HOSPI TALS AND HEALTH CLI NI CS

I ndian Health Service FY 2000 I ncrease
FY 1999 Fi nal FY 2001 or
Cinical Services Enact ed Appr opri ation Esti mat e Decr ease

Hospitals & Health dinics
A Budget Authority $947, 198, 000 $1, 005, 412, 000 $1, 084, 190, 000 +$78, 778, 000

B. (H V/ Al DS) ($2, 366, 000) ($2, 462, 000) ($2, 575, 000) ($0)
C. FTE 8, 067 8, 109 8, 187 78
D. (H V/ AIDS) (14) (14) (14) (0)
E. Activity:
I npatient:
# of Days 275, 000 274,700 273, 000 -1, 700
Qut patient:
# of Visits:
Hospital s 3, 650, 000 3, 750, 000 3, 832, 500 +82, 500
Fr ee- St andi ng
dinics Visits 3, 650, 000 3, 840, 000 3, 924, 500 +84, 500
Total, Visits 7,275, 000 7, 590, 000 7,757,000 +$167, 000

PURPOSE AND METHOD OF OPERATI ON

M ssion Driven Program

The Hospitals and Health Cinics budget provides funding for health care
essential to American Indians and Al aska Natives (AI/AN) and critical to
the IHS mission. The mission of the agency is to elevate the health status
of its service population to the highest possible level and elimnate

di sparities in health between Al/ANs and the general U.S. population. This
el ement of the budget supports a full range of clinical, preventive, and
rehabilitative services and is pivotal to realizing inproved health for
Al / ANs.

Scope of Services in Isolated Communities is Conprehensive

The Hospitals and Health Clinics budget supports essential services

i ncludi ng inpatient care, routine and enmergency anmbul atory care, and
support services including |aboratory, pharmacy, nutrition, health
education, nmedical records, physical therapy, nursing, etc. These services
are generally unavailable from any other sources in the comunities served
through IHS. 1In addition, the programincludes initiatives targeting
special health conditions that affect AlI/ANs such as specialized progranms
for diabetes, maternal and child health, youth services, comunicable

di seases, including AIDS, tuberculosis, and others, and a continuing
enphasi s on wonen's and el der health and epideni ol ogy.

O her clinical services, e.g., dentistry and conmunity services along with
a number of health progranms operated by the tribes, such as wonen, infants,
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and children's progranms, and behavioral health services, are often housed
in the sane facilities. This co-location of services in the hospital and
clinic increases access and fosters a truly conprehensive community-
oriented program

Achi eve Quality and Custoner Satisfaction

The Hospitals and Health Clinics budget provides annual operating expenses
for over 500 health care facilities providing inpatient care, routine and
energency anbul atory care and support services. The conmtnment of the IHS
and tribal staff to the delivery of the highest quality of care possible is
reflected in the continuing success in achieving and naintaining IHS and
tribal -operated facility accreditation by the Joint Conmn ssion on the
Accreditation of Healthcare Organi zations (JCAHO . The JCAHO and the
Heal t h Care Financing Adm nistration (HCFA) regularly and periodically
conduct in-depth reviews of the quality of care provided. They also review
the status and safety of the facilities, adequacy and conpetency of
staffing, and managenent of the service delivery conponents of the |HS.

These reviews are based upon the concept of continuous quality inprovenent
in clinical programs. The IHS and the tribes fully enbrace this concept
and services are provided using the industry benchmarks for custoner
satisfaction. The average |IHS and tribal hospital accreditation grid score
has consistently been at or above the average score for all U S. hospitals.

Per f ormance Measures Denonstrate Effectiveness

This review process requires that the staffs of the health facility
establish performance indicators and denonstrate routine nonitoring,

anal ysis, and intervention where the desired outconme is not achieved. The
facility is granted accreditation based on the appropriateness of

obj ectives established and nmet. The types of outcone nmeasures nonitored by
the clinical facilities include the effectiveness of clinical prograns,
such as obstetrics and chil dcare.

The appropriateness of the services is neasured a variety of ways: live
births successfully managed; the Apgar scores of the infants (an objective
measure of the infant's health at the end of |abor and delivery); norbidity
measures in the nmother, such as preventable vaginal |acerations, etc.; and
the hospital course of the nother and child as nmeasured by norbidity and
treatments utilized during the hospital stay. These nmeasurenents have
dermonstrated that the I HS operates a high quality program of services in
its facilities. This is docunented in the consistently high scores
achieved by the IHS and tribal facilities undergoing JCAHO review. In fact
when conpared to HMO perfornmance in the broader popul ation, the |HS-funded
programs are at the very top in npst measures.

Ot her outcome nmeasures are utilized to assess the effectiveness of the
outreach and prevention prograns associated with the clinical services of
the Agency, within are not normally measured by private industry. For
exanpl e, denmponstration that the outreach activities are effective and the
clinical services are accessible found in the very Iow rate of out-of-
hospital births anong pregnant wonmen served by the I HS despite the fact
that the population in many locations is highly dispersed in renote
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| ocations. There are many ot her outcone nmeasures associated with materna
and child health, such as, the nunmber of |ow birth weight deliveries which
is very lowin the IHS service population. Also, the immunization status
of children in the service population in which the IHS service popul ation
is the only identified ethnic population with an inmunization rate at or
near the Healthy People 2000 target of 90 percent, the decline in deaths
due to unintentional injury among children, etc. Mny of these indicators
are docurented annual ly by the Agency publications, Trends in Indian

Heal th, and the Regional Differences in Indian Health.

Trai ni ng Cruci al

This commitnment requires regular and specialized training. Thus, the
Hospitals and Health Clinics budget activity supports continuing nedical
education for a wide variety of the health professionals enployed by the
IHS and tribes. This includes specialized training in quality assurance
and case managenent as well as discipline-specific training. The FY 1998
budget provi ded some advanced and specialized training for nurses in

i ntensive care unit and operating roomskills, nursing nanagenent, and the
upgradi ng of Indian individuals fromlicensed practical nursing to

regi stered nursing. The budget enabled IHS to support quality assurance
trai ning through JCAHO, residency training for IHS physicians; and
continui ng education of nid-Ievel providers including physician assistants
and nurse and pharmacy practitioners.

Managed Care at Work

The cost effectiveness of the Hospitals and Health Clinics activities is
enhanced t hrough an organi zed process of managed care. This approach to
care is predicated on strategies of cost recovery and cost avoi dance to
provi de the highest volume of services within a fixed budget. The success
of this approach denonstrated by the increasing volume of third party
recovery by IHS and tribal facilities (cost recovery).

Community Oriented Primary Care Attacks Changi ng Di sease

The I HS program continues to focus on increasing access to preventive and
curative services for the underserved in Indian comunities. This is
ordinarily dealt with by utilizing the concept of increnmentally neeting the

needs for clinical, preventive, and restorative care. In recent years the
di seases mani fest anmong Al/ AN have changed such that there is | ess disease
burden in the population fromacute illness and nore from chronic di seases

with significant behavioral determn nants.

O particular concern are di sease patterns that reflect disruptions in
famly and comunity strengths. This includes accidents, suicides,
homi ci des, fanily violence and cheni cal dependency. Prevention of these
chronic diseases requires a different set of precepts and disciplines since
they are less susceptible to interventions of the traditional nedica

nodel .

New devel oprments include conmunity-based wel |l ness centers, school and
comunity based-adol escent clinics and conmunity-based heal th screening
services. |In one case, published data suggests that the use of the

| HS- 30



comunity wel |l ness center reduces the dependence on medi cati on and that
participants require fewer nedical visits than those who do not have access
to well ness centers.

Thi s enphasis on comunity oriented prinmary care is particularly well
suited to the unique health needs of Al/AN people. The inpressive
accompl i shments of the IHS have resulted fromthe broad community approach
enpl oying Public Health Nurses (PHNs), al coholismworkers, nental health
wor kers, sanitarians, etc. These skills nmore directly address the effects
of higher unenmpl oynent, |ower socioecononic status, and the conplications
of poor nutrition, sanitation, and housing found in many Al/AN comunities.

Mai nt ai ni ng progress nade

The overall strategy has paid dividends in the types of health and
per for mance neasures descri bed above.

For exanpl e, although the number of pediatric visits has steadily

i ncreased, the nunber of well child visits has declined by 25 percent since
1993. This is critical since many of the prevention services that are
essential in early life are not being provided. This includes not only

i mruni zations, but nutritional counseling, parenting education and support
and ot her preventive services that directly address di abetes, chenica
abuse, and the issues of childhood and juvenile injuries and suicides.
Simlar declines in prevention services are docunented in adult well care,
wel | woman care (including cancer screening), and oral health. In
addi ti on, needed specialty medical services are being postponed or
elimnated as denonstrated by the dramatic increase in deferred and

di sal l owed contract health services for secondary and tertiary services.

These changes are unacceptable to the patients, the conmunities, and the
prof essional staff. Therefore, the IHS budget request directly reflects
the conmmitnent to redressing these declines as a first priority.

ACCOWVPLI SHVENTS

Heal t h Servi ces

The acconplishnent of the Hospitals and Clinics budget can be described in

terms of both health services and health outcones. |In the area of health
services, acconplishnments can generally be characterized in ternms of the
provision of nmillions of basic primary care inpatient and outpatient

medi cal services to more than 1.3 nmillion Al/AN active users. An active

user is an Al/AN who has received a nedical service in an |HS or triba
facility during the last 3 years. Primary care is defined by the Institute
of Medicine as the provision of integrated, accessible health care services
by clinicians who are accountable for addressing a |arge portion of

personal health care needs, developing a sustained partnership with
patients, and practicing in the context of famly and comunity. The

provi sion of these services is critical to the prevention and anelioration
of disease. It also engages patients in controlling their own health.

In the nmost recent year in which full year data are available, the IHS and
tribal general hospitals adnmtted about 68,000 patients while an additiona
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21,000 patients were admitted to private hospitals under contract. There
has been a gradual decline in admi ssions that is consistent with the
declining inpatient adnmi ssion rates experienced generally in the U S. over
the | ast decade in favor of other treatment nodalities. It also reflects
the IHS conmitnent to cost contai nment through expanded use of proven
outpatient care di sease nanagenent protocols rather than nore costly
hospitalizations.

The IHS and tribal hospital outpatient departnment and health clinics

provi ded over 6 mllion outpatient services, a growh of 35 percent since
1990. The outpatient services were provided by a broad range of providers
and illustrate efficient and effective m x of manpower. The hospitals and

clinics budget also funds other types of patient and community services

i ncl udi ng health education, nutrition, and an array of health pronotion and
di sease prevention progranms that conplenent inpatient and outpatient

servi ces.

Per f or mance Measur es

The follow ng performance indicators are included in the IHS FY 2001 Annua
Performance Plan and are primarily dependent upon the activities funded
within this budget Iline itemfor achievenent. These indicators are
sentinel indicators representative of some of the nore significant health
probl ens affecting Al/AN.

Indicator 1: To support planning for the treatnment and prevention of

di abetes during FY 2001, maintain Area age-specific diabetes preval ence
rates and identify trends in the age-specific preval ence of diabetes (as a
surrogate marker for diabetes incidence) for the Al/AN popul ation

I ndi cator 2: Reduce diabetic conplications by denpbnstrating a conti nued
trend in inproved glycem c control in the proportion of I/T/Uclients with
di agnosed di abetes in FY 2001

I ndi cator 3: Reduce diabetic conplications by denpbnstrating a conti nued
trend in inproved bl ood pressure control in the proportion of I/T/Uclients
wi th di agnosed di abetes and hypertensi on who have achi eved bl ood pressure
control standards in FY 2001

I ndi cator 4: Reduce diabetic conplications by denpbnstrating a conti nued
trend of inprovenent in assessing the proportion of I/T/Uclients with

di agnosed di abetes for dyslipidenia (i. e., cholesterol and triglyceride)
in FY 2001.

I ndi cator 5: Reduce diabetic conplications by denpbnstrating a conti nued
trend of inprovenent in the proportion of I/T/U clients with diagnosed
di abet es who have been assessed for nephropathy in FY 2001

I ndi cator 6: Reduce cervical cancer nmortality and norbidity by increasing
the proportion of wonen in FY 2001 who have had a Pap screen in the
previ ous year by 3 percent over the FY 2000 |evel

I ndi cator 7: Reduce breast cancer nortality and norbidity by increasing the
nunber of the Al/AN femal e popul ati on 40-69 years of age during FY 2001 who
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have had screeni ng manmography in the previous two years by 3 percent over
the FY 2000 | evel s.

Indicator 8: Inprove child and fanmly health by increasing the proportion
of Al/AN children served by IHS receiving a mnimmof four well child
visits by 27 nonths of age during FY 2001 by 3 percent over the FY 2000

| evel .

I ndi cator 10: Reduce the incidence of Fetal Alcohol Syndrome by increasing
the proportion of 1/T/U prenatal clinics utilizing a recognized screening
and case managenent protocol (s) for pregnant substance abusi ng wonmen by 10
percent over the FY 2000 |evel

Indicator 17: To assure high quality health care, maintain 100 percent
accreditation of all IHS hospitals and outpatient clinics during FY 2001.

Indicator 18: By the end of FY 2001, inprove |HS-w de consuner satisfaction
by 5 percent over the FY 2000 baseline |evel

I ndi cat or 20: Reduce the incidence of preventable diseases by increasing
the proportion of Al/AN children who have conpleted all reconmended

i mruni zations for ages 0-27 nonths (as recommended by Advisory Conmittee on
I muni zation Practices) during FY 2001 by 2 percent over the FY 2000 rate.

I ndi cator 21: Reduce the incidence of preventable diseases, by increasing
pneunpococcal and influenza vaccination |levels anmpng adult diabetics and
adults aged 65 years and ol der by 2 percent over the FY 2000 rates.

I ndi cator 22: Reduce injury-related hospitalizations for Al/AN people to
no nore than 70 per 10,000 people for FY 2001

I ndi cat or 25: Reduce chil dhood obesity rates by nmintaining ongoi ng body
mass i ndex (BM) assessnents in Al/AN children 3-5 years old and/or 8-10
years old, for both intervention pilot sites and non-intervention
conparison sites, as part of an overall assessnment of the ongoing chil dhood
obesity prevention project's effectiveness.

Following are the funding levels for the last 5 fiscal years:

Year Fundi ng FTE
1996 $854, 478, 000 8,078
1997 $891, 824, 000 7,991
1998 $906, 801, 000 8, 020
1999 $949, 140, 000 8, 067
2000 $1, 005, 412, 000 8,109

RATI ONALE FOR BUDGET REQUEST

Total Request -- The request of $1,084,190,000 and 8,187 FTE is an increase
of $78,778,000 and 78 FTE over the FY 2000 Appropriation of $1,005,412, 000
and 8,109 FTE. The increase includes the follow ng:
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Current Services — Built-in Increases: +%$40, 085, 000

The request of $40,085,000 is for current personnel related costs. These
requests will partially fund the built-in increases associated with on-
goi ng operations. Included are funds for mandated increases such as pay
rai ses, within grade increases and increasing benefits costs (e.g. Health
I nsurance). These funds will be shared with Title | and Title Ill tribes,
as well as Federal prograns.

It is extrenmely critical that the IHS maintain the FY 2000 | evel of service
to prevent any further decline in primary health services. The |IHS patient
popul ati on continues to receive | ess access to health care than the genera

U.S. population. Mintaining the current 1/T/U health systemis necessary

in elimnating disparities in health status between Al/ANs and the rest of

the U S. popul ation.

Phasi ng-In of Staff for New Facilities: +$6,714,000 and +30 FTE

The request of $6,714,000 and 30 FTE provides for the phasing-in of staff
and related costs for new facilities. The staffing of new facilities also
contributes to the recruitnent and retention of medical staff and pronotes
sel f-determ nation activities. The follow ng table displays the requested
i ncrease.

Facilities: Dol | ars FTE
Tal i hi na, OK Hospit al $3, 959, 000 60 1/
Hopi , AZ Heal th Center 2, 755, 000 30
Tot al $6, 714, 000 30

1/ Non-add — Tribally operated program

I ndi an Health Care | nprovenent Fund: +$8, 000, 000

In FY 1999 the IHS devel oped a new nodel to estimate the full costs
associated with providing health care for Indian people. The npdel uses an
actuarial cost calculation to estimate the per capita cost to provide

I ndi an people a health benefits package that is conparable to a mainstream

enpl oyer sponsored benefits plan. In addition the nodel also estimtes the
costs of those public health services not provided by a typical enployer
sponsored benefits plan. This request will be used to begin to address

those disparities that exist anong tribes in the current distribution of
the I HS budget.

I nformati on Technol ogy and Epi Centers - +7,000, 000

See Tab.

Health Disparities - +$16, 979, 000 and 48 FTE
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Di abetes: +$3, 880, 000

Di abetes was the nost frequently identified health problemin the IHS Area
I/ T/ U budget formulation workshops for FY 2001. Type 2 di abetes occurs at
dramatically higher rates anmong Al/AN adults who are alnost 3 tinmes nore
likely to have di abetes than the general U.S. population. A recent alarnng
trend is the increase in prevalence of type 2 diabetes in young Al/AN s.
Over a seven years period from 1991-1997, the preval ence of diabetes rose
about 33% in children and adol escent Al/AN. Conplications of diabetes |ead
too much higher incidence rates of blindness, vascular insufficiency

| eading to anputation, and End Stage Renal Di sease (ESRD) than in the
general U.S. population. Mst recent data show that diabetes nortality is
4.3 tinmes higher in the Al/AN population than in the U S. popul ation.

There has been a 24 percent increase in the American |ndian age-adj usted
death rate since 1991-1993.

The Bal anced Budget Act of 1997 created a $30 nmillion grant programfor the
prevention and treatnment of diabetes in AlI/ANs. Mre than 300 new and
i nnovati ve prograns have been inplenmented as a result of these grant funds.
Addi ti onal diabetes program funds woul d be used to inplenent successful
"l essons | earned"” fromthese new prograns in other Indian communities.

Al t hough I HS has had an active clinical diabetes programfor 20 years, the
i nci dence of various conplications has continued to increase. Wile
progress has been made in reducing the rate of increase of blindness and
anput ati ons, these conplications continue to occur at unacceptably high

l evel s, and ESRD is escalating at a rapid rate. Increased primary
preventi on and expanded secondary prevention efforts are needed in addition
to the existing clinic-based prograns. Based on prelimnary information
frominternational and donestic literature reports, there are prom sing
comuni ty-based primary and well docunented secondary prevention efforts
that have been inadequately utilized and evaluated in the U S. and anong
Al / AN popul ati ons.

Currently I/T/U prograns provide secondary and linmted tertiary inpatient
and outpatient treatnent services to Indian beneficiaries with diabetes.
In addition, sonme prograns offer limted primary prevention services to
those who are at high risk for acquiring diabetes. The IHS diabetes care
services are consistent with services recormmended by the Anerican Di abetes
Associ ation and follow what is classified as current “best practices”.

Utimately, the anticipated outcome of this funding is a reduction in the
nmortality and norbidity of diabetes. 1In the short term additiona
resources would be used to expand access to both anmbul atory and inpati ent
di abet es services through a nultidisciplinary approach. Utimte use of
the funds will be in accordance with local priorities, consistent with
those devel oped during the budget fornulation process.

Activities may include increased access to retinopathy, dialysis,

nutrition, weight-1loss, and foot-care progranms. Pronotion of the

i mpl enentati on of diabetes practice guidelines in I/T/U settings would be a
maj or enphasi s.
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Funds may al so be used to enhance data collection and tracking of diabetic
patients as well as to continue "Di abetes Data" surveillance projects.
Critical support for the RPMS/PCC to autonmate clinical feedback and data
collection on diabetes will also be a top priority.

In addition, the funds nay be used to provide training specific to diabetes
prevention, expand the I/ T drug forrmularies to include appropriate new

di abet es drugs, increase diabetes teaching curricula and materials, ensure
the availability of essential equipnent such as HgA1C nachi nes for tribes
wi thout the capability of on-site testing or other nmonitoring activities.

Reconmended funding i ncreases will support expanded prevention and
treatment activities ainmed at reducing conplications of diabetes, reducing
the preval ence of the disease, and increasing the educational and |ife-
style tools, such as nutrition and physical fitness. Significant funding
anounts are expected to support health pronotion and di sease prevention
(HP/ DP) community-based activities.

Cancer: +$970, 000

Cancer was one of the top 10 nost frequently identified health problenms at
the IHS I/ T/ U budget formul ati on workshops in FY 2001. Lung, breast,
cervical, and other cancers are the | eadi ng causes of cancer nortality
anong Al/AN. We predict that |ung cancer deaths among the heavily snoking
tribes will rise too much higher levels within the next two decades. Five-
year survival rates ampong Anerican |Indians and Al aska Natives with cancer
are the poorest of all ethnic groups, due prinmarily to problens with late
di agnosi s and access to care.

The I/ T/U health care systemis heavily inpacted by the treatnent

requi renents associated with cancer. For exanple, in Aberdeen Area,
mal i gnant neoplasm s are the 14'" | eadi ng cause for direct inpatient

admi ssions, the 11'" | eading cause for contract health inpatient adni ssions,
19'" | eadi ng cause for direct outpatient visits, and the 10'" | eadi ng cause
for contract health outpatient referrals. Neoplasms rank as the 19'M

| eadi ng cause for CHS inpatient referrals for tribal prograns.

The Al/AN cancer nortality rates have been increasing, while national rates
are on the decline. O special concern are the high rates of cervical

lung, and gastric cancer, and rising rates of breast and col orectal cancer
Fourteen Tribes now receive grants fromthe Centers for Disease Control and
Prevention (CDC) for breast and cervical cancer screening, and others
recei ve screening services from States through their CDC grants, but there
are still many Tribes that do not have access to screening and treatnent
servi ces.

This increnental request woul d provide conprehensive screening for early
detection and treatnment of disease, including breast, cervical and uterine
cancers. Early identification, screening, and treatment conpliance will be
maj or priorities.

Utimtely, the anticipated outconme of additional funding is a reduction in
the nortality rates for cancer. |In the short term expansion of
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anbul atory, inpatient, diagnostic services and inproving care and screening
by a coordinated systemto provide logistic support for referrals, track
i ndi vi dual patients, and educate providers are the anticipated outcones.

El der Health: +$1, 940, 000

El der care was identified by 8 of the 12 IHS Areas and the Urban Heal th
Prograns as a top health problemduring the FY 2001 budget process. There
is a denonstrated need to i nprove health care for approxi mately 100, 000

el der Anmerican |Indians and Al aska Natives popul ation. The substanti al
grow h of this population within the | ast decade has increased the need for
nore geriatric health services. The treatnment and nedi cati on managenent
uni que to the elder patient population requires the devel opnent of
specialized geriatric capacity within the I/T/U health care system

I ncreased health pronption and di sease prevention initiatives are greatly
needed for the care of American Indian/ Al aska Native elders for they are
the repositories of our cultural know edge and wi sdomto strengthen our
fam lies and communities.

El der care accounts for 21 percent of anmbulatory visits and 36 percent of
hospital inpatient days. The grow ng nunber of the elder population
thereby increases the need for inpatient and outpatient clinical services.
The recommended fundi ng woul d be used to increase access to basic primry
and secondary tertiary care for the elderly and support training on the
special health care needs of Al/AN el ders.

Heart Di sease: +%$1, 455, 000

Heart Di sease was identified by 8 of the 12 IHS Areas and the Urban Health
Program as a top health problemin the FY 2001 budget process. Heart

di sease is the | eading cause of nortality overall for American |Indians and
Al aska Natives. Despite the significant decline of over 50 percent in
cardi ovascul ar di sease in the general US popul ation since 1968,

cardi ovascul ar di sease incidence appears to be significantly increasing in
the Anmerican | ndian/ Al aska Native popul ation. The recently published STRONG
Heart Study data has reveal ed an incidence in the Al/AN popul ation tested
at alnost two tines the incidence in the general US population. In fact,
between 1994 and 1996, about 22 percent of all deaths in the IHS service
area were caused by di seases of the heart. |In 1995, diseases of the heart
caused about 32 percent of all deaths in the United States. The age-

adj ust ed di seases of the heart death rate for the |HS service area

popul ation were 156.0. This is the rate adjusted for miscoding of Indian
race on death certificates. The Indian rate is about 13 percent higher
than the U.S. All Races rate of 138.3 in 1995. For ages 45 and ol der, the
| eadi ng cause of death is diseases of the heart.

The I/ T/ U prograns provide basic primary care and very few specialists are
available. [|HS nationwi de currently enploys only six cardiol ogi sts.
Facilities for cardiac catheterization and surgery, or advanced di agnostic
capability are not available within the IHS system Consequently, the vast
maj ority of advanced heart disease nmust be referred to specialists outside
the IHS system at considerabl e expense and, inportantly, often w thout
coordi nated secondary and tertiary cardi ol ogy prevention activities for
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these individuals. Most |IHS beneficiaries live in rural areas, which nmakes
access to specialty treatnment difficult and adds to costs.

Currently the prograns in all IHS Areas provide screening and basic
treatment services for cardiovascul ar di sease such as bl ood pressure
moni tori ng, chol esterol screening, nutritional counseling for weight
control, and nedi cations for high blood pressure and chol esterol counts.

Utimtely, the anticipated outcone of additional funding is a reduction in
the nortality rates for cardi ovascul ar and cerebrovascul ar disease. In the
short term inproved screening by the further devel opnment of a coordinated

systemto provide |logistic support for referrals, track individua

patients, and educate providers are the anticipated outcones. New non-

i nvasi ve and invasive cardi ol ogy services (at IHS as well as collaborating

private/acadenic facilities) and nedication costs will be supported.

Maternal and Child Health: +%$2,912, 000

Mat ernal and Child Health (MCH) was identified as a top health concern by 5
Areas in FY 2001 budget process. MCH services generate a |arge portion of
the anbul atory workload in both our Federal and tribal facilities. The

| eadi ng causes of direct and contract hospitalization for ages 15-44 is
obstetrical deliveries and conmplications from pregnancy. In 1994-1996, the
birth rate in the IHS service area was 24.1 per 1,000 versus 14.8 per 1,000
for US. Al Races. Respiratory diseases are the |eadi ng cause of
hospitalization for children ages 5 to 14.

In the | HS service areas, 4.5 percent Al/AN of all nothers drank al coho
during pregnancy versus 1.5 percent of U S. nothers 20.4 percent snoked
during pregnancy versus 13.9 percent of U S. nothers. |In the IHS service
areas, 45.4 AI/AN births per 1,000 are to diabetic nothers versus 25.2
births per 1,000 in the U S. all races. The overall AI/AN infant nortality
rate continues to be higher than in the general population (9.3 per 1,000
versus 7.6 per 1,000). Postneonatal nortality rates in IHS service areas
are 4.8 per 1,000 versus 2.7 per 1,000 for U S. all races.

Currently the I/ T/U prograns provide services related to wonen’s health,
infant, well child, adol escent, and other pediatric services, such as

i mruni zations, prenatal care, nutrition services, etc. MCH services are
needed to nmmi ntain and enhance opportunities for Al/AN children and youth
to live healthier and happier lives. |Indian youth have at a greater risk
for serious nental health and substance abuse probl ens, suicide, increased
gang activity, teen pregnancy, abuse and neglect, and devel opi ng chronic
conditions due to physical inactivity, poor nutrition, and obesity than

ot her youth in Anmerica.

To assure future good health and well being of Native Anerican famlies and

communities, a commtnment to maternal and child health will involve the
expansion of primary care services in the prevention, screening and
treatnent of chil dhood illnesses and those chronic di seases, which have

their origins in the behaviors of children and nothers.
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Domesti ¢ and Community Vi ol ence/ Abuse: +$1, 940, 000

Donestic and Comrunity Viol ence/ Abuse was identified by 4 of the Areas and
the Urban Indian Health Programas a top health problem during the FY 2001
budget process. Viol ence agai nst wonen has been determned to be a mgjor
national health crisis by the American Medical Association, the Ofice for
Victims of Crine, the Departnment of Justice, and the Centers for Disease
Control and Prevention. The incidence and preval ence rates for child

mal treatment and family violence have been difficult to deternine for

I ndi an Country, but according to a survey conducted by the National |ndian
Justice Center (1994), both IHS and BI A estimted that 34.4 percent of

I ndian children were at-risk of becoming victins of child abuse/negl ect.

Consistent with the IHS Director’s Initiative on Donmestic Violence and

Child Abuse, the IHS will continue to collaborate with other federal and
nati onal agencies to institute and expand intervention and prevention
prograns to address the preval ence of violence in Al/AN comunities. In

coll aboration with the Famly Viol ence Prevention Fund’s 10 statew de
training efforts, at least 20-30 IHS teams from hospitals and clinics have
been trained on Inproving the Health Care Response to Donmestic Violence.

Every year, domestic violence results in alnost 100,000 days of
hospitalization, alnost 30,000 ER visits, and al nost 40,000 visits to a
physi cian. Annual health care costs for treatnment of injuries due to
donestic violence are estimated to be between $5 billion and $10 billion
About 30-50 percent of all calls for | aw enforcenent response and energency
roomvisits is related to donestic violence.

The increased in funding will establish baseline for need of comunity
awar eness activities ainmed at domestic violence and decrease incidence and
preval ence of domestic/comunity violence. Training will be expanded for
all health care providers to inprove the surveillance, reporting,
intervention and treatment of victinms of domestic and community viol ence
and abuse.

I nfectious Di sease: +$970, 000

I nfectious Di seases, including Tuberculosis (TB), H'V, Sexually Transnitted
Di seases (STD) and Hepatitis, were identified by four Areas and the Urban

I ndian Health Prograns as a top health problem during the FY 2001 budget
process. |In addition, the Annual Performance Pl an includes three
performance indicators on preventing and nonitoring infectious diseases,

i ncl udi ng chil dhood and adult imunizations (indicators 20 and 21), and

HI V/ Al DS (i ndicator 25).

Newl y emerging infectious diseases, such as Hantavirus Pul nonary Syndrone
and antim crobial -resistant bacteria, disproportionately affect American

I ndi ans and Al aska Natives. |In the past few nonths an alarm ng increase in
antimcrobial resistant infections has been identified in multiple IHS
Areas. Particularly worrisonme, many of the patients involved have acquired
infections in the community instead of in hospitals or nursing hones, the
typi cal |ocations where these diseases are acquired. Clearly this is a
probl em whi ch nmust be addressed rapidly and efficiently before we find

| HS- 39



ourselves unwittingly returned to the pre-antibiotic era where an infected
scratch could |l ead to death.

Previ ous successes in the elinm nation of TB nmay be in danger of being |ost.
Mortality due to TB anpbng Al/ANs renmai ns al nrost 200 percent higher than
non- 1 ndi ans. While nmost of the country has experienced declines in TB, the
i nci dence of tuberculosis in Indians has risen in the past few years,
primarily in tandemwi th the epidenic of diabetes. Patients with diabetes
are much nore likely to devel op active TB which sustains the continuing
cycle of TB transmission fromgeneration to generation. G ven the ever-

i ncreasi ng nunbers of patients with diabetes, TB could re-energe as a
serious public health threat if I|eft unchecked.

A conparison of the 1992-1994 Indian (IHS service area) age-adjusted death
rates with U S. all races population in 1993 reveals the di sease burden on
the Al/ANs associated with pneunonia and influenza to be 61 percent greater
t han anong non-Indians. For exanple, in Navajo Area, upper respiratory

ai l ments account for the largest proportion of anmbulatory care visits and,

pneunmoni a and i nfluenza remain a significant cause of death since the md-

1970s, at twice the national rate. Owher IHS areas report sinmlar data on
the inmpact of infectious diseases on the I/ T health delivery system

In the face of increasing sexually transmtted di seases anmong Al/ANs, there
is a tremendous need to devel op surveillance on the incidence and

preval ence of H V/ AIDS infection rates to assure that prevention and
treatment resource efforts are where needed, both on and off reservation.
Access to appropriate levels of treatnent is conplicated for tribal nenbers
who are HIV positive by the limted scope of services available in the

I/ T/U health care system

Al t hough Hepatitis B screening and detection are inproving, evidence
suggests that Hepatitis C nay be increasi ng anong some groups of AI/ANs. A
recent cluster of patients who died of Hepatitis B infections led to us
finding a nunber of patients infected with Hepatitis C. |In addition

al t hough nore accurate nunbers are being gathered, the nunber of patients
infected with Hepatitis C appears to be alnpst twice that of Wite

popul ations in the U S. A proportion of these patients will need expensive
treatnment as their infections progress.

Certain Indian tribes and Tribal Epideni ol ogy Centers have established

col l aborative projects with IHS, State governnents, and the Centers for

Di sease Control and Prevention (CDC) to develop infectious disease
surveillance and control programs. For exanple, the Navajo Nation is a
reci pient of a CDC grant to evaluate the inportance of infectious diseases
to tribal nenbers, as well as to devel op sonme comrunity-oriented infectious
di sease control projects. The Northwest Portland Area Epi Center has been
an active collaborator with IHS in a major sexually transnitted di sease
control program ained at preventing chlamydia infections.

Initial diagnosis of npbst infectious diseases is made in I/T/U facilities,
or in contract medical |aboratories. The screening, testing, and treatnment
of these diseases is expensive. Funding would allow staffing to screen for
and detect these diseases before they reach advanced stages in order to
stop the progression of the disease. |In addition, funds will be used to

| HS- 40



support and inprove state and tribal -based surveillance and di sease contro
progranms needed to address many of these comruni cabl e di seases. Some funds
specifically ainmed at inplenmenting surveillance of HHV AIDS will involve
establishing a team of |HS and CDC epi demni ol ogi sts at the nationa

Epi dem ol ogy Program to provide technical assistance to Anerican |Indian and
Al aska Native conmmunities throughout the U. S.

Emer gency Medical Services: +%$2,912,000

This request for energency nedical services will increase access to
effective Emergency Medical Services (EMS) for Indian people by inproving
the capacity of IHS and tribal prograns to provide hospital and pre-
hospital EMS. The requested funds woul d be available to all Areas and
woul d be used to expand the capacity of the existing 70 EMS prograns which
now serve | ndian people. This includes the training of new energency

medi cal personnel as well as enhancing the skills of existing personnel and
upgradi ng equi pnent. Funds will also be used to devel op EMS capacity for 1
to 3 tribes that currently are without adequate EMS services. Presently an
estimated 25 tribes have the need to devel op EMS systenms. This request
directly supports the universal enhancenent of tribal EMS prograns from
Basic Life Support to Advanced Life Support capabilities.
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