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On behalf of the National Indian Health Board (NIHB)1 and the 574 federally-recognized Tribal Nations 
we serve, NIHB submits this testimony for the record on FY 2022 Tribal Budget priorities. 
 
Over the course of a century, sovereign Tribal Nations and the United States signed over 300 Treaties 
requiring the federal government to assume specific, enduring, and legally enforceable fiduciary 
obligations to the Tribes. The terms codified in those Treaties – including for provisions of quality and 
comprehensive health resources and services – have been reaffirmed by the United States Constitution, 
Supreme Court decisions, federal legislation and regulations, and even presidential executive orders. 
These federal promises – which exist in perpetuity - collectively form the basis for what we now refer to 
as the federal trust responsibility. During permanent reauthorization of the Indian Health Care 
Improvement Act, Congress declared that, “…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.2 
 
The Indian Health Service (IHS) is the principal federal entity charged with fulfilling the federal trust 
responsibility for healthcare; however, every branch and agency of the federal government is required to 
honor and uphold the trust obligations for health to sovereign American Indian and Alaska Native (AI/AN) 
Tribal Nations and Peoples. These trust obligations are owed to AI/AN peoples because of their status as 
American Indian and/or Alaska Native, and do not have an expiration date.   
 
Yet the Indian health system continues to face chronic resource and capacity shortages contributing to 
lower quality of health and worse health outcomes among AI/AN peoples compared to the general 
population. Federal resources for public health are rarely designated directly for Tribal Nations, 
contributing to the lack of public health infrastructure across many Tribal communities. For example, the 
                                                 
1 The National Health Board (NIHB) is a 501(c) 3 not for profit organization providing health care advocacy services, facilitating Tribal 
budget consultation and providing timely information and other services to all Tribal Governments. Whether Tribes operate their own 
health care delivery systems through contracting and compacting or receive health care directly from the Indian Health Services (IHS), 
NIHB is their advocate.  Because the NIHB serves all federally-recognized Tribes, it is important that the work of the NIHB reflect the 
unity and diversity of Tribal values and opinions in an accurate, fair, and culturally-sensitive manner. The NIHB is governed by a Board of 
Directors consisting of representatives elected by the Tribes in each of the twelve IHS Areas. Each Area Health Board elects a 
representative and an alternate to sit on the NIHB Board of Directors. 
2 25 U.S.C. § 1602   
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Department of Health and Human Services reported to Congress that from FY 2014-2018, of the $729.2 
million awarded nationally under the Preventive Health and Health Services Block Grant, only $0.5 
million, or 0.06%, was awarded directly to Tribal governments or organizations. Similarly, only 0.03% 
($3 million out of $8.8 billion) of Substance Abuse Prevention and Treatment Block Grant dollars went 
to Tribes during the same time period; and only 0.9% ($31.2 million out of $3.6 billion) of Community 
Services Block Grant dollars went directly to Tribes.  
 
Lack of meaningful investment into public health and healthcare for Tribes across decades has consistently 
left our communities more vulnerable to disease outbreaks and health emergencies, including the current 
novel 2019 coronavirus (COVID-19) pandemic. For instance, in Arizona, AI/ANs account for 20% of all 
COVID-19 deaths despite representing only about 6% of the state population.3 On average, AI/ANs born 
today have a life expectancy that is 5.5 years less than the national average, with some Tribal communities 
experiencing even lower life expectancy. For example, in South Dakota, in 2016, median age at death for 
Whites was 81, compared to 58 for American Indians. In Wyoming in 2017, the age-adjusted death rate 
among AI/ANs was 986.3 per 100,000 compared to 712.9 per 100,000 among Whites.4 In 2017, national 
infant mortality rates per 1,000 live births among AI/ANs were 1.6 times the rate for Whites (7.6 deaths 
vs 4.9 deaths).5  
 
Unlike states and other localities, Tribes do not have a local tax base to supplement their public health 
resources. This means that the primary source of funding available to Tribes for health services is from 
the federal government, with some Tribes supplementing their health dollars with revenue generated from 
Tribal business enterprises. Whereas states, cities, and counties can rely on annual flagship funding for 
public health initiatives, Tribes are forced to cobble together resources that are often unreliable and 
unsustainable.  
 
While Tribes may be eligible for competitive grants addressing public health and other issues, many of 
these programs have little penetration into Indian Country because Tribes have difficulty meeting the 
service population requirements, match requirements, or are under resourced to apply and/or compete for 
the grants. Moreover, Tribal eligibility for funding does not equate to Tribal access, especially when Tribes 
are forced to compete with states, cities and other governments that are generally higher resourced. In 
short, the federal government must cease trying to fulfil its trust obligations to Tribal Nations 
through the competitive grant mechanism. Instead, it is essential that the Department of Health & 
Human Services (HHS) make a major commitment to creating set-asides for direct funding to Tribal 
governments and organizations in a streamlined, non-competitive, sustainable, and equitable fashion. 
 

                                                 
3 Arizona Department of Health Services. COVID-19 Data Dashboard. Retrieved from https://www.azdhs.gov/preparedness/epidemiology-
disease-control/infectious-disease-epidemiology/covid-19/dashboards/index.php  
4 Wyoming Age Adjusted Death Rates by Sex and Race. 2017. Wyoming Department of Health.  
5 Centers for Disease Control and Prevention. Infant, neonatal, post-neonatal, fetal, and perinatal mortality rates, by detailed race and 
Hispanic origin of mother: United States, selected years 1983–2014.  

https://www.azdhs.gov/preparedness/epidemiology-disease-control/infectious-disease-epidemiology/covid-19/dashboards/index.php
https://www.azdhs.gov/preparedness/epidemiology-disease-control/infectious-disease-epidemiology/covid-19/dashboards/index.php
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These unacceptable health conditions, can be directly linked to the persistent chronic underfunding of the 
IHS, and the other social and economic circumstances which exist in many Tribal communities. The 
discretionary nature of the IHS budget systemically fails to fulfill trust and treaty obligation is an ethical, 
and moral violation of the greatest order. Unfulfilled trust and treaty obligations results in AI/AN people 
living sicker and dying younger than other Americans.  
 
The Administration, with the support of Congress, must devise a plan to appropriate funds which go 
beyond just sustaining maintenance-level services which have been essential to cover expenses related to 
population growth and legal obligations for full funding of Contract Support Costs (CSC). Leaders of our 
Tribal Nations strongly urge that this Administration fulfill the historic agreements which were essential 
to the power and growth of these United States by putting forth a real budget which will finally eradicate 
the persistent health disparities that have impacted Tribal communities for generations. It will take a 
committed partnership between the United States and Tribal Nation leadership to honor these agreements. 
And it will take decisive action by this Administration to prioritize department resources to bring AI/AN 
health closer to parity with the rest of the citizens of the United States. 
 
We look to the Administration to propose a FY 2022 budget that upholds the federal trust responsibility 
by proposing a bold and marked increase for Indian health programs at the IHS and throughout HHS.  We 
are grateful for this opportunity to offer testimony, but it is imperative that HHS and the Office of 
Management and Budget (OMB) continue to engage with Tribes throughout the budget process to 
guarantee that any proposals or funding determinations will be in line with Tribal priorities.  By building 
on our binding government-to-government relationship, we can forge a new and viable pathway to finally 
fulfill the federal trust responsibility for health.  
 
The following testimony will provide input on budget requests for the Indian Health Service (IHS); 
Centers for Medicare and Medicaid Services (CMS); Centers for Disease Control and Prevention (CDC); 
Substance Abuse and Mental Health Services Administration (SAMHSA); National Institutes of Health 
(NIH); Health Resources and Services Administration (HRSA); and the Office of Minority Health (OMH). 
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THE INDIAN HEALTH SERVICE  

The Indian health care and public health 
delivery system faces chronic and 
significant funding disparities, most notably 
in per capita spending between the IHS and 
other federal health care programs. In 2018, 
the IHS per capita expenditures for patient 
health services were just $3,779, compared 
to an estimated $9,409 per person for health 
care spending nationally. Lack of adequate 
investment into Indian Country’s healthcare 
and public health delivery systems have 
been major contributing factors to the poor 
health status of AI/ANs. 
 
While NIHB supports the increases to the IHS budget outlined the President’s Budget for FY 2021, such 
as the additional $117 million proposed for Electronic Health Records (EHRs) we unequivocally oppose 
all proposed cuts. The FY 2021 President’s Budget proposes cuts to thirteen IHS line items, with the 
largest cut slated for Health Care Facilities Construction at roughly $134 million below the FY 20 enacted 
level. In fact, every single line item in the IHS Facilities Account was slated for cuts in the President’s FY 
2021 budget. The dilapidated status of healthcare infrastructure across many parts of Indian Country 
necessitates more, not less, investment into these and other line IHS items.   
 
In 2016, IHS reported to congress that the average age of IHS hospitals are nearly four times older than 
mainstream hospitals, at 40 years compared to 10.6 nationally.6 Similarly, space capacity at IHS facilities 
is severely limited, able to accommodate only about 52% of the AI/AN service population. NIHB urges 
that IHS utilize the recommendations of the National Tribal Budget Formulation Workgroup 
(TBFWG) to inform all budgetary decision-making, as their recommendations reflect the collective 
national voice of all 574 sovereign Tribal Nations. Unfortunately, the only IHS line item that the 
President’s Budget Request for FY 2021 met or surpassed the TBFWG recommendation was for Direct 
Operations. With respect to every other line item, the President’s FY 2021 Budget fell short of the TBFWG 
recommendation. 
 

                                                 
6 Indian Health Service. 2016. The 2016 Indian Health Service and Tribal Health Care Facilities’ Needs Assessment Report to Congress. 
Retrieved from 
https://www.ihs.gov/sites/newsroom/themes/responsive2017/display_objects/documents/RepCong_2016/IHSRTC_on_FacilitiesNeedsAsse
ssmentReport.pdf  

https://www.ihs.gov/sites/newsroom/themes/responsive2017/display_objects/documents/RepCong_2016/IHSRTC_on_FacilitiesNeedsAssessmentReport.pdf
https://www.ihs.gov/sites/newsroom/themes/responsive2017/display_objects/documents/RepCong_2016/IHSRTC_on_FacilitiesNeedsAssessmentReport.pdf
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NIHB is highly disappointed by the proposal in the FY 2021 budget request to consolidate funding for 
Community Health Representatives (CHRs), Health Education, and nationalization of the Community 
Health Aide Program (CHAP) into a single new line item called Community Health at only half of their 
combined enacted level in FY 2020.7 IHS has stated that the basis for the decision to consolidate these 
line items is to help facilitate Tribal choice over how to utilize these funds. However, Tribes have long 
asserted that funding for CHRs, Health Education, and CHAP fulfill different essential functions across 
the Indian health system. In addition, slashing these line items in half does not fulfill the goal of enabling 
Tribal choice; instead, it limits Tribal flexibility and puts Tribes in the position of having to ration health 
services. 
 
The CHR and Health Education programs provide essential community services which are direct care 
services. In fact, CHRs have been on the frontlines of both the IHS and Tribal response to the COVID-19 
pandemic. Without these services and the people who provide them, thousands of patients will not receive 
the care or attention they need. Moreover, the IHS receives sparsely little funding already for public health 
and preventative care, and any further cuts would devastate availability of prevention programming, and 
will likely lead to worse health outcomes and higher treatment expenditures over time. This is a perfect 
example of why continued consultation with Tribes is so critical in developing the FY 2022 Budget 
Request.  
 
Despite the federal trust responsibility for health, IHS has never been funded at the level of need to 
eliminate the disproportionate health disparities experienced by American Indians and Alaska Natives.8 
The IHS and the Tribes administering their own health programs are forced to operate within a base budget 
which is historically inadequate. The true needs-based budget, which would bring health resources to 
parity with the rest of the nation, is now at $48 billion. Compare this to an actual appropriation of 
approximately $6.04 billion.  While the IHS has received marginal increases in more recent years, these 
certainly have not been enough to effectively target chronically underfunded health priorities nor have 
they kept up with soaring medical inflation. Lack of adequate funding has worsened the health crises we 
now see in many Tribal communities. 
 
Treatment of chronic diseases like diabetes, auto-immune deficiencies, cancer, and heart disease quickly 
erode our limited resources leaving very few dollars for upstream prevention and health promotion. 
Ageing facilities and lack of resources to modernize equipment and health information technology 
contribute to the low quality of care afforded to AI/ANs, and also impacts efforts for health workforce 
recruitment and retention. Because IHS and Tribal health systems lack the resources to offer doctors and 
other types of providers with competitive salaries, housing, and other incentives to join their teams, they 
are unable to make a notable difference in reducing chronic health workforce shortages.  

                                                 
7 The President’s FY 2021 budget proposes a Community Health line item funded at $44.1 million; however, the combined total for CHRs, 
Health Education, and CHAP nationalization in FY 2020 was over $88 million. 
8 U.S. Commission on Civil Rights, Broken Promises: Continuing Federal Funding Shortfall for Native Americans, 77 (Dec. 2018) (“The 
efforts of the federal government have been insufficient to meet the promises of providing for the health and wellbeing of tribal citizens, as 
a vast health disparity exists today between Native Americans and other population groups.”). 
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For FY 2022, NIHB supports the recommendations of the TBFWG. These recommendations are made in 
a National Budget Formulation process where Tribes in each area establish budget priorities and then 
Tribal representatives from the respective areas come together and formulate recommendations on the 
national level. This statement includes the Workgroup’s top-line increases for IHS for FY 2022.  
 
FY 2022 Tribal Budget Formulation Workgroup Request  
The NIHB and the TBFWG continue to advocate for fulfilment of the trust responsibility for health 
through the enactment of a true fully-funded IHS budget. This includes amounts for personal health 
services, wrap-around community health services and facility investments.  Top priorities are as follows:   
 
Urge the Administration to take immediate steps to address unfulfilled Trust and Treaty obligations with 
Tribal Nations by putting in place a strategy to finally end unacceptable health disparities and urgent life 
safety issues at IHS and Tribal Health facilities by implementing a budget which fully funds IHS at $48 
billion phased in over 10 years 
 
Increase the President’s Budget Request to a total of $12.759 billion for the IHS in FY 2022 by adding at 
a minimum: 

o +$337 million for full funding of current services 
o +474.5 million for binding fiscal obligations9 
o +$2.7 billion for program increases for the most critical health issues (~30% above FY 

2021 Enacted).  Top priorities for program expansion include: 

1. Hospital & Clinics      +$569.6 Million 
2. Purchased/Referred Care     +$460.3 Million 
3. Mental Health       +$308.3 Million 
4. Alcohol and Substance Abuse    +$25.0 Million 
5. Dental Services                 +$207.2 Million 
6. Maintenance & Improvement     +$152.8 Million 
7. Health Care Facilities Construction/Other Authorities +$152.3 Million 
8. Sanitation Facilities Construction    +$114.4 Million 
9. Indian Health Care Improvement Fund   +$104.1 Million 
10. Electronic Health Records (New)    +$ 95.2 Million 
11. Urban Indian Health      +$ 90.94 Million 
12. Community Health Representatives    +$ 107.2 Million 
13. Public Health Nursing      +$  57.26 Million 
14. Equipment       +$  44.33 Million 
15. Health Education      +$  32.39 Million 
16. Facilities and Environmental Health Support   +$  6.49 Million 

                                                 

9    Includes placeholder estimates for Contract Support Costs (CSC), 105(l) leases, and staffing for new facilities 
and newly recognized Tribes 
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17. Indian Health Professions    +$3.39 Million 

 Support the Preservation of Medicaid, the Indian Health Care Improvement Act and other Indian-
specific provisions in the Patient Protection and Affordable Care Act (P.L. 111-148), or any 
subsequent replacement bill, and provide dedicated funding to begin implementing the new 
authorities and provisions of the Indian Health Care Improvement Act (IHCIA), which have not 
yet been implemented and funded (~$100 Million in FY 2022)  

 
 Take immediate action on repeated requests to allow the IHS to fully fund critical infrastructure 

investments which directly impact patient care and safety, similar to that afforded to the VA and 
DoD, specific to: 

o  Health IT for full implementation of interoperable EHR systems & tele-health capacity at 
~$3 Billion over 10 years; a phased in estimate of $95.22 million for FY 2022. 

o Support the efforts outlined in the HHS/HIS Modernization Project’s Roadmap Report. 
The President’s Budget request for FY22 must include substantial, separate investments 
for HIT modernization to be realized in the face of a change technology and resource 
environment. 

o  Health Facilities Construction Funding & Equipment (~$15 Billion over 10 years) 
 
 Advocate that Tribes and Tribal programs be permanently exempt from sequestration and 

rescissions  
 
 Support Advance Appropriations for the Indian Health Service 

 
 Allow federally-operated health facilities and IHS headquarters the same flexibility to adjust 

programmatic funds across accounts to maximize efficient use of federal dollars at the local level 
 

 Request mandatory funding for Contract Support Costs (CSC) and 105(l) lease agreements 
 

 Request $337 million in FY 2022 for section 105(l) lease agreements to ensure that growing 105(l) 
lease costs are fully paid without impacting increases to other critical IHS line items. Oppose IHS 
action to unilaterally restrict ISDEAA authorities in the absence of Tribal consultation. 
 

 Recommend that the Special Diabetes Program for Indians be permanently reauthorized and 
increase funding to $200 million per year, plus annual inflationary increases.   

While incremental increases are much needed to sustain the historical level of services, they do little to 
address the disparate health conditions of AI/AN communities. Unfortunately, the 2-4% incremental 
increases to the IHS budget over the past decade have not adequately kept pace with expenses related to 
population growth and medical and non-medical inflation. Leaders of our Tribal Nations insist that a true 
and meaningful investment be made to finally eradicate the pervasive health disparities which has 
overwhelmed Indian Country for years.  It will take a true commitment between the United States and 
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Tribal Nation Leadership to put a strategy and budget in place. AI/AN Tribes have put our best strategy 
and budget together in this FY 2022 Budget Request; it is time for these United States to put forward their 
best strategy and budget to fulfil Trust responsibilities.  Decisive action by this Administration must occur 
to prioritize department resources to bring the health of AI/AN citizens closer to parity with the rest of the 
citizens of the United States. We must rise above just settling for maintenance funding to sustain what has 
proven to be an unacceptable level of health care in Tribal reservations and villages.                                                                                           

CENTERS FOR MEDICARE AND MEDICAID SERVICES  

The Centers for Medicare and Medicaid Services (CMS) play a critical role in the Indian health care 
delivery system. CMS third-party billing collected by the Indian Health Service (IHS), Tribes, Tribal 
organizations, and urban Indian health centers (the I/T/U) provides crucial financial support for the Indian 
health care system and supports the federal government’s trust responsibility. These vital funds must be 
protected and strengthened in Tribal communities by ensuring that all eligible users enroll in these 
programs. CMS and Tribes must continue to engage and work to serve the needs of American Indians and 
Alaska Natives (AI/ANs). The following recommendations describe budget and policy priorities for 
Tribes and the National Indian Health Board (NIHB) for this Administration. 
 
Reject the Proposed Changes to Medicaid in the FY 2021 President’s Budget 
The FY 2021 President’s Budget request for CMS includes sweeping changes to Medicaid that would 
greatly harm access to healthcare for AI/ANs and reduce third party revenue collection for the Indian 
health system. For one, the agency has encouraged states to consider block grants for their Medicaid 
programs, and shared guidance on how a state can put together a waiver to accomplish such a move 
(Healthy Adult Opportunity application template). This guidance also encourages other program 
modifications that have proved damaging to the Indian health system, such was work requirements as a 
condition of eligibility for certain populations. Transforming Medicaid into a block grant or per-capita 
system would shift significant authority over program eligibility and administration to states in a way that 
diminishes the government-to-government relationship between CMS and Tribes. In addition, in a capped 
block grant system, Tribally-run health programs could end up having to compete with other health care 
delivery systems in the state for Medicaid reimbursement, likely leading to reductions in payments to 
Tribes that would curtail availability of services.  
 
The administration’s support for mandatory work requirements as a condition for receiving Medicaid 
coverage is a threat to American Indian and Alaska Native Medicaid enrollment.  For over the past three 
years, Tribes and NIHB have strongly urged the Administration to only approve state Medicaid waivers 
with work requirements that include exemptions for AI/ANs because of the federal trust responsibility for 
health care. Mandatory work requirements without an Indian exemption would likely increase the 
uninsured rate for AI/ANs and would have severe negative impacts on an Indian health care system that 
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is already chronically underfunded. Finally, Medicaid expansion has been responsible for noteworthy 
increases in health coverage for hundreds of thousands of AI/ANs and for increasing third party revenue 
for I/T/U facilities. Approving block grants, and especially those containing work requirements, would 
upend the important progress made in recent years in reducing the percentage of uninsured AI/ANs and 
improving the quality and accessibility of health care.  
 
Because of the critical role that CMS plays in fulfilling the United States’ trust responsibility and 
supplementing the chronic underfunding of IHS, Congress has provided authority for CMS to actively 
support the Indian health system through the Medicaid program.10  As such, CMS has legal authority to 
provide IHS beneficiaries with special treatment and provide exemptions from block grants (or a per-
capita system) and mandatory work requirements, and to preserve Medicaid expansion for IHS 
beneficiaries. 
 
Fully Fund the Administration and Operation of CMS TTAG and its Subcommittee Activities  
CMS and Tribes established the Tribal Technical Advisory Group (TTAG) to CMS in 2004 to enhance 
the government-to-government relationship between Tribal Nations and the United States.  The TTAG 
serves as an advisory group to CMS on policies and programmatic issues impacting AI/ANs served by 
Medicare, Medicaid, the Federally Facilitated Marketplace, and the Children’s Health Insurance Program 
(CHIP). CMS is an integral part of the Indian health care delivery system and is critical to honoring the 
federal trust responsibility to provide health care to AI/ANs. 
 
The TTAG developed and adopted the 2013-2018 CMS AI/AN Strategic Plan covering the time period 
from FY 2013-2017 (October 1, 2013-September 30, 2018).  This plan has continued while a new plan 
was under development. The purpose of the Strategic Plan is to help guide the development of a budget 
on AI/AN Medicare and Medicaid priorities for CMS. The new draft Strategic Plan has four goals with 
detailed recommended funding levels per specific objectives and action steps. 
 
While the TTAG is in the process of updating the Strategic Plan for 2020-2025, the following goals require 
continued funding: 
 

1. CMS will develop policy relevant to the Indian health system. 
2. CMS will apply policy relevant to the Indian health system. 
3. CMS will evaluate policy relevant to the Indian health system.  
4. CMS will keep policy responsive.  

 
We thank the U.S. Department of Health and Human Services (HHS/the Department) and CMS for the 
level of support directed to the CMS-TTAG Strategic Plan activities.  But we also want to stress that the 
CMS Strategic Plan has never been fully funded and many of the TTAG recommendations have not been 
implemented or accomplished because of this. In FY 2020, for example, CMS funded the TTAG 
                                                 
10 42 U.S.C. § 1395qq and § 1396j 
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recommendations at approximately $3.7 million, despite TTAG requesting up to $5.2 million to fully fund 
its recommendations. In order for the objectives of the Strategic Plan to be implemented in FY 2022, the 
TTAG recommends that CMS increase the TTAG budget by least $1.5 million, which will allow CMS 
and the TTAG to fully fund all activities in the draft 2020-2025 Strategic Plan, which accurately reflects 
long term goals within the Indian health system. In addition, given this Administration’s priority in 
granting more flexibility to States, Tribes will need more technical assistance to ensure that States are 
meaningfully consulting with Tribes in the operation of their Medicaid programs as required by the CMS 
Tribal Consultation Policy. This work is crucial to help AI/AN and Indian health providers participate in 
CMS programs, and AI/AN CMS eligible beneficiaries to attain greater access and participation in quality 
health care in the I/T/U system.   
 
Support for Recognizing and Honoring Tribal Sovereignty and the Unique Political Government-
to-Government Relationship between the United States and Tribes 
Since 2019, over 20 states have submitted Section 1115 waivers to CMS requesting implementation of 
work requirements for Medicaid beneficiaries as a condition of eligibility. NIHB, Tribes, and Tribal and 
Urban Indian organizations have advocated for exemptions for all IHS eligible beneficiaries given the 
unique trust responsibility between the federal government and Indian Tribes for health care.  
 
A number of states have enacted laws and submitted waivers that included work requirement exemptions 
for AI/ANs. In January 2019, CMS approved Arizona’s Section 1115 Waiver implementing Medicaid 
work requirements, which included an exemption for members of federally recognized Tribes. While we 
appreciate this step in the right direction, we remind CMS and HHS that the Secretary has authority to 
provide a broader exemption for IHS eligible beneficiaries. Such authorities include:  
 

1. Section 1911 of the Social Security Act authorizes IHS and Tribally-operated programs to bill 
Medicaid. Congress enacted this law so that Medicaid funds could supplement inadequate IHS 
funding. 

2. Tribes are political, sovereign entities to which the federal government owes a trust responsibility, 
and Indians are a unique population in the Medicaid program.  

3. HHS Regulations recognize and implement the principle that HHS and CMS have legal authority 
to single out IHS beneficiaries for special treatment under 45 C.F.R. § 80.3(d). 

a. CMS has a long history of making accommodations for Indians in implementing Medicaid 
– even without a statute directing it to do so. CMS has never been challenged for doing so. 

 
Access to Medicaid is a critically important issue for Indian Country, not just in the context of the proposed 
work requirement waivers, but for the overall health and wellbeing of AI/AN individuals, made possible 
through access to quality services.  Medicaid is recognized by Congress as fundamentally important to the 
Indian Health System. Barriers to eligibility for Medicaid, like work requirements, threaten health services 
to AI/ANs and shift even greater costs to the already underfunded Indian Health Service. Congress 
included specific language reaffirming Tribal sovereignty, the political status of AI/ANs and Indian 



NIHB Testimony  
HHS FY 2022 Tribal Budget Consultation 

    11 

Tribes, and the federal trust responsibility for health services in its committee report for the FY 2019 
House Appropriations Subcommittee on Labor, Health and Human Services, Education, and Related 
Agencies’ bill. In the report, Congress declared that “No discretionary action taken by any Administration 
can impede the direct relationship between the Federal government and the provision of health care for 
Indian Tribes.” As such, enacting Medicaid work requirement exemptions for all IHS eligible beneficiaries 
aligns with existing statutory authority and fulfills the federal trust responsibility to provide health services 
to all American Indians and Alaska Natives. 
 
Support Funding for Medicaid and CHIP Outreach and Education 
Over 40 years ago, Congress amended the Social Security Act to authorize Medicaid reimbursement for 
services rendered to eligible AI/ANs through an IHS or Tribal health program facility. In 1976, the House 
report explained that “These Medicaid payments are viewed as a much-needed supplement to a health 
care program which has for too long been insufficient to provide quality health care to the American 
Indian…” As a result, Medicaid reimbursement to IHS and Tribal health program facilities is considered 
part of the trust responsibility. Today, Medicaid represents 67% of third-party revenue at the IHS, and 
13% of overall IHS spending.  It is likely that together with Medicare over $1billion in CMS funding 
supports Indian Health Programs. 
 
Because Medicaid is so critical to fulfilling the United States trust responsibility and is an important 
supplement to the underfunded Indian health care delivery system, more targeted resources are needed to 
ensure that Medicaid eligible AI/ANs are enrolling in health programs. This additional funding would be 
used to conduct training and host webinars in Indian Country in order to provide information on enrolling 
in Medicaid and the Children’s Health Insurance Program (CHIP). CMS could also consider alternative 
sources of funding for the I/T/U to assist AI/ANs to enroll in CMS funded programs, including Medicaid, 
Medicare, and dual eligibility enrollment. Increased enrollment in these programs means fewer dollars 
expended by the Indian Health Service to provide services. More dollars for the Indian Health Service 
means more and higher quality care received by AI/ANs and less pressure on the limited resources of the 
Indian Health Service. 
 
Support the Role of Medicare in Indian Country 
Through meaningful partnerships with HHS, Tribes have produced innovative programs to achieve and 
maintain healthy lifestyles while also improving access to health resources and services as promised under 
the federal trust responsibility. For example, Tribal communities in the lower 48 are repeating the 
successes achieved by Alaskan Native communities with programs such as the Dental Health Aid Therapy 
(DHAT) program and the Community Health Aide Program (CHAP), both of which provide solutions to 
health care shortages in rural areas. Additionally, the remarkable success of the Special Diabetes Program 
for Indians in reducing the incidence of type 2 diabetes and End Stage Renal Disease paved the path for 
implementation of the Medicare Diabetes Prevention Program (MDPP). 
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Medicare is a vital part of fulfilling the federal trust responsibility.  About 138,000 patients have Medicare. 
While the majority of Medicare funds are received through mandatory appropriations, there are still 
portions within the discretionary budget that directly impact the Indian healthcare system. The President’s 
Budget proposals to change Medicare Outreach and Education (O&E) have varying degrees of impact, 
depending on its implementation. If changes are made to the Medicare beneficiary education requirement, 
they should also include consideration for Tribal communities who greatly benefit from printed materials, 
especially in rural areas of Indian Country where limited access to broadband reduces the effectiveness of 
electronic versions. Proposals to rebase the National Medicare Education (NME) User Fee could have 
potential benefits if user fees from Medicare Advantage (MA) and Part D plans “equitably support” 
outreach and education that is best for the beneficiary.  
 
CMS has cited its support for MA plans because they promote “provider choice” but have been unable to 
meet the needs of AI/AN beneficiaries as adequately as original Medicare plans. Many IHS and Tribal 
healthcare facilities are located in counties that do not have MA plans.  In addition, many MA plans do 
not have agreements to pay Indian Health Programs when an MA patient is seen at these programs.  
Support should be given to work out a method to ensure IHPs are paid when they see an AI/AN patient.  
Outreach and education materials need to clearly state that AI/ANs have the opportunity to choose their 
I/T/U provider and that provider will receive payment. 
 
There is also additional interest as to what the proposed assessment from these changes would include. 
Any budget recommendations to decrease, flat fund or nominally increase the discretionary portions of 
the CMS budget have deep impacts for Tribal communities who have come to depend on enrollments in 
and payments from CMS programs.  It should also be mentioned that flat funding requests operate in 
essence, as decreases, as operations costs continue to increase and as more people access the programs. 
 
Maintain 100% FMAP and Give Full Effect to CMS’s 2016 State Health Official (SHO) Letter 
In February 2016, CMS issued a State Health Official (SHO) Letter extending 100% Federal Medical 
Assistance Percentage (FMAP) to services rendered by a provider that is not an Indian Health Service or 
Tribal provider so long as certain requirements are met. 100% FMAP ensures that the responsibility to 
pay for Medicaid services to American Indians and Alaska Natives remains with the federal government 
and is not shifted to the states.  However, since the release of the SHO letter in 2016, CMS has not provided 
adequate technical assistance and guidance for Tribes to take advantage of this policy. While CMS did 
issue a Frequently-Asked Questions (FAQs) document on January 18, 2017, clarifying the scope of the 
“clinic services,” it recognized that it had “not given tribal-specific guidance” or outreach on the issue, 
which resulted in varied practices and policies. CMS further recognized the need for some states and 
Tribes to “make legislative or regulatory policy changes, provide public notice, define services, make 
systems changes, and potentially make programmatic and staffing changes.” Where this is required, we 
ask for the agency to provide technical assistance to make changes in law that will better support Tribes 
to benefit from 100% FMAP.   
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Expanding 100% FMAP to cover Purchased and Referred Care (PRC) services benefits IHS and Tribal 
health programs by allowing States to expand coverage for AI/ANs, either by covering additional 
population groups or additional services. PRC funds are used to secure essential health care services from 
private sector providers when such services are not available within the Indian Health Care delivery 
system. However, payment for services under PRC is limited by what is appropriated by Congress. 
Therefore, it is a substantial benefit to have Medicaid reimbursement expanded to cover PRC services 
received outside of IHS and Tribal facilities so that more PRC dollars are available to cover those AI/ANs 
that are not Medicaid eligible. Tribes also support extending the 100% FMAP to Urban Indian Health 
Programs also increases access to and provides additional resources for much needed care for Indians 
living in urban areas. 
 
Continue the CMS support for addressing the COVID-19 pandemic 
CMS has successfully partnered with Tribes to address the health care service needs of AI/AN patients 
during the COVID-19 crisis.  The expansion of telehealth services is a notable success and Tribes would 
benefit from the continuation of these flexibilities and recommend they be made permanent.  Consultation 
with Tribes on some of the other flexibilities will be important to take advantage of those that have a 
positive effect and to highlight those that have a negative impact on Indian health programs and require 
modification.  The COVID-19 crisis has reduced revenues, increased morbidity and mortality, and it 
threatens the viability of the Indian health program workforce.  CMS should continue to serve as a one of 
the most positive partners as Tribes respond to the crisis.  
 
Facilitate Meaningful Tribal Consultation at the Federal and State Level 
Many Tribes have good working relationships and partnerships with their State Medicaid programs. Tribes 
have worked with their State programs to implement Medicaid expansion, support waivers, including 
Indian-specific waivers, and to create positive open consultation policies. The best results are achieved 
through open and early dialogue, so that Tribal programs can weigh in on State plans and priorities at the 
outset, rather than being forced to adapt at the last minute. The issues that have arisen between States and 
Tribes regarding Section 1115 waivers or State Plan Amendment (SPA) approvals have occurred when 
States develop their proposals without careful consideration for how they will impact AI/AN access to the 
Medicaid program. As discussed above, many of these proposals may be beneficial to the State, but would 
inadvertently hurt Tribal programs.  
 
Early and meaningful consultation is key to avoiding such conflicts, and CMS can play a key role in 
ensuring this consultation takes place and fully benefits the development of proposed policy.  CMS not 
only has the ability to exercise this authority, doing so respects the Nation-to-Nation relationship between 
the United States and Tribes. The ongoing COVID-19 pandemic has required quick action, but 
consultation with Tribes will ensure these actions benefit all communities including Tribal communities. 
 
In requesting CMS’s support in affirming early and meaningful Tribal consultation between Tribes and 
States, we stress that this positive engagement can be achieved, in part, by adhering to the 2015 CMS 
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Tribal Consultation Policy, which formalizes CMS’s commitment to seek Tribal participation in the 
development of policies and programs that have Tribal impacts. In conjunction with the HHS Tribal 
Consultation Policy (which is currently under review), but with special attention to Tribal-state relations, 
the CMS policy outlines best practices for Indian Tribes to raise issues with CMS, establishes a minimum 
set of requirements for CMS engagement with Tribes, and facilitates coordination between CMS, IHS, 
and other HHS divisions of concern. The Tribal Consultation Policy continues to be an important tool to 
initiate and maintain an open line of communication with Tribal Nations. 
 
Many Tribes have successfully worked with their States and CMS to submit Indian specific waivers that 
have been incredibly successful in Indian country. These waivers, which provide facility-based 
reimbursement for IHS and Tribal health care facilities, were approved in Arizona, Oregon, California, 
and Utah. The States of Wyoming, Mississippi, and Oklahoma currently have similar waivers pending 
with CMS for approval. We encourage CMS to approve these waivers, as they reflect the ability of States 
and Tribes to work together to adapt State programs to meet the critical needs of Indian people. We also 
encourage CMS to look at the impact that Medicaid expansion has had in Indian Country. Medicaid 
expansion has been transformative in Indian Country. Tribal programs that would routinely run out of 
funds to make referrals for needed care halfway through the year are now able to pay for this care. 
Preventive care has dramatically improved health outcomes for our people and is a more efficient use of 
federal health care resources. 
 
We ask that CMS ensure that expansion is maintained as an option for American Indians and Alaska 
Natives. We understand that States have been seeking additional flexibilities with regard to federal 
requirements. Tribes have the same motivation with regard to State requirements that do not fit well with 
the Indian health care delivery system. We encourage CMS to work with states and the Tribes to explore 
ways to create Tribal specific provisions (in some cases, needed exemptions) in the Medicaid program, 
through waivers and encourage that policy development to insure that the Indian health system is not 
damaged as part of the agency’s push toward greater flexibilities for states. Doing so will impose no 
additional costs on the States, and will allow Tribes to tailor the Medicaid program to their needs, all while 
allowing the States to develop their own approaches in an expeditious manner. 

CENTERS FOR DISEASE CONTROL AND PREVENTION 

Indian Country has long experienced higher rates of chronic conditions including cancer, diabetes, and 
obesity, along with intentional and unintentional deaths associated with addiction, overdose, and suicide. 
Many of these conditions can be noticeably improved via sustained investments in Tribal public health. 
Yet federal resources for public health are rarely designated specifically for Tribal Nations, contributing 
to the lack of public health infrastructure across many Tribal communities. Lack of meaningful investment 
into public health and healthcare for Tribes across decades has consistently left our communities more 



NIHB Testimony  
HHS FY 2022 Tribal Budget Consultation 

    15 

vulnerable to disease outbreaks and health emergencies, including the current novel 2019 coronavirus 
(COVID-19) pandemic.  
 
For example, the Department of Health and Human Services reported to Congress that from FY 2014-
2018, of the $729.2 million awarded nationally under the Preventive Health and Health Services Block 
Grant, only $0.5 million, or 0.06%, was awarded directly to Tribal governments or organizations. In fact, 
less than 1% of CDC’s total funding outlays for public health in FY 2018 went directly to Tribal 
governments or organizations. Unlike states and other localities, Tribes do not have a local tax base to 
supplement their public health resources. This means that the primary source of funding available to Tribes 
for health services is from the federal government, with some Tribes supplementing their health dollars 
with revenue generated from Tribal business enterprises. Whereas states, cities, and counties can rely on 
annual flagship funding for public health initiatives, Tribes are forced to cobble together resources that 
are often unreliable and unsustainable. Where feasible and appropriate, the CDC must make a concerted 
effort to administratively create set-asides in direct funding for public health to Tribes and Tribal 
organizations in a streamlined, non-competitive, sustainable, and equitable fashion. 
 
Although Tribes may be eligible for competitive grants addressing public health and other issues, many 
of these programs have little penetration into Indian Country because Tribes have difficulty meeting the 
service population requirements, match requirements, or are under resourced to apply and/or compete for 
the grants. Moreover, Tribal eligibility for funding does not equate to Tribal access, especially when Tribes 
are forced to compete with states, cities and other governments that are generally higher resourced. 
Moreover, the CDC must not defer to the states to fulfill the federal trust responsibility for health. It is 
both incorrect and inappropriate for CDC to simply direct Tribes to work more closely with the states to 
secure public health resources, when the trust responsibility lay solely with the federal government. 
 
As sovereign governments, Tribes have the same duty and responsibility to deliver public health services 
to their communities as state, city, and county governments. However, chronic funding shortages and lack 
of prioritization and awareness of Tribal public health needs contributes to the invisibility of health 
disparities in Indian Country and limits Tribes’ ability to implement public health approaches to health 
promotion and disease prevention.  
 
Using the CDC’s FY 2021 Budget Request as the reference point, NIHB puts forth the following 
funding recommendations to further the fulfilment of CDC’s trust responsibility to Tribal Nations 
for public health. 
 
The President’s FY 2021 Budget request for CDC is approximately $708 million below the FY 2020 
enacted level. Despite requesting a new $231 million request for Ending the HIV Epidemic and $48 
million for infectious diseases and the opioid epidemic, the President’s Budget calls for roughly $25.2 
million in cuts to public health preparedness and response; $426.7 million from chronic disease 
prevention; $31.9 million from environmental health; and nearly $49 million from birth defects and 
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disability prevention. Specific to Indian Country, the Budget request proposes zeroing out the Good Health 
and Wellness in Indian Country (GHWIC) program for the third year in a row. GHWIC is CDC’s single 
largest investment in Indian Country, funded at $21 million in FY 2020. Despite its marked success in its 
five-year tenure including a 560% increase in Tribal tobacco cessation programs and 300% increase in 
Tribal healthy nutrition policies, this important initiative once again faces the threat of elimination. 
 
For FY 2022, we urge that the CDC include the following priorities in its budget request to Congress: 

• Good Health and Wellness funding must be restored and increased to $32 million. The thirty-
five Tribes and Tribal organizations participating in the program have utilized community-driven, 
culturally adapted strategies to improve public health in their communities such as limiting tobacco 
use; improving nutrition and physical activity; increasing health literacy and strengthening team-
based health care and community-clinical links. GHWIC is a vital lifeline for Tribal communities 
who would otherwise have zero public health funds to address nutrition, physical activity, and 
commercial tobacco cessation. Given the success of the program, we recommend that CDC 
increase its budget request for this program to $32 million and add a new cohort of Tribes to 
GHWIC so that we can begin to build public health infrastructure in Indian Country. 

In years past, the National Center for Injury Prevention provided set aside funding for Tribes and designed 
programs to address the high rates of motor vehicle accident and injury in Indian Country. According to 
CDC, motor vehicle deaths in 2017 among AI/ANs were twice that of Whites and Blacks. Tribal 
populations also continue to face higher rates of traumatic brain injury and intimate partner violence, and 
experience significantly higher rates of adverse childhood experiences (ACEs) contributing to the high 
prevalence of both intentional and unintentional deaths.  

• CDC must renew these direct Tribal investments that support Tribes in addressing accidents 
and injuries associated with falls, motor vehicles, domestic violence, and other issues. 
Dedicated funding for Tribes and Tribal organizations is the most effective way to ensure that 
adequate resources are reaching Indian Country, while also furthering the fulfillment of the federal 
government’s trust responsibility for health. With GHWIC as a potential model, CDC should 
consult with Tribes to design and fund an injury prevention initiative in Indian Country with the 
flexibility to permit Tribes to tailor programs to community priorities.  

Additional recommendations for the CDC include: 
• Establish a 5% Tribal set aside in the Preventive Health and Health Services Block Grant. 

Every year, all 50 states and 5 U.S. territories receive this block grant to develop localized 
strategies to address public health priorities in their jurisdictions. While Tribes are eligible for this 
block grant, only two Tribes received a tiny amount of funding (roughly $50,000) in 2018. In 
comparison, most state health departments received upwards of several hundred thousand dollars, 
or even higher. The unequal distribution of these funds contributes to the lower public health 
capacity and availability of services in Tribal communities.  
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• Designate 2-3% Tribal set aside in the line item budget for HIV/AIDS, Viral Hepatitis, and 
Sexually Transmitted Infections (STIs). Tribal communities are disproportionately impacted by 
Hepatitis C (HCV) and HIV, largely driven by the opioid overdose epidemic. In fact, AI/ANs have 
the highest incidence and mortality rates for HCV, and experienced an 81% increase in HIV cases 
from 2010-2016. Gonorrhea, chlamydia, and syphilis rates among AI/ANs are 4.5 times, 3.7 times, 
and 2.1 times, respectively, the rate for Whites. Despite the high burden of disease, CDC did not 
directly fund any Tribe for HIV/AIDS, Viral Hepatitis or STI grants in FY 2018.  
 

o The President’s Budget requests a $1.1 billion investment in line with the President’s 
announcement of a national initiative to end the HIV epidemic and a new $58 million 
investment for infectious diseases like HIV and HCV associated with the opioid epidemic. 
The CDC FY 2021 Congressional Justification outlines that this money would largely be 
intended for states. This process would ensure that Tribes are largely left behind, as state 
grants generally do not trickle down to Tribes. This is partly because state are more often 
inclined to prioritize the needs of city and county agencies. The high burden of both HIV 
and HCV in Indian Country warrants the creation of flagship programs designed 
specifically for Tribal communities. The trust responsibility lay solely with the federal 
government, and we thus request that CDC designate between a 5% set aside in 
infectious disease dollars specifically for Tribes and Tribal organizations.  

 
• Tribal communities face significant challenges in environmental health outcomes including high 

rates of child lead poisoning, limited access to safe drinking water, high prevalence of 
overcrowding housing, and other issues. Tribes in Alaska are particularly impacted by climate 
change, as reductions in permafrost, rising sea levels, and changes in animal migration patterns 
have forced several Alaskan Native Tribes to relocate. To help address these issues, we request 
that CDC not eliminate child lead poisoning and climate adaption funds, and instead, create 
an environmental health program specifically for Tribes to address a variety of 
environmental health threats.  
 

• The national opioid overdose epidemic has particularly impacted Tribal communities, who 
experienced the second highest opioid overdose deaths in 2017. Nevertheless, no Tribes receive 
CDC’s opioid overdose prevention dollars such as the Overdose Prevention in States (OPIS) 
program, the Prescription Drug Overdose: Prevention for States (PfS) program, or the Enhanced 
State Opioid Overdose Surveillance (ESOOS) program. CDC should create a flagship program 
specifically for Tribes to improve overdose surveillance, expand overdose prevention 
education initiatives, and provide clinical trainings to providers on more safe and effective 
opioid prescribing practices. 

o CDC should also create base funding for Tribes and Tribal Epidemiology Centers 
within the Prescription Drug Overdose: Prevention for States program in order to 
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improve access to prevention services; strengthen timely public health data and reporting; 
and advance better practices for pain management. 
 

o Similarly, CDC should create base funding for Tribes and Tribal Epidemiology 
Centers under the Enhanced State Surveillance of Opioid-involved Morbidity and 
Mortality program so that Tribes can more quickly report nonfatal and fatal opioid 
overdose and risk factors linked to fatal overdoses; share data with key stakeholders 
working to prevent opioid-involved overdoses; and share data with CDC to support 
improved multi-state surveillance of and response to opioid-involved overdoses. 
 

• Provide funding opportunities to Tribes to pursue emergency preparedness and response 
activities. The Public Health Emergency Preparedness cooperative agreement funding source 
currently excludes Tribal governments.  Tribes, like states and territories, should have this funding 
directly available. Tribes generally lack emergency preparedness infrastructure and protocols, 
leaving large swaths of land more vulnerable to emerging health threats, including the opioid 
epidemic. Because the trust responsibility is with the federal government, Tribes should not have 
to rely on states for emergency preparedness. In addition, states are generally disinclined to share 
emergency preparedness dollars with Tribes and are more likely to prioritize counties and cities.  
We also recommend that the agency provide information to Congress about how Tribes are 
legislatively excluded from receiving PHEP grants 

• Tribal communities have experienced marked increases in rates of maternal opioid use disorder 
and neonatal abstinence syndrome, driven largely by the opioid overdose epidemic. Nevertheless, 
no Tribes and only one Tribal organization received funding for developmental disabilities, 
birth defects, or safe maternal/infant health in FY 2018. Without adequate and sustained public 
health funding to address these concerns, health outcomes in this arena are unlikely to improve. 
We request that CDC carve out 3% of funding and work with the CDC TAC to create a 
special maternal and child health program for Tribes and Tribal organizations, with the 
option of using the GHWIC as a model.  
 

Data and Infrastructure 
 

• While available data demonstrates higher rates of health disparities among AI/ANs in a variety of 
health conditions, estimates of disease prevalence and incidence for AI/ANs are likely to be 
underreported due to high rates of racial misclassification and undercounting of AI/AN 
populations in state and federal surveillance systems. In addition, not every state, city and county 
jurisdiction includes American Indian and Alaska Native as a distinct demographic on health 
assessment and surveillance forms, often lumping them under “other.” This issue has particularly 
impacted the ability to gather complete and accurate data on AI/AN COVID-19 disparities. 
Lack of accurate and comprehensive data contributes to the invisibility of health disparities in 
Tribal communities, which in turn reduces prioritization of Tribal health needs and access to 
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funding, resources, and technical assistance. We request that CDC work with Tribes and Tribal 
Epidemiology Centers to create a flagship project analyzing current gaps and needs in AI/AN 
disease surveillance, and implement regulatory changes requiring every CDC surveillance 
system – including population surveys, vital records, and provider surveys – to cross-
reference their data with the IHS to limit the effects of undercounting and misclassification.    

 
• In addition, because Tribal public health infrastructure is significantly lacking when compared to 

states, and because Tribes are not eligible for Public Health Emergency Preparedness (PHEP) 
funds, Tribes are more vulnerable to environmental health threats such as Zika Virus, infectious 
disease outbreaks, and are less resourced to respond to complex health issues like the COVID-19 
pandemic and the opioid crisis. In addition, Tribal health systems can be highly fragmented and 
diffused, unlike many state and local health agencies. While this structure may work in some Tribal 
communities, it does not work well in all settings. However, without dedicated resources to build 
their public health infrastructure in a manner best suited to meet community needs, Tribal public 
health capacity will continue to face hurdles and challenges. Thus, CDC should create targeted 
programs to build Tribal public health infrastructure with a particular focus on staff and 
provider capacity building trainings, health administration, management and policy development, 
coalition building, and other relevant needs.  

SUBSTANCE ABUSE MENTAL HEALTH SERVICES 
ADMINISTRATION 

AI/ANs are disproportionately impacted by mental and behavioral health issues including substance use 
disorders, overdose, mental illness, historical and intergenerational trauma and suicide. Tribal 
communities also lack dedicated and sufficient behavioral health providers contributing to high rates of 
inaccessibility of care. For example, in some Tribal communities, the closest substance use treatment 
facility can be upwards of 100 miles away, while other Tribes may only have one or two behavioral health 
specialists who are largely under resourced to meet demand for services. For instance, non-metro AI/ANs 
experienced the highest percentage increase in drug overdose deaths from 1999-2015 at 519%11, while 
experiencing the second highest overall opioid overdose death rate, second highest heroin overdose death 
rate, and highest prescription opioid overdose death rate nationwide in 2016.12 
 
Suicide prevention and post-vention are also top priorities for Tribal communities. In 2016, AI/ANs had 
the highest overall suicide death rate at 21.39 deaths per 100,000.13 According to National Violent Death 
                                                 
11 Mack KA, Jones CM, Ballesteros MF. Illicit Drug Use, Illicit Drug Use Disorders, and Drug Overdose Deaths in Metropolitan and 
Nonmetropolitan Areas — United States. MMWR Surveill Summ 2017;66(No. SS-19):1–12. 
12 Scholl L, Seth P, Kariisa M, Wilson N, Baldwin G. Drug and Opioid-Involved Overdose Deaths — United States, 2013–2017. MMWR 
Morb Mortal Wkly Rep 2019;67:1419–1427. DOI: http://dx.doi.org/10.15585/mmwr.mm675152e1 
13 Suicide Prevention Resource Center. Racial and Ethnic Disparities. Retrieved from http://www.sprc.org/racial-ethnic-disparities  

http://dx.doi.org/10.15585/mmwr.mm675152e1
http://www.sprc.org/racial-ethnic-disparities


NIHB Testimony  
HHS FY 2022 Tribal Budget Consultation 

    20 

Reporting System data analyzed by CDC across 18 states, AI/AN suicide rates in those states were at 21.5 
per 100,000 – more than 3.5 times the rate among demographics with the lowest rates.14  
 
Substance Abuse and the Opioid Epidemic 
AI/ANs have been particularly impacted by the intensifying opioid epidemic. A national study looking at 
death certificate data reported that AI/AN experienced the highest prescription opioid death rate of any 
demographic in 2017 at 7.2 deaths per 100,000, and the highest percentage increase in prescription opioid 
deaths between 2016 and 2017 at 10.8%. Overall opioid overdose death rates in 2017 were at 15.7 per 
100,000 while heroin overdose death rates among AI/ANs were at 5.2 deaths per 100,000 – both the 
second highest rates of any demographic nationwide. Starting in FY 2018, and again in FY 2019, Congress 
enacted 5% set asides in opioid response grants for Tribes and Tribal organizations and a 10% set aside 
for medication-assisted treatment. According to SAMHSA, 164 Tribes and Tribal organizations received 
Tribal Opioid Response (TOR) grants in FY 2019. The FY 2020 President’s Budget maintains the $50 
million set aside for Tribes to address the opioid crisis. 
 

• For FY 2022, SAMHSA should maintain the Tribal set aside of opioid monies so that Tribes 
can continue to build their prevention, treatment and recovery infrastructure and capacity. 
However, the set aside should be increased to 10% to allow for more Tribes to enter the 
program, and for existing Tribal grantees to be able to expand the range and quality of 
services available to their communities. If needed, the agency should request a statutory change 
to allow Tribes to access these funds.  

o SAMHSA should also maintain the $10 million set aside for medication-assisted 
treatment (MAT) for Tribes and Tribal organizations. MAT access in Tribal 
communities is highly fragmented, and there are very few IHS and Tribal providers that 
have the necessary training and certification to prescribe MAT. However, SAMHSA’s FY 
2020 Congressional Justification did not mention this $10 million Tribal set aside. It is 
essential that these funds are maintained and expanded.  

 
• SAMHSA should provide set aside funding in FY 2022 for Tribes for first responder 

trainings for opioid overdose reversal drugs such as naloxone. Tribal communities, like many 
throughout the country, are in desperate need of training for first responders and other health 
professionals. In many Tribal communities, access to naloxone is highly limited due to the rural 
nature of these communities. This also makes timely access to first responders more difficult and 
reduces response times for an overdose. Expanding availability of trainings can help Tribes recruit 
more local first responders and train community members on how to administer life-saving drugs 
like naloxone. 
 

                                                 
14 Leavitt RA, Ertl A, Sheats K, Petrosky E, Ivey-Stephenson A, Fowler KA. Suicides Among American Indian/Alaska Natives — National 
Violent Death Reporting System, 18 States, 2003–2014. MMWR Morb Mortal Wkly Rep 2018;67:237–242. 
DOI: http://dx.doi.org/10.15585/mmwr.mm6708a1 

http://dx.doi.org/10.15585/mmwr.mm6708a1
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• SAMHSA should double funding for Tribal Behavioral Health Grants for substance use 
prevention to $40 million and expand program flexibility to permit Tribes to implement 
projects that are uniquely tailored to meet their community needs. In addition, SAMHSA should 
engage in meaningful and robust Tribal consultation to discuss opportunities and strategies 
for restructuring the program as formula-based, which many Tribes prefer.  
 

• Tribal communities face significant challenges in curbing new HIV infections and expanding 
access and linkage to care for HIV positive individuals. The Indian health system currently does 
not receive dedicated funding for HIV prevention and treatment, contributing to a paucity of Tribal 
programs in this arena. While Tribes are eligible for Minority AIDS Initiative funds, no Tribes 
or Tribal organizations received this funding in FY 2016, 2017, or 2018. Thus, we request that 
SAMHSA enact a 2-3% set aside in Minority AIDS Initiative funds for Tribes and Tribal 
organizations. 
 

• Rates of neonatal abstinence syndrome and maternal opioid use disorder have increased 
significantly in recent years in Indian Country, largely driven by the opioid epidemic. However, 
SAMHSA did not fund any Tribes or Tribal organizations for pregnant and postpartum women 
grants in FY 2018. We request that SAMHSA enact a 5% set aside so Tribes can improve 
maternal and child health and behavioral health outcomes.  
 

• Peer recovery programs are effective mechanisms for increasing access to health services in 
underserved areas, especially for individuals who face shame and stigma for behavioral health 
issues. Expanding Tribal access to Recovery Community Services Program can help address these 
issues in Tribal communities. We request that SAMHSA create and pilot a program specifically 
for Tribes to develop culturally appropriate peer recovery initiatives utilizing the Tribal 
Behavioral Health Agenda as a blueprint.  

 
The President’s 2021 budget request discontinued the Screening, Brief Intervention, and Referral to 
Treatment (SBIRT) program.  

• SBIRT is a highly effective program at both IHS and SAMHSA must be renewed for FY 
2021 and beyond.  

Mental Health and Suicide Prevention 
Suicide is primary concern for many Tribal communities, especially as it relates to Native youth. Suicide 
rates among AI/ANs overall have consistently been either the highest or second highest of all 
demographics from 2000-2016. Among Native youth, average suicide rates among 15-19 year olds from 
2000-2016 were almost quadruple the national rate, more than double the national average for 20-24 year 
olds. In fact, AI/ANs under the age of 44 are significantly higher than any other racial demographic. 
Multiple factors including exposure to violence and trauma, mental health disorders, alcohol and drug 
misuse, low rates of access to mental health services, and a higher prevalence of experiences with 
discrimination and alienation all contribute to the higher rates of suicide within AI/AN youth.  
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The President’s 2021 Budget request is $21.2 million, which is a $3 million increase for the AI/AN Suicide 
Prevention Initiative at $2.931 million.  

 
• SAMHSA should continue its support for the AI/AN Suicide Prevention Initiative by 

requesting $5 million for this initiative for FY 2021 and continue expanding Tribal access to 
the Garrett Lee Smith suicide prevention grant program.  
 

• For FY 2022, SAMHSA should double Tribal Behavioral Health Grants for mental health 
to $40 million and expand program flexibility to permit Tribes to implement projects that are 
uniquely tailored to meet their community needs. In addition, SAMHSA should engage in 
meaningful and robust Tribal consultation to discuss opportunities and strategies for 
restructuring the program as formula-based, which many Tribes prefer. 

• SAMHSA should continue its support for the Circles of Care program funding to Tribes and 
increase funding to at least $8.5 million.  The Circles of Care Program offers three-year 
infrastructure/planning grants which seeks to eliminate mental health disparities by providing 
AI/AN communities with tools and resources to design and sustain their own culturally competent 
system of care approach for children. Behavioral health infrastructure is one of the key challenges 
for many Tribal communities when it comes to creating sustainable change for their communities. 
Circles of Care represents a critical part of this work. 
 

• Additionally, NIHB was pleased to see that the President’s FY 2021 Budget request maintained 
the funding level for the Project LAUNCH, which funded 14 Tribes and Tribal organizations in 
FY 2018. Project LAUNCH grants promote the wellness of young children from birth to eight 
years of age by addressing the physical, social, emotional, cognitive, and behavioral aspects of 
their development. Given its focus on younger children, this program can help reduce future mental 
health issues and suicide risk. We request that SAMHSA expand the program’s reach into 
Indian Country and explore opportunities to designate funding under this field for Tribes 
specifically so that they can develop more uniquely tailored and culturally appropriate initiatives.  

OFFICE OF MINORITY HEALTH  

American Indians and Alaska Native (AI/AN) people occupy a unique space in the landscape of the 
American public life.  Although many AI/AN individuals would be considered to be part of minority 
populations, many if not most of these same individuals hold membership as part of their Tribal nations, 
which accords them a special and significant political status, separate and unique from their status as 
minority group members.  As members of Tribal nations, those individuals are entitled to certain services 
and benefits that flow from the government to government relationship between the United States federal 
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government and federally recognized Tribes, and the trust responsibility between the U.S. and Tribes 
which came about from treaties, Supreme Court case law, legislation, and presidential executive orders. 
The federal trust responsibility extends to every branch of the federal government and to every Executive 
Department and agency.    

• With cross agency efforts and integrated approaches at the core of the HHS National Disparities 
Action Plan, with Office of Minority Health (OMH) as the lead, OMH should ensure that 
partner agencies are educated on the government to government relationship and the unique 
health / public health systems of Tribal Nations. 

Tribal citizens are due services that will advance the trust responsibility of the federal government to 
ensure that Tribal Nations and Tribal populations people achieve the highest health status possible.  The 
OMH has the ability to recognize and address the unique needs of Indian Country through its programing, 
while also answering the special duties it has to AI/AN people as a result of the trust responsibility – a 
responsibility it does not have to any other minority group in the United States.  
 

• To carry out these solemn responsibilities, OMH should work to increase funding that is 
specific to Tribal populations;  

• It should ensure that OMH staff are educated about the government to government 
relationship and the trust responsibility, and furthermore the Office can take a lead role in 
educating partner agencies/operating divisions in Health and Human Services. 

• We also request that OMH engage in meaningful Tribal consultation on restoring the OMH 
AI/AN Health Research Advisory Council which was dissolved earlier this year.  

o While engagement with Tribal advisory committees does not substitute for consultation, 
advisory committees provide an effective built-in process for regular engagement with 
Tribal leaders and technical experts who can inform the agency about Tribal priorities and 
challenges.  

 

NATIONAL INSTITUTES OF HEALTH 

American Indian and Alaska Native (AI/AN) communities have experienced historic and current ethical 
violations in regards to health data collection and the lack of received benefits for participation in health 
research.15 In addition, there are continued perceptions around the lack of acknowledgment and inclusion 
of Tribal research evidence and practices. Moreover, Tribes have expressed how intergenerational 
knowledge, wisdom, and evidence is not accepted as “evidence-based” as it is defined in Western research 

                                                 
15 NCAI Policy Research Center and MSU Center for Native Health Partnerships. (2012). ‘Walk softly and listen carefully’: 
Building research relationships with tribal communities. Washington, DC, and Bozeman, MT: Authors. 
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circles which contributes to the lack of tailored, culturally appropriate and practice-based programs 
implemented in Tribal communities. 
 
Although ongoing research abuses and violations have resulted in a general mistrust of research, Tribal 
leaders acknowledge the need to address AI/AN health disparities as well as the benefits research can 
yield as a tool for Tribal sovereignty. To bring benefits to Tribal communities, and minimize risk, 
meaningful research partnerships must be created and must include open communication, trust, and 
reciprocity between researchers and Tribal communities. For example, community-based participatory 
research (CBPR) has been cited as an effective model for research practice with Tribal communities as it 
honors Tribal sovereignty, includes frequent and meaningful consultation, and ensures community leaders 
have decision-making authority throughout research development, implementation, and evaluation.  
 
The National Institutes of Health (NIH), is the national agency advancing medical research. NIH’s mission 
is to “seek fundamental knowledge about the nature and behavior of living systems and the application of 
that knowledge to enhance health, lengthen life, and reduce illness and disability.”  
 
The Tribal Health Research Office (THRO) is located in the Division of Program Coordination, Planning, 
and Strategic Initiatives in the Office of the Director (OD) at NIH. Since its establishment in 2015, the 
THRO has been integral in ensuring meaningful input from and collaboration with Tribal Nations on NIH 
programs and policies. Most recently this includes coordinating an upcoming tri-agency Tribal 
consultation on the opioid epidemic. The THRO also helps to coordinate trans-NIH Tribal health research 
in addition to ensuring Tribal priorities, as advised by the NIH Tribal Advisory Committee (TAC), are 
heard across the NIH Institutes and Centers.  

• Continue funding and support of the Tribal Health Research Office,  
• Continue funding and support for reoccurring and meaningful Tribal consultation events 

and listening sessions to ensure robust Tribal input on policies and programs. 
• Continue funding and support of the NIH Tribal Advisory Committee, and dedicate 

additional resources to support a standing work group of Tribal technical experts, with 
subject matter expertise and experience conducting policy and budget research.  This work 
group would create knowledge products on those topics for the Tribal leaders appointed to 
the TAC, and help the TAC prepared for the TAC meetings. 

• Set aside funding to support additional Tribal Liaison staffing in NIH components, to 
advance the work of the Tribal Health research Office and ensure that Tribal input is 
received and implemented at every level of the Agency.  

 
Research with minority groups, including AI/AN Tribes, is important to ensure that research conclusions 
are accurate and inclusive of different types of populations. Further, like all parts of the federal 
government, NIH has a special duty to AI/AN Tribes in order to ensure the fulfillment of the federal 
government’s trust responsibility. Medical research is critical because the AI/AN population experiences 
significant health disparities – including diabetes, HIV, infant mortality, mental health, substance abuse, 
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and other significant health issues. However, despite these challenges, there are few opportunities 
available for Tribes to receive direct funding from NIH. This is particularly significant as research can be 
a sensitive issue in Tribal communities due to issues such as past abuses or errors and harmful processes 
or conclusions. Consequently, providing direct funding to Tribal communities allows Tribes to take 
control of research affecting them and may lead to increased participation and effectiveness.  
 

• We request that NIH cease recruitment of AI/ANs into the All of Us Research Program on 
precision medicine until after engaging in meaningful and robust Tribal consultation with 
Tribal leaders and representatives on how best to recruit Tribal communities for that program. 

o Given the historical trauma and continued mistrust of medical research in many Tribal 
communities, it is imperative that the agency consult with Tribes about more appropriate 
recruitment strategies and ways the research program can be restructured to ensure more 
Tribal decision-making authority over research methods, data collection and analysis, and 
evaluation. 

NIH currently offers two funding opportunities for AI/AN populations which provide direct funding to 
Tribes: Interventions for Health Promotion and Disease prevention in Native American Populations; and 
Native American Research Centers for Health (NARCH). 
 

• These funding opportunities have provided significant benefit to Tribal communities. NIH 
should continue to fund these opportunities and expand funding to offer benefits to more 
Tribal communities and the needs of AI/AN citizens.  

• Create other programs specifically for Tribal Nations and the needs of AI/AN citizens based 
on input and recommendations of the TAC and as part of Tribal consultation. 

 
The Native American Research for Health (NARCH) particularly supports collaboration between Tribes 
or Tribal organizations and academic institutions to projects which Tribes have identified and prioritized. 
This opportunity allows increased partnership, with potential benefits beyond one single project, and also 
gives Tribes agency in determining their own priorities. 

HEALTH RESOURCES AND SERVICES ADMINISTRATION 

It is no secret that the Indian health system faces chronic and pervasive health workforce shortages that 
limit quality and accessibility of care. According to a 2018 report from the Government Accountability 
Office, the overall provider vacancy rate across eight IHS areas with substantial direct patient care 
responsibilities was 25%, but reached as has as 31% in some areas.16 Tribal and IHS health systems have 
long faced difficulties in recruiting and retaining quality providers including primary care physicians, 
                                                 
16 Government Accountability Office. 2018. Indian Health Service: Agency Faces Ongoing Challenges Filing Provider 
Vacancies. Retrieved from https://www.gao.gov/assets/700/693940.pdf  

https://www.gao.gov/assets/700/693940.pdf
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public health practitioners, medical specialists, nurses, nurse practitioners, dentists, pharmacists, and 
physician assistants. As reported in the FY 2021 IHS Congressional Justification, there are approximately 
1,330 provider vacancies within the IHS system.  
 
The Health Resources and Services Administration (HRSA) is tasked with increasing access to effective 
and quality health care for individuals living in medically underserved areas, with the mission to 
“…enhance the health and well-being of Americans by providing effective health and human services.” 
 
NIHB is very pleased that HRSA is in the process of establishing a Tribal advisory committee, as this will 
greatly assist in improving the government to government relationship between HRSA and Tribes and 
will help further the fulfillment of HRSA’s trust responsibility to AI/AN Tribes for healthcare and public 
health services. This is in addition to engaging in regular and meaningful government to government 
consultation with Tribal leaders and representatives before, during, and after development and 
implementation of agency policies and programs. HRSA’s mission and principle duties are of particular 
significance to Indian Country given the historic and present-day challenges in healthcare, public health 
and behavioral health workforce and capacity, public health infrastructure, availability of clinical and 
preventative services, and other needs.  
 
FY 2021 Budget Recommendations 
The President’s Budget for HRSA for FY 2021 is $10.7 billion, which is a reduction of roughly $981 
million from the FY 2020 enacted level. Tribes are particularly concerned with proposed changes to 
funding for health workforce, maternal and child health, and rural health initiatives.  
 
Health workforce 

 
• We request that for HRSA continue its support for National Health Service Corps (NHSC) 

placements within I/T/U facilities and work to expand the reach and penetration of the 
program into Indian Country. IHS and Tribal facilities are heavily reliant on NHSC placements 
to compensate for perennial health workforce shortages, and any reductions to placements would 
be devastating to the Indian health system. In addition, the FY 2021 President’s Budget includes 
a $15 million proposed reduction to the NHSC. We request that no cuts be made in the FY 2022 
Budget to designated funding for NHSC placements within the Indian health system.  

 
o NHSC placements are largely dictated by Health Professional Shortage Area (HPSA) 

scores for medical, behavioral and dental care accessibility. In general, the higher the score, 
the higher the need for more providers and services. Previously, when the agency 
underwent a restructuring of HPSA scoring mechanisms, Tribes expressed how there was 
not adequate and meaningful consultation with Tribes despite the fact that any changes can 
have substantial impacts on the IHS and Tribal workforce. While existing statute and 
regulations ensure that I/T/U facilities qualify for automatic HPSA designation, it is still 
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crucial that robust consultation inform any proposed changes to the scoring process. Thus, 
we request that HRSA engage in meaningful Tribal consultation before proposing 
any changes to the HPSA scoring mechanisms and throughout the regulatory process, 
and follow the Department of Health and Human Service’s consultation guidelines 
for reference.   
 

o In 2018, Congress provided funding to the agency to expand the NHSC Loan Repayment 
Program for Substance Use Disorder providers. Tribal communities are disproportionately 
impacted by substance use disorders and drug overdose. In addition, there is a scarcity of 
behavioral health providers within the Indian health system. We request that HRSA 
designate 5% of funds from the loan repayment program for SUD providers 
specifically for IHS and Tribal behavioral health providers to expand recruitment and 
retention of quality practitioners serving AI/AN populations. We also request that HRSA 
designate health workforce development grant funding for I/T/U facilities including 
under programs such as the Public Health and Preventive Medicine Training Grants, 
Preventive Medicine Residency Program, Nursing Workforce Development, 
Teaching Health Center Graduate Medical Education Program, and Telehealth 
Network Grant Programs.  

 
• The FY 2021 President’s Budget proposes elimination of the Primary Care Training and 

Enhancement Program (PCTE) and the Oral Health Training Program (OHTP). While these 
programs are not specifically designed for Tribes, their scope and goals – focused on enhancing 
workforce trainings for primary care and oral health providers in rural areas – certainly address the 
provider needs of IHS and Tribal communities. There is a significant shortage of AI/AN physicians 
nationwide, which reduces the long-term health workforce in Indian Country given that Native 
physicians are much more likely to serve AI/AN and Tribal populations. In fact, less than 1% of 
all physicians nationwide identify as AI/AN. We request that HRSA create programs 
specifically to increase the recruitment of Native individuals into medical and residency 
programs, particularly for primary care.  

 
Health Centers 
 
• One of HRSA’s primary duties is to improve delivery and access of quality primary care and other 

health services through its health center funding programs. The program offers comprehensive 
medical care including preventive services, mental health and behavioral health services, patient 
management and referrals, and some emergency medical services and pharmaceutical services for 
communities living in medically underserved areas. Given ongoing issues around inaccessibility 
of care in Indian Country, we request that HRSA designate flagship funding specifically for 
Tribes and Tribal organizations in health center grant programs to improve primary care and 
behavioral health outcomes.  
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Maternal and Child Health 
 

• As of FY 2019, the Maternal, Infant, and Early Childhood Home Visiting Program (MIECHV) 
supports 29 Tribal entities for voluntary, evidence-based home visiting services during pregnancy 
and to parents with young children up to kindergarten entry. We request that HRSA continue its 
support for the important MIECHV program in Indian Country. 

 
Ryan White HIV/AIDS Program 
 

• From 2010-2016, AI/ANs experienced a 46% increase in HIV diagnoses overall and an 81% 
increase among Native men who have sex with men. The Ryan White program is one of the most 
reputable and successful HIV prevention and treatment programs ever implemented, but it has very 
limited reach into Indian Country. While there are statutory restrictions to Tribal eligibility for 
Parts A and B, Tribes are eligible for Part C Early Intervention Strategies grants but receive very 
little direct funding. We request that HRSA engage in Tribal consultation to explore strategies 
and receive recommendations for increasing direct Tribal access to Part C program dollars. 

 
Rural Health Policy 
 

• HRSA’s rural programs provide resources and funding to rural and underserved areas to improve 
healthcare access and quality, and to address health threats like the opioid crisis. While Tribes are 
eligible for grants such as the Rural Health Care Services Outreach, Rural Health Opioid Program, 
Rural Health Network Planning and Development, Rural Communities Opioid Response, and 
Telehealth Network Program, these grants have very little penetration into Indian Country. While 
many Tribes are located in rural areas, the majority of rural funding tends to go to non-Tribal 
communities. We request that HRSA designate a 5% set-aside of rural health program dollars 
for Tribes and Tribal organizations.  


