federal workgroup 
within the HHS  

On-Going Collaboration and further 
discussions and recommendations 

Response and Final Report on DHHS/SGTFW 
Received from the Honorable Kathleen Sebelius  on 
2/7/14: Suggestions for New Tribal/Federal Workgroup 
identifying technical and/or legislative issues related 
to tribally-proposed legislation for SG Expansion and 
other tribal and federal concerns 

40 2/7/14 IHS Director, Dr.Y. 
Roubideaux 

Follow Up to TSGAC Call 
February 6, 2014-FY 2014 
Consolidated Appropriations 
Act 

Continued input and discussions re 
CSC issues, healthcare disparities 
and other challenges with Tribal 
Programs 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
41 2/4/14 

 

DOI/BIA Assistant 
Secretary, Kevin 
Washburn 

Operating Plans- FY 2014 
Consolidated Appropriations 
Act 

Continued partnership and collective 
consult  and coordination in the 
process  with Tribal Programs 

Response received 4/21/14 from Thomas 
Thompson,DAS-IA  re: full funding for CSC, FY 15 
budget request included and increase that provide full 
funding for CCS and program implementation and 
allows tribes deliver services effectively. 

42 2/4/14 

 

IHS Director, Dr.Y. 
Roubideaux  

Operating Plans- FY 2014 
Consolidated Appropriations 
Act 

Continued partnership and collective 
consult  with tribal programs 

 

43 1/31/14 

 

IHS Director, Dr.Y. 
Roubideaux 

December 6,2013 DTLL on 
Expanding the Medicare-
Like-Rate Cap to Non-
Hospital Services 

On-Going collaboration and further 
discussions  and recommendations 

 

44 1/29/14 DOT, Office of Economic 
Policy, Dr.Elaine 
Buckberg 

Follow-up from January 
22,2014 IHS/TSGAC  
Quarterly Meeting 

On-Going collaboration and 
participation in work groups 
establish to fashion approach 
implementing exemption 

 

45 1/22/14 CMS/DHHS Attn: CMS-
3288-N 

Comments on CMS-2380-
PN; Basic Health Program 
Proposed Federal Funding 
Methodology for 2015 

Recommend CMS modify proposed 
funding formula in determine 
amount of federal payment to states 
for AI/AN enrollees 

 

46 1/22/14  IHS Director, Dr.Y. 
Roubideaux 

Immediate Tribal 
Consultation Needed on 
Contract Support Cost 
Funding 

On-Going collaboration to address 
immediate and ongoing challenges 
related to CSC funding 

 

47 1/22/14  DOI/BIA Assistant 
Secretary, Kevin 
Washburn 

Immediate Tribal 
Consultation Needed on 
Contract Support Cost 
Funding 

On-Going collaboration to address 
immediate and ongoing challenges 
related to CSC funding 
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Ref. 
# 

Date Sent/ 
Received Addressed To Topic/Issue Action(s) Needed 

 
Response Received 

 
48 1/10/14 The Honorable Arlan 

Melendez: Reno-Sparks 
Indian Colony 

Congratulation to Reno-
Sparks on joining Title V, 
Tribal Self-Governance 
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Summary of IHS Tribal Self-Governance Advisory Committee (TSGAC) Correspondence 
Year:  2015 

Updated:  January 14, 2015  

Ref. 

# 

Date Sent/ 

Received 
Addressed To Topic/Issue Action(s) Needed 

 

Response Received 

 

1 1/14/15 Ms Tracy Parker Warren 
Office of Public and 
Intergovernmental Affairs 
OTGR(075F)-VA 

Comments Submitted 

Response to Notice of TC: 

Sec 102 © of the Veterans 

Access, Choice and 

Accountability Act of 2014 

Urge the Reports enter into 

agreements for reimbursement also 

current agreements be used and 

expanded where possible to speed 

up implementation to eligible 

veterans 

 

2 1/12/15 CCIIO-CMS-DHHS Comments on Draft 2016 

Letter to Issuers in the 

Federally-Facilitated 

Marketplace 

We are available to discuss any of 

the recommendations contained in 

the correspondence and attachment 

on CMS-9944-P 

 

3 1/8/15 IHS Director,Dr. Y. 
Roubideaux 

2015 TGSAC Quarterly 

Meetings and Tribal Self-

Governance Annual 

Conference Information 

Adjustment to your schedule due to 

changes for the January Qrtly 

meetings 

 

 

 

 







U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
17h HHS ANNUAL TRIBAL BUDGET CONSULTATION 

WASHINGTON, DC 
 
The U.S. Department of Health and Human Services (HHS) will host the 17th Annual Tribal Budget Consultation 
(ATBC) for Fiscal Year 2017 in February.  The two-day session will include one-on-one sessions and a Tribal 
Resource Day on Wednesday, February 25, 2015, and the ATBC session on Thursday, February 26, 2015.  
Below is a summary of the 2014 ATBC session as well as the planning call schedule. 
 
Summary of 16th HHS Annual Tribal Budget Consultation  
On March 6-7, 2014, HHS hosted the 16th ATBC in Washington, DC  The participants were tribal leaders and 
representatives, Indian organization leadership and staff well as HHS leadership and staff.  
 
On March 6th, HHS held one-on-one sessions between tribal leaders and HHS agency leadership from the 
Administration for Children and Families, Administration for Community Living, Centers for Disease Control and 
Prevention, Centers for Medicare and Medicaid Services, Health Resources Services Administration, Indian Health 
Service, National Institutes of Health, and Substance Abuse and Mental Health Services Administration.  The one-
on-one format allowed direct dialogue on issues specific to each participating tribe.  In addition, HHS hosted a 
Tribal Resource Day that included presentations on topics important to tribes including information about HHS, the 
federal government, and other resources available to tribes.  HHS presentations included budget, performance and 
congressional appropriations, Affordable Care Act 101 as well as an introduction to the HHS grants tool.   
 
Tribal leaders and other attendees convened in the Great Hall of the Hubert H. Humphrey Building on March 7th to 
listen and respond to updates from HHS federal representatives regarding the HHS budget, human service 
priorities, the Affordable Care Act, as well as the IHS budget formulation.  Secretary Sebelius and the HHS Budget 
Council attended the afternoon session to provide updates and listen to comments from tribal leaders.   
 
Impact of the 2014 Consultation 
At last year’s consultation, tribal leaders expressed the need for full funding of Contract Support Costs, increases 
for health care services, and increases for staffing and operating costs at new and replacement facilities.  HHS 
leadership reported that all three priorities received funding increases in FY 2014 and in the FY 2015 President’s 
Budget. 
 
17th ATBC Planning Conference Call Schedule 

• January 21, 2015 @ 3:00 PM EST 
• January 28, 2015 @ 3:00 PM EST 
• February 4, 2015 @ 3:00 PM EST 
• February 11, 2015 @ 3:00 PM EST 

 
Conference Call Number (for every call) 
Call In Number: 888-552-9182  
Participant Code: 97371 
 
Deadline for ATBC Testimony Submission 
Please submit your testimony to the Office of Intergovernmental and External Affairs no later than COB Friday, 
February 13, 2015.  Testimony can be emailed to consultation@hhs.gov.  Please note that if you do not meet the 
submission deadline, we will accept the testimony, but you will need to bring 200 copies to the session for 
distribution.  The consultation record will remain open for 30 days after the formal face-to-face consultation session 
wherein additional testimony will also be accepted. 

mailto:consultation@hhs.gov


U.S. Department of Health & Human Services 
2015 HHS Budget and Regional Tribal Consultation 

INFORMATION 
 
Regions: 1, 2, 4&6 Combined Regional Session 
Date:   February 10-11, 2015  
Location:     Arlington, VA  
IHS Area:  Nashville Area 
Regional Contact Info: 
  David Abdoo 
  Email: David.Abdoo@hhs.gov 
  Phone:  617-565-1912 
 
Region 5:  
Date:  February 18-19, 2015 
Location:          Duluth, MN 
IHS Area:  Bemidji Area 
Regional Contact Info: 

Kathleen Falk 
Email: Kathleen.Falk@hhs.gov    
Phone: 312-353-5160 

 
Annual HHS Tribal Budget Consultation 
Date:   February 25-26, 2014 
Location:  Washington, DC 
Contact Info:   
 Ashley Martin 
 Email:  Ashley.Martin@hhs.gov 
 Phone:  202-401-1917 
 
Region 7 & 8:  
Date:  March 4-5, 2015 
Location: Denver, CO 
IHS Areas: Billings and Aberdeen 
Regional Contact Info: 

Doyle Forrestal (Region 8) 
Email: Doyle.Forrestal@hhs.gov 
Phone: 303-844-7335 
 
Adele Sink (Region 7) 
Email: Adele.Sink@hhs.gov 
Phone: 816-426-2824 

 
 
 

Region 10:  
Date:   March 12-13, 2015 
Location: Seattle, WA 
IHS Areas: Alaska and Portland 
Regional Contact Info: 

Barbara Greene 
Email: Barbara.Greene@hhs.gov 
Phone: 206-615-2011 

Region 9:  
Date:  April 1-2, 2015 
Location: Sacramento, CA 
IHS Areas:  Phoenix and California 
Regional Contact Info: 

Kenneth Shapiro  
Email: Kenneth.Shapiro@hhs.gov  
Phone: 415-437-8501 

 
Combined Regional Session: Navajo 
Date:  April 14, 2015(TENTATIVE) 
Location:  Unknown 
IHS Area:  Navajo 
Regional Contact Info: 

Julia Lothrop  
Email: Julia.Lothrop@hhs.gov 
Phone: 214-767-3190 

 
Combined Regional Session 6 & 7:  
Date:  May 6-7, 2015 
Location:           Norman, OK  
IHS Area:  Albuquerque and Oklahoma 
Regional Contact Info:  

Julia Lothrop (Region 6) 
Email: Julia.Lothrop@hhs.gov 
Phone: 214-767-3190 
 
Adele Sink (Region 7) 
Email: Adele.Sink@hhs.gov 
Phone: 816-426-2824 
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mailto:Ashley.Martin@hhs.gov
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Tab 3:  Workgroup Reports



IHS TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE 
c/o Self-Governance Communication and Education  

P.O. Box 1734, McAlester, Oklahoma 74501 
Telephone (918) 302-0252 ~ Facsimile (918) 423-7639 ~ Website: www.tribalselfgov.org 

 
WORKGROUP REPORTING FORM 

 Updated March 19 2013 

 
NAME OF WORKGROUP (please check which Committee this report will be for) 

 Technical Workgroup  Information Systems Advisory Committee (ISAC) 
 HHS Secretary’s Tribal Advisory Committee (STAC)  Contract Support Costs (CSC) Workgroup 
 Budget Formulation Workgroup  Health Promotion/Disease Prevention Policy Group 
 Facilities Appropriation Advisory Board (FAAB)  CDC Tribal Consultation Advisory Committee (TCAC) 
 
 

Tribal Leaders Diabetes Committee (TLDC) 
HHS Tribal Consultation Advisory Workgroup 

 
 

Tribal Technical Advisory Group (CMS-TTAG) 
Self-Governance Health Care Reform 

 AI/AN Health Research Advisory Group 
 

X Title VI Tribal Workgroup (Reporting of FACA Sub-
workgroup) 

 
DATE OF MEETING January 29, 2015  LOCATION OF MEETING Washington, DC 
 
COMMITTEE CHAIRMAN W. Ron Allen, Tribal Chairman/CEO, Jamestown S’Klallam Tribe; Chairman, Title VI Tribal 

Workgroup 
PERSON REPORTING  Jody Jeffers, CGFM, CFO, North Fork Rancheria of Mono Indians of California (TSGAC At-

Large Representative on Administration for Children and Families Tribal Advisory 
Committee, HHS  ACF-TAC)  

 
AGENDA ITEM SUMMARY/HIGHLIGHTS (Committee action should be noted in this section) 
 

1. Tribal Representatives have been experiencing varying degrees of difficulty within the many Tribal Federal Advisory 
Committees and workgroups that operate because of incorrect and/or inconsistent interpretations and 
implementation of the Intergovernmental Exemption to the Federal Advisory Committee Act. This issue needs to be 
addressed because the business being conducted in these meetings has, at times, been adversely affected when 
the flow of information and discussion has been hampered because of unnecessarily onerous protocol.   

2. A discussion paper was issued at the October TSGAC meeting (see attached) and the subject was discussed during 
the meeting. There appears to be a great deal of agreement that this issue is significant with many offers of support. 
    

  

 
RECOMMENDED TSGAC ACTION 
 
 
 
 

1) Discussion of the issue with a goal of identifying the particular areas of concern. 
2) Coming to a consensus on the tribal perspective regarding the proper implementation of the Intergovernmental 

Exemption to the Federal Advisory Committee Act within the various TACs and workgroups that are operating. 
3) Reach out to other groups for information, perspective, and assistance. 
4) Create a White Paper on the subject. 
5) Discuss the issue with our federal partners in an attempt to come to a resolution to the problem by bringing about a 

consistent and appropriate protocol for these meetings on an ongoing basis. 

 



IHS TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE 
c/o Self-Governance Communication and Education  

P.O. Box 1734, McAlester, Oklahoma 74501 
Telephone (918) 302-0252 ~ Facsimile (918) 423-7639 ~ Website: www.tribalselfgov.org 

 
WORKGROUP REPORTING FORM 

 Updated March 19 2013 

 
NAME OF WORKGROUP (please check which Committee this report will be for) 

 Technical Workgroup  Information Systems Advisory Committee (ISAC) 
 HHS Secretary’s Tribal Advisory Committee (STAC)  Contract Support Costs (CSC) Workgroup 
 Budget Formulation Workgroup  Health Promotion/Disease Prevention Policy Group 
 Facilities Appropriation Advisory Board (FAAB)  CDC Tribal Consultation Advisory Committee (TCAC) 
 
 

Tribal Leaders Diabetes Committee (TLDC) 
HHS Tribal Consultation Advisory Workgroup 

 
 

Tribal Technical Advisory Group (CMS-TTAG) 
Self-Governance Health Care Reform 

 AI/AN Health Research Advisory Group 
 

X Title VI Tribal Workgroup (Reporting on STAC/ACF 
TAC) 

 
DATE OF MEETING December 4-5, 2014 (STAC 

Meeting) 
LOCATION OF MEETING Washington, DC 

 
COMMITTEE CHAIRMAN W. Ron Allen, Tribal Chairman/CEO, Jamestown S’Klallam Tribe; Chairman, Title VI Tribal 

Workgroup 
PERSON REPORTING  Jody Jeffers, CGFM, CFO, North Fork Rancheria of Mono Indians of California (TSGAC At-

Large Representative on Administration for Children and Families Tribal Advisory 
Committee, HHS  ACF-TAC)  

 
AGENDA ITEM SUMMARY/HIGHLIGHTS (Committee action should be noted in this section) 
 

1. On January 15, 2015, a letter was sent requesting a meeting between Ron Allen, Lynn Malerba and Secretary Burwell 
on the subject of reinvigorating the efforts to move forward on the Tribal/Federal discussions regarding the expansion of 
Self-Governance in HHS beyond IHS. This letter discussed the shortcomings of the process put in place by prior HHS 
Secretary Sebelius to move the discussions from the workgroup level (as existed while the SGTFW was convened) to a 
less formal Operational Division level. The primary problem with this process is its lack of focus and impetus. The 
process is ambiguous and lacks a clear set of goals that originate from the highest levels of the department. This letter is 
attached. 

2. Self Governance expansion was included in a list of priorities given to Secretary Burwell from the STAC in July of 
2014.This letter is attached. 

3. Chairman Allen reminded Secretary Burwell of the importance of Self Governance expansion in HHS during his 
comments at the STAC meeting on December. 
 
  
 
 

 
RECOMMENDED TSGAC ACTION 
 
 
 
 

1) Individual Self-Governance Tribes should utilize the HHS Tribal Consultation forums  and include “the 
expansion of Self-Governance in HHS” in all testimony submitted  

2) Utilize “Tribal Advisory Committees” (TAC’s) to promote Self-Governance Expansion; by interacting 
with HHS staff on specific programmatic and technical issues illuminating the advantages of Self-
Governance and by making specific official requests as members of those TAC’s.  

3) Develop an educational process to present to HHS Staff on how Tribal Self-Governance will be 
implemented and how it will improve program implementation. 

4) Develop an educational process to present to Direct Service Tribes to assure that they will be full partners 
in the implementation of Title VI Self-Governance within HHS. 

5) Approach identified members of Congress to introduce and support legislation.   
 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

SECRETARY’S TRIBAL ADVISORY COMMITTEE 

 
July 21, 2014 
 

Secretary Sylvia Mathews Burwell 

Department of Health and Human Services 

200 Independence Ave, SW 

Washington, DC 20201 
 

Re: Secretary’s Tribal Advisory Committee Brief on Priority Issues 
 

Dear Secretary Burwell: 
 

On behalf of the Secretary’s Tribal Advisory Committee (STAC) please find enclosed a briefing paper detailing the 

most critical issues for Indian Country related to programs and services administered by the U.S. Department of 

Health and Human Services (HHS). We hope to discuss these topics in greater detail soon and reaffirm our 

request to meet with you prior to our September 18-19, 2014 meeting.   
 

We believe that this issue paper and a brief meeting between you and a subcommittee of tribal leaders from our 

STAC membership established for this purpose will help you become acquainted with our priorities, as well as 

your expectations for STAC, and how we can work together in the most effective manner. Following this 

meeting, we hope to have a good understanding of one another’s needs and expectations for the work of the 

STAC in the next two years. You will see from the accompanying document that our top concerns include:  
 

1. The Government-to-Government Relationship and consultation between Tribes and the United States; 
2. Implementation of the Affordable Care Act; 
3. Indian Child Welfare Act Implementation; 
4. PL 102-477 Implementation and compacting; and  
5. Full payment and adequate budget requests for Contract Support Costs 

 

The STAC formed a subcommittee for the purpose of this meeting at our June meeting and communicated to 

HHS leadership this initial contact with you is our highest priority.  We hope you will agree to this a meeting with 

our subcommittee. Please request Paul Dioguardi and Stacey Ecoffey work with our subcommittee Chair, 1st Vice 

President Will Micklin, to set a date for our requested meeting.    
 

Thank you for your attention to this very important matter.  
 

Sincerely, 

   
Rex Lee Jim       

Chairman, Secretary’s Tribal Advisory Committee    

Vice President, Navajo Nation     
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HHS Secretary’s Tribal Advisory Committee (STAC) 

 Priority Issues prepared for Sec. Sylvia Mathews Burwell 

 
Prepared:  July 21, 2014 

 

The following information has been prepared to brief HHS Secretary Burwell on the STAC’s highest priority 

issues.  Providing these issues will help to orient Sec. Burwell to the STAC’s most immediate concerns.  

  

1. Government-to-government relationship 
 

Tribal governments have a unique legal and political relationship with the United States.  This relationship has 

been recognized and reinforced by the Constitution, nation-to-nation treaties and executive orders, federal 

statutes, case law, and other administrative policies.  This government-to-government relationship between 

tribal nations and the United States government has existed since the formation of the United States.  In Alaska, 

the government-to-government relationship is between Alaska Native tribes and the federal government, and 

also includes significant roles for tribal organizations. See History and Requirements of Tribal Consultation. 

This historical and legal foundation has created a fundamental contract between tribal nations and the United 

States: Tribes ceded millions of acres of land that made the United States what it is today.  In return, tribes have 

the right of continued self-government and the right to exist as distinct peoples on their own lands. And for its 

part, the United States has assumed a federal trust responsibility, exchanging compensation and benefits for 

tribal land and peace. The Snyder Act of 1921 (25 U.S.C. § 13) legislatively affirmed this responsibility.   More 

recently, the passage of the Indian Health Care Improvement Act in 2010 (IHCIA) addressed this responsibility 

when it stated: “it is the policy of this Nation, in fulfillment of its special trust responsibilities and legal 

obligations to Indians -- to ensure the highest possible health status for Indians and urban Indians and to provide 

all resources necessary to effect that policy.”  The existence of this truly unique obligation supplies the legal 

justification and moral foundation for policy making specific to American Indians/Alaska Natives (AI/AN) – with 

the objectives of enhancing their access to health care and overcoming the chronic health status disparities of 

this segment of the American population. 

2. Implementation of the Affordable Care Act  
 

The federal government’s duty to provide health care to AI/ANs has historically been carried out through the 

Indian Health Service (IHS), tribes and tribal organizations, and urban Indian organizations. Collectively, these 

entities are referred to as “I/T/U”.  Under provisions of the IHCIA, Medicare and Medicaid have become 

important additional means through which the resources to fulfill the federal trust responsibility have been 

made available. Now, with the passage of the Affordable Care Act (ACA) and the assistance to be provided to 

certain AI/ANs enrolled through an Exchange, an additional mechanism—although not a replacement 

mechanism—has been put in place to fulfill the federal trust responsibility and achieve the policies set out by 

Congress.  Thus, tribal governments have a special interest to assist the Administration to implement the ACA so 

that its full benefits of providing health care to Americans can be achieved.  In order to assist the Administration 

and HHS to implement the law we respectfully request the following issues to be addressed:   

 



 Pursue uncompensated care or premium assistance 1115 demonstration waivers in those states not 
expanding Medicaid.  

 HHS should revisit a regulatory solution the Definition of Indian in the ACA.  

 CCIIO and IHS should implement electronic verification of IHS beneficiaries in Exchanges. 

 HHS to designate authority for IRS to verify and process all ACA exemptions.  

 Need ACA data metrics to evaluate AI/AN outreach and enrollment. 

 Require QHPs to make available Summary of Benefits and Coverage documents on how Indian-specific 
cost-sharing reductions apply under zero cost-sharing and limited cost-sharing plan variations.   

 

3. Indian Child Welfare Act Implementation 
 
The Indian Child Welfare Act (ICWA) was enacted by Congress in 1978 in response to alarming numbers of AI/AN 
children being removed from their families by public and private child welfare agencies, most often being placed 
in non-Indian homes far from their tribal communities. Today, AI/AN children still face serious obstacles to 
receiving the full protections provided under the law. AI/AN children are disproportionately represented 
nationally at 2.0 times their population rate and among individual state foster care systems as much as 10 times 
their population rate.1 While no single federal agency is provided full responsibility to monitor and ensure 
compliance with ICWA, the Administration for Children and Families (ACF) has oversight over much of state child 
welfare practice, including data collection, ensuring appropriate outcomes, and assisting states to improve their 
practice and policies to be in compliance with federal law. This includes a state plan requirement under Title IV-
B of the Social Security Act requiring states to describe their efforts in consultation with tribes in their state 
regarding the specific measures taken by the state to comply with ICWA (42 U.S.C. § 622(9)). On May 7, 2013, 
the former Administration for Children, Youth, and Families Commissioner, Bryan Samuels sent a letter to states 
reminding them of the need to work with tribes on issues related to services to AI/AN children and the Title IV-B 
state plan requirement mentioned above. While this was helpful, much more is needed to ensure that states 
understand the importance of ICWA and have the capacity to respond. A Government Accountability Office 
Study in 2005 described the opportunities for ACF to better utilize the ICWA data they were already collecting 
from states to inform technical assistance efforts that could help states comply with ICWA, but the study and 
recommendation were summarily rejected by ACF.2 ICWA provides the protections that AI/AN children and 
families need and allows tribes to participate with states in the process of helping address the trauma these 
families and children have experienced. ACF has a critical role in helping collect important data, promoting 
effective tribal/state collaborations, increasing state capacity to comply with ICWA, and reversing the inequities 
and disparate treatment that can occur when ICWA is not followed. In order to assist the Administration and 
HHS in the implementation of ICWA and protection AI/AN children and families we respectfully request the 
following issues to be addressed:   
 

 Enhance data collection by ACF on issues pertaining to ICWA compliance, including oversight of the Title 
IV-B requirement for states to consult with tribes on measures to comply with ICWA.   

 ACF should work with tribes to improve program instructions and internal administrative procedures 
regarding state ICWA compliance.  

                                                            
1 Summers, A., Woods, S., & Donovan, J. (2013). Technical assistance bulletin: Disproportionality rates for children of color 

in foster care. National Council of Juvenile and Family Court Judges: Reno, NV. 

2 United States Government Accountability Office. (2005). Indian Child Welfare Act: Existing Information on Implementation 
Issues Could Be Used to Target Guidance and Assistance to States. (Publication No. GAO-05-290). Retrieved from 
http://www.gao.gov/assets/250/245936.pdf.  

http://www.gao.gov/assets/250/245936.pdf


 Policy changes should be made that require action and follow-up by ACF in states where there is 
knowledge of ICWA non-compliance. When ACF becomes aware of ICWA non-compliance, they should 
provide clear action steps in their performance improvement plans and follow-up should be continuous 
until compliance has been met.  

 Work with tribal governments and national Indian organizations with expertise in this area to develop 
improved technical assistance and training to help states to effectively implement ICWA on an ongoing 
basis.  

 

4. P.L. 102-477 Implementation 
 

Since 1992, the 477 program has allowed tribes and tribal organizations to consolidate programmatic 

employment related funding from the Departments of Interior, Health and Human Services and Labor, while 

streamlining program approval, accounting and reporting mechanisms, thus offering a model for the 

Administrative Flexibility reflected in  both Executive Order 13635 and last year’s  President’s Memorandum on 

Administrative Flexibility, Lower Costs, and Better Results for State, Local and Tribal Governments. The law 

empowers tribes and tribal organizations with the ability to increase efficiency, decrease administrative burden, 

increase self-determination and ensure superior results than their counterparts at the state and county level, all 

while maintaining program guidelines. The 477 program is a model program in tribal communities across the 

nation, especially in the current climate of needing to do more with less. Streamlined funding for 477 Plans 

through transfers under the provisions of the Indian Self-Determination and Education Assistance Act (“ISDEAA”) 

has been an essential element of the success of the 477 Program. 477 Program funds have been transferred to 

participating tribes either through agreements authorized under Title I (self-determination contracts) or Title IV 

(self-governance compacts) of the ISDEAA.   In addition, ISDEAA authorizes tribes and tribal organizations to 

develop programs that re-budget and reallocate the agency program funds to fit tribal priorities and needs.  This 

flexibility facilitates the creation of culturally appropriate programs, adds no costs for the federal government, 

and frees up program funding for direct client services by eliminating duplicative administration.  It provides 

increased accountability and integration of services, with the maximum employment and training assistance 

reaching tribal participants, and received the highest OMB PART rating in Indian Country.  HHS programs, 

including TANF, Child Care and Native Employment Works are important components of this successful program.   

The STAC respectfully urges the Secretary to use your administrative powers to take steps that will fulfill the 

promise of this important tool for AI/AN success in moving people from welfare to work, such as: 

 Remove new guidance requiring one or two years of managing a program and three previous clean 
audits (already required by the 477 Initiative) before inclusion into a tribe’s 477 Plan. 

 Assure in writing that funds will continue to be transferred through ISDEAA contracts and compacts. 

 Return to reporting mechanisms that worked so well prior to 2009, and permanently rescind the 2009 
Compliance Circular. 

 Include other eligible programs into 477, such as LIHEAP, Community Services Block Grant, and Head 
Start. 

  



5. Other Issues  
 

a. IHS Advance Appropriations 
 

Numerous national and local health boards are on record supporting the need for legislation that would 

place the IHS budget on an advance appropriations basis.  The goal is for the IHS and tribal health care 

providers to have adequate advance notice of the amount of federal appropriations to expect and thus 

not be subjected to the uncertainties of late funding and short-term continuing resolutions.  Congress 

provides advance appropriations for the Veterans Administration medical accounts, and the request is 

for parity in the appropriations schedule for the IHS.  The STAC respectfully requests:  

 An update on the position of the DHHS and the Agency on this issue and their position to support 
the legislation.   

 Support of legislation to authorize IHS advance appropriations in S. 1570 and H.R. 3229.   
 

b. Expand Tribal Self-Governance within the Department of Health and Human Services (HHS) 
 
In 2000, P.L. 106-260, included a provision for designating HHS to conduct a study to determine the 

feasibility of a demonstration project extending Tribal Self-Governance to HHS agencies other than the 

IHS.  The HHS Study, submitted to Congress in 2003, determined that a demonstration project was 

feasible. For more than a decade, Tribes identified the expansion a top priority and repeatedly 

requested to work in collaboration with the Department to identify how to develop language that could 

be included in a “draft” legislative package.  However, up to this point, HHS has not moved forward on 

this action.  Self-Governance represents efficiency, accountability and best practices in managing and 

operating Tribal programs and administering Federal funds at the local level.  Expanding Self-

Governance translates to greater flexibility for Tribes to provide critical social services within agencies 

such as the Administration on Aging, Administration on Children and Families, Substance Abuse and 

Mental Health Administration, and Health Resources and Services Administration. It is imperative that 

HHS work closely with Tribes to strengthen current Self-Governance programs and advance initiatives 

that will streamline and improve HHS program delivery in Indian Country. 

 Utilize current administrative authority to expand self-governance within HHS through 
demonstration projects 

 Reconvene the Self-Governance Tribal Federal Workgroup in order to develop legislative language 
that would expand self-governance within HHS 

 

c. CSC Full Funding and Support Mandatory Spending Authority  
 

The CSC funding problem is not yet solved.  Full funding for CSC must not come at the expense a 

reduction in program funding or effective permanent sequestration of Indian program funds.  That 

result would have the same devastating effect on our service delivery as the failure to fully fund 

CSC.  Yet Congress, in the Joint Explanatory Statement accompanying the FY 2014 Consolidated 

Appropriations Act, noted that “since [contract support costs] fall under discretionary spending, they 

have the potential to impact all other programs funded under the Interior and Environment 

Appropriations bill, including other equally important tribal programs.”  Without any permanent 

measure to ensure full funding, payment of CSC remains subject to agency “discretion” from year to 



year, even though tribes are legally entitled to full payment under the ISDEAA.  Noting these ongoing 

conflicts of law, Congress directed the agencies to consult with tribes on a permanent solution.  The 

STAC respectfully requests:  

 Continued support for full funding of CSC payments. 

 Fast-track settlement of past year’s claims and not impose tribes to the rigorous settlement process 
to provide claims incurred data being implemented by Cotton & Company.  Evaluation metric for 
this should be claims settled and not claim being processed. 

 Request supplemental funding to backfill the funds from existing programs used to full-pay CSC, 
which otherwise would have backfilled the across the board sequester reductions and rescission. 
Without this supplemental funding, the reductions in funding due to the sequester and rescission 
remain in base-funding in each succeeding fiscal year.  
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NAME OF WORKGROUP (please check which Committee this report will be for) 
 Technical Workgroup  Information Systems Advisory Committee (ISAC) 
 HHS Secretary’s Tribal Advisory Committee (STAC)  Contract Support Costs (CSC) Workgroup 
 Budget Formulation Workgroup  Health Promotion/Disease Prevention Policy Group 
 Facilities Appropriation Advisory Board (FAAB)  CDC Tribal Consultation Advisory Committee (TCAC) 
 Tribal Leaders Diabetes Committee (TLDC) x Tribal Technical Advisory Group (CMS-TTAG) 
 AI/AN Health Research Advisory Group  HHS Self-Governance Tribal Federal Workgroup 

(SGTFW) 

DATE OF 
MEETINGS 

TTAG:  11/19-20/14, 
1/14/15 
MMPC: 11/18/14, 
12/10/14, 1/7/15 

LOCATION OF 
MEETINGS 

The November MMPC and 
TTAG meetings were held in 
Washington, DC.  The other 
meetings were 
teleconferences. 

COMMITTEE 
CHAIRMAN 

W. Ron Allen 

COMMITTEE RECORDER Mim Dixon 

ATTENDANCE (please list all present during the meeting) 
W. Ron Allen, Melanie 
Fourkiller 

     Mim Dixon, Doneg 
McDonough, Technical 
Advisors 

            

AGENDA ITEM SUMMARY/HIGHLIGHTS (Committee action should be noted in this section) 
Medicaid national leadership Cindy Mann, JD,  leaves her position as director of the Center for Medicaid and State 

Services at CMS on January 23.  She has been an advocate for Indian issues and her 
departure is a loss.  Vicki Wacchino will be the Acting Director. 

CMS Tribal Consultation 
Policy 

The CMS AI/AN Strategic Plan Addendum calls for the CMS Tribal Consultation Policy to 
be revised by November 2014.  CMS held an All Tribes call on this on September 15, and 
comments were due by October 1. This project has not yet been completed. 

TTAG Charter TTAG is considering re-writing its charter.  This has raised FACA issues related to the 
charter and participation in TTAG Subcommittees. 

Tribal Employer insurance 
mandate 

The Employer Mandate in ACA requires all employers with more than 100 full time 
employees to offer them health insurance.  Some Tribes feel that this is creating an 
economic hardship and is not consistent with the federal trust responsibility.  One Tribes 
has filed a lawsuit.  MMPC has discussed the problem with high ranking officials in IRS.  
With other national Indian organizations, MMPC is seeking a White House meeting on this 
issue. 

AI/AN Enrollment in 
Medicaid, CHIP and 
Marketplace plans t 

The open enrollment period for Marketplaces for 2015 is November 15, 2014, until 
February 15, 2015.   Medicaid and CHIP enrollment is year round, and people with Indian 
status and their families can enroll monthly. 

CCIIO Tribal Workgroup At the TTAG meeting November 19, 2014, CCIIO Director Kevin Counihan offered to 
establish a joint CCIIO/Tribal Workgroup.  TTAG recently sent a follow up letter endorsing 
this idea..  Kitty Marx indicated that this is unlikely to happen. 

ACA Policy Subcommittee The ACA Policy Subcommittee meetings are being reduced from every two weeks to once 
a month.   

I/T/U Participation in QHP 
provider networks 

The CMS 2015 letter to issuers requires all QHPs in the FFM to make a good faith effort to 
offer contracts with the Indian Addendum to all I/T/Us.  TTAG is concerned about how 
CMS will monitor and enforce this provision.  In addition, TTAG would like this provision: 
1) put into regulations; and, 2) extended to state-operated Marketplaces. CMS has 
reported that all QHPs have provided contracts with the Indian Addendum to all I/T/Us.  
CMS and the TTAG have asked the I/T/Us to let them know if there are cases where this 
is not true. 
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ACA performance metrics TTAG has been trying to get enrollment numbers for 2014 for zero cost sharing and 
limited cost sharing plans, but CMS has not yet provided this information.  The CMS AI/AN 
Strategic Plan requests data on the number of people enrolled in limited cost sharing and 
zero cost sharing plans, and the TTAG reiterated this request at their July meeting with a 
representative from the office of the Assistant Secretary for Planning and Evaluation 
(ASPE), but these data have not yet been provided.  ASPE is to present a report to the 
TTAG Data Subcommittee on January 27, 2015.  A Data Symposium is scheduled to be 
held in conjunction with the TTAG meeting on February 19, 2015.  It is expected that 
CCIIO will present data on the FFM at that time. NIHB has funding to evaluate the 
outreach and enrollment during the first 6 months of implementation in 2014; however, 
their research is in the initial phases. 

Definition of Indian in 
Exchanges  

TTAG, NCAI, NIHB, and TSGAC leadership and technical advisors are continuing to look 
for a vehicle for a legislative fix for the definition of Indian in ACA, but the prospects are 
not good at this time.  Two recent developments have reduced the need for the fix in the 
definition of Indian:  1) While the law provides that AI/AN can enroll monthly throughout 
the year, CMS provided guidance stating that non-Indian family members can also enroll 
at the same time; and 2) IRS will treat people who meet the statutory definition of Indian 
the same as people who are eligible for IHS for purposes of exemption from the tax 
penalty for not having insurance.  The remaining disparity between Tribal members and 
descendants is eligibility for limited cost sharing and zero cost sharing plans, including 
cost sharing reductions at the bronze level.  A regulatory fix has been suggested by TTAG 
to partially address this by keeping family members in the same plan with Indian-specific 
cost sharing reductions if one has ACA Indian status and the others are eligible for IHS. 

The Use of IHS Data for The 
Federal Data Services Hub  

This is still recommended to simplify processing of hardship exemptions through the 
Marketplace (even though the need has been diminished by IRS rules that allow IHS 
beneficiaries to claim the exemption through the tax filing process). 

Payment for Services 
provided by Tribes 

CMS held an All Tribes Call on “Cost Sharing Reductions for AI/AN who Enroll in QHPs” 
on June 25, 2014.  The issue is whether closed panel plans have to pay the I/T/U when 
AI/AN enrollees receive care there.  TTAG sent a letter on May 23, 2014, objecting to the 
CMS guidance to issuers on this subject which was developed without Tribal Consultation.  
CMS has not yet issued a written finding or decision from the consultation. Southern Ute 
Indian Tribe has requested, and TTAG has supported their request, to have Tribal 
Consultation on grandfathering the use of the Encounter Rate for Medicare for hospital-
based provider services. 

Medicaid Estate Recovery While this applied primarily to people over 55 who may not otherwise qualify for long term 
care or community-based services, fear of estate recover deters others from enrolling in 
Medicaid.  STAC has requested the Secretary to use her authority to waive estate 
recovery for AI/AN.   CMS is working with the TTAG Outreach and Education 
Subcommittee to develop consumer education materials on Medicaid estate recovery. 

  

RECOMMENDED TSGAC ACTION 

1. Legislative advocacy: 
a. Make the definition of Indian in ACA the same as in Medicaid. 

b. Medicare-like rates for ambulatory services provided through CHS/PRC. 

2. Advocate with HHS Secretary to: 
a. Use authority for an administrative fix for definition of Indian in ACA. 

b. Use existing authority to waive Medicaid estate recovery for AI/AN. 

3. Continue to monitor developments in the implementation of ACA, participate in Tribal Consultations and policy 
subcommittees, and make formal comments. 

4. Advocate for implementation of the CMS AI/AN Strategic Plan, 2015-2018, as revised Feb 20, 2014. 

 



Tab 4:  Budget Update



SUMMARY RECOMMENDATIONS 

from the 2014 Indian Health Service Budget Summit 
October 13-14, 2014 

October 13-14, 2014, Tribal leaders and representatives, policy experts, and federal partners met to discuss the 

current Indian Health Service (IHS) budget formulation process, budget climate, and budget priorities in an effort 

to identify new ideas and recommendations to improve the Indian health system.  During the Indian Health 

Service Budget Summit held, more than 100 attendees participated in a World Café Session to identify areas of 

need and to develop recommendations for legislative, administrative, and advocacy action.  The recommendations 

are listed below. 

Administrative Recommendations 

1. Improve the National Budget Formulation Process.  The efficiency and efficacy of the National Budget 

Formulation Process lies with the data and information shared, available analysis, and Tribal participation at 

the local, area, and regional level.  Budget Summit attendees provided the following recommendations to 

improve the IHS Budget Formulation Process. 

a. Provide budget analysis and data necessary to ensure rational decision-making during the budget 

formulation process. 

i. Provide annually updated analysis and estimates of unmet budget needs for all budget lines and 

service categories, including funding needed to support cradle to grave care, inclusive of new 

authorities contained within the IHCIA, as amended. 

ii. Provide annual cost accounting of regional market salary comparisons for providers and key 

healthcare staff to support the recruitment and retention of staff necessary to provide a competitive 

service level of quality health care in Indian/Tribal/Urban (I/T/U) health facilities. 

iii. Provide annual cost accounting of funding needs for all I/T/U health facilities and staffing budget 

categories. 

iv. Create a clearly identifiable budget line for the Office of Information Technology (OIT) to include 

Electronic Health Records Meaningful Use support as well as technology Research and 

Development to meet future needs for all of I/T/U health facilities. 

v. Provide an annual accounting of all sources of funding within the Department of Health and Human 

Services (HHS) and other federal agencies which are or can be made available to support Tribal 

health programs and services, including actual amounts awarded to Tribes and number of Tribes 

receiving awards. 

 

b. Provide complete transparency within the budget formulation process. 

i. Request that the IHS National Tribal Budget Formulation Workgroup have access to data and pass-

back information throughout the entire budget formulation process. 

ii. Identify administrative policies, procedures, and issues which act as barriers and/or “tie the hands” 

of staff in the budget formulation process including issues with collections and Purchased and 

Referred Care (PRC). 

iii. Make agency staff available to respond to questions and provide information in a more open forum 

as needed. 

 

 

 

c. Increase Staffing Resource Support. 

i. Assign Epicenter key staff to assist with the development of the IHS National Tribal Budget 

Formulation Workgroup’s IHS Recommendations document and presentation to HHS. 

ii. Use Tribal epicenter to provide Tribal data. 



iii. Publish papers that include data from Epicenters and Tribes. 

iv. Provide Health Economist staffing support to work with IHS National Tribal Budget Formulation 

Workgroup with expert resources to develop alternative economic models and justification to support 

budget requests and quantify the costs associated with not providing health care in Tribal 

communities (see related item in 2b below).  

v. Provide necessary workforce to maximize capture of alternative resources including ensuring timely 

payment of  PRC claims  

vi. Request HHS to target funding for Indian health research and analysis projects designed to support 

improved health outcomes for all American Indians and Alaska Natives (AI/ANs); projects will be 

based on health and  budget priorities identified by the IHS National Budget Formulation Workgroup 

 

d. IHS National Tribal Budget Formulation Workgroup Funding:  

i. Increase IHS funding for National Indian Health Board (NIHB) annual budget formulation support 

funding to include an additional:   

1. $75,000 to cover staff time which annually has been provided in-kind; 

2. $200,000 to contract for health economist expertise to specifically support the budget formulation 

process to include developing economic models; analyzing and interpreting data; evaluating the 

effectiveness of current policies, products or services; and advising on the suitability of 

alternative courses of action and the allocation of resources. The health economist must be able to 

explain research methodology and justify conclusions drawn from research data; evaluate past 

and present economic issues and trends; and write technical and non-technical reports and oral 

presentations, including for non-economist audiences.  

3. Participants further recommend that contractor(s) have a strong background in applied 

microeconomics, possess strong analytical and empirical skills, as well as proficiency in oral and 

written communication. The contractor also should have experience with data manipulation and 

statistical programs, such as Resource and Patient Management System Clinic Reporting System, 

and knowledge of the United States and Tribal healthcare system and interest in applied policy 

issues are essential. 

2. Assign a high level Task Force to provide recommendations for the redesign of the IHS. The purpose of 

the task force would be to review the entire IHS system.  The review should consider the new business 

models, internal policies and processes, and maximize revenue for IHS. 

a. Conduct an analysis of Alternative Business Models. 

i. Refocus mission of IHS from care provider to insurance provider. 

ii. Incorporate formal partnerships with the National Guard or Public Health, also fostering relationship 

like Tribes did with the Veterans Administration. 

iii. Facilitate advanced appropriations and designation of IHS as a mandatory program. 

iv. Develop a new model and organizational structure to identify and support delivery of holistic services 

for every AI/AN community, including referrals to nationally designated facilities which are designed 

to provide specialty care services without regard to Contract Service Areas. 

b. Improve internal policy and processes to streamline and eliminate unnecessary government bureaucracy 

and promote a single business model across all IHS facilities so that business practices are consistent and 

focus on training, education, and best practices 

i. Remake the image of IHS service providers and facilities as provider of choice.  

ii. Invest in a central data management infrastructure and capacity building like the Department of 

Justice. 

iii. Develop health determinant measure standards which are integrative and holistic e.g. education and 

poverty; modify priorities to include components of healthier communities – parks, access to healthy 

foods, and honoring traditional ways of well-being; incorporate other needs which impact health e.g. 

adequate housing, environment, water, fisheries.  

 



c. Maximize capture of third party revenue or support access to other revenue sources. 

i. Capitalize on new Affordable Care Act (ACA) Indian provisions and Medicaid expansion to include 

expanding Insurance Sponsorship and PRC to purchase health care insurance for high cost individuals 

and opening up clinics to non-Indian patients. 

ii. Streamline rules and regulations tied to all funding streams for Indian health programs. 

iii. Revise PRC priority system and provide an annual scorecard of services provided and issues 

encountered. 

 

d. Develop a strategic workforce development plan and targets to include Indian professionals serving our 

people.  

 

3. Develop a collaborative IHS/Tribal marketing plan and department. Increasing and improving the 

message about the IHS was a common discussion during the Budget Summit. There were several suggestions 

of areas where collaboration between the IHS and Tribes would be necessary to ensure successful public 

media campaigns. 

a. Develop a focused media campaign that uses media more effectively to bring inequity to forefront and use 

real stories. 

i. Align agency and department messaging to be consistent with Tribal messaging and common goals; 

reexamine approach to turn up the flame; dispel myths e.g. misconceptions that all AI/AN have “free 

care”; IHS needs to be a stronger advocate for Tribes 

ii. Create data and visual messaging to better tell I/T/U’s stories better. 

iii. Develop an internal strategy to address the lack of education/ignorance on federal side of the needs of 

Indian people and the trust responsibility; also lack of awareness and participation of health policy in 

Indian Country on the tribal side to improve tribal leader engagement 

 

b. Identify strategic allies to garner new and broaden our public base with use of media and press.  

c. Improve meaningful communication and consultation with Tribes with timely feedback on results. 

d. Develop a process to capture and blend data to ensure that best information is available on all I/T/U. 

e. Promote transparency and open dialogue facilities. 

 

 

 

4. Commission a Task Force to re-evaluate budget lines, funding allocation, and formulas for relevancy 

for today’s environment. Congress has passed many pieces of legislation that affect the access to third party 

revenue, expanded service opportunities for I/T/Us, and change funding opportunities.  This task force would 

review the changes, identify necessary amendments, and offer amendments for the agency and Tribal leaders 

to consider. 

 

5. Request that the HHS and DOI each develop a health policy to include determinants of health and 

outcomes.  Tribes receive funding from HHS and DOI to support community services; however data is not 

always shared between agencies.  Measurements of health outcomes due to federal funding may support 

continued and increased funding. 

 

6. Develop an annual report which shows how well the federal government has done to fulfill obligation to 

Tribes.  Reporting on achievements is critical to winning and maintaining support. Sharing these 

achievements will ensure that transparency from IHS and report to Tribes a commitment to continue fulfilling 

the Trust Responsibility. 

  



Legislative Recommendations 

During the discussion participants also identified five legislative actions that they believed are necessary to 

increase the IHS budget and improve service delivery for AI/ANs.  Those recommendations are provided below 

with a brief discussion on the underlying need. 

1. Achieve advanced appropriations for IHS.  Achieving advanced appropriations for the IHS would provide 

timely information about budget allocations for the IHS a year ahead of time.  The result is that Tribal health 

programs are left to make long-term decisions with only short-term money guaranteed.  Often programs must 

determine whether and how they can enter into contracts with outside vendors and suppliers, plan 

programmatic activities, or maintain current personnel.  This makes the Indian health system less efficient and 

more expensive to operate.  In 2009, this Administration supported the enactment of advance appropriations 

for the Veterans’ Health Administration.  Tribes are also asking this Administration to support Advance 

appropriations in its FY 2016 so that we can work with Congress to enact this important change.  

 

2. Request IHS funding by moved to mandatory funding.  Despite being founded on the federal trust 

responsibility, each year, Tribes are subject to the whims of the federal appropriations process.  Funding is 

often delayed, or even sequestered.   If Indian Health Service funding was mandatory, it would ensure that the 

legal obligations the federal government has made to Tribes are fulfilled without worrying about unrelated 

political issues in Washington.  Treaties are not discretionary, and we believe that the mandatory side of the 

budget is most appropriate to House IHS.  

 

3. Remove Contract Support Costs from base service funding so services are not impacted.  The Supreme 

Court has said that Contract Support Costs (CSC) are an obligation of the federal government, even if the 

funds have not been appropriated by Congress.  This means that if CSC need is greater than the services 

appropriation from IHS, then direct service should be cut to cover these costs.  Clearly, the Supreme Court 

did not intend for the Tribes to pay for these costs out of their own budgets.  

  

4. Create a 51
st
 State for Medicaid for Indian Country.  Medicaid is a program Administered to state 

government.  While Tribal citizens receive Medicaid care from the states, Tribal governments and their 

members are often left at the mercy of their state.  Allowing IHS or another federal agency to administer 

Medicaid would ensure that Indian People are getting the care they need.  This would better articulate the 

federal government trust responsibility, circumvent states opting not to utilize Medicaid expansion, 

circumvent pass-through to the states and provides equitable level of service. 

 

5. Directly fund block grants to Tribes so that Tribal programs do not have to go through the states to 

receive funding.  Tribes and Tribal organizations receive a disproportionately low number of Department of 

Health and Human Services (HHS) grant awards. American Indians and Alaska Natives (AI/ANs) are 

approximately 1.5% of the U.S. population, but AI/AN entities serving them receive only 0.51% of total grant 

funds awarded by HHS agencies.  One significant obstacle for Tribes to receive adequate funds for these 

programs is the fact that block grant funds typically flow directly to states who then must pass funding on to 

Tribes. Sadly, these funds often do not make it to the Tribal level.   Despite federal guidance to include Tribes 

in the development of block grant applications, often, states fail to adequately consult with Tribal leaders 

before applying for federal funds under block grant programs.  As a result, the needs of Tribal communities 

are often overlooked and relatively few funds flow to the Tribal communities. We are requesting that 

Congress provide statutory authority for federally recognized Indian Tribes to receive block grant funds 

directly from the federal government as opposed funneling these through the states. 

  



Advocacy Recommendations 

1. Organize Tribal Leaders and Congressional Campaign. 

a. Develop an organized Congressional campaign and messaging. 

b. Prioritize key issues and Congressional targets. 

c. Hold a DC march on the Hill. 

d. Tribal leaders to meet with all elected officials including those who have no federally recognized Indian 

Tribes within their borders. 

e. Use social media to advance campaign (Facebook, Twitter, etc.). 

f. Identify key staff and organizational partners to assist in tracking visits and outcomes. 

g. Reach out to Tribes and designate one Tribal leader who is the expert on these issues. 

 

2. Educate Administration and Congress 

a. Set up meetings with White House and Office of Management and Budget. 

b. Invite Congressional members and staff to Indian Country. 

i. Include site visits to Indian country to advance appreciation for cultural richness and community 

health issues;  

ii. Add cultural enrichment presentation/exchange to messages about disparities and inequities to 

provide holistic view that presents assets and strengths  

c. Include Tribal health providers in presenting Congressional testimony. 

d. Advocate within the Administration and Congress to support parity in funding through shifting IHS 

funding to mandatory. 

e. Advocate to eliminate funding going through state and counties, and directly fund Tribal programs on a 

government-to-government basis. 

 

3. Tell Our Story Better  

a. Develop a strong education and orientation program to educate Congress, public and new Tribal leaders 

on all aspects of Indian history, government-to-government relationships, trust obligations, services, 

health status, disparities, consultation policies, authorizing legislation, Direct Service and Self-

Governance issues; include health practitioners to justify need at Congressional hearings. 

b. Develop Theme and include visuals and personal stories. 

c. Support requests with data as discussed in the Administrative recommendations. 

d. Use media more effectively to bring inequity to forefront use those stories to that support data and 

funding needs. 

e. Celebrate “Heroes” and showcase other “realities” of health care in Tribal communities. 

 

4. Strengthen Partnerships 

a. Friends of Indian Country 

b. Academia 

c. Research/Health Economists  

d. Tribal businesses 

e. Other Non-profits 

f. Foundations 
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Executive Summary 

  

Despite the existence of a trust and treaty obligation to provide for the health care of the 

American Indian and Alaska Native populations as articulated by the United States Constitution 

(United States Constitution), federal legislation such as the Snyder Act (Snyder Act, 1921) 

and the Indian Self-Determination Education and Assistance Act (Indian Self-Determination 

and Education Assistance Act of 1975,) and implementing regulations, case law and canons of 

construction of law that govern interpretations of the above, this obligation remains severely 

underfunded with regard to actual health care services and requirements such as health care 

facilities.   The effect of underfunding directly affects the poor health status and life expectancy 

of American Indians and Alaska Natives (AI/AN).  Congress is the trustee for Indian Health 

Services, yet this underfunded status remains chronic and persistent.  A health summit was 

recently sponsored by Indian Health Services to engage tribal leaders, technical advisors/experts 

and federal government representatives in a dialogue about the Indian Health Service budget and 

appropriations process (Malerba & Crowder, 2014).  During this session, administrative options 

were considered for recommendation.  Following the budget summit, tribal leaders and technical 

advisors met to consider legislative and policy recommendations designed to improve the overall 

level of funding available for the health or our native nations. 

Problem 

 Unlike other federal health programs, Indian Health Services is a non-defense 

discretionary budget line item and as such has inherent problems associated with the fact that it is 

not a mandatory budget item.  It is subject to sequestration, requires annual congressional 



51st STATE CONCEPT FOR MEDICAID EXPANSION IN INDIAN HEALTH  

 

2 

appropriations, does not increase with inflation, does not increase with population growth and 

does not increase with technology advances (White, 1998). Therefore each year, the funding 

inequality increases with fewer services able to be provided to AI/AN (Roberts & National 

Indian Health Board, 2012, revised chart 2014).  This inequity in funding has resulted in poor 

health and reduced life expectancy for AI/AN (Indian Health Service, 2013).   

 In addition to where the Indian Health Service resides in the federal budget system, the 

Budget Control Act (Budget Control Act of 2011) has increased the difficulty of achieving full 

funding for Indian Health nor is it likely that Indian Health will be considered for inclusion as an 

entitlement program due to the “PayGo” rule that requires a financial offset elsewhere in the 

budget to fund any new entitlement program (Center on Budget and Policy Priorities, 2011; 

Center on Budget and Policy Priorities, 2013). 

 Given the estimates for full funding for Indian Health of approximately $27.6 billion 

(inclusive of not only actual health care provision but also for facilities, sanitation and other 

programs) contrasted with the current funding of $5.302 billion (National Indian Health Board, 

2014), how can the gap be narrowed in a meaningful way to advance the health status of all 

AI/AN? 

 One way to improve the overall funding available to Indian Health is to supplement with 

other sources of funding such as Medicare and Medicaid.  This occurs in various methods:  one 

to directly fund the care of the AI/AN, the other to utilize those programs via third party billing 

and reimbursement for the provision of care by Indian Health Service and Tribal Health 

Programs.  This relieves the pressure on the already constrained Indian Health Service budget by 

supplementing the overall dollars available for care.  However, under the Affordable Care Act, 

states have inconsistently adopted the Medicaid expansion benefit and/or have chosen not to 
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operate health exchanges (U.S. Centers for Medicare and Medicaid, 2014).  Therefore AI/AN 

have unequally benefited from these provisions within the act. 

Discussion 

 State Medicaid programs have varying criteria for eligibility, provision of services, scope 

of benefits and other program attributes.  Throughout the nation, tribal citizens then have unequal 

access and unequal benefits from the Medicaid program.  Additionally states have not all 

expanded their Medicaid program under the Affordable Care Act.  Of the 26 states that have not 

expanded their Medicaid programs many have high concentrations of American Indians and 

Alaska Natives especially Alaska, Montana, Oklahoma and South Dakota (U.S. Centers for 

Medicare and Medicaid, 2014).  In fact it is estimated conservatively that in these states that 

130,000 AI/AN may not have an affordable insurance option.  If these states were to expand 

Medicaid an additional 22% of AI/AN would be covered (Tribal Self Governance Advisory 

Committee, 2013).  Another estimate indicate that across all states that have not expanded 

Medicaid, 251,000 AI/AN would gain Medicaid eligibility if their states were to expand, which 

represents 2.5% of all new eligible within those states (Buettgens, 2014).  The estimated cost to 

the federal government for Medicaid –based coverage for all non elderly IHS users and 

Uninsured AI/AN would be $12.6 billion using the estimate of $6,500 per capita in costs 

(Buettgens, 2014).  Some tribes in Arizona, California and Oregon have partnered with States 

to apply for a Medicaid Section 1115 demonstration waiver to increase revenues to the Indian 

Health and Tribal Health Programs using the I/T-Specific waiver as a vehicle for payment for 

otherwise uncompensated care (Tribal Self Governance Advisory Committee, 2013). 

 Additionally, within the Affordable Care Act (Patient Protection and Affordable Care 

Act of 2010, 2010) and the permanent reauthorization of the Indian Health Care Improvement 
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Act (Indian Health Care Improvement Act of 1976), there are unfunded programs such as long 

term care for AI/AN.  Could the Home and Community Based Waiver Programs within 

Medicaid be used to fund these programs? 

Proposal 

 The trust and treaty obligation for Indian Health resides with the federal government and 

not the states.  Rather than have tribes access both Medicaid benefits as well as third party 

reimbursements from states, the Indian Health Service should be treated as a 51
st
 State for the 

purposes of the implementation of Medicaid.  All tribal citizens would then have equal access to 

the program and the actual benefits provided through the program would be consistently applied 

for all AI/AN individuals, Indian Health Services programs and tribal health programs.   

 A recent report to Congress indicated that it could be feasible for the Navajo Nation to 

operate as a Medicaid agency.  This report reinforced the fact that within the three states covered 

by the Navajo Nation, eligibility rules, benefits, provider agreements, claims submission 

processes and payment levels differed among the three states covering the Navajo nation – 

Arizona, New Mexico and Utah.  However there were challenges noted including impacts on the 

State and Federal budget.  The question asked in considering the cost estimates is whether there 

be offsetting savings by improved health outcomes (U.S. Centers for Medicaid and Medicare 

Services, 2014).   

 The report estimated five years to plan and implement an operational Medicaid agency. 

Potential costs for planning and start up were estimated to be in the range of $134.2 to $243.2 

million over a 5 year period.  Given a federal participation rate of 60% the administrative costs 

would then be in the range of $53.7 to $97.3 million.  Annual operational costs and provider 

payments are estimated at $5,890 per enrollee which is lower than the national average of $6,775 
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but higher than the average of the respective state Medicaid programs at $3,946 (U.S. Centers 

for Medicaid and Medicare Services, 2014). 

Some considerations for developing this program would be: 

 Matching federal funds are not available until a Medicaid program is operational.  What 

funding is available for planning, infrastructure, and start up costs? 

 Who (what groups or organizations) will be tasked with designing the program 

 Where would the match come from if a person is treated in a non-Indian facility? 

 Given tribal sovereignty, how would a 51
st
 state be designed for political decision 

making? 

 How would a tribal Medicaid agency be managed?  Is that a role for Indian Health 

Services?   

 Cost for administration 

 What are the liabilities for tribes and how could they be mitigated? 

 What are the unintended consequences?  (Of note the Navajo study indicated that the 

State’s FMAP could be reduced given the fact that the Navajo residents would be 

excluded from the calculation of state per capita income (U.S. Centers for Medicaid and 
Medicare Services, 2014).  Would this be a reason for states to advocate against such a 

program due to budget considerations?) 

 Who would determine eligibility criteria? 

 Could Indian Health Services contract for the central administration of the program on 

behalf of tribes? 

 What are the legal and regulatory issues that need to be addressed? 

 Would a CHIP program be included? 

 Will claims processing reside within Indian Health Services or would a fiscal 

intermediary be employed? 

 

Conclusion 

 This is a recommendation that warrants further review and analysis to determine if 

improved access to care via more equitable funding through a federally operated program could 

be accomplished in a cost effective manner. 
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Indian Health Service 
The Way Indian Health is Funded Puts the Health of our People at Risk 

 
 Health care is a treaty right/trust obligation of the United States:  The trustee is Congress 
 Serves approximately 2.2 million American Indians/Alaska Natives 
 True budget need is approximately $26.7 billion vs. enacted 2014 budget of $5.302 billion 
 Health status and living conditions still among the worst in the United States: 

o 40% of American Indians/Alaska Natives living on reservations live in poverty 
o 20.5% lack a complete kitchen 
o 24.8% lack complete plumbing 
o 18.9% lack a telephone 
o 27.8% live in overcrowded conditions 
o Live expectancy 4.1 years lower than the rest of the United States with some tribes 

reporting an average age of death @ 50 years old 
o Higher rates of mortality due to: 
o Alcoholism    552% higher 
o Diabetes    182% higher 
o Unintentional  Injuries  138 % higher 
o Suicide    74% higher 

 Much care is rationed to “life or limb only” 
 Sequester eliminated 3,000 inpatient visits and 804,000 outpatient visits:  No other program 

was subject to sequester 
 
 

Funding is not at parity with other federal programs 
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Discretionary Appropriations vs. Mandatory Appropriations Impact 
(Mandatory Health programs include Medicare, Medicaid, CHIP and some 

Veterans Health Programs) 
 

 Does not increase with inflation 
 Does not increase with population 
 Does not increase with new technologies 
 Purchasing power decreases each year 
 Subject to sequestration 

 
 

 
(Source:  National Indian Health Board 2012, chart updated by Jim Roberts, 2014) 
 

Current initiatives we are asking your support for: 
 Advanced Appropriations for IHS. 
 Mandatory funding for IHS. 
 Removing Contract Support Costs from base service funding. 
 Funding block grants directly to Tribes. 
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Final Sequestration Report for 
Fiscal Year 2015
The Congressional Budget Office (CBO) is required by 
law to issue a report within 10 days of the end of a session 
of Congress that provides estimates of the limits (often 
called “caps”) on discretionary budget authority in effect 
for each fiscal year through 2021.1 CBO is also required 
to report whether, according to its estimates, enacted leg-
islation for the current fiscal year has exceeded those caps; 
if the caps were exceeded, a sequestration (that is, a can-
cellation of budgetary resources) would be required. 

In CBO’s estimation, such a sequestration will not be 
required for 2015. However, the authority to determine 
whether a sequestration is required and, if so, exactly how 
to make the necessary cuts in budget authority rests with 
the Administration’s Office of Management and Budget 
(OMB). Those determinations are based on OMB’s own 
estimates of federal spending.

Limits on Discretionary Budget 
Authority for 2015
The Bipartisan Budget Act of 2013 (Public Law 113-67) 
modified the caps on defense and nondefense funding for 
fiscal year 2015 that were established by the Budget Con-
trol Act of 2011. Public Law 113-67 reset those limits to 
total $1,013.6 billion—$521.3 billion for defense pro-
grams and $492.4 billion for nondefense programs. 

By law, however, the caps are adjusted upward when 
appropriations are provided for certain purposes. 

1. Budget authority is the authority provided by law to incur 
financial obligations that will result in immediate or future outlays 
of federal funds. Discretionary budget authority is provided and 
controlled by appropriation acts. All of the years referred to in this 
report are federal fiscal years, which run from October 1 to 
September 30. 
Specifically, budget authority designated as an emergency 
requirement or provided for overseas contingency opera-
tions, such as military activities in Afghanistan, leads to 
an increase in the caps, as does budget authority provided 
for some types of disaster relief (as this report explains 
below) or for certain “program integrity” initiatives.2 

To date, such adjustments to the caps on discretionary 
budget authority for 2015 have totaled $86.3 billion 
(see Table 1). Most of that amount, $64.4 billion, is an 
increase in the defense cap to account for budget author-
ity provided for overseas contingency operations. An 
additional $0.1 billion of defense funding—for respond-
ing to the outbreak of the Ebola virus, as well as for 
enhanced preparedness activities in response to that 
outbreak—was designated as an emergency requirement. 
Adjustments to the nondefense cap include $9.3 billion 
for overseas contingency operations, $5.7 billion for 
disaster relief, $5.3 billion in additional emergency fund-
ing for Ebola preparedness, and $1.5 billion for program 
integrity initiatives related to Medicare and to the 
Disability Insurance and Supplemental Security Income 
programs.

After those adjustments are made, the caps on budget 
authority for 2015 total an estimated $585.8 billion for 
defense programs and $514.1 billion for nondefense 
programs—about $1.1 trillion in all. As estimated by 
CBO when appropriations were enacted, defense funding 
for 2015 is equal to its cap and nondefense funding is 
slightly below its cap; therefore, by CBO’s estimates, no

2. Program integrity initiatives identify and reduce overpayments in 
benefit programs, such as the Disability Insurance and 
Supplemental Security Income programs, Medicare, Medicaid, 
and the Children’s Health Insurance Program.
CBO
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Table 1.

Limits on Discretionary Budget Authority for Fiscal Year 2015
Millions of Dollars

Source: Congressional Budget Office.

a. The defense category comprises appropriations designated for budget function 050; the nondefense category comprises all other 
discretionary appropriations.

b. The Budget Control Act of 2011 amended the Balanced Budget and Emergency Deficit Control Act of 1985 to reinstate caps on 
discretionary budget authority. The Bipartisan Budget Act of 2013 canceled automatic spending reductions set to take effect in 2014 and 
2015 and set revised caps on defense and nondefense funding for those years at amounts that were each $22 billion above what the caps 
would have been in 2014 and $9 billion above what they would have been in 2015 if the automatic spending reductions had occurred. 

c. This category consists of funding for war-related activities in Afghanistan or for similar activities.

d. For the purposes of adjustments to the caps, disaster relief refers to activities carried out pursuant to section 102(2) of the 
Robert T. Stafford Disaster Relief and Emergency Assistance Act; such activities may result from a natural disaster that causes 
damage of sufficient severity to warrant federal assistance.

e. This funding was provided by H.R. 83, the Consolidated and Further Continuing Appropriations Act, 2015, for responding to the outbreak 
of the Ebola virus, as well as for enhanced preparedness activities in response to that outbreak.

f. Program integrity initiatives identify and reduce overpayments in benefit programs, such as the Disability Insurance and Supplemental 
Security Income programs, Medicare, Medicaid, and the Children’s Health Insurance Program. In 2015 thus far, funding for program 
integrity initiatives has been provided for Medicare and for the Disability Insurance and Supplemental Security Income programs.

Caps Established in the Budget Control Actb 521,272 492,356 1,013,628

Adjustments
Overseas contingency operationsc 64,448 9,258 73,706
Disaster reliefd 0 5,717 5,717
Emergency requirementse 112 5,293 5,405
Program integrity initiativesf 0 1,484 1,484______ ______ ______

Subtotal 64,560 21,752 86,312

Adjusted Caps for 2015 585,832 514,108 1,099,940

Appropriations for 2015 (As of January 9, 2015) 585,832 513,828 1,099,660

Defensea Nondefensea Total
sequestration will be required as a result of those 
appropriations.3

The caps could be breached, however, if lawmakers were 
to provide additional appropriations before the end of 
September—unless those appropriations fell into one of 
the categories that cause an adjustment to the caps or 
were offset by reductions in funding for other programs. 
If the caps were breached late in the fiscal year, the caps 
for 2016 would be reduced to compensate for the excess 
funding in 2015. 

3. To date, lawmakers have enacted full-year appropriations for 2015 
for all agencies except the Department of Homeland Security, 
which is operating under a continuing resolution through 
February 27.
Limits on Discretionary Budget 
Authority for 2016 Through 2021
The Budget Control Act also established limits on discre-
tionary budget authority for fiscal years 2016 through 
2021, as well as automatic procedures that will reduce the 
funding allowed for both discretionary and mandatory 
spending through 2021.4 CBO has estimated how the 
automatic procedures will affect the caps on discretionary

4. Mandatory spending refers to outlays from budget authority that 
is generally controlled by laws other than appropriation acts. 
Sequestration of such spending was subsequently extended 
through 2024.
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Table 2.

Limits on Discretionary Budget Authority for Fiscal Years 2016 Through 2021
Millions of Dollars

Source: Congressional Budget Office.

a. The automatic spending reductions specified in the Budget Control Act are set to reduce the caps on discretionary budget authority for 
2016 through 2021. In addition, a sequestration of mandatory spending is scheduled for each year through 2024. These estimates reflect 
CBO’s calculations; however, the Office of Management and Budget is responsible for the official determination of such reductions.

2016 2017 2018 2019 2020 2021

Caps Originally Set in the Budget Control Act
Defense 577,000 590,000 603,000 616,000 630,000 644,000
Nondefense 530,000 541,000 553,000 566,000 578,000 590,000_________ _________ _________ _________ _________ _________

Total 1,107,000 1,131,000 1,156,000 1,182,000 1,208,000 1,234,000

Estimated Effect of Automatic Spending Reductionsa

Defense -53,933 -53,933 -53,929 -53,921 -53,913 -53,904
Nondefense -37,013 -37,264 -37,335 -36,299 -35,072 -34,791_______ _______ _______ _______ _______ _______

Total -90,946 -91,197 -91,264 -90,220 -88,985 -88,695

Estimate of Revised Caps
Defense 523,067 536,067 549,071 562,079 576,087 590,096
Nondefense 492,987 503,736 515,665 529,701 542,928 555,209_________ _________ _________ _________ _________ _________

Total 1,016,054 1,039,803 1,064,736 1,091,780 1,119,015 1,145,305
budget authority for each year through 2021 (see 
Table 2).5 CBO’s calculations, however, can only approxi-
mate the eventual outcomes because OMB is ultimately 
responsible for implementing the automatic reductions 
on the basis of its own estimates.

The caps on discretionary budget authority originally 
established by the Budget Control Act were set to rise 
gradually from a total of $1,107 billion in 2016 to 
$1,234 billion in 2021. However, the automatic proce-
dures will reduce those caps. For 2016, the reduction will 
total $91 billion (or 8.2 percent), CBO estimates; for 
2021, the reduction will be slightly smaller—$89 billion 
(or 7.2 percent). 

Under current law, the reductions in the caps for defense 
programs will be proportionately larger than the 
reductions in the caps for nondefense programs. The 

5. For a detailed analysis of the methods that CBO uses to calculate 
automatic reductions, see Congressional Budget Office, Estimated 
Impact of Automatic Budget Enforcement Procedures Specified in the 
Budget Control Act (September 2011), www.cbo.gov/publication/
42754.
defense cap will shrink by $54 billion each year, which 
amounts to a cut of 9.3 percent in 2016 and slightly 
smaller percentages in subsequent years. The nondefense 
cap will shrink by $37 billion in 2016, which represents a 
cut of 7.0 percent, and by similar amounts (and smaller 
percentages) in later years. How those reductions are 
apportioned among the various budget accounts 
within the two categories will be determined by 
future appropriation acts.

After those reductions are accounted for, the overall limit 
on discretionary budget authority will steadily increase 
from $1,016 billion in 2016 to $1,145 billion in 2021—
an average annual increase of 2.4 percent. The defense 
and nondefense caps that add up to that limit will follow 
a similar pattern over that period: The former will grow 
from $523 billion to $590 billion, CBO estimates, while 
the latter will increase from $493 billion to $555 billion. 
(Those figures do not include any adjustments that might 
be made to accommodate future appropriations for emer-
gencies, overseas contingency operations, disaster relief, 
or program integrity initiatives.)
CBO

http://www.cbo.gov/publication/42754
http://www.cbo.gov/publication/42754
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Disaster Relief
The total increase in the caps to accommodate funding 
for disaster relief in a given year cannot exceed a particu-
lar amount: the average funding provided for disaster 
relief over the previous 10 years (excluding the highest 
and lowest annual amounts) plus any amount by which 
the previous year’s appropriation was lower than the 
maximum allowable cap adjustment for that year. By 
CBO’s estimate, the maximum increase in the caps to 
accommodate funding for disaster relief comes to 
$18.4 billion in 2015. Such appropriations for this year 
so far total $5.7 billion—$12.7 billion less than the max-
imum amount.
Avi Lerner of CBO’s Budget Analysis Division prepared 
this report with guidance from Peter Fontaine, 
Theresa Gullo, and Jeffrey Holland. An electronic 
version is available on CBO’s website (www.cbo.gov/
publication/49889).

Douglas W. Elmendorf 
Director

http://www.cbo.gov/publication/49889
http://www.cbo.gov/publication/49889
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Self-Governance Health Reform National Outreach and Education 
Update on Project Activities 

 January 2015 
 
Background: In September 2014, the Indian Health Service (IHS) provided funding to the Tribal Self-
Governance Advisory Committee (TSGAC) to support implementation of P.L. 111-148, Patient Protection 
and Affordable Care Act (ACA) and Indian Health Care Improvement Act.  The funding amendment 
requires the TSGAC to manage and provide outreach, education, technical research and analytical 
support nationally to Self-Governance Tribes on the ACA/IHCIA.  The overall objective is to improve 
Indian health care by conducting training and technical assistance across Self-Governance American 
Indian and Alaska Native (AI/AN) communities to ensure that the Indian health care system and all 
AI/ANs are prepared to take advantage of the new health insurance coverage options which will improve 
the quality and access to health care services, and increase resources for AI/AN health care.   
 
Accomplishments/Deliverables to date (through 12/31/14):  
 
1. Development of 2014-2015 Work Plan:  A Self-Governance Health Reform Work Plan for 2014-

2015 was developed in October 2014 and formally approved by the Office of Tribal Self-Governance 
(OTSG) on November 14, 2014. (Copies of the Plan are included in the January 2015 TSGAC 
meeting materials.) The 2014-2015 Work Plan builds on the prior successful program of training and 
technical assistance during 2013-2014, as documented in the final report for that year.  It adds some 
additional projects within the same funding level to meet the deliverables in the SOW for 2014-2015. 
 

2. Evaluation of ACA/IHCIA Training Materials on Self-Governance Communication and Education 
(SGCE) Website:  Technical consultants completed a thorough evaluation of the existing Webinar 
and Training materials, including PowerPoint presentations and documents.  A series of updates and 
recommendations were provided and approved by OTSG and have been completed and posted on 
the SGCE website.  No changes have been made to original recorded Webinar videos due to cost 
and time constraints.  However, any significant updates in content have been noted upfront. 

 
3. SGCE Website (Health Care Reform) Updated:  In December 2014, the health care reform portion of 

the SGCE website was further updated and simplified in a more user-friendly format so that 
information can be found easily.   

 
4. Webinars : 

 
a. The Webinar, entitled “Updated and Simplified!!! Securing an Exemption from the Affordable 

Care Act’s Tax Penalty for Not Maintaining Minimum Essential Coverage” was presented by 
Doneg McDonough and included 210 participants.  The 1-1/2 hour Webinar was conducted 
live, recorded and later posted on the Self-Governance Communication and Education 
(SGCE) website along with the PowerPoint presentations and related resource materials to 
allow for wider accessibility and use by IHS, Tribal and Urban (I/T/Us) health care users and 
programs.  Time was allocated throughout the Webinar(s) for participants to raise questions.  
All questions not answered were recorded, summarized and responses were drafted and 
posted on the SGCE website.  
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An evaluation plan (summary) was developed to capture immediate feedback from the 
participants.  Approximately 14% of the participants completed the survey for this Webinar 
The input received was overwhelming positive and constructive.  Certificates of completion 
were designed and sent to all those who participated in each Webinar. 

 
b. Upcoming Webinars:  A proposed scheduled and tentative topics have been developed for 

the reminder of the Project Year.  The next two Webinars and topics include: 
i. January 21, 2015 – Update on IHS/VA Agreements and Opportunities for Tribes 

(Myra Munson, presenter) 
ii. February 11, 2015 – Update on current operational and regulatory issues on ACA 

implementation (Doneg McDonough, presenter) 
 

5. Policy Analysis: 
Technical advisors continue to work with national Indian organizations to analyze proposed 
regulations related to ACA and draft responses on behalf of TSGAC.  Recent issues include: 

a. Development of TSGAC Comments on CMS-9944-P; Notice of Benefits and Payment 
Parameters for 2016 

b. Development of TSGAC Comments on Draft 2016 Letter to Issuers in the Federally-
Facilitated Marketplace 

  
6. Preliminary Study of Network Adequacy:  The 2015 Issuer Letter released by the Center for 

Consumer Information and Insurance Oversight (CCIIO) contains requirements on issuers offering 
QHPs through a Federally-facilitated Marketplace (FFM). Preliminary research and analysis is 
currently under development on a select number of states/regions and QHPs in those states/regions 
to determine: 

a. How many of the QHPs have IHCPs in their preferred provider networks; 
b. Whether contract offers were made by QHPs to some or all of the IHCPs; and, 
c. What factors were considered by IHCPs in determining whether to enter into a contract 

with a QHP. 

7. Documentation of Positive Success Stories:  Technical consultants have identified 4 Tribes/Tribal 
organizations to interview and highlight ACA/Marketplace success stories. The intent is to complete 
at least one location each quarter and write a composite story about that location.  The first quarterly 
story will be completed and highlighted in spring 2015. 
 

8. Development of Tools and Resources:  A series of regular ACA/IHCIA broadcasts on updates and 
other current issues has been shared with Self-Governance Tribes.  Recent topics include, but not 
limited to: 

 
a. Claiming the Exemption to the Tax Penalty for Not Having Insurance 
b. Advanced Payment of Premium Tax Credits for Health Insurance 
c. Tribal Hospitals Can Do Presumptive Eligibility for Medicaid 
d. Expanded Flexibility for Tribal Employers under FEHB Program 
e. Ways to File Appeals and Complaints with a QHP and a Marketplace 

 
9. Coordination with other National and Regional Organizations:  Technical staff have participated in 

meetings and monthly teleconferences with other National Tribal organizations and partners, 
including National Congress of American Indians, National Indian Health Board and the National 
Council of Urban Indian Health to assist in coordinating efforts and reduce any duplication of AI/AI 
training materials. 

 
For more information on this report, please contact Cyndi Ferguson at cyndif@senseinc.com 

mailto:cyndif@senseinc.com
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1.  Introduction 
 
The Indian Health Service (IHS) amended the funding Agreement with the Jamestown 
S’Klallam Tribe (JST) for the performance period September 1, 2014 –September 29, 
2015 to provide outreach, education, technical, research and analytical support 
nationally to Self-Governance Tribes on P.L. 111-148 as amended by P.L. 111-152, 
collectively known as the Patient Protection and Affordable Care Act (ACA) and the 
Indian Health Care Improvement Act (IHCIA). 
 
The revised Agreement indicates that “the overall objective of this amendment is to 
improve health care by conducting training and technical assistance across Self-
Governance communities to ensure that the Indian health care system and all America 
Indians and Alaska Natives (AI/ANs) are prepared to take advantage of the health 
insurance coverage options that will improve the quality of and access to health care 
services, and increase resources for AI/AN health care.”  This objective will guide 
priority setting and activities conducted under this Agreement over the performance 
period as JTS works to address the sub-goals and deliverables articulated in the 
Agreement. 
 
The new scope of work (SOW) identifies project goals that are 3-fold: materials, training 
and technical assistance.  To achieve these goals, 22 deliverables are listed that relate 
to outreach and education, policy analysis, information sharing and technical 
assistance, and training.  
 
The SOW requires JST to develop a training plan and a technical assistance plan.  Both 
of these are included here in this Work Plan.  In addition, the Work Plan specifies how 
JST will develop and implement the deliverables related to policy analysis and positive 
impact stories. 
 
The 2014-2015 Work Plan builds on JST’s successful program of training and technical 
assistance during 2013-2014, as documented in the final report for that year.  It adds 
some additional projects within the same funding level to meet the deliverables in the 
SOW for 2014-2015. 
 
2.  Process for Developing Work Plan 
 
Coordination with National Indian Organizations 
 
Two of the “major activities” listed in the 2014-2015 SOW involve coordination with 
other National Indian Organizations: 
 

(Item #3 in SOW).  Work with Partners and Self-Governance Tribes to achieve 
economies of scale and reduce duplication of AI/AN training and outreach and 
education materials, including the development of crosscutting ACA/IHCIA 
content specific to the Indian health care system. 
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(Item #4 in SOW).  Work with Partners and Self-Governance Tribes to enhance 
collaboration with other Federal agency programs, local, state, Tribal and 
national partners. 

 
To further the coordination and reduce duplication, JST recommends the following 
division of responsibility:   
 
 JST will take the lead role and responsibility for: (1) policy analysis; (2) technical 

assistance to Self-Governance Tribes; (3) training on regulatory, technical and 
strategic matters aimed primarily at health directors and other administrators; 
and, (4) documenting success stories from Self-Governance Tribes.   

 
 NIHB will take the lead on issues related to training people who assist with 

enrollment activities; outreach and education to consumers, including developing 
tool kits; and technical assistance to direct service Tribes.   

 
 NCAI will take the lead on communicating with Tribal Leaders and on 

employment-related training and technical assistance.  
 
Where JST is the lead, TSGAC and technical consultants will develop materials and 
share them with the other partner organizations.  When other organizations are the 
lead, JST will assist by reviewing any new materials they develop, upon request from 
the lead organization.  
 
Based on the areas identified above for JST to take the lead, this Work Plan is 
organized with the following sections:   
 

1. Policy Analysis 
2. Technical Assistance 
3. Training 
4. Positive Impact Stories   

 
Needs Assessment for Information Sharing, Training, and Technical Assistance 
 
The deliverable C12 in the SOW calls for JST to “meet with stakeholders to identify their 
needs from a community level and access to education and outreach materials.” 
 
Last year, the TSGAC conducted an on-line survey in October 2013 to learn about 
Tribal preferences for ACA training and technical assistance.  In addition, on-line 
evaluations that followed Webinars throughout this past year were used to identify 
additional topics for training.   
 
Prior to developing this 2014-2015 Work Plan, Self-Governance Tribes were again 
surveyed to see how their needs and preferences have changed.  Technical consultants 
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also invited discussion on this and other aspects of the Work Plan at the TSGAC 
Quarterly Meeting held in Washington, DC on October 8-9, 2014. 
 
A total of 75 surveys were completed and consolidated. (See Appendix A).  Of those 
who responded, 89% participated in previous ACA/IHCIA Webinars and Trainings 
hosted by the TSGAC during 2013-2014; and all but 3 of those respondents shared 
information with others in their Tribe/Tribal Organization.  Further, on a scale of 1 to 5 
with 1 = Not Helpful to 5 = Very Helpful, 68% of those respondents rated the 
Trainings/Webinars as either a 4 or 5. 
 
There is strong support for Webinars as a way of delivering information.  Many 
responded that they would also like to see both National (e.g. Annual Tribal Self-
Governance Conference, NCAI, NIHB) and Regional Trainings in their respective Areas.  
This Plan does not include any specific Regional Trainings.  However, TSGAC will 
explore ways to coordinate with Area Health Boards regarding information sharing and 
creating links within the SGCE website to assist in outreach efforts. 
 
Flexibility 
 
Every year there are new issues that emerge and new needs for policy analysis, 
technical assistance, training and other types of information sharing.  With a fixed 
budget, JST recognizes that some planned ideas may be changed to accommodate 
more urgent needs that may arise.  This is in keeping with item C4 in the SOW 
deliverables: 
 

C4.  The Tribe shall plan communication around key moments or events through 
the grant period to increase educational efforts. 
 

In addition, flexibility has been built into the Work Plan by scheduling quarterly 
regulatory update Webinars, as explained further in the Training Plan section of this 
Work Plan. 
 
3.  Policy Analysis Plan 

 

Policy analysis.  In coordination with the TSGAC, technical consultants will continue to 

review and coordinate ACA/IHCIA policy recommendations and strategies by Self 

Governance Tribes (B2 in SOW). 

 

Performance metrics.  A new deliverable (B1 in SOW) requires the Tribe to “monitor and 

review ACA metrics that provide indicators of AI/AN participation in Marketplace plans 

and Tribal participation as network providers in the Marketplace. . .”  JST will develop 

and communicate recommended metrics to IHS and the Centers for Medicare and 

Medicaid Services (CMS) and work with partner organizations to secure the data from 
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CMS.  In addition, JST technical consultants will review and analyze relevant data and 

reports that are produced by the Department of Health and Human Services Office of 

the Assistant Secretary for Planning and Evaluation (ASPE) and offices within CMS.  

Further, as was done in the prior performance period, JST will work to share that 

information broadly with partner organizations and Tribal leadership. 

 

On behalf of the TSGAC, technical consultants will continue to advocate for better data 

from CMS to assess enrollment and participation in networks and assist in the definition 

of parameters to be reported.  This policy work will be conducted both directly with CMS 

and in cooperation with the Data Subcommittee of the Tribal Technical Advisory Group 

(TTAG) for CMS. 

 

Preliminary Study of Network Adequacy. The 2015 Issuer Letter released by the CMS 

Center for Consumer Information and Insurance Oversight (CCIIO) establishes 

requirements on Qualified Health Plans (QHPs) offered through Marketplaces, including 

requirements regarding contracting with Indian health care providers (IHCPs).  Limited 

information is available on the extent to which, and the manner in which QHPs have to 

meet these requirements.  The goal of these requirements is to foster IHCP participation 

in QHPs in order to facilitate greater enrollment of AI/ANs in QHPs.    

 

To facilitate a closer examination of whether this has been a sufficiently effective 

approach, JST technical consultants will undertake a preliminary research project with a 

sample of plans in a few states to determine how many of those plans have IHCPs in 

their networks, whether contract offers were made by QHPs to IHCPs, and what factors 

were considered by IHCPs in determining whether to enter into a contract with a QHP.  

A report of the findings will be shared with CMS, TSGAC, and IHS. 

 

Information sharing.  JST will assure that all information is up-to-date at the time it is 

presented, as required in deliverable B2 in SOW: 

 

B2.  The Tribe shall ensure the training curriculum content addresses all new 

regulations and operations for implementing the ACA/IHCIA requirements. 

 

To further address this, the Training Plan detailed below will include quarterly updates 

on selected regulations issued by CMS and Internal Revenue Service (IRS) to 

implement the ACA. 
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4. Technical Assistance Plan 

 

A range of avenues will be used to provide technical assistance to Self-Governance 

Tribes.     

 

Web-based Technical Assistance.  In the 2013-2014 project period, JST worked closely 

with the Self-Governance Communication and Education office (SGCE) to develop a 

health reform specific section on their website that allows people to ask questions, have 

the questions answered by a technical expert, and share the Q&A with anyone who 

visits the website.  The volume of Q&A’s has led to the need to better organize the 

information and allow people to select topics or key words to look up information.  This 

activity will be continued and improved as part of the 2014-2015 Work Plan. 

TSGAC meetings.  Technical consultants will continue to participate in TSGAC quarterly 

meetings, the Annual Tribal Self Governance Conference, and the yearly Self 

Governance Strategy Planning Session.  These meetings provide an opportunity to 

assure that the TSGAC and Self-Governance Tribes are informed about current 

ACA/IHCIA issues and have an opportunity for interactive dialogue.  

Identifying and assisting with the development of successful Marketplace enrollment 

practices.  Particularly with regard to Tribal efforts to pay the Marketplace premiums on 

behalf of beneficiaries (“premium sponsorship”), JST will engage Self-Governance 

Tribes to understand and assist in the development and evolution of successful 

enrollment practices and to share the experiences with these enrollment efforts with 

other Tribes and Tribal health organizations.  

Other.  In addition, the SOW requests that JST serve as a “resource broker and identify 

subject matter experts to conduct training and technical assistance for implementation 

of the ACA enrollments” (C10 in SOW).  To meet this goal, TSGAC will assist Self 

Governance Tribes to identify qualified people that they might hire to do training and 

technical assistance at the Tribal level.   Further, JST will utilize subject matter experts 

on related topics in the TSGAC Webinars and for the in-person Trainings.    

In addition to maintaining professional relationships with policy experts in the private 

sector, TSGAC will also maintain relationships with key people who work inside 

agencies such as CMS, IRS, and IHS, and call upon them as needed to answer 

questions that arise. 

In the SOW, technical assistance is combined with information sharing.  In this Work 

Plan, the information sharing deliverables have been addressed in the sections related 

to Training (C1, C3, C7, C8 in SOW) and documenting Positive Impact Stories (C5, 

C11, C13 in SOW).  
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5. Training Plan 

Website update.  By December 2014, JST technical consultants will evaluate all the 

ACA/IHCIA-related materials on the SGCE Website, as required in deliverable D1 in the 

SOW.  Each of the training materials posted on-line will be assigned one of the following 

rankings: 

a. It is up to date and should remain as is on the Website.  

b. The recording is fine, but the associated written materials should be 

modified or updated. 

c. The training is outdated, but the topic is important.  Therefore, a new 

training on the subject with updated materials will be posted.  

d. The topic is no longer relevant and should be removed from the Website. 

This assessment and the proposed action plans will be shared with the IHS Office of 

Tribal Self-Governance (OTSG) before proceeding with implementation of this Work 

Plan.   

For the 2013-2014 Training and Technical Assistance Plan, materials from all the 

partner organizations were reviewed, identified and included that information as an 

attachment to the previous Plan.  For the 2014-2015 Work Plan, it is expected that each 

of the national organizations will be responsible for reviewing their own training 

materials and deciding whether to leave them, change them, or take them down.   

Webinars.  The approach of using Webinars proved to be an effective way to reach a lot 

of people across the country on a timely basis, as demonstrated by the evaluation 

results included in the final report for the 2013-2014 year.  In 2014-2015, the plan is to 

build on this experience and continue this approach, including the advertisements, 

evaluations, certificates of completion, and posting recordings and materials on the 

SGCE website. In addition, technical consultants will foster distribution of the Webinars 

by sharing Web links to the recorded Webinars with partner organizations.   

Two types of Webinars will be provided in 2014-2015:  (1) Webinars on specific topics; 

and, (2) quarterly updates on select regulations and operational changes related to ACA 

implementation. 

Two topical Webinars have already been scheduled in the first quarter: 

 New Exemption Application Process –presented by Doneg McDonough, 

Wednesday, October 22, 2014 from 1-2:30 pm eastern time.  

 VA Agreements –presented by Myra Munson, JD, on Wednesday, November 

5th from 1-2:30 pm eastern time.  

Additional topics for Webinars that were previously identified include: 
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 Understanding New Regulations, Operations and Forms from IRS and CMS; 
explanation of new developments that could affect Tribes/Tribal Organization and 
their citizens 

 Children Dental Stand Alone Plans  

 Premium Sponsorship Options for Tribes  
 

 
Responding to the SOW item B3, quarterly Webinars will cover selected new 

regulations issued by CMS and IRS.   

Annual Tribal Self Governance Conference.  Training will be provided through 
workshops at the Self-Governance Annual Conference in Reno, NV, April 26-30, 2015, 
either using the topics identified in this Training Plan or other topics that may be more 
relevant to Self-Governance Tribes at the time. At least one workshop will be focused 
on best practices, as required in the SOW (C7). 
 
Other training.  The TSGAC and technical consultants will participate in workshops at 
the NIHB Annual Consumer Conference in Washington, DC, September 21-24, 2015.  
They may also participate in other training activities, depending on the need and 
availability of funding. 
 
6. Positive Impact Stories 

In several places, the SOW has a requirement that JST shall develop “communication 

vehicles to showcase positive impact stories of I/T with ACA/IHCIA” (C5), “identify 

ACA/Marketplace success stories and highlight them in outreach education, and training 

materials “(C13), and “provide quarterly articles for Tribal newsletters focusing on the 

successful impact and outcomes of ACA/IHCIA in Self Governance communities, 

available resources, and funding opportunities” (C11).   

Success is defined by different Tribes in different ways, depending on their local 

circumstances, history, and experience.  However, for the purposes of these 

deliverables, success is defined as individuals who have had a positive experience with 

health care as a result of enrolling in Medicaid, Children’s Health Insurance Program 

(CHIP) or Qualified Health Plans (QHPs) through the Marketplace; and/or as Tribes that 

have experienced increased revenues and reduced contract health expenditures as a 

result of Tribal members enrolling in Medicaid, CHIP or QHPs through the Marketplace.  

JST is particularly interested in showcasing Tribes and Tribal Organizations that have 

been proactive in enrollment assistance, including Tribal Sponsorship. 

Depending upon available funding within this budget, 3-4 places will be selected to 

feature with success stories, most likely Tribes and Tribal Organizations in AK, MN, WA, 

OK, and possibly NM.  Technical consultants will travel to the local places in Indian 

Country and conduct approximately 5 interviews in each place:  4 with people who are 
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enrolled in Medicaid, CHIP or QHPs through the Marketplace, and 1 with a program 

manager.  A professional photographer will take pictures of the people interviewed, 

including photos in people’s homes, health care settings, etc.   

All participants will be required to sign consent forms authorizing JST to tell their stories 

and use their photographs. An honorarium will be provided to the consumers who 

participate. The interviews will be reported in a storytelling format with the intent that 

Tribal members would be the audience. JST will submit a draft to the people who were 

interviewed and/or the Tribal program manager for their review and comment, and 

obtain a release before the information is shared publically and published. 

The intent is to complete at least one location each quarter and write a composite story 

about that location to be made available to Tribes to use as a quarterly article for Tribal 

newsletters (C11 in SOW). 

By the end of the project, the stories and photographs will be arranged into a magazine 

style publication that could be used by I/T/U facilities in the waiting rooms as part of the 

Outreach & Education effort (C5, C13 in SOW). 

A limited number of copies of the magazine will be made available at the Annual Tribal 

Self Governance Conference.  JST will work with CMS and IHS to identify additional 

resources to print and more widely distribute additional copies of the magazine.  

 
7. Project Team 

The following lead technical consultants will work with the TSGAC and JST on these 
deliverables: 
 
Mim Dixon (Policy Analysis, Positive Impact Stories) 
 
Mim Dixon has worked with Tribes as a policy analyst, researcher, facilitator, planner 
and health care administrator. She earned her BA in economics from Washington 
University (St. Louis, MO) and her MA and Ph.D. in anthropology from Northwestern 
University (Evanston, IL).  She lived in Alaska for more than 20 years where she 
administered a Tribally-operated health clinic that served Fairbanks and 42 villages in 
Interior Alaska.  After moving to Colorado in 1993, she worked for the National Indian 
Health Board as a policy analyst and researcher, travelling throughout the United States 
listening to issues important to Tribes.  She served as health director for the Cherokee 
Nation in 2000.  She is the author, co-author and/or editor of four books including 
“Strategies for Cultural Competency in Indian Health Care” with Pamela E. Iron,  and 
“Promises to Keep:  Public Health Policy for American Indians & Alaska Natives in the 
21st Century” with Dr. Yvette Roubideaux.    
 
Dr. Dixon has served as Technical Advisor to the Tribal Self-Governance Advisory 
Committee (TSGAC) and the Tribal Technical Advisory Group (TTAG) for the Center for 
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Medicare and Medicaid Services (CMS).  She has been the project coordinator for the 
Tribal Education and Outreach Consortium (TEOC) and the Affordable Care Act training 
program, TEOC U.  She is an active participant in the National Indian Health Board 
(NIHB) Medicaid and Medicare Policy Committee (MMPC).  She was the author of the 
first CMS American Indian and Alaska Native Strategic Plan, as well as the most recent 
revision of that plan. 
 
 
Cyndi Ferguson (Project Coordination, Communication and Outreach with Self-
Governance Tribes, Training Facilitator/Evaluator) 
 
Cyndi has extensive experience, including: management and implementation of Tribal 
Self Governance in the Bureau of Indian Affairs and the Indian Health Service 
programs; negotiation of Self-Governance Funding Agreements with Federal agencies; 
internal Tribal governance planning; and participation on Tribal Team to develop several 
major legislative initiatives, including amendments to the Indian Self-Determination and 
Education Assistance Act (Title IV, Title V and Title VI).  Further, Cyndi has worked to 
advance State-Tribal Relations promoting intergovernmental cooperation between 
States and Tribes in order to develop policy solutions on issues of mutual concern.  
Cyndi has been a lead presenter on national and regional Tribal Self-Governance 
Trainings.  She has been an active, long-term participant on several Tribal/Federal 
Workgroups and currently serves as Facilitator for the National Indian Health Board-
Medicare and Medicaid Policy Committee (MMPC).  
 
Doneg McDonough (Policy Analysis, Technical Assistance, Training) 

Doneg McDonough leads the health care consulting firm Health System Analytics and 
advises clients on implementation of the Affordable Care Act. Doneg serves as a 
technical advisor to the Tribal Self-Governance Advisory Committee on work involving 
the Centers for Medicare and Medicaid Services (CMS) and its Tribal Technical 
Advisory Group (TTAG) as well as work involving the Indian Health Service.  In addition, 
Doneg is under contract with the National Indian Health Board (NIHB), serving as a 
technical advisor to the Medicare, Medicaid and Health Reform Policy Committee 
(MMPC) on regulatory issues. 
 
Doneg previously oversaw finances and operations of a State’s health and human 
service agencies with combined annual expenditures of $1.6 billion and led a 220-
person team responsible for processing applications for health insurance coverage in 
the third largest province in Canada. Doneg earned a BA in Sociology at the University 
of California, Berkeley and a Master of Public Administration from Columbia University 
in New York. 
 
Darren Jones; Self-Governance Communication and Education.  JST will continue to 
work with Darren on managing the Webinar software, broadcast notices of upcoming 
Webinars and Trainings and posting of materials on the SGCE Website. 
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Other subject matter experts.  JST will subcontract with subject matter experts to assist 
with training, data collection for the network adequacy preliminary study, and 
photography and graphic design for the magazine featuring success stories.  In the 
past, other subject matter experts have been incorporated into the Training Plan, 
including Myra Munson, JD, Elliott Milhollin, JD, Sam Ennis, JD, and Jennifer DuPuis, 
MBA.  We would expect to work with these individuals in 2014-2015.  
 
8.  Evaluation Plan 

Evaluation of Training Webinars and Training Sessions.  An Evaluation Form will be 
used to collect information and obtain immediate feedback from all participants who 
complete either a Training Module via a Webinar and/or an “in-person” national or 
regional Training Session.  The purpose of the evaluation will be to: (1) assess the 
value of the Training; (2) determine if the Training learning objectives have been 
achieved; and, (3) gather input which can be used to improve the content and 
presentation/delivery of the training materials for use in future sessions.   
 
Information collected on the Evaluation Form will include: 
 If the goals and objectives were clearly defined and met 

 Relevancy of topics 

 Content delivery 

 Training materials 

 Opportunity for interactive discussion 

 Responsive to questions 

 Topics requested for additional training 

All participants who register and complete a Training Module via a Webinar will be 
provided an Evaluation Form via email following the Webinar.  For those participants 
who attend an in-person Training Session, a written Evaluation Form will be provided 
and collected at the conclusion of the Training Session.  All information collected on the 
Evaluation Forms will be summarized and shared with the TSGAC, OTSG and the 
Instructors/Trainers in order to assess if any changes need to be made to improve the 
Training Modules and/or Training Sessions. SENSE Incorporated will take the lead in 
the dissemination, collection and summary of the information collected on the forms. 
 
Additional Evaluation. A tracking list of all deliverables in the SOW will be maintained for 
the items in this Work Plan and updated quarterly to assure that all the objectives are 
accomplished.  A 6 month report and a final report will be submitted to the IHS OTSG, 
IHS Office of Resource Access and Partnerships and IHS Senior Advisor to the 
Director.  



 
 

Tribal Sponsorship through a Marketplace1 
January 12, 2015 

This brief seeks to provide guidance to Tribes that might use federally-appropriated funding or third 
party revenues to purchase health insurance for Tribal members2 enrolled through a Marketplace.   

Indian Tribes, Tribal organizations, and urban Indian organizations (T/TO/Us) can pay for health insurance 
coverage on behalf of their Tribal members enrolled through a Marketplace (“Tribal sponsorship”).   

• Guidance documents issued by the federal Centers for Medicare and Medicaid Services (CMS) specifically 
authorize payment of premiums and cost-sharing by T/TO/Us on behalf of Marketplace enrollees.3, 4 

• Section 402 of the Indian Health Care Improvement Act (IHCIA)5 states that T/TO/Us can use funds made 
available through the Indian Self-Determination and Education Assistance Act (ISDEAA) or programs 
under the Social Security Act (namely, Medicare, Medicaid, and the Children’s Health Insurance 
Program) to purchase health insurance, such as coverage through a Marketplace, for Tribal members. 

• Tribal sponsorship programs are permitted—but not required—to apply eligibility criteria such as 
financial need.6 

Qualified Health Plans (QHPs) offered through a Marketplace must accept payments from T/TO/Us made 
on behalf of Marketplace enrollees.  Federal regulations (at 45 C.F.R. 156.1250)7 state that issuers offering 
individual market QHPs, including stand-alone dental plans, must accept premium and cost-sharing 
payments from T/TO/Us on behalf of Marketplace enrollees, regardless of whether the issuers offer the 
QHPs through the Federally-facilitated Marketplace (FFM) or a State-based Marketplace (SBM).8 

To the extent that T/TO/Us facilitate the provision of health care services to Tribal members through Tribal 
sponsorship, T/TO/Us should include in contracts, compacts, or other funding agreements with IHS a 
general statement that notes the intention to use some ISDEAA or other funds available to the T/TO/U for 
Tribal sponsorship of premiums on behalf of Tribal members. 

1 This brief is for informational purposes only and is not intended as legal advice. For questions on this brief, please contact Doneg 
McDonough, TSGAC Technical Advisor, at DonegMcD@Outlook.com. 
2 Tribal members are defined here as persons eligible for services from the Indian Health Service, Indian Tribes and Tribal 
organizations, or urban Indian organizations. 
3 http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-issuer-letter-3-14-2014.pdf 
4 CMS confirmed and further clarified this in a February 7, 2014, guidance letter that specifically authorized payment of premiums by 
T/TO/Us on behalf of Marketplace enrollees.  (http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/third-party-
payments-of-premiums-for-qualified-health-plans-in-the-marketplaces-2-7-14.pdf) 
5 IHCIA Section 402 was modified by section 152 of the Indian Health Care Improvement Reauthorization and Extension Act, which 
was contained in the Patient Protection and Affordable Care Act. 
6 See IHCIA Section 402(b) and the CMS guidance letter dated February 7, 2014.  
7 http://www.ecfr.gov/cgi-bin/text-idx?SID=2f9a7c042e57c01d998e42617f02c615&node=se45.1.156_11250&rgn=div8 
8 According to a separate federal regulation (45 C.F.R. 155.420(b)), the FFM or a SBM can permit T/TO/Us to pay aggregated QHP 
premiums on behalf of qualified individuals, but a Marketplace does not have to do so. 

                                                           

http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-issuer-letter-3-14-2014.pdf
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/third-party-payments-of-premiums-for-qualified-health-plans-in-the-marketplaces-2-7-14.pdf
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/third-party-payments-of-premiums-for-qualified-health-plans-in-the-marketplaces-2-7-14.pdf
http://www.ecfr.gov/cgi-bin/text-idx?SID=2f9a7c042e57c01d998e42617f02c615&node=se45.1.156_11250&rgn=div8


Tab 6:  OIT Update



IHS TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE 
c/o Self-Governance Communication and Education  

P.O. Box 1734, McAlester, OK 74501 

Telephone (918) 302-0252 ~ Facsimile (918) 423-7639  ~ Website: www.tribalselfgov.org  

 
Sent Electronically to mark.rives@ihs.gov 

November 19, 2014 
 
CDR Mark Rives, MBA, MSCIS 
Acting Director, Chief Information Officer 
Office of Information Technology  
Indian Health Service 
12300 Twinbrook Parkway, Suite 300 
Rockville, MD 20852  
 
RE:  Tribal Use of Resource and Patient Management System  

Dear Mr. Rives, 

At the Tribal Self Governance Advisory Committee (TSGAC) Quarterly Meeting in October, we 

discussed tribal health information technology needs as related to use of the Resource and 

Patient Management System (RPMS).  Given the number of tribal health systems that no longer 

use RPMS, we would like to evaluate the long-term plan for the continued use of the RPMS for 

tribal health systems.  

Specifically, we request that your office provide the TSGAC the survey results and findings from 

the recently conducted system-wide survey of RPMS users as cited in Dr. Roubideaux’s 

October 30, 2014 Dear Tribal Leader Letter.  We also ask that this data be shared with the 

Information Systems Advisory Committee (ISAC) and any other interested stakeholders so that 

we can work together evaluate the long-term plan for the RPMS as we continue to address the 

healthcare needs of our American Indian/Alaskan Native (AI/AN) patients.  Finally, tribes should 

be consulted in the development of any proposed changes to the RPMS or other patient health 

information systems.   

Our next TSGAC Quarterly Meeting will be held on January 28-29, 2015 at the Embassy Suites 

in Washington, DC.  We look forward to continuing to work with you to improve the healthcare 

services we provide to our patients.  If you have any questions, you can reach me at (860) 862-

6192 or via email at lmalerba@moheganmail.com.   

Sincerely, 

 

Marilynn (Lynn) Malerba 

Chair, Tribal Self-Governance Advisory Committee 
 

cc:   Carolyn Crowder, Tribal Co-Chair, Information Systems Advisory Committee  

P. Benjamin Smith, Director, Office of Tribal Self-Governance 

 TSGAC Members 
 

http://www.tribalselfgov.org/


  
  

  

 

 

 

   
 

 

 

 

DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service 

Indian Health Service 
Rockville MD 20852 

OCT 30 2014 


Dear Tribal Leader: 

I am writing to update you on recent accomplishments and plans for the Indian Health Service 
(IHS) Resource and Patient Management System (RPMS). 

As you know, RPMS is a comprehensive health information system created to support 
high quality health care delivery to American Indian and Alaska Native people.  A lesser known 
fact about RPMS is that it is the only health information system designed specifically to support 
the direct care and public health mission of the IHS.   

With over 80 integrated software applications, RPMS supports virtually all clinical and business 
processes, including patient registration and scheduling, pharmacy and laboratory information 
systems, a fully capable electronic health record (EHR), and revenue cycle applications.  The 
system has been selected and is in use in over 400 IHS, Tribal, and Urban (I/T/U) facilities 
nationwide that provide care to more than 1.5 million American Indian and Alaska Native patients. 

The RPMS has its roots in the Veterans Administration’s acclaimed VistA health information 
system, which recently emerged as the top-rated EHR system by physicians in a national survey.  
Over time, however, RPMS has evolved, adding many improvements, functions, and interface 
capabilities that do not exist in VistA.  We are also continually enhancing RPMS to meet the 
changing needs of the Indian Health community.   

RPMS is also the only Government-sponsored EHR that is certified for Meaningful Use.  
The RPMS suite was certified as a complete EHR for ambulatory and inpatient settings in 2011.  
Since that time, I/T/U sites around the country have received over $119 million in Medicare and 
Medicaid incentive payments.  In August 2014, the RPMS suite was again certified against the 
much more stringent and far-reaching criteria for Stage 2 of Meaningful Use.  This will allow 
I/T/U facilities using RPMS to continue to participate in the Meaningful Use initiative through 
at least 2017. 

The Centers for Medicare & Medicaid Services (CMS) and the Office of the National 
Coordinator for Health Information Technology (ONC) establish standards and other criteria for 
structured data that EHRs must use in order to qualify for this incentive program.  Certification 
of EHR technology assures purchasers and other users that the EHR system offers the necessary 
technological capability, functionality, and security to help them meet the Meaningful Use 
criteria.  Certification also helps providers and patients be confident that the electronic health 
IT products and systems they use are secure, can maintain data confidentially, and can work with 
other systems to share information. 



 
 

 
 

 

 
 

 

 

 

 

 

 

Page 2 – Tribal Leader 

An industry leader, RPMS has been recognized for outstanding achievements in health information 
technology and innovation. A list of industry awards for RPMS since 2005 is provided for your 
review (see Enclosure). 

The IHS is now in the midst of the largest and most rapid deployment of EHR enhancements we 
have ever undertaken, assisting the Area Offices in their support of the 2014 EHR upgrades 
across the I/T/U. The Agency will soon be launching a host of new capabilities that will greatly 
improve access to essential information and communication among patients and providers.   

Examples include the Personal Health Record, which will enable patients to view and download 
information from their medical record at any participating I/T/U facility; a secure e-mail service 
that will allow patients to exchange messages with their providers; and the Health Information 
Exchange, which will enable providers to view patient information from facilities within and 
external to the Indian health system.  The IHS is also continuing our work to implement the new 
ICD-10 billing code set by the October 2015 deadline.  This will ensure a smooth transition to 
the new requirements and continuity of revenue generation for RPMS users.  Upgrades to the 
RPMS Practice Management suite, which includes patient registration and scheduling functions, 
will soon also provide new billing features. 

These are only a few of the dozens of ongoing development and enhancement projects that are 
underway in the IHS to continuously improve the information systems we provide.  These 
exciting new tools will help us improve patient care quality, customer service, and 
patient satisfaction.  

While we believe that RPMS remains a world class health information system that is competitive 
with the best-in-class systems on the market today at a very reasonable cost for our stakeholders, 
we also recognize that there is always opportunity for improvement.  To that end, we recently 
conducted a system-wide survey of RPMS users.  With a remarkable response rate of 66 percent 
(530 individual responses out of over 800 users surveyed), we are currently aggregating survey 
results and findings to help chart a path forward for the continuous improvement of RPMS. 

The IHS is committed to meaningful consultation with Tribes as we advance health 
information technology in Indian Country.  You are welcome to send comments to me in 
writing or by e-mail to consultation@ihs.gov. I look forward to your views and comments 
on the value that RPMS is providing today and where we can continue to make 
improvements.  

Sincerely, 

/Yvette Roubideaux/ 

Yvette Roubideaux, M.D., M.P.H. 
Acting Director 

Enclosure 

mailto:consultation@ihs.gov


                                                          

 
 

 
 

 

 
 

 
   

 

 
 

 

 
 
 

 
 

 
 

 
 

 
 
 

 
 

 
 
 

Indian Health Service (IHS) 

Resource and Patient Management System (RPMS) 


Industry Innovation Awards 

	 2005 Healthcare Information and Management Systems Society (HIMSS) 
Nicholas E. Davies Award in Public Health – 

RPMS Clinical Reporting System 

	 2008 HIMSS Nicholas E. Davies Award in Public Health 

Cherokee Indian Hospital, for using RPMS EHR and iCare to improve 
health care delivery 

	 2011 U.S. Department of Health and Human Services HHSInnovates – 

Electronic Health Records in Action – using RPMS for real-time H1N1 
influenza surveillance nationwide during pandemic 

	 2011 Computerworld Honors – Laureate in Health – 

RPMS iCare Population Management application 

	 2012 Computerworld Honors – Laureate in Health – 

Cherokee Indian Hospital, for using data from RPMS to optimize 
Emergency Department workflow, reduce waiting times, and improve 
customer service 

	 2012 and 2013 Surescripts White Coat of Quality Award – 

For quality in electronic prescribing using RPMS 

RPMS Industry Awards 	 2005 to the present 



TAB 7:  FEHB Update



FACT SHEET 

 

New Flexibility for Tribal Employer Participation 

in the FEHB Program 
 

OPM is making it easier for tribal employers to enroll their employees in the Federal Employees 

Health Benefits (FEHB) Program. Under existing rules, a tribal employer could only participate 

in the FEHB Program if the employer purchased FEHB coverage for all of the tribal employer’s 

employees under all of the employer’s business units, such as casinos, resorts, schools, and other 

companies. OPM will now provide more flexibility to tribal employers, so that they can choose 

FEHB coverage for one or more business units.   

 

Tribes or tribal organizations carrying out programs under the Indian Self-Determination and 

Education Assistance Act (ISDEAA) and urban Indian organizations carrying out programs 

under Title V of the Indian Health Care Improvement Act (IHCIA) are entitled to purchase 

FEHB coverage for their employees. 

 

The new flexibility gives tribal employers more options: 

 

 A tribal employer may enroll one or more business units carrying out programs or 

activities under ISDEAA or IHCIA. 

 

 Once a tribal employer has enrolled at least one business unit carrying out programs or 

activities under ISDEAA or IHCIA in the FEHB Program, the tribal employer may enroll 

one or more business units that are not carrying out these programs or activities.   

 

 A business unit that is part of a tribe, tribal organization, or urban Indian organization and 

that has its own ISDEAA or IHCIA contract may participate in the FEHB Program in its 

own right and enroll the tribal employees of the business unit in the FEHB Program, 

whether or not its parent tribe, tribal organization, or urban Indian organization 

participates in the FEHB Program.  A business unit with its own ISDEEA or IHCIA 

contract may not enroll any other business units of the tribe, tribal organization, or urban 

Indian organization in the FEHB Program. 

 

 A participating tribal employer must offer FEHB coverage to all tribal employees of each 

business unit the tribal employer chooses to enroll in the FEHB Program. 

 

This new policy takes effect as of November 20, 2014. 

 

Comments or questions should be directed to the OPM Tribal Desk at 202-606-2530 or 

tribalprograms@opm.gov. 

mailto:tribalprograms@opm.gov
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OIG ALERT 
Office of Inspector General 
330 Independence Ave., SW 

Washington, DC 20201
   News Media: (202) 619-0088 

For Immediate Release 
November 24, 2014 

OIG Alerts Tribes and Tribal Organizations To Exercise Caution in Using Indian 
Self-Determination and Education Assistance Act Funds 

Tribes1 that enter into ISDEAA contracts and Title V Self-Governance compacts with IHS must 
protect IHS funds from misuse.  Further, all tribes that receive Medicare, Medicaid, and 
Children’s Health Insurance Program (CHIP) reimbursements must ensure that those funds are 
used in accordance with applicable Federal law, including the ISDEAA and the Indian Health 
Care Improvement Act (IHCIA).2 

Recent OIG investigations have revealed that some tribes and tribal organizations, or their 
officials, have not adequately protected these funds; as a result, the funds have been 
misappropriated or misused.  In some cases, health care services for tribal members have been 
jeopardized. 

Tribes may negotiate ISDEAA contracts with IHS, under which the tribes receive funds to 
provide health-care-related services directly to tribal members.3  Similarly, qualifying tribes may 
sign Self-Governance compacts with IHS and thereby exercise even more flexibility to use the 
compact funding for those programs, services, and functions that the tribes have agreed to 
provide. Tribes must use ISDEAA funds only to carry out activities that are authorized by law 
and included in the contract, compact, or funding agreements entered into with IHS.4  Use of 
ISDEAA funds for unallowable purposes is subject to disallowance by the Department of Health 
and Human Services (HHS).     

The Affordable Care Act reaffirmed authority for tribal health programs to seek direct 
reimbursement from Medicare, Medicaid, and CHIP for health care services provided to 

1 For purposes of this alert, we use the word “tribes” to encompass all recipients of Indian Self-

Determination and Education Assistance Act (ISDEAA) contracts and compacts with the Indian Health 

Service (IHS), including tribal organizations.    

2 25 U.S.C. § 1601 et seq. 

3  ISDEAA funds are distributed pursuant to Public Law 93-638, codified at 25 U.S.C. § 450 et seq.

4 25 U.S.C. §§ 450j-1 and 458aaa-4.  In limited circumstances, a tribe may obtain prior approval from
 
IHS for additional uses. 25 U.S.C. §§ 450j-1(k) and 458aaa-15(a). 




   

 

                                                            
 

 
 

   

individuals who are also eligible for those programs.5  Importantly, these reimbursements must 
be reinvested in health care services or facilities.6  With respect to compacts, Medicare and 
Medicaid reimbursements are to be treated as supplemental funding to the tribe’s Self-
Governance compact.7  Tribes that improperly use reimbursements may lose their authority to 
directly bill Medicare, Medicaid, and CHIP.8 

Recent OIG investigations have uncovered instances in which tribes used ISDEAA funds to 
support unauthorized activities. In some cases, shared costs were not allocated correctly between 
IHS and other activities. In others, ISDEAA funds were “borrowed” to meet other tribal 
expenses. Sometimes Medicare or Medicaid reimbursements were not reinvested in activities 
furthering the purposes of the original contract or compact and were not even expended for 
health care services, but instead were used to cover general tribal deficits.  In the most egregious 
cases, funds were converted to personal use, leaving the tribes with dangerous shortages in health 
care funding for its members.   

The purpose of the limitations on uses of ISDEAA funds and Medicare/Medicaid/CHIP 
reimbursement is to direct urgently needed funding to health care services for American Indians 
and Alaska Natives. Tribes should be mindful of these restrictions and take steps to ensure that 
the funding and reimbursements are properly invested in this vital purpose.  

Those who commit fraud involving HHS programs are subject to possible criminal, civil, and/or 
administrative sanctions. 

# # # 

5 Sections 1880 and 1911 of the Social Security Act and 25 U.S.C. §§ 1641(c) and (d).
 
6  25 U.S.C. § 1641(d)(2).
 
7 25 U.S.C. § 458aaa-7(j).  

8 25 U.S.C. § 1641(d)(5).
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