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Improving Tribal Public Health Services

BACKGROUND
The United States has a trust responsibility to provide health services to American Indian and Alaska Native (AI/AN) people.  These health services are principally provided by the Indian Health Service (IHS) (1,2).  However, IHS services are largely limited to direct patient care, leaving little, if any, funding available for public health initiatives such as disease prevention, education, research for disease, injury prevention, and promotion of healthy lifestyles. Approximately 4-6% of the total IHS budget (excluding facility capital construction budget and public works construction) is for public health services (3,4). This means that Indian Country continues to lag far behind other communities in basic resources and public health services. Our communities are therefore more vulnerable to increased health risks and sickness.

TRIBAL HEALTH SYSTEMS
Tribal governments do not operate within the state regulatory structure, and often must compete with their own state governments for resources. Tribes are regularly left out of both statewide public health plans and federal funding decisions for public health programs. Without a local tax base and little (if any) outside funding, Tribal communities are often the most in need of public health dollars. Tribes were ignored during the formulation of the US public health system, and it is now time to redress this wrong.

In 2010, the National Indian Health Board conducted a public health capacity assessment in Indian Country and found that Tribes provide fewer public health activities compared to other local health departments (5,6).  Additionally, only 3 of 573 Tribes have achieved public health accreditation through the Public Health Accreditation Board (7).  Current and emerging health services research and practice is focusing on improving Tribal public health capacity, but lack of resources is a major barrier to public health improvement.

POLICIES FOR IMPROVING TRIBAL PUBLIC HEALTH SERVICES – SHOULD WE?
The problem definition requires framing for agenda setting.  Tribal health advocates have developed several proposed policy solutions.  One of these proposals is below, with questions to assist with framing the problem definition.

Congress should prioritize direct public health funding to Indian Country. This would allow Tribes to proficiently run their own public health programs, just as they have done for IHS programs.
· Should federal agencies create Tribal set-asides for blocks and grants so that Tribes have more probability of successful awards (Tribes lack capacity to compete against States and large municipalities)? 
· Should Congress expand self-governance for Tribes from other U.S. DHHS agencies to provide critical social services?
· Should federal agencies create funding streams that parallel the state flagship grant system?  If so, to what geographic scale (Tribes as States or through Regional Indian Health Boards)?
· What would be considered necessary or adequate amounts of funding for Tribal public health services?  
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Additional Tribal Public Health Resources – Background and the Legal Framework for Improvement Policies (the “yes” behind the technical, “Could we?”, of the problem definition.)

· Indian Health Service, www.ihs.gov
· National Indian Health Board, www.nihb.org
· Public Health Accreditation Board, www.phab.org
· Tribal Epidemiology Centers, https://tribalepicenters.org
· P.L. 93-638, the Indian Self-Determination and Education Assistance Act (ISDEAA). Describes the mechanisms, methods, and opportunities for Tribal self-determination and governance of IHS programs, certain Department of Interior Bureaus (Indian Affairs programs, etc.), and the rule for the Secretary of U.S. DHHS to consult with Tribes and determine the feasibility for operating and managing other U.S. DHHS programs.  
· P.L. 111-148, the Patient Protection and Affordable Care Act (ACA). The law reauthorized the Indian Health Care Improvement Act (IHCIA). IHCIA authorizes many programs and services provided by the IHS, it sets out the national policy for health services administered to Indians, and it states the federal goal to ensure the highest possible health status for Indians, including urban Indians. In addition, it authorizes direct collections from Medicare, Medicaid, and other third-party insurers.  PPACA extends the authorizations of appropriations for IHCIA programs indefinitely. It will also permit tribal organizations (TOs) and urban Indian organizations (UIOs) to apply for contract and grant programs for which they were not previously eligible. The law also expands the mental health services authorized under IHCIA to create comprehensive behavioral health and treatment programs. In addition, it requires IHS to establish new programs related to youth suicide prevention and requires demonstration projects to construct modular and mobile health facilities to expand health services available through IHS, Tribes, and Tribal Organizations. 
· Celeste L. Davis, Citizen of the Chickasaw Nation, career working with Tribal organizations and IHS, your friend and fellow student

