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REEXAMINING THE SUBSTANDARD QUALITY
OF INDIAN HEALTH CARE IN THE GREAT
PLAINS

WEDNESDAY, FEBRUARY 3, 2016

U.S. SENATE,
COMMITTEE ON INDIAN AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 2:33 p.m. in room
216, Hart Senate Office Building, Hon. John Barrasso,
Chairman of the Committee, presiding.

OPENING STATEMENT OF HON. JOHN BARRASSO,
U.S. SENATOR FROM WYOMING

The CHAIRMAN. I call this hearing to order.

Today, the Committee will hold an oversight hearing entitled,
Reexamining the Substandard Quality of Indian Health Care in the
Great Plains.

In 2010, the Committee held an oversight hearing entitled In
Critical Condition: The Urgent Need to Reform Indian Health Serv-
ice’s Aberdeen Area. At this hearing the Committee listened to tes-
timony detailing an investigation led by the former Chairman
Byron Dorgan and his report on the Indian Health Service. He is
here with us today.

The Dorgan Report found atrocious evidence showing the lack of
quality of care by the Indian Health Service in the Aberdeen area,
now called the Great Plains area, to Indian tribes.

Over five years later, the very problems identified in the Dorgan
Report have not been resolved. In fact, some issues have become
worse over time, and new ones have developed.

After hearing loudly from the tribes on the lack of quality of
health care in the Great Plains Area, I dispatched Committee staff
to the field to understand what is really is happening in the Great
Plains Area.

What we found is simply horrifying and unacceptable. In my
view, the information provided to this Committee and witnessed
first hand can be summed up in one word: malpractice. You do not
have to take my word for it. You will hear today, the Indian Health
Service has known about these issues all along.

The Centers for Medicare and Medicaid Services, another agency
within the Department of Health and Human Services, has con-
firmed not only that these same problems continue to fester, but
that they pose immediate risk to patient safety.
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The impacts of these deficiencies are not theoretical. These per-
sistent failures have led to unnecessary suffering by patients, by
families, and by whole communities. In fact, they have led to mul-
tiple patient deaths.

The Administration is responsible for providing and delivering
health services to American Indians and Alaska Natives across the
Country. Their Federal obligation mandates that they promote
health and safe Indian communities while honoring tribal govern-
ance. This is not happening.

The Indian Health Service has failed their patients. This Com-
mittee knows it, the congressional delegations joining us today
know it, the tribes know it all too well, and every single witness
here today knows it. Without question, this is a tragedy and a dis-
grace.

I stress to the Administration that the status quo will not be tol-
erated. How can we take your word that these issues have been re-
solved, when 5 years ago, you said to this Committee you had a
plan? How can we trust information coming from Health and
Human Services and the Indian Health Service or others in the Ad-
ministration?

This Committee will not accept any more cover-ups or poli-
ticking. This is not a game. People’s lives are at risk.

We are now at a place where you must prove to us, each step
of the way, that you are living up to your word and fulfilling your
responsibilities.

Last year, I wrote to Secretary Burwell about the need for lead-
ership at the Indian Health Service. To this day, the director posi-
tion remains unfilled. The Administration’s failure to act on such
important matters speaks volumes.

Testimony submitted by the Administration references many
plans but we need and the people in the Great Plains need, con-
crete results. Simply changing an area name from “Aberdeen” to
“Great Plains” will not suffice.

I urge the Administration to listen to the Indian tribes and wit-
nesses here today. Listen to their testimonies. Listen to their state-
ments. These are the people you serve, and they know what their
communities need. I hope you will treat them with the respect they
deserve, and work with them honestly and openly.

As a physician, I know that more can and must be done to en-
sure safe, quality healthcare is delivered at Indian Health Service
facilities in the Great Plains area. I believe positive change is pos-
sible. It will be difficult and, at times, uncomfortable. This cannot
stand in the way of real reform.

We must put patients first, and that is exactly what we are here
to do today. We need both short-term and long-term solutions, not
only to the problems identified by the CMS surveys, but also to the
many other problems identified by patients, tribes, the brave In-
dian Health Service employees who have spoken to the Committee
and others.

I will continue to press the Administration for answers and real
solutions. I will continue to investigate and convene hearings here
in Washington or in the field until we are sure patients are safe
in the facilities that were built to provide them care.
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I would also like to say that although this oversight hearing will
focus on the Great Plains area, the Committee has also heard con-
cerns from tribes in other areas served by the Indian Health Serv-
ice.

We have been told that conditions are most dire in the Great
Plains, but again, we are not going to take the Administration’s
word for it. We realize that these and other issues impacting pa-
tients may plague other regions, and will demand answers and ac-
tion in these areas as well.

When our Committee staff visited the Great Plains area recently,
they saw firsthand the culture of cronyism and corruption that per-
meates the system. Many Indian Health Service personnel have
come to the conclusion that they are untouchable and that they are
accountable to no one. As far as I can tell, until now, they have
been allowed to act with impunity.

Instead of being reprimanded for failing to appropriately care for
patients or for retaliating against providers who report deficiencies,
these “untouchable” employees are being recycled throughout the
Great Plains area. Some are being promoted, even though they are
not qualified for the positions they hold. Some have been involved
in preventable deaths identified by CMS.

These “untouchable” employees have continued to see patients
and collect taxpayer dollars, without fear of being held accountable
for the many lives they were hired to protect and care for. I fear
that some members of the IHS leadership think they are untouch-
able as well.

One particularly egregious incident involves the Chief Medical
Officer for IHS. In a recent phone call, the Chief Medical Officer
responded to concerns from congressional staff about incidents in-
volving unsafe pre-term deliveries by saying, “if you have only had
two babies hit the floor in eight years that is pretty good.” This is
a sad new low for THS.

Another example involves a young toddler lost her life to a pre-
ventable infection because the IHS facility in her community re-
peatedly failed to provide proper care, and by the time they re-
ferred her out of the IHS system, it was too late. This is a heart-
Ereak that no parent, no family, no community should have to

ear.

Yet, tragically, this story is all too familiar. Too many lives have
been lost because no one was held accountable for their actions.
The same mistakes are being made again and again. This must
change immediately.

To be clear, the total lack of accountability is just one of many
problems identified during my staff’s visit to the Great Plains area
last month, and relocating troubled staff will not be enough to ef-
fect real and lasting improvements.

True reform will require a cultural change at THS, from the top
officials responsible at department headquarters, down to the em-
ployees at each facility.

The information we have uncovered is overwhelming and dis-
turbing, and it will be an important part of addressing the prob-
lems we discuss here today.

We must work together to stop the bleeding in the Great Plains,
and find permanent solutions, so that we are not here again in an-
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other five years facing the same problems, after an untold number
of additional preventable deaths.

Before we hear from our witnesses, I want to thank Senators
Thune, Rounds and Sasse for joining us today. They have been and
will continue to be great advocates for the tribes in the Great
Plains. I also want to thank Senator Tester for his attention to this
issue.

I would like to turn first to Senator Tester for an opening state-
ment.

STATEMENT OF HON. JON TESTER,
U.S. SENATOR FROM MONTANA

Senator TESTER. Thank you, Mr. Chairman. Thank you for hold-
ing this hearing.

Unfortunately, for many of us sitting up here and for the tribal
nations throughout Indian Country, another congressional hearing
on the inadequacies of the Indian Health Service is not a surprise.

As disturbing as the news from the Great Plains area is, we hear
from tribes, as the Chairman said, all over the Country with simi-
lar stories of inadequate care, a painfully slow bureaucratic system
of billing and collections and simply poor health care delivery for
their people.

We have to work with the tribes to find solutions to these prob-
lems. Our Country has made a number of commitments to the
tribes in our Country and that includes providing quality health
care.

Those of us on this Committee know all too well the health care
conditions the American Indians and Alaska Natives across this
Country continue to face. The statistics are staggering.

Native Americans are affected by heart disease, cancers and dia-
betes at higher rates than any other ethnic group in this Country.
In some places, the life expectancy of a Native American is signifi-
cantly shorter than their non-Indian peers.

In my home State of Montana, an average American Indian man
or woman will live about 20 years less than their non-Indian coun-
terpart. This is an unacceptable reality that both Congress and the
Administration must work to fix.

That is why it is my hope that this hearing can shed more light
not only on the problems that face the THS but the steps that we
can take to find solutions to these problems. Despite seeing modest
increases over the last several years, we all know that funding is
a major challenge.

The Administration and Congress have worked together in recent
years to improve these funding streams but the impact of the ongo-
}ng threat of sequestration has had negative effects on these ef-
orts.

In addition to funding, we also must ensure that the IHS has the
tools it needs to be successful. Quality of care should be a top pri-
ority for the THS. We need to examine what mechanisms are in
place to ensure that IHS is providing first rate care.

Part of ensuring that tribal communities consistently receive
high quality care means making certain that we are recruiting and
retaining quality health care professionals to serve in our IHS fa-
cilities.
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Another area of concern is the ability of the department to rap-
idly and effectively respond to health emergency incidents to guar-
antee that care is not being disrupted.

This current situation is even more frustrating knowing that
when similar conditions existed in the Veterans Administration
health care system, Congress did the right thing and made changes
to the law to ensure that veterans are receiving health care we
have promised.

American Indians and Alaska Natives are still waiting. Despite
the Federal treaty and the trust responsibilities we have, these
conditions go largely unnoticed by the general public.

I would encourage my colleagues on this Committee and in Con-
gress to ask themselves how can we, in good conscience, pass legis-
lation to fix the VA but ignore the needs of the Indian Health Serv-
ice?

I hope we have some solutions proposed today. I look forward to
working with everyone to make certain that American Indians and
Alaska Natives are getting the health care they deserve.

Finally, before we begin, I would like to welcome Jace Killsback,
a member of the Northern Cheyenne Tribe from Montana. Jace
serves on a number of health advisory councils at home. As well
he serves as the Executive Health Manager for his tribe.

He has been involved in these issues for over a decade and will
provide us with valuable insights on how to improve health care on
the ground in Indian Country.

I would also like to welcome my good friend, Byron Dorgan, the
former chairman of this Committee. Byron, your presence is still
felt here even today. I want to thank you for your counsel and for
testifying as we move forward.

I would also welcome a couple more folks. To Dorothy Dupree,
the former head of Billings-Rocky Mountain Region, thank you for
your good work. Even though it was on a temporary basis, you
make a difference. I want to thank you for that.

To Robert McSwain, thank you for being here today. There are
plenty of reasons that you should not be here today. I am not going
to elaborate on those but there are serious issues going on in your
personal life. I want to thank you for being here to testify.

With that, Mr. Chairman, thank you for holding this hearing.

The CHAIRMAN. Thank you, Senator Tester.

Would anyone else like to make a statement? Senator Hoeven.

STATEMENT OF HON. JOHN HOEVEN,
U.S. SENATOR FROM NORTH DAKOTA

Senator HOEVEN. Mr. Chairman, if I could, I would like to wel-
come former Senator Byron Dorgan who served both in the House
of Representatives and in the Senate from 1980 to 2010. I would
like to thank him for being here and for his commitment on behalf
of Native Americans, not only throughout North Dakota but across
thg Country, for many, many years. I welcome back to this hearing
today.

Also, I would welcome Deputy Secretary Mary Wakefield for her
commitment to rural health care both on and off reservation and
for her presence and testimony here today.

Thank you so much to both of you.
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The CHAIRMAN. Thank you, Senator Hoeven.
Senator Udall?

STATEMENT OF HON. TOM UDALL,
U.S. SENATOR FROM NEW MEXICO

Senator UDALL. Thank you very much, Chairman Barrasso and
Vice Chairman Tester, for focusing on this very, very urgent issue.
I would echo what they said about Senator Dorgan. It is great to
have you here and to have you involved in Native American issues
across the Country.

The conditions recently reported at facilities in the Great Plains
region are horrific and unacceptable. My State also experienced
halted emergency medical services at an IHS medical center in
Crownpoint, New Mexico last year.

Patients deserve competent and timely care and it is intolerable
that any THS emergency facility close for any amount of time. The
difficult topics we are going to discuss today are not new. Unfortu-
nately, staffing issues and the facility disrepair are becoming syn-
onymous with the Indian Health Service.

To help address these ongoing staffing difficulties, I have intro-
duced a bill with Senator Murkowski that would make the ITHS
Health Professions Awards Program exempt from a Federal income
tax requirement as the National Health Service Corps currently is.

ITHS currently spends approximately 30 percent of its health pro-
fessions account to pay taxes to the Federal Government, taking
needed funding away from investments and skilled medical profes-
sionals. We need more resources for the agency to recruit and re-
tain competent and committed staff.

I will continue to push for this change and I hope that the Ad-
ministration has more ideas about how to tackle this issue.

I also want to take this opportunity to bring to your attention a
public health crisis in my State. The area in and around Gallup,
New Mexico has long experienced an alarming number of alcohol-
related deaths of Native people. Last winter, 17 people died from
alcohol-related incidents, including exposure to harsh cold tempera-
tures.

The NCI Detox Center in Gallup is currently the only detox facil-
ity serving the population in this remote and rural part of the
State adjacent to the Navajo Nation and the Pueblo of Zuni. An es-
timated 98 percent of clients served there are Native American.

The center offers a desperately needed social detox program
geared primarily toward protective custody. Since the facility
serves such a large Native population, THS needs to be a part of
the team working with local officials and other stakeholders to
solve this public health crisis in northwest New Mexico.

I am pleased that the IHS officials from Rockville recently visited
the NCI Detox Center which is expected to run out of funding at
the end of next month. Senator Heinrich and I have been working
together on this critical issue and he and his staff have been great
to work with.

Later in this hearing, I will have some urgent questions about
how the Administration can creatively leverage current resources
to help work on long term solutions to this problem. I look forward
to discussing the great need to help address the crisis in the Great
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Plains and the larger issues of ITHS staffing and quality patient
services and poor facility conditions.

As was said earlier, this has been around for a long time. When
Senator Dorgan was our chairman, we highlighted this. We would
hope that the Administration would come forward with plans to
remedy this in an urgent manner.

Thank you very much again, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Udall.

Senator Rounds.

STATEMENT OF HON. MIKE ROUNDS,
U.S. SENATOR FROM SOUTH DAKOTA

Senator ROUNDS. Thank you, Chairman Barrasso and Ranking
Member Tester, and members of the Committee for allowing me as
a non-member of the Committee to give a very brief statement.

I do appreciate the work you are doing and I have to also give
a shout out to your staff members who actually went out to the Da-
kotas. I know they spent over 12 hours in one day alone simply
taking testimony and learning first hand of the challenges we face
in the upper Midwest with regard to this particular and very seri-
ous issue.

I would also like to mention that we appreciate the Honorable
Sonia Little Hawk-Weston, Chair of the Health and Human Serv-
ices Committee, Tribal Council of the Oglala Sioux Tribe for being
here today from Pine Ridge, South Dakota.

We also appreciate Mr. William Bear Shield, a member of the
Health Council at the Rosebud Sioux Tribe.

Afterwards at the listening session, I understand that the Chair-
man of the Cheyenne River Sioux Tribe will be giving testimony,
our good friend, Mr. Harold Frazier. I think we also have the
Chairman of the Oglala Sioux Tribe from Pine Ridge, Mr. John
Yellowbird Steele, who was trying his best to get in here. He made
it, great.

We are having a blizzard in that part of the Country, so thank
you for being here, Mr. Chairman.

Nearly 122,000 tribal members rely on the Great Plains Area Of-
fice to deliver safe, reliable and efficient health care. For rural trib-
al members, their IHS facility may be the only hospital for more
than 100 miles. This is the case for many tribal members in my
home State of South Dakota.

For too long, the Federal Government has failed to live up to its
promise and its trust responsibility to provide adequate care for the
Nzclitive American community. That is the reason that I am here
today.

In 2010, this Committee released a report citing chronic mis-
management, lack of employee accountability and financial integ-
rity at THS facilities. The report also identified five IHS hospitals
in the Aberdeen area at risk of losing their accreditation or certifi-
cation from the Center for Medicare and Medicaid Services. Fast
forward six years and we find that the Winnebago facility, the
Rosebud and Pine Ridge hospitals in South Dakota are all threat-
ened with similar problems. It feels as if nothing has changed.

The health care crisis within the Indian Health Care Service
needs to be resolved. There is no excuse for hospitals to not reach
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basic benchmarks for providing proper care. Reports and hearings
can be very good if we also help to facilitate a plan of action to
remedy the current situation and then insist on proper execution
of the plan with a follow up to assure results.

Mr. Chairman, thank you for the opportunity to make this state-
ment today. Thank you very much for bringing proper attention to
this very important and critical issue to over 122,000 member citi-
zens in the upper Midwest.

The CHAIRMAN. Thank you, Senator Rounds.

Senator Heitkamp.

STATEMENT OF HON. HEIDI HEITKAMP,
U.S. SENATOR FROM NORTH DAKOTA

Senator HEITKAMP. Thank you, Mr. Chairman.

I want to welcome two great North Dakotans today, one whose
footsteps I followed in my commitment to do better and to change
outcomes, Senator Byron Dorgan, and ahead of him, both Senator
Kent Conrad and certainly Senator Quentin Burdick were cham-
pions for Indian people, champions for meeting their needs and
doing what we must do to fulfill our obligations that we took a sa-
cred vow when we signed treaties.

Somehow in every hearing we have, we see the failure of meeting
those treaty obligations and the failure to do the right thing.

I want to welcome Mary Wakefield who served as Senator Bur-
dick’s Chief of Staff and has a long history of trying to improve the
quality of health care in rural areas and certainly the quality of
health care in Native American communities.

I want to make what seems to me to be a very simple point be-
cause we come to these Committee hearings all the time and, talk
about the parade of horribles. It is not just in health care; it is in
housing and education. We could just make a long list.

Yet, let me give you some numbers. The average Medicare spend-
ing per beneficiary is almost $12,000 a year. The average spending,
national health means everyone, is about $8,000. The average
spending in the veteran system is $7,000. The average spending in
Medicaid, per enrollee, is almost $5,600.

When we look at what we spend in Indian health, it is barely
$3,000. Is anyone shocked that we are here? Is anyone shocked
that we have these problems?

We have to be serious about fixing this problem. If we are serious
about fixing this problem, we are going to be serious about funding
the fix. No one should tolerate what we read in this report. No one
thinks this is okay.

You have to do better with what you have and you cannot accept
a culture of failure because we see it over and over again whether
it is BIA, Indian health or Indian education. We have accepted bad
results. That has to change.

Congress shares responsibility. The President shares responsi-
bility. If we are serious about fixing this, we are serious about
funding it.

I want to lay out some concerns I have. We need to know what
it will take to fix it and how we are to get the resources so that
we can.

The CHAIRMAN. Thank you, Senator Heitkamp.



Senator Thune.

STATEMENT OF HON. JOHN THUNE,
U.S. SENATOR FROM SOUTH DAKOTA

Senator THUNE. Thank you, Mr. Chairman.

I too want to thank you and Senator Tester for holding this hear-
ing and shining a light on what is a major crisis in Indian Country
in the Great Plains.

As Senator Rounds did, I want to acknowledge the people who
are here. I think all nine tribes from South Dakota are rep-
resented. I particularly look forward to hearing from Sonia Little
Hawk-Weston from the Oglala Sioux Tribe and Willie Bear Shield
from Rosebud.

As Senator Rounds also mentioned, I welcome both President
John Yellowbird Steele and Chairman Harold Frazier.

Mr. Chairman, this is déja vu all over again. We have been
through this drill. With Senator Dorgan’s good work back in 2010,
we came out of that with what I thought was a plan, but it is dis-
appointing to me that we find ourselves right back here where we
started.

In December of this year, when IHS notified me of CMS’s find-
ings, I immediately followed up with IHS and HHS. In a conference
call on December 4 between my staff and THS, members from IHS
stated that a majority of the concerns at the Rosebud facility had
been addressed and abated.

These statements were made merely hours before my staff was
informed that the Great Plains area office had contacted President
Kindle of the Rosebud Sioux Tribe and informed him that the
emergency department at the Rosebud hospital was being put on
diversion status that following day.

Mr. Chairman, I would just say how could that happen? We have
a serious breakdown in communication or somebody is not telling
the truth. I bring this up as an example of the continuing evidence
of THS communication issues.

Just hours before the Great Plains IHS decision to divert pa-
tients from Rosebud’s emergency department, staff in Great Plains
and at headquarters were painting a picture to congressional staff
that did not match events and reality on the ground.

Since this Committee’s report in 2010, I continued to monitor the
actions of the Great Plains IHS. In April 2014, I sent a letter to
the then Acting Director THS requesting an update on the ongoing
work of the THS to address the Committee’s findings.

On June 30, 2014, I received a response to that letter. The letter
stated “The Great Plains area has shown marked improvements in
all categories. Significant improvements in health care delivery and
program accountability have also been demonstrated.”

Yet, here we are a year and a half later and one hospital in the
region has had its provider agreement terminated and two more
hospital provider agreements have been placed in jeopardy.

What has to be acknowledged is that CMS findings indicate peo-
ple’s lives are in jeopardy. This is unacceptable. We cannot tolerate
this. CMS’s recent findings regarding patient experiences at these
facilities are beyond comprehension.
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Incredibly the report of dirty and unsanitized medical equipment
left exposed in an emergency room might be the least shocking of
these stories. One patient who suffered from a severe head injury
was incorrectly discharged from the hospital only to be called back
later the same day once the test results arrived. The patient was
immediately flown to another facility for care and never should
have been sent home in the first place.

Another facility which has been mentioned was in such disarray
that a pregnant mother prematurely gave birth on a bathroom
floor, a bathroom floor, without a single medical professional near-
by which shockingly is not the first time it has happened at that
facility.

Each one of these incidents is egregious and needlessly puts peo-
ple’s lives at risk. CMS’s recent findings are not only astounding
but they are absolutely unacceptable. These are life and death cir-
cumstances and THS must make fixing these recurring issues a pri-
ority.

Time and again we have had a variety of task forces, reports and
oversight commissions formed to uncover the failings within the
Great Plains area THS, yet to date it is evident that IHS has failed
to follow through on many of the report’s findings.

In addition to poor patient experiences at IHS facilities, gaining
access to a physician or health care professional is made all the
more difficult due to sever staffing shortages. According to the Rob-
ert Wood Johnson Foundation in 2015, there were six physicians
in all of Oglala, Lakota County where the Pine Ridge hospital and
Kyle Clinic are located.

In fact, the doctor to patient ratio in Oglala Lakota County is
2,343 patients for every one physician. Keep in mind that in addi-
tion to Oglala Lakota County, the IHS facilities on the Pine Ridge
Reservation also serve Jackson County which contains another
3,216 people.

In nearby Todd County, the location of the Rosebud Sioux Res-
ervation, in 2015, the Foundation reported there were only two pri-
mary care physicians or 4,971 patients for every one physician.

Currently, to my knowledge, there are now three providers in
Rosebud. However, there is funding for 11. Filling these positions
could go a long way to ensuring patients have access to care.

I just wanted to do this for purposes of comparison but if you
look at similarly populated counties throughout the Country, they
tend to have way better access to primary care physicians. For in-
stance, Plumas County, California, with a population of 18,859 or
roughly the population of the Pine Ridge Reservation according to
the South Dakota Department of Tribal Relations, has 15 physi-
cians or 1,293 patients for every physician.

The 12,503 people who live in Millard County, Utah, similar in
size to Todd County, South Dakota enjoy a ratio of 1,796 patients
for every doctor, making primary care physicians over twice as ac-
cessible in Millard County than in Todd County.

I would say we just have to do better. People are counting on us
to do better. To date, we have failed to deliver on our promise to
provide tribal citizens of this Country the quality of care they de-
serve. I am committed to seeing true and lasting reform come from
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this hearing and the discussions that will follow. ITHS must have
accountability and transparency to our tribes and to Congress.

Again, I am grateful, Mr. Chairman, for you and Senator Tester
allowing those of us not on this Committee to participate because
this is an issue that obviously is of great interest and one about
which we care deeply.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Thune.

With that, I would like to invite Senator Dorgan to the table. We
are going to hear from a person who is a familiar face to the Com-
mittee and who is the former Chairman of this Committee, who led
the 2010 investigation we are revisiting today.

We thank you for your continued service, Senator Dorgan, to the
Great Plans and to all of Indian Country. We welcome your state-
ment and your participation.

I would also be remiss not to mention that earlier this year the
Senate passed with unanimous consent the Indian Tribal Energy
and Self Determination Act of 2015. I recall under your chairman-
ship we were able to get the ball rolling. Thank you for that effort
and your leadership as well.

With that, Senator Dorgan, welcome back to the Committee.

STATEMENT OF HON. BYRON L. DORGAN, FORMER U.S.
SENATOR FROM NORTH DAKOTA; FOUNDER AND
CHAIRMAN, CENTER FOR NATIVE AMERICAN YOUTH

Senator DORGAN. Thank you very much, Mr. Chairman.

I was surprised and pleased to be invited and very happy to
come. I know that everyone sitting at this table has a passionate
desire to fix these problems. You know how difficult they are. You
pledged to yourselves, the Congress and your constituent groups
that this must be fixed.

I am really pleased to be here. When I left the Senate, I created
something called the Center for Native American Youth which is
a nonprofit focused just on Native American youth. All the spot-
lights are on that spot. We work on teen suicide prevention, edu-
cational opportunities, health care and a range of things.

I am going to talk to you about the Indian Health Service. I have
to grit my teeth a little bit because we hold quarterly meetings
with Federal agencies that are kind of stovepipes and we get them
talking to each other.

There has been no agency that has been better and more faithful
in sending some terrific people to those quarterly meetings than
the Indian Health Service. I say that because I know today there
are some wonderful people working at the IHS, both people work-
ing with us at CNAY and also people this morning who got up and
went to work at the Health Service areas dedicated professionals,
dedicating their lives to these things.

I regret that when we talk about all this, somehow it tarnishes
the good work of some really good people. I feel sad about that but
we do not have a choice.

This morning again I looked at the 2010 investigation we did. We
had a series of bullet points but let me read the first one. “Over
the course of the last ten years, the IHS has repeatedly used trans-
fers, reassignments, details, lengthy administrative leave to deal
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with employees who have had records of misconduct and poor per-
formance.”

I do not need to read a lot more than that but just say that this
system does not work unless there is accountability. When there is
fraud, misconduct, incompetence, criminal activity, you do not need
a long investigation for that. You fire folks involved and move on
with competent people to run the system.

That has not happened. It has not happened not just for the five
years or the last 10 or 15 years, decade after decade we have seen
these problems; in Administration after Administration, we have
seen these problems.

There is just no way to sugar coat what we are dealing with. It
has been and still is a tragic failure in delivering health care in far
too many areas for American Indians. We are talking about the
Great Plains region but I tell you, I am certain this extends beyond
it.

I commend you because taking on this issues is hard but you
have to start. You have to start with the first step. Building on the
2010 report I think can be very helpful.

The Indian health care issue is underfunded by half. You can
work on that but the fact is it is underfunded by half which pro-
motes full scale rationing of health care. It ought to be front page
headlines in major city newspapers but it is not.

In fact, most people do not know of it, see it or hear of it. It suf-
fers in quality and is underfunded by half. That is a significant
problem.

It is easier to criticize poor quality, but we also need to criticize
the decision-making of all of us who, with a country, signed treaties
and made promises to deliver health care and have not honored
those promises with the adequate funding that is necessary. That
is a fact as well.

Senator Heitkamp talked about responsibilities. We are respon-
sible for health care for those we incarcerate. We incarcerate a lot
of people in this Country. We are responsible not only for those we
incarcerate for health care but also by treaty and by promise and
by trust, for health care for American Indians.

We spend twice as much per person providing health care for
those we incarcerate in America’s prisons than we do to meet the
promise of health care for American Indians that we agreed to by
treaty and trust. That is unbelievable to me. None of us experience
it because none of us get our health care in these ways.

I want to mention a couple of facts about the 2010 investigation.
I mentioned earlier there are some terrific people working for the
Indian Health Service. There is no question about that. I have seen
them and you have seen them.

If you visit these facilities and walk the halls, you see some peo-
ple you care a great deal about and say thank God for doing this.
Often it is in remote areas and so on but they are not the issue.

The fact is, too many of them are working with outdated equip-
ment, I mentioned inadequate funding, but it is also the case that
there is kind of a split personality in my judgment. Having
watched the THS for a long, long time, I see kind of a split person-
ality.
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There are some really great people, some people who care, people
who sign up and commit their lives to the Indian Health Service
and deliver good health care. Then I see something else.

I see the weaving of friendships and favors, relatives, incom-
petence, corruption and yes, even criminal behavior. It has all too
often and continues to be, in my judgment, overlooked, excused and
denied. That cannot continue.

No organization in American of which I am aware can work prop-
erly in those circumstances. You have to determine what works
and who works, what does not work and who does not, and then
make the necessary changes.

This is not some ordinary issue because as a number of you have
mentioned. This is about people who die; this is about living and
dying. We take for granted every year and every day for us and for
our families’ health care administration that is routinely denied to
many American Indians.

Let me give you a couple of examples. It is not about philosophy
or theory; this is about what they confront. Adele Hale Berry is
having a heart attack. Because there is no contract funding left, it
is that time of the year, do not get sick after June, she is sent to
a hospital in a city.

When she arrives on a gurney at the hospital, she has taped to
her thigh an 8 x 10 piece of paper that explains to the hospital that
if you admit this woman, there will be no funding from the IHS,
contract funding for that tribe is over. A heart attack victim on a
gurney with a taped piece of paper to her thigh explaining why she
is not going to get funded for health care for a heart attack is unbe-
lievable.

I was at the Three Affiliated Tribes once on a tour. We walked
around the hallway and the doctor who was a terrific guy working
for the IHS said, here is where we are going to put the new x-ray
machine. The old one is outdated and does not work very well but
this is where the new one comes in. It is going to be a big deal.

I said when is it coming? He said, not sure. He said, it has been
approved and the paperwork has been waiting in Aberdeen for 18
months to be signed, 18 months on someone’s desk. I am sure that
makes you feel as I do. What on earth is happening?

Finally, something I have described at great length, I want to do
again because when we finally, after 17 years, passed the Indian
Health Care Improvement Act, I asked it be named after Ta’Shon
Rain Little Light. She was the inspiration. I took to the Floor a
photograph of this beautiful six year old girl every single day that
I spoke on that bill.

She was a six-year-old girl with sparkling eyes, dressed in tradi-
tional dance dress, because she was a little dancer. She loved to
dance. She died. She became sick and they took her three times to
the Indian Health Service, two different services. Each time she
was diagnosed and they sent her home saying she was depressed
so she should take medicine for depression.

In fact, she had terminal cancer. Some months later, she died in
her mother’s arms and said, Mom, I am so sorry I am sick. That
evening she died. The fact is this is about life and death for kids,
for adults, and for elders.



14

I know this is going to be a hard hearing. I am going to conclude
because you have a big agenda today. I want to say to you as one
person, this is not about politics; everyone on this dais knows that.
This is about the willingness of Republicans and Democrats and all
people of goodwill to address problems and fix them because they
need to be fixed.

I say to you, Mr. Chairman and Vice Chairman, thank you for
doing this, thank you for putting this on the agenda because it
matters. You are going to save and improve lives. You will never
know their names but that is what you will do because you have
put this on the agenda.

I want to make one final point. I know you are going to hear
from a friend of mine today, Mary Wakefield. I have known Sylvia
Mathews Burwell for decades. I think the world of her. I really like
her, like the job she does.

Mary Wakefield, you will excuse my being a homer about this
but Mary is a North Dakotan who I am so enormously proud of.
I know that Mary is tough and really smart. When she is told, as
she has been, you are going to be accountable for this, she is going
to fix this.

It is hard to do but I have great confidence in Mary Wakefield
and I hope as you understand this that she is new on the scene
but she is one of the best breaths of fresh air I have seen to begin
putting her fist around this issue and tackling it because she cares
about Indian health care just as all of us do.

I was given many years ago, as some of you perhaps have been,
an Indian name called Shante Unwiica, a Sioux name that means
thinks with his heart. I just think with all my heart, Mr. Chair-
man, when you called me I was happy to say I would be happy to
come and be a part of what you are trying to do.

I think with all my heart that what you and members of this
Committee can do and will do by putting the spotlight on this spot
will save lives. God bless you for doing it.

Thank you very much.

[The prepared statement of Senator Dorgan follows:]

PREPARED STATEMENT OF HON. BYRON L. DORGAN, FORMER U.S. SENATOR FROM
NORTH DAKOTA; FOUNDER AND CHAIRMAN, CENTER FOR NATIVE AMERICAN YOUTH

Good afternoon Chairman Barrasso, Vice-Chairman Tester, and members of the
Committee. My name is Byron Dorgan. I'm pleased to have been invited to come
back to the Committee today. I served here as a member and Chairman for many
years, and know how hard you work to deal with significant issues confronting the
First Americans.

Following my service in the U.S. Senate, I founded the Center for Native Amer-
ican Youth at the Aspen Institute, and currently serve as Chairman of the Board
of Advisors. Although I retired from Congress, I did not want to retire from working
on making positive changes in the lives of Native Americans, particularly Native
American youth. While in Congress, I had the opportunity to visit the tribal nations
in the Dakotas and also many tribal nations throughout this country. I was always
impressed with the strength, resilience, and cultural knowledge of the youth I met
along those journeys. I realized that they are the leaders of the next generation and
we need to make sure that they have the resources available to them to become suc-
cessful.

You invited me here today to discuss an earlier investigation of Indian Health
Service (IHS) health care in the Aberdeen Region. I'm pleased you are reexamining
the delivery of health care services by the federal government to American Indians
in the Great Plains and throughout the country.
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The IHS has the important mission of carrying out our federal government’s trust
responsibility to provide health care services to Native Americans. Most people liv-
ing din tribal communities rely on the IHS as the sole source for their health care
needs.

It is not an easy task for the IHS to meet these needs. Failed federal policies to-
wards Native Americans over the past two centuries have resulted in this segment
of the population having the highest levels of health disparities within our country.
It is a travesty! Further, it is a problem that will continue to have negative impacts
for generations to come. I spent much of my time as Chairman of this committee
focused on increasing funding for the IHS and trying to force some systemic changes
in the bureaucracy that plagues that agency. It is an agency that seems far too re-
sistant to change.

In 2010, as Chairman of this Committee, I led an investigation that culminated
in a report titled “The Urgent Need to Reform the Indian Health Service’s Aberdeen
Area” that was issued in late 2010. The extensive investigation was prompted by
years of serious complaints about the healthcare services provided throughout tribal
communities in my home state and the surrounding states. I have traveled to hun-
dreds of tribal nations and communities, met with thousands of individuals, and
tribal leadership. Although histories, cultures, and languages may be diverse, one
theme was always consistent—the challenges of accessing healthcare and life-saving
services. That combined with very serious allegations about mismanagement, theft,
and full-scale healthcare rationing led me to launch this investigation.

Let me be clear about the purpose of the investigation and report: it was not in-
tended to criticize specific employees of the ITHS. In fact, I have found that the THS
is full of passionate, committed employees who seek out their positions to serve and
care for their families, loved ones, and community members. While there are defi-
nitely some problem employees within the IHS, merely replacing employees will not
solve the systemic problems.

The purpose of the investigation and report was to identify the systemic problems
within the IHS so that Congress could force changes needed to solve the problems
and improve the delivery of health care.

The purpose was to let Congress know about patients like Ardel Hale Baker who
while having a heart attack could not get lifesaving treatment but instead had a
deferral letter taped to her leg saying that if any hospital treated her, the IHS did
not have the money to pay for her treatment.

The purpose of the report was to inform lawmakers about the tens of thousands
of dollars being spent on expensive temporary healthcare providers rather than hir-
ing fulltime doctors, the lost and mismanaged equipment, and kids not getting men-
tal health services in communities with suicide rates ten times the national average.

The goal of the investigation was to identify challenges and compel major changes
within the THS system in order to save lives. This government has a solemn obliga-
tion to our First Americans to provide adequate healthcare and there is an agency—
the Indian Health Service—specifically charged with that task. Yet, we continue to
see the same problems plague that agency year after year without real progress
being made to improve the system. This is unacceptable and I hope the Committee
will continue to put a spotlight on the IHS until real improvements are made.

Our investigation included: reviewing over 140,000 pages of documents; visiting
and interviewing three IHS service units; and meeting with tribal leaders and IHS
employees. Over the course of the investigation, more than 200 individuals also
reached out to the Senate Committee on Indian Affairs to share stories related to
the THS’ healthcare delivery system.

In September of 2010, the Committee held a hearing on the findings of the inves-
tigation. The hearing highlighted deficiencies in IHS management, employee ac-
countability, financial integrity and oversight, which led to reduced access and qual-
ity of health care services available in the Great Plains region. Testimony for a sec-
ond hearing was collected and included in the final report, which was released in
late-December 2010.

The findings of the final report revealed policies and practices within the IHS that
negatively impact healthcare provided to tribal patients. I will briefly highlight
some of the more significant findings today, but encourage people to read the full
report. Some of the major findings from the 2010 report are as follows:

e Over a ten year period, IHS repeatedly used transfers, reassignments, details,
or lengthy administrative leave to deal with employees who had a record of mis-
conduct or poor performance.

e There were higher numbers of Equal Employee Opportunity (EEO) complaints
in the Aberdeen (Great Plains) Area compared to the entire IHS, as well as in-
sufficient numbers of EEO counselors and mediators.
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e Three service units had a history of missing or stolen narcotics and nearly all
facilities failed to provide evidence of performing consistent monthly pharma-
ceutical audits of narcotics and other controlled substances.

e Three service units experienced substantial and recurring diversions or reduced
health care services from 2007 to 2010, which negatively impacts patients and
quickly diminishes limited Contract Health Service (CHS) funding.

o Five IHS hospitals were at risk of losing their accreditation or certification from
the Centers for Medicare and Medicaid Services (CMS) or other deeming enti-
ties. Several Aberdeen Area facilities were cited as having providers with licen-
sure and credentialing problems, Emergency Medical Treatment and Active
Labor Act (EMTALA) violations, emergency department deficiencies or other
conditions that could place a patient’s safety at risk.

e THS lacked an adequate system to detect instances of IHS health care providers
whose licenses have been revoked, suspended or under other disciplinary ac-
tions by licensing boards.

e Particular health facilities continued to have significant backlogs in posting,
billing and collecting claims from third party insurers (i.e., Medicare, Medicaid
and private insurers). One facility repeatedly transferred its third party pay-
ments to other facilities in the Aberdeen (Great Plains) Area.

e There were lengthy periods of senior staff vacancies in the Clinical Director and
Chief Executive Officer positions, resulting in inconsistent management and
leadership at Aberdeen Area facilities.

e The use of contract providers (locum tenens) was costly ($17.2 million in the
last three years). While the overall cost of contract providers had decreased
compared to 2009, two facilities had increased their locum tenens expenses in
2010.

The findings of the report paint a very stark picture of the ITHS and its ability
to provide adequate health care services to Native Americans. Some of my col-
leagues in Congress at the time read these findings and suggested that maybe one
solution was to completely eliminate the IHS. But, that is not a realistic solution.
There are some wonderful, dedicated individuals who do their best, amid substantial
challenges, to provide necessary, lifesaving care every day. And, there are some THS
facilities that are performing well and have the support of the local tribal commu-
nity. The reality is that many tribal communities in remote areas need facilities lo-
cated on their lands to serve their people and others living on their lands. The facili-
ties that are doing well provide services in a culturally appropriate manner, are
well-managed, and regularly engage with the local tribal leadership and community
about how to improve access to services.

I believe that addressing a few key issues would substantially improve the THS
system: (1) Congress needs to improve the level of funding to the IHS, (2) the lead-
ership of IHS needs to focus on recruiting and properly training individuals who can
be good managers of the IHS Service Units, (3) problem employees who are under-
qualified or violate laws need to leave the IHS, and (4) IHS needs to focus on health
professional recruitment.

The THS is severely underfunded compared to other federal agencies. You may
have heard the phrase “Do not get sick after June,” because if you do, you will not
be able to get care. This, to me, is a rationing of health care—care that is guaran-
teed by treaty. If we start funding IHS at levels commensurate with need, I believe
we will solve a lot of the issues revealed in the 2010 report and the ones occurring
elsewhere in this country.

Funding challenges aside, it is also clear that the IHS—and tribal patients—
would benefit from improving accountability and oversight within IHS. But, ac-
countability and oversight cannot be improved if you do not have adequate man-
agers. One of the biggest concerns that I heard from on-the-ground employees was
the lack of good managers. After investigating the matter, it became clear to me
that many problem employees get transferred and promoted in order to get them
out of their existing environment. Over time, this led to some of those problem em-
ployees being placed in senior positions of the health facilities for which they were
underqualified. This situation led to many of the day-to-day employees feeling de-
moralized, unhappy with their jobs, and many good employees ended up leaving the
IHS. The vast majority of the problems identified in the report could be resolved
if there was a concerted effort by the IHS national leadership to recruit good, quali-
fied, and experienced managers.

Once you have good managers in place, the issue of problem employees can be
properly addressed. When an employee engages in misconduct, there need to be sys-
tems in place that deal with, and correct, that behavior. It is not enough to simply
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transfer that employee to another facility, where they will inevitably engage in the
same misconduct, and hope the problem goes away on its own. We saw this pattern
repeat itself again and again. And, it led to the good employees within the IHS be-
coming disgruntled, inefficient, and ultimately poor performing.

I know that there have been genuine efforts by some senior level career IHS offi-
cials to address these problems, but the problems persist. I long worked with Robert
McSwain at the IHS, to try and address some of these problems, but in some cir-
cumstances, the problems have gotten worse. I know that the Winnebago Hospital,
which is located in the Great Plains region of the IHS, recently lost its accreditation
from the U.S. Centers for Medicare & Medicaid Services (CMS) for its in-patient and
emergency services managed by the IHS. I do not know all of the details sur-
rounding this situation, but am aware that CMS conducted an investigation and
concluded that there were deficiencies that represented an immediate jeopardy to
patient health and safety. And, unfortunately, the CMS investigation was started
only after a death of a patient. Too often these problems are ignored until there is
a tragedy. We know what the problems are, and while finding solutions will be dif-
ficult, spending the time to solve these problems is worth it.

When I retired from the Senate, I created the Center for Native American Youth
to raise awareness of the challenges that Native American children face and to find
solutions to teen suicide, substance abuse, high drop-out rates, and many others. We
are making significant progress on tackling those issues by partnering with tribal
leaders, tribal organizations, community members, and parents who work hard each
day—with limited resources—to address the challenges faced by their children. We
are also working with federal agencies, like IHS, to ensure that Native youth are
a priority and that agencies are doing all that they can to meet their needs.

Over the last five years we have connected face-to-face with more than 5,000
youth to hear directly from them about their priorities; held public events to raise
awareness of Native youth issues; convened a quarterly roundtable series with over
30 federal agencies and ten national tribal organizations to increase coordination
and collaboration among those important entities; and celebrated Native youth
through our Champions for Change program and the Generation Indigenous initia-
tive. Our work is framed around listening to Native American children and working
with tribal communities to elevate and address their priorities.

During our discussions with youth, we hear time and time again that their health
is a priority for them, yet they are unable to receive the healthcare they need.
Whether it is dental care, mental health services or routine check-ups, youth are
not able to access what they need in order to lead full, healthy and successful lives.
This has to change. Native children are already facing a steep uphill climb when
compared to their non-Native peers on a variety of issues. Suffering in pain or in
sickness because they cannot get into a doctor should not be one of them.

As I mentioned, we interact with young Native Americans every day. Within our
Champions for Change program we have some especially talented young people who
are addressing health and access to care in their home communities. Cierra Fields,
a high school student from the Cherokee Nation works with her tribe to promote
diabetes prevention and cancer awareness among her peers. Another Champion,
William Lucero, a college student from the Lummi Nation, has spent several years
educating his peers and other community members about the dangers of smoking.
Lastly, Joaquin Gallegos, a recent college graduate from the Jicarilla Apache Nation
and Pueblo of Santa Ana, has worked tirelessly to expand access to much-needed
dental care for tribal nations. We need to ensure that amazing young people like
these three have the health care they deserve so that they can continue to do great
work for their communities.

I want to again thank the Committee for taking the time to examine this impor-
tant issue, and I would like to offer the Center for Native American Youth as an
ongoing resource to you. Thank you.

The CHAIRMAN. Thank you, Senator Dorgan. You are always wel-
come here. You are family on the Committee dais. It is wonderful
to see you. Thank you for that compelling testimony once again
highlighting the needs of so many people. You do think with your
heart and we are grateful for you.

Senator DORGAN. Thank you.

The CHAIRMAN. We will now hear from our second panel of wit-
nesses. As Senator Dorgan mentioned, Mary Wakefield will be first
to testify. I would ask the second panel to please come forward.
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Mary is a Ph.D., R.N. and Acting Deputy Secretary, U.S. Depart-
ment of Health and Human Services. We will also hear from Mr.
Andy Slavitt, Acting Administrator, Centers for Medicare and Med-
icaid Services. He will be accompanied by: Mr. Thomas Hamilton,
Director, Survey and Certification Group, Center for Clinical
Standards and Quality, Centers for Medicare and Medicaid Serv-
ices. We also have with us the Honorable Robert G. McSwain, Prin-
cipal Deputy Director, Indian Health Service, U.S. Department of
Health and Human Services. We also have Susan V. Karol, M.D.,
Chief Medical Officer, Indian Health Service, U.S. Department of
Health and Human Services.

Thank you all for being here. I will remind the witnesses that
your full written testimony will be made a part of the official hear-
ing record. Please keep your statements to five minutes so that we
may have time for questions.

We look forward to your testimony beginning with Dr. Wakefield.
Please proceed.

STATEMENT OF MARY WAKEFIELD, Pu.D. R.N.; ACTING
DEPUTY SECRETARY, U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Dr. WAKEFIELD. Chairman Barrasso, Vice Chairman Tester and
members of the Committee, thank you so much for inviting me
here today to discuss the quality of Indian health care on the Great
Plains.

Let me start by saying that the deficiencies cited in the reports
by the Centers for Medicare and Medicaid Services are unaccept-
able. They are unacceptable to me and they are unacceptable to the
leadership of HHS.

Our department’s mission is to improve health, the health and
well being of all Americans. As these reports have shown, we must
do better for the Native communities that we serve.

As was indicated, I am from North Dakota and both of my par-
ents spent time working for the tribal community near us. I grew
up witnessing firsthand the resilience of Indian Country and the
strength with which they overcame so many challenges.

As was indicated, I am also a nurse. From the day I started
working in a small hospital as a nurse’s aide, the reason that I
sought a career in health care was to care for patients and to sup-
port families.

I have had the privilege of caring for American Indian newborns
in a hospital nursery and American Indian elders in nursing
homes. I have also seen firsthand some of the best that IHS has
to offer. I know there are many dedicated healthcare professionals
who are committed to serving their tribal communities well. To me
any failure in the quality of care that patients and their families
receive is one failure too many.

Today I want to discuss with you our actions to address chal-
lenges in the Great Plains area. We have an intense effort under-
way right now to address the problems cited by CMS at these three
hospitals. To assist IHS in these efforts, additional Commissioned
Corps officers are augmenting ITHS personnel now in the Great
Plains region.
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More broadly though, we have instructed the leadership of THS
to redouble their efforts to ensure that sustained quality care is de-
livered consistently across THS facilities. To facilitate this, we have
augmented leadership at both the local level and also at the na-
tional level to implement our expectations for high quality, con-
sistent and sustained care.

As part of this effort, IHS has hired two new deputy directors,
two leaders, Mary Smith, an enrolled member of the Cherokee Na-
tion and a longtime advocate for Indian communities who has been
at THS for about four months. As deputy director, she has a pri-
mary focus on management.

IHS created a new position, Deputy Director of Quality Health
Care, late last year. Dorothy Dupree 1s an enrolled member of the
Fort Peck Assiniboine Sioux Tribes and the former Acting Area Di-
rector in Billings. She just joined us recently in this role.

From the Phoenix IHS, Dorothy led the implementation of
groundbreaking quality improvements. These improvements are
being refined, expanded and considered for wider implementation.

In her new role, Dorothy is working closely with tribal, State and
local partners to execute a quality strategy that improves safety
and the patient’s health experience. In consultation with tribes,
this strategy will be implemented for the Northern Plains facilities
and broadly across IHS facilities.

However, IHS is not the only part of HHS that serves these pop-
ulations. That is why we are also establishing a council of senior
executives across HHS. We will have programs that serve Amer-
ican Indians and Alaska Natives.

This executive council on quality care will use their expertise
from across the department to ensure that our resources are closely
aligned and leveraged on behalf of American Indian families and
communities. Specifically, this group will augment IHS’s efforts to
ensure that sustained quality care is delivered across IHS facilities.

In addition, this group will address the long term, chronic chal-
lenge of provider recruitment and retention. Among other factors,
the remote locations of Native communities, the housing shortage,
and employment opportunities for spouses contributes to staffing
shortages at many of these facilities.

This group will use their combined expertise to further leverage
and develop new approaches to addressing workforce shortages. I
will give you an example.

When I served as the Administrator of the Health Resources and
Services Administration, we cut red tape and made all IHS facili-
ties eligible as National Health Service Corps sites. Before we
made these changes, there were about 100 approved tribal sites
with 150 National Health Service Corps clinicians serving these
communities.

Today, we have more than 670 tribal sites that host more than
420 National Health Service Corps clinicians. We want to develop
more ideas like this from our senior leaders who serve these com-
munities.

Finally, we look forward to working in partnership with you to
enact the President’s budget for fiscal year 2017. We do need the
financial resources to invest in the high quality care that these
communities deserve.
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This Administration takes the challenges to delivering high qual-
ity care to these communities very seriously. You have my commit-
ment that we will work tirelessly to make meaningful, measurable
progress. We will undertake that work with you, tribes and our
THS health professionals in close consultation.

Thank you so much.

[The prepared statement of Mr. Wakefield follows:]

PREPARED STATEMENT OF MARY WAKEFIELD, PH.D., R.N.; ACTING DEPUTY
SECRETARY, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Chairman Bai-rasso, Vice Chairman Tester, and Members of the Committee:

Good Afternoon. I am Mary Wakefield, acting Deputy Secretary for the Depart-
ment of Health and Human Services. I am pleased to join you today to discuss the
Great Plains Area Indian Health Service (IHS) Hospitals. I want to begin by assur-
ing you that Secretary Burwell and I are committed to working hard to provide high
quality care for the American Indian and Alaska Native people we serve and are
committed to making improvements to the quality of the care that we provide.

By way of background, I am a native of North Dakota. At different points in time,
both of my parents worked for a neighboring tribal community. Through those early
ties, and my own subsequent interactions with American Indian communities in
training nurses and working in rural health policy, the remarkable strengths of In-
dian people and the challenges they face are familiar and very much appreciated
by me. Before becoming acting Deputy Secretary, I was the Administrator of the
Health Resources and Services Administration (HRSA) for six years. During my
time there, I made working with tribes and Indian people a priority. Consistent with
Secretary Burwell’s vision, I am working to leverage other Agency assets beyond
IHS programs to help strengthen the health care services we provide to Indian
country; in Indian Country. The challenges facing hospitals in Indian Country, and
those that THS is responsible for helping to address include challenges that are com-
mon to many hospitals in rural America, such as being less able to take advantage
of economies of scale because of low volume and difficulties in recruiting and retain-
ing qualified healthcare providers.

I also recognize that, although facing issues similar to many rural hospitals, the
THS has a mission that differs from other hospitals. There are circumstances that
are unique to AI/AN communities, including ensuring that they receive culturally
sensitive health care services. These and other important characteristics influence
both what care is provided, as well as how that care is provided Those issues range
from the behavioral health issues related to historical trauma that the Substance
Abuse and Mental Health Services Administration (SAMHSA) works in tandem
with THS to address, and the economic conditions that the Administration for Chil-
dren and Families (ACF) works with tribes to address, to the special needs of Indian
elders that the Administration for Community Living (ACL) works to help tribes
meet. For example, SAMHSA’s Native Connections grants help tribes reduce suici-
dal behavior and substance use and promote mental health among Native youth.
ACF funds tribal TANF programs to help Indian families in poverty that reach
nearly 300 tribes and Alaska Native Villages. And ACL’s Older Americans Act Title
VI program helps fund tribes to provide the delivery of home and community-based
supportive services for their elders, including nutrition services and support for fam-
ily and informal caregivers. These and other HHS programs support tribes so that
they can provide health and social services for their people in a culturally appro-
priate manner.

At HHS, we strive to work together with and for Indian Country, to leverage pro-
grams and resources that support better outcomes for tribal communities. We fully
recognize the trust relationship with the tribes and the need for meaningful con-
sultation. As part of this recognition, former Secretary Sebelius established a new
tribal leader advisory committee that continues to meet with our Secretary and sen-
ior leadership from around the department on a quarterly basis and provides us
with a valuable venue for consultation.

Fundamental to meeting the needs of Indian Country are effective program de-
ployment and financial resources. Under President Obama, with the support of
many of you, funding for IHS has increased by 43 percent. The President’s Budget
for FY 2017 will continue to prioritize IHS and we look forward to continuing to
work with you to enact the Budget.

The Administration has also renewed its focus on improving the lives of Native
youth through the Generation Indigenous initiative. At HHS, we work with Native
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youth through a variety of programs. We have requested additional resources tar-
geted to provide more and better behavioral health for young people and we appre-
ciate your help in securing $15 million in the recent omnibus for the Native Connec-
tions grants I mentioned earlier.

Now I would like to offer an example of our work across HHS on behalf of tribal
communities. As a series of tragic suicides began to unfold on the Pine Ridge res-
ervation in South Dakota last winter, we engaged resources from across HHS, and
other cabinet agencies, to respond. Within HHS, our Public Health Service Commis-
sioned Corps officers deployed to provide immediate additional behavioral health
services. IHS has also added telebehavioral health services to reach the reservation
community and we are supporting counselors in schools on the reservation on a
weekly basis. IHS has also added case manager positions to the behavioral health
department to help follow-up on patients and to be resources for families. And, over
the past year, other HHS agencies and programs have provided additional resources
and support to the community.

For example, ACF’s Administration for Native Americans provided additional
funding to help youth with summer jobs and the development of youth councils in
the community. HRSA recently awarded the Tribe a telehealth grant that they will
use to partner with Avera McKennan Health System to expand access to health and
social services through school-based telehealth services. We have partnered with the
Department of Education to convene the 17 schools across the reservation to
strengthen their existing collaborations to address the needs of school aged youth
around critical needs such as nutrition assistance, native language support, and im-
mediate crisis response. Additionally, SAMHSA has worked closely with the Tribe
and extended their current suicide prevention grant. The intent is to support suicide
prevention efforts, assist with the response to the suicide cluster, and help the Tribe
develop comprehensive suicide prevention activities with the goal of minimizing fu-
ture suicide clusters. A SAMHSA Emergency Response Grant is also being awarded
to the Tribe to help meet the continued urgent need to combat suicides. While to-
day’s hearing focuses on reviewing care at these Great Plains facilities, we believe
it 1s essential to continue to focus on exploring ways that the Administration, Con-
gress and Tribal Nations can work together to strengthen behavioral health as part
of the package of health care services for these tribal communities as well.

And access to behavioral health services is a concern not only for Pine Ridge and
other tribal communities served by the Great Plains IHS facilities, it is also a con-
cern for tribal communities across the nation. The FY 2017 President’s Budget will
continue to prioritize behavior health services and we look forward to discussing
these initiatives once the President’s Budget is released in early February.

We Sknow that more needs to be done to ensure quality health care is provided
by IHS.

In terms of the specific issues that the Committee is reviewing today, it is our
intent to further strengthen not only THS’ work, but also the engagement of other
parts of the department to assist IHS in improving the quality of care at these fa-
cilities. Let me share a couple of examples.

First, CMS is providing both technical assistance to a number of ITHS hospitals
and regular reviews to monitor the quality of these health care services, as detailed
in the statement of Acting Administrator Slavitt. For example, in the past, IHS hos-
pitals have benefitted from technical assistance provided by Quality Improvement
Organizations (QI0s) that operate under contract with CMS. Going forward, CMS
and IHS are working together to explore ways that the Quality Improvement Pro-
gram can continue to more directly provide support to the IHS and its hospitals,
on a sustained basis, as part of the most recent QI0 Scope of Work. Through a
strong relationship between CMS and IHS, increased technical support to IHS Area
and hospital leadership and by addressing other underlying systemic issues, quality
improvements will have a lasting impact, leading to a stronger focus on a culture
of patient safety. Secondly, as I think we all recognize, staffing is a perennial chal-
lenge for THS, given that its facilities are often in remote communities with short-
ages of housing and employment opportunities for spouses, challenges that are simi-
lar—and often more acute—than what we see in many other rural remote commu-
nities across the United States. Recognizing the staffing needs of hospitals in Indian
Country, while I was at HRSA, we expanded the availability of National Health
Service Corps-supported providers to IHS by making all THS facilities eligible NHSC
sites. Prior to eliminating the requirement for Tribal sites to apply to be NHSC
sites, there were approximately 100 approved sites with about 150 NHSC clinicians
working at those sites as of July 201 1. Today, there are more than 670 approved
Tribal sites and more than 420 NFISC clinicians providing primary health care
across Indian Country. Still, we recognize that there is unmet need for clinicians
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and more to be done. Looking forward, the President’s FY 2017 Budget will continue
to prioritize staffing at THS facilities.

Recognizing the challenges IHS facilities face in the northern plains and else-
where, and the opportunity to strengthen other efforts, at the Secretary’s direction,
we recently augmented the senior leadership team at IHS with two additional depu-
ties that bring significant expertise to the Agency. Mary Smith, an enrolled member
of the Cherokee Nation, joined IHS a few months ago as Deputy Director and brings
an array of experience in Native American policy, including health policy, as well
as state-level work in health care policy, implementation, and compliance. A long-
time advocate for Indian people, she is already working to further strengthen efforts
that cross agency and departmental lines with an eye toward achieving meaningful
and lasting impact in many policy and operational priorities at THS.

We have also recently named Dorothy Dupree as Deputy Director, Quality Health
Care. As some of you know, Ms. Dupree, an enrolled member of the Fort Peck As-
siniboine Sioux Tribes, was most recently the Area Director for the Phoenix ITHS
Area and also served as the acting Area Director in Billings, where she focused on
improving quality of care concerns. Ms. Dupree’s priority was to ensure strong com-
munications with tribal leaders and in using knowledge gained through data ana-
lytics to improve quality of care. She too brings substantial expertise in strength-
ening financial and clinical operations of health care facilities and her responsibil-
ities include working with our direct service facilities to provide higher quality of
care, and achieving that aim by working with external partners including tribal,
state and other federal agencies. With Ms. Smith, Bob McSwain and the other ITHS
leaders, Ms. Dupree is mapping a Quality Strategy that includes northern plains
facilities with patient safety and the patient experience as central to this strategy.
It will include a focus on developing stronger data analytic capacity, improving
training, and ensuring that facility governing boards are effectively working to mon-
itor and improve quality of care.

In summary, we recognize there are significant challenges facing hospitals in the
Great Plains area that need to be fully addressed. The Secretary had directed ac-
tions to be taken, some of which I have outlined, and we will be taking additional
actions in our work toward achieving the goal of high quality health care for Amer-
ican Indian and Alaska Native populations. We take the challenges we are here to
discuss today very seriously and you have our commitment to work to make mean-
ingful progress.

Thank you. I welcome your questions.

The CHAIRMAN. Thank you.
Mr. SLAVITT.

STATEMENT OF ANDY SLAVITT, ACTING ADMINISTRATOR,

CENTERS FOR MEDICARE AND MEDICAID SERVICES;
ACCOMPANIED BY THOMAS HAMILTON, DIRECTOR,
SURVEY AND CERTIFICATION GROUP, CENTER FOR
CLINICAL STANDARDS AND QUALITY

Mr. SpaviTT. Chairman Barrasso, Vice Chairman Tester, and
members of the Committee, thank you for the invitation to discuss
the quality and safety of health care provided at Indian Health
Service facilities in the Great Plains.

At CMS, we work directly with tribal leaders on the important
issues which affect health care in the American Indian community,
including expanding access to tribally operated behavioral health
programs, working with States on waivers to expand Medicaid cov-
erage and as it relates to this hearing, we evaluate and certify the
quality and safety of hospitals that serve American Indian popu-
lations who are Medicare or Medicaid beneficiaries.

As this Committee well knows and as Senator Dorgan men-
tioned, healthcare quality for American Indians and Alaska Na-
tives has been a significant concern in this Country. It was high-
lighted by this Committee’s report in 2010 and identified serious,
ongoing patient safety issues at several Aberdeen area facilities.
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More recently a 2013 Kaiser report found that American Indians
and Alaska Natives are disproportionately likely to be in poor or
fair health and suffer from serous conditions like diabetes and car-
diovascular disease among others.

I mention these reports to acknowledge that providers in the
largely remote area of Indian Country face substantial and long-
standing challenges. Nonetheless, our role at CMS is to enforce the
same high standards of care and safety for the American Indian
population as for all others we serve.

I am joined today by Thomas Hamilton who directs CMS’s Sur-
vey and Certification Group. Thomas and his team are charged
with the day-to-day work of holding institutions that participate in
the Medicare Program accountable to provide safe medical care no
matter who their patients are, and no matter where they live, no
matter where they seek medical attention.

To achieve this, CMS requires that all facilities serving Medicare
and Medicaid beneficiaries, including Indian Health facilities, com-
ply with health and safety requirements, that we conduct objective
on-site assessments to make sure these conditions are being met
and to call attention to and take action in situations where they
are not.

Since 2010, CMS has conducted 18 separate on-site surveys at
three hospitals: Omaha Winnebago, Pine Ridge Hospital and Rose-
bud Hospital. We identified violations of our safety standards in all
three.

Problems have included the hospitals’ inability to respond appro-
priately to emergency situations, perform necessary screenings and
diagnostic tests and ensure staff competencies. More details are
available in our public survey reports and in our written testimony.

After each survey, we have shared the findings with hospital
leadership and required plans of action. After several years of im-
provement efforts and evaluations, out of concern for patients who
were observed at these facilities, last year we terminated one of the
hospitals, Omaha Winnebago, from the Medicare program.

Recently, we issued two notices of potential Medicare termi-
nation to two other hospitals, Pine Ridge and Rosebud. Manage-
ment at these facilities is currently in the process of responding to
the survey findings.

We appreciate the challenges that operators of these facilities
face as the survey findings indicate the need to address serious,
longstanding problems to protect the people and their communities.

Given the systematic nature of some of the issues, including the
universal challenges often faced by healthcare providers in rural
and remote areas, CMS has been trying to do more than just evalu-
ate the problems but provide resources to help the hospitals.

Over the last five years, we have trained over 500 IHS staff in
areas of quality and safety and have brought technical resources
into three hospitals mentioned here today that specialize in work-
ing through root cause issues and improving patient safety.

We know the challenges are significant and that much work re-
mains. As long as patient safety is at risk, we stand ready to work
side by side with these hospitals and provide whatever help we
can. We are eager to participate actively in the HHS Council on
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Quality Care mentioned by Acting Deputy Secretary Wakefield. We
believe this can have significant benefits.

While the ultimate responsibility for sustained improvement lies
in the hands of the leaders of these facilities and frontline workers,
we are committed to doing our part to assist the IHS in raising the
quality of care for the American Indian community served in these
hospitals.

I appreciate the Committee’s attention and interest in these ex-
tremely important subjects. We will be pleased to take your ques-
tions.

[The prepared statement of Mr. Slavitt follows:]

PREPARED STATEMENT OF ANDY SLAVITT, ACTING ADMINISTRATOR, CENTERS FOR
MEDICARE AND MEDICAID SERVICES

Chairman Barrasso, Vice Chairman Tester, and members of the Committee,
thank you for the invitation to discuss the Centers for Medicare and Medicaid Serv-
ices’ (CMS’) work to monitor the quality of health care provided at Indian Health
Service facilities. CMS is committed to ensuring the safety of the millions of Ameri-
cans who rely on the U.S. health care system every day. To monitor the safety of
care provided throughout the country, CMS requires that all facilities seeking par-
ticipation in Medicare and Medicaid comply with basic health and safety require-
ments set forth in the Medicare Conditions of Participation (CoPs). The Survey and
Certification process is used by CMS to assess compliance with these requirements.
It is CMS’ duty to provide objective, onsite assessments of the quality and safety
in health care facilities, properly identify any deficiencies, and require that timely
corrections are made to any identified deficiencies. We understand that our respon-
sibilities and enforcement requirements may bring challenges to health care facili-
ties, and CMS is committed to working with facilities and providers in good faith
as they strive to deliver safe, high quality care.

CMS has fulfilled this role in our work with Indian Health Service (IHS) facilities
in the Great Plains area. CMS surveyors have conducted numerous recertification
and complaint surveys at IHS facilities, required that corrective action be taken,
and monitored their progress in addressing identified deficiencies. Also, in an effort
to help IHS hospitals better understand the requirements of the CoPs and address
quality deficiencies, CMS has provided considerable technical assistance to a num-
ber of THS hospitals. For example, CMS encouraged administrators at IHS hospitals
to participate in compliance training, and has trained 565 IHS staff to date as a
part of that effort. CMS also provided onsite technical assistance to staff at the Pine
Ridge hospital to help staff understand the quality and safety expectations em-
bodied in CMS regulations. In addition, Quality Improvement Organizations (QIOs),
under contract with CMS, provided technical assistance at IHS hospitals (specifi-
cally Winnebago) with regard to methods that the hospitals could use to meet Plan
of Correction (PoC) requirements. These CMS efforts were intended to support and
bolster the IHS’ own system-wide efforts to provide technical assistance, training,
and personnel actions that might address quality of care issues.

CMS Survey and Certification

CMS maintains oversight for compliance with the Medicare health and safety
standards for laboratories, acute and continuing care providers (including hospitals,
nursing homes, home health agencies, end-stage renal disease facilities, hospices,
and other facilities serving Medicare and Medicaid beneficiaries). CMS’ Medicare
CoPs for hospitals set out quality and safety standards on a wide range of topics
such as emergency treatment, infection control, medication management,
credentialing and privileging of physicians, and responsibilities of the hospital’s gov-
erning body to ensure safe care.

Generally, State survey agencies (SAs)! conduct hospital recertification surveys
every three years on behalf of CMS to assess facility compliance with Medicare CoPs
and the Emergency Medical Treatment and Labor Act (EMTALA) requirements.
However, CMS surveyors may also conduct these surveys, as is the case with THS
facilities. EMTALA requirements impose specific obligations on Medicare-partici-
pating hospitals that offer emergency services to screen, treat, or appropriately

1For IHS facilities, Accrediting Organizations (AOs) or Federal surveyors conduct recertifi-
cation and complaint reviews. This is due to their status as a federal facility.



25

transfer patients, regardless of their ability to pay. Surveyors also investigate com-
plaints alleging hospital noncompliance with CoPs. A hospital cannot participate in
Medicare unless it meets each and every CoP. As part of the CoPs, surveyors con-
duct Life Safety Code surveys to ensure the safety of patients from fire, smoke and
other environmental hazards. These standards apply to all Medicare hospitals to en-
sure basic health and safety standards. Under section 1865 of the Social Security
Act, CMS has also approved four accrediting organizations (AOs) for hospitals whose
standards and survey processes are determined to be equivalent to those of CMS.
CMS deems a hospital’s accreditation by an approved AO to be sufficient for Medi-
care certification. The AOs conduct recertification surveys at least once every three
years for hospitals. CMS retains the right to conduct complaint investigations of ac-
credited facilities, and remove a provider’s deemed status if CMS finds serious defi-
ciencies. CMS also conducts validation surveys of a sample of accredited hospitals
to check on the adequacy of the AO surveys.

The survey and certification process includes, but is not limited to, conducting
surveys to determine whether health care entities comply with Medicare CoPs or
requirements; and conducting enforcement actions when these entities are found to
be out of compliance with the Medicare CoPs. For example, during a hospital sur-
vey, the surveyors examine the hospital’s health records, interview staff and pa-
tients and observe the processes of care. This includes observing doctors and nurses
as they provide emergency services to assess the facility’s ability to adequately pro-
vide emergency screenings and services.

As a result of the survey, the SA or CMS may find the hospital in violation of
Medicare’s CoPs, EMTALA, or find that the hospital has deficiencies so serious that
they constitute an immediate and serious threat to the health and safety of patients,
referred to as immediate jeopardy (IJ). Hospitals have 23 days to correct IJ viola-
tions and 90 days to correct other CoP and EMTALA violations to avoid termination
from the Medicare program.

If Deficiencies are Found

If any deficiencies are found during the survey, the SA certifies that the facility
is non-compliant and recommends termination to the CMS Regional Office (RO).
The RO then sends the institution a “Statement of Deficiencies” outlining defi-
ciencies that were identified during the survey. CMS follows a specific timeline for
every hospital where deficiencies are found. 2 First, the institution is given five cal-
endar days to respond to deficiencies at the IJ level or 10 calendar days in which
to respond to less serious CoP or EMTALA deficiencies. The response must include
a PoC for each cited deficiency, which is included on the form containing the state-
ment of deficiencies. Once a facility has made a credible allegation of compliance, 3
surveyors conduct a revisit to determine whether compliance with the CoP or ac-
ceptable progress towards compliance has been achieved. Only two revisits are gen-
erally permitted in the hospital setting; one within 45 calendar days and one be-
tween the 46th and 90th calendar days. If compliance is achieved, the facility goes
back to the regular certification schedule.

If compliance has not been achieved, the SA certifies that the facility remains
non-compliant. Within 65 calendar days following the date of survey, the RO deter-
mines whether survey findings continue to support a determination of noncompli-
ance. If all requirements are met by the hospital, the hospital returns to its normal
recertification schedule.

If the determination of noncompliance continues, the RO sends an official termi-
nation notice by the 70th calendar day to the facility, the public, and the State Med-
icaid Agency if the facility also participates in Medicaid. The termination generally
takes effect by the 90th calendar day if compliance has not been achieved. Termi-
nation can take effect in fewer than 90 days if all required procedures are com-
pleted. CMS sometimes extends the prospectively scheduled termination date if
CMS requires more time to schedule or complete a revisit survey that is necessary
to confirm that corrective action has restored the hospital to compliance with the
CoPs, or if there are very unusual circumstances such as the need to make alternate
arrangements for care of patients in remote areas.

If an adverse action, such as a termination, is likely to be initiated against a
Medicare participating provider or supplier, the CMS RO follows procedures out-

2 https: | |www.cms.gov | Medicare | Provider-Enrollment-and-Certification /
SurveyCertificationEnforcement | Downloads /| Schedule of Termination Procedures.pdf

3 Credible allegations of compliance include, a statement or documentation that is realistic in
terms of the possibility of the corrective action being accomplished, and that indicates resolution
of the problem.
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lined in the State Operations Manual.4 We note that every facility faced with termi-
nation from Medicare participation is provided with a full opportunity to take nec-
essary remedial action and demonstrate compliance with the CoPs before the pro-
spectively-scheduled Medicare termination date. In addition, if the institution dis-
agrees with the finding of noncompliance, it may request a hearing before an admin-
istrative law judge of the Department of Health and Human Services, Departmental
Appeals Board within 60 calendar days of the final CMS notice of termination. Fi-
nally, any provider that CMS has involuntarily terminated from Medicare participa-
tion has the right to apply for reinstatement at any time. To be reinstated, subse-
quent onsite surveys must confirm not only that the provider has restored its serv-
ices to compliance with the CoPs, but that the provider demonstrates reasonable as-
surance that the deficiencies which led to involuntary termination are not likely to
recur.

We appreciate that, in some circumstances, Medicare termination of a provider
may cause or increase access to care problems for beneficiaries. While such consider-
ations do not influence in any way the proper identification of quality or safety defi-
ciencies, we can consider such factors in the selection of enforcement methods. In
an effort to balance patient access to care while ensuring high quality health care,
CMS considers factors such as patient driving times to the next nearest facility, spe-
cialized services provided at the nearest facility, and the identified facility’s ability
to achieve and maintain substantial compliance with CoPs. If patient access to care
may be greatly affected, CMS may look into additional options to help preserve ben-
eficiary access to care and help the hospital meet CoP and EMTALA requirements.
An example that CMS has used in rare but serious access to care situations is a
Systems Improvement Agreement (SIA). An SIA is an agreement, voluntarily en-
tered into by CMS and a hospital that obliges the hospital to engage in a specified
regimen of quality improvement, and make significant investments in improving the
quality of care, in exchange for more time to make needed systemic improvements
before Medicare termination would take effect. All of these requirements and
timelines are available for public review in the State Operations Manual and in
CMS regulations. > CMS, SA, and AO conduct CoP and EMTALA education and out-
reach to hospitals through Open Door Forums, and additional assistance is also pro-
vided to facilities from Quality Improvement Organizations (QIOs).

Both private and IHS hospitals in the Great Plains area face a number of chal-
lenges including their location in rural areas and difficulty attracting qualified ad-
ministrators and physicians to work in their facility. Due to these and numerous
other factors, three IHS hospitals, as described below, have had challenges meeting
CoP and EMTALA requirements in recent years.

Issues Identified at the Winnebago Indian Health Service Hospital

CMS surveyors have been investigating and monitoring complaints made regard-
ing Winnebago Indian Health Service Hospital. CMS conducted a complaint survey
of the hospital on April 8, 2011 and found the hospital to be in violation of various
Medicare CoPs. The deficiencies included failure to ensure there were systems in
place to inform patients of their rights, to promptly investigate and respond to pa-
tient grievances, to ensure patients have information necessary to make informed
consent regarding their care, and to investigate allegations of patient abuse to as-
sure patients are protected. Due to the importance of these findings, the hospital
was notified that a Medicare survey would be conducted to assess compliance with
all CoPs, not just those that had been the subject of the complaint.

CMS subsequently conducted a full recertification survey on October 14, 2011 and
found the hospital to be out of compliance with nine CoPs: compliance with Gov-
erning Body responsibilities, Patients’ Rights, Quality Assessment and Performance
Improvement, Medical Staff, Nursing Services, Radiological Services, Infection Con-
trol, Organ/Tissue/Eye, and Emergency Services. The hospital was notified of CMS’
intention to terminate the hospital’s Medicare agreement on January 16, 2012 if it
did not correct these violations. A variety of plans of correction and improvement
efforts ensued, including extensive direct assistance from the Nebraska QIO, under
contract with CMS, throughout 2013 and 2014.

In a response to another complaint filed, the hospital was surveyed on April 25,
2014, and found to be out of compliance with CoPs concerning Nursing Services,
specifically related to failure to assure the nursing staff were adequately trained

4 https:/ |www.cms.gov | Regulations-and-Guidance | Guidance | Manuals | downloads |
som107c03.pdf

5 hitps:/ [www.cms.gov | Regulations-and-Guidance | Guidance | Manuals [ Internet-Only-Manu-
als-IOMs-Items /| CMS1201984.html. The SIA content for organ transplant programs may be
found at 42 CFR 488.61(h).
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and possessed the necessary knowledge and skills to ensure patients were provided
safe and appropriate care. Surveyors determined that this noncompliance placed pa-
tients in IJ. CMS provided Winnebago with a termination date of May 18, 2014.
Surveyors conducted a revisit survey on May 15, 2014 that found Nursing Services
remained out of compliance. In response to IHS requests for additional time, CMS
conducted additional surveys and extended the Medicare termination date.

An additional revisit survey, conducted on July 17, 2014, found the hospital re-
mained noncompliant concerning Nursing Services and found that Emergency Serv-
ices were also out of compliance. These concerns still constituted an IJ due to the
survey’s findings that the hospital failed to provide services, equipment, personnel
and resources within timeframes that protect the health and safety of patient re-
ceiving medical care in the emergency department (ED); and that the hospital failed
to maintain policies and procedures for emergency medical services provided to all
patients who receive medical care in the ED.

An additional survey conducted on August 27, 2014 found the hospital to be out
of compliance with EMTALA requirements. CMS determined that the EMTALA vio-
lation constituted an IJ, and also found continuing noncompliance with the CoP of
Nursing Services and Emergency Services. Of the 25 medical records randomly se-
lected from the ED log from March 2014 to August 2014, the hospital failed to pro-
vide adequate medical screening examinations to three patients and failed to pro-
vide stabilizing treatment within its capabilities to one patient. Winnebago sub-
mitted a performance plan to stay the termination. As part of our responsibilities,
CMS scheduled a full Medicare survey before the hospital was scheduled to be ter-
minated from Medicare on November 6, 2014. The termination date was later ex-
tended to December 5, 2014 to allow surveyors time to complete a survey report.

On November 6, 2014, CMS surveyors conducted the full Medicare survey at the
hospital to assess compliance with all the applicable Medicare CoPs and to assess
that status of the noncompliance findings of the previous surveys. During this sur-
vey, the 1J findings cited in previous surveys were deemed removed and the pre-
vious noncompliance findings were determined to have been corrected. However, the
hospital was found to be out of compliance with other Conditions concerning their
Governing Body, Nursing Services, Food and Dietetic Services and Emergency Serv-
ices. Although the deficiencies cited were serious, they did not constitute an IJ to
the health and safety of patients. On November 21, 2014, CMS notified the hospital
of these changes and extended the termination date to April 30, 2015 to allow a re-
visit survey. On April 23, 2015, the termination date was extended to June 15, 2015,
to allow the revisit to occur.

CMS Federal surveyors then conducted revisit and complaint surveys on May 14,
2015 and found that the hospital was noncompliant with seven CoPs including: Gov-
erning Body, Nursing Services, Outpatient Services, Emergency Services, Appro-
priate Medical Screening Examination, Stabilizing Treatment, and Appropriate
Transfer. The noncompliance was found to constitute an IJ. Because of ongoing non-
compliance since 2011 and repeated IJ citations, despite technical assistance from
CMS and the Nebraska QIO and repeated PoCs prepared by the hospital, it was
determined no further extensions would be granted and that the hospital would be
terminated July 23, 2015. On July 8, 2015, CMS issued notice of final termination
of Medicare participation to the hospital, effective July 23, 2015, with concurrent
newspaper notice. The hospital has appealed the termination. The IHS has contin-
ued to work with the hospital and Tribal officials, and has engaged a consultant
firm to assist the hospital and facilitate resolution of the problems. CMS stands
ready to respond to a request from the hospital for a survey that might start a rein-
statement process if the hospital is found to be in compliance with the CoPs.

Issues Identified at the Rosebud Indian Health Service Hospital

To investigate an EMTALA violation complaint, Federal surveyors conducted a re-
certification survey at Rosebud Indian Health Service Hospital on November 16-19,
2015 and a Life Safety Code Recertification Survey on November 17-18, 2015.
Based on the survey findings, it was found that the hospital was not in compliance
with all of the Medicare CoPs for hospitals and that deficiencies put patients in 1dJ,
particularly related to risk of inappropriate care in the ED. As a result, CMS noti-
fied the hospital of the intent to terminate on December 12, 2015 if the hospital did
not prepare a PoC and correct these violations. The hospital placed its ED on diver-
sion. IHS later notified CMS that it would temporarily close the ED and CMS then
removed the IJ. Following this closure, the IJ was removed, giving the facility until
February 17, 2016 to address its remaining ED and CoP compliance issues. The hos-
pital has agreed not to reopen the ED without seven days prior notice to CMS to
allow CMS time to conduct an onsite survey of the ED. CMS will also reschedule
a revisit survey once the ED has reopened.
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On January 5, 2016, CMS also found that Rosebud Hospital was in violation of
EMTALA requirements, specifically, failure to provide appropriate medical
screenings and stabilizing treatment to patients presenting to the emergency de-
partment. On January 6, 2016, CMS sent the hospital a notice of intent to termi-
nate Medicare participation due to the EMTALA deficiency. The hospital’s PoC for
the EMTALA violation is due to CMS on March 15, 2016 to avoid a termination
date of May 19, 2016.

Issues Identified at the PHS Indian Hospital at Pine Ridge

On October 29, 2015, following a complaint survey of PHS Indian Hospital at Pine
Ridge, federal surveyors identified that the hospital was out of compliance with
three CoPs and was in violation of EMTALA. CMS identified concerns with the hos-
pital’s Quality Assessment and Performance Improvement program, which is the
hospital’s system for tracking, analyzing and developing plans to address significant
issues. As a result, CMS gave the hospital until January 27, 2016 to correct these
violations to avoid termination. CMS received and approved the hospital’s PoC.

On January 14, 2016, federal surveyors completed a revisit of this hospital. They
found the hospital in compliance with the CoPs, but still in violation of EMTALA.
CMS issued a termination date of February 23, 2016 for the EMTALA violation. The
hospital will have one more opportunity to demonstrate compliance with the
EMTALA requirements prior to this date. CMS expects the hospital to submit a PoC
prior to February 23, 2016. If the PoC is accepted, another revisit would occur.
Conclusion

CMS remains diligent in our duties to monitor every hospital participating in
Medicare to help ensure patient safety and access to care across the country. CMS
surveyors have relied on longstanding policies when engaging with IHS facilities in
the Great Plains area. It is our obligation to ensure all health care facilities are safe
and can meet patient needs. CMS and QIOs have provided numerous hours of tech-
nical assistance to THS facilities regarding quality improvements and deficiencies.
We will continue to work with IHS as these hospitals strive to make improvements
and to make sure patients are receiving quality health care services. We are hopeful
that these hospitals will soon be able to come in to compliance with all relevant re-
quirements and continue to provide much-needed care to patients in the Great
Plains area. We appreciate the Committee’s interest, and I would be pleased to ad-
dress any questions you may have.

The CHAIRMAN. Thank you, Mr. Slavitt.
Mr. McSwain.

STATEMENT OF ROBERT G. MCSWAIN, PRINCIPAL DEPUTY
DIRECTOR, INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF
HEALTH AND HUMAN SERVICES

Mr. McSwaIN. Chairman Barrasso, Vice Chairman Tester, and
members of the Committee, I was reflecting back on previous
events.

I first came to the Indian Health Service in 1976. I am a proud
member of the North Folk Rancheria of Mono Indians of California
and personally understand the important work of the Indian
Health Service and its mission.

I recognize the frustration amongst the tribes and members of
this Committee. I have worked the past 40 years to improve the
health of our people. Providing access to quality medical care is a
top priority for the Indian Health Service.

When issues do arise, as regrettably has been the case in the
Great Plains area, IHS is committed to taking immediate action
which we can discuss later but to preserve patient safety above all.

We are also working to make the improvements more lasting. We
will talk about that in a moment.

Despite these efforts, challenges remain. Some of the biggest
challenges we face in the Great Plains area are associated with
providing health care in rural, geographically isolated communities.
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You all are aware of the isolation and the difficulty with staffing,
housing and what have you.

Three hospitals at issue today, Omaha Winnebago, Pine Ridge
and Rosebud, have faced additional challenges. From July to Octo-
ber, as Mr. Slavitt mentioned, they received non-compliance notifi-
cations from the Center for Medicare and Medicaid Services.

ITHS understands and accepts the severity of the CMS findings
and has taken immediate steps and measures to correct them and
implement safeguards to prevent recurrence. In addition, I know
we have gone beyond just the CMS review and the area has con-
tracted with a firm to take a wider look at the facility, not only in
terms of the things CMS looks at but the things we need to look
at as a comprehensive healthcare system.

We have done that. We completed the assessment at Omaha
Winnebago and are doing a similar analysis at Pine Ridge and
Rosebud. Throughout we are communicating regularly with the
tribes. In the case of Omaha Winnebago, we communicate weekly
with them as we progress through the process.

We believe these actions will address the concerns and issues in
the immediate term and we also recognize the need for the long-
term solutions. In that regard, you heard Acting Deputy Secretary
Wakefield talk about Dorothy Dupree being added to our staff. Sen-
ator Tester if you are wondering where she wound up, she is now
working for us. Her title is Deputy Director for Healthcare Quality.

We have converted our hospital consortium established a few
years ago to a quality consortium. We are working off Ms. Dupree’s
actual work plan. Working with Dorothy will be Mary Smith, an
enrolled member of the Cherokee Nation as mentioned earlier.
Mary has extensive background in advocating for Indian people
and is steeped in health policy.

In conclusion, the THS is committed to working to improve the
quality of healthcare services received by our patients. We are also
committed to working in a transparent partnership with Rosebud,
Pine Ridge and Omaha Winnebago hospital leadership and their
four respective tribes.

Mr. Chairman, thank you for your longstanding commitment to
improving Indian health in the Great Plains area and throughout
the Indian Health Service, and for the opportunity to testify today.

I would be happy to answer any questions you may have.

[The prepared statement of Mr. McSwain follows:]
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PREPARED STATEMENT OF ROBERT G. MCSWAIN, PRINCIPAL DEPUTY DIRECTOR,
INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Chairman and Members of the Conmitice:

Good Afemoon. 1am Robert G, MeSwain, the Principal Deputy Director for the Indian Health Sarvies
{IHS} and accompanying me is i, Susan Karol, the Chiel Medical Officer for IHS, Tam ploased ta
have the epparninity o testify before (e Senate Commitees on Indign Affirs reparding operations of

the Creat Plains Avca THS Hospitals.

1 firzt camnc to SHS in 1976 end have held positions throuphout {HS since then. { zm a prond member of
the Morth Foik Rancheria of Mono indians of Californin and persensily understand the impoerance of
the work that TS does and § recognize the ﬁmm{lﬂ among ieibes aid he mombecs of s commilios.
Lhave worked over the past 46 yeors (o improve the health of our people, amd providing aceess to quality
medical eare is a top pricrity for IS, When issues do atise, as regreitably has been the case in (he Great
Plains Avee, THE is committed to taking hameliste sctions 1o preserve patient safiy above g} efze. We
are alsg working ta raske a more lasting improvemant in the quality of the care we provide and are

committed to demtonsteating lasting ehanpe.

Sinee 2010, IHS has been warking 10 address quolity issues in the Great Plains Area. We have worked to
improve appropriate credentiating and priviteging of providers, implenont polivies serounding
phamtacy comtrols 2nd scourity, and implement financial marngement contrals. The changes made in
2010 resulted in subsiantial reductions in discrepancies of unit eounts for controlled substances, from
spproximately 3,600 in 201 o only 81 1n 2015, Adduionally, financiel menagement improvementa
have Ted to inereased third party eollections and mmere timely outside provider payments through the

PurchasedMeforred Cars system.
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We have alzo conducted focused management oversight reviews in all 12 THS Areas to examine policies
and practices related to hiring and humen resources, funds management, Purchased/Referred Care,
pharmacy controls, health professional licensore, and facility accreditation.  THS submitted a report to
His Cormrnittes in July 2013 that spmmanzed the review pracess, findings, correclive aclions, and
ongoing work at the agency. We mado a commitment in the July 2013 Repori to Cangress to continue
monitoring these functional areas in its annual assessment of high-risk functions in engoing internal
management conlmol wark under the Federal Managers Tinancial Imegrity Act and related testing under
OMB Circolar A-123 Appendiz A. Performunce measures relaled to the findings are in all semior
lcadership performance plans, and accountability for implementation of sppropriate comeclive actions

cascades down o all responsible employess.

Ia sarly 20135, IHS iitiated 2 new Eaterpose Risk Mansgement Program {EEM) thet linked this offort to
ongoing management control aelivities wmder “A-123", and added 2 new element 1o foeos oversight of
remediation of manapgament control findings such as those found in the Coounities’s 2010 investigalion.
A multi-year comprehensive contraet was awarded fo provide expert management seppost io 2 variety of
health speciaity areas thot will bepin its sccond year of performance in 2016, A comprehensive view of
isk, ar ERM will enable IHS management to identify, proritize, and mitigate a variety of risks that wilt
serve to inform strategic decisions, ERM will facilitate management decisions including: allocation of
resources to mitigate risk in mission-critical arcas; enaurc pragram integrity gaals arc met; and to
privritize remediation efforts for deficiencies in both internal and extemnl audits.

Despile these: efforts, challenges remain. Seme of the bipgest challenpes we Face in the Great Plaing are
associated with providing health care in rural geographically isclated communities, Thesc inclile
recruiting and rotaining guatified healthenre staff, providing competitive salaries, and the availability of
shitable housing, schools and community resourees for stafl. The Great Plains Area currently has over
250 vacancies for healthezre professionals and, specifically, a physician vacaocy rate of 37 percent, As
you can imagine, this nember of vacancies hinders the delivery of safe, efficient, and quality health care.
In addition, the relatively low inpatient volume and complexity of cases at some facilities does not
suppori maintenance of clinical competeneies while the geographic rumateness reduces access to
training rescurces. These challenges are seen In most of the AVAN communitics served By the Great

Plains Area, including the three ol particular interest today.
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The three hospitals at issue today, Omaha-Winnebagp, Pine Ridge and Rosebud, have faced additional
challenges, and, from Ootober 2011 to January 2016, recefved non—canrpiiance satitications fam
Centess for Medivars & Medinaid Sarvices (CME) regarding their Mediears Conditlons of Pariisipation,
the specitics af which my CMS collzagues will address, THS nnderstands the severity of the OMS
Bndings und has taken tmmediale measares &y correct them and to Enplement safuuacds to grevent
recurzence. We are developing o comprehensive plan o ensure the safe dolivery af eare for nlf patients
and ta ensure fiull Medivars and Medicnid bilfing and payment for cars at the three hospituls identified
by OMS.

Since peoelving the notices of non-cotnplionce, the Grost Piains Avea hus contracted with the Critical
Management Sohrtions and Krasker Healthears Clonsuiting.  They developaad o totnprehensive gup
analysis and Correstive Action Flan for Omaha~Winnebaga ta correct the deficlencies CMS ideatified.

A similar anakysig is being somploted For Pine Ridge end Rosebud. Camrestive Aclian Flans ars being
irnplemented for Omaha-Winoehago, Pine Ridge and Rosebud Hospitals. We are also working to batter

ol commersieation with the tribss served by these facilities a3 we address specific sharteomings cited.

In response to various tssues at the Grent Plains hospitels, a review of the Great Plains Aren Office
(GPACY was conductad October -8, 2013 in Aherdeen, 8D, by senier IHS loaders from other arens and
from heptquaniers, The purpose of the teview was 10 assess the GPAD level of support provided o
Serviee Units {SU) ond healfhcare Fcilities throughowt the Gret Plains Avsa {GPA). This internal
review toam identified a number of challenges and made a namber of recommendations for
improvement. These recormmendations fave been sharsd with the staff at the GPAO. A number of
these recowinendations kave airapdy been implemented, including tha follewing: a centralized
Govemning Board provess has been insiitoted to meke the governance provess more efficient and
ellcctive by GPA; addilional clinical snpport [or the sarvice units by adding more clinfcal sperialists in
iz GPA offics is belng pursued. Continued haploncntation of recommendations marde by the Detober
2015 GPA Uffice review by IHS Headquarters is undenvay and, most imporiantly, GPA execulive
leadership will be held accountoble for continued progress through the annual performanes review, The
GP Area Dirgetor has been chacged with implementing all 29 recommenctations from the report and is
currently an schedule ko epmpiete all of them during 20156, This crities] directive will be Included,

monitored and evalvaled as part of performance management plans for 2016.
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FHS will imploment 2 Qualily bmprevement Division within the Great Plains Area offiee to enswe a
contimied guality effert is employed throughowt GPA in response o ideptified ureas for quality
improverient.

While we baliove these actions will address the concems &t ssue in the Immediate-term, we alsy
recognize the noed for fonger term solutions. THE is addreasing issues such as recruitmepit and retention

in nstovative ways, such as wiljzing telemedicing, incheding tele-modictosy, aad tete-behavigzal health,
wehich by alreedy Inerensed the hewrs ol evailabic service for these ¢peciallics. At Pine Ridge,
specifically, tele-behavioral healih providers are seeing patients at throe reservation lacationg, resulfing
o 45 hones of new services provided per month sinee June 2015, Pine Ridge has received aquipment
for a televkeaith oromram o provide assessnisnés of orisis pationts with sufeidal hehsvior in the
cmergency departuent. Addkilonally, hers has been a high rale of paticats whe did oot shaw up for
their scheduled appointmerns, partially due to the lack of transportation. To nddress this lssue, two tew
CIMCIERNY CAse managers ware lired and will be usod to help contact patients regarding 2ppaintments

sind offer teensporiation fo petients.

We have also worked across HEE (o sddress seawe of the challenges we faco, SAMHSA i working with
Pine Ridge to provide additiona] resources bo agsist witl combatling the rise in sideides, meluding
helping the tribe secure n oo cost extension for the tribe’s FY 2015 Garrett Lee Sinith grant, totaling
approzimately $165.000. SAMHSA, is also working with the fribe to secure additional finding throngh
an emerpenty, non-competitive grant {o fimd additional services. And, {he Administation for Children
and Families has aw:l:de‘d the Oplnla Sioux a grant for $800,400 for the *Empowering the Youth
Praject” Tho goal of this project is to empower youth nges 8 to 24 ta make changes in thelr
comununitias, 1o be provd of thelr hevitage, inspire them to celebrate His and ses thers §s o positive future
far ther. We have also deployed additional Commissioned Corps officers to THS factiities to provide
extra emergenay hehavioral health assistonce.
At-a maore systemic lavel, this year THS is transforming its Hospital Consortivm {nter the Cualily
Consortium, It coondinates activities eimed at improving the quality of care and enhancing paticnt
safety. This level of oversight will lead to the development of the [HS ag a high-reliebility organization,
meaning thot it actively learns and adopts evidence hazed practices. The Quality Consorlium is faking &
system-wide appraach to standardize and improve performance in certification, acoreditation and

governing body function 1o promate qualily ofhealth care delivery st federal health care sites.
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In partmership witl: the Tribes and Great Plains Area Office, IHS will develap a Strategic Framewark
{Framewoik) and Sustainability Plan {Plan) o address management, quality, and business process
improvements, which will include development of preliminery zoals and chjectives ta pramote
sustainable proctices for the Greal Plaing Aren Olfice and Hozpitals. Sustainability of improvement is
the: goal we must aim for, In collaberation with the tibes, the Framework will identify lop priorities and
strategies and the Plan will define and menitar targeted improvement over the next year, including
strengthening the Goveming Baard eversight, one of the primary fndings identified by CMS, The Plan
will address deficient service delivery ond ndministrative aversight ag well ns cstabiish now palicies,
practicas, and pracesses Lo support fiture compliance aed continved performance improvement. HS
will also use Jessons learned from the Great Plains Area to develop o national quality strategic plan for
FY 2018-2022.

As part of overall management and accountahility reforms, 7115 will also implement o quarter]y
pecformince review process. The quarterly performance reviews will promote e discugsion of
performance mensures ond achievement of milcsiones among multiple levels of the organization and

will be: chaired by IHS senior staff. Discussion will inclnde ongoing evalualion of progrem performance
and milestons achievement as a means fre mforming management decision-making and resource

aflocation. This Stratepic Frameswork and Sustainsbility Fian wifl foster a cubiure of sccountability and
quality improvement, by 1) cleasly communicating strategic goals, 2) identifying and monitoring metries
to mdioste goal propress, and 3} promating susiainabic comreative actions 1o improve the quatity of
health care services deliverad.

And, at hendquarters, T have recently stablished 2 now Deputy Director position to ovessee wngd fonus
the ageney on fnproving quality improvement practices across [H3, Dorothy Dupree, our new Daputy
Dirzctor fr Quality Healit: Care, har the responsinility fo enserg that, in qur dizees service facilities,
such ag the three of particular interest loday, provide 2 higher guality of care, including working with
external partners like states and other faderal agencies. She has first-hand knowledge of managing an
M8 area und wiil be looking for ways 1o sistain qualily of cave thrbughoul our systom a =8 imes, not
just when CM3 identifies a fucility with an issue. Ms, Dipree is o enrolled member of the Assiniboine

& Sions, Trike of FL Peck, MT.
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Working with Dorothy will be Mary Smith, an envolled member of the Cherokex Nation, wha foined
THS o fw munithe 220 ¢ Deputy Divcetor, Macy Los an extensive background advocating for indian
pecpie and is atespod In tealth poliay Imowledge, Mary alse has exiensive managenent experience from
her time 1a tha pivatie seotor dnd sisie poverntent,

Conchiston

THE is oommitted 0 working towards improved customer sesvics zoid athical behavior, faimess and

ability in performance s nent, stronger financial movagement, and an improved Trival

e

consultation process, 1 inyprove e guality of health care services recudvend by our patients. Wemre dlse
committed to working in & tranaparent parinership with the Rasebud, Pine Ridge and Omaha-Winnebago
THS Hospita] Jeadership and their four respective Tribes' leudership.

Mr. Chaichan, ank you again for your long-standing commitment to improve indisn health in the
Great Plains Area aned thronghout Indian Health Service and for the oppormunity to testify today. Iwill

e happy fo auswer any questions you may Bave.

The CHAIRMAN. Thank you very much, Mr. McSwain.

Dr. Karol, I know you do not have an official statement and are
here to answer questions. I do not know if you want to make any
statement at this time or just wait for specific questions?

STATEMENT OF SUSAN V. KAROL, M.D., CHIEF MEDICAL
OFFICER, INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF
HEALTH AND HUMAN SERVICES

Dr. KAROL. Just to let the Committee know who I am. Thank you
for the opportunity to present.

My name is Dr. Susan Karol. I am a Captain in the U.S. Public
Health Service. I am the Chief Medical Officer for the Indian
Health Service.

I am an enrolled member of the Tuscarora Indian Nation which
is in upstate New York. I graduated from Dartmouth College and
the Medical College of Wisconsin. For the past 32 years, I have
been a practicing general surgeon.

My role at IHS Headquarters in Rockville is as the Chief Medical
Officer. I advise the director and our senior leadership of the In-
dian Health Service. I assist in formulating and implementing
those national policies adopted by the director.

I have direct responsibility in oversight of the Office of Clinical
and Preventative Service, the Office of Information Technology, the
Office of Public Health Support and External Affairs for the Indian
Health Service.

I work with each of the 12 THS Area Chief Medical Officers who
provide direct oversight of the quality programs and work with hos-
pital leadership and providers at our IHS service units, military
clinics and health stops.

Mr. McSwain provided our opening testimony. I stand ready to
answer questions.
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The CHAIRMAN. Thank you very much, Dr. Karol. We appreciate
your being here and joining us today.

Dr. Wakefield, we are dealing with severe, long term problems,
a pattern of healthcare facilities that are so substantial in terms
of the failures that CMS and another agency in your department
have actually terminated its provider agreement with one of the
THS facilities. Other facilities are in jeopardy as well.

You are a registered nurse, a Fellow of the American Academy
of Nursing, Dean of the School of Rural Health at the University
of North Dakota, and you were part of the Administration when
Senator Dorgan had the first hearing on this. I just wonder what
we can do to fix this problem in the Great Plains area, both short
term and long term. What assurances can you give us that in five
years we are not going to be in the same situation with the same
problems identified again?

Dr. WAKEFIELD. Thank you for that question, Senator. I would
say a couple of things.

First of all, in terms of short term strategies, Mr. McSwain and
the IHS team are working now, immediately with assistance from
our Commissioned Corps to turn around the circumstances in those
three hospitals. It is our expectation that work is done as effec-
tively and efficiently as possible. It is underway now. That is short
term.

Longer term, we have two strategies we are implementing. One,
we have already started implementing which is to markedly
strengthen the priority focus on quality in the IHS beginning with
the leadership of THS.

You heard me talk about the expertise brought into that part of
the agency at the helm of the agency on the executive team with
specific priority, as I mentioned, placed on quality improvement
and with expertise and with a plan to do that work that has been
informed by consultation with tribes and also informed by features
of that plan having already been implemented in the Phoenix area
as well as in the Billings area.

Secondly, we are also convening an executive council at the HHS
at the request of Secretary Burwell to focus our assets across HHS
from parts of the agency that have resources devoted to this par-
ticular population to drive and leverage an agenda on quality im-
provement forward.

Andy mentioned CMS’s role briefly in that effort. That is the sec-
ond part of our strategy. First is to strengthen IHS and second, to
advance this agenda with the assets across HHS.

The CHAIRMAN. We had listening sessions with tribal members
in the region on the ground, visiting with people specifically. We
got an earful. Tribal members have told Committee staff there is
pervasive employee intimidation, retaliation, nepotism at every
level of the Indian Health Service, that the employees are afraid
to report their concerns, afraid to be honest and forthcoming when
surveyors visit, are told not to speak with members of Congress,
their staff or anyone else who might be able to help improve the
conditions.

Doctors and nurses, they tell us, are afraid because they are
threatened repeatedly and directly and even openly. It was aston-
ishing the sort of things they came back and said, this is what we
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heard on the ground. Their families were denied health care, rep-
utations were dragged through the mud. They try to do something
right to protect patients and report criminal activity and feel they
are ostracized and pushed out.

I just want to make sure that you are completely aware of that
and what we are going to do about this culture of harassment that
seems to exist in the Indian Health Service.

Dr. WAKEFIELD. Our goal is to deliver high quality, consistent
care. We have to have providers that are on the front lines, admin-
istrators on the front lines that share that commitment. Most of
the providers in the field are absolutely committed to delivering
high quality care as are the administrators.

We have bright spots in the Great Plains area. We do. We have
great providers in the Great Plains area.

We also need to strengthen our management along the lines of
what you just indicated. As I mentioned, Mary Smith has joined us.
That is one of her priorities on the executive team of HHS. She
brings experience in that area, in management and operations and
it is a focus for us.

The CHAIRMAN. Mr. Slavitt, first we were told the situation at
Winnebago was unique. As time went on, we heard from other
tribes that they were experiencing similar problems impacting pa-
tient safety and patient care. Still the Administration claimed the
issues facing Winnebago were an exception to the rule.

Then CMS sent notices of intent to Rosebud and the Pine Ridge
hospitals indicating that their provider status was at risk as well.
Based on the information we received, I suspect the “immediate
jeopardy conditions” found at these three facilities also exists at
other hospitals in the Great Plains and beyond.

I am asking how many IHS facilities have been issued this im-
mediate jeopardy finding since 2010? Why does the problem seem
to be so concentrated in the Great Plains area?

Mr. SLAVITT. As you stated, we have issued in one situation ter-
mination of our participation in Medicare and Medicaid and in two
situations late last year where there is similar potential. The man-
agement of the hospitals is in the process of giving us a response
to those areas.

I suggest I allow my colleague, Thomas Hamilton, to speak more
specifically as it relates to the breadth of the work we are seeing
across the Indian Health Service.

The CHAIRMAN. Mr. Hamilton, welcome to the Committee.

Mr. HAMILTON. Thank you. Thank you for the invitation.

As Administrator Slavitt indicated, since 2010, we have had 18
site visits on these three facilities alone. All of our survey reports
are matters of public record. We appreciate the Committee had re-
quested a number of those and carefully examined those for the re-
sults.

When we find there are serious deficiencies, then we issue a no-
tice to the hospital scheduling a prospectively scheduled termi-
nation date which communicates a message that there will be no
discussion about whether or not problems are fixe but rather, how
quickly and how well. That is the situation playing out at these
three facilities.
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The CHAIRMAN. If I could, Winnebago’s first citation after the
2010 report Senator Dorgan came out with occurred in April 2011.
But CMS did not terminate the provider agreement until four
years later in July 2015. Extensions have consequences. At Winne-
bago between 2011 and 2015, there were five extensions granted by
CMS.

I wonder if standard termination procedures and timelines were
followed if it might have been different in terms of patient lives
possibly being saved. I wonder why it takes so long for CMS to act
on its own findings and what led the agency to finally make the
decision to terminate the provider agreement at Winnebago?

Mr. HAMILTON. Simply because termination occurred later does
not mean that there was no activity. In fact, there was a great deal
of activity. My colleagues in the Quality Improvement Group were
enlisted. They got four quality improvement organizations under
contract to provide direct on-site technical assistance between 2012
and 2014 to Pine Ridge, Winnebago and Rosebud facilities.

We were hoping at that point in time that a regimen of intense,
technical assistance would do the job. When we went back out in
April 2014, unfortunately, we found the problems had not been
remedied to the extent necessary. At that time, we issued a termi-
nation notice again.

The director of the Indian Health Service at that time personally
became involved. Dr. Roubideaux went out to the facility, there was
a change in the executive officer, a variety of other more intensive
changes were put in place. For six months quality did improve.

However, when we went back out in 2015, again, we found the
gains had not been sustained and we reluctantly issued the final
terminal notice from Medicare.

The CHAIRMAN. Thank you, Mr. Hamilton and Mr. Slavitt.

Senator Tester?

Senator TESTER. Thank you, Mr. Chairman. Thank you all for
your testimony.

I will get right to it. Senator Dorgan brought up the point of in-
competency and made a solid point. If you have someone incom-
petent, fire them; do not move them. Mary, do you have the capac-
ity to fire folks in a timely manner for incompetence?

Dr. WAKEFIELD. We follow performance, government-wide stand-
ards associated with performance reviews. I have used those stand-
ards in my position as the Administrator of Health Resources and
Services Administration. Yes, staff can be terminated.

Senator TESTER. This is also an argument heard a lot in Vet-
erans Affairs healthcare that Senator Moran knows about. Is it
standard operating procedure to move them around or get rid of
them if they are incompetent? I am talking about employees who
do not cut the mustard.

Dr. WAKEFIELD. Senator, speaking for myself, when I have had
staff that have not fulfilled their responsibilities, I have applied the
opportunities that I have to help relieve them of their responsibil-
ities, yes.

Senator TESTER. Music to my ears.

Now I want to talk about recruitment and retention which is ex-
actly opposite of what I was saying. If you have someone that is
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good or someone you are trying to recruit, what parameters do you
have to bring them on?

We are talking about areas, by the way, that are not like areas
where I live. We do not have a doctor where I live either. We are
talking about places that do not have housing, police protection is
poor and Senator Heitkamp talked about it. Police protection is
poor, schools are not top notch, you have no place to live and the
list goes on.

What can you do to help recruit doctors into areas that are one,
frontier, and two, do not have places to live?

Dr. WAKEFIELD. One of our most effective strategies as I have
looked across our workforce programs deployed by HHS is the Na-
tional Health Service Corps Program. That is a scholarship loan re-
payment program that is extremely effective in helping to pay
loans for physicians, nurse practitioners, psychologists and others.
In exchange, they work for a minimum of two years in an under-
served area.

We have markedly expanded that program in the last five years,
as I mentioned earlier. We now have 420 of those clinicians work-
ing in Indian Country with Indian populations. That is a big boost
from the just over 100 that we had back in 2008. We are also focus-
ing on retention, Senator Tester. It is recruitment but also reten-
tion.

Senator TESTER. Do you have the capacity to incentivize these
folks with additional wages? For example, Customs Border Protec-
tion, there are certain areas on the northern border where they
cannot get people to serve there. They gave them a quarter boost
right off the top on their salary if they served in certain areas. Do
you have that capacity?

Dr. WAKEFIELD. Yes, we do. We actually changed the program
about five years ago to incentivize and provide more resources in
terms of loan repayment and scholarship to individuals willing to
serve in our greatest need areas.

I could not speak for the scholarship program out of IHS, but I
can speak to the National Health Service Corps. Yes, we have done
that.

Senator TESTER. Bob, can you incentivize their salary in THS?

Mr. McSwAIN. We do. In fact, we offer pay packages based upon
what is available. If it is a scholarship recipient or if it is loan re-
payment, we have a loan repayment program as well.

Senator TESTER. What about salaries?

Mr. McSwAIN. We have the authority for physicians and dentists
under Title 38.

Senator TESTER. How much can you bump their salary?

Mr. McSwaAIN. I think it is close to $300,000.

Senator TESTER. Can you get back to me with the figures?

Mr. McSwaIN. Yes, I will.

Senator TESTER. I will have a lot of questions for the record be-
cause time is wasting. There is about a 37 percent vacancy rate in
the Great Plains area for physicians. Is that comparable with other
THS regions or is that high?

Mr. McSwAIN. I would say it is high for that area.

Senator TESTER. Can you tell me why it is high?
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Mr. McSwAIN. It is those isolated, remote locations primarily and
the housing issues.

Senator TESTER. I am going to put some questions into the record
because we have other folks who want to ask questions. I do want
to close with one point. It is the point Senator Heitkamp brought
up talking about what we pay for Medicare spending for bene-
ficiaries, veterans and what we pay for IHS.

Senator Dorgan said it also. He said we are 50 percent. The Na-
tional Congress of American Indians said IHS is about 59 percent
underfunded. I want to tell you if I was a farmer and this was my
board of directors and you underfunded me by half, that means I
would only be able to put 30 pounds of seed down in the spring and
only be able to till my land two and a half times and at harvest
time, there would not be any money to cut the crop. You would ask
me how come we failed.

We can put forth the best words we want in this Committee but
unless we back it up with money, it is just that. It is baloney. Some
of the same folks that talk about the problem with THS vote
against the budget. They vote against IHS funding.

I am telling you guys, we can point the finger at these guys but
there are three of them pointing right back at us. We can talk
about the challenges out there with people harassing and nepotism.
We should not stand for that. The folks who are not doing their job,
we should fire them.

In the end, we are never going to be successful if we do not deal
with what it cost to treat people in medicine. You cannot do it with
half. We can talk about what it takes to have good schools and
good housing and good water because you will never get people to
live there.

It is a big issue. We can talk about it and say, damned that IHS,
these guys just are not doing their job and by the way, there are
cases where you are not doing your job and you need to clean it
up. We need to clean up our act too.

The CHAIRMAN. Thank you, Senator Tester.

Senator Hoeven?

Senator HOEVEN. Thank you, Mr. Chairman.

Again, I would like to thank Secretary Wakefield for being here
as well as the rest of the witnesses.

Across the Country on and off reservation, there is a shortage of
healthcare providers. Senator Tester asked about the shortage of
doctors. There is a shortage of doctors just about everywhere. The
reality is we do need more resources on the reservation but we also
have to figure out how we leverage our resources.

I am going to start with Secretary Wakefield. In drawing on your
experience at the University of North Dakota, the rural health cen-
ter there which you ran and is a tremendous operation, how do you
create a culture of accountability and empower people, make sure
people are accountable but also empower them?

I would like for you to touch on what we are trying to do in the
VA which is to create that culture of accountability and empower-
ment but also this concept of leveraging resources. We not only are
striving to make sure that veterans can get good care directly
through the Veterans Administration but also that they have vet-
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erans’ choice so that where you have issues of distance or time
delay, they can get services from local healthcare providers.

How do you create that culture of accountability, empowerment
and leverage your resources for example, like this veterans’ choice
concept? I am going to ask both Administrator Slavitt and Mr.
MecSwain that question as well.

Dr. WAKEFIELD. In terms of leveraging resources, I think we
have to be real smart about what we are doing with regard to de-
ploying our resources as efficiently as possible. I talked a couple of
times about the National Health Service Corps Program. This puts
primary care providers in the field.

Most of the National Service Corps providers go to rural areas.
From my vantage point coming out of the Great Plains, that is a
good thing because we have such significant shortages there. As we
leverage them to provide primary care, that frees up resources to
staff out the acute care facilities we are even talking about here
today. To your point, it really is about ensuring that we are not
creating redundancies but are establishing systems that are work-
ing together collaboratively among the programs that play out on
the front lines.

In terms of accountability and supporting recruitment, we re-
cently have spent more time focusing on retention, recruitment and
retention and not just trying to retain an individual in a location
based on what we are doing at the Federal level, but we are work-
ing with the local community.

Quentin Burdick Hospital in Belcourt is a good example of that.
We have a core of clinicians working together. It is that core nu-
cleus and looks a lot like Hettinger, North Dakota, Senator
Hoeven. You will know that experience of creating a local culture
within the community that is supportive of that set of clinicians
and clinicians supportive of each other in terms of the delivery of
high quality care. We have bright spots.

Senator HOEVEN. Those are great models. If you can help your
team replicate those, you will go a long way to solving these prob-
lems. Those are great models.

Dr. WAKEFIELD. They are great models. The Quentin Burdick
model at the Quentin Burdick Hospital is a direct service hospital.
It is the type of hospital we are talking about here today.

Our aim is to achieve consistent, sustained quality care across
our direct service facilities. We have those models in hospitals that
already exist. It is a lot about focusing on the individual provider,
but it is the community as well and helping communities establish
a culture of support for those clinicians.

Senator HOEVEN. I like your giving those concrete examples.
That is very helpful.

I would ask Administrator Slavitt the same question, particu-
larly leveraging resources. Across the Country, nobody is providing
adequate health care without leveraging resources because of the
tremendous demand.

Mr. SLAVITT. Thank you, Senator.

There are three things in our experience that are important here.
The first is transparency from the bottom to the top. Unless prob-
lems can be identified, they cannot be fixed. Obviously, that is crit-
ical.
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Second is the leadership and engagement and the culture that
my colleague, Deputy Secretary Wakefield, pointed to. The tone has
to be set that it is okay to share these problems and people have
to get engaged in those details.

Third is accountability and resources. People need to feel like
they can succeed, we need to know who is held accountable and as
those things come in place, as my colleague Mr. Hamilton said and
as Mr. McSwain said, there has been good leadership that has
moved into these hospitals. When that has happened, we have seen
progress. That should encourage us that we need to keep moving
in that direction.

Senator HOEVEN. Director McSwain.

Mr. McSwAIN. That is absolutely correct. I want to second Dr.
Wakefield’s notion about Quentin Burdick. There is a model that
has good leadership. We are finding if we can get good leadership,
they can recruit people.

The other part of it too is they do not have as many contractor
physicians who rotate out. Their vacancy rate is 12 percent. You
heard about the total vacancy rate for the whole area is 37 percent.
They are at 12 percent. Why is that? It is leadership. It is the core
staff. That is the model.

To leverage that, I read your question a little more insofar as we
are reaching out to other people, the VA, to pay for Indian vets,
reimbursements. We are reaching out and leveraging our resources
which are limited to other resources that might be available that
would treat our population.

As Dr. Wakefield said, in working with the rest of the depart-
ment, there may be other opportunities that exist in the depart-
ment that will come to bear on our problems.

Senator HOEVEN. The leadership, the leveraging and then
metrics, if you install metrics and can come back to us with metrics
to show progress and deficiencies, it is very important and really
helpful in what we are trying to do here.

Thank you.

The CHAIRMAN. Thank you, Senator Hoeven.

Senator Heitkamp?

Senator HEITKAMP. Thank you, Mr. Chairman.

I have a couple quick questions. Mr. Slavitt, when did CMS actu-
ally notify not just the hospitals but the leadership of Indian
Health and potentially the Secretary’s office about these defi-
ciencies?

Mr. SLAvVITT. I am going to ask my colleague to walk through the
specifics and the timeline but our process is as soon as we are
aware, we make the local representatives on the ground aware. In
this particular case, Mr. McSwain and I spoke immediately upon
the determination. I called him and we had a very direct conversa-
tion.

Senator HEITKAMP. Are we talking about immediately upon the
determination of deficiency or immediately upon the determination
that you were no longer going to certify an THS hospital?

Mr. SraviTT. Talking about both. In the case of the deficiencies,
those were communicated as reports are completed at the local
level. In the case of my conversation with Mr. McSwain, that hap-
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pened in the case where we were going to notify they that were ter-
minating.

Senator HEITKAMP. I might suggest that in the future you not
leave it up to just notifying the local people at the hospital. Obvi-
ously, we had an information gap here where people who should
have been responsible immediately for change were not notified.
That concerns me.

Deputy Secretary Wakefield, when did the Secretary’s office be-
come aware of the problems in these hospitals?

Dr. WAKEFIELD. Senator Heitkamp, I will have to get back to you
with an answer to that question. I would be happy to do that. I am
sorry I could not speak to it specifically. I know that is what you
are asking for, a specific date.

Senator HEITKAMP. The point I am trying to make is that you all
work under the same umbrella. We can talk about
miscommunication and talk about metrics, but you have to all be
communicating with each other.

The other point I want to make is the extraordinary difficulty of
serving a population with chronic disease, with a lot of history of
trauma, a lot of history of challenges, both behavioral and mental
health.

We see it in the substance abuse. We see it in high rates of sui-
cide. We see it in chronic disease being reflected from these condi-
tions.

I am a big believer, as a lot of people at SAMHSA, a lot of people
working on this, that we can do better in terms of treating the
whole person so we continue to treat chronic disease and never
really get to the problem.

I am wondering what THS is doing and what HHS is doing to
begin to address things like trauma informed treatment, begin to
address merging this curative medicine model with behavioral and
mental health model so that we can treat the whole patient.

Deputy Secretary Wakefield?

Dr. WAKEFIELD. Secretary Burwell asked the Administrator for
Native Americans at the Administration for Children and Families
to lead our HHS-wide effort on exactly this area. That is to develop
what would be a comprehensive, integrated department-wide ap-
proach that stems from an understanding and the evidence based
around historical trauma. That is department-wide. That is under-
way.

We are looking forward to consulting closely with any member of
this Committee who is interested in tracking against that work as
it pushes forward.

Senator HEITKAMP. I hope as we are looking at recruitment and
retention, we are looking at recruiting a new kind of physician,
people who actually have received this type of training because I
think it is critical if we are going to have long term better outcomes
that we change the dynamic of how we deliver the service.

Finally, I want to make the point that no one here should be
happy with this outcome. My frustration always is that there is al-
anost a culture of failure. What can we do? There is nothing we can

0.

Yes, we have an obligation to fund but you have an obligation
to come with the plan that changes outcomes. You have an obliga-
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tion to tell us what you need. My frustration always is we are
going to rearrange and I am not saying that is the response we are
getting, but rearrange the deck chairs on the Titanic because it is
going to go down anyway.

Let us not have this hearing again in five years. Let us come
back, have constant communication about what we are doing, how
we are changing outcomes and make sure whatever you do that
this is done in consultation with the tribes because the people who
are most concerned about these outcomes are the tribal elders, the
tribal leaders, the mothers and fathers and people who see the core
of the lack of delivery of health care every day.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Heitkamp.

Senator Daines.

STATEMENT OF HON. STEVE DAINES,
U.S. SENATOR FROM MONTANA

Senator DAINES. Thank you, Mr. Chairman.

I first want to give a warm welcome to Jace Killsback, the Execu-
tive Health Manager of the Northern Cheyenne from Lame Deer,
Montana. It is great to have you, Jace. Thank you for appearing
on this next panel.

I would like to begin by noting that on top of facing the bureauc-
racy of the Indian Health Service, which we have discussed at
length today, tribes are being hit with massive fines under
Obamacare which is why we have introduced the Tribal Employ-
ment and Jobs Protection Act.

It exempts tribal employers from Obamacare’s employer man-
date. I am hearing about this from virtually all of my tribes back
home in Montana. I hope through efforts like this with this legisla-
tion, we as a Committee and as a greater body, must continue
working to uphold the United States’ trust responsibility to Indian
tribes while honoring this very important government to govern-
ment relationship.

I recently heard from a constituent of mine, in fact I have the
email here, who was a member of the Assiniboine Tribe of Fort
Belknap who contacted me to voice the hardships she has faced in
seeking treatment through IHS. Listen to this story.

She drove 35 miles to the closest IHS facility, spent four hours
there waiting for medication and then drove all the way home to
find out she had been administered the wrong medication. This is
all contained in the same email from one of my constituents.

She described the way the IHS had treated her on multiple occa-
sions as with extreme negligence. In fact, when she called and told
them she had the wrong medicine, they told her to flush it down
the toilet. This is in the context of where we have certainly abuse
of prescription drugs and sometimes a lack of control.

Problems like this have been happening for decades. The fact
they are happening today is unacceptable.

I want to point out something else. As Al Franken said back in
2010 when this was first discussed, “We cannot keep throwing good
money after bad.” In fact, in your testimony, you stated that under
this Administration, funding for THS has increased by 43 percent.
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However, the issues we are addressing today are not the result
of underfunding. Plain and simple, this is an issue of oversight, an
issue of accountability, an issue of failing to follow through on
promises and basic responsibilities to Indian Country.

I do not think this is a healthcare system. I think this is a
healthcare tragedy. I spend a lot of time with the families in Indian
Country and seeing the outcomes of a system that is very, very bro-
ken. It is a real tragedy. We are dealing with the lives of real peo-
ple, grandmas and grandpas, children and moms and dads suf-
fering and dying prematurely.

Mr. McSwAIN. Dr. Wakefield states that the challenges facing
hospitals in Indian Country and those IHS is responsible for help-
ing address include difficulties in recruiting and retaining qualified
healthcare providers. What specifically have you done and what are
you doing administratively to address the difficulties of retaining
as well as recruiting qualified healthcare providers, as well as the
low volume of these providers?

Mr. McSwAIN. We are using all the mechanisms available to us
by existing authorities and requesting additional authorities, but a
lot of it has to do with pay because we need to be competitive and
be able to get them onboard. That is a big issue as you can well
imagine.

There have to be enough incentives to go to an isolated location.
Those are the incentives that we are working on. We have re-
quested to expand some of our pay authorities. The other has to do
with working more closely with the tribes on what is needed in the
community. That is another area we are working on.

I know Dr. Karol has been working heavily on that. If you do not
mind, I would like to have her respond as well.

Dr. KArROL. I think a big part of our recruitment and retention
package is also the work we have been doing with our scholarship
program. I am a good example of that. I am an IHS 437 scholar.
Basically it puts Native students into medical school, nursing
school, dental school to get them educated and brought back either
to their home tribes or to others.

We have a loan repayment program. We are working with the
United States university health systems, USUHS, in Rockville to
educate at least two students a year who come back to our areas.
Previously, they have been assigned to return to the Great Plains
area so there are a number of students over the last few years that
did come to the Great Plains area. We can give you more informa-
tion.

Senator DAINES. On the pay gap, how much is enough? What are
the gaps approximately in percentage that we need to address the
recruiting and retention issue? How far apart are we?

Dr. KAROL. One example is emergency room physicians across
the Country make about $350,000. Our Title 38 brings them in at
about $220,000 to $240,000 so there is a gap there.

Senator DAINES. Thank you. I am out of time.

I know the Committee staff has been provided examples of where
additional dollars have been put in but unfortunately were con-
sumed on the administrative side of this instead of going to paying
for providers actually on the front lines treating people and pa-
tients. That is another discussion to have.
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Mr. Chairman, I am out of time.

The CHAIRMAN. Thank you very much, Senator Daines.

Senator Udall?

Senator UDALL. Thank you, Mr. Chairman.

Director McSwain, I understand the IHS is working to get emer-
gency resources for the NCI Detox Center in Gallup. As I men-
tioned in my opening statement, I believe there is a real public
health crisis going on there. There is a real risk this center may
close in a matter of weeks.

The community is alarmed. We alerted you to this. When critical
public health facilities close, people are going to die. That is what
is going to happen.

How can the IHS plan to work collaboratively and creatively with
tribes and local officials in Gallup to fund a long term solution to
this funding issue? How can the agency better leverage its re-
sources to help address crisis situations like the one in Gallup,
New Mexico?

Mr. McSWAIN. Senator Udall, as you know, we actually have
identified resources that we are sending out. We are moving it
through the Navajo Nation. That is the vehicle. Our relationship is
with the Navajo Nation. We are going to be moving on a short gap
and then we are having conversations with others like our partners
at SAMHSA about long term strategies to maintain that program.
It is a vital program certainly for the Gallup community. That is
one we desperately need to complete. That is what we are doing
right now both short term and long term.

Senator UDALL. Thank you very much for that work.

As we have heard today, IHS facilities across the Country experi-
ence interruptions in service due to staffing issues, poor facility
conditions, and deficient patient care. I mentioned Crownpoint as
the recent glaring example in New Mexico.

The emergency room in a rural area closed for over a month.
Thankfully the situation has improved but I remain very concerned
about the long term success there and at other New Mexico THS
facilities and as we have heard, facilities across the Country.

What is HHS’s plan to address these serious, ongoing staffing
issues at IHS facilities and then the bigger issue we are talking
about which is this whole issue of 50 percent under funding? Sen-
ators Tester and Heitkamp mentioned it. The National Congress of
American Indians talks about 59 percent.

Normally what has happened in these kinds of situations that I
have seen in the past is an Administration steps forward. You
know you cannot do it in a year but you step forward with a plan,
a five year plan and we are going to wipe out this under funding.

I hope with this hearing and the attention given to this that
President Obama and your agency will step forward and give us a
plan so we can get people to see here is the plan and who will vote
for and support it because that is what is really needed here.
Please go ahead.

Dr. WAKEFIELD. We agree that there absolutely is a need to fill
the gap, not just to recruit into underserved areas in Indian Coun-
try but also to retain those clinicians. There will not be just one
strategy to accomplish that, it is going to be a set of strategies.
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We have already been talking inside the agency. You talked spe-
cifically about emergency departments. One of the strategies we
have focused on, and Mary Smith, the individual I mentioned who
has been brought into the leadership of IHS, is focusing on, is a
much more comprehensive approach to thinking about deploying
telehealth technology.

I am from a rural area. I know the difference that can make. We
have in Montana and also out of Arizona associated with our direct
service facilities, direct service hospitals, the application of tele-
health technology.

In Pine Ridge, for example, we have telebehavioral health. We
have tele-ED out of Montana. That is one strategy but again, it will
take a number of strategies. That is one strategy that I do not
think we are leveraging as comprehensively as we could.

It is important to back up those frontline providers and emer-
gency departments that may see infrequently a particular case
come in with special healthcare challenges. It is also an appro-
priate technology to use in connecting to specialty services, sort of
a backup of primary care providers on the front end and also to de-
liver specialty services into particular areas.

I mention that because you mentioned emergency departments
specifically. We have some resources going into telehealth tech-
nology applications. We will continue to look at that and push the
boundaries of that in our planning going forward.

Telehealth does not solve it all. That is simply one strategy. An-
other strategy is also to make sure that we are investing in pri-
mary care providers to free up providers to provide care in acute
care settings.

I talked already about National Health Service Corps clinicians
but should have also mentioned we have markedly expanded over
the last five years our community health centers. As a result,
today, our community health centers probably since about 2009 are
seeing 30 percent more American Indian, Alaska Natives than they
did four or five years ago.

That is good news because that allows us to free up resources
and personnel to be able to provide other non-primary care serv-
ices, a set of strategies from expanding technology but also expand-
ing the provider pool in a more comprehensive way rather than
looking at this specialist by specialist, and rather leveraging those
assets together.

Senator UpALL. Thank you very much for that answer and for
looking at this in terms of strategies. I am a big supporter of tele-
health and many of the other strategies you mentioned. If you put
them forward, you will get a lot of support from this Committee
and in the Congress.

Thank you very much, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Udall.

Senator Thune?

Senator THUNE. Thank you, Mr. Chairman, again for the oppor-
tunity to ask some questions and participate in the hearing.

I too want to echo what was said. One of the things I hope comes
out of this is better use of telehealth and telemedicine. We have
three regional health systems in South Dakota, all of whom have
done some pioneering work in the area of telehealth technologies.
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That is a way, I believe, that we can do a better job of delivering
healthcare services not just in our tribal communities but in rural
areas of the Country. I would encourage you to carry on with that.

Secretary Wakefield, in your oral testimony you noted the hiring
of additional administrative staff, two new deputy directors and
created executive level working groups, is that correct?

Dr. WAKEFIELD. Yes.

Senator THUNE. Did THS consider using that funding at the local
level to invest in additional providers, those that directly serve pa-
tients or to address the emerging situation in Rosebud and Pine
Ridge?

Dr. WAKEFIELD. I would ask Mr. McSwain to speak to additional
clinicians and administrators that have been or are being seeded
into those three facilities.

I would say the resources that we have committed at the local
level from HHS, not from IHS, into that region are additional Pub-
lic Health Service Corps clinicians, physicians, nurse, quality im-
provement experts into the Great Plains area to focus very sharply
on the current challenges we have right now. They are there on the
ground, have been on the ground and will continue to stay there
as we work to stabilize and strengthen those three facilities and
more broadly the area.

With regard to the two positions I mentioned, I think these two
positions are absolutely critical. We have to have a much sharper
focus on quality improvement if we are going to sustain and
strengthen the quality of care that IHS is responsible for deliv-
ering. That starts at the top.

We have a tremendous expert we have brought to the table and
were fortunate to get her. She has a plan that can be
operationalized. It is concrete. I am not talking about it in the ab-
stract. There are very specific strategies. I have looked at that
plan. I have had people from CMS and the Federal Office of Rural
Health Policy look at that plan.

Her expertise at this level and that priority for that agency is
one of our major strategies to begin to do the work, not just in the
Great Plains area, but across Indian Health. This is a reset. This
is a reengineering of how we are doing our work and our focus on
quality.

I think those two positions at the executive level set the tone for
what we need to be focusing on, making this a top priority. It is
for us.

Senator THUNE. I guess I would say in addressing the situation,
I am glad you are putting that kind of spotlight on it and focus,
but I think it is important to remember that the solution to every
problem is not growing the administrative size of the agency. We
want to get people on the ground delivering healthcare services,
doctors and nurses inasmuch as you need somebody that is going
to do this.

I hope that this time it gets done because after the 2010 report,
there was a paper put out that had a strategy that was going to
be implemented in the Aberdeen area. The Aberdeen area re-
sponded to that report with their own report about all the things
they were going to do. In 2013, we had another report about all the
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things that were going to be done and none of the stuff gets imple-
mented.

I guess my point is that when you look at these issues, clearly
there are problems up the food chain and there is not the efficient
oversight, follow through and implementation and all that. I am
glad you are rightly focused on that.

I think it is really critical that we get the help to people on the
ground where we have the needs not being met and the conditions
that have been so well documented.

Mr. McSwain, I want to follow up with that because there was
a lot of work done in 2010. The Committee report created this pro-
gram integrity coordinating council that was to make recommenda-
tions for changes within THS. As I said, they reported and the Ab-
erdeen area responded with specific plans to better the region.

Who was responsible at that time for compliance with the July
2011 plan?

Mr. McSWAIN. You are testing my memory but let me answer the
other question you had about staffing at the local level. Bear in
mind we are talking about a 37 percent vacancy rate. How are we
actually filing those positions? We are dealing with contractors. We
would like to get away from the contractors because the contractors
are costing us at least triple. That is another point.

Getting back to your question about the program integrity coordi-
nating council oversight and the actual work group that went into
that, during that time, actually I may have been that in my pre-
vious job. I may have been the Deputy Director for Management
Operations and therefore was actually overseeing the activities
going on out there until I was changed out.

That particular report focused on helping the agency move ahead
with addressing the report itself, the report findings, some 19 find-
ings. We walked through all of those items. We actually made very
good progress on some of those items. Some of them are still very
challenging.

Senator THUNE. To your knowledge, are the reports submitted on
the 30th of each month, something called for by each hospital out-
lining the level of compliance with the CMS conditions of participa-
tion, a requirement of the July 2011 plan, are those reports sub-
mitted, to your knowledge?

Mr. McSwWAIN. Yes.

Senator THUNE. On the 30th of each month?

Mr. McSwAIN. Yes.

Senator THUNE. How is it possible that three hospitals in the
Great Plains area have failed to satisfy the conditions of participa-
tion? Were IHS officials in the Great Plains area just rubber
stamping these documents? How did this happen?

Mr. McSwAIN. They were not rubber stamping so much, Senator.
They were taking and processing them through. What happened on
the surveys is, and I will defer to Mr. Slavitt and Mr. Hamilton,
but there were times where we actually achieved satisfaction on
the surveys.

Then, as I think Mr. Hamilton mentioned, we failed again. We
fell back, so that was a year later. We achieve and then we fail.
That has been the cycle. I think Dr. Wakefield is saying we want
to sustain while we are up there and continue to move forward.
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Senator THUNE. My time has expired, Mr. Chairman. There are
some questions I would like to submit for the record.

I would say in closing that in response to Secretary Wakefield’s
comments about creating a structure or model, that this time it has
to work. Mr. McSwain, even in response to the 2010 report, we are
not sure exactly who was responsible.

I am saying there has to be accountability. There has to be a
chain of command, the buck has to stop somewhere to prevent
these sorts of things from happening and to ensure that the condi-
tions we have been finding and that CMS is responding to just do
not happen again. That will take a lot of work on the part of a lot
of people.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Thune.

Senator Franken.

STATEMENT OF HON. AL FRANKEN,
U.S. SENATOR FROM MINNESOTA

Senator FRANKEN. Thank you, Mr. Chairman, for holding this
hearing.

I want to thank Senators Thune, Heitkamp and Rounds for re-
questing this hearing and Senator Tester as well.

I want to clarify something. What I said in 2010, I do not know
if I necessarily said you cannot throw good money after bad. That
might be a paraphrase of something I was saying. We did a word
search for that and we do not quite have that.

What I was saying was that we kind of a catch 22. We have
members who do not want to increase funding because the bu-
reaucracy is dysfunctional but you have a situation where the sys-
tem is dysfunctional because it does not get enough funding.

I think that is the nub here. I do not want to be taken out of
context.

Senator Heitkamp brought this to the Committee, to the hearing
today. She has gone over it, Senator Tester has referred to it. Aver-
age spending per capita in the United States on healthcare is
$8,097 as of 2014. The average for IHS per user is $3,600, less
than half.

Add to that everything we have talked about in this Committee
in terms of housing, in terms of education. When you are attracting
a healthcare provider to a hospital or clinic, if they are married,
you are also recruiting their wife or their husband and their kids.
It matters to that spouse what the schools are like.

How much do we spend on the schools? How much is spent on
law enforcement considering that we have the levels of violence
that we have? When I am quoted as saying, you cannot throw good
money after bad, that is not what I was saying.

We had a hearing on suicide a few months ago. We have an epi-
demic of suicide in Indian Country. Senator Heitkamp talks about
this all the time, talks about trauma, cultural trauma, but there
is individual trauma. If you are living with another family, the
chances are exponentially higher that you are going to see violence
or domestic abuse or drug addiction.

Though we spend less than half per American Indian on health
care, we have heard in the testimony that the health condition of
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the average Indian Native American is not as good as the average
non-Indian American.

We have to get real about this. I tried to get an $11 million loan
guarantee for energy projects in the last omnibus bill. After we had
that hearing on suicide, I asked for that member’s support and that
member said, is there a paid for.

When we did the doc fix, $120 billion was not paid for but I could
not get a member here on Indian Affairs after a suicide hearing
where we know that unemployment on Pine Ridge must be 75 per-
cent, I could not get $11 million for economic development so peo-
ple could have jobs. Please staff, “in context.”

Let me ask about telehealth. I know I am over my time. Is there
a problem with broadband in Indian Country because we are talk-
ing about telehealth? I think telehealth is great. I am co-chair of
the Rural Health Caucus. I know the importance of broadband for
telehealth.

Dr. WAKEFIELD. I cannot speak specifically to broadband in In-
dian Country but I assume that it is going to be very similar to
what I am going to say in terms of rural areas at large, so we do
not have access to broadband across rural America but probably
the bigger challenge in some respects or an additional challenge, I
should say, is the cost associated with broadband.

You are right, that can be a rate limiting factor to implementing
telemedicine, yes.

Senator FRANKEN. Mr. McSwain?

Mr. McSwAIN. Agreed. I agree with Dr. Wakefield. It is the cost
of the broadband. We have had examples of challenges in Alaska,
for example, where they have to rely on broadband. I heard of a
case where the person was going to send an x-ray result and had
to send it tonight so they can get it tomorrow. That is how long
it took to get there.

There are challenges about telehealth but I think more impor-
tantly, it is the staff support for telehealth on both ends.

Senator FRANKEN. I think everyone on this Committee agrees
with that.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Franken.

Director McSwain, you have been around from previous Adminis-
trations and spent decades doing this. You know the agency well.

I have a number of tribal resolutions and letters addressed to
you and others seeking the removal of some specific IHS employ-
e}e;s. I know Senator Heitkamp you asked a specific question during
this.

The joint resolution was adopted by the Omaha and Winnebago
Tribes on August 12, 2015. It specifically identifies a number of
underperforming THS managers. As far as we can tell, these people
have been shifted around the Great Plains area, in many cases
given pay raises and promotions, not fired even though most of
these people seemed to be directly responsible for the violations
that were cited in the CMS surveys we are talking about today.

I would like you to explain to the Committee why these people
are still employed by the THS?

Mr. McSwAIN. I would be happy to speak with you not in this
public setting only because of personnel issues and privacy issues
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with the employees and perhaps provide a full response to that
question.

It is a good one and I appreciate the question, Mr. Chairman, but
we would need another forum to provide the response.

The CHAIRMAN. I appreciate that and the confidentiality of work-
ers and those issues but it does highlight the concerns that all of
us on the Committee have about the ability to deal with problems
when they exist. If they cannot be dealt with, how do we solve the
problem?

We have heard from some of our colleagues money is an issue.
We also hear about lavish expenses, that so much of the money
ends up at headquarters rather than being spent to actually take
care of people.

You would be astonished how many heads in the audience are
shaking yes as I say that, Director McSwain and the smiles that
coming to the faces because they know that is the case. There are
huge concerns about that.

Dr. Karol, I wanted to visit with you about one other thing.
There was a December 4, 2015 conference call with congressional
staff and HHS officials. My report is you almost brushed off con-
cerns raised by the congressional staff about an incident described
in one of those CMS surveys saying “If you only had two babies hit
the bathroom floor in eight years, that is pretty good.”

I want to be absolutely clear. You and I both took the same Hip-
pocratic oath, we are both physicians. You have a professional
duty, a trust responsibility, a moral responsibility to our patients
seeking care. I just wonder if you would like to say anything about
that and perhaps straighten out the record, clarify or say things to
the folks here including the young mothers who you referenced on
the call and the tribes actually impacted by this?

Dr. KaroL. Thank you, Chairman Barrasso.

Yes, I would like to say something. I am the Chief Medical Offi-
cer for the Indian Health Service. I am a Native and I am 100 per-
cent committed to the Indian Health Service.

Those comments are totally unacceptable, were really made after
a long day. You know we all work very hard. I really am sorry that
I made any reference to any negativity to patient care. My 100 per-
cent priority is improving patient care, providing quality is my
highest priority.

Thank you.

The CHAIRMAN. Thank you.

Senator Thune, I know you had a question?

Senator THUNE. I have just one question, Mr. Chairman, for Mr.
McSwain because this came up earlier and was in sort of a passing
sense.

I want to ask the question, to your knowledge is IHS still dis-
couraging ITHS employees from communicating with Congress and
tribal governments?

Mr. McSwWAIN. No. We actually have a process whereby if they
are going to make a statement to folks that we know what they are
going to be saying, that it is accurate and correct. Aside from that,
there is no prohibition at all.

Senator THUNE. I would just say I hope you will revisit this with
your department because I will tell you personally from my staff’s
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experience, we continuously have issues gaining information from
THS employees who observe some of these incidents but are fearful
to step forward.

It was an issue identified in the 2010 Committee report. I would
like to remind you and your entire staff that it is against Federal
law to interfere with an employee’s right to speak with Congress.
I think if some of these employees had been able to come earlier,
we might be having a different hearing today.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Thune.

Senator Heitkamp.

Senator HEITKAMP. Mr. Chairman, I have just one point.

I almost got jealous listening to Senator Udall. Do you know
why? We do not have any place for detox in North Dakota. It is
a desperately needed service. In a recent visit with a tribal chair-
man, he told a story about tribal police being called. A woman high
on methamphetamine was coming down and they had no place to
take her. As they left, she walked to the church, sat on the steps
of the church and froze to death.

It is not just about the quality of care. It is access to care. If we
do not build access to detox, substance abuse, rehabilitation, we
will always fail. Those conditions add to and exacerbate chronic
disease.

We have record amounts of smoking. The highest rates of smok-
ing in this Country occur among Indian people. We know what that
means in terms of diabetes and chronic heart conditions.

We not only need to look at how we do better with the services
we provide but we need to think about new services. I asked Sen-
ator Barrasso if he had detox. I do not know if South Dakota has
any detox but let me tell you, this is a desperately needed service
in the Great Plains region.

The CHAIRMAN. I want to thank all of the members of the panel
for being here. I would remind the Administration our work is not
complete. I look forward to continuing dialog including Committee
briefings, listening sessions and more hearings.

We do expect prompt, thorough and accurate responses. Some
members may have some written questions as well. I hope that you
would get back to us on those.

This concludes our second panel. Thank you for being here.

We will now hear from our third panel of witnesses who have
traveled a long way to be here today. We welcome each of you to
the panel. I will remind the witnesses your full testimony will be
made a part of the official hearing record.

Before we move forward with the testimony, I want to thank
Sunny Colombe for her efforts to be here today. Unfortunately, due
to weather, she was not able to be here to testify. We are very for-
tunate to have the Honorable William Bear Shield here today to
provide testimony to the Committee. He is the Rosebud Sioux Tribe
Council representative and sits on the tribe’s health boards. We
thank you for being here.

I also ask all of the members to please try to keep their state-
ments to five minutes so that we have time for questions. I look
forward to hearing testimony from each and every one of you.
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As the panel takes their seats, I would like to turn to Senator
Thune to introduce a special guest from South Dakota.

Senator THUNE. Thank you, Mr. Chairman.

I would like to introduce Sonia Weston who was mentioned ear-
lier from the Oglala Sioux Tribe. Sonia is an enrolled member of
the Oglala Sioux Tribe as well as a four time elected member of
the Oglala Tribal Council.

She graduated from Oglala Lakota College in 1996 with a Bach-
elor of Arts in Business Administration. She served two terms on
the Pine Ridge High School Board and currently serves on the
Tribal Public Safety Review Board, Personnel Board and as the
Chairwoman of the Health and Human Services Committee.

Sonia has been a longtime advocate for improving health care for
Lakota people. I have enjoyed working with Sonia and her insight
and expertise is greatly appreciated. I want to thank her for being
here today and look forward to gaining her insights.

I will also mention Mr. Willie Bear Shield who is an enrolled
member of the Rosebud Sioux Tribe. He received an honorable dis-
charge from the United States Army in 1991 where he was a com-
bat veteran in Desert Storm.

He returned home and shortly after was elected to the tribal
council on which he currently serves. Willie is also the chairman
of the Tribal Health Board and is a member of the Great Plains
Tribac% Chairmen’s Association and the Unified Tribal Health
Board.

I have the deepest admiration for Willie’s dedication to his coun-
try and the people he represents. As you will see and hear, Willie
is passionate about what he believes in and fights for.

Thank you, Mr. Bear Shield for being here today. Thank you for
your service to this great Country.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Thune.

With that, we will start in order with the Honorable Victoria
{){itc}ﬁeyan, Treasurer, Tribal Council, Winnebago Tribe of Ne-

raska.

STATEMENT OF VICTORIA KITCHEYAN, TREASURER,
WINNEBAGO TRIBAL COUNCIL

Ms. KITCHEYAN. Good afternoon, Mr. Chairman and members of
the Committee. My name is Victoria Kitcheyan, an enrolled mem-
ber of the Winnebago Tribe, currently serving as Treasurer of the
Tribal Council. I thank you all for holding this very important
meeting.

I want to thank all those who have taken a personal interest in
our crisis and have done things to elevate our concerns.

I am here today with a heavy heart. I carry the burden of the
countless tribal members who have been harmed at the IHS, in-
cluding the five defined in the CMS survey who died unnecessarily.

I carry the burden of the mourners and the concerns of the tribal
members who are afraid to go to the Winnebago Hospital as we
speak. It has been said in my community that the Winnebago Hos-
pital is the only place you can legally kill an Indian. It is 2016 and
our people are still suffering at the hands of the Federal Govern-
ment. Kill the Indian, save the IHS sounds appropriate.
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It is terrible what is going on at Winnebago. For decades and
generations, IHS has had a notorious reputation in Indian county
but it is all we have to count on. We do not go there because they
have superior health care; we go there because it is our treaty right
and we go there because many of us lack the resources to go else-
where. We are literally at the mercy of THS.

Since 2007, there have been documented deficiencies at the Win-
nebago Hospital. My community believes that it is the dumping
ground for poor administrators and unskilled providers.

The back to back CMS findings have given our concerns some
credibility. It took the loss of our CMS certification to finally bring
light to the real issues going on. We thank you CMS for high-
lighting that and bringing us to this point.

The Winnebago Hospital has a variety of issues from mismanage-
ment to collusion, waste, fraud and abuse but most importantly, we
are at the hands of a dated bureaucratic system that is not offering
quality health care to many of the deserving Native patients it
serves.

We have a nurse who cannot properly administer a dopamine
drip. We have an ER where nobody can find a defibrillator as a pa-
tient lies dying. We have a nurse who does not know how to call
a Code Blue. All these things happened and are noted in the CMS
report. It sounds ridiculous but it is true and our people have expe-
rienced this.

Mr. Chairman and members of the Committee, I know you all
have families and close friends you love and we have all lost some-
one at some point. It is painful and even more heartbreaking to
learn that your family member died at the hands of a Federal em-
ployee at a Federal facility.

The hospital is supposed to be a place of healing, yet our people
go there and are leaving in worse condition or not at all. God rest
those souls.

Our relatives do not have to die in vain. If you take a look at
page four, there are some details in my testimony. Our relatives
also do not have to be minimized to a patient number. Our rel-
atives have names, Debbie, Shayna, Paulie, to name a few. I could
go on and on but the point here is that these people had a role in
our community and a place in our hearts.

My Auntie Debbie was cited in the 2011 CMS report. She was
overly medicated and left unsupervised. Even though the nursing
staff was aware of this, they neglected her, she fell and it was un-
documented. When we requested the chart, we met resistance. My
other aunt was retaliated against when she was a nurse at the hos-
pital because of our inquiries.

Bad decisions continue to happen. Just yesterday, our hospital
was closed down due to the blizzard and patients were being di-
verted to Sioux City, 20 miles away. It took an hour and a half to
drive there. Our EMTSs, our crews and patients were put at risk
while a doctor and nurses sat collecting a paycheck in the ER. This
is unacceptable.

A corrective action plan is in place but it is useless to us when,
excuse me, but stupid decisions are being made on a daily basis
that affect our tribal members and the many other tribal members
that facility serves.
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The Winnebago Tribe is fed up. We have had enough. We have
lost all confidence in the IHS. We have begun a draft planning
phase to assume control of that facility through the PL 93-638
compact but it cannot happen soon enough.

As I stated, just yesterday, these things were happening. Some-
one could have died. Someone could have wrecked or died of expo-
sure. It was that bad, yet these decisions are being made on behalf
of Native people.

Mr. Chairman, the Winnebago Tribe truly appreciates all you
have done. We have some solutions we would like to offer in the
listening session. We stand willing and anxious to work with you,
members of the Committee and our fellow tribes in the Great
Plains region.

We cannot stand by and let this happen to any other tribe. IHS
is killing our tribal members, patient by patient. This tragedy can-
not continue.

We thank you.

[The prepared statement of Ms. Kitcheyan follows:]

PREPARED STATEMENT OF VICTORIA KITCHEYAN, TREASURER, WINNEBAGO TRIBAL
COUNCIL

Good afternoon Mr. Chairman and Members of the Committee:

My name is Victoria Kitcheyan. I am a member of the Winnebago Tribe of Ne-
braska and I am currently serving as Treasurer of the Winnebago Tribal Council.
Thank you for holding this very important hearing. Your Committee’s interest and
your personal involvement in this matter is encouraging as we work collaboratively
to improve the health care provided to our people. I would also like to thank the
Members of our Nebraska and Iowa Congressional delegations, who have given us
a great deal of support in these past few months, as well as the Members of the
South Dakota and North Dakota Congressional delegations and the House and Sen-
ate Appropriations Committees. Without all of this support, none of the preliminary
improvements that we have seen in these past few months would have happened.
We also appreciate the work of the other Tribes in Nebraska and the Tribal leaders
and staff of the Great Plains Tribal Chairmen’s Association, the Great Plains Tribal
Health Board and the National Indian Health Board, all of whom have gone out of
their way to assist.

The Winnebago Tribe is located in rural northeast Nebraska. We are served by
a small thirteen (13) bed Indian Health Service (IHS) operated hospital, clinic and
emergency room located on our Reservation. This hospital provides services to mem-
bers of the Winnebago, Omaha, Ponca and Santee Sioux Tribes. It also provides
services to a sizable number of individual Indians from other tribes who reside in
the area. Collectively, the hospital has a current service population of approximately
10,000 people.

The Winnebago Tribe has already provided the Committee staff with a number
of documents, including numerous independent reports from the Centers for Medi-
care and Medicaid Services (CMS) and a report from the independent contractor
hired by IHS last fall to evaluate the facility. These materials document in great
detail the appalling conditions which exist at the IHS hospital in Winnebago. I
would ask that these materials all be incorporated into the record of this hearing.

It would be impossible to cover everything contained in those hundreds of pages,
so I will summarize a few of the very disturbing problems that these outside inves-
tigators uncovered. Many of these are problems that the Winnebago Tribe has been
pointing out for years, but which have remained unaddressed. Many of these issues
were also documented in this Committee’s 2010 Report “In Critical Condition: The
Urgent Need to Reform the Indian Health Service’s Aberdeen Area”, which is now
known as the Great Plains Area. Since 2010, the situation has moved from bad to
worse and we are anxious to work with you and the other Members of Congress to
find rle{:al concrete solutions. This is imperative because people’s lives are literally
at stake.

Because my testimony will be highly critical of the IHS, I would like to note that
there are a number of fine and talented people who work for that Agency. Many
of these individuals are as appalled as we are about what has happened at the Win-
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nebago Hospital and are working hard to find solutions. Some are even risking their
careers to accomplish this goal and have had to seek whistleblower protection for
choosing to report incidents at an IHS facility. We thank each and every one of
those fine IHS employees who perform a difficult job correctly under difficult condi-
tions. We therefore call upon this Committee to protect every federal employee who
stands up and does what 1s right.

Before I provide you with the history of the CMS findings at the Winnebago Hos-
pital, I would like to ask you to think about one thing. When a person suffers a
medical emergency, we all do the same thing: We try to get to the place that dis-
plays the big bright sign “Hospital.” We learn as children that a hospital is a place
where we will be assisted by highly trained professionals who have the skills and
the desire to make us better. We are taught that we can trust a doctor and a nurse.
When they tell us to take the blue pill twice a day for ten days and we will be fine,
we believe them. Unfortunately, too many of our tribal people have not found these
things to be true at this IHS Hospital.

Since at least 2007, this IHS facility has been operating with demonstrated defi-
ciencies which should not exist at any hospital in the United States. I am not talk-
ing about unpainted walls or equipment that is outdated. I am talking about a facil-
ity which employs emergency room nurses who do not know how to administer such
basic drugs as dopamine; employees who did not know how to call a Code Blue; an
emergency room where defibrillators could not be found or utilized when a human
life was at stake; and a facility which has a track record of sending patients home
with aspirin and other over-the-counter drugs, only to have them airlifted out from
our Reservation in a life threatening state. I am also talking about a Hospital which
had at least five documented “unnecessary deaths,” including the death of a child
under the age of three. These are not just our findings, they are the findings of the
Federal Government’s own agency, CMS.

In fact, the CMS uncovered deficiencies which were so numerous and so life
threatening that this last July 2015, the THS operated Winnebago Hospital became
what is, to the best of our knowledge, the only federally operated hospital ever to
lose its Medicare/Medicaid Certification. Because this Committee’s 2010 Report was
fairly comprehensive, please allow me to pick up where that report left off.

In 2011 CMS conducted a re-certification survey of our hospital and detailed seri-
ous deficiencies in nine areas, including Nursing and Emergency Services. My won-
derful Aunt, Debra Free, was one of the victims of those deficiencies. She died in
the Winnebago Hospital in 2011. According to what our family learned, Debra was
overmedicated and left unsupervised, even though the nursing staff at the Hospital
knew that she was dizzy and hallucinating from the drugs and should be watched
closely. After her death, a nurse at the hospital told my family that Debra had fall-
en during the night. She said that that nurses from the emergency room had to be
called to the inpatient ward to get Debra back into bed because there was inad-
equate staff and inadequate equipment on the inpatient floor to address that emer-
gency.

While the hospital insisted that they did everything possible to revive her and
save her life, we question just how long she remained on the floor and what actually
happened. Among those doing the questioning was Debra’s sister, Shelly, who was
a nurse at the hospital during that period. Unfortunately, Aunt Shelly was not on
duty when this occurred, but she did know enough from her professional training
to question why the body temperature and reported time of death did not appear
tolfnatch up. The body was still warm when the family arrived after receiving the
call.

When my Aunt Shelly and the family requested to see the charts to determine
what actually happened, we were met with immediate resistance. First, my mother,
also Debra’s sister, was told she was not authorized to request the chart. Then my
grandmother, Aunt Debra’s own mother, Lydia Whitebeaver, submitted a request
and was denied the information. In fact, the whole family and the Attorney that we
were forced to hire were all told that the chart was “in the hands of the Aberdeen
Area Office’s attorneys” and was not available to us.

Because she demanded answers to our very reasonable questions, my Aunt Shelly
was retaliated against in the worst way. As an IHS employed nurse at the Hospital
she was regularly intimidated by her supervisors and colleagues, and generally
treated in the most horrific way by the Director of Nursing and her cronies. One
of those nurses even reported Shelly to the State Licensing Board. Thank goodness
the State Licensing Board’s Members saw that report for what is was and dismissed
the inquiry almost immediately, but this is a prime example of why we have been
unable to get the proof that this Committee has been asking for, before the CMS
Reports were released. Fear of retaliation within the IHS system is real and as your
Committee’s 2010 Report document, such retaliation has been present at the Winne-
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bago Hospital since well before 2010. One former IHS employee of our Hospital even
told your own Committee Staff that those employees who threaten to speak out are
regularly reminded to “remember who you work for.” Another employee told your
staff that Hospital employees, at least for a period of time, were told not to report
incidents of improper care on the Webcident system. This, as you may know, this
is the federally established system for reporting improper care in all federally fund-
ed facilities.

When the CMS was finally able to obtain the records that we were denied, there
was no record whatsoever of the fall that my Aunt Debra suffered. A fall which a
nurse told us about in some detail. It is common knowledge in our area that the
then Director of Nursing and the two other nurses involved in Debra’s care are close
friends. It is regularly asserted by other IHS hospital staff that they have been
known to cover up events which might get one of them in trouble.

My Aunt Debra Free left behind a nine year old daughter and a loving family.
She should not have been allowed to die like this. Her story and those of countless
others need to be told. This example of substandard care and the numerous other
examples documented by the CMS Reports are indicative of the federal govern-
ment’s loose commitment to upholding its federal trust responsibility. The Great
Plains Service Area is in a state of emergency and the patients who seek care at
the Winnebago Service Unit are in jeopardy as we speak!

My ancestors made many sacrifices so that our people’s livelihood would continue.
As a tribal member and tribal leader, it is my responsibility to carry their efforts
forward to protect my people. Neither the Winnebago Tribe, nor I, will stand idle
as Indian Health Service kills our people, patient by patient.

In addition to my Aunt’s case, the 2011 CMS Report also found that during that
year: patients who were suicidal were released without adequate protection; that a
number of patients who sought care were sent home without being seen, or with
just a nurse’s visit, were never documented in any electronic medical records; that
out of twenty-two (22) patient files surveyed by CMS, four (4) of those patients were
not provided with an examination which was sufficient enough to determine if an
emergency existed, and that at least one of those patients was sent home from the
emergency room. The staff failed to diagnose that he had suffered a stroke.

When some of the findings of the CMS 2011 Report became public, in early 2012,
former ITHS Director Roubideaux publically promised improvements. While some
minor issues were addressed, many other things got worse.

In just the past 2 years, four additional patient deaths and numerous additional
deficiencies have been cited and documented by CMS. These incidents and reports
include:

e April 2014. A 35 year old male tribal member died of cardiac arrest. CMS inves-
tigated this incident and found that the Winnebago Hospital’s lack of equip-
ment, staff knowledge, staff supervision and training contributed to his death.
Specifically, the nursing staff did not know how to call a Code Blue, were unfa-
miliar with and unable to operate the crash cart equipment, and failed to as-
sure the cart contained all the necessary equipment. CMS concluded in its re-
port that conditions at the hospital “pose an immediate and serious threat”
mandating a termination of the Hospital’'s CMS certification unless they were
corrected immediately.

e May 2014. A second CMS survey conducted a month later found that a number
of the conditions which pose immediate jeopardy to patients had not been cor-
rected, and that the Hospital was out of compliance with CMS Conditions of
Participation for Nursing Service.

e June 2014. A female patient died from cardiac arrest while in the care of the
hospital. This time the death occurred when the staff was unable to correctly
board her on the medivac helicopter. This is documented in the July 2014 CMS
report. This young woman was employed by the Tribe’s Health Department and
played an active role in the lives of many youth, who often referred to her as
“mother goose.”

e July 2014. A 17 year old female patient died from cardiac arrest because the
nursing staff did not know how to administer a dopamine drip ordered by the
doctor. CMS also documented this event in detail in its July 2014 report and
found that numerous nursing deficiencies remained uncorrected at the hospital.
This resulted in the issuance of a continuing Immediate Jeopardy citation for
the hospital on the Condition of Participation for Nursing Services.

e August 2014. In its fourth survey conducted this year, CMS concluded that fail-
ure to provide appropriate medical screening or stabilizing treatment “had
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caused actual harm and is likely to cause harm to all individuals that come to
the hospital for examination and/or treatment of a medical condition.”

e September 2014. CMS survey jurisdiction of this hospital was transferred from
the Kansas City regional office to Region VI in Dallas, TX.

e November 2014. Just four months later, CMS returned again for another sur-
vey. This report again identified more than 25 deficiencies.

e January 2015. Another death occurred when a man was sent home from the
Emergency Department with severe back pain. A practitioner later left him a
voicemail after discovering his lab reports showed critical lab values telling him
to return in 2 days. The patient died at home from renal failure. This situation
is documented in the May 2015 CMS report.

e May 2015. CMS conducted another follow up survey. In addition to documenting
the January 2015 death noted above, the report states that seven CMS Condi-
tions of Participation and EMTALA requirements were found out of compliance
at the hospital.

e July 2015. CMS terminated the Winnebago IHS Hospital provider agreement.
CMS stated that the hospital “no longer meets the requirements for participa-
tion in the Medicare program because of deficiencies that represent an imme-
diate jeopardy to patient health and safety.”

Mr. Chairman and Members of the Committee, I know that each of you have fam-
ilies and close friends, and I assume that most of you have also suffered a loss or
know someone who has. It is a profoundly painful experience. Now, imagine going
through that pain only to learn a year or more later, through some government re-
port, that the death might have, or even should have, been avoided. Keep in mind
that the deaths and findings cited here are only the ones that have been docu-
mented by CMS. When CMS conducts a survey, only a small sampling of patient
records are reviewed. We have no way of knowing how many more unnecessary
deaths and misdiagnosis have occurred at the hands of IHS personnel. There is also
no way that we can portray the tremendous pain and loss that has been suffered
by our families and our community in these few pages. Our people are devastated,
angry and demanding change. Given what has happened, and been allowed to con-
tinue to happen, I respectfully submit that we have every right to those feelings.

As the CMS reports piled up, we have started to see less Hospital admissions and
less care being provided in the Emergency Room. We believe this is due, at least
in part, to hospital staff fearing on-going CMS oversight of their lack of training and
skills. We have actually been told this by some of our members who work at the
facility. This is possibly contributed to the most recent documented death in Janu-
ary 2015 (noted above).

The totality of these circumstances finally led CMS to notify the Indian Health
Service in April of 2015 that it was pulling its CMS Certification of the Winnebago
Hospital, unless substantial changes were made. Changes were not made and CMS
terminated that certification on July 23, 2015.

I wish to note for the record that throughout this period the IHS assured the Win-
nebago Tribal Council that the CMS findings, most of which were never provided
to the Winnebago Tribe at least in their totality, were being addressed. In fact, less
than two weeks before CMS actually pulled the Certification, the IHS Regional Di-
rector was still telling the Tribal Council that the threatened CMS decertification
would not happen because IHS was talking to its lawyers and planning an appeal.

When the termination happened, the Winnebago Tribe and its attorneys asked to
see a copy of the latest CMS report. We were told by the IHS Regional office that
it needed to be reviewed for privacy concerns before it could be released to us. We
finally obtained a copy and also learned that the CMS oversight of Winnebago THS
Hospital was transferred from Kansas City to the Dallas Office. When we asked one
CMS employee why this transfer had occurred, he was fairly quick to suggest that,
in his opinion, this was forum shopping. Whether there is any truth to this or not,
this transfer of CMS oversight certainly raises questions. Perhaps this Committee
can get the answers that we cannot.

Immediately after the hospital lost its’ CMS Certification, the Winnebago Tribal
Council got on a plane and came here to this Committee and to its Congressional
delegation for help. You responded. Thank you!

While the Winnebago Tribe had heard and reported stories of these atrocities for
years, the CMS reports have provided independent verifiable documentation of what
was really going on. What we have learned since then is equally disturbing.

When we asked Acting Director McSwain about the professional medical review
that the THS had engaged in after each of these five deaths occurred, and what role
the Central Office played in those reviews, we were shocked to learn that the THS
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does not appear to have an established procedure for dealing with questionable
deaths or other unusual events that occur in its hospital. In fact, if there was ever
a professional peer review of any of those five incidents of questionable death, we
can’t find it! When we pushed harder on this issue we were told that this review
should have been conducted by the “Governing Body” of the hospital. This basically
means that a body, composed largely of other IHS employees who are not doctors
or other medical professionals, were supposed to review the actions of the physi-
cians, nurses and anesthesiologists in the emergency room. I can assure you that
this would not happen at the Georgetown Medical Center or Med Star Hospital in
Washington, D.C. The end result, however, is that—to the best of our knowledge—
no one was fired, no one was reprimanded, no one was suspended pending a medical
investigation and no one was reported to the licensing board. This is outrageous!

Again, many people have asked us why the families of these individuals did not
sue. The answer is simple: Most Indian people do not place a dollar value on human
life. Others, who might be willing to sue, either did not know that they could, did
not know how, or could not afford it. Medical malpractice cases are complicated and
expensive. You need expert witnesses who are willing and able to testify, and we
have trouble getting federal employees to answer questions about CMS findings. A
litigant also needs access to medical records which are not easy to get from the fed-
eral government, and they need a lawyer who has the financial means to front the
costs for a family with few financial resources. These types of lawyers are not plenti-
ful in our area. So yes, our people have rights under the Federal Tort Claims Act,
but taking on an federal agency which has all of its own experts on salary is not
as easy as its appears.

It is also important to note that the Winnebago IHS Hospital has become a short
term stop for a number of IHS contractors. Many of the doctors who take care of
our needs are not federal employees, they are private contractors who rotate in and
out of the facility. This forces even the best of those physicians to rely heavily on
the nursing staff who remain at the facility, many of whom have been found by
CMS to be serious undertrained. The negative media coverage of our hospital over
the past six years has made recruiting all the more difficult. Would you want to
see your daughter, fresh out of medical school, step into a mess like this in a hos-
pital managed by a dentist or pharmacist?

After the Tribe met with Secretary Burwell’s legal counsel in August of 2015, the
THS finally hired an outside consultant to perform its own review of the facility.
This review was conducted applying standard federal and state medical standards.
During this review, this independent consultant found 97 deficiencies, many of
which were never uncovered, or at least never reported, by CMS.

The IHS also employed that consultant to develop a corrective action plan for the
Winnebago facility. This is clearly a step in the right direction. At the same time,
I, and the other Members of our Tribal Council, will not be satisfied, until one of
our members comes up to me and says “I was just at the emergency room with my
mom—what a difference.” I am not going to trust that simply checking an item of
a list is getting us the real change that we need to see or that those changes will
be sustained.

To this day, when we pressure the IHS on the big issues, we get the same ex-
cuses:

o “Employees are protected by the Federal Employee Regulations”. In fact, it
seems all but impossible to fire a federal employee. In conversations with your
own Committee staff, Winnebago hospital employees reported that some of their
colleagues believe that their job can never be put in jeopardy because they are
protected by the Civil Service System. When did there become two standards
of care- one for the private sector on one for federally operated hospitals?

e “We wished that we could hire people more quickly but the OPM system has
to be followed.” How many professional people can wait months for an OMP ap-
proval? We have lost a number of good candidates who refuse to wait six
months or more to be hired. You simply cannot recruit under these cir-
cumstances.

e “THS lacks the resources to recruit the best people.” There is truth to this and
we encourage the committee to look into this problem. At the same time, while
we hear about recruiting problems, we have seen no real effort to recruit from
our local Nebraska, Iowa and South Dakota Medical Colleges. In any event, we
will never agree that inadequate resources justifies the continued employment
of an undertrained or incompetent individual. It seems like the IHS positon has,
over time, evolved into “even a poor doctor is better than none at all.”
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The THS hospital management has also been an on-going problem. Even though
CMS has documented countless problems in the emergency care division, we have
had a pharmacist and a dentist as acting CEO’s, and I have to ask you what train-
ing a dentist, even one of the top dentists in the country, has in dealing with issues
like renal failure, cardiac arrest and overdoses.

So what should be done?

First, we ask the Committee to examine the role that Federal Employment Poli-
cies and Regulations are playing in allowing incompetent and undertrained employ-
ees to continue to work in the Indian Health Service. Employees need to be held
accountable for their actions. No longer can IHS continue to protect, cover up, shuf-
fle, transfer, or perpetuate incompetency.

Second, we recommend that the THS be mandated to institute a formal process
for investigating any report of a questionable death or other unusual medical inci-
dent in any of its facilities. If problems are identified, immediate action must be
taken to correct the problem, including disciplinary action against any employee
who has failed to do their job.

Third, we recommend that the IHS mandate, as a condition of on-going employ-
ment, that its employees report any improper care or mismanagement that they ob-
serve, and that those reports be sent directly to Central Office. The standard of care
must be raised and every IHS employee should feel responsible for helping to fix
this problem.

Fourth, we recommend that ITHS be authorized and directed to immediately termi-
nate any employee who retaliates or threatens to retaliate against a person who
files such a report. The culture must change. Employees should be encouraged to
make improvements and find better ways of doing things, not intimidated into
maintaining the status quo.

Fifth, we feel strongly that each of the tribes who are served by a direct care facil-
ity should be given full and immediate access to any CMS, Accreditation or other
third party reports or studies performed on that facility. We further recommend
that all negative reports should be shared with this Committee and its counterpart
in the House. IHS needs to stop hiding the ball.

Sixth, we recommend that the THS be directed to insure that no tribe suffers the
loss of services or resources because of IHS mismanagement. The third party billing
from Medicare and Medicaid represented a sizable percentage of the Winnebago THS
Hospital’s operating budget.

Seventh, we insist that IHS mismanagement should not be used as an excuse for
eliminating or cutting back on services. Already, IHS is discussing how the under-
utilization of our facility makes it difficult to seek the funding necessary to fix its
problems. It like a death spiral—IHS creates an environment that people do not
want to go to. They refuse to admit patients because they fear further scrutiny.
Then they conclude that the hospital is too underutilized, so maybe they should shut
down some services. This is a totally unacceptable. It is a flagrant violation of the
Federal Government’s treaty and trust obligations, and someone should be fired for
even raising this as a possibility.

Eighth, tribes should be given a real role to play on the governing bodies of IHS
operated facilities, not just a token attendance right. Let me give you an example.
The THS will tell you that since the “corrective action plan” has been implemented,
our tribal Chairwoman has been invited to participate in the final interview process
for key positions at the hospital. This is true. What they do not tell you is that she
only received the resume just before the meeting and she was never told how many
others applied for the job, who they were, what the differences were in their creden-
tials, or even how many candidates there were.

The bottom line, Mr. Chairman, is that things need to change and they need to
change now. We have just heard that both the Pine Ridge and Rosebud Hospitals
are now threatened with a loss of CMS certification and we also know that many
of the things that CMS has documented at Winnebago are happening at other hos-
pitals throughout the Great Plains and Billings Regions. These are our families,
many of our people are veterans, and they all deserve better.

Two of your own Committee Staff Members were at Winnebago earlier this
month. Would any of you want to see one of them to end up in an emergency room
with THS Winnebago’s reputation, if they were involved in an automobile accident?

The Winnebago Tribe has already begun developing a draft plan to assume control
of this hospital under a P.L. 93-638 compact. For years we have trusted the IHS
to do its job. Over and over again, the IHS has failed. At this point, the Tribe feels
that it has no alternative. Contracting is a great thing, and our tribe already oper-
ates a number of programs under P.L. 93-638. At the same time, contracting or
compacting should be a tribal choice, not something forced upon us by circumstances
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like this. We know that if we move forward with this effort, we are taking on a
highly troubled enterprise. That is very concerning to us, and to our members.

Mr. Chairman, the Winnebago Tribe truly appreciates your efforts to date and
stands ready, willing and anxious to work with you, the Members of this Committee
and our fellow tribes to insure that our members receive the health care that they
deserve and that no other tribe suffers these same tragedies.

The CHAIRMAN. Thank you so much for your compelling and
heartfelt testimony. We are very grateful that you have come to
share that with us.

I will let you know that the prior panel has all stayed. They are
here in the audience in the room and are hearing every word that
all of you are saying, just so you know that your words are being
heard by them as well as by the Committee members.

I would like to turn to the Honorable Sonia Little Hawk-Weston.
Thank you for being with us.

STATEMENT OF SONIA LITTLE HAWK-WESTON, CHAIRWOMAN,
HEALTH AND HUMAN SERVICES COMMITTEE, OGLALA
SIOUX TRIBAL COUNCIL

Ms. LiTTLE HAWK-WESTON. Thank you. Good afternoon, Mr.
Chairman and members of the Committee. Thank you for holding
this important hearing. Thank you, Senator Thune for your help in
requesting this hearing.

My name is Sonia Little Hawk-Weston. I am the Chairwoman of
the Oglala Sioux Tribal Council’s Health and Human Services
Committee.

First, I would like to thank Senator Dorgan for the 2010 report.
The lack of adequate health care is one of the greatest challenges
facing our reservation and community. Clearly not enough progress
has been made since the 2010 hearing and Senator Dorgan’s re-
port.

Just last November, CMS cited the Pine Ridge Hospital for sev-
eral EMTALA and certification violations. This put the hospital at
risk of losing its right to participate in the Medicare program. This
would pose serious financial problems for the Pine Ridge service
unit which is underfunded as it is.

It is more than the funding issue we are worried about. The CMS
finding shows that the hospital failed to meet basic Federal stand-
ards for quality of care. CMS accepted IHS’s corrective plans but
the tribe is wary that this will result in a temporary fix. We want
to work with this Committee and the THS towards true lasting re-
form.

The tribal council hears ongoing complaints from our members
about the quality of health care on our reservation. In one case, a
tribal member with severe back pain was told several times that
a complete hysterectomy was needed. Thankfully, prior to the sur-
gery this member was seen at a non-IHS hospital off the reserva-
tion where the member was diagnosed with a herniated disk in the
spine and advised that no hysterectomy was needed.

Another tribal member went to the hospital complaining of chest
pains and was diagnosed and treated for acid reflux. Hours later
at home, this member suffered a massive heart attack and passed
away.
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Access to care is also a serious problem for our members. Often
the THS cannot provide the kind of services that tribal patients
need. Due to limited funding for purchase of referred care, THS
often refuses to pay when patient are referred to non-IHS providers
unless the issue is life threatening.

For example, IHS referred a tribal member to a specialist for an
assessment. The specialist said surgery was needed but IHS re-
fused to cover the cost of the surgery. What good is an assessment
if the patient cannot pursue the recommended treatment?

Those who do go to appointments often cannot pay when THS de-
nies the service. Members have shared with the council stacks of
THS denial letters and bills for medical services they have received.
Many tribal members cannot bring on lawyers to deal with the sit-
uation. Instead, they are plagued by debt collection actions and
credit score downgrades.

One member told us he is being pursued by a collection agency
for $72,000 for medical services. Our members cannot pay that.
Many of our members who are referred to Rapid City or elsewhere
for treatment do not have the means to cover the transportation
cost.

For on-reservation access to care, our hospital lacks the staff,
space and equipment to meet demand. The service unit estimates
it operates at 50 percent of need. Patients endure long wait times
to be seen by medical staff. Seriously ill patients cannot withstand
these wait times. Nobody should have to.

Further, we truly appreciate the efforts to address suicide pre-
vention but more is needed. Recently, a clinical psychologist
brought in to help a suicide prevention worked for one day before
quitting. Providers usually only stay as long as their contract term.

We need permanent physicians who will stay and become a part
of the community and get to know their patients. The area needs
to recruit, hire and retain skilled medical staff. That is not hap-
pening for several reasons.

One major factor is the critical shortage of housing for medical
staff. Limited funding for facilities and equipment is another chal-
lenge. Work environment is also a key factor in recruitment and re-
tention. Medical personnel want to work in a well managed facility
where high quality patient care is a priority.

We have heard that the practices of recycling problem employees
through reassignment or administrative leave cited in the Dorgan
report continues in our area. We would like this issue looked into.

We want greater transparency in the allocation of funding for the
Pine Ridge service unit. We cannot make sure the area is main-
taining its funds to ensure that the greatest amount of funds pos-
sible are used for direct patient services.

We hope this hearing will spur further reform but we are wary
of a temporary fix. We need to make sure that the Great Plains
area is managed in a way that patient care comes first, noncompli-
ance issues are nonexistent and our service unit is an attractive
place to work. All we want is quality health care for our people
without the struggles we currently endure to receive any health
care at all.
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This should not be unachievable in the United States of America,
especially when the United States of America bears treaty and
trust responsibilities to our people.

Mr. Chairman and Committee members, thank you for the oppor-
tunity to testify. I am happy to answer questions.

[The prepared statement of Ms. Weston follows:]

PREPARED STATEMENT OF SONIA LITTLE HAWK-WESTON, CHAIRWOMAN, HEALTH AND
HUMAN SERVICES COMMITTEE, OGLALA SIOUX TRIBAL COUNCIL

Good afternoen, Mr. Chairman and Members of the Committee. My name is Sonia Litile
Hawk-Weston, and I scrve as the Chairwoman of the Tribal Council's Health and Human
Services Committee for the Oglela Sioux Tribe. The Oglala Sioux Tribe Is the Jargest tibe of the
Great Sioux Nation, with move than 47,000 tribal members. Qur Reservation, the Pine Ridge
Reservation, spans more than 2.8 million acres, making jt larger than the States of Delaware and
Rhode Island combined.

1 am pleased to be here today to testify on the state of Indian health care in the Great
Plains Arca, and specifically on the Pine Ridge Reservation, as the lack of adequate health care is
one of the greatest challenges facing our Reservation community. It is also an issue requiring
federal attention and action on behalf of the United States. In the Sioux Treaty of 1868 (known
as the Fort Laramie Treaty) the Great Siowy Nation and the United States agreed on a guid pro
gwo; by torms of the Treaty, the United States promised to pravide certain benefits and annuities
to the Sioux Bands each year, including heaith care services, in exchange for the right to cccupy
vast areas of Sioux ferritory, Accordingly, it is our position that the obligation of the fedens]
govemment to provids adequate health care services to the Oplalz Siowx people, who arc some
of the paorest and most disenfranchised in the Naticn, is not only a moral responsibility, buta
lepal ons.

In 2010, this body held a similar hezring, exploring the urgent peed to reformm (he Indian
Health Service in what was then referred to as the Aberdecn Area, prompted by years of
vomplaints of mismanagement and substandard care. The hearing followed up on a formal
investigation of the Aberdeen Area, wlich resulted in a Report of Committee Chairman Byroa
Dorgan co:llﬁrming and documenting the daplornble condition of the Area's health care services
to Indians,

T am here today to testify thet, while some efforts have been made to improve the
administration and delivery of health care in the Great Flains Region, much work remaios, The
Oplala Sicuz Tribe is concerned that the THS Great Plains Area still stupggles with poor
manapement and lack of accountability, and that many of the prablems identified in the 2010
Hearing and Report continue, to a greater or lesser extent, today.

We need administrators in the Great Plains Area to focus on ensuring patient care, a
stable, well-manapged work environment and recmitment of permanent medical staff, The IHS
alsp needs to bring on more staff for third party collections and for paying referred claims in a
timely manner. [n 2013, the GAQ disagreed with IHSs position that i could not divert
resources to hire more contract health services (now called purchased and referred care) staff.
We need to be far-siphted, not short-siphted in the approach to fix the preblems in health care
delivery in the Great Plains Area, We look forward to working with this Comnmittee and the
Administration to make sure this happens. -

This testimany discusses same of the specific ongoing problems we face.

! In Criticel Condition: The Urgent eed to Reform the Indien Health Service’s Aberdeen Arem, Report af Chairman
Byron L, Dargan to the Committee on fodian Affairs, 111th Cong. (Dee, 28, 2000) (2010 Repoeri),
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Quaiity of Care and Accreditation/Cerfificmtion

Substandard quality of care and the resulting threat of loss of acereditation and
cerlification are ongoing issues for the S facilitics at Pine Ridge. Chairman Blorgan's 2010
Report coneluded that the Pine Ridpe Service Unit Hospilal was cne ol six facilities in the Great
Plains Area expericncing accreditation problems andfor Emergency Medical Treatment and
Labor Act (EMTALA) viclations. The Report specifielly cited n 2010 the Centers for Medicare
and Medicaid Scrviccs (ChS) report finding thet Pine Ridge Hospital “received a rumber of
EMTALA complaints in 2009 and 2010, which centered on insufficient care in its Emergency
Department,™

Clearly, insufficient progress has been made cver the last five years 1o address these
violations. In letfers dated November 24% and 251, 2015, the CMS staled thal based on recont
surveys the Pine Ridge Hospitel is in violation of several Medicare Canditions of Participation
for Haspitals and the EMTALA. As aresult, the Hospital is at risk of termination of its provider
agreement and loss of its right to participate in the Medicare prapram. The loss of Medicare
reimbursements would have significant financial consequences for the Pine Ridps Service Unit,
which takes in substantial amounts In third party collections, The Service Unit’s third party
collections for FY2015, as of December 2015, were approximately $8.4 million, with about $6.5
million at Pine Ridge Hospital, The Serviee Unit’s hospital and elinies faderal appropriations
arnovnt was just over $15 million for FY2015, Ifthe Servies Unit lost its ability to participate in
the Medicare program, it wauld be forced to operate on base funding alone. This would poss
drastic budget problems to an already woefully underfunded facility; the Hospital simply could
not operale on its bass budget alone,

Of course, apart from the fiinding iasuess, the survey findings underscore that the Hospilal
eorttinues to fail to meet basic federal standards for competency and quality of care,
CMS uncoverad numerous violations in jts surveys, conducted last October, including but not
limited to the follawing:

«  The Hospital’s paverning body “failed to ensure that medical staff was accountable
for the quality of care provided to palients”™ and abided by Hospital policies and
regulatory requirements, resulting in the Hospital's “inability to ensure the provision
of quality health care in a safe environment,”

«  The Hospital failed to cnsure that patient privacy and safety requirements were met.
Among other things, the survay feam diseovered unsecured scalpels, newdles, and
sytinpes readily accessible to patients, ineluding prisoners, and visitors in the
Hospital, including an unlockad syringa cart near & patient entremes and unlocked
cupboards in exem rocms where patients and family members were left alone. The
survey alsa found that the Hospital left prisoners and individuals at risk for suicide
unatfended, contrary to Hospital policy, thus endanpering staff, patients, and visitars
in the Haspital.

» The Hospital fafled to cnsure confidentiality of patient records, as computer monitors
with palient dala were vigible to patients and visitors, and medical records were found
left on the countertop in an unseeured room,

« The Hospital hes “failed to develop, implement, and maintain an eflestive, onpoing,
hospital wide [Quality Assessment and Performance Improvement] program® with
“nlans of action and measurable goals” as required by the Conditions of Participation.
The Hospital has no plan in place to address patient complaints and pricvances or
patient pain management. Members of the Hospiial's Qualily Manapement Oversight
Commities do not consistenily show up for Committee mestings, and several
meetings have been cancelled altogether due to poor attendance, In short, the
Haspital is failing to adequately monitor quality of care and implement performance
improvement measures.

22014 Report at 23.
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s  Medical records were found to be incomplete or inaccurate, and many contained
inforrmation on the wrong patient. Tn one case, a fernale patient was informed that she
had mmltiple ilnesscs, including liver disease and hepatitis C, which she did not in
fact have, That information related te a male patfent, and was wrongfully included in
the female patient’s chort, Hospital staff admitted this was a common problem, The
survey alsa yevealed instances of “pre-signed™ records, later fifled out by Hospital
staff.

» Hospital failed to provide medical sereening exom that was, within reasonable clinical
confidence, sufficient to determine whether an Emergency Medical Condition
existed. The survey cited that the Hospital discharzed & person with a displaced
Fracture in the head after the preliminary report of the CT scan was read as negative.
The CT sean raport, however, was timed after the patient was discharged, This
patient was nltimately retrieved alier discharge and airlifted to an off-Reservation
facility for treatment. This patient’s care was not presented for review through the
Quality Assessment Performance and Improvement Committes.

s Certain drugs were found to be stored in an improper environment, and expired infant
formula was kept in supply and not discarded. In addition, the Hospital “failed ta
ensure all drugs and biolagicals were kept in a sectre and Jocked area.”

+ Amang other broken equipment, the dish machine in the hospital litehen, used ta
wvash and sanitize cookware, has been braken sinee 2013,

» The Hospitat has “failed to ensure that there was an active infection control program
that monitored, investigated, controlled, and/or prevented or decreased the
opportunities for the spread of infections.” The hospital alzo failed to “cnsure
adequate processing of contaminated reusable medical instuments and the praper use
of mechanical sterilizers,” several of which were broken. In some instances, ditty
instruments were found sitting uncovered at vorious lacations throughout the
Hospital, Therc were no gowns or masks readily available in the isolation room in
the ER, The survey thus coneluded that the Hespital “failed 1o enswre infection
control policles specifie to each department.... This included the training [for] and
monitoring [of] the procedure for handling of disty or soiled revsable instruments and
the use of sterilizers to ensure those infection control measures were being followed
1o prevent or decrease the opportunitics for the spreed of infections

The survey also revealed that the Hospital had failed to implement an earlter Flan of
Correction submitted to CMS after a Tuly 14, 2015 survey that discovered EMTALA
deficicncics. In fact, the EMTALA survey conducted in Qutober was a follow-up to the July 16
survey, and revealed ongoing deficiencies even though the Hospital bad alleged compliance as of
August 26, 2015. The October survey found that the Hospital did not have o functioning and
effzctive Quality Assessment and Perfonnance Improvement committee, which the Hospital had
representsd would be utilized to implement its Plan of Correction, and that no eommittes
meeting had heen held since April, 2015,

Though CMS has acoepted new Plans of Correction submitted by IHE following the
November 24% and Novernber 25™ [etters, past experience gives the Tribe little reason to believe
that these plans will be fully and competently implemented or will resuit in lasting, meaningful
reform. For example, we understand that the Service Unit has made the decision (o borrow over
$1 million fram the Xyle Health Center to pay for contracts for cuipatient and ER providers at
the Hospital in order to comply with the Plans of Corection. Now that ihesc violations have
beap uncovared, the solution. must not be to divert funding from one under-rescurced part of the
Service Unit to another in a last-ditch effort to avoid de-certification. ‘We never sheuld have
ardved at this point. Simply put, the IHS should not be operating the Pine Ridge Hospital in 2
manner that threatens its accreditation or CMS cedification,
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Unforfunately, the Oglala Sioux peaple do nat nced CMS to tell them that THS is
aperating the Pine Ridge Hospital in an unsatisfactory—even dangerous—manner. The Oglala
Sioux Tribal Couneil and the Office of the President have heard ongoing complaints from tribal
members about the quality of care on our Resexvation, including frequent complaints of
misdiagnosis and mis-prescribed medications, In one case, a tribal member suffering severe
back pain was told seyeral times that a complete hysterectomy was needed and the member was
preparing for the procedure. In the meantime, the member was seen at a non-IHS haspital off the
Reservation, where the member was diagnosed with 2 herniated disc in the spine and advised that
in fact o hysterectomy was nesded and that it would heve been malpracties for any dactor to
perform one, Another irihal member went to the Hospital complaining of chest pains, and was
diagnosed and freated for ecid reflux. Hours later, at home, this tribal member suffered a
massive heart attack and passed away. Asother uribal member visited the hospital repeatedly
complaining of health problems, and was repeatedly told nething was wrong, until the person
was finally diagnosed with cancer, A few weeks later, this tribal member passed away. Stories
like these undermine our confidence that the [HS is abl to provide competent, quality care to
our tribal members on our Reservation,

Access fo Core Issues

Access to nevessary medical services is also a serions prablem for Oglala Siowx tribal
members. Oftentimes, the [HS cannot or does not provide the kinds of services that tribal
palients need, But because of limited funding for purchased and referred cars, previously
refermed ta as contract health services, IHS aften refuses to pay when patienls are referred to non-
[HS providers unless the issue is life-threatening. Thase that do ga to these referred
appointments oftenfimes cannat pay and they end up looking to the Tribe for financial help. We
have stacks of THS dznial letters and bills for medical services that our tribal members have
received and shared with the Tribal Council. In one collection, we have files shared with us by
cur members that contain approximately 212 claims submitted by 147 different claimants and
worth over $1,2 million. Several IHS denials state that although the care is a Pority 1 due i
lack of contract health funds IHS is unable to approve the 1eferral, THS’s numbers show that it
has denied 4,830 referrals sinee April 2013, In December 2015, TS reporls 539 rcfcrrals
denied,

Many patients simply choose not to po to their medieal appointments when they know the
IHS will not pay. As a result, these patients ultimately do not receive the medical care they need.
This pattern leads to a lack of preventive core, the development of chronic conditions, and the
overall deterioration of health en our Reservation.

We hear from our tribal members on a regolar basis about their access fo care prablems
and the impact of receiving IS denials of referred case, Many times if only the person received
preventive care, the needed specialized treatment or necessary medications, health conditions
would not have progressed to a chronic or catasirophic state. In one instance, a tribal member
with a painful joint problem was refetrcd to a specialist in Rapid City for an assessment. The
specialist told the fribal member that surgery was nzeded to alleviate the pain. When the tribal
mermber attempted to schedule the surgery, the IHS refused to cover ¥, saying they had agreed to
cover an assessment but ot a surgery, But what good is an assessment if the patient cannot
pursue the recommended course of treatment? In another instance, a tribal member fell and
called the Haspital Emergency Room but was told it was full, At & scrvice elinic, this patient was
advised that 2 bone was broken and was relerred to a specialist in Rapid City. The speclalist
notified this member that surgery was needed, but the THS would not pay for the surgery or the
visits to the specialist, so the member could not return for the surgery. Consequently, this tribal
member suffered with severe pain.
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Amnather {ribal member who did endergo critical surgeries following a car accident, and
was Iater hit with bills totaling approximately $250,000 becausc the [HS refused to pay,
Fortunately, this fribal member was able (o hire a Jawyer to help deal with the sifuation.
Hewever, many tribal membears, who receive direst hills often for stappering smaunts, eannat
bring on lawyers, mnd are piagued by debt collection sctions aud credit score dewmgrades, (HS
reghlarly denies prrchased and referred care based on procedural requirements even though [HS
does not provide education to members about what thase requirements are, As just one example,
a member recently shared a collection agency letter with our Couneil showing that the member is
being pursued for payment of more than $72,000 in medical hills. Cur members cannot pay that
amount.

The costs of transportation ta referred care is slso a very serious problem for our tifhal
members and the Tribe, itself. Many fribal members who are referred to Rapid City or clsewhere
Tor medical treatment simply do not have the means to cover the costs of transportation, even if
the services would be covered by the IHS or other insurance. 'When these patients are minors or
need to he accompanied by family or carcgivers for other reasons, the costs of travel are even
more prohibitive,

The Trike supplements transporialion costs out of ils general fund when it can, In the
past decade, the Tribe has spent just short of $3.5 million in medical emergency assistance for its
tribal members. About $2,9 millien was spent from 2010 throuph 2015, These transporlalion
costs are a significant amount of money that the Tribe badly nesds for other initiatives such as
community development, ecencmic development, and other prajects for improving Reservation
life, all of which are needed in cur efforis to overcome our poverty conditions and poor health
onteomes on our Reservation, | Oglala Lakota Counnty, on the western side of the Pine Ridge
Reservation, mare than 52% of our peaple live helow the paverty Jine and the average per capita
income is only £9,226. According to the LS. Cansus Bureay, Oplala Lakota County is the third
poorest county in the United States, The unemployment rate on our Reservation is well over
70% and our high school dropaut rate exceeds 60%. These statistics directly impact the health of
our fribal members and need to be addressed, Last year, upon tribal request, the THS reimbursed
a portion of the funding the Tribe diverted to cover medical transportation costs for our
members. Nevertheless, the Tribe should not have to front these costs and lose the ability o use
its general fund menies for othar purposes ta benefit the Tribe. Unforfunetely, the portion of
maonics that was reimbursed wenl right back out the door to cover costs of additional medical
cmergency assistance oeeds.

We are alsa concerned with the costs incurred by the fraquent use of airlifts or life-flights
1o facilities off the Reservation for specialized cere. Since the Pine Ridge Hospital often lacks
the care needed, airlifts to other facilittes are not unusual, The IHS covers the cost of the airlift if
the patient is determined to be Priority 1. Aizlifts can cost approximately $20,000 per trip.
Clearly, these trips result in a significant amount of meoney being peid out from the Pine Ridge
Scrvice Unit's already strapped budget. Furthermore end significantly, if it is determined that
the patient is not Prierity 1, the patient, ultimately, is billed for the airlift, and if the patient does
not heve Medicaid, Medicare or private insurance to look to, this massive bill falls to the palient.
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In terms of on-Reservation access to care, the Pine Ridge Hospital lacks the space, ataff,
and equipment to meet demand. The Pine Ridge Service Unit had documented a need for fetal
monitoring systems, telemetey gystems, surpery lights, a mwse call system, and dental chairs and
equipment, among other equipment needs estimated to cost approximately $35.5 million for FY
2016. In fact, the equipment needs are so dire that the Hospital waits for one of its IV Service
Unit Pumps to finally stop working so they can take parts from it to fix ancther ons. Thers are
not enough supplies for the IV pumps, and new ones that are needed would cost an estimated
3677,790. This is a critical piece of equipment that could mean the differcnee between life or
death in a paticnt emergency.

These unmet nzeds lead to an inability of our local facilities to address a varicty of
illnesses locally, el contribute to backlog and long wait times for medical stalT ta see patients.
The Pine Ridge Hospital is notorious for its long wait times, and it is generally understood that if
you need to tee a doetor st 2 Reservation facility you should clear your schedule for the day, as
your minimitn wait time is likely to be five howrs or mare. One tribal nrember waited five hours
at the Emergency Room without baing seen by medical staff even though the member presented
with severe pain. Ultimately, this member left unseen and went to an emergency room off the
Reservation where the member was told surgery was needed the next day due to 8 profuding
broken bone. Seriously ill patients cannot withstand these wait times, and nobady sheold have
to. Some have remarked of the Reservation elinics that, “if yon are not sick when you go in, you
are when you leave®™ because of the wait times. Additiopally, the Emergency Room is
backlopged with patients coming to raceive primary care services becanse thers is such a long
waif time to see outpatient providers.

Our Tribal Couneil pushed hard to have a Tribal Liaison position ereated between the
Tribal Council and the Pine Ridge Serviee Unit so that there would be an open line of
communication batween the two entities. The position was to provide an avenue for our eflorts
as Tribal Council to promate the interests and welfare of our members when they receive health
care from the Pine Ridge Service Unit. There is a grievance process at the Hospital for paticnts
to file complaints abeut their care, The Tribal Liaison reports to our Couneil’s Health and
Human Services Conunittes. However, when we ask questions to determine if grievances and
complaints are baing addressed, we are told that because of HIPAA they cannot answer onr
questions. We are, therefore, left in the dark about whether our members® pricvances are in fact
being addressed. Our fribal members, however, rely on our Health and Human Services
Commitice and the Council overall to get answers and ensure all is funetioning os it should at the
Service Unit. We, of course, want strict adherenca to HIPAA, but we want to make sure it is not
used as & general shield ta not answar any questions about the grievance pracess. We need to
develop a plan to ensure our Tribal Liaison position is being as effective as it shonld be and was
envisioned 1o be; such plan should include HIPAA. training on what information can and cannot
be chared,

Inndeguate Facilities

As ] have mentioned, the Pine Ridpe Hospital struggles with inadequate space to serve its
uger population. The THS Service Unlt profile states that the active user papulation exceeded the
designed user population in 2000, end that the Service Unit currently services a user population
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of 51,227, in a space that is already undersized to serve the Health Systems Planning estimated
user population of 22,000 patients.

The Hospital has used curtains and ad-hoe partial walls 10 improvise exam space, bul this
approach abviously risks breach of patient confidentiality. The single trauma reom is inadequate
and the Service Unit reports a need for additional space for the emergency depariment,
oulpatient, behaviaral health, conlracted specialty services, physical therapy, pecupational
therapy, respiratary therapy, dental, administration, and support services.

Further, the Haspital Lias ne psychiatric unit, and lacks any appropriate facilities to handle
psychiatric patients. The Hospital employs one psychiaizist and one psychiatiic nurse. Yet,
muldtiple individuals with immediate psychialre needs—some of them suicidal or homicidal—
came into the hospital on a daily basis. Medical staff an duty, who are not necessarily tradved in
psychiatric medicine, must be diverted from their assigned duties to supervise these palients until
they can be transferred to an appropriate facility ofF-Reservation. This disrupls services to other
patients in the Hospitel and puts Hospltal staff, patients, and visitors at risk aFharm.

Need to Recruit, Refain, and House Qualified Staff

I recently heerd of a clinfeal psychologist, brought in to help with suicide prevention and
other behavioral health issues, who worked for ore day before quitting, It is common for
providers to onty stay as long as the duration of their femporary contrect. Once their contract is
up, they move on, As aresult, there is a lack of trust between patients and providets, and
patients consiantly have to start over from square one as new physicians cycle through, Further,
the position vacancy rates at our facilitics hover around twenty pereent.

If we want to have any bope of 2 positive cutcome in the Indian heaith care system, we
ueed permanent physicians who will stay, become part of the comumunity, and get to know their
patients, The Pine Ridge Hospital Unit needs to recruit, hire and retain skifled medical staff.
That is not happening, for several reasons,

One major factor is the critical shortage of housing in Pine Ridge and the surrounding
areas. Medical and Hospital staff simply have nowhere to live. The housing shortage affects
every facility in the Pine Ridge Sexvice Unit:

The Pine Ridge Hospital has 43D positiens, but anly 104 housieg units.
The Kyle Health Center has 86 pesitions, but only 20 housing units.
The Wanhblee Health Center has 35 positions, but only 5 housing units,
The LaCreek District Clinic has & positions, but ¢ housing unita,

There are very limited housing options aveilable within 60 miles of the Hospital or within a
reasonable distancs of aur ather facilities, due 1o our isolated location. Pine Ridge also lacksa
local mote! or ather temporary housing for contracted providers and visiting prafessionals,

Limited fimding for medical staff, facilitias, and equipment is, of course, another
challenge in recritment and retention. In addition to an overall lack of funds for competitive
dalaries, IHS employecs are impacted by the uncertainty of continuing resalutions and the threat
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of govemment shutdowns when Congress fails to enact a tirnely budget. The lack of funding for
basic a0d necessary equipment and the inadequate facilities are also nnappealing 1o prospective
medical staff, as these inadequacies make their jobs much harder.

Significantly, however, work enviranment is also related to recruitment and retention,
Competent, professional medical personnel want o work in a well-managed facility where high-
quality patient care is a priority and where staff are rewarded for good performance, The CMS
survey findings clearly demonstrate, at the very least, that the Pire Ridpe Hoapitel is not belng
effectively managed and is not priorilizing improvement in patient care, This kind of
environmeant is demoralizing and discourages the kind of professionals we need to address our
urgent health care needs from applying or remaining on the Reservation.

In additien to qualified medical staff, we need trained, expert hospital administrators and
adminisirative staff. Administrators must priodiize recrutiment and a stable, well-managed work
environment. Further, the administrative staff shoul:l be Imined and proficient in third party
billing to enable aggressive pursuit of third party collections, s0 no aveilable health care funding
is left on the table, We were told that for the past three maonths, third party callections are only at
25% of the poals for our hospitals and clinies.

Administrative Leave

Senator Dorgan’s 2010 Report found that the THS used transfers, reassignments, details
ar lengthy administrative leave to deal with employees who had a record of misconduet or poor
peeformance, We have heard that these practices, and the “recycling™ of problem employees,
continue to persist throughout the Great Plains Area. 'We remain concemned about the use of
these practices and would like this Issus to bs examined and analyzed for its cffect on the
provision of gualily health care for our members.

Administration and Accountability

The Graat Piains Area Offica should be accountable to, and work in parinership with, the
Tribes it serves, The Oglala Sioux Tribe would like information clearly detailing the tudpet
received by the Area Office and how that budget is then allocated and spent, Tt is clear that the
levels of funding actually reaching our local facililies are grossly inadequate; the Pine Ridge
Service Unit estimates it operates at 50% of nced. But the Tribe Jacks the infarmation
necessary to evaluate whether the Arca Office is appropriately 1anaging its funding to ensure
that the greatest amount of funds possible are used for direct patient services. The Tribe would
like to see preater transparancy, accountability, meaningful partnership and consultation in the
allacation ef funding for the Pine Ridge Service Unit. In addition, when the Ares Office is
lisling and Slling job vavancies, the Tribe would like to be notified and involved with candidate
selection and interviews. Finally, the Tribe would like statisties and infarmation about patient
lawsuits against the THS, including the cost ta the IHS of defending aod settling such lawsuits.
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Use of Third Party Revenues

Third party resources are on inereasingly important component of IHS funding, but the
Oglala Siauyx, Tribe is cancemed that these rasources are nat being effectively managed or
utilized by the IHS to improve patient care.

In August of 2015, The THS used third party collections to pay an administative
scttlement of a unfon gricvanes in arbitration, The setilement had two categodes: 560 million for
back pay and back pay-related costs (such as payrol! taxes), and $20 miilion for administrative
costs and attorneys’ fees, Fifty million of the $60 million amount was peid from third parly
collections and $10 million from expired appropriations. The $20 million was paid ffom thea
current I'Y 2015 appropriations.

Under federal law, third party collections are primarily to be used “to achieve or meintain
sompHance with appliceble conditions and requirements™ of the Medicaid and Meadicare
programs, If there are amounts collected in excess of what is needed for this purpase, such
collections shall be used “‘subject to consultation with the Indian tribes being served by the
service unit ..., for reducing the health resource deficiencies (s detenmined in section 1621(c) of
this title) of such Indian fxibes.”® We are, therefore, prealy concerned by the el that there was
such & large amount of third party collections readily available to the IHS that was not being
used for maintaining compliance ar for reducing health resouvree deficiencies. We request that
Congress look into this matter.

Use of Teleheolth

Bffarts are currently underway fo utilize telchealih capabilitics for behavioral health an
the Pine Ridge Reservation pursuant to a Health Resources and Services Administration (HRSA)
prant, but the Oglala Sioux Tribe belicves that this technology should be used in 2 wider variety
of circumstances by the IHS. The use af telehealth technology conld be 2 powerful tool in
arddressing some of our most pressing concems related to the prohibitive cost and other burdens
of patient travel, as well as misdiagnosis and improper treatment, resulting from our remote
location and the lack of certain medical services and expertise at the Pine Ridge Service Unit.
Telehealth would provide access to experts while saving unnecessary paticnt travel costs fo
Rapid City and elsewhere,

Importantly, wa understand for telehealth to work in all aspects of the Hospilal, the
Hespital needs to be completely wired. At present, we do not have the techaolopical capabilities
as only 50% of the Hospital is wired. For fechnology purposes, we &lso need one central system.
Presently, we have three systems which causcs problems in communications within the Hospital.

Respiratory Henlth Services
We nesd accessible respiratory care services on the Reservation, Currently, our members

who need respiratory care services are sent to Minneapolis, Denver or Omaha, Ifthose members
are sble to be weaned off of such eare, they return home, However, if they are not able to be

335 U8.C. § 1641c)(1)E).
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weaned off the care, they stay far from home and eften end up passing away in these unfamiliar
locales, The CMS survey discovered that the Pine Ridge Hospital had contracted = single
respiratory therapist to provide respiratory services, but had failed to approve respiratory carc
policies and procedures for the Hospital, The Tribe would lilce these services available on the
Reservation 50 our members can stay near their homes and their family membears can have them

nearby.
Youth Swvicide Crisis

On February 17, 2015, the Tribal President issued a proclamstion declaring a state of
emergency on the Pinc Ridge Reservalion due to the hiph incidence of youth suicide, This isa
critieal problem that continues to plague our Tribe. According to FHS’s mumbers, an average of
30 persons with suicidal ideation with plan and infent visit the Pine Ridge Emergancy Room per
menth, with one month recording as high as 58 persons.

We appreciats the help of this Committee in highlighting this most important issue. Our
Tribe testificd at the Committee’s June 2015 hearing, We arc gratefu] that Congress provided
additional appropriations for methamphetamine and suicide prevention and treatment in the
Omnibus, We also appreciate the attention of the Administration toward combating youth
suicide on our Reservation and its foeus on Mative youth. Federal agencies came together to
[ocus on this epidemic. We, however, need a sustained, intense sffort.

QOur mission has to be to provide our youth with hope and this can enly happen by
improving the quality of life on our Reservation and raising our peaple aut of the eppressive
povertly conditions they cumently endure. This requires & comprehensive approach. Behavioral
and mental heallh care must be a pricrily as well as education and youth engagement. But we
also must address housing eonditions, eommunity mnfrestruefure and economic development. Tf
is only then that hope will not be elusive when our youth contemplate their futures.

An immediate need is to address the lack of adequate paychiairic care af the Pine Ridge
Hospital. As stated above, the Hospital has no psychiatric unit, and lacks any appropriate
Theilities to handle psychiatric patients. These paiients require specialized care for their own
safety and the safety of others, but as it stands, they are forced to wait hours just to be seen by
the one psychiatrist or by ather hospital staff who may not have the specialized training to help
them. In the past, the IFIS permitted volunteers to come into the Service Unit facilities to sit with
psychiatric patients, so at least they would not be lefi alone; howevet, the IFHS has been forced to
disallow that practice unless specifically requested by family members, Oftentimes, however,
the families of these patients have limited means of transportalion 1o even visit their loved ones
in the Hospital and cannot get to the Hospital te pravide the required request. As mentioned
above, the Hospital enrrently diverts staff to supervise these patients which takes staff away from
their other duties. We need to quickly implement s plan to address this issue,

Angcther immediate need Is to get our safe houses aperational. 'We have three existing
safe houses that provide safe spaces where youth can be secure outside of their homes, but they
are currently not nmning due to lack of funding for staffing and operations.
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Demtal Care Services Needs

We need more denlists to adequaltely provide dental care for owr members, We also need
capability for specialized dental eare on our Rescrvation to avoid members having to travel to
Rapid Cliy or elsewhere for specialty services such ns oral surgery, Finally, we need improved
dental cars. The general practice our members receive is to have their teeth pulled rather than
treatments and procedures to save the tooth,

Canelusion

The recent CMS survey findings confimm the experience of our tribal members that not
enolugh progress has been made by the THS to Imprave Indian health care service delivery on the
Pine Ridge Reservation. We hope that the survay findings and this hepring will pressure further
reform, but we remein wary of a temporary fix. Tt would not be aeceptable for the IHS to shore
up the deficiencies identifisd by CMS only by diverting resources or attention to the dettiment of
other arcas of the Ping Ridpe Scrvice Unit in a desperate attempt to maintain certification.
Ratler, in light of the Jongstanding and pervasive nature of THS substandard gquality of health
care in the Great Plains Arez, a ront and branch appraech is needed to achieve lasting reform.

Clearly, additionzl funding is necded. We need to make sure our Service Unit is fully
funded, However, we need more than dallars. ‘We also need to make sure that the Pine Ridge
Service Unit is managed in such 2 way that patient care undoubtedly comes first, noncompliance
isstes are non-existent and the Ugit is an attractive place to work for the best and brightest in the
medical and hospital adrninisiration ficlds. Ouwr facililies also need ta have the capability to
pravide specialty care, at least in some specific areas, to cut down on the excessive and
expensive travel our members must endure for health care services. We need Lo rectify the
colossal issue of IHS referral denials and the financial problems associaled with them,

All we want is quality health care for our peaple without the inordinately burdensome
and oftentimes horrific struggles they curzently suffer to receive any health cara atall. Certainly,
this shauld not be an unachievable gaal in the United States of Americe, especially when the
United States of America bears treaty and trust responsibilities to our people.

Thank you for the apportunity to testify.
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Supplemental Testimony

Thank you Cheimnan and Members of the Comunitiee for holding this imporlant hearing. The
witmess testimomy and answers from the Administration witnesses to your questions set farth the
unforinnate substandard quality of Indian health care in the Great Plains. In addition to the
réxquests in my written and oral testimany, [ offer, on hehalf of the Calala Sioux Tribe, certain
recommendations for following up on this hearing so that we can be sure conerete steps are being
taken to address the many problems with health care delivery in the Great Plains that were
identified during the hearing, A comprehensive plan is needed to address the many factors that
contribute to the subsiandard quality of health care in our region. Our initial recommendations
are set forth below and should be considered as steps toward the development of &
comprehensive plan,

We request that workgroups consisting of Tribal Leaders and tribs] heallth personnel,
Administration officials and Congressional staff be formed o tackle the various issues identifisd
during the hearing that need 1o be addressed for quality health care to be realized in the Great
Flains Region. Workgroups on the following issues would be helpful: recruitrnent and retention
of physicians, ather medical staff and hospital adminisicators; housing for such sialf; operations;
purchased and referred care; facilitica and equipment; welehealth and billing. While this isnot an
exhaustive list, it wonld be a start and it would sontinue the focus and efforts in areas we know
need improvement. The mission of cach workeroup would be to analyze the problems
associated with ¢ach Issue area and develop practical and real solutions ta the identified
problems, Barriers to quality health care and needs to avercome such barriers, whether they be
administrative, lack of adeguate funding or other would be anelyzed and detailed. Ttis only by
closely examining the root causes of why the Great Plains Area contirues to fail to adequarely
carry out its responsibilities io provide guality health care to our people five years after Scnator
Dorgan’s Report and by casting a wide net of ideas 10 address those rool causes that we can
expacl lo achieve the lrue reform we need.

We also request thet the United States Senale Cemmittee on Indian Afalrs require the Indian
Health Service 1o submit a monthly report to Congress which sets forth av feast the following
information abaut the IHS Great Plains Area: the status of Centers for dedicare and Medicaid
Services (CME) survey findings and JHS correction plons; the efforts of the THS fo recruit and
retain medieal and hospital administrator staff; the number of referrals denied by the THS: third
party billing statistics; staffing vacancies and staflfing needs; slatislics regarding staffing
reassignments, administrlive leave and tele-work; sfforls to incorporate telshealth in the Service
Units; facilities and equipment needs; efforts to address psychiatric care needs; efforts to addrese
dental care needs; and cfforts to address patient wait times to see medical staff. This list of
subject metters is not exhaustive. However, we believe that requiring the IHS to provide the
Comumiltes this information on 2 monthly basis will not only help track actions by the IHS and
identify ongoing problems with the provision of health carc in the Great Plains Area, but it will
also jnstill a greater level of accouniability on the IHS as it carries out its dulies to provide health
care bo our people.

The Oplala Sioux Tribc thanks the Commilles oncs again for holding this important hearing. We
respectfully request that you keep the issue of the quality of health care in the Great Plains at the
foreltunt of your work. By doing so, the Congress, the Administration and the Tribes will be
able ko make sure that proper steps are taken toward finally achicying the reform we nged 1o
ensure quality health care for native people in the Great Plaing Arsa,

The CHAIRMAN. Thank you very much, Ms. Weston.
If I could ask the Honorable William Bear Shield to testify.

STATEMENT OF HON. WILLIAM BEAR SHIELD, COUNCIL
REPRESENTATIVE, ROSEBUD SIOUX TRIBE

Mr. BEAR SHIELD. Honorable Chairman Barrasso, Vice Chairman
Tester, members of the Committee, and Senator Thune, good after-
noon.



76

I am William Bear Shield, an enrolled member of the Rosebud
Sioux Tribe of South Dakota. My family has served as public serv-
ants for generations. My father, William Bear Shield, Sr., was
Chief of Police for the City of Gregory, South Dakota and killed in
the line of duty on July 26, 1976.

We have served during World Wars I and II as well as in the
Korean and Viet Nam Wars and in current wars. I served in the
United States Army and was a combat veteran during Desert
Storm. I lost my hearing from artillery fire during combat. Since
Desert Storm, I have suffered nerve problems, skin irritations, back
problems and had cancer surgery.

After receiving an honorable discharge in 1991 from the United
States Army, I returned home and was elected to Tribal Council in
the fall of 1991 for the first seven terms and served on the Rosebud
Tribal Health Board for several terms.

In 2011, I was again elected to Council and I was placed on the
Health Board and elected Chairman. I also have been designated
by the Tribe to sit on the Great Plains Tribal Chairman’s Associa-
tion and Health Board which covers the States of Nebraska, North
Dakota and South Dakota.

Because of health concerns for tribal members being mistreated
at the Sioux San Hospital in Rapid City, the tribes created the Uni-
fied Tribal Health Board of which I am currently the Chair. This
board allows for support and advocacy of our membership in the
Rapid City area.

I recently have been nominated to sit on the Health and Human
Services Secretary’s Tribal Advisory Committee.

I want to start by thanking you and the Committee for sending
out your staff to our area last month to gain insight into our con-
cerns. I am here on behalf of President William Kindle and the
Sicangu Lakota Oyate.

Our utmost concerns are quality and safety of health care for our
people. These concerns have been ongoing for generations and un-
fortunately for our tribe, continue to get worse. The lack of funding
plays a crucial role in our challenges. However, we have witnessed
firsthand the level of mismanagement and unethical practices both
at the area level as well as at the local level that is completely un-
acceptable and disrespectful to our ancestors and our treaty with
the Federal Government.

The dysfunction of the Great Plains area has only grown in in-
tensity since 2010. Our people continue to pay the price for these
atrocities with our lives and health. I would like to take the oppor-
tunity to share with you some of these concerns.

Our tribe has organized numerous meetings with IHS leadership
nationally, regionally and locally, HHS leadership and congres-
sional leadership over the past 15 months. We have been voicing
our concerns and demanding to be involved. We have said that the
current situation was going to occur and wanted to prevent it but
we went unheard.

HHS acknowledges the trust responsibility and the need for
meaningful consultation with the tribes in their testimony today
but their actions contradict this. Just this week, the decision was
made to remove our current director from the Great Plains area
and a replacement was appointed. However, there was no tribal
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consultation regarding this. This is only one example but the point
is their actions do not align with their words.

We want an explanation as to why the past area director was
abruptly detailed somewhere else and is not here today to answer
our concerns.

On November 16th, CMS came to our IHS facility for a full hos-
pital recertification survey and to investigate alleged EMTALA
complaints. Two days into the survey, they found significant qual-
ity and safety issues in the emergency department that posed an
immediate and serious threat to any individual seeking care and
placed the service in an immediate jeopardy status. This extremely
significant finding was not timely addressed by IHS.

At 4:00 p.m. on Friday, December 5th, our tribal health adminis-
trator and president were informed that HHS continued to identify
significant issues in the ER and they were going to be relieving
multiple staff of their duties. Therefore, effective the following day,
Saturday, December 6, 2015, the THS was suspending their des-
ignation as a dedicated emergency service.

The tribe was outraged. The lack of planning and communication
on the part of IHS caused severe and significant hardships to our
communities and surrounding healthcare facilities. In fact the sur-
rounding hospitals, who then became responsible for providing this
service to our people, were not contacted by IHS at all.

Furthermore, we were informed this diversion would last about
six weeks. We are still on diversion and have been informed it
could be another 30 to 60 days.

Another interesting fact is that no employees were relieved of
duty. The same staff providing care in the ER is now the same
staff providing care in the urgent clinic. To put this in perspective
from a patient view, three weeks ago our ambulance was dis-
patched for a patient having chest pains. They responded within 10
minutes of the call. Immediate CPR was started and the patient
was transferred to the nearest ER in Valentine, Nebraska, over 50
miles away. Our hospital was seven miles away.

The staff at Valentine worked on our relative but unfortunately
he did not make it. This diversion poses real life or death risk to
our people. We cannot predict when an emergency will happen but
we are confident that the longer the service is available, the higher
the risk to our people. This is unacceptable.

Over the past year, we have had at least five executive level posi-
tions filled with acting problematic employees who have been asked
to leave other reservations in our region. These employees played
a huge role in getting us in the situation we are in today.

We have been informed of recent hiring practices of at least five
nurses of whom at least one did not have an active license and
three were hired with temporary licenses. Furthermore, the reloca-
tion expenses and hiring practices with regard to these nurses was
extraordinary.

We have been informed that the interview of one of the nurses
was conducted in another language. How is this justifiable when
we have elders that only speak Lakota who now are being expected
to understand and convey their health issue to these providers.

It is a direct reflection of the severe lack of leadership and over-
sight of our facility and of the Great Plains area. The disheartening
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and traumatic realities described above are the creation of choices
to create treaties long ago, choices to dishonor those treaties, budg-
et choices, allocation choices, the choice of professional leadership
to act unethically and against the exact mission with which they
are tasked and the health and behavioral choices of individual peo-
ple.

If there is to be meaningful and sustainable change, all of these
issues must be explored and addressed. Such public and political
education will only occur when the current dangerous status quo
is exposed and a mobilization by politicians, native communities
and the healthcare community unite for change.

Until then, the premature deaths of our people and this dysfunc-
tion we speak of will continue to flourish. We expect change. We
are here willing to be an active player to achieve this change we
dream of. We will not accept anything less than you or the Presi-
dent of these United States or anyone else expects of your
healthcare and needs of your loved ones.

In the next couple of week through written testimony, we will
offer solutions to our healthcare woes. We need your help. Address
tribal resolutions. Besides addressing the budgetary shortfalls, cut
the wasteful spending of the area office. Get rid of the area office.
It does us no good. Historically, they work against us.

Help us get funding straight to our service units from HHS
where the money will go towards the health care of our people.

I would also like to thank Senators Thune, Rounds, Franken and
Heitkamp for their letter to the Committee and asking for this
hearing.

It may be too late for many of our members, but it is not too late
to make a change for better health care for the Native children
that come from the poorest counties in our Nation.

Thank you.

[The prepared statement of Mr. Bear Shield follows:]

PREPARED STATEMENT OF HON. WILLIAM BEAR SHIELD, COUNCIL REPRESENTATIVE,
ROSEBUD SIOUX TRIBE

Good afternoon, Chairman Barrasso, Vice Chairman Tester, and Members of the
Committee:

I am William Bear Shield and an enrolled member of the Rosebud Sioux Tribe
of South Dakota.

My family has served as public servants for generations, my father William Bear
Shield was the Chief of Police for the City of Gregory, South Dakota and was killed
in the line of duty on July 26th 1976. We have served during World War I and II
as while as the Korean and Viet Nam War. I served in the United States Army and
was in combat during Desert Storm. I lost my hearing from artillery fire during
combat. Since Desert Storm I have suffered nerve problems, skin irritations, back
problems and had cancer surgery.

After receiving an honorable discharge in 1991 from the United States Army, I
returned home and was elected to Tribal Council in the fall of 1991 for the first
seven terms and served on the Rosebud Tribal Health Board for several terms. In
2011 I was again elected to Council and I was placed on the Health Board and elect-
ed Chairman. I also have been designated by the Tribe to sit on the Great Plains
Tribal Chairman’s Association and Health Board which covers the States of Ne-
braska, North Dakota and South Dakota. Because of health concerns for Tribal
members being mistreated at the Sioux San Hospital in Rapid City the Tribes cre-
ated the Unified Tribal Health Board which I am the Chair of. This board allows
for support and advocacy of our membership in the Rapid City area. I recently have
been nominated to sit on the Health and Human Services Secretary’s Tribal Advi-
sory Committee.
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I want to first start out by thanking you and the committee for sending your staff
out to our area last month to gain insight to our concerns.

I am here on behalf of President William Kindle and the Sicangu Lakota Oyate.
Our utmost concern is the quality and safety of healthcare for our people. These
concerns have been ongoing for generations and unfortunately for our Tribe con-
tinue to get worse.

The lack of funding plays a crucial role in our challenges however, we have wit-
nessed firsthand a level of mismanagement and unethical practices both at the Area
level as well as the local level that is completely unacceptable and disrespectful to
our ancestors and to our treaty with the federal government. The dysfunction of the
Great Plains area has only grown in intensity since 2010, our people continued to
pay the price of these atrocities with their lives and health.

I would like to take this opportunity to share with you some of our concerns.

Mutliple Attempts for Meaningful Consultation to Prevent the Current Sit-
uation

Our tribe has organized numerous meetings with THS leadership nationally, re-
gionally, and locally, HHS leadership, and congressional leadership over the past 15
months. We have been voicing our concerns and demanding to be involved. We have
been saying that the current situation was going to occur and wanted to prevent
it. We went unheard.

The HHS acknowledges the trust responsibility and need for meaningful consulta-
tion with tribes in their testimony today but their actions contradict this. Just this
week the decision was made to remove Ron Cornelius as the Great Plains Area Di-
rector and a replacement was appointed however, there was NO tribal consultation
regarding this. This is only one example but the point is their actions are not
aligned with their words. We want an explanation of Ron Cornelius’ abrupt detail
and not being here today to answer to our concerns.

Closure of ER Services

On Nov 16th, CMS came to our IHS facility for a full hospital recertification sur-
vey and to investigate alleged EMTALA complaints. 2 days into the survey, they
found significant quality and safety issues in the Emergency Department that posed
an immediate and serious threat to any individual seeking care and placed the serv-
ice in an Immediate Jeopardy status. This extremely significant finding was not ad-
dressed by IHS timely. At 4pm on Friday Dec 5th, our tribal health administrator
and President were informed that ITHS continued to identify significant issues in the
ER and they were going to be relieving multiple staff of their duties and therefore
effective the following day, Saturday Dec. 6th the IHS was suspending their des-
ignation as a dedicated Emergency Services. The tribe was outraged. The lack of
planning and communication of the part of IHS caused severe and significant hard-
ships on our communities and surrounding healthcare facilities. In fact the sur-
rounding hospitals who then became responsible for providing this service to our
people, were not contacted by IHS at all. Furthermore, we were in formed this di-
version would last about 6 weeks, we are still on diversion and have been informed
it could be another 30-60 days. Another interesting fact is that no employees was
relieved of duty. The same staff providing care in the ER is now the same staff pro-
viding care in the Urgent Clinic. To put this in perspective from a patient view, 3
weeks ago our ambulance was dispatched for a patient having chest pain. They re-
sponded within 10 mins of the call. Immediate CPR was started and the patients
was transferred to the nearest ER in Valentine NE over 50 miles away. Our hos-
pital was 7 miles away. The staff at Valentine worked on our relative but unfortu-
nately he did not make it. This diversion poses real, life or death risk to our people.
We cannot predict when an emergency will happen but we are confident that the
longer this service is unavailable, the higher the risk to our people. This is UNAC-
CEPTABLE!

Recycling of Problem Employees

Over the past year, we have had at least 5 executive level positons filled with Act-
ing problematic employees that have been asked to leave other reservations in our
region. These employees played a huge role to get us in this situation.

Recruitment Practices

We have been informed of recent hiring practices of at least 5 nurses of whom
at least 1 did not have an active license and 3 were hired with temporary licenses.
Furthermore, the relocation expenses and hiring practices with regard to these
nurses was extraordinary. We have been informed that the interview of one of the
nurses was conducted in another language. How is this justifiable? When we have
elders that only speak Lakota and now are being expected to understand and convey
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their health issue to these providers. It isn’t, but it is a direct reflection of the se-
vere lack of leadership and oversight of our facility and of the Great Plains Area.
The disheartening and traumatic realities described above are the creation of
choices. Choices to create treaties long ago. Choices to dishonor those treaties. Budg-
et choices, allocation choices, the choice of professional leadership to act unethically
and against the exact mission they are tasked with and the health and behavioral
choices of individual people. If there is to be meaningful and sustainable change
here, all of these issues must be explored and addressed. Such public and political
education will only occur when the current dangerous status quo is exposed and a
mobilization by politicians, native communities and the healthcare community unite
for change. Until then, the premature deaths of our people and this dysfunction we
speak of will continue to flourish. We expect change. We are here willing to be an
active player to achieve this change we dream of. We will not accept anything less
than you or the president of these United States expects for your healthcare and
that of your loved ones. It may be too late for many of our members, but it is not
too late to make a change for better healthcare for the native children that comes
from the poorest counties in our nation.
b This concludes my testimony and I am happy to answer any questions you may
ave.

The CHAIRMAN. Thank you for your testimony and thank you
also for your service.

Our next witness to testify is Mr. Jace Killsback, Executive
Health Manager, Northern Cheyenne Tribal Board of Health from
Lame Deer, Montana. Thank you so much for joining us today.

STATEMENT OF JACE KILLSBACK, EXECUTIVE HEALTH
MANAGER, NORTHERN CHEYENNE TRIBAL BOARD OF HEALTH

Mr. KiLLSBACK. Thank you, Chairman Barrasso and distin-
guished members of the Committee who are still here with their
staffers.

I am submitting written testimony so a lot of the issues that
were brought up we share that sentiment with the tribes. I do
thank Senator Thune, the non-Committee member, for sticking it
out with us.

On behalf of the Northern Cheyenne Tribe and the tribes of Mon-
tana and Wyoming, your State, I provide this testimony.

It was my ancestors, my great grandparents, who paid for goods
and services in exchange for lands, freedom and peace with their
blood. We expect nothing less in return with our treaty rights and
our trust responsibilities. That is not being fulfilled by the Federal
Government.

It took a lot to come here to the place of power, for my office to
come here, getting resources to travel here. I would like the staffers
to take these messages to their bosses. It would have been more
appropriate for the tribal leaders here to speak first; they have
traveled a long way.

I am reiterating the fact that IHS is a broken system, a broken
system with no funds. Constantly having to deal with decisions and
budget cuts and never being able to recover from sequestration,
tribes constantly ask and have in the last few years for advance ap-
propriations and to have our funds protected from discretionary
title. We have an entitlement to these funds.

We learned through the Affordable Care Act that IHS is not
health insurance. Indian tribes were left in the dark when it rolled
out because none of our community members were able to be prop-
erly empowered or educated on the importance of having health in-
surance.
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This opportunity is being missed by the IHS as a means to im-
prove or enhance their third party collections. The culture we
talked about today, the culture of misdiagnosis, poor customer serv-
ice, lack of resources, not having proper equipment, losing accredi-
tation, will continue.

I ask the leadership, the Senators and their staffers, do you
know the difference between direct service tribes and self govern-
ance tribes? Do you now the dichotomy that exists with the budget
formulation process tribes currently go through right now?

Do you know that we, the Northern Cheyenne, view this as a tac-
tic of divide and conquer amongst tribes who fight over scraps for
THS funding? Funding is an issue. We know it is the major issue.
We wonder why and how these areas, the Great Plains, the Billings
area, the Rocky Mountain area, consistently have to deal with
THS’s substandard quality of care and the lack of resources. The
tribes are labeled the do nothing tribes or the handout tribes.

One of our elders likened it to the old notion of hang around the
fort. Which tribes hang around D.C.? In the past, which Indians
hung around the fort to receive rations first? Tribes who do not
have the resources or the wherewithal, the consultants or the law-
yers to travel to this place of power, Washington, D.C., to get help
or get your ears, are the ones left out.

Capacity is an issue. Capacity is an issue for tribes in our region
because our tribal governments lack those resources. When we try
to move forward towards Title V under the 638 law, we are met
with red tape and resistance because career and legacy IHS em-
ployees do not want to lose their jobs.

It should be the opposite. They should be working themselves out
of a job and letting us become more self reliant and self deter-
minant as tribal nations.

The healthcare system and the Federal Government, I want to
again reiterate that the bureaucracy is causing these issues we are
talking about, that our tribal counterparts are mentioning.

A perfect example was contract support costs. Self governance
tribes agreed probably at the detriment of direct service tribes to
take funds from the headquarters and tribal shares to pay for fully
funding contract support cost claims. That is a perfect example of
this divide and conquer tactic.

Other issues I wanted to bring up are in regard to the issue of
life or limb. The PRC changed its name to Patient Preferred Care
but it is still CHS. Often doctors in our local IHS service units have
to game the system to get a CT scan. It may be considered a Level
2 service but they will find a way to game the system and make
it a Level 1 so their patient who they care about can get that CT
scan.

Yesterday I heard my board member lost his wife to cancer. If
she had gotten a colonoscopy sooner, maybe they would have been
able to treat the cancer. The issue was the doctor said there was
no blood in her stool so they could not refer her out.

That touches home because that is a tribal leader who lost his
wife because of this direct care. As direct service tribes, we con-
stantly have to battle funding issues related to the PRC system
and the level of care we ask for. This is a trust responsibility and
a treaty right.
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Solutions I want to recommend in closing are you heard about
recruitment and retention. THS does need to be able to compete
with the private sector. There need to be more opportunities than
just the loan repayment program.

In Montana, recently the legislature passed the Help Act which
provided us with Medicaid expansion. In consultation with the
tribes, the State of Montana and the Governor created an Office of
American Indian Health to deal with the health disparity that Sen-
ator Tester mentioned earlier, that a whole generation of Indian
people in Montana is dying before our white counterparts.

We think there should be some facilitation to improve and in-
crease tribal-State relations and also build capacity and in the
transition for direct service tribes to self governance. We hope the
Committee hears these and we thank the distinguished members
of this Committee for allowing me to express the views of the
Northern Cheyenne Tribe and the region of the Billings area.

Thank you.

[The prepared statement of Mr. Killsback follows:]

PREPARED STATEMENT OF JACE KILLSBACK, EXECUTIVE HEALTH MANAGER,
NORTHERN CHEYENNE TRIBAL BOARD OF HEALTH

Chairman Barrasso, Vice Chairman Tester, and Members of the Committee,
thank you for holding this important hearing on the substandard quality of health
care experienced by Indians in the Great Plains and more specifically in my region,
the Rocky Mountain Area which includes both the Chair and Vice Chair’s home
states Montana and Wyoming.

On behalf of the Northern Cheyenne Tribe and the Tribes of Montana and Wyo-
ming, I submit this testimony.

My ancestors, my great grandparents paid for goods and services in exchange for
lands, our freedom and peace—with their blood. Their sacrifice was made for me,
my grandchildren and their grandchildren into perpetuity. Because of our Treaties
with the federal government and your promises to my people there is a trust respon-
sibility for your government to provide health care to my People: Your trust respon-
sibility is not being fulfilled! I come to you revealing a tragic and sad truth: health
care is rationed and inadequate for the Northern Cheyenne and surrounding Direct
Service Tribes. We are required to utilize this inadequate, hostile system in our iso-
lated and frontier parts of the United States—the places we call home.

THS: A Broke and Broken System

The Senate Committee on Indian Affairs should be experts now on the funding
issues that plague the Indian Health Services (IHS). For years the data show that
the THS has continually operated on a close to 40 percent budget. IHS has never
been fully funded based on need. In addition, the IHS Budget has never recovered
from budget cuts, recessions and sequestration. We all should know by now that in-
creased funding and advanced appropriations will make a huge and positive impact
in the IHS healthcare system. Even more important, Congress needs to protect the
THS budget from discretionary funding and budget cuts. Of course these realities
help create and sustain a health care system that the Northern Cheyenne and other
DSTs are forced to utilize because it’s the only game in town. No matter that it is
substandard, lacks any real resources, and is not customer-friendly or culturally ap-
propriate toward its patients. We need to be progressively aggressive in preventing
and treating diseases in our communities, to remain eligible and mission driven to
meet accreditation standards and to effectively compete with the private sectors.
THS is not a public health system.

IHS is not health insurance. We learned this the hard way with the implementa-
tion of the Affordable Care Act in Indian Country. This distinction about insurance
was not made clear in our communities and the federal government missed an im-
portant opportunity to educate and empower tribes and Indians. Now that tribes
have to subsidize the underfunded IHS system with other agency grants, third-party
revenue and even Tribal dollars, when possible. Tribes have to be more and more
creative in providing support for the direct health care of our tribal citizens. I say
direct care because the Tribes in our regions are still a majority direct service tribes.
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Direct Service Tribes

How many distinguished members of the committee know the dichotomy of the
THS Tribes? It is Public Law 93-638, the Indian Self-determination and Education
Assistance Act of 1975, empowered and created authorities for to tribes to be truly
sovereign nations in managing and governing federal resources for their people. In
healthcare, PL—-638 has shown that the levels of tribal government capacity in re-
gard to self-governance varies within the 12 ITHS regions. Most commonly, the
Tribes in Montana, Wyoming, South Dakota and North Dakota remain Direct Serv-
ice Tribes. And in the more recent decade, this label has had a negative connotation
that is associated with the “do-nothing tribes, hand-out tribes, or the tribes who
don’t have stable governments, lack tribal resources to hire consultants and lawyers,
who lack funds to lobby and travel to the place of power—Washington DC.” The
playing field for tribes is far from level.

Direct Services Tribes receive health care directly from the federal government
and these areas that still have direct service tribes tend to be viewed by other
Tribes and by IHS as unsophisticated and uneducated governments who lack the
understanding to taken advantage of Title 5 of the Indian Self-determination Act.
The scrutiny is that if we, the Direct Service Tribes of the Great Plains and Rocky
Mountain Area complain so much about IHS, than why don’t we just take over the
clinics, hospitals and programs and run them ourselves? First of all, why should we
have to? But, it’s just not that easy to do.

Tribes like the Northern Cheyenne still have our language and our ceremonies,
we still have customs and traditions that are original to this land and seem foreign
to the federal government. The Northern Cheyenne were one of the last tribes to
liy down our arms against the US Army. We resisted the longest and now we suffer
the most.

Now when Tribe’s in our areas want to contract or compact, we are met with re-
sistance and red tape. Federal employees who work for the IHS would be working
themselves out of a job if they help to ensure that the Tribes and Tribal Health Pro-
grams can properly manage their own health care functions, the purpose of PL-93—
638. In the DST-dominant areas of IHS, our federal Indians are career driven and
legacy minded professionals who are quick to hinder our efforts instead of helping
our cause to be self-determined in our healthcare. Examples include the contracting
of clinics, business office functions and the Patient Referred Care for tribal premium
sponsorships programs under the ACA.

The healthcare system under the Federal Government is set-up as a divide and
conquer tactic that can be compared to the “hang-around the fort Indians” concept
where those who are in Washington, DC (the fort) get the help (the food and health
rations) first.

Direct Service Tribes are pitted against the Self-governance Tribes annually when
it comes to IHS and HHS Budget Formulation process. Priorities of one group
versus another group are discussed and debated on where the already underfunded
budget allocation (or increases) for IHS will go. The federal government has us
fighting over scrapes again and history is only repeating itself.

The problem with this and the difference between Direct Service Tribes and Self-
Governance Tribes is capacity. As a direct service tribe, I know we are still making
gains to build our capacity to be able to take over our clinic and run it the way
we would like in a culturally significant manner, free of federal bureaucracy. But
because we, ourselves, have been given a tribal government system through the In-
dian Reorganization Act that assures a revolving door of tribal instability, we con-
tinually have to start over every two years to make any real progress towards true
self-governance. Yes, this portion of the situation is ours and we are moving towards
tflibal government reform and we will revise our tribal constitutions: we will get
there.

Take for example the hot issues of Contract Support Cost (CSC). The fact is the
THS had to eat the cost of fully funding CSC last year and did so mostly at the ex-
pense of Direct Service Tribes. Then on May 22, 2015 we learned that the THS paid
out $68 million to settle overtime disputes with 20,000 ITHS employees. $48 million
came from the third party billing revenues Tribes fight to bring in to fund our sys-
tem. Why was that funding sitting at Area THS offices, available for re-purposing
when our People are desperate for doctors and other health care providers? Again,
11 THS doctors were sent to Africa to address the Ebola Virus outbreak—when our
own People are dying in a health system with nearly 40 percent vacancy rates for
physicians in the Great Plains Area, alone. Here we have an already underfunded
healthcare system being gouged to take from its coffers money funds and capacities
that are supposed to be used to provide direct health care for tribes like the North-
ern Cheyenne. And now these funds are being used to pay for indirect cost for tribes
who are empowered and experts of PL-638 and who provide their own tribal health
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care; back pay from a mis-managed personnel system and for Peoples overseas with
whom the federal government does not have a trust responsibility!

In the case of the CSC case, the federal government with approval of Tribes
(mostly self-governance tribes) agreed to support the taking money from the direct
service tribes to pay for the majority of self-governance tribes contract support cost.
Sure, the Northern Cheyenne will be settling our CSC claims but it is sad to think
that the money is coming from our IT support shares from headquarters or the THS
nurses and doctors salaries in Lame Deer, Montana.

So why doesn’t the committee question the system they authorize and fund? This
system is still a paternalistic model of colonization. There are tribes at all different
levels of success and self-governance. Take a look at the Tribes in the Great Plains
and Rocky Mountain areas and see where our capacity is and see how our relation-
ship with the federal government is. It has become normal and “ok” to: be
misdiagnosed by locums who are contacted on the weekends to work in our ERs;
to wait until you're going to lose a leg or your life in order to be referred out to
receive the right healthcare you need; for a baby to be born in a car on the way
to the Northern Cheyenne hospital because IHS no longer delivers babies at Crow
hospital. If you go out of IHS to make a life decision for your family or yourself that
does not meet the THS standard of “life or limb,” you will have to pay for it yourself.
Many of my people have been sent to debt collectors or had their fixed incomes com-
promised because they could not pay for medical care that THS denied. This protocol
has administrators making business decisions over medical providers’ medical direc-
tions. Now you have doctors at the local level learning ways to game the system
in order to ensure that a tribal member receives a CT scan that will eventually save
their life versus waiting until one’s health erodes into a far more costly and life-
threatening condition.

Since we cannot get referred out to for “Level 2 or Level 3” services under the
PRC system, tribal members remain in pain or their diseases go undetected and un-
treated. Most become addicted to pain bills or lose faith altogether and resort to self-
medication with alcohol or substance abuse. This vicious cycle, along with the cir-
cumstance I mentioned with the funding and capacity issues for Tribes, makes one
believe that the Indian Wars are not over and that the treaties continue to be bro-
ken and that there is not “trust” worthy of our U.S. Government’s responsibility.

In closing I want to point out some positives and solutions that seem to be work-
ing in Montana.

1. Montana, Medicaid Expansion and Tribal-State Relations

The Northern Cheyenne has a political and government-to-government relation-
ship with the federal government and yet we are still being classified and grouped
into race or ethnicity driven discussions. For example, in Montana, the state issued
a report in 2013 identifying the mortality rate of American Indians to be 20 years
less than that of our white, non-Indian neighbors. We die a whole generation before
our white counterparts. This figure went unmentioned and was not addressed. With
an alarming health disparity that is based on a denominator of race/ethnicity, the
report and the figure neglected to acknowledge the political status First Montanans
have in respect to State-Tribal relations. Montana responded and Governor Steve
Bullock met with Tribes to create, by Executive Order, the Office of American In-
dian Health to address the health disparities Indian people face in the State.

As of January 1st, 2016 some 20,000 American Indians in Montana became eligi-
ble for Medicaid Expansion under the HELP Act. With Medicaid Expansion. Tribes
and more importantly, IHS facilities are able to increase their billing opportunities
for the services they provide to increase revenue that hopefully increases the PRC
referrals and direct services. We thank the state for picking up the slack of the fed-
eral government.

2. Recruitment and Retention

Recruitment and retention of qualified medical providers is a game changer. For
example, the emergency rooms are difficult to staff with permanent ED physicians.
Coverage is provided by contract doctors. Primary care doctors then have to cover
the ED, which destabilizes the primary care setting and that is our core function.
I believe that if THS fully staffed all the service units with providers many of their
issues would disappear. IHS could then focus on optimizing the delivery model and
improve access points for the patients. Again, speaking as a Direct Service Tribe,
recruitment is more than just pay and with competing against the private sector,
THS should consider their own health care infrastructure (newer equipment, robust
EHR, support staff, adequate space etc.), schools, housing, shopping, cell coverage
and spouse satisfaction to name a few.
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Fill all vacancies and streamline the selection and hiring process for positions.
Work with Tribes on fillings positions and remove the PSA requirements for top-
level positions. Too often the IHS is burdened with career-oriented and legacy mind-
ed individuals who lack any true commitment to the service of tribes and American
Indians. Cultural competency should be a standard in recruitment also.

3. Transition Toward Self-governance

Provide better technical assistance and funds for Direct Service Tribes to begin
to transition into Self-governance. Begin a pilot project for Tribes in the Great
Plains and Rocky Mountain areas to help build capacity and strategize a plan to
increase contracting and eventually compacting services and function of the THS.

4. Allow Tribes to be Voting Members on IHS Governing Boards

Tribal participation on IHS’s Clinic/Hospital Governing Boards is limited to ex-
officio status. Allow Tribal representatives to have full membership and insurance
coverage to make decisions on these boards in a true government-to-government
manner. This would also train and prepare Tribes to transition into self-governance.

Thank you for the opportunity to offer this testimony for the committee on this
important topic that I am so passionate about. I express the Northern Cheyenne
Tribe’s support for the work that this Committee has previously done to support the
Indian Country and look forward to working with you to find solutions for to achieve
excellent health care delivery and status of our indigenous people.

The CHAIRMAN. Thank you very much, Mr. Killsback.

At this time, we will go to questions. Senator Thune.

Senator THUNE. I would direct this to the panel. You obviously
heard Mr. McSwain state that the IHS is committed to a trans-
parent working relationship with Rosebud, Oglala and Omaha
Winnebago tribal leadership.

To date, how transparent do you feel the IHS has been and what
recommendations would you make to improve IHS’s transparency
with the tribal leadership?

Ms. KiTCHEYAN. I would like to address that. I would say we
have made great strides from last July when we first learned of our
CMS termination through the media. The former area director was
in our tribal chambers reassuring us that everything was fine. We
have come a long way since that time.

We have weekly calls, a monthly face-to-face but we have begun
to feel as if it is just lip service. We are not seeing improvements
that we would like to see quick enough, as I mentioned in the bliz-
zard situation.

There is not complete transparency. We ask for things. Some of
the questions seem repetitive. We ask for them over and over
again. In some sense, we are being entertained but are not getting
the solutions our community needs and that we need to provide to
assure them that the health care is back on track.

Senator THUNE. Do you feel that THS is responsive to the con-
cerns of the tribal council and the Tribal Chairman’s Health Board
when they bring forward issues?

Ms. KiTCHEYAN. I think collectively between the Tribal Health
Board and IHB, the National Indian Health Board, the tribal coun-
cils, it is taking all of us to work together to get to this point. Each
individual agency, I do not think, has received answers they de-
serve or have asked for.

Mr. KILLSBACK. Senator, in the Billings area under Dorothy
Dupree as Acting Director, she allowed the tribes to be ex officio
on the governing boards for the facilities. In my written testimony,
I have asked that they allow tribal representation to be voting
members of these governing boards over these facilities so that
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they know the ins and outs of the accreditation standards that are
needed, the reporting standards that are needed in managing a
medical facility.

That was a solution and right now we are asking for full voting
authority to be members of these governing boards.

Senator THUNE. Ms. Weston?

Ms. LitTLE HAWK-WESTON. I believe that THS need to needs to
be more I guess based on consultation. I believe they need to do
more of the consultation piece to the tribe, especially the tribal
leaders.

One of the Senators talked earlier about a communication break-
down between the staff in D.C. and the Aberdeen area down to the
local service units. I believe that sometimes communication is not
happening between the staff here in the D.C. area and down to our
service unit directly at times.

I think there is a communication breakdown but I really believe
that the tribal leadership needs to be involved in a lot of these
meetings. I know what Mr. Killsback mentioned is the governing
body meetings. I know representation from the tribe all the time
is the chairman of the tribe or the chair of the Health and Human
Services committee.

I believe sometimes we are notified and there are times we are
not notified. I really believe the consultation piece needs to be rein-
forced to make sure that IHS is consulting with tribal leadership,
especially when it comes to budgetary or any other important deci-
sions based on our ITHS service units. That needs to continue all the
time.

Thank you.

Mr. BEAR SHIELD. Senator Thune, I think even since the CMS
review and we had a plan of correction in Rosebud that was accept-
ed by CMS, there still continues to be practices that continue that
just do not give us any hope that things are being taken seriously.

I feel there needs to be more direction as far as up the chain
where they need to be more actively involved and help us work to-
wards getting our ER services reopened. The other day it was sup-
posed to be reviewed to see if we could open the first part of Feb-
rﬁary. From what we are hearing, by no means are we ready for
that.

In answer to your question, I feel that there is a lot of work yet
to be done. In my testimony when I mentioned our resolutions be-
tween the Committee and Congress, besides budgetary woes that
we fall on, listen to the tribes.

Your staffers are great. Ms. Hoelyn is a great asset in listening
to us and addressing and letting me know how things are. You will
be seeing some of the resolutions coming from us. We are address-
ing some of what we want to see for the future.

Some are short term but there will be long term solutions. We
need your help. You will see that in the next ten days or so.

Senator THUNE. My time has expired.

The CHAIRMAN. Go right ahead.

Senator THUNE. Ms. Weston, you mentioned in your testimony
air ambulance flights that place a significant burden on the service
area’s budget. I have recently been told that IHS does not have a
flat contract with providers in the area.
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Since this is clearly placing a burden on the operating budget, do
you know if THS has been exploring ways to standardize these
flights to ensure continuity when it comes to billing?

Ms. LitTLE HAWK-WESTON. I think the area of the air ambulance
was a concern a while back with the HHS committee as well as
leadership. We only had one air ambulance picking up our patients
and taking them either to Rapid City, Sioux Falls or Scotts Bluff,
Nebraska.

We had inquired about what was going on, we only had one air
ambulance. Come to find out there were other vendors that also
transport patients but according to the Acting CEO they call on one
air ambulance because they have a contract with that air ambu-
lance according to the way the structure is with the Aberdeen area
on how they RFP out vendors to pick up patients within the Indian
Health Service.

They utilize only one air ambulance right now. The cost of it we
were told was enormous. We did get copies from the Acting CEO
on the amount of money we were spending. I will tell you that it
is quite high. I think she did mention it does take a lot from the
base budget of the Indian Health Service at our service unit.

Senator THUNE. Thank you, Ms. Weston.

Mr. Chairman, thank you so much. Thank you so much for being
here today. It has been very, very helpful.

The CHAIRMAN. Ms. Weston, if I could follow up a bit on what
Senator Thune was talking about. When these folks are trans-
ported for care, families are a long way away. Can you talk about
some of the challenges of just getting people back home after they
have received their care?

Ms. LiTTLE HAWK-WESTON. That is one of the concerns of our
tribal membership back home on the Pine Ridge Reservation. One
of the things that we as tribal leadership has found is that we are
spending quite a bit of money out of our general fund budget with-
in the Oglala Sioux Tribe to transport our families to and from the
hospital.

At times, we have to pay for the cost of their transportation,
their hotel room, food and whatever else that comes with the time
the family has to stay there at the hospital.

On the tribal side, we are spending quite a bit of money. I think
I did address that in my testimony, how much we are spending
Wi‘]cohin the Pine Ridge Indian Reservation, the general fund of our
tribe.

It is always a concern because we have to send the family when
a loved one is in a hospital, whether it be in Rapid City, Sioux
Falls, Minneapolis or in one of the Nebraska hospitals. It is a big
concern of ours and a big concern of our families back home.

The CHAIRMAN. Ms. Kitcheyan, you talked about CMS’s con-
firmed surveys that a number of tribal members have died unnec-
essarily due to deficiencies. Can you discuss what impact that had
on the community?

Ms. KiTCHEYAN. It has had a horrible impact on the trust. Our
people do not want to go to the facility. IHS then tells us that our
average daily patient load is down, a means of determining the
needs of the hospital. The need is there but our people do not want
to go. They look at it as a death trap.



88

People are suffering at home. They are refusing to seek the care
they need. As I mentioned in my testimony, this is our only option.
Most of our tribal members do not have insurance or do not even
have a vehicle or resources to go somewhere else to maybe an ur-
gent care facility or something like that.

It really has impacted the morale of our community and the mo-
rale of the employees at the hospital. They are afraid. We have
been told that the nurses were told not to admit because they do
not want to be scrutinized and further cited in CMS reports.

In addition, we have many people who have procedures done in
Sioux City or other places and they want to come home to recover.
They cannot come home because they will not admit them, yet we
have vacant beds and patient nurses and staff who refuse to go
downstairs and help the clinic.

Who can make these nurses work? These are Federal employees,
collecting a paycheck, refusing service. It has had a terrible impact
on the trust of the community. They come to the tribal council. We
feel helpless. We cannot make those nurses work. We cannot make
them admit our people.

Beyond that, sometimes they lack the equipment to even service
these patients who want to come home. My Auntie Debbie who I
mentioned in this report was one of those people who came home
after having an amputation. She died just recovering, over-medi-
cated, did not take the pain patch off and continued to give her
medication. She was a dialysis patient. They overdosed her.

There is fear within the community to even go there. It is ter-
rible.

The CHAIRMAN. Would any of the other three of you like to com-
ment on that or give some final thoughts or comments you might
have or something else that has come to your mind?

Mr. KILLSBACK. I just want to reiterate the capacity topic I
brought up about tribes in our area that want to go to self govern-
ance, that there should be some additional resources or a pilot
project where we can take on the function of our service units,
manage our clinics in a more culturally significant way that bene-
fits or people because we know our people. Let us do the recruit-
ment and retention piece.

Again, with capacity building and self governance tribes are able
to be more a lot more flexible, have a lot more billing opportunities
that brings in revenue to supplement the underfunding that IHS
already receives and would allow us to build better capacity in re-
gard to consultants and having lawyers and experts help us with
our governance piece.

The CHAIRMAN. Anyone else?

Mr. BEAR SHIELD. Once again, I would like to thank you for hav-
ing us today and allowing us to voice our concerns. I think the
main thing is we are also here to offer possible solutions. We just
need the help of Congress and committees like you.

Thank you.

The CHAIRMAN. Ms. Weston, any final thoughts?

Ms. LiTTLE HAWK-WESTON. I also want to say thank you for
holding this important hearing today and bringing us all the way
from our reservation.
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I want to say everything we spoke about in our opening state-
ment is very true to our heart. Also, we need to make improve-
ments within the THS facilities but we cannot do that unless we
have full funding.

Today, I think our service unit only receives 50 percent of base
funding. We would like to see one day 100 percent funding so that
we can address the adequate space, equipment for our facilities and
staffing. We also want to see maybe an increase in our purchased
referred care, including our transportation costs.

All of this comes back to how we would like to work with IHS
to sit down and look at ways of how we can improve the quality
of health care for our people back home. That is what I want to
say today, Senator.

With that, I would like to say thank you for bringing us here and
giving us time to talk about the many concerns we have about our
tribal members back home.

The CHAIRMAN. Thank all of you so much for your testimony. The
hearing record will remain open for two weeks. I want to thank you
all for being here.

I think you all know that when this oversight hearing concludes
in a few moments, we are going to have a very short recess and
then follow this with that a listening session called Putting Pa-
tients First, Addressing Indian Country’s Critical Concerns Regard-
ing the Indian Health Service.

The statements made during that listening session are also going
to be included in the record of this hearing for today. Everyone’s
voice will be heard.

I know numerous tribal leaders and tribal organizations have
traveled to Washington to provide their statements at the listening
session. It is my hope that hearing directly from these leaders will
help guide Health and Human Services and all of its agencies to
develop, as you said, answers and lasting solutions for better pa-
tient care.

Thank you all very much. The hearing is adjourned.

[Whereupon, at 5:24 p.m., the hearing was adjourned. The Com-
mittee proceded with a listening session.]






LISTENING SESSION ON PUTTING PATIENTS
FIRST: ADDRESSING INDIAN COUNTRY’S
CRITICAL CONCERNS REGARDING IHS

The Committee and participants met, pursuant to notice, at 5:40
p.m. in room 216, Hart Senate Office Building.

STATEMENT OF T. MICHAEL ANDREWS, MAJORITY STAFF
DIRECTOR AND CHIEF COUNSEL

Mr. ANDREWS. I feel like a captain of an airplane here. Can we
all take our seats before takeoff, please?

Let me first start and obviously thank everyone for staying
through a very important and long hearing. I think overall it was
a good dialogue. I think any time you get the diverse witnesses
that we had, the Administration, of course, being a central part of
that, and then our tribal representatives, I think it’s a good recipe
for solutions.

Really that’s kind of the premise for this listening session. I
think Tony Walters and I, who are staff directors on the majority
side and on the minority side, when we put this concept together
of this hearing, we knew about the outcry and the demand of lis-
tening to everybody, giving everybody an opportunity to come be-
fore the Committee and telling us your story, telling us areas that
you think that we to improve upon as Committee staff who draft
the legislation.

So that is our goal here. We want to get to everybody. I think
Mr. Killsback said it best, about the tribal leaders have an oppor-
tunity to speak first. And so I think in terms of that, I think that’s
probably the correct procedure, how I think we ought to run this
listening session. And really not to outweigh one or the other, I
think the safest thing to do, without getting in the crosshairs of
picking one tribe or the other is really to go by alphabetical order,
to hear from the tribes, first, then tribal organizations, and then
anybody else. I think that will be kind of in a systematic way. This
way we capture everything. And as Chairman Barrasso said, we
have a court reporter here. Whatever you say will be part of the
record. And it will help drive the discussion with Committee staff.

And in terms of you statement, try as best you can, and I know
it’s a sensitive topic, if you can, to adhere to a three or five minute
rule. Again, it’s a sliding scale. We want to capture what you have
to say.

And I think in terms of the tribes, obviously the chairmen and
the presidents and the elected officials, I will defer to you on who
best to represent your tribe coming before us.

With that, Tony, do you have anything you want to add before
we kick this off?

(91)
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STATEMENT OF ANTHONY WALTERS, MINORITY STAFF
DIRECTOR AND CHIEF COUNSEL

Mr. WALTERS. Sure, thank you. I'll be pretty brief.

I just want to tell everyone I appreciate their being here and
spending this whole evening with us, essentially, afternoon and
evening. It’s one of the longest hearings we’ve had on this impor-
tant topic. I think you can see how the Senators were engaged. Ob-
viously, Senators have to come and go. But clearly, some of them
stuck it out. Obviously they know the importance of these issues
brought in. Senator Dorgan, who was chair of this Committee five
or six years ago, obviously he still understands these issues. And
we wanted to even get input from him from having that perspec-
tive.

Thanks to all the tribes who have come in today to provide more
statements at the listening session. If you have anything in writ-
ing, of course, feel free to always send that in to the Committee.
Staff is always here to look at anything that comes in. I know
Mike’s staff and mine as well have regular, constant dialogue with
ITHS folks here in D.C., in the regions where the tribes are having
issues. So we’re here to be as helpful as we can, we want to under-
stand as many of the issues that you all have as you can bring for-
ward to us, so we get a better grasp on it and know how we can
help the best.

So I'm not sure if we have any overall time constraints, but we’re
going to be here for as long as we need, I guess.

Mr. ANDREWS. We will be here until we hear from you all. In
terms of the listening session, the microphones are up front here
on the side. So looking at alphabetical order, Cheyenne River Sioux
Tribe, Chairman Frazier, if you want to address us first.

Chairman, thanks.

STATEMENT OF HON. HAROLD FRAZIER, CHAIRMAN,
CHEYENNE RIVER SIOUX TRIBE

Mr. FRAZIER. I'm Harold Frazier. 'm Chairman of the Cheyenne
River Sioux Tribe in South Dakota.

As I was back here and I was listening, I felt like grabbing my
papers and throwing them away. Because everybody knows the
problems. Everybody knows the solutions. I can’t understand why
we’re not fixing them, or addressing them. We know about recruit-
ment and retention. We know the barriers. We know the weak-
nesses. We all know that. But nobody’s doing anything about it.

I got elected in 1988 on tribal council, four years, and I served
another four years as tribal chairman. Health care was a priority
back then and it still is. One of the things is that presently, when
there’s something wrong with the Indian Health Service, we get rid
of the service unit director. Since 1998, on the Cheyenne River
Service Unit, I think we’ve gotten rid of about 10, 12 of them. And
I'll guarantee the problems are still there.

Even today, with our area director getting rid of Cornelius, I
guarantee you tomorrow the problem is still going to be there. It
is a system with regulations.

One of the questions was answered, and you were talking about
corruption. A colleague of mine in tribal council says, why do you
think that’s happening, the corruption? I said, because they think
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they’re untouchable. When you’re a Federal employee, you don’t get
terminated. You get transferred on or moved on. And that’s reality.
They’re protected by somebody.

To me, when I got in office, just one year ago, I dealt with the
Indian Health Service. But to me, the solution is, the only way I
see for Cheyenne River is to compact and let some professional
company manage it for us like Avera, Sanford Health. Those are
the two big health companies back home in South Dakota. I think
that’s the only way. You can play these games, spend a lot of
money on travel, hire experts.

About 10, 12 years ago we did a health care seminar like this,
had a court reporter, did testimony, with up to five of our biggest
communities. One of the things we found that was common
throughout the testimony was our people were upset by having to
see a new health physician or health professional every time they
went into the IHS. They were tired of telling their health history.
And at that time, pharmacy was a big problem on Cheyenne River.

So we looked into it and we found that our service unit, because
of the regulations, they could only pay $45,000 a year. And when
we looked into the private sector, they were paying $100,000 to
$150,000 a year. But I still have to provide that service.

So then they get into a contract with a firm or some company.
And that company locates them. That’s why our people have seen
that.

So I know regulation is a big issue, big problem. I feel that. To
me, government is over-regulated itself. And I want to quote Sen-
ator Rounds, from about six, seven years ago when he was Gov-
ernor of South Dakota, VA was having problems, he said, govern-
ments cannot run the hospital. I agree with that. Tribes can’t, Fed-
eral Government can’t, you guys can’t. It’s a proven fact.

Now I'll get to my speech. That was my opening. You guys know
all the statistics, you guys know all the concerns. One thing I want
to talk about I think is a big issue is suicides. Right now, I think
our delegation is looking at building a treatment center or putting
a behavioral health center in Pine Ridge. I think, I mean, we would
support something like that. Because I want to tell you something,
THS, they refer a lot of our kids to Rapid City Regional West and
Rapid City. I get reports back from our tribal staff that the people
over there that work at Rapid City Regional West are telling our
kids, you tell us you’re not going to kill yourself and we’ll let you
go. And the kids, many times, are not ready to be sent home.

So I did talk to our service unit director, I said, hey, you need
to, I hear this is happening, I hear it’s happening from reliable
sources, you need to sever that contract with Rapid City. I also told
him, what you should be doing is interviewing patients. How are
you treated out there, good, bad? So then, whenever you do go into
contract with whomever, it would be justified, whether we go on
with them or we sever ties with them.

Right now, there’s no prevention. And that does lead on into
higher costs and also a loss of life, as was addressed earlier. Spe-
cialty clinics, we don’t have them, and we used to have them. It’s
a hardship for our people to travel to Rapid City. Rapid City from
Eagle Butte is 166 miles one way, Sioux Falls probably 300 and
some miles. Bismarck, 120 miles.
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And we probably live in the top 10 of the poorest counties in the
United States and probably in South Dakota, on the reservation.
So you can imagine the struggles for many of our people just to go
to these places for a clinic. So that’s something.

I have also seen too, and studied IHS, like I made a comment
earlier about them being over-regulate. Our history is that 1908
Homestead money, we built our hospital. We built it down on our
agency along the Missouri River. Then in 1960, the Government
built their dam and flooded us out. So the Corps of Engineers re-
placed our hospital in 1960 in Eagle Butte. They built a 26-bed in-
patient facility. Just recently, about four or five years ago, we got
a new hospital from IHS.

But one of the things a lot of our elders can tell you, the patient
rooms used to be filled up. But before they closed the old facility,
many of the patient rooms were turned into offices. So I think
when they closed up, there was probably two or four patient rooms.
Because IHS is so worried about being in compliance, they are for-
getting patient care.

You look in our area, third-party billing, they can do it. It’s a
proven fact. It’s why they closed Rosebud. I'm sure that’s the prob-
lems in Winnebago.

But I think if Congress really wants to do something, they need
to look at the recruitment, the bonuses that should be and can be
given out. Money talks. We all know that. And I talked to our serv-
ice unit director and he said he wished he could offer another
$100,000 a year to recruit doctors. But the regulations prevent him
from doing that.

President Steele is here, he was going to mention something to
me out there. IHS in their statement and their testimony said they
consult with the tribes on everything. Last week, Friday, I found
out Ron Cornelius was transferred out, and it was from one of our
tribal staff. I had no idea. And it just happened to be, I was meet-
ing with our service unit director. And he didn’t know, either.

So why weren’t we consulted about him? Was it because this
hearing was going to happen and IHS did not want him to testify?
That’s a question that Congress should ask THS. Why was he
transferred? Was an evaluation done on his performance? Not that
I'm sticking up for him, but I think it’s important to know why he
was transferred out. It should be for Congress as well.

And I liked Senator Tester’s comments, that’s the bottom line.
Find it.

Thank you.

Mr. ANDREWS. Thank you, Chairman. How about the representa-
tive for the Crow Creek Sioux Tribe? A couple of councilmen, I be-
lieve. President Steele? We can always go back.

STATEMENT OF HON. JOHN YELLOW BIRD STEELE,
PRESIDENT, OGLALA SIOUX TRIBE

Mr. STEELE. I think everything has been said. The Senators
know everything. I would just like to emphasize that that indi-
vidual person, the patient, a lot of them get no care at all. They
go to the hospital, and the doctor tells them, we don’t have any
services for you here. I'm sending you to Rapid City. So they go
home, not knowing what’s wrong with them.
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And two weeks later they get a letter, you're declined an appoint-
ment in Rapid City, lack of funds. So there is no health care at all.
And we jump up and down and say, we have a treaty that promises
health care. In 1980, the United States Supreme Court, its words
were the most rank and ripe case in the history of the United
States to illegal taking of the Black Hills. Why won’t the govern-
ment sit down with us over that? We wouldn’t be here today asking
you for health care for our people, basic health care.

Gentlemen, they are helpless. They can’t do anything about it.
We all here feel a responsibility to see that they get any kind of
health care. Sometimes when they do, they finally get a second
opinion from Gordon, Nebraska, or Rapid City, the doctor there
tells them that they were misdiagnosed. You were given the wrong
medication, that medication is dangerous.

People have no faith in the Federal Government. Theyre just
caught up in the system, and who cares?

Everything the Senator said today applies. I applaud Senator
Thune and his staff for getting that letter signed by four Senators
for this hearing. We hope something comes of it. And I think it al-
ready has. I talked to one of the IHS staff here after the hearing,
and I'm getting some action on some specific points. So I don’t need
to tell them to you.

I just thank you for having this hearing.

Mr. ANDREWS. Thank you, President Steele. We really appreciate
those words.

Chairman Vernon Miller, Omaha Tribe of Nebraska.

STATEMENT OF HON. VERNON MILLER, CHAIRMAN, OMAHA
TRIBE OF NEBRASKA

Mr. MILLER. Good evening. My name is Vernon Miller and I'm
Chairman of the Omaha Tribe. I want to first of all thank Mr. An-
drews and Mr. Waters for providing this opportunity during this
listening session to hear the tribal leaders who weren’t allowed to
provide testimony today to the Committee. It is very important,
this hearing that was held today, to specifically address the mis-
management of the health care within our region.

I speak on behalf of the Omaha Tribe, who is a part of the
Omaha Winnebago Hospital. Oftentimes it is miscommunicated
and not understood that that hospital just isn’t for the Winnebago
Tribe, it is for the Omaha and Winnebago Tribe. That is histori-
cally how the hospital was formulated and how it came about, was
because of Winnebago Omaha people. Sometimes that is not often
communicated. And both tribes are very separate tribes as well.
That is sometimes misinterpreted as well, that because it’s Omaha
Winnebago Hospital, it’s one tribe, but we’re very two distinct, sep-
arate sovereign nations and we both have our own issues and con-
cerns.

So I want to take this time to express some of my people’s con-
cerns with the Omaha Tribe. And I already submitted my written
testimony, so I'm going to deviate a little from that so I can ad-
dress specifically some other concerns that came to my attention as
the hearing was transpiring.

The first one is in regard to the inadequate consultation from the
tribes in regard to the removal of Ron Cornelius. We're happy that
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finally happened. The Winnebago Tribe and Omaha Tribe identi-
fied that as one of the most important actions that needed to be
taken clear back several months ago. So when we talk about the
communication level, it is very indicative if you look at the date on
that joint resolution that was displayed. It shows the date on there
and how long it took the ITHS headquarters to even address that
concern.

It is unfortunate now that we have two other hospitals or facili-
ties within the region now who are in the position that the Omaha
and Winnebago Tribes are in. When our hospital was put into im-
mediate jeopardy, that was known for two years. You can kind of
see how that finally, the CMS finally said, okay, we're going to pull
the accreditation. And now the hospital can no longer bill for Medi-
care and Medicaid now.

And they are maneuvering it somehow, they are able to bill for
certain things now, they are telling us, and they cannot bill for this
yet. So like I said, communication is kind of spare, I'm going to be
honest with you. There isn’t adequate consultation when any deci-
sions are made. Like I mentioned earlier, the removal of the area
director, we're happy to have it happen, but it would have been
nice to have some feedback from us on who was going to be put
in that position. Because a lot of us, through our tribal programs
as well as our employees, have history with some of the members
that are being put in those positions.

I want to further go on and talk about how when people are re-
moved they are placed somewhere else and are transferred to other
places. The Omaha Winnebago Hospital is one of those places that
a lot of the employees that are sent from other tribal facilities went
to. Our hospital was, okay, let’s send them to Omaha Winnebago
Hospital, we’ll get them out of Sisseton Wahpeton’s facility and
move them down there. We'll get them out of somewhere and send
them on over to Winnebago. Let them transfer out there so we can
show the tribe, yes, they were removed. But they were given to
some other tribe and made somebody else’s problem.

As a result of that, you see what happened with our hospital, los-
ing our accreditation, several patients have died, several patients
are afraid to go there now. I can honestly tell you as one of the
tribes with a dialysis center as well as a nursing home, we divert
all of our patients to go to that hospital now, because that health
care is not safe. So we take them to other facilities, we utilize our
own third party revenue. We never use Medicaid or Medicare. We
take them to other facilities to get adequate health care.

So it’s truly indicative of how there is no trust in our community
for that hospital. And that still hasn’t improved. Mentioned yester-
day, the hospital emergency room was shut down. There was no
tribal consultation in that decision at all, to how can tribes help
find a solution to that. That’s truly another reason why there’s
some miscommunication here.

I also wanted to bring up another issue in regard to one of the
questions that was asked to the IHS staff was about employees
that are working in the facilities, they’ve been told, do not talk to
members of Congress, do not talk to their staff and do not talk to
tribal council members. That is true. I can tell you that we have
had several of those employees come to us and say, I've been told
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if I say anything I'm going to lose my job. We obviously respect
their confidentiality. We're not going to go that.

But I can give you specific names. I'm not going to give them
here now because there are personnel issues that are going on, of
which employees do tell our tribal members that and tell employees
of those hospitals, if you want those. So that is another whole sec-
tion and even hearing on that.

I also want to talk about the consultation process a little bit fur-
ther. We have a DDU within our area, the Omaha Tribe and Win-
nebago Tribe. I can tell you another example of how there was no
adequate consultation, because when I first got elected chairman,
not even three days later, I was informed through one of CMS’s re-
views that they were going to pull, after a survey was done, the
DDU was found not in compliance because our polices were not
consistent with the actual hospital. Well, they are two separate en-
tities. Because there’s a hallway that connects those two buildings,
they considered it one building. As a result of that, I got a phone
call on a Saturday morning, said, Chairman Miller, I just want to
let you know, it was one of the acting CEOs saying, we’re going to
have to close down the DDU. We were just starting a cycle of treat-
ment and our patients that were there, we're going to have to send
all the patients home that are there for treatment because you
don’t have enough adequate nurses and doctors on staff according
to what CMS is requiring. So we need you to say that’s okay, that
area takes over this now. And obviously I don’t want to see any-
body who’s going through treatment process to be sent home and
to now be able to utilize services that are supposed to be guaran-
teed to them.

So I and the other chairman of the other tribe, obviously we don’t
want to see those patients go home, said okay, do what you have
to do to make sure that facility can stay open. Like I said, that ade-
quate consultation wasn’t there and as a result, that DDU’s now
sitting in area’s hands, not tribal control which it was before.

So that’s a concern of adequate consultation that’s not hap-
pening. That’s a good example of how we need to really think about
how that consultation process is occurring.

Another issue I want to talk about is echoing the issue of the
governing board. Apparently the tribes, the chairmen are sitting as
ex officious on the board. The rest of the board is all area staff, who
aren’t even at the hospital, who aren’t there in the field at the ac-
tual hospital level, hearing these concerns and hearing directly
what’s happening, the level of inadequate health care that’s being
delivered to them. So we really need to reconsider how we’re even
providing the governing process for those hospitals. I know Chair-
man Frazier mentioned earlier, maybe I should be privatized.
That’s something I would like to consider talking a little bit further
about before we take those steps. But the governing process is defi-
nitely an issue. That corrective action plan which we’ve had from
the Omaha Winnebago Hospital, they’ve identified as an issue is
the governing process.

So I've brought that up numerous times already, but I want to
make sure you are aware of that, that issue, and that we brought
that up.
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I also just want to talk about patient advocacy. That’s a huge
portion of why the hospitals are the way they are. At our hospital,
we did have a patient advocate, but unfortunately, because of the
structure of the hospital, my tribal members’ needs weren’t being
adequately addressed when they were receiving this inadequate
health care, when our go in and work, didn’t feel safe there, they
had no one to turn to. I want to thank the area office for identi-
fying that after we brought that to their attention.

So what they’ve done, just so you're aware, is they allocated spe-
cific funding for the Omaha Tribe to have an advocate there. Be-
cause they recognized that they weren’t receiving advocacy and
they weren’t being made aware of those mistreatments and
misdiagnoses as well as inadequate health care. So that’s indicative
of how if you communicate with the tribes, it’s something that we
can do.

We also just want to make sure that we’re maintaining a level
of communication that’s necessary. We do have weekly phone calls,
but they’re really short. And I think theyre almost just there as
an obligatory action, it has to happen. We are really concerned, be-
cause since we lost accreditation in July, it’s almost about into the
third quarter now, when we’re going to start into the funding, or
half of the second third quarter of the funding mechanisms, for no
longer being able to rely on that Medicaid or Medicare as a revenue
source to operate that hospital. So we’re really concerned what
services are going to be cut. Is our emergency room going to get
shut down? Are they going to have to lay off employees? We're al-
ready standing at 60 to 70 percent rate of not having enough em-
ployees to even staff. We've had a turnover almost every 30 days
of a new CEO.

So when we talk about trying to have management there, leader-
ship there to help get the hospital there to a level of performance,
when you have a new CEO coming in, all that work that was done
in that 30 days gets kind of thrown to the back again and restarted
over. So it’s a cycle that’s completely starting over and over again.

So I wanted to make sure you are aware of that, as we just had
another acting CEO who was just now cycled out again and now
we have another one. I'm not even sure who it is, Seneca Smith?
Maybe somebody else. But just one of those things, that’s kind of
what we're dealing with. We can’t hire a CEO there for some rea-
son. We're not able to, I guess, get a correct panel that can get ade-
quate support to move along the process.

I just want to relay those issues to you. I know we’ve had other
side conversations. I want you also to remember that it is the
Omaha Winnebago Hospital. We recognize that the Committee
wanted to come to the region. We were left out of those conversa-
tions, and so we made a special time two weeks ago when our tribe
was in town for the Supreme Court case, to let you know, hey, it’s
also the Omaha Tribe, here’s our concerns as to what’s going on.
I just want to remind everyone that we are here too, we are here
to make sure that our tribal members’ needs are being met as well.

Thanks to the Committee, and thanks, everyone else, for listen-
ing.

Mr. ANDREWS. Thank you, Chairman.
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Is there a representative from Three Affiliated? How about a rep-
resentative from the Rosebud Sioux Tribe that would like to ad-
dress us?

STATEMENT OF EVELYN ESPINOZA, HEALTH ADMINISTRATOR,
ROSEBUD SIOUX TRIBE

Ms. EsPINOZA. Good afternoon. My name is Evelyn Espinoza. I'm
an enrolled member of the Rosebud Sioux Tribe. I'm also a reg-
istered nurse. I'm currently the health administrator for our tribe.

Who am I speaking to? Who's represented here? I see a lot of
tribal representation. But who else is represented here. I may have
missed the introduction. I apologize for that.

Mr. ANDREWS. We opened this up to really any tribal organiza-
tion that would like to talk about—oh, are you talking about staff?

Ms. EsPINOZA. No, is this Congressional folks, is this HHS?

Mr. ANDREWS. These are all Congressional staff.

Ms. EspiNozA. Okay. Well, the reason why I asked is it’s very
disappointing that we’re here talking about such an important
issue that is devastating lives and spirits of our tribal members
and everybody gets up and leaves. We have made the trip to come
out here and talk to people and have our voices be heard and our
s}tlories be heard. And everybody left. And I'm very disappointed by
that.

Mr. ANDREWS. I did want to say, I do see—thank you—that other
Congressional folks and HHS, ITHS, is here as well.

Ms. EspPiNOZA. Thank you. I do see Mr. Grinnell, and I was really
intending, he said he wasn’t going to be here, so I'm really happy
that you did decide to stay.

This is very, very frustrating. I'm sure you can tell by my tone.
But we’re talking about entire communities being destroyed. We
are talking about families being affected for generations. And we
see here, it’s almost like we have to prove these awful things are
happening, when they’re documented things happening. It’s so frus-
trating to be on this side and to be a person that has a responsi-
bility to advocate and protect our tribal people. You feel helpless.
It’s like hopeless. You get stuck in this, the sense of gloom, like it’s
never going to change.

How many people have to die? There are babies that have lost
their lives because of this.

We talk about suicide rates, we talk about alcohol and substance
abuse, we talk about all this. But this situation that we’re in is
completely unhealthy. We're talking about the health care of our
people. The way things are practiced, the way medicine is being de-
livered, the way communication is between these agencies and our
tribes is unhealthy. It’s creating the same exact challenges that
we're here trying to fight against.

Until we can come together and respect one another and ac-
knowledge that things have to change, it’s going to continue to go
on. People are going to continue to lose their lives. Our parents are
going to continue to lose their children and our children are going
to continue to lose their parents. This directly affects us. The ma-
jority of the people in this room, you have no idea the level to
which this affects us. Our whole being as tribal people, we're very
spiritual people. Our spirit is very sacred to us. And this current
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situation and the way health care is provided to our people com-
pletely goes against our beliefs.

We at one time had a very solid foundation, a very solid under-
standing of who we were and what we believed in. And that was
taken from us. A hundred and fifty years of history created the sit-
uation that we’re in. We have tribes fighting against tribes over
scraps. We have other relatives being left out, their voices not
being heard. We have tribes that are in better condition, IHS’s that
are in better condition than the Great Plains area and the Billings
area, that don’t have the problems. But they’re the ones that con-
tinue to get the improvements, while us that struggle and have
these challenges, we continue to go down.

We’ve had multiple meetings, multiple opportunities to share
concerns, asked to be involved, we want to be involved, we want
to be an active player in this game. We want you to take our sug-
gestions and take action on them. We sit in situations like this and
we end up with this afterwards, okay, maybe finally something will
happen. And nothing happens. No follow-through. We have a beau-
tiful report Senator Dorgan initiated six years ago. And it’s only
gotten worse.

No follow-through. No expectation. It’s like we’re not being treat-
ed as human beings. We have blood vessels, structures, anatomy
the same as anybody else. We're no less than anybody else.

I'll give you a little timeline here of the last six months. Our rel-
atives in Winnebago and Omaha were put in a horrible situation
last July. My heart is heavy for them and for what they’re going
through, and for all of our tribes. In August, the second week in
August we had a council meeting. The acting CEO came to our
council and I said, what are we doing to prepare for CMS? What
do we have in place? How can we help? What resources do you
need? How can we work together to make sure we’re ready, that
this doesn’t happen to us?

That CEO told us, they’re completely ready. They didn’t need any
help. They had everything under control.

November 4th, an organization known as DNV that’s hired under
contract by Indian Health Service came in, surveyed the facility,
said it was the best survey that our facility had in eight years. Best
survey, very minimal concerns found. A week later, on November
8th, OIG visited. The CEO sends an email out and says, congratu-
lations, staff, passed with flying colors, we impressed the OIG, we
impressed DNV. CMS, bring it on.

On November 16th, CMS arrives. On November 18th, they put
our emergency services in immediate jeopardy because they found
situations that existed that posed immediate and serious threat to
the health and wellness of any individual seeking emergency serv-
ices there. On December 6th, our ER went on diversion.

All that happened within one month. We were told continually
a year prior to that, everything’s okay, don’t worry about it, we
have it under control. I had regular meetings, multiple meetings
every month, IHS, this is the complaints I'm getting. These are the
stories I'm hearing. Here’s a copy of the complaints.

Seventy-nine documented complaints that I have not received a
response from Indian Health Service on. Seventy-nine.
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They told us their main problem is contractors, the quality of
contractors. Last week on our call, our weekly call that they update
us with, well, what are you doing about that, IHS? You have an
area-wide contract with these companies. What are you doing to
hold them accountable? How many meetings have you had with
them? What expectations have you provided to them? How many
contracts have you canceled, if this is such a problem?

Ms. Espinoza, you make a good point. I'll take that into consider-
ation, that’s something that we can start working on. But no, we
haven’t done any of that yet.

I sat in the close-out at the hospital when CMS left, listened to
what they had to say. The survey, Interior’s, mind you, at the end
of the survey is saying, the quality of care here has to improve, and
I highly recommend you include the staff providing this care in the
plan for correction that you're going to submit to us. Last week on
that conference call, same conference call, same group of people,
the staff is telling me they haven’t even see the report. They don’t
know what their corrective actions are.

So I asked this governing body of our hospital, how have you in-
volved the staff that’s doing the work? Because I sat there and wit-
nessed in these meetings, it’s not them involved in this. It’s this
team for area office that has been deployed here made up of people
removed from other reservations, developing a plan of correction for
the Rosebud Hospital that the staff doesn’t know about. So, one, if
the staff doesn’t know that there’s an issue and there’s something
that they need to improve on, why would they improve it?

So this recommendation by CMS at that close-out, that that area
office was on the call with, they ignored it. So we continue to have
the same things happening. The practices haven’t changed. The
policies haven’t changed. Nothing has changed. The only thing that
continues to change is our people continue to suffer and our serv-
ices continue to decrease.

I can stand up here and I can go on and on. I could share my
horrible experience with the Indian Health Service that I had. I
was a registered nurse for them for 10 years. I work for them,
hard. And it was such an unhealthy environment, and it affected
me in such a negative way, I had to leave that. My profession that
I had worked for, I put that down and walked away for my own
health.

This has to change. Has to change. It’'s unacceptable and people
are going to continue to die, we're going to continue to have this.
For what? All this drama? It’s not changing anything. It’s horrible.
It affects every one of us on a level you can’t even imagine.

And I'm asking everybody here to take these things back to who
you can to help us change this. Mr. Ganard, I'm asking you to hold
your staff accountable. If your job is quality, then I want to see
quality. And if you can’t do the job, then step down so somebody
else can.

Thank you.

[Applause.]

Mr. ANDREWS. Thank you, Ms. Espinoza, for that heartfelt, we
can all say how heartfelt were your comments.

Is Chairman Flute here? Is there a representative for the
Sisseton Wahpeton?
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STATEMENT OF SARAH DAKOTA, HEALTH COORDINATOR,
SISSETON WAHPETON OYATE TRIBE

Ms. DAKOTA. Yes. Chairman Flute was not able to come. I'm
Sarah Dakota, I'm the Health Coordinator from Sisseton Wahpeton
Oyate. So I'm here on behalf of the tribe.

I agree that everything that has been said today, a lot of impor-
tant things have been said today. The thing that is, a week ago I
really had not heard about any of this. I want to thank Evie
Espinoza for sharing with us at Sisseton Wahpeton the report from
Rosebud. We were not aware that some of these problems that are
occurring.

So east of the river, we don’t have hospitals. We have health cen-
ters. And the same types of issues with the emergency room and
hospital is not occurring. But I guess what we were aware of was
that our doctor, one of our permanent doctors, was assigned to go
over and help at Rosebud. And I'm sure we want to help. But it
leaves us short-staffed, because our positions aren’t all filled either.
And we have vacancies. We're using the contract doctors, and many
of the same issues that have been talked about today are our
issues, too.

The other mystery that was solved is that our practice, when we
don’t, because we don’t have a hospital, and is that if someone
needs an elective surgery, like a tubal ligation or something of that
nature, they need to be referred to an IHS facility. So we had a
patient who has been waiting for a tubal ligation since November,
kept faxing her stuff out. And she had the impression, the staff at
our IHS must not have been aware that this was happening in the
referral facility either at Rosebud. So they kept faxing the paper-
work out. This person’s been waiting for their elective surgery and
wondering, well, they keep losing my paperwork.

I wanted to mention about vacancies. We have had vacancies in
our behavioral health department for three years. This past year,
we’re having a lot of suicidal behavior in children. We had some
completions. And it isn’t that we don’t have the funding to hire the
positions, we just can’t get the positions filled. So the question is
why? Why can’t we get the positions filled?

We have the same concerns as Sisseton Wahpeton about quality.
I think you’ve noticed that Mr. Tom Wilson from KXSW, our radio
station, is here. He also has something to say about quality that
I think would be, if he would be willing to speak at this time.

STATEMENT OF TOM WILSON, STATION MANAGER, KXSW
RADIO STATION

Mr. WILSON. Good evening. The quality, it’s like we get put on
the back burner. To come out here, I had to wait an extra day and
change my flight to see the doctor to get my meds filled. And to
see the doctor only took me five minutes, to get my meds filled. But
it cost me like $75 to change my flight to come out here, which I
said, be there Friday, we had a set, scheduled appointment to get
everything filled. And it only took me five minutes to see the doc-
ti)lr, because I had to cancel everything just because of that one
thing.

Some of the listeners are FaceBooking me and asking if they can
ask a question. So I don’t know if I could or not. One of them is
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why the SWO and the Great Plains Region can’t retain doctors per-
manently.

Mr. ANDREWS. You ask a good question. We will certainly take
that back. Of course, we have our friends from HHS here that we’ll
be obviously directly communicating with. I don’t want to put them
on the spot, but this is the type of information, that back and forth,
that Tony and I need so we can continue to develop and advocate
for all your health and on all your behalf. So that is the best I can
give you right now.

But I expect other great questions to come forward as a result
of this listening session. And of course, the many questions that
were generated by both, all three panels today.

Mr. WALTERS. I'll just add a real quick thank you. The question
of attention, that’s across the board. I don’t think it is just in the
Great Plains Region, as you mentioned. But I think we’ve heard
from different folks all day today that it’s across the board with
IHS, that issue. They’re trying as much as they can to work on
those issues.

So we’ll keep working with them and tribal folks and tribal lead-
ers who come in and express these issues with us.

Mr. WiILSON. The doctors, the nurses, the staff, they need all
that. So kudos to all the nurses that are out there that give you
that extra care. When we make an appointment, the daily appoint-
ment, 8:00 o’clock you start calling. By 8:03 it’s all filled up. And
that’s the frustrating part. I don’t know how it can fill up that
quick, in three minutes. It takes me three minutes just to say “ah”
before I go on and get my appointment.

So thank you.

Ms. DAKOTA. Sisseton Wahpeton is interested in being a part of
the finding solutions. We're interested in that. And we look forward
to more dialogue. Because we don’t want what has happened at
Rosebud, Pine Ridge and Omaha Winnebago to happen to us.
Thank you.

Mr. ANDREWS. Thank you. Is there a representative from the
Winnebago Tribe of Nebraska?

STATEMENT OF VINCE BASS, VICE CHAIRMAN, WINNEBAGO
TRIBE OF NEBRASKA

Mr. BAss. Good evening. My name is Vince Bass. I'm Vice Chair-
man of the Winnebago Tribe in Nebraska, northeast Nebraska.

I heard a lot of real good testimony today. I am not going to go
over it and be redundant. I know you're looking for solutions also.
First, allow me to say that I think it’s important to note that Win-
nebago Tribe is a treaty tribe. Our forefathers had the wisdom to
put into our treaty that the Federal Government take care of our
health care of our people forever. So that’s in there. That’s noted,
that’s in there. That’s a big part of the reason why IHS decided to
locate the Winnebago ITHS hospital on our Winnebago trust land.

So I wanted to get that out, I wanted to make that clear. Also,
I wanted to say our people were moved from Ohio, Michigan, Min-
nesota, Wisconsin, Iowa, western South Dakota and back down to
Nebraska, where we currently reside. We lost thousands of tribal
members during those, as they moved us, due to disease, due to
starvation, punishment and just the, they didn’t have planes or
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anything back then, so naturally they had to walk. Most of our
women and children and elders had to walk.

So what I'm saying is we paid for this hospital already in blood.
So we feel that we don’t need to continue paying for this hospital
in blood. We lost five Winnebago tribal members, and one was too
many. So we're very, very angry.

And yet we want to be able to work with everyone involved to
try to resolve some of these issues that we currently face. It’s really
a huge issue. I mean, look at all the different people, look at all
the different tribes. We're very thankful that the Senate Committee
on Indian Affairs held this oversight hearing, so we can bring this
to light and bring up a lot of evidence and have people testify, and
bring the truth out. We heard from IHS. And we also heard the
truth from the tribal members. So I kind of wanted to say it like
that way.

I don’t want to go on and on, either. But I do have a list of some
recommendations from our tribe that I would like to share with
you. It’s also in our testimony, but there may be people here who
don’t have that testimony. So if you don’t mind, I would like to go,
starting with number one.

First of all, we would ask the Senate Committee on Indian Af-
fairs to examine the role that the Federal employment policies and
regulations are playing in allowing incompetent and under-trained
employees to continue to work in the Indian Health Service. Em-
ployees need to be held accountable for their actions. No longer can
IHS continue to protect, cover up, shuffle, transfer or perpetuate
incompetency.

Second, we recommend that THS be mandated to institute a for-
mal process for investigating any repot of a questionable death or
other unusual medical incident in any of its facilities. When prob-
lems are identified, immediate action must be taken to correct the
problem, including disciplinary action against any employee who
has failed to do their job.

Third, we recommend that the IHS mandate as a condition of on-
going employment that its employees repot any improper care of
mismanagement that they observe, and that those repots be sent
directly to central office. The standard of care must be raised and
every ITHS employee should feel responsible for helping to fix this
problem.

Fourth, we recommend that IHS be authorized and directed to
immediately terminate any employee who retaliates or threatens to
retaliate against a person who files such a report. The culture must
change. Employees should be encouraged to make improvements
and find better ways of doing things and not intimidated into main-
taining the status quo.

Fifth, we feel strongly that each of the tribes who are served by
a direct care facility should be given full and immediate access to
any CMS accreditation or other third party reports or studies per-
formed on that facility. We further recommend that all negative re-
ports should be shared with this Committee and its counterpart in
the House. THS needs to stop hiding the ball.

Sixth, we recommend that IHS be directed to ensure that no
tribe suffers the loss of services or funding because of IHS mis-
management. The third party billing for Medicare and Medicaid
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represented a sizeable percentage of the Winnebago THS hospital’s
operating budget.

Seventh, we insist that IHS mismanagement should not be used
as an excuse for eliminating or cutting back on services or funding.
Already, IHS is discussing how the under-utilization of our facility
makes it difficult to seek the funding necessary to fix its problems.
It’s like a death spiral. IHS creates an environment that people do
not want to go to. They refuse to admit patients because they fear
further scrutiny. Then they conclude that the hospital is too under-
utilized, so maybe they should shut down some of the services and
funding. This is totally unacceptable. It is a flagrant violation of
the Federal Government’s treaty and trust obligations and someone
should be fired for even raising this as a possibility.

Eighth, tribes should be given a real role to play on the gov-
erning bodies of IHS-operated facilities, not just a token attendance
right. I'll give you an example. The THS will tell you that since
their corrective action plan has been implemented, our tribal chair-
woman has been invited to participate in the final interview proc-
ess for key positions at the hospital. This is true. What they fail
to tell you is that she only received the resume just before the
meeting and she was never told how many others applied for the
job, who they were, what the differences were in their credentials
or even how many candidates were there. That’s in my testimony.
I came up with a couple more.

As Chairman Frazier alluded to earlier, he feels that compacting
may be the only way out of this. That’s why the Winnebago Tribe
is doing this, because we feel this is the only way out. Our hospital
has been managed by IHS for all these years, even after the Dor-
gan Report. The same things that you’re hearing today, it’s still
happening. In fact, it’s even worse than when the Dorgan Report
came out in 2010.

Tribes shouldn’t feel that they need to exercise self-governance to
fix THS issues. We have no confidence in THS. We will take over
using the compacting, self-governance process to manage our hos-
pital. We are in the process now, in the planning process.

There is a major lack of communication. For example, we lost ac-
creditation on July 23rd of 2015. No one told us, neither CMS, IHS.
I heard it on the evening news. So that’s just an example. And you
heard other examples of lack of communication that occurs over
and over and over again.

As you are doing today, I would allow tribes to have input on
what’s going on. Because as you know, the solutions to the prob-
lems in Indian Country are best provided by Indian people. So we
haven’t had a whole lot of communication with the other tribes in
the Great Plains area, but we intend to. And I hope that all the
tribes don’t feel that they need to feel obligated to compact, even
though we'’re going to have that discussion and we’re going to work
at it together if that’s what we decide to do.

So I wanted you to know that the tribes in the Great Plains are
pretty much all united on this. I do not know one tribe that is not
united on the issues that are facing us right now. In fact, through-
out Indian Country, I think I can say that’s almost true as well.
I think you’ll see other things coming up in other parts of the
Country that’s happening in the Great Plains region today.
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So I just want to say thank you again for taking the time to lis-
ten to tribes. We're in a situation where we need to all work to-
gether. And I think we can do that. I think awareness has been
raised. Because a lot of people didn’t know what was going on.
That lady from Sisseton Wahpeton did not know what was going
on.
So now that everybody knows what’s going on, I think we could
all get together, and we really look forward to future meetings
where we can collaborate and work jointly to resolve these issues.
I thank you very much.

[Applause.]

Mr. ANDREWS. Thank you, Chairman Bass. Very heartfelt as
well.

Have I missed any other tribes that would like to have their rep-
resentative speak? Sir?

STATEMENT OF CHARLES HEADDRESS, VICE CHAIRMAN,
FORT BECK ASSINIBOINE SIOUX TRIBES OF MONTANA

Mr. HEADDRESS. I want to thank the Committee here who is ab-
sent at the time. I think they have our back. I think the Winnebago
Tribe and the Rosebud Tribe should have been the first ones at the
table to be heard while they were here, because that impact would
have been, it would have been sent home a lot better. I'm not say-
ing that the staffers don’t work hard, we appreciate all the work
that you guys do, also.

My name is Charles Headdress, and I am the Vice Chairman of
the Fort Beck Assiniboine Sioux Tribes in Montana. We have the
very same issues. We've had two hospitals that kind of teetered
from time to time, Blackfoot Hospital and the Crow Hospital.

I'm also the regional representative to the National Indian
Health Board board of directors. We did have, two weeks ago we
had the Winnebago Omaha Tribe in to talk with us, and Rosebud
also, by teleconference.

As you know, last year we had those non-profit organizations
serving all 565 federally-recognized tribes when it comes to health.
The United States assumed the Federal trust responsibility for
health by exchanging compensation and benefits for peace in In-
dian land. We all know that. In other words, we prepaid for these
programs.

As recently as 2010, when Congress renewed the Indian Health
Care Improvement Act, they have found it is the policy of this Na-
tion to ensure the highest possible health status for Indians. And
to provide all resources necessary to effect that policy. I think Sen-
ator Tester said it best when he says, fund it.

I'm not going to go over a lot of this stuff because it’s redundant,
everybody has had their say on a lot of it, so I won’t repeat it. So
I'm going to skip over some of this stuff. The problems that were
in the Dorgan Report exposed much of this chronic mismanage-
ment. A subsequent 2011 report by a separate HHS task force
noted that “The lack of an agency-wide systematic approach makes
it virtually impossible to hold managers and staff accountable for
performance and to correct problems before they reach crisis pro-
portions.”
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The Administration was quick to deploy National Health Service
corps members to West Africa to treat the Ebola outbreak in 2014.
But when the health crisis occurred in Indian Country, the tribes
were told that there was just a national shortage of physicians,
there’s nothing that could be done to get more medical staff to the
reservations.

While the issues in the Great Plains are certainly concerning to
all of us, we have no reason to believe that they are isolated to this
area, and they aren’t, believe me. The National Indian Health
Board has received reports from other IHS service areas of patient
misdiagnoses and subsequent death, lack of competent providers
and THS’ continued failure to provide safe and reliable health care
for our people.

One of our members recently went to the doctor and laid out the
problems that they were having. The doctor asked them, after all
that was said and done, well, what is it that you want? So in other
words, he could have said, well, give me some Percoset. Give me
some pills. Let me take care of it.

That’s the kind of reaction that we get from some providers. Not
all providers. This provider happened to be a contract doctor with
no skin in the game, really. They get paid a high salary just to give
you a Band-Aid.

Alcohol and substance abuse are very prevalent, and this leads
to many, many health care problems. We have the Bakken oil plate
right next to us, and with that, they had 100,000 people come in
from all over the United States and foreign countries to work. And
with them they brought all the problems, from crime to drugs. We
have a funnel of methamphetamine coming up through there right
now that has affected our tribes greatly. Once beautiful people are
walking around like zombies now because of this. And it’s hap-
pening all over Indian Country, not just where we'’re at.

A problem with lack of dentists is another huge issue. As we all
know, dental care plays a big role in your health care. It can cause
major health care problems if your teeth aren’t taken care of. We
are so understaffed that we quit making appointments up at our
reservation and have five slots a day for the doctor to see patients.
We almost have fights outside the clinic because people are fighting
to get in to see that, to get in one of those slots. That’s ridiculous.
It wouldn’t happen anywhere else. At least open the door, let them
stay warm.

And again, I'm going to skip through all this, because it’s been
said already. We have testimony from the Phoenix area, a report
to that the National Indian Health Board that her mother was
treated for a urinary tract infection by the White River THS Hos-
pital. When her condition did not improve, the patient’s family was
reportedly told by IHS medical staff, “What do you want me to do
with her? She’s an old woman.”

After several more days, the patient was transferred to another
facility in Gilbert, Arizona and found to have pneumonia, there was
kidney stones in her gall bladder, two blood clots in her left arm
and a serious blood infection from the previous urinary tract infec-
tion. The patient passed away just a few days later.

Now, we could go on and on. What will it take for the U.S. Gov-
ernment to fulfill its promise of providing care to Indian Country
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that is safe and reliable? In my home State of Montana, the State
Government has created a Director of American Indian Health po-
sition. We applaud them for that. We work very well with our Gov-
ernor and Senator Tester and Senator Daines. I wish they were
here to hear this.

But is emblematic of the Federal Government falling down on
the job. While it is a good move for our State, why is the State
doing it? Our treaties promise health care delivery from the Fed-
eral Government, but clearly it hasn’t been working. We under-
stand the Federal budgets are tight, but the treaties that we signed
are not discretionary and should not be held to unrelated political
battles in Washington.

Nation Indian Health Board tribes have asked for budgets each
year that would bring ITHS up to the same status as other Amer-
ican health facilities. Right now, this is $30 billion. To begin to
phase in this amount over 12 years, we are requesting $6.2 billion
for THS in fiscal year 2017. But funding is another thing. All of the
facilities are lacking medical doctors, nurses, everybody. We just
are totally lacking. And we realize that recruitment, housing and
all those things that have been spoken about impact all of that.

But again, I go back to what Senator Tester said: fund it. The
Federal Government needs to fund it adequately.

Now, I don’t know where they all went, I know they have very
busy jobs. But they could be talking about getting rid of Obamacare
again, for example, or maybe how many bombs we will need for
this next war we will be in. Well, we are in a war, and we have
been in a war for years. In our community, for example, if you have
a heart attack, it will cost $25,000 to $30,000 to get you to the clos-
est critical care hospital, which is 300 miles away. Here in Wash-
ington, if somebody had a heart attack, not near that amount. All
that eats into the budget that the local IHS is meting out to us for
health care. And we have many heart attacks up there.

This is why preventive medicine investments are so critical. We
cannot be wasting our resources on treating symptoms, we need to
invest in whole health systems. We consistently hear again that
THS mismanages and IHS is substandard. Accountability measures
are enforced sporadically at best and often managers have little
training. When issues do arise, it is unlikely that an employee
would be let go. They just get moved somewhere else. And that’s
been said.

Unlike in the private sector, where the number of patients im-
pacts the overall physician pay, IHS medical staff have a set salary
and there is really on incentive to go above and beyond to meet the
needs of the patient. In many ways, ITHS is still operating a health
system designed for the 1950s. Several of the reforms enacted by
the Indian Health Care Improvement Act of 2010 like demonstra-
tions that tests no knowledge of health care delivery have not been
implemented. This represents another broken promise to Indian
Country.

In Alaska, the tribes have a primary health system that works
closely with the VA and focuses on a hub and spoke system to get
better access for care to rural villages. Why can’t the IHS be a
leader in innovative health care strategies as the tribes have been?
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Two weeks ago the National Indian Health Board passed a mo-
tion that would call for our representation to investigate a situation
at THS facilities across Indian Country and embark on a path to-
ward finding real, sustainable change at THS. As part of this work,
the National Indian Health Board conducted listening sessions
with tribal leaders, patients and medical professionals to determine
new policy steps that THS should take. This effort will be targeted
at finding ways to achieve sustainable, long term change across the
Nation’s health system.

In closing, I want to share a story about my health care. I hope
no one takes it too seriously. It is a funny story, but it’s not funny.
But I went to, four years ago I had an issue with my heart. I went
in to see IHS two or three times before I was finally referred. I
said, 'm short of breath, I need to be sent somewhere they can look
at it. After two times, I was turned down, they finally sent me out
to a cardiologist 300 miles away. So when they went in and did the
tests on my, they found out I had 94 percent blockage in two arte-
ries. So they immediately took me into the ER and put in two
stents.

I came home 100 percent better, could breathe a lot better. And
I was scheduled to go down for my follow-up in one month. So as
the health care process goes with THS, you have to take that fol-
low-up paper to your provider, your provider at IHS, and he takes
it to the Committee, the PRC committee, and they either deny it
or approve it. Well, I was denied my follow-up.

So what I want to say is, what they were telling me is, forget
about your engine, we’ll just fix your exhaust. Because they gave
me a colostomy appointment just one week after that denial. So
they said the hell with your engine, let’s just fix your exhaust.

[Laughter.]

Mr. HEADDRESS. And I told that to Tester at one of our hearings
in Montana. It’s funny in a way, but it’s not. And it happens all
the time in Indian Country, not just to me or anybody else in our
area. We have dealt with this for a long time.

And I do want to give a shout-out to Indian Health Service. I've
worked with some of these people, I was an employee of Indian
Health Service for 30 years. I retired in 2004. And I worked with
some of the people in this very room, Dorothy, Mr. McSwain, is he
still here? And some of them are very dedicated people.

But again, they do not have the money to do the things that they
know they need to do. And we beat up on them all the time. Some
of it deservedly, but a lot of them are very hard workers, especially
the nurses, the people that are out in the trenches doing the work.
We need to get rid of some of the administrators and make more
doctors. That’s the bottom line.

So thank you for your time.

[Applause.]

Mr. ANDREWS. Thank you, Mr. Headdress.

Any other tribal organizations that want to address us? Please.

STATEMENT OF ADRIANA SAUNSOCI, VICE CHAIR, OMAHA
TRIBAL COUNCIL

Ms. SAuNsoct. Good evening. My name is Adriana Saunsoci, and
I'm the Vice Chair for the Omaha Tribal Council. I'm here on be-
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half of the Omaha tribal members and all the rest of our nations,
our tribes, not just my own. I'm here for the mothers, the fathers,
the brothers, the sisters and all the family for patients of facilities
of Indian Health Services and the hospitals.

I want to say thank you to all those tribal leaders and individ-
uals that were up to share their stories to you. Again, it was said
that a lot of us have a lot of very similar issues. And they are very,
very similar.

I want to say thank you to the Winnebago Tribal Treasurer, Tori
Kitcheyan, for being up there and speaking on behalf of the hos-
pital. I think she just kind of forget to mention Omaha Winnebago
Hospital over a handful of times. But regardless, I'm here on behalf
of all of us.

I'm speaking, not reading anything. What I want to share with
you is, some of you may know, on August 3, 2013, I myself had a
child. I don’t know how many of you are parents in here. But I had
a child. She was just a month away from being three years old.
There was a horrible, tragic accident. We got my child to the ambu-
lance. From the ambulance we went to what’s our life link on the
Winnebago Reservation, it is the Omaha Winnebago Hospital. We
went to our life link to try to save my child.

We were unsuccessful. So I stand here before you as a grieving
mother today and the vice chair, again, not just for my people, but
for all tribes, to say that this cannot continue to happen. I pray for
better things for our people.

I blamed myself for a long time and held guilt for my child’s
death because of the way that it happened, so tragically. And a
year later, just a little over a year later, we get a new acting CEO
at our facility. So when she came to report to us in Macy, Ne-
braska, the Omaha tribal reservation, about the issues at the hos-
pital, she told us some very disturbing things. And with the things
that she shared with me, one of the questions I asked her, I try
not to mix my personal and my own life with my work, but at that
very moment I couldn’t help it.

I asked this individual, and her name was Dixie Dykowski,
which by the way I think she did a very good job while she was
there, but when I asked her, so youre standing here and you're
telling me, you're telling me that if you had a trained staff in that
hospital, people that knew what they were doing, the crash carts
were working or they knew how to use them, you're telling me that
my child could have been here? And she said yes. I'm so sorry, but,
yes. So these are the things that are happening, not within just my
own community, but within all tribal nations.

A year later, I had to take my son back, and of course I suffer
from post-traumatic stress disorder. I have to take my son back re-
peatedly because he had fevers, he had chills, he was convulsing.
But they would get his fever down and they would send him home.
It happened twice.

I couldn’t take it, I couldn’t go back there anymore, so I took him
to the city of Onawa, Iowa. And they kept my son a little over a
week and gave him antibiotic treatments and said I was lucky that
I got him there.

Now, can you imagine, after the loss of one child, if I were to lose
two? Now, again, I don’t know how many of you have children, but
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that’s the worst fear of a mother, is to lose another child. Let alone
lose one.

So I come here today again to share my story, not just to get her
story out, but to share that this happens all over Indian Country.
So be our voice, I'm asking each and every one of you to be our
voice and help us to improve the quality of life. It is not about the
almighty dollar. It is about the life of our people.

Thank you.

Mr. ANDREWS. Thank you for sharing that story with us, very
powerful. I think your words resonate with all of us here that are
listening to you, that I think that’s our goal, to make sure that
tragic events like that don’t happen anymore, to anyone, anywhere.
So thank you.

Is there anybody else? We've come to a point here where we've
heard from tribal leaders and tribal organizations. So feel free, this
is your time. If you want to address us. Sir, please. If you’d just
introduce yourself.

STATEMENT OF JAMES RED WILLOW, EXECUTIVE COMMITTEE
MEMBER, OGLALA SIOUX TRIBE

Mr. RED WiLLOW. Thank you. My name is James Red Willow. I'm
with the Executive Committee of the Oglala Sioux Tribe. Our
President Steele had given earlier testimony as well as our tribal
council representative on the HHS committee, Sonia Little Hawk
Weston.

But there aren’t too many things I can say that haven’t already
been said except treaty obligations, of course. McSwain was near
our reservation but within our treaty territory of the Black Hills
in a town called Spearfish, where he heard many of the stories that
were told today concerning lack of health care. It wasn’t too long
ago in our past history that the only health risks that many of us
tribal nations faced were the bullets and sabers of our enemies.
But because of our ancestors’ refusal to surrender, we entered into
treaties. And our treaty, the 1868 Fort Laramie Treaty, Article 13,
guarantees us health care, recognizable in international courts.

Now, at this point in our lives, the things we have to worry about
concerning our health are the stresses that we have to go through
to guarantee that we will have proper health care. And that stress
upon our individual members, especially our women that have the
care in their hearts for the people, the children. There’s an old say-
ing amongst our ancestors that if the women of our nation’s hearts
are on the ground then we are no longer a nation, we will not sur-
vive.

So the stress that is put upon our people compounds those health
issues that our people face, diabetes, heart disease, a myriad of
smaller ailments that aren’t treated properly or have the necessary
physicians there to see you through your illnesses, physicians that
leave because their obligations in the military are ending or they're
no longer wishing to be there. So patients have to rely on a new
physician for health care, and they might not have the same treat-
ment by the previous physician, given different medications, et
cetera. This stress also relates down to our children.

I gave testimony here when Senator Abourezk was the chairman
of this particular committee. I don’t know if there’s too many peo-
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ple in this room that remember Senator Abourezk, but I was on a
council, tribal council in a treaty organization back in 1976 when
I gave testimony regarding health care, law and order, et cetera.
And here I am today, 40 years later, still giving testimony. But I'll
continue to do so. I have exceeded the expectations of the statistics
of the government in living past my 50 years as expected by the
U.S. Government. The women of our nation are only a few years
beyond the mid-50s that are expected to live.

So I'm going to defer further testimony to give others, and sub-
mit written testimony. There is a lot of complaints that my office
receives from the people of the reservation. I live 100 plus miles
from Pine Ridge in the northeast corner of the Pine Ridge Reserva-
tion with the Eagle Nest District. Daily I travel to Pine Ridge. I
pick up hitchhikers that are hitchhiking to the facility in Pine
Ridge and have to wait for hours and hours, some tell up to 10
hours in the emergency room, waiting.

But there’s a shining example on our reservation of dedicated
people within THS as was mentioned by the gentleman previously.
Some of those individuals work tirelessly in what is known as boots
on the ground in some circles. Pine Ridge Indian Health Service
has two satellite clinics in the Medicine Root District and the Eagle
Nest District. We in those two outlying satellite health centers
would like to be a standalone in case the hospital in Pine Ridge
was ever to be shut down. That would not affect our two health
centers, we would still be operational and not be shut down.

But the health issues that confront our people, no doubt we will,
in the future, our systems will develop to the point where we will
be a healthy people again. Our diet in the past consisted of natural
foods. And we didn’t have the myriad of diseases that affect us
now. It’s with the diet also that our people are suffering.

But with that, I would just like to say that with these testi-
monies that we all give, we are expecting some type of action that
would give us better health care. And that is through the Indian
Health Service. So may the Great Spirit help us all if ITHS does not
live up to the expectations that we have.

Thank you.

[Applause.]

Mr. ANDREWS. Thank you for that.

STATEMENT OF DONNA SALOMON, OGLALA SIOUX TRIBAL
MEMBER

Ms. SALOMON. Thank you. My name is Donna Salomon, and I'm
a member of the Oglala Sioux Tribe. I traveled here from Pine
Ridge Indian Reservation in South Dakota.

I had a number of issues to address, but I know from listening
all day that all of it has been said as to what our tribes need. So
I want to share a personal experience. I'm the eldest daughter of
ten siblings. Three years ago, in July of 2013, my father was in-
jured in a car accident on the Pine Ridge Reservation. He was
taken to the Pine Ridge Hospital and transferred on to Rapid City
Regional Hospital. That happened on May 11th of 2013.

On May 30th, he was transferred to the advanced care hospital
in Billings, Montana, where he stayed until July 26th, 2013. For
almost three months he was hospitalized, they had him on a trach
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imd a ventilator. He had a fractured neck and had a punctured
ung.

Repeatedly, he wanted to go home. I come from a family that be-
lieves in traditional healing. We have medicine people. We made
repeated requests to Indian Health Service and they denied us
every time to take him home. I felt confident had he gone home,
our ceremonies, we have Yuwipi ceremonies that could have helped
him to recover. But instead, our CEO of that hospital continued to
deny our request. All we wanted was to take him home. And he
would not provide a receiving physician to accept him home. He
said Pine Ridge did not have respiratory care services, did not have
certified nursing staff nor equipment.

And finally, we just said, we don’t want him to go to the hospital,
we want him to go home so we could have the ceremonies that he
wanted to help him with his healing.

On the last day, when we finally contacted tribal leadership to
help us, I had guardianship of him. I wrote to Senator Tim John-
son, I contacted Tex Hall, from the Chairmen of the Great Plains
tribal chairmen, I reached out all over. I had him courtesy copied
to Department of Health and Human Services, Indian Health Serv-
ice, everywhere I could think of. I have my letters that I am going
to attach to my written testimony.

While he was in Billings, he contracted MRSA. And I know that
it was there, because right across the hall from him there was an-
other with MRSA. And that weakened his system so bad, the medi-
cine, the ten days of those strong medicines took him down. My fa-
ther was 84 years old, he hardly ever went to health centers. If he
got sick, he went to the ceremonies. His first language was Lakota
and he only went to sixth grade. So he couldn’t talk to the doctors,
}ﬁe couldn’t understand some of the services that they were giving

im.

He already had a weak kidney. He already had problems with
his lungs. But they insisted that they continued to keep him on ox-
ygen, continued keeping him on medicines to bring his kidney tests
up. And when they did that, it knocked his liver tests down. So
{,)hley gvere constantly going back and forth trying to get him sta-

ilized.

And he kept motioning to us, take me home. And we would reach
out to Allen Davis and he would deny us.

Finally, on the last day, on July 26th, he finally agreed. And so
we got happy and we were going to go. And then he changed his
mind and he said he couldn’t do it. So we called our leadership, we
called President Brewer, we called all the tribal council to help us.
So they called up there, and so he changed his mind, said, okay,
we’re going to bring you home, or you bring him home.

The attending doctor at Billings, Dr. Fenn, he must have felt
sorry for us because of the struggles trying to get him home, that
he finally said, when he heard Allen Davis say, I will send for air
ambulance to bring him home, but you need to provide for the
nurses to accompany him back, and he’s not going to come back to
the hospital. He’s going to go straight to his home. And I'm going
to receive him and that’s about it.

So we had to have the tribe meet us at the airport with the tribal
ambulance. They met us there. He had Dr. Mitchell meet us at the
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airport and Jay Sambutans, who was a social service worker. They
met us there in Rushville, Nebraska, which is only a 25 minute
drive from Pine Ridge. And this is my dad. He was still conscious.
When we left from Billings, he was happy. He indicated to me as
happy. I reached around, I rode with him on the air ambulance,
reached around, hugged him and said, Dad, we’re going home. Are
you happy? And he nodded his head.

And when we pulled into Rushville, he was still up. All my fam-
ily was there and they greeted him. And Dr. Mitchell got in the
ambulance with him and we went home. I don’t know what he did
to him on that 25 minute ride, but when he got home, he was un-
conscious. He stayed that way until 3:00 o’clock, 3:27 the next
morning, he passed away.

The worst thing was, before we left, when he told us he would
not give my dad any medicine, Dr. Fenn gave me a prescription be-
cause he was worried that my father needed comfort care, some
type of medicine to keep him from being too agitated when that
time came. So he gave me a prescription and I filled it.

He told Dr. Mitchell about it, so when we got there, Dr. Mitchell
asked me if I had it, and I said yes. He didn’t administer it. He
told me he would let me know when I had to give him the medi-
cine.

About 12:30 that night, he was still there and he told me, I think
you’d better give him some medicine. And I looked at my dad and
he was still laying there unconscious. So I looked at the little bottle
and I just gave my dad about one little drop that was not even a
third of what was prescribed, because I didn’t think he needed it.

About 2 o’clock in the morning, I was surprised because Dr.
Mitchell came up to me and he told me he was leaving now. And
when I looked at him, he had tears in his eyes, because throughout
that time we were singing, and my brother was trying to do the
ceremony, but he said my dad’s spirit had, something had hap-
pened, his spirit was weak. And Dr. Mitchell approached me in
tears and red-eyes, and told me, had I known how important it was
for your father to get here so you, your family could go through
this, I would have told Mr. Davis to bring him home weeks ago.

I could have slapped him but my father taught us not to dis-
respect people. My father passed away. The next morning the fu-
neral home came after him. About a half hour later, or an hour
later, we got a call from the funeral home and they said, you need
to come up and do our arrangements now. We could not take your
father’s body to the hospital, to the morgue because their refrigera-
tion units broke down. We can’t keep him too long.

I'm here today to tell the Committee, we need respiratory care
services on our reservation. When my father wanted to come home,
we were told, there are no respiratory care services close to home.
We contacted Rapid City, there was nothing there. We contacted
the VA, because he’s a veteran. Fort Meade doesn’t have it, Black
Hills, veterans hospital doesn’t have it. No other tribes in the
Great Plains area has respiratory care services.

We're in Pine Ridge. We're 300, 400 miles away from the closest
respiratory care. And that’s only if they’re available. What’s appall-
ing is that THS told us that during this time there were five other
cases similar to my dad. They were in Denver and Omaha and Bil-
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lings and Minneapolis. For our family to stay in Billings for almost
two months, it cost us almost $2,000 just to stay there. That was
not counting the transportation or the food. Luckily, I have a job
and I have a business, so I was able to keep the rest of my family
so we could remain there. My father not being able to understand
very much English, one of us always had to be there so we could
translate.

That’s what happens to our tribal elders. They don’t need to do
that. THS does not have enough money, they told us, to provide
that type of service. I have a lot of people that came to me after
they heard my story. It was in Lakota Country Times his story was
printed. And they told me that their husbands, mothers, grand-
mothers all died outside. Chief Oliver Red Cloud was one. He was
on respiratory care services and they sent him to Denver. He could
never go home. He died in Denver. He was the Chairman of the
Black Hills Sioux Nation Treaty Council. His life, whole life, he
fought for treaty, treaty rights, treaty obligations. His forefathers
fought for treaty. And it’s a darned shame that there’s a grandson
of Chief Red Cloud who could not go home because of lack of the
type of specialized care that he needed. They wouldn’t even take
him home, to go home to his home where he wanted to go.

These elder men and women who tried to protect us, who tried
to teach us, preserve our ceremonies, I just cannot help this. They
failed our people. The episode of care for my dad started in Pine
Ridge. They had that responsibility all the way to when he was
brought back. There were no advocates that went there. There was
no follow-up. They did not check to see how he was doing.

I didn’t even realize that Medicare only paid for 45 days for that
type of care. At the end of that 45 days, they were trying to make
us turn his machines off, not because he had internal organs shut-
ting down or nothing, just that there was a 45-day limit.

How many of our people who do not understand Medicare limits
are told to go make a decision to shut a machine off? How many?
We almost did, at that 45-dya limit, we almost shut that machine
off, because they told us we had to. We didn’t understand, we
thought it was because it was of his health. But we found out it
wasn’t. [HS informed us that our dad had Medicaid as well, so once
advanced care hospital found out my dad was Medicaid eligible,
they went in there and they started respiratory, physical therapy,
everything.

But by then, it was too late. It was too late. And I'm a living tes-
tament to what happened to my dad. And this is just one tribal
member. And I know, Great Plains Tribes, you all have the same
problem. Your people are sent out there and some of them, the ma-
jority of them never return. They come home in a box.

My father wanted to come home and be connected to his home-
land. And we made sure that he was brought back. Had he not
been brought back, we had a van ready and we were going to, if
we had to get an air tank and a vacuum, we were going to make
sure, if he died on the way, just so he knew he was going home.
That’s all we were worried about. But these are stories, you heard
the lady earlier tell you about losing her baby. This is our dad. He
has over 130 grandchildren who walked in a walk to the Pine
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Ridge Tribal Headquarters asking to bring their grandpa home.
And we had to fight and fight and fight.

I thank you for listening. I thank Emily and Jackie for going to
Pine Ridge. I thank Darren Benjamin for going to Pine Ridge to see
how we actually live and what we actually go through.

I thank you, and the Senators who sent their staffers, to Senator
Thune for sending Jeannie down there all the time. I'd really like
to thank all of you for listening. Thank you.

STATEMENT OF JERILYN CHURCH, CEO, GREAT PLAINS
TRIBAL CHAIRMEN’S HEALTH BOARD

Ms. CHURCH. My name is Jerilyn Church and I'm the CEO for
the Great Plains Tribal Chairmen’s Health Board.

I purposely waited to speak because I wanted to give our tribes
an opportunity for their voices to be heard, because for far too long,
they haven’t been heard. The stories that you've heard today are
probably just the tip of the iceberg. We hear stories like that over
and over again.

So I won’t take too long, but I just wanted to share with you from
the perspective of our organization. Our organization, the gov-
erning body consists of the 18 tribal chairmen of the Great Plains
region. Our role really is to help be a collective voice, to be present
when there are many tribes that are not here today, because they
didn’t have the resources to get here or to be here, and to be of sup-
port for our tribes in their endeavors.

I think our organization has also a really unique perspective in
that we work very, very closely with the Indian Health Service re-
gionally as well as nationally. And our organization consists of pre-
dominantly tribal members of the tribes that we represent and that
we work for. We advocate for the priorities that the chairmen set
as board of directors.

I have to say that I've read the reports from Winnebago and
Rosebud and Pine Ridge. My emotions vacillated between incred-
ible sadness and just incredible anger. Our region asked for a hear-
ing, but at the same time, my thoughts were, we had this hearing
six years ago. And there isn’t anything that you heard today or
anything more than you could hear that wouldn’t have already told
you and you wouldn’t have already known from six years ago.

So I also come with a little bit of skepticism. I'm also a little
tired so I probably don’t have a very good filter right now, either.
But when I look at our region and I look at Indian health in our
region, Indian Health Service, they are also our community. What
I don’t want to see happen as a result of this is that the challenges
and the discrepancies are used in such a way that hurt us further.
So I'm aware that there are some political leaders that would just
as soon give out cards and do away with Indian Health Service,
and contract it out maybe even further.

But there are no other providers out there that are going to love
our people as much as our own people do. And there are a lot of
good people within the Indian Health Service that dedicate their
lives.

So what I hope will happen, and my suggestion, I want to be so-
lution-oriented, I kept telling myself, okay, solution-oriented. So
the solutions that I see as viable solutions, first and foremost, is
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fund Indian Health Service at the level of need. We facilitate budg-
et consultation, and this will be the fourth year of doing that. We
don’t provide a needs-based budget. We provide a zero-based budg-
et. So they come and ask us, if you had this percent, what would
you do, if you had this percent, what would you do. And if you had
a decrease, what would you do. Well, we just ignore the decrease.

But that’s not budget consultation. That’s dictation. And that
keeps us at a level that we will continue to hear and experience
the kinds of things that our region has experienced if we don’t have
that budget.

And I'm not talking about throwing money at a broken system.
I'm talking about funding systematic change from the top down.
Congress is just as culpable as the person that was in the service
unit that didn’t respond in a way that was appropriate. That re-
sponsibility starts from there all the way down. So fund the region
so that we can have systematic change and that we can expect and
have care at a level that our region deserves.

I spoke with, I'm on the Coalition for Medicaid Expansion in the
State of South Dakota. One of the conversations that I had recently
was about the VA and how the providers in our region were com-
plaining that they couldn’t compete with the VA, they couldn’t com-
pete with their salaries and they couldn’t compete with the benefits
packages that they offered. And we're struggling to just pay even
at a level that is appropriate and competitive.

So I want us to have a system where providers wish they could
provide as good a care as Indian Health Service, as IHS. I want
a health system in our region that we can be proud of. Because our
family members, many of our family members are working in that
health system feeling very demoralized, feeling very helpless, and
feeling as though they’re doing the best they can with what they
have and it’s not good enough. They get beat up over and over and
over again.

I want people to be held accountable that need to be held ac-
countable. I came into an organization four years ago that wasn’t
functional. It took me six months to determine who needed to stay
and who needed to go. And it took me three years to get that orga-
nization to a level where it’s functioning with ethics and financially
viable. That can happen with Indian Health Service.

But the investment, Congress needs to be willing to put that in-
vestment into it. And it is not asking too much. We make up 2 per-
cent of the entire population of this Country. We are the genocide
survivors. So it’s not a big ask for this Country to fund schools,
health, our judicial systems at a level that allows us to live func-
tional, healthy lives.

These reservations were created by this government. Those trea-
ties were made with this government in exchange for the well-
being of our people, and it’s not happening. I'm singing to the choir
for the most part, here.

But I hope I'm proven wrong. Because throughout this process,
from the time when Ms. Newman came out to South Dakota into
our region, on one hand I was happy that they were there; on the
other hand, I have no reason to believe that you’re going to do any-
thing different than what you’ve done before. So I hope you prove
me wrong.
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Thank you.
[Applause.]

STATEMENT OF KATHLEEN WOODEN KNIFE, COUNCIL
REPRESENTATIVE; VICE CHAIR OF HEALTH BOARD,
ROSEBUD SIOUX TRIBE

Ms. WoODEN KNIFE. Hello, thank you. My name is Kathleen
Wooden Knife. I'm a Rosebud Sioux Tribal Council representative.
And I'm also the vice chair of our health board.

I have listened to everything today and it’s been quite emotional.
I'm going to do my best not to get emotional, because I have a lot
of compassion, every direction. And listening to my colleagues and
listening to my other relatives speak today, I sat here in tears
many times. I will try not to do that; if I do, please bear with me.

I want to give a little bit of a balance here for myself. I left, I
was two days short of my 15 years in the Federal Government
when I was elected to my position as a tribal council leader. My
goal was, one of the things I wanted to do was to see what I could
bring from the government to the tribe and the tribe to the govern-
ment. Because I lived it. We've heard a lot of testimony on the bad
experiences we’ve had. I've had them. I've had family members that
have died. We all have. My colleague has experienced quite a bit
of sadness. And so it become very emotional when you have family
members that die and you can’t do anything about it.

I know from being an employee at Indian Health Service, I had
five years with the Bureau of Indian Affairs and ten years with the
Indian Health Service. While employed there, I know that it is fac-
tual, it isn’t disgruntled employees that are saying we’re threat-
ened, or, I have to be afraid for my job. When I first started work-
ing for the Federal Government, I walked into a department that
had so much hostility. I did a ten-year history on the supervisor
of that department.

And as you hear people say that people are protected, okay, she
had people as high up as HHS. And the experiences that we go
through, in the department I was in, employees were becoming ill.
One of the people I worked with was a relative, she almost lost her
baby, she had complications. I was sent to a heart hospital think-
ing that I had heart problems. It was the stress level of the envi-
ronment we worked in.

That isn’t something that is made up by employees. That is fac-
tual. We have employees in our system now that want to talk, but
they can’t. We have things going on as far up the echelon as you
can reach, that are experiencing this fear of retaliation.

There are a couple of situations, I'm going to just do a small com-
parison. You have a violation of sexual harassment at a high level.
That person still works. He gets moved around and is still em-
ployed. You have the same complaint at a lower level. That person,
the lower level echelon people, the blue collar workers, the people
that have their feet on the ground, that do the laborers’ work. That
perso(rll can just immediately, with a little bit of paperwork, be re-
moved.

I know for a fact, I worked in administration. And so, we talk
about our health, our losses of our people. We chose [indiscernible]
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hﬁalth for our people. And all my relatives here have touched on
that.

But I'm going to touch on the other part of it. Because being the
voice of the people, we have to speak for both sides, and we have
to speak for the ones that are getting that bad health care, and we
have to speak for the ones that are within our system. As some-
body has said, we have good employees, we have bad employees.
We have good administrators, we have bad administrators.

One of the things that I experienced is, and I don’t know if it’s
just overlooked or why we can’t come to a resolution with it, is that
when you’re at a health service unit and we’re having issues, in ad-
ministration, I was administrative assistant for our clinical direc-
ti)lr. I had at least 10 clinical directors in the time frame that I was
there.

One of them, his main priority was warm bodies. He didn’t care
about the quality of health care we were bringing in with our phy-
sicians. Every time a contract position would come in, let me make
you a deal here. I want to make you a deal here, because I've got
to fill my quota of warm bodies. Because when I signed on here,
that was my goal.

This same physician, before he left our Rosebud Indian Health
service, had a fist fight with one of our doctors on our inpatient
ward. The same doctor who we knew had a history. And I'm going
to bounce around a little bit, because I've worked in property and
supply and I've worked in administration. I've seen stuff at both
levels. In the department I worked in, I wore a lot of different hats.
I worked with HR, I worked with backgrounds, I worked with the
medical staff, I worked with contract, I worked in a lot of different
areas, because our service unit doesn’t have that funding to have
that number of employees there sometimes.

So those of us that sat in that main office, we were the main peo-
ple that caught everything. I've heard stories from our people in
housekeeping, our security, our nurses, our doctors, our adminis-
trators. They come into administration and they need somewhere
to vent. And because we’re the ones that are up front and center,
we're the ones that they vented to.

So there’s a lot of things that I knew. I sat in medical staff meet-
ings and I listened to the review of credentials. I finally refused to
sit in there any more, hearing the dings that were on the physi-
cians that were coming to our hospital to take care of our people.
I told my boss, I'm not doing this anymore, I don’t want to sit in
these meetings anymore, because I don’t know how you people
sleep at night, knowing that we’re bringing physicians in that have
issues or have these dings on their credentials. I would sit there
and I'd go home and night and I'd think, how, you know, I don’t
want my relatives having this doctor take care of them when wher-
ever he was he lost his license for this reason. But yet we're forced
to accept whatever we're given. That’s unacceptable. I mean, it was
so sad I refused to do it anymore.

Like I said, I come from being a patient, I come from being an
employee. I left there because I wanted change. I wanted to see
both sides of it.

When you bring in these quick fixes, when I left the government
and I became a tribal council leader, within months we had our
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meeting with the area director. He refused to come to our reserva-
tion and meet with us. He wanted us to go to Pierre, 100 miles
away from where our reservation is, to meet with him. And when
I got there, I was pretty fired up, because when I walked in, I
walked into a conversation that pretty much got me riled up. And
my colleagues know that, sometimes I get excited and I talk really
fast. And when I start going, things shoot out one after another.

It was my opportunity to say, I am no longer a Federal employee
and I finally get to say what I need to say because I don’t have
to worry about losing my job. I don’t have to work about getting
written up for this. And so I said what I needed to say because I
was very upset. And I said to this person, more than one time, a
lot of people have mentioned today they’re happy that this person
is no longer with us, but I said, you know, you don’t know what
it’s like. You, and I don’t mean to insult anyone, but I said to him,
you are an urban Indian. You have no idea what we go through.
I said, you need to come to our hospital and see our doctors and
get our care for a month.

The last time that he was at our council meeting I told him, no,
not a month, I want you to come for a year. I want you to bring
yourself and our family and see what it feels like here. Because you
have no idea what we suffer from, what we go through. And he
stood and he told us, and you know, I've heard other tribal mem-
bers say this, lip service, it’s really amazing to hear how many of
us know lip service very well. Because many times that’s what I
say we get. As a tribe, we get lip service. We’re going to do this,
we’re going to do that.

I finally said, in here, in my [word in native tongue], I don’t be-
lieve you no more. Everything that you've told us, everything that
you've committed to that we're going to fix this with, the trans-
parency isn’t there. Because everything that we’re told, you can
take it with a grain of salt. Some of this will get done in due time.
But you know, if you’re up here and we’re down here at the service
unit level, at the IHS level and you’re getting this care, if you sud-
denly see it’s up here and you've never been there to have that
care, if you've never been there to experience the deficiencies that
we have, that lack of quality of care, that lack of continuity.

I lived off the reservation a part of my life, so I know what it’s
like to be on and off the reservation. It was nice living in the city,
seeing the same doctor, knowing that I was having that good care.
But like somebody else here mentioned, you go into our hospital,
we see a different doctor, we give our whole history. You can never
go back and see that same doctor.

You know how frustrating it is to have to repeat your entire
health history? Okay, now, what were you, oh, I see in your record,
this is in here. And you get so frustrated you just say, well, this
is what they told me the last time and this is what I have and I
went on WebMD and these are the diagnoses that I found with my-
self, so if you could just give me the medication or refer me or do
something else then I won’t have to repeat my whole history again.
Because these are my symptoms. You know, it becomes very frus-
trating.

The part on the administrative part that I wanted to mention,
I know I bounce around a lot because I get really excited. And sit-
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ting here, everything turns, my wheels turn and I kind of get car-
ried away. But every time we have this Band-Aid, this quick fix,
and that’s what I call it, you know, assessment after assessment,
why are you going to keep assessing us? Why? Because you do
these assessments that somebody else already did. Why aren’t the
people in our own facility capable of assessing their own issues? A
lot of it comes from up here. Senator Dorgan’s report is almost
ebbed in the back of my brain because I've read it and I've read
it and I've read it. And I get so frustrated because I say, this is
everything that we’ve been going through. I printed it off and I
gave it to all my colleagues at council. There’s 20 of us. I gave ev-
eryone a copy, I said, read this. Read this before ITHS comes here
so you guys will understand we'’re right where we were before.

But bringing people into our facility to temporarily fix us, you're
bringing people in that are going to come in, they're going to have
knowledge of where they were, what worked in their system. As I
talked to some of the other tribal reps, I said, you could take this
person, this person and this person and send them to our facility.
And each time you do, coming from administration, we sit back, we
know, okay, we have a new acting CEO coming in, we have a new
deputy coming in. Which people are going to be there first so they
get their way? So they can still get things how they want them?
That does happen.

The next thing is, now, I wonder what kind of a plan this one
has for us? Because we just got adjusted to the last CEO, and this
is how their management functioned. This is what worked at their
facility. This is what worked at their tribe. Now they’re going to
come to our facility and this is how we’re going to run. So everyone
has to adapt to this person.

Then something happens and they get sent out. And then the
next one comes and it starts all over again.

What this actually does is causes a great hardship on the facility
employees. Yes, we have good employees. And we have bad. And
we have these people that come in, yes, some of the ideas are good.
But maybe they’re not fit for our facility, because we're alike but
we're different.

But every time this happens we all have to readjust. But what
happens is it affects us in many ways. It affects the people in ad-
ministration that are not administrators. It affects our entire sup-
port staff. Because everybody has to readjust.

But after we do this for so many times, the morale drops. And
everybody only wants to do what they have to do. But what hurts
us the most is when this keeps happening, this effect, this merry-
go-round that we'’re on, is our people suffer. Because if our employ-
ees aren’t happy and theyre not functioning fully, because of the
administrative changes, and giving up that, well, Aberdeen has got
their favorites, Aberdeen has their family, now theyre going to
send somebody else, now they’re going to start over. When people
just kind of getting into it and they give, they kind of almost want
to give up.

But it hurts our patients, that’s what hurts. It hurts our people.
Because as you climb that ladder, to the nurses, the MSAs, to the
people in the offices, how they feel affects how I get my health care
treatment. So it goes on and on.
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So from coming from the inside, I know this stuff is true. I have
experienced it. I've witnessed it. I have seen Douglas factors done,
just like that, to get rid of an employee. But administratively, what
I say and I say we all share that same thought is that, recycle, re-
cycle and promote. Recycle. We did resolutions. We didn’t want this
person here because they were resolutioned off another reservation.
Here they come. Re-do how our system is.

I walked out and I came back in and I thought about something.
We try to figure out what’s broken, we know what’s broken. We
tried something different, we said, okay, well, we keep getting peo-
ple from within the system. And they’re just already conditioned to
do things this way. You’re already like robotic in how you do it. I
used to get so frustrated at Mr. Cornelius, because he seemed to
be, and I said it to him and I won’t deny it, I said, you're very well
versed, you sit there very, with that Chessie-cat grin and you bob
your head and you smile. And the thought behind that smile you
don’t know. But because everyone comes in this way, after a while
you start to wonder, is it the Federal Government? Is it the people
that we’re bringing in? Still we tried it. We went with a CEO and
a clinical director that weren’t Federal Government, that weren’t in
THS. And it was just this catastrophe, such a big catastrophe as
what we already experienced.

Right before all this stuff happened with Rosebud, they both left
and went to the VA. Poor VA. Because as my friend and colleague
here said, they told us we were good. I sat in on that one review
with her. We sat across the room from each other and my mouth
was like, because 1 was saying, they said we’re the best. They said
we have this good review, our ER was great.

When our last CMS review had come to Rosebud, we had so
many dings, we had so much wrong. And then for five years later,
or however many years later it was, for them to come to our ER
and say how fantastic our ER was, I couldn’t believe it. I was in
disbelief. I was angry and went out of there cussing and I don’t
really cuss that much unless I'm really angry.

But I could go on and on but I'm not going to, because everyone
here has shared the exact same things. What goes on at your hos-
pitals goes on at our hospitals and we suffer. With our diversion,
people are being sent out.

I sit on way too many committees at our tribe. And I sit on budg-
et and finance committee. We have to find money. Last year, by
February or March, our money was gone. Because when people get
sent out, they come to us, we have to make up that difference, for
families to travel, for their motel, for their gas, for their food. But
also for the people they leave behind, because in our culture,
there’s always that main person that goes and you also have that
main person that takes care of the family at home. And it’s usually
that person that’s going with the relative. So then he or she has
to make sure that she’s taken or he’s taken care of, whoever’s left
at home.

I didn’t get to write down what I wanted to say, but I really have
talked and talked. But one of the other things that I want to talk
about before I sit down is the safety and health of our employees
is also of a great concern. It’s not just the people that come to our
hospital for care, it’s our people that work in our hospitals.
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In our hospital, our former CEO, I went up to address an issue
and he called me very unethical, because I didn’t, you know, we
come here with our history of everyone nets out on our reservation,
all the things that are going on. I went, and I'm going to touch on
my personal at the moment. I went there, first as a tribal council
rep, then as the vice chair of our health board. I went on behalf
of three tribal members. One of them happened to be my husband.
And I went there because I couldn’t get hold of one of my other col-
leagues to address it and it was something that needed to imme-
diately be addressed.

We don’t follow safety, health and safety standards like what we
should. My colleagues standing behind, he and I and Evelyn
Espinoza, we all come from IHS. Fresh from there to where we're
at. Evie left about a year before us. But my colleague back here
was a safety officer, so he knows a lot about what I'm going to
mention. But the houses there are so old on the lower compound,
you have a lower compound and you have a new compound. The
ones at the lower compound are very unsafe, theyre very
unhealthy. They have asbestos in them.

There was a fire and there was an old building with both asbes-
tos and black mold. These three employees had to go down there
without any safety gear. I asked the CEO to do a webcident. I
asked him to do an air quality check. Neither one was ever done.
My person that was very special to me has been subjected to one
house where, when they got done, they brought them the safety
gear and said, oh, this house tested positive for methane, you need
to put this on, they were already done with the house. He tore out
the entire living room and a kitchen area, the tile had asbestos in
it, the glue.

Okay and then comes the thing with the black mold. I went in
there, I'm asthmatic. I barely got into the building, I couldn’t
breathe, I had such a severe asthma attack. Well, he no longer
works there, because I'd rather have him in my life than have that
second income.

But my point in this is that you take these concerns to them and
they don’t listen to you. There’s other things there that go on, and
we're not heard. I could go on and on, I could write a whole book
on all of the bad issues that our people have suffered from, because
I hear them and I've experienced them and what goes on with the
employees. Our employees also need to be heard.

When people come out to talk to us, it’s just like someone else
mentioned, I was an employee there, I know, you can’t. You're
afraid to go to the tribe because you don’t want to get fired. We
had a contract person that came to the tribe and the next day, he
was fired. So we know, those that work there at the IHS tribal
level within our reservations and at the area office level. I don’t
know about the HHS level, but as far as our area office level, there
are employees that know things, there are employees that are
going through hostile work environments, there are people that are
mistreated. There are cliques, there are favorites. There are unfair
hiring practices.

I have been getting information along the way, and I know for
a fact that this happens. So when you go out and talk to people,
Emily knows, she walked with us through our IHS, it’s very dif-
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ficult to do because there’s that barrier, there’s that protective
arena that you can’t get beyond. You're going to be told, oh, no, we
h}iwe transparency, we work with you, we do this and that. It isn’t
there.

So when the times comes and you do another hearing or you take
testimony, I ask that you go and afford the employees at the serv-
ice unit level and at the area level the opportunity to talk to you
and protect them so they don’t have to worry about being fired. Be-
cause you know, theyre going to tell you things that, sometimes
when you’re in an administrative position you’re going to believe
the person that’s at the next level below you because you have that
confidence in them. But it doesn’t always work that way. Some-
times you're believing things that you are being misled, informa-
tion being misconstrued.

I have more to say but I'm going to quit because I could probably
stand here all night. Ten years of history in the IHS is a long time.
And working in property, going to administration, being the clinical
director’s assistant, there are some nightmare stories that I could
tell you about things that went on at our hospital.

I have information that I protect because I was background coor-
dinator. There’s things that I know that are done not according to
policy. So I wanted to share that, because I know that it’s men-
tioned and a lot of people are giving their testimony on their actual
heartbreaking family losses. But I wanted to give the other side of
it, being an employee there, being a Federal employee for Indian
Health Service. I know.

And so I'm speaking on behalf of my former friends and col-
leagues at THS and family and members on our reservation and
others. Thank you.

Mr. ANDREWS. Thank you.

STATEMENT OF C.J. CLIFFORD, REPRESENTATIVE, WOUNDED
KNEE DISTRICT, OGLALA SIOUX TRIBE

Mr. CLIFFORD. My name is C.J. Clifford and I'm from the Oglala
Sioux Tribe. I'm a representative out of the Wounded Knee Dis-
trict.

I will try to be brief and directly to the point. First I would just
like to share with you, I would like to see some immediate action
taken. Most recently here, as of Sunday, we lost a 23 year old
young man that paid a visit to the hospital, was given some meds,
went home. A few hours later, he told his mother he was having
a hard time breathing. They loaded him up in a vehicle and he
passed away in the vehicle before it could leave the yard. That just
happened Sunday. They’re making funeral arrangements and I un-
derstand, speaking with his mother, they are doing an autopsy. But
that’s something that’s very alarming, that came out of the Pine
Ridge Agency.

Also another medical one is a young 40 year old male went to
the dentist for toothache, was given five shots on the side of his
mouth and now he’s got a permanent droop on the whole left side
of his face. Indian Health Service out of Pine Ridge, their dental
unit.

Also I want to talk briefly about the consultation process that In-
dian Health Service and other agencies use, Federal agencies use
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to address issues. It’s not a true consultation, nor do they follow
their consultation policy. It’s more of a dictation, that this is what
we’re going to do, and we just come to have you sign in and we
say it’s a consultation. There’s no notice going out. I believe that
there should be a uniform consultation policy for all extensions of
the government that deal with Indian affairs. They should all fol-
low one base, because they’re all different.

I want to talk about the employees’ rights and their job. A per-
son’s life in the Indian Health Service, it’s more important for them
to take care of one another, rather than the people that theyre
there to serve.

I want to talk about the drug testing part of our lives with In-
dian Health Service. You people don’t have to drug test. And I have
a problem with that, because we have people out there that are in
actual need of pain medications, and they enforce what they call
a pain management contract. They enforce that on each and every
Native person that goes to the hospital, to sign a pain management
contract prior to getting medication. And then from that point on,
they are drug tested each time they go in to get a refill.

Now, tell me how that’s supposed to work with the fact that we
have rampant drug use amongst our employees at these areas?
And they’re not mandated to drug test. But yet you can enforce it
on a person that’s in actual need of a narcotic to help them live
through their life through the day and theyre forced to do a drug
test constantly. There’s many problems with Indian Health Service
today. And it needs to change. There’s new and better ideas out
there people have that I think they should be listening to.

I want to thank you guys, because I do know you are the ears
and eyes and hands of the Congressional people. Thank you. And
I guess not to keep you guys very long, I too would like to have
you guys relay a message to your bosses that we thank you for lis-
tening to us from the Oglala Sioux Tribe.

Mr. WALTERS. Thank you.

STATEMENT OF BRIAN DILLON, REPRESENTATIVE, PARMALEE
COMMUNITY, ROSEBUD SIOUX TRIBE

Mr. DiLLON. My name is Brian Dillon. I'm a representative of the
Rosebud Sioux Tribe out of the Parmalee community. I also am a
member of our health board.

I'm going to be as quick as I can here. I want to start off by say-
ing, we are all valued on our contribution to others in our life. Our
family and relatives and our tribe rely on our contributions, our
productivity as an individual. For us to be at or near our potential
as productive tribal members and citizens of the United States, we
must be healthy in our body, mind and spirit.

Currently, our productive and contributions in life are severely
impacted by inadequate health care. It reduces our educational, ec-
onomical and parental viability.

Just to give you a couple quick examples that are personal to me,
my daughter, second oldest daughter, just gave birth to my first
grandson, four and a half days ago. And the reason why it’s kind
of a big deal is currently at our hospital, we don’t have, well, we
might today, have an OB doctor. I'm not too sure. It’s kind of a two
weeks on, two weeks off type rotation. Prior to that, they didn’t
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have an OB doc, so we had to change her health care provider from
IHS to a local facility, which happened to be 53 miles from my
house.

Luckily, it didn’t provide us with any major complications. She
was able to deliver a healthy baby and it wasn’t a big deal. But
if it had been, that may have impacted not just her, but my
grandson’s productivity in life. It could have ended or it could have
been impacted to where the child or the mother could be less pro-
ductive as a parent, eventually, economically for their family and
for their tribe, their community, been a viable aspiration for the
local education system or what have you, all of those things.

I have another daughter, my youngest daughter, who’s 13 now.
When she was a first grader, she was diagnosed with discoid me-
niscus, which required surgery to correct, or hers did. The IHS, In-
dian Health Service, decided that they were going to pay for, she
had to have it done on both knees. They decided they were going
to pay for her to have it done on one knee first, go through a little
bit of the healing process, rehab and then do the other side.

Well, we went through the process on the first knee, and when
it came time for the second one, her referral is not approved. So
she’s only had surgery that she should have had on both knees on
one knee. And the reason why I'm bring up the productivity is, it’s
causing her, she’s a very adamant athlete. She runs cross country
with a great, severe amount of pain. She plays basketball, jumping,
with a great, severe amount of pain. She likes to lift weights,
volleyball, you name it.

And it has impacted her negatively. She struggles through it, but
again, as a father, it makes me wonder, if it’s impacting her to
where she’s not going to realize her full potential as a child grow-
ing and doing those things, and how that might affect her as an
adult. Because she’s starting to exhibit things that are in her deci-
sion-making process that are negative right now because of that
limitation. And I'm done with that.

On that note, I ask the following questions of the Indian Health
Service. Question one would be, can the Indian Health Service de-
termine the loss of productivity of tribal member patients that die
due to inadequate care? Differentiating from if they just die of nat-
ural causes or what have you.

Now, the second question would be, with that in mind, can it be
determined, the loss of productivity for those with a debilitating ill-
ness as it progresses from a category four to a category one? One
being loss of life, potential loss of life or limb, and that’s when our
purchased referred care dollars kick in. That’s what I'm getting at
with the example of my daughter. She’s at probably a four or a
three. The reason why she had the surgery on the first knee was
because at that time I had insurance through my employment pro-
vider, which was the Indian Health Service, at the time. When it
came time for the second surgery to be done, I had dropped my in-
surance and I was no longer an employee there.

So the referral process probably went so far as, no longer some-
body else to pay for a majority of it, or IHS pays the co-pay, the
instituted the payer of last resort. And I can’t afford the surgery
on my own. And being a tribal member and now employed by the
tribe, indirectly I guess, I have a choice whether I want to have
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health care or not through the Affordable Health Care Act or if I
want to ask for the waiver and all that kind of stuff. Those are just
two questions that I’d like to have answered.

I know within Indian Health Service also they have, in their Of-
fice of Environmental Health, they have the sanitarian to do simi-
lar type studies on loss of productivity due to motor vehicle acci-
dents or things of that nature. So I know it probably can be done.

Thank you.

Mr. WALTERS. Thank you.

STATEMENT OF ISAAC SMITH, WINNEBAGO TRIBE OF
NEBRASKA COUNCIL MEMBER

Mr. SMITH. First of all, I want to greet each and every one of you.
Good evening and thank you for your time. I'll keep this short, just
like everybody else said.

The second thing is, I'm from the Winnebago Tribe of Nebraska.
I'm a tribal council member. Currently, right now, I serve on there
and I also am the fire chief for the volunteer fire department back
home.

A lot of the stories and a lot of the things that were shared here
this evening really pull at your heart. And if they don’t, that’s
W%egl you really got to stop and think, what did I sign up for this
job for.

The other thing is, I was on a call, several calls, but I'll share
just two with you real quick, and I'm going to speed up my talking
a little bit. I do better that way. I know everybody’s probably hun-
gry, because I am. One of the things is, we got a call on this vet-
eran who was at home. So we ran the ambulance out there with
the EMTs. We got out there and they were doing CPR. We walked
in there, we carried our stuff in there and we started doing what
we had to do. His family was standing around. And we knew that
if we can get this gentleman to the hospital, he has a good chance,
more of a chance than what we could provide right now.

So we kept CPR in progress, we loaded him in the ambulance,
we even stopped a train midway and made them back up so we
could get the ambulance through. We drove him into the hospital
there in Winnebago. And some of you are familiar with crash carts,
what crash carts are. So I got to see it from my own eyes and to
this day it still carries a certain place in my heart for this family
and for this gentleman.

One of the things was, we unloaded him out of the ambulance
there and we turned around and we were taking him into the ER.
And the doctor came in, we called ahead, they knew we were com-
ing, we told them we were three minutes out, we're going to be at
your front door pretty quick. So we turn around and we brought
him in there. And the nurses in the ER didn’t know how to even
operate the crash cart.

So that’s one of the things that’s crazy about this whole situa-
tion. And one of the other things is that, when you go into health
care, ultimately you are there to help people. You are there to help
all the people that may have an issue with their physical being.

So the wires on this crash cart were all tangled up. Now, I don’t
know what kind of degree you got to have to untangle some wires
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to some life-saving equipment. That’s one of the things that really
was frustrating.

The other part of that was this crash cart wasn’t even charged,
wasn’t even plugged into the wall. So I'm still trying to find a way
to find out how you get these guys with a degree to plug in these
carts.

So the other thing is, I went through that, I got to see that and
we did CPR on this gentleman for 45 minutes. On top of that, we
had another shift come in and they started in. We worked on him
for an hour and a half before they called it on him. We had a faint
pulse come up, and so they turned around and they tried to bring
him back. Because that crash cart wasn’t taken care of properly,
we had to pull the stuff off the ambulance. And the stuff off the
ambulance only lets you go to a certain limit. So the stuff at the
crash cart would have helped if it was there. Little simple things
like that.

Another time was another gentleman, he lived in town. So the
transport was a little bit quicker, a little bit faster. We got him in
there and we were doing CPR on this guy. And he already had a
leg that was cut off from diabetes. We brought him in there and
we were doing CPR on him. And it’s the same issue. These are two
weeks, about two weeks apart. Same issue. The crash cart was tan-
gled up, wasn’t charged.

So then this time, there was two crash carts there. All right, we
might get somewhere now, they’re pulling out a second crash cart.
But the thing was, neither one of them was charged. But the sec-
ond one was untangled, all the wires were untangled. So they did
try to make an attempt somehow there.

But there’s a lot of different things like that that go on in this
hospital there in Winnebago, Nebraska. Yesterday, we got word
that there was a vehicle accident in Macy, Nebraska, these rep-
resentatives of the tribal council that was here earlier. There was
a police officer, his vehicle flipped. So at the time, they pronounced
him at the scene from what I know. But they didn’t let the hospital
know that they were going to bring these people in that were in-
volved in this wreck. So what they did was they turned around and
they started diverting everybody up to Sioux City, 20 miles away.

And these are some of the stuff that goes on. Some of the stuff
isn’t going to take the swipe of a pen. Some of the stuff is just
going to take common sense. But these are the people that we pay
high bucks for to come in there and be able to push that crash cart
from point A to point B. Plug it in and start it, everything. It’s com-
mon sense, some of these problems.

So if there’s anybody that’s out there that get hold of a common
sense, let me know, because I'll try to get some for everybody. That
will take us a lot farther.

But I just wanted to say that much, and to the tribal members
and the different representatives that are here, I want to say thank
you for sharing all the stories, all the thoughts and feelings with
us. Because these are the kinds of things, if we work together, and
be good to one another and help one another, we can make this
happen in a good way for all of us.

Then when we are able to do that and we reach a certain point,
there’s going to be something that we’re going to take home with
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us. It’s not going to be a paycheck. It’s not going to be money. It’s
going to be a good feeling in your heart, knowing that you helped
people, clear over on different sides of the Country.

And if you have a hard time at work one day, some day, some-
how, stop and close your eyes and imagine one of your closest loved
ones laying there in a hospital bed with all kinds of things going
wrong and not being able to get taken care of.

So I just wanted to leave you guys with that thought. I really ap-
preciate all your time. Everybody that does something here, I want
to say thank you to you, from the bottom of my heart and from
where I come from. There’s a lot of people back home that are real-
ly grateful that you guys made time for us to come over here and
to hear what we had to say.

So thank you, God bless you.

Mr. ANDREWS. All right. I think we’ve hit that hour of night, it’s
been a long night. Let me first and foremost say thank you to you
all. Part of a listening session is exactly this; we’re in listening
mode so we can then act on your behalf. I know the hour is late
for staff, and obviously I want to thank them for staying with us
and listening collectively on this side of the aisle, on this side. We
will take what you have to say and we will work for the betterment
of your communities, especially the health care, which we’ve heard
all day today.

For those who didn’t get an opportunity to speak, obviously you
can submit your statement. The record will be open for a couple
more weeks. But even then, we will continue to have the dialogue
so we can improve the process.

I want to thank everybody for their time. Obviously the heartfelt
stories will stay with us. I really appreciated that.

Tony, any last words?

Mr. WALTERS. I just want to thank everyone for coming out and
sharing their stories and concerns and suggestions and ideas for
how to improve THS in every aspect of health in the communities.
I know a lot of you traveled from pretty far away, so it’s good that
you were able to come in and share these stories with us, good for
us to hear. I know they are difficult stories to hear and difficult
stories to tell. But they do need to be told, they need to be heard.
They do drive action, they drive agencies to do better, they drive
staff here to advocate harder for these issues. So we certainly ap-
preciate everyone’s time and commitment to improving these issues
in your communities. Hopefully they will drive some solutions here
from D.C. that can help communities out in Indian Country. Thank
you.

Mr. ANDREWS. Thank you, folks. That concludes the listening ses-
sion, but it doesn’t conclude the work that we’re going to do.
Thanks again. Safe travels back.

[Whereupon, at 8:25 p.m., the listening session was concluded.]
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PREPARED STATEMENT OF SUNNY COLOMBE, MBA, ROSEBUD S10UX TRIBAL MEMBER

Good Afternoon Chairman Barrasso, Vice Chairman Tester, and Members of the
Committee. My name is Sunny Colombe. I am an enrolled member of the Rosebud
Sioux Tribe in South Dakota. Although I was not born or raised on the reservation,
I remain close to the community through my family and friends. My family is dedi-
cated to the welfare of our people, and my mother has been with IHS for over 40
years.

Growing up hearing about the health disparities our people face, I believed I
needed to take what I had learned and put it to use in the healthcare field. After
receiving my master’s degree in business administration from National American
University, I applied for a position with the Rosebud ITHS Hospital. In 2006, I moved
to Rosebud, SD after accepting a position as a supervisor for Contract Health Serv-
ices at the Rosebud IHS Hospital. After five years of service, I resigned in 2011.

I left IHS because I wanted to improve the overall health of my community. As
the contract health supervisor, the people coming into my office were often afflicted
with terminal illnesses. The only patients approved for contract health funds during
my employment were priority one. Priority one care includes or emergent or acutely
urgent services that are necessary to prevent the immediate death or serious im-
pairment of the health of the individual.

I now work for Great Plains Tribal Chairmen’s Health Board, a non-profit organi-
zation which promotes preventative healthcare for the tribes in South Dakota,
North Dakota, Nebraska, and Iowa.

My views today reflect my personal experiences with the Indian Health Service
(IHS), and not that of my organization, nor the tribal nations in our service area.

During my time at IHS, I witnessed multiple obstacles that directly impacted pa-
tient care including antiquated technology systems, cumbersome policies and nu-
merous employment vacancies and employee retention issues. This is not to say that
THS lacks passionate employees who advocate for their patients and the best pos-
sible healthcare, because I also witnessed those employees in action. “Do more with
less,” was repeated frequently, but at the end of the day, only so much can be done
with less before the population it serves suffers the consequences.

While living in Rosebud, I was fortunate enough to give birth to one of my daugh-
ters (Addison) in the Rosebud ITHS Hospital. I am thankful that I was able to receive
obstetric care from the same medical provider during my whole pregnancy and de-
livery. I was also lucky enough that at that time there were ultrasound services
available to complete and complement my prenatal services. The care I received was
wonderful. The nurses and doctors were compassionate and capable.

The problem is that my positive experience with Addison is unique. In most THS
facilities, especially those in extremely rural areas, expecting mothers do not have
access to continuous, competent and compassionate care. Other patients seeking
care at Rosebud IHS Hospital, the facility where I delivered, also do not have access
to basic prenatal services.

I was recently visiting a fellow member of the Rosebud Sioux Tribe who expressed
his frustration with the lack of obstetric care available to his daughter. She is a
first-time mother and there was not a provider on staff for her general prenatal
care. She was told that an obstetrician-gynecologist had been contracted and would
be available “soon”, but gave her no more indication of how long they would be
available to provide care. This young lady has become so frustrated with the situa-
tion that she no longer wants to seek care. Her experience at IHS has resulted in
being skeptical of need for prenatal services.

In my experience as a former employee, contracted physicians come and go fre-
quently, or alternate week to week or month to month, at best. Contracting pro-
viders is a great alternative when a vacant position cannot be filled; however, when
this tool is over-utilized it undermines quality and continuity of care. There is often
no relationship developed between the provider and the patient. When capable and
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accountable providers are not consistently available, patients suffer the con-
sequences.

Within the first few years of my daughter Addison’s life, we utilized the Rosebud
THS Hospital emergency room and clinic frequently. Since she was born, she has
had digestive and respiratory issues and extreme eczema. Every day she experi-
enced severe vomiting; so much so that she slept in her infant swing to prevent
choking in her sleep. She had open eczema sores that bled on her arms and chest.
Despite our many visits to the Rosebud ITHS Hospital, we received little more than
recommendations to take Benadryl and to provide albuterol treatments.

When no solutions were forthcoming from providers in Rosebud, I traveled 180
miles to the Rapid City IHS Hospital, the closest IHS facility with a pediatrician
at that time. The pediatrician there had been a long-time IHS provider, and always
ensured that my daughter received the best care IHS had to offer. The doctor men-
tioned numerous times that my daughter’s symptoms could be allergy-related. How-
ever, an allergy test from a specialist does not, nor would ever, meet the criteria
for an approved PRC referral, as most facilities in South Dakota are only able to
refer priority one cases, where life or limb are in jeopardy. At the time, I could not
afford insurance, nor was I eligible for Medicaid. So my daughter continued to suffer
for two years while waiting for basic diagnostic testing.

In 2010 my daughter’s symptoms ultimately became so severe that she was trans-
ferred by air ambulance from Rosebud to Sioux Falls, SD for care. The expense of
her continued emergency care far exceeded the cost of an allergy test. The cost of
emergency air transportation is about $20,000 and a consultation and allergy test
is about $500. After my daughter turned two, about six months after her emergency
transfer, she was finally able to have an allergy test in Rapid City, SD with a spe-
cialist. It was confirmed that she was extremely allergic to foods containing peanuts,
milk protein, and eggs—all things she frequently ate. Once the results were shared
with the pediatrician at the Rapid City IHS Hospital, she was able to provide edu-
cation, diet and medication to address my daughter’s needs. The results were almost
instantaneous. My daughter was able to eat, her asthma was controlled and her ec-
zema cleared up.

Addison is a healthy, active seven year old now. She knows her limits, and is ca-
pable of monitoring her own diet and asthma based on the support and continued
education we received.

Recently, I was saddened to hear that the pediatrician who helped us at Rapid
City IHS quit. She told me she just couldn’t do it anymore. Unfortunately, she’s not
alone. I repeatedly hear of the recruitment and retention issues within IHS. This
was a wonderful dedicated physician who was with the facility for a long time. I
wonder if an exit interview was completed to identify what it was she couldn’t do
any longer. What made her service there difficult? Could a solution have been found
to retain her services?

I also have a three year old daughter, Jordan. She was born at Rapid City Re-
gional Hospital in 2012, as the Rapid City IHS Hospital does not do deliveries at
their facility. Having been an employee, specifically a contract health supervisor, I
knew the conditions under which her birth would be covered by Purchased/Referred
Care (PRC). There are various denial reasons for PRC, include residing outside of
a Contract Health Service Delivery Area, not qualifying as a medical priority, hav-
ing alternate financial resources available, not providing notification within 72
hours of receiving care, and IHS available to provide care. To ensure I met the noti-
fication requirement, I called the Rapid City IHS Hospital within 24 hours of admis-
sion.

Typically a patient is contacted by mail or phone about the status of their referral.
As I was never contacted, about a month after Jordan’s birth, I called to check on
my claim. I was waiting for verification that they had all they needed to process
the claim for payment, or at the very least, a denial of payment.

They could have denied the call-in for alternate resources available as many preg-
nant woman and children are required to provide proof that they are not Medicaid
eligible. No other denial reasons should have affected the coverage of that medical
event. I was required to apply for Medicaid and provide documentation of my ineli-
gibility while receiving care in Rosebud with my eldest daughter. It was just an-
otheir hoop to jump through, even though I knew I exceeded the income level before
applying.

I called and spoke to a Purchase and Referred Care staff member at Sioux San
THS, who told me there was no referral in the system regarding my PRC claim for
Jordan’s birth. He offered to begin the referral process and stated he would be
happy to take the information. Shortly after this conversation, I received a denial
letter in the mail for failing to notify within 72 hours.
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In my experience, it is impossible to appeal an unmet notification requirement.
So even with my knowledge of the PRC regulations and taking specific steps to fol-
low the process, I was responsible for payment of the care I received.

At the time, I was fortunate to have private insurance and resources to cover the
expense. The average IHS consumer without private insurance or Medicaid would
most likely find him or herself responsible for the total cost of care and be sent to
collections.

After resigning from IHS, I accepted my current position as the Chief Administra-
tive Officer at Great Plains Tribal Chairmen’s Health Board. Our organization pro-
vides technical assistance and health education to our member tribes in South Da-
kota, North Dakota, Nebraska, and Iowa. We have a variety of programs which pro-
vide preventative health education, including increased access to healthy, tradi-
tional foods, cancer prevention, tobacco cessation, maternal and child health, behav-
ioral health, and epidemiologic support. Our focus on preventative health techniques
gives me hope that the health of our people will and can improve.

With insurance through my employer, I am no longer limited in my personal
healthcare choices. I choose to utilize the Rapid City IHS and I am glad that they
are able to receive reimbursement for my care through third party collections. I
know many of the permanent providers in the clinic and have absolute faith in them
regarding the healthcare needs of myself and my children. However, based on the
services available, I pick and choose which care I receive there.

Services at Rapid City, Rosebud, and many other IHS hospitals are limited, and
there are some services that my family and I do not utilize. For example, my family
and I do not utilize the IHS dental services because only very limited emergency
services are available on an unpredictable basis, and when treatment is available,
it often is not what a patient needs.

The Rapid City IHS does not have enough providers available to make an appoint-
ment for routine dental care. Based on which providers are available and the treat-
ments they offer, a given patient may or may not receive care. The typical patient
is expected to sign in at 7:30 a.m. on a first-come, first-serve, basis.

I have tried multiple times to receive preventive and routine dental services at
THS, and have been repeatedly told that they were not taking appointments. They
take emergency walk-ins on a daily basis, but whether it is because of the lack of
resources or provider knowledge, the universal IHS treatment for an injured tooth
is to extract it.

Also, a year ago, I went to the Rapid City IHS Dental Clinic and was told that
one of my teeth needed a root canal. While the clinic could not provide this service
as they only provided emergency care, they did offer to pull it out. I chose to save
the tooth and go elsewhere. Unfortunately, not all patients have these resources or
options. Many are stuck with whatever services IHS chooses to provide.

My experiences as an IHS employee and my current position with the health
board have provided me a distinct opportunity to see the big picture of Indian
health care. While I understand that there are inefficiencies within the IHS system,
I firmly believe that multiple opportunities for improvement exist in the Great
Plains area, but the issues I have highlighted today, in conjunction with inadequate
funding, makes improvements impossible and continues to punish the people we are
all here to serve. IHS is funded at about 50 percent of the current need. Increasing
one line item here or there when the entire system is under resourced won’t solve
the issues we face.

To say the least, it is disheartening to hear the personal stories of the commu-
nities the tribal leaders represent and the dire need for increased preventative care.
The medical conditions may change, the communities may differ, the gender and age
may vary, but their stories of inadequate healthcare remain the same year after
year. While the need for preventative healthcare is universal, budgetary allotments
coupled with poor management and inadequate oversight are never enough to sup-
port implementing adequate prevention services, even though they can often be
more cost effective.

If my daughter Addison had been able to receive a simple allergy test at IHS, or
been referred out for care earlier, tens of thousands of dollars, and more importantly
her immediate well-being, would have been saved.

Again, thank you Chairman Barrasso, Vice Chairman Tester, and Members of the
Committee for inviting me to testify before you today. It is my ultimate hope that
the Indian Health Service, Tribes, and Congress can work together to find lasting
solutions today to ensure and promote the health of American Indians well into the
future.



134

PREPARED STATEMENT OF HON. HAROLD C. FRAZIER, CHAIRMAN, CHEYENNE RIVER
S10UX TRIBE

The Cheyenne River Sioux Tribe is pleased to present these comments on the
quality of Indian Health Care in the Great Plains. Throughout the past century the
United States has repeatedly acknowledged its obligation to provide health care for
enrolled members of federally recognized Tribes. This obligation was established
through Treaties grounded in the U.S. Constitution, through Supreme Court cases
which defined and clarified the federal trust responsibility to Indian nations and
people, and through federal statutes, most recently the Affordable Care Act, which
strengthened and made permanent the Indian Health Care Improvement Act. And
yet, despite the law, despite well-intentioned providers and administrators in our
health systems, and despite the repeated efforts of this Committee, our Tribal mem-
bers continue to suffer from levels of disease and mortality not only disproportionate
to other United States citizens, but also to Tribal members in other regions of the
United States. Thank you for once again reviewing the inadequate standards of care
provided by the Indian Health Service in the Great Plains; it is my greatest hope
that this hearing may lead to actual, positive change in the Great Plains Region.

In that spirit, I submit the following specific comments on ways in which the
Committee can improve health outcomes for Tribal members both at Cheyenne
River and throughout the Great Plains.

1. Adequate Funding

Despite historic increases in the Indian Health Service’s (IHS) budget since 2009,
THS continues to be underfunded at approximately 59 percent of need. The Tribal
Budget Formulation Workgroup for IHS estimates fully funding IHS’s budget on a
true needs basis would result in an annual appropriation of $28.6 billion. Were ITHS
funded at this level, Tribes would be able to partner with IHS to achieve health care
on a par with the rest of the United States. The Cheyenne River Sioux Tribe urges
the Committee to accept the recommendation of the National Congress of American
Indians by enacting advance appropriations for the Indian Health Service and by
increasing IHS’s appropriation by 2 billion a year for 12 years, which would result
in fully funding IHS on a true needs basis by 2028.

2. Immediate Needs: Mental Health and Substance Abuse

Two of the most immediate needs at Cheyenne River are mental health and sub-
stance abuse. In particular, youth suicide and methamphetamine use are at record
levels on our Reservation. It is established that conventional, western treatment
methods have little success treating methamphetamine addiction, because of the
particular effects of methamphetamine on the user’s brain and body. Successful
treatment of methamphetamine addiction in Native Americans has been achieved
in treatment centers which provide long-term, specialized treatment designed
around Lakota principles and values. But there is only one such 16-bed treatment
center in the Great Plains region, located on the Rosebud Reservation. To success-
fully combat the epidemic of methamphetamine addition we need a robust network
of culturally-appropriate treatment options.

Likewise, our mental health program, which the Tribe operates through a self-de-
termination contract with IHS, is severely underfunded. We do not have the re-
sources needed to respond to the high numbers of children with thoughts of suicide,
and who attempt suicide or who copycat other suicides at Cheyenne River. In 2015,
our number of completed suicides was triple that of 2014. We rely on outside facili-
ties to provide higher levels of care for our youth who need treatment for thoughts
of suicide and self-harm. With adequate mental health resources, proportionate to
those provided to non-Indians, we could develop an in-patient mental health treat-
mgnt center at Cheyenne River, which could potentially lower our rate of youth sui-
cide.

The Cheyenne River Sioux Tribe urges the Committee to appropriate emergency
supplemental funding for mental health and substance abuse in the Great Plains.
In particular, we support continued funding of the treatment center at the Rosebud
Reservation and funding of a new regional treatment center at the IHS Sioux San
Hospital in Rapid City.

3. Long-term Elder Care

In the Affordable Care Act, Congress authorized expenditures of IHS funds for
Long Term Services & Supports (LTSS). However, Congress has not to date appro-
priated funds to IHS for LTSS. Developing an effective, culturally-appropriate LTSS
system is a priority of the Cheyenne River Sioux Tribe. We demonstrated this pri-
ority by constructing the Medicine Wheel Village, intended to be a 45-bed nursing
home and assisted living center in the heart of our Reservation. But without actual



135

funding to LTSS through IHS, we have only been able to open the assisted living
portion of the center, and currently serve only 27 residents. Elders who need higher
levels of care must still relocate to off-Reservation nursing facilities. The Cheyenne
River Sioux Tribe urges the Committee to fund at a meaningful level the long term
care services that were authorized in the Affordable Care Act.

4. THS Staffing Issues

At Cheyenne River we have a new hospital facility and modern staffing quarters.
Despite these advantages, our service unit has a 27 percent vacancy rate, with 70
of the 262 positions vacant. While the majority of vacancies are clinical positions,
THS cannot recruit and retain not only providers, but also administrators and key
staff. Key positions have remained unfilled for over a year. This situation can also
be traced to funding. Because of limited funding, IHS providers are paid according
to limited pay tables. Providers entering the IHS system, therefore, can expect to
be paid well below their private hospital counterparts, and therefore do not choose
to work for Indian Health. Because of this problem, the Eagle Butte service unit
depends heavily on temporary contract providers, which cost three times more than
a permanent employee. This not only depletes our local budget without improving
services, it decreases patient trust in the hospital. Our patients know they will most
likely be seen by a stranger whom they will never see again, which discourages pa-
tients from using the THS system at all. Patients only seek care as a last resort,
exacerbating the health problems we seek to improve.

The Great Plains Area Office responded to this problem by hiring two recruiters
based in the Area Office in Aberdeen, South Dakota. The recruiters were tasked
with recruitment and retention responsibilities for service units throughout the
Great Plains Area. However, neither recruiter has been to our hospital, nor have
they been successful in filling any of our open IHS positions. Instead, as other Great
Plains Tribes have testified, IHS recycles bad employees from service unit to service
unit. It is alarming that many of the doctors and administrators that performed
poorly at Cheyenne River were promoted to Area office jobs or shifted to another
Tribe. This is a great disservice to Tribal members.

The Cheyenne River Sioux Tribe asks the Committee to adopt and recommend to
Congress the THS budget increases under paragraph 1, to instruct IHS to waive its
pay tables in areas such as the Great Plains where there are persistent problems
with recruitment and retention, and to disallow IHS from recycling underperforming
employees from Tribe to Tribe.

5. Patient Relations

In 2012, the Cheyenne River Sioux Tribal Council passed a resolution detailing
problems in customer service and patient relations at the IHS hospital in Eagle
Butte. The problems included a rigid and unreasonable appointment system, poor
communication with patients regarding prescriptions and refills, and an institu-
tional culture within IHS that did not engage patients in their treatment, did not
respect their time, did not build trust with patients, and generally was neither com-
passionate nor respected the dignity of Cheyenne River patients. The Tribal Council
demanded that the Service Unit Director create a written plan of action to improve
patient experience in the Eagle Butte Hospital, to include a visible and accessible
method of collecting patient feedback and a long-term patient experience strategy
using:

e A cultural assessment by a competent consultant group in the area of customer
service improvement for healthcare organizations;

Adoption of a patient bill of rights;

Development of standards of service excellence;

Employee training on these standards; and

Ongoing protocols for continuing self-assessment and improvement.

e o o o

The Tribal Council asked for a written response to these demands, but IHS gave
no response, and none of these changes were made. The Cheyenne River Sioux Tribe
renews its 2012 resolution through this statement, and asks this Committee to refer
the issue of patient experience to IHS for their immediate response.

6. IHS Priority System

The Cheyenne River Sioux Tribe must again state our displeasure with the THS
priority system. You have heard many reasons, from many Tribes, over many years,
over the problems the five level priority system causes with our patients. IHS’s jus-
tification for the priority system is simple: Congress does not give us adequate fund-
ing to meet all of the health needs of our population. Because we cannot pay for
all needed health services, we must prioritize which health services we will pay for
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and which health services we will not. It is unconscionable to not provide health
care to patients needing emergency or acute care, we will pay for those services as
a first priority. If care can be delayed, we will delay it until patients need emer-
gency care. While this may make sense to accountants, it is completely backwards
to medical caregivers. If care was not delayed, then emergency care would not be
needed, and the cost of care overall would decrease. Tribes have challenged the pri-
ority system in federal court, but the courts have upheld IHS’s agency-level discre-
tion to choose to fund some individuals’ care while denying others’, given that Con-
gress has never funded IHS at its true level of need. But the priority system has
a deeper effect on our patients than being denied for a particular procedure. It
erodes trust in the system, and creates fear of rejection in our patients, which
pushes them to avoid care, often until preventative care is too late.

The Cheyenne River Sioux Tribe asks this Committee to support the funding re-
quest in paragraph 1, and in the short-term, to order the Indian Health Service to
enter negotiated rule-making with Tribes to revise and reform the priority system.

7. CMS State Plan Amendments

Because of chronic underfunding, IHS and Tribal health programs have turned to
other funding sources to supplement our budgets. Third-party billing, particularly
to Medicaid, has been one of the largest sources of outside money. However, Tribes
are limited in our application of Medicaid dollars in our program under the Social
Security Act only states can design, implement and administer Medicaid programs.
Tribal government are treated as local governments with respect to CMS, and must
go through state Medicaid certification to access Medicaid dollars. The problem with
this model, other than that it does not reflect the government-to-government model
of federal-tribal relations, is that it limits the Tribe’s control in including culturally
relevant health services, such as peer counseling, in the Medicaid state plan amend-
ments.

CMS does require states to consults with tribes regarding state plan amendments.
In 2013, CMS created a best practices booklet to guide states in establishing mean-
ingful consultation with tribes. However, the consultation process is essentially pas-
sive. States attempt to educate Tribes on how to maximize reimbursement of serv-
ices provided by IHS and Tribal health programs, and to educate Tribes on proposed
changes to the state plan and their impact on Tribes. However, under this model
Tribes do not propose changes to state Medicaid plans. Cheyenne River would like
this model to change from a teacher-student model to a health partnership model.
If Tribal health programs are to increasingly depend on CMS dollars, then our gov-
ernments need expanded control over the scope of the programs which are reim-
bursed. If Congress does not wish to amend the Social Security Act to allow Tribes
to directly enter into agreements and plans to administer CMS programs, then we
need a greater voice in the state agreements and plans.

Therefore, the Cheyenne River Sioux Tribe asks the Committee to require CMS
to change its consultation policy requirements for states to a requirement for nego-
tiation or joint-decisionmaking between Tribes and States with regard to Medicaid
state plan amendments.

Conclusion

The Cheyenne River Sioux Tribe is honored to have this opportunity to share our
experience and knowledge on this issue. Thank you for considering our comments
on Indian health care in the Great Plains.

PREPARED STATEMENT OF YVONNE KAY CLOWN, CHEYENNE RIVER S10UX TRIBAL
MEMBER

Thank you for having this hearing and testimonies.

We need drastic changes in the following issues:

Prevention healthcare, we need to be seen by specialists sooner than reach the
priority one status. Prevention could have prevented my mom from dying of conges-
tive heart failure; she was seen by IHS 3 times in same week and diagnosed as flu
symptoms, while her autopsy reported CHF. SHE SUFFERED as huge needles were
inserted into her lungs n heart areas to pull out the fluid by Dr. Virginia Updegraff,
with 3 white nurses holding her in position as she moaned in pain. When mom saw
me, she cried out my name and reached for me. The nurses were Jean Schupick,
Pat Lane, and Lorraine Kintz. They ordered me out of her room. Then, they trans-
ferred her towards Mobridge, SD, in her ICU condition after our family was told
she may not make it to morning. MaryC and I rode with her in the ambulance. Mom
died 5 miles out of Eagle Butte, SD. She could have been sent out sooner than ICU
status.



137

Eligibility for Contract health services aka Preferred Care: American Indian blood
is defined as %4 Indian blood to be eligible for services. Eagle Butte Indian health
service has always paid for all enrolled tribal members. If this is allowed, funding
has to be increased for all 21,000 + tribal members, scattered throughout the united
states.

We need steady, long term, real certified Drs., not family nurse practitioners or
physician assistants. I've been misdiagnosed several times. Number 1, my right eye
needed an ophthalmologist asap. We have only an optometrist, who takes leave as
he pleases. Its hard to get in to see him, even if the medical officer in charge re-
ferred me to him. His secretary said although he was present it was after 4 p.m.,
and he would see me next day. I suffered with severe eye pain with a hx of iritis.
I returned to ER another day with similar symptoms, I was told I had only makeup
in my eye. I was given meds that were of no help. 3 days later, I was admitted to
the Rapid City Regional hospital for irretractable eye migraines, and spent 4 days
for eye care. We need an ophthalmologist on site. Dr. Clarkson, optometry on board
is very rude, unprofessional, scare, and appts are made at his direction. He needs
to be replaced.

Number 2, I slipped off my sons porch in July 2015 after a small rain shower,
and fell onto the sidewalk face first. I broke my nose, skinned my face, injured both
my knees badly. The left one was swelling awfully. My right shoulder arm was very
painful. The ER doctor said the arm was not or bruised, and was not worried about
it. After treated and sent home, the next week the shoulder was very painful. I went
returned to Er. I saw. Dr. Mclane, med officer in charge. He ordered an xray, said
there was no tears or fractures. When I was referred to Black hills orthopedics and
ENT, the specialist saw that I favored my arm upon physical exam of my knees and
arm. He ordered an MRI. That week, his staff said the rotor cuff was turn, fell out
of the shoulder. I was setup for surgery in January 2016. Dr. Mclane could have
ordered an arm scan as I was told there is a scan machine in the hospital. He is
a Locum. We can save $$$$$$$$$$ of dollars by recruiting regular physicians, who
are willing to live and work in Eagle Butte. We need to get rid of locums.

CEO, Charles Festes Fischer, has no MEDICAL BACKGROUND, only a cop back-
ground. He is incapable of running our EBIHS. He does not know medical termi-
nology, or can’t recommend patients for preferred care referrals, and has to rely on
other staff to do that. He denies me, and others, 3rd party billing dollars. I have
Medicare and Medicaid. He sends me denial letters first on this issue, so when I
see a specialist, his staff tell me IHS has already told them, they will not pay 3rd
party billing. Or, I get a letter from the CEO, before I go to my first visit stating
that too. This is wrong. I believe this CEO had no clue what our Treaty with the
U.S. government states on quality healthcare for all full-blood Indians. The CEO
and IHS has failed me, and all other enrolled tribal members, by sub substandard
health care. The wait in between injuries and getting referred to a specialist is way
too long. Specialists from Rapid City and Pierre SD have told me, the THS physi-
cians send us out too late, and under medicate severe cases of pain in many in-
stances, where I and my relatives have been referred out. Or, they’'ve misdiagnosed
us. We need regular, stable doctors who live in town, on site, not family nurse prac-
titioners or physician assistants. The current CEO, Charles Festes Fischer, has to
be fired, as he is incompetent and unqualified to run our IHS: And count his un-
qualified relatives and friends who he has hired currently.

Nepotism, tribal council representatives have played politics and the health com-
mittee members, related to the CEO, have allowed AAO to hire Charles Fischer over
the objection, and Motion by Resolution from the tribe, to reject his application and
readvertise that position has been ignored by the health committee and AAO.

The CEO has allowed our laboratory department to hire and train anyone without
a certification instead phlebotomists. One employee told me all she had was a de-
gree from black hills state university; she is working on job learning how to draw
blood. She poked me 5 times and drew about 1cm because she couldn’t get anymore.
She said she maybe able to work with it? She left bruises that took a week to heal.
This is risking my life, I'm glad she didnt create an air bubble with my system.

Incident in ER, an EMT was sent to draw my blood. She said I was her 7th per-
son she was learning to draw blood, OJT, this is unacceptable. She couldn’t draw
me and hurt me. Finally, she went to get help. Robin lebeau, RN, came in and
quickly drew my blood. I was scared and glad Robin helped.

PRIVACY HIPPA: When new staff mainly doctors arrive they are told this family
is addicted to pills, etoh, etc.—this causes and presets these new doctors to become
biased against patients. My niece called me up to hospital because they wouldn’t
give her any pain relief. I witnessed the staff forcing her to sign a pain contract
to get a toradol shot just to get her out of the hospital. When Dr brant, med officer
in charge, came into room, he said to me I know you’re not addicted to meds. This
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was after I asked to see him. I said a physicians assistant told my niece that “all
Clowns” (our traditional ladt name) were drug addicts. He never disciplined Com-
mander Fish, PA, who made the statement. This is an example of staffnursed tell-
ing new staff breaking the HIPPA laws as written, violating patients to be treated
without prejudice.

TORT CLAIMS: THS needs to offer their employees due process. My daughter in
law was not offered due process when she filed a complaint against her supervisor
for sexual harassment. Her supervisor’s boss was present when he disciplined her
after she filed her complaint. That is not due process. I filed a complaint against
CEO, their timely responses from the local IHS TO AAO WERE disregarded, and
Edwin chasing hawk, AAO, said they were backlogged in dealing with complaints
but he would pull mine, and respond. This is sooo wrong.

PAIN CONTRACTS: I was referred to the ACLU website. I read on that page the
current pain contracts forced by staff to have patients sign them before they give
them pain relief were illegal. I told our local tribal health committee. They assigned
peg bad warrior, attorney, to check into the legality, as our relatives and member
ate forced to sign them. I'm still waiting for their response

Physical therapy: This department do not answer their phone calls or return calls.
They work with one patient at as time. No in else can be in that room full of equip-
ment and can comfortably hold 6-10 patients pet hr. There are lots of equipment
and space. They're not earning their salary, kind of like bankers wages and hours.
I had rotor cuff surgery on January 20, 2016, my first appt. Is Feb. 19, 2016, the
specialist is spercless at how IHS has deals with patient. Therapy is important to
regain full use of my arm. My sister had similar surgery, due to no local therapy
spots. Asap, she lost 30 percent use of her arm. Please get us more pt time, change
it for the better.

Employees, we need more Indians who can speak our language. Were out the un-
qualified and those who are not Y4 Indian blood but claim Indian preference. We
need to use our tribal preference with the mandatory lakota language required.

FETUS REMAINS: Ensure that all aborted fetuses are given a chart, and wait
until moms are not drugged up before signing their fetuses sway to be burned up
at Bismark.ND. It happened to my niece who still has nightmares and is seeing a
psychiatrist for them and on meds.

We need you to put a moratorium on all IHS hirings here so no more nepotisms’
will continue.

Why was Cheyenne River never investigated when Charlene In the woods aka
Red.Thunder was the Area doctors for AAO, in 2010, along with all other 17 tribe
back in 2010? We had these problems then, they’re worse now. Thank you,

Thank you for your time. Please review my testimony and help us get quality
healthcare. Please get rid of Charles Festes Fischer, unqualified and incompetent.
Give us more funding to recruit better doctors and a CEO who is qualified. Please
get rid of unqualified Tribal health CEO, whose degree is in bugs, animals, prairie
dogs as in biology; she has no experience in the medical field to run our tribal
health department.she is filling position with unqualified tribal council’s children or
relatives. Her name is Julia Thorstenson.

PREPARED STATEMENT OF THE NATIONAL INDIAN HEALTH BOARD (NIHB)

Introduction

Chairman Barrasso, Vice Chairman Tester and Members of the Committee, thank
you for holding this important hearing on “Re-examining the Substandard Quality
of Indian Health Care in the Great Plains.” On behalf of the National Indian Health
Board (NIHB) ! and the 567 federally recognized Tribes we serve, I submit this testi-
mony for the record.

The federal promise to provide for the health and welfare of Indian people was
made long ago. Since the earliest days of the Republic, all branches of the federal
government have acknowledged the nation’s obligations to the Tribes and the spe-

1The National Health Board (NIHB) is a 501(c) 3 not for profit, charitable organization pro-
viding 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 di-
versity 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 alter-
nate to sit on the NIHB Board of Directors.
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cial trust relationship between the United States and Tribes that was created
through treaties, executive orders, statutes, and Supreme Court case law. The
United States assumed this responsibility through a series of treaties with Tribes,
exchanging compensation and benefits for Tribal land and peace. The Snyder Act
of 1921 (25 U.S.C. § 13) legislatively affirmed this trust responsibility. To facilitate
upholding its responsibility, the federal government created the Indian Health Serv-
ice (IHS) and tasked the agency with providing health services to American Indians
and Alaska Natives (AI/ANs). Since its creation in 1955, THS has worked to fulfill
the federal promise to provide health care to Native people, but has been routinely
plagued by underfunding and mismanagement.

In passing the Affordable Care Act (ACA) (P.L. 111-148), Congress also reauthor-
ized and made permanent the Indian Health Care Improvement Act (IHCIA). As
part of the IHCIA, Congress reaffirmed the duty of the federal government to Al/
ANs, declaring 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

But the promise made by the federal government and renewed by Congress over
five years ago has not been kept. The issues identified by recent reports from the
Centers for Medicare and Medicaid Services (CMS) indicate as much. In the last
year, several hospitals serving Tribes in the Great Plains region of IHS have lost,
(or received threats of revocation) their ability to bill CMS. This not only severely
hampers the critical 3rd Party Revenue on which these facilities depend, but it also
raises serious questions about the quality of health care in the Great Plains Region.
These recent developments in the Great Plains region have exposed a systemic lack
of quality care being provided in at least two hospitals being run by the Indian
Health Service. At the Winnebago Indian Hospital, Pine Ridge Indian Hospital and
the Rosebud Indian Hospital the deficiencies in question are deplorable, and simply
unacceptable. The incidents exposed by these investigations are evidence of a com-
plete failure by the IHS to provide safe and reliable health care for American Indi-
ans and Alaska Natives (AI/ANs) and in turn, an abrogation of the government’s
trust responsibility toward the Tribes.

“For decades and generations, IHS has had a notorious reputation in Indian
Country, but it is all we have. It is all we have to count on. We don’t go there
because they have superior health care. We go there because it is our treaty
right. And we go there because many of us lack the resources to go elsewhere.
We're literally are at the mercy of IHS.”

-Victoria Kitcheyan, Treasurer, Winnebago Tribe, February 3, 2016

But the issues identified by these reports are not limited to the Great Plains Re-
gion. NIHB hears similar stories from almost all regions where there are IHS-oper-
ated facilities. NIHB has received reports from other THS Service Areas of patient
misdiagnosis and subsequent death, lack of competent providers, and continued fail-
ure to provide safe and reliable healthcare for our people. This must change.

As you are well aware, in 2010, this committee commissioned a report titled: “In
Critical Condition: The Urgent Need to Reform the Indian Health Service’s Aber-
deen Area.” This report discussed the substandard health care services and wide-
spread mismanagement in the region. Five years later here we are again. The hear-
ing on February 3, 2016 felt like déja vu, from the hearing held in 2010. The issues
in the so-called “Dorgan Report” included:

e THS using transfers and reassignments to deal the employees with a record of
misconduct or poor performance;

e Substantial diversions and reduced health care services;

e Mismanagement of the purchased/referred care dollars; hospitals at risk of los-
ing their CMS accreditation;

e THS providers treating patients with expired state licenses or other certifi-
cations; and the use of contract health providers (locum tenens).

It is clear from the February 3rd hearing and testimony that these exact same
issues are still very present in the IHS system six years later. The time for reports
and additional research has passed. It is time to change the system; we must do
better to provide health services to the First Peoples of this nation.

In the next several weeks, NIHB will be convening a special task force to come
up with solutions and policy recommendations with the goal of reforming the sys-
temic challenges of the IHS. This includes policy recommendations for long-term,

225 U.S.C. §1602.
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sustainable reform of IHS. However, we also are eager to work with the Committee,
building on the findings in this hearing, to enact interim solutions for ITHS to ensure
that the care our people receive is the care that they are entitled to and deserve.
This hearing should mark a watershed moment for Tribal health; a time when Con-
gress decided to say “enough” to the inadequate health care in Indian Country. That
is when real change happens.

Health Statistics for American Indians and Alaska Natives

The findings in the CMS reports described in this hearing should not come as a
surprise when considering the state of health for AI/ANs. Devastating impacts from
historical trauma, poverty, and a lack of adequate treatment resources continue to
plague Tribal communities. American Indians and Alaska Natives continue to suffer
from a variety of health disparities when compared with the rest of the U.S. Popu-
lation. While some statistics have improved for American Indians and Alaska Na-
tives over the years, they are still alarming and not improving fast enough or on
a regular basis. In 2003, it was reported that AI/ANs have a lower life expectancy
of almost 6 years less than any other racial/ethnic group. While the group still has
a lower life expectancy than any other group, it is now 4.8 years less. In some areas,
it is even lower. For instance, “white men in Montana lived 19 years longer than
American Indian men, and white women lived 20 years longer than American In-
dian women.”3 In South Dakota, in 2014, “for white residents the median age was
81, compared to 58 for American Indians.”4 Twenty-five percent of AI/AN deaths
were for those with ages under 45. This compared with fifteen percent of black dece-
dentg and seven percent of white decedents in 2008 who were under 45 years of
age.

Across almost all diseases, AI/ANs are at greater risk than other Americans. For
example, AI/ANs are 520 percent more likely to suffer from alcohol-related deaths;
450 percent more likely to die from tuberculosis; 368 percent more likely to die from
chronic liver disease and cirrhosis; 207 percent greater to die in motor vehicle crash-
es; and 177 percent more likely to die from complications due to diabetes.® Infant
mortality rates for AI/ANs is 8.3 per 1,000 live births, a decrease of 67 percent since
1974. However, AI/ANs still have a higher rate compared to the U.S. all rate of 6.6.

Most statistics have shown no improvement over the last decade to the detriment
of American Indian and Alaska Native people. In 2003, AI/ANs were 204 percent
more likely to suffer accidental death than other groups, and it has now risen to
240 percent. Our youth continue to be 2.5 times more likely to die from suicide than
other Americans.? Suicide rates are nearly 50 percent higher compared to non-His-
panic whites, and are more frequent among males and people under the age of 25.
These staggering suicide statistics remain disturbingly unchanged from the 2003 re-
port.

According to CDC data, 45.4 percent of Native women experience intimate partner
violence, the highest rate of any ethnic group in the United States. AI/AN children
have an average of six decayed teeth, when other US children have only one. 8 There
must be a comprehensive change to prevent another decade from going by and
countless American Indians and Alaska Natives becoming victims to a broken,
under resourced health system.

Mismanagement/Accountability at the IHS

Of grave and immediate concern is the quality of care being provided to Tribes
in the Great Plains and other IHS-operated facilities. The rampant disregard for
human life that has occurred at these hospitals amounts to, as Chairman Barrasso
stated at the hearing, “malpractice” and is nothing short of criminal. Victoria
Kitchyean, the Treasurer for the Winnebago Tribe, poignantly noted at the hearing:
“It’s been said in my community that the Winnebago Hospital is the only place you
can legally kill an Indian. It is 2016 and our people are still suffering at the hands
of the federal government. Kill the Indian, save the IHS sounds appropriate.”

America is too great a nation to live with this status quo any longer. NIHB has
heard reports of patients giving birth on hospital’s bathroom floor; patients with a
highly contagious disease not being isolated; patient death as a direct result of med-

3“The State of the State’s Health: A Report on the Health of Montanans.” Montana Depart-
ment of Public Health and Human Services. 2013. p.

4“2014 South Dakota Vital Statistics Report: A State and County Comparison of Leading
Health Indicators.” South Dakota Department of Health. 2014. P. 62.

5Trends in Indian Health 2014 Edition.” U.S. Department of Health and Human Services, In-
dianbl-gealth Service, Office of Public Health Support, Division of Program Statistics. 2014. p 63.

6Ibid, p 5

7Ibld

8Indlan Health Service FY 2016 Budget Request to Congress, p. 78.
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ical staff not knowing how to respond to medical crisis; and frequent misdiagnoses
(or lack of any diagnosis at all) of critical illnesses. NIHB spoke with one person
living on the Rosebud Sioux Reservation who told of a patient who presented with
typical stroke symptoms and was told to go home with just an aspirin. It was 12
hours before the patient was actually treated in Sioux Falls (4 hours away) because
the Rosebud Indian Hospital’'s Emergency Room (ER) was place on “diversion sta-
tus” in December 4, 2015 due to the unsafe nature of the hospital.

Since the “diversion” of the ER, the situation has gotten even worse. Patients with
emergency needs are being sent to other area hospitals 40 to 50 minutes away.
These hospitals cannot handle the patient load and the individuals are often turned
away. Others are forced to drive to Rapid City (3 hours) or Sioux Falls (4 hours)
for care. And if they are fortunate enough to receive care, they do not have the
means of returning home because they were brought by ambulance. Individuals at
risk of suicide also have nowhere to go. Off-reservation service providers do not have
the cultural training necessary to treat patients from Rosebud.

One individual from the Phoenix Area reported to NIHB that her mother was
treated for a urinary tract infection by the Whiteriver IHS Hospital. When her con-
dition did not improve, the patient’s family was reportedly told by IHS medical staff:
“What do you want me to do with her, she is an old woman?” After several more
days, the patient was transferred to another facility in Gilbert, Arizona, and found
to have pneumonia, numerous kidney stones in her gallbladder, two blood clots in
her left arm, and a serious blood infection from the previous urinary tract infection.
The patient passed away just a few days later.

Over the summer, NIHB heard from two young people on the Navajo Nation, that
their grandmother went to the local IHS who sent her home several times telling
her she had migraines. Yet, when she went to another hospital off the reservation,
she was diagnosed with brain cancer. But again, it was too late to save her life. We
see this theme again and again. One patient from the Cheyenne River Sioux Tribe
told NIHB that, “Medical providers do not listen to their patients and do not include
patients’ information at times when making a diagnosis.”

The response to these claims by the IHS and HHS leadership has also been frus-
trating for Indian Country. Tribal leaders have consistently complained about a lack
communication between CMS, THS and the Tribes. Little has been done to correct
the problems. This is likely no surprise given the outward attitude of IHS leader-
ship. As Chairman Barrasso called out at the hearing, one senior IHS official re-
cently remarked: “If you've only had two babies hit the floor in eight years, that’s
pretty good.”

Accountability measures are enforced sporadically at best, and often managers
have little training or are filling several positions at once. When issues do arise, it
is unlikely that an employee would be let go. They just get transferred somewhere
else. Unlike in the private sector, where the number of patient visits impact the
overall physician pay, IHS medical staff just make a salary and there is no incentive
to go above and beyond to meet the needs of patients. In the 2010 Dorgan report,
it was discussed that IHS routinely transfers or reallocates employees at all levels
with a history of misconduct and we still hear about this today. It is unclear what
actions IHS has taken to terminate problem employees from the three service units
who have been threatened with the loss or have already lost CMS accreditation.

How many more people have to die before AI/ANs can access quality health care?
What will it take for the U.S. government to fulfill its promise of providing safe and
reliable health care to Indian Country?

Lack of Communication between Tribal Leadership and the IHS

Inconsistent communication between IHS officials and local leadership continues
to be major a challenge for the Tribes when it comes to management of hospitals
on their land. For the Tribes who have been involved in the CMS certification
issues, Tribal leadership has requested that they be informed on a weekly basis
about progress from IHS. But, according to local Tribal staff, the Tribal government
has not received adequate updates from IHS. It is our understanding that CMS also
has regular discussions with the IHS on the issue, but has not involved the Tribal
government in any of these conversations.

However, all the Tribal leaders present in the hearing discussed a lack of con-
sultation by THS on issues at certain service units. One Tribal leader present at the
listening session noted that his Tribe found out about the loss of CMS accreditation
at their hospital on the local news. Mr. William Bear Shield with the Rosebud Sioux
Tribal Council noted, “There’s still continuing to be practices. . .that doesn’t give
us any hope that things are being taken seriously [by IHS]. There needs to be more
direction. . .they need to be more actively involved in helping us get our ER serv-
ices back open.”
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One suggestion offered by several of the Tribal leaders present at the hearing was
that Tribal leadership should have voting positions on hospital governing boards. It
was reported during the hearing, that Tribal leaders only serve as ex officio mem-
bers and the voting members typically consist of IHS area staff. Tribal leaders also
reported that they found out about deficiencies or key decisions affecting hospitals
on their reservations after decisions had already been made.

These claims should not be taken lightly. Even though IHS operates a facility, it
is by no means an excuse to exclude Tribal leadership from hospital decisions. The
elected Tribal leadership has a duty to ensure the health and well-being of their
people, and without substantive engagement from IHS and other federal agencies,
it is impossible for these leaders to do that. Someone must be there looking out for
the people in each of these communities, and it is imperative that Tribal leadership
be given an active and formal role in the hospital governance.

Budget Disparities for American Indian Alaska Native Health

The quality of health care provided is underscored by the low quality budget that
THS receives each year. NIHB understands that federal discretionary budgets are
tight, but there are many things that just cannot be achieved with the amount of
funds available. The treaties that Tribes signed are not discretionary and should not
be held hostage to unrelated political battles in Washington. It is shameful and dis-
honorable that the United States refuses to live up to its treaty and trust respon-
sibilities. Congress must make funding of the Tribal health system a priority. NIHB
and Tribes have consistently asked for budgets each year that would bring IHS up
to the same status as other American health facilities. Right now, this is $30 billion.
To begin a phase in of this amount over 12 years, we are requesting $6.2 billion
for THS in FY 2017.

Figure 1 - Diminished Purchasing Power of IHS Overtime |
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It is true that IHS budgets have increased over the last several years. However,
most of these increases have gone to provide for full funding of Contract Support
Costs after the decision by U.S. Supreme Court in Salazar v. Ramah Navajo Chap-
ter (2012), requiring that these costs be paid in full (CSC is currently $717 million,
an increase of 62 percent since FY 2004). Other important increases have been
made to Purchased/Referred Care Services (currently $914 million, an increase of
48 percent since FY 2004). But it is important to note that inflation and population
growth have played a big part in the diminished purchasing power of the IHS. For
example, putting FY 2004 funding in 2015 dollars, the overall increase to the IHS
budget would only be about 4 percent, yet the IHS patient population has grown
by about 27 percent.

Per capita spending for AI/ANs also continues to lag far behind other Americans.
In 2014, the IHS per capita expenditures for patient health services were just
$3,107, compared to $8,097 per person for health care spending nationally. Com-
pared to THS calculations of expected cost of Federal Employee Health Benefits, av-
erage IHS per user spending in 2014 was only 59 percent of calculated full costs.
It is also important to note that the IHS spending per capita on actual healthcare
services was only about $1,940 in FY 2014. The actual percentage varies widely be-
tween IHS areas, with some funded at much less than 59 percent of need.
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New health care insurance opportunities beginning in 2014 and expanded Med-
icaid in some states may expand health care resources available to American Indi-
ans and Alaska Natives. However, these new resource opportunities come with a
cost for billing, collections and compliance, and are no substitute for the fulfillment
of the federal trust responsibility. With the funding gap already reaching upwards
of $25 billion, even if 100 percent of these were recouped and put into services, the
huge budget gap and associated health disparities will remain.

Indian Health Care Improvement Act

In 2010, the Indian Health Care Improvement Act (IHICA) was permanently en-
acted as part of the Affordable Care Act. This landmark legislation was hailed as
a great victory for Tribes, as renewal efforts were over 10 years in the making. Spe-
cifically, the renewed THCIA:

e Updates and modernizes health delivery services, such as cancer screenings,
home and community based services and long-term care for the elderly and dis-
abled.

o Establishes a continuum of care through integrated behavioral health programs
(both prevention and treatment) to address alcohol/substance abuse problems
and the social service and mental health needs of Indian people.

This historic law has meant many great new opportunities for the Indian health
system, but not all provisions have been equally implemented or at all. With the
passage of the ACA, the American health care delivery system has been revolution-
ized while the Indian health care system continues to wait for the full implementa-
tion of the THCIA. For example, mainstream American health care increased focus
on prevention as a priority and coordinated mental health, substance abuse, domes-
tic violence, and child abuse services into comprehensive behavioral health pro-
grams. This is now a standard practice as a result of the ACA but not for Indian
Country. Tribes fought for over a decade to renew IHCIA and it is critical for Con-
g‘rejs and the Administration to ensure that the full intentions of the law are real-
1zed.

To provide context for how much of the law has not been implemented, the fol-
lowing provides several categories of programs that have not been implemented and
funded:

1) Health and Manpower—67 percent of provisions not yet fully implemented.
e Includes: establishment of national Community Health Aide Program; dem-
onstration programs for chronic health professions shortages.

2) Health Services—47 percent of provisions not yet fully implemented
e Includes: authorization of dialysis programs; authorization of hospice care,
long term care, and home/community based care; new grants for prevention,
control and elimination of communicable and infectious diseases; and establish-
ment of an office of men’s health.

3) Health Facilities—43 percent of provisions not yet fully implemented
e Includes: demonstration program with at least 3 mobile health station
projects; demonstration projects to test new models/means of health care deliv-
ery.
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4) Access to Health Services—11 percent of provisions not yet fully implemented

o Includes: Grants to provide assistance for Tribes to encourage enrollment in
the Social Security Act or other health benefit programs.

5) Urban Indians—67 percent of provisions not yet fully implemented

o Includes: funds for construction or expansion of urban facilities; authorization
of programs for urban Indian organizations regarding communicable disease
and behavioral health.

6) Behavioral Health—57 percent of provisions not yet fully implemented

e Authorization of programs to create a comprehensive continuum of care; es-
tablishment of mental health technician program; grants to for innovative com-
munity-based behavioral health programs; demonstration projects to develop
tele-mental health approaches to youth suicide; grants to research Indian be-
havioral health issues, including causes of youth suicides.

7) Miscellaneous—9 percent of provisions not yet fully implemented

e Includes: Provision that North and South Dakota shall be designed as a con-
tract health service delivery area.

Clearly, more must be done to ensure that the promises made by this law are ac-
tually implemented. Otherwise, Indian Country will continue to operate with a
health system designed for the 20th Century, not a modern health delivery system.
The passage of this seminal law, and then subsequent failure to appropriate funds
to carry it out represents just another broken promise to Indian Country.

Recruitment and Retention at IHS

At Rosebud, the THS Area Director claimed that the hospital had a need for 22
doctors but only had funding for 11. YET, there were only 2 full time physicians
at the hospital. NIHB’s Board Member for the Billings Area, Charles Headdress,
Vice Chairman for the Assiniboine and Sioux Tribes of the Fort Peck Reservation,
reported he had to wait three years to get a dental appointment. NIHB has heard
countless reports of patients showing up at the beginning of the day for just a hand-
ful of emergency appointments—even if this means waiting outside in the cold. To
make matters worse, the use of contract physicians makes it impossible for patients
to form a trusting relationship with their medical providers, further exacerbating
distrust in the system.

While we understand that it can be challenging to recruit medical professionals
to remote areas, it is critical that IHS and HHS employ all tools at their disposal
to do so. For example, increasing the ability of THS to use Title 38 salary authority
would help. We also must expand the ability of IHS to offer student loan repayment
with already appropriated funds by passing S. 536—The Indian Health Service
Health Professions Tax Fairness Act. In addition, Congress must make investments
in reservation housing so that people working in THS facilities have a place to live.
It is also critical to provide support for schools so that the families of medical pro-
viders will have access to adequate educational opportunities.

But most importantly, we must make IHS a desirable place to work. Time and
again, NTHB hears from physicians who leave IHS and cite the obstacles to working
at these poorly-operated facilities on a daily basis. One of the most common reasons
physicians leave is because they can’t practice medicine with the resources avail-
able. Too many of them have had their hands tied by budget constraints and other
bureaucratic obstacles.

Conclusion and Policy Recommendations

“Congress needs to be willing to put that investment into [THS]. It is not asking
too much. We make up 2 percent of the entire population of this country. We
are the genocide survivors. It is not a big ask for this country to fund schools,
health, our judicial systems at a level that allows us to live functional healthy
lives.”

-Jerilyn Church, Executive Director, Great Plains Tribal Chairmen’s Health
Board, February 3, 2016

Thank you for holding this important hearing on the substandard quality of
healthcare provided by the IHS. It is clear that the federal government is not living
up to its trust responsibility. From underfunding to employee accountability, to re-
cruitment and retention, NIHB calls on this Committee to enact solutions that will
change the course for Indian health services.

Sadly, we knew about many of these issues six years ago when the Dorgan Report
was released, but are still dealing with the same issues. We call upon this com-
mittee to be the leaders in making this change.
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As noted above, NIHB will be working in the coming months to coordinate a task
force that will develop recommendations on how to improve the IHS. However,
NIHB makes the following interim policy recommendations that will help improve
the quality of care at the Indian Health Service:

e Fully fund the THS at $30 billion. In FY 2016 Tribes are recommending $6.2
billion for THS in order to start a 12-year phase in of this $30 billion

e Enact Advance Appropriations for the Indian Health Service which will enable
THS to operate budgets that are more predictable and sustainable

e Enact legislation that would require all Medicare-participating providers to also
accept Medicare Like Rates for referrals from the IHS

e Require Tribal leadership on IHS-operated hospital governing boards, and pro-
vide training for those Tribal leaders. It is critical that Tribally elected officials
are a part of key hospital decisions

e Support the use of Dental Health Aide Therapists in Tribal communities by re-
pealing Section 119 of THCIA which will bring oral health access to Tribal com-
munities.

e Enact the Indian Health Service Health Professions Tax Fairness Act (S. 536)
which would allow IHS to fund more student loan repayment within existing
funds

Please see the attached NIHB 2016 Legislative and Policy Agenda which also con-
tains additional policy recommendations to improve Indian health. We look forward
to working with you on these and other proposals as we work towards our joint goal
of improving the health of American Indians and Alaska Natives.

2016 LEGISLATIVE AND POLICY AGENDA—JANUARY 21, 2016

Founded by the Tribes in 1972, the National Indian Health Board (NIHB) is dedi-
cated to advocating for the improvement in the delivery of health care and public
health services and programs to American Indians and Alaska Natives. To advance
the organization’s mission, the NIHB Board of Directors sets forth the following pri-
orities that the NIHB will pursue through its legislative and policy work in 2016.

Phase in Full Funding for Indian Health Services and Programs for Amer-
ican Indians and Alaska Natives in the Indian Health Service (IHS) and
Beyond

Each year the National Tribal Budget Formulation Workgroup to the IHS works
diligently to synthesize the priorities identified by Tribes in each of the health care
delivery Service Areas of the IHS into a cohesive message outlining Tribal funding
priorities nationally. These priorities are the foundation and roadmap for the work
that NIHB does on behalf of Tribes in pursuit of much needed funding for health
care services and programs for American Indians and Alaska Natives (AI/ANs). In
addition to advocating for these national Tribal priorities, NIHB will call on Con-
gress and the Administration to:

****NOTE: Specific Recommendations to be updated with the Tribal Budget
Formulation Workgroup’s recommendation after the national meeting on Feb

e Phase in Full Funding of IHS—Total Tribal Needs Budget of $29.7 Billion Over
12 Years

e Present a 22 percent increase in the overall IHS budget from the FY 2016
President’s Budget request planning base for a total of $6.2 billion

e Advocate that Tribes and Tribal programs be permanently exempted from se-
questration

e Provide an additional $300 million to implement the provisions authorized in
the Indian Health Care Improvement Act (IHCIA)

Enact Mandatory Appropriations for the Indian Health Service

In addition to fully funding the Indian Health Service, NIHB and Tribes are com-
mitted to seeing IHS treated as ‘mandatory’ spending. The federal trust responsi-
bility toward the Tribes is not an optional line item, and it should not be treated
this way during the annual budgeting process. To reaffirm its commitment to the
Tribes, IHS funding should be treated as mandatory spending so that fulfillment of
the U.S. government’s treaty responsibilities is not a victim of unrelated political
battles.
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Seek Long-Term Renewal for the Special Diabetes Program for Indians at
$200 Million

NIHB is asking Congress to pass legislation by this year to renew funding for this
vital program for at least 5 years at $200 million per year. The Special Diabetes
Program for Indians (SDPI) has not received an increase in funding since 2002; the
program has effectively lost 23 percent in programmatic value over the last 12 years
due to the lack of funding increases corresponding to inflation. Few programs are
as successful as SDPI at addressing chronic illness and risk factors related to diabe-
tes, obesity, and physical activity. SDPI has proven itself effective, especially in de-
clining incidence of diabetes-related kidney disease. The incidence of end-stage renal
disease (ESRD) due to diabetes in American Indians and Alaska Natives has fallen
by 29%—a greater decline than for any other racial or ethnic group. Treatment of
ESRD costs almost $90,000 per patient, per year, so this reduction in new cases of
ESRD translates into significant cost savings for Medicare, the Indian Health Serv-
ice, and third party payers.

Secure Advanced Appropriations for the Indian Health Service

NIHB is asking Congress to enact advanced appropriations for THS. If THS had
received advance appropriations, it would not have been subject to the government
shutdown or automatic sequestration cuts as its FY 2014 funding would already
have been in place. Adopting advance appropriations for IHS results in the ability
for health administrators to continue treating patients without wondering if—or
when—they have the necessary funding. Additionally, IHS administrators would not
waste valuable resources, time and energy re-allocating their budget each time Con-
gress passed a continuing resolution. Indian health providers would know in ad-
vance how many physicians and nurses they could hire without wondering if fund-
ing would be available when the results of Congressional decisions funnel down to
the local level.

Seek a Legislative Fix of the Definition of Indian in Affordable Care Act

NIHB is asking for a legislative fix of the “Definition of Indian” in the Patient
Protection and Affordable Care Act (ACA). The “Definition of Indian” in the ACA
are not consistent with the definitions already in place and actively used by the In-
dian Health Service (IHS), Medicaid and the Children’s Health Insurance Plan
(CHIP) for services provided to AI/ANs. The ACA definitions, which currently re-
quire that a person is a member of a federally recognized Tribe or an Alaska Native
Claims Settlement Act (ANCSA) corporation, are narrower than those used by IHS,
Medicaid and CHIP, thereby leaving out a sizeable population of AI/ANs that the
ACA was intended to benefit and protect. Congress should:

e Enact legislation that would clarify the definitions in the ACA to align with
other definitions used by federal providers

Promote Better Public Health Outcomes for AI/ANs through Centers for
Disease Control and Prevention

The Centers for Disease Control and Prevention (CDC) is the nation’s public
health agency responsible for the public health of all populations, however, their ac-
tions on American Indian and Alaska Native health have not demonstrated a firm
commitment to fulfilling the trust responsibility that the federal government has to
maintain the health and well-being of Tribal citizens. The CDC’s past efforts, al-
though lauded and appreciated, have been indicative of a both a ‘helicopter’ and
‘band-aid’ mentality—serving often to micromanage Tribal health programs and
only seeking to solve symptomatic issues, rather than improving whole health sys-
tems. Efforts, more specifically funding streams, have been temporary and have only
served to draw fleeting attention to bigger and broader issues. The funding creates
fruitful and effective programs within the Tribal communities (i.e. traditional foods,
motor vehicle safety, HIV capacity building), however these programs are woefully
dismantled upon the termination of the funding. This only reinforces a lack of long-
term and sustainable commitment to American Indian and Alaska Native commu-
nities. The funding is not sufficient enough to create systemic change, embed a com-
munity consciousness aligned with public health goals, re-align programming and
governance to longer-term public health strategies, and address tribal priorities.
There needs to be a significant increase to the CDC’s bottom line budget, and then
that increase used to:

e Create an American Indian and Alaska Native public health block grant admin-
istered through the Tribal Support Unit within the Office of State, Tribal, Local
and Territorial Support.
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o Create flagship funding for Tribal health departments for key public health
issues in Indian Country. State health departments receive multi-year funding
from the CDC for such issues as HIV, hepatitis C, diabetes, cancer, and sexually
transmitted diseases. These funds are used to establish the state’s own pro-
gramming and presence around these issues. Tribes should be permitted the
same opportunities through their own flagship awards.

e Each institute, office or center operating significant programmatic outreach at
the community level should create standing funding streams dedicated only to
federally recognized American Indian or Alaska Native Tribes.

e The CDC should work directly with the CDC Tribal Advisory Committee meeting
to establish subcommittee that will actively seek out Tribal input during the in-
ternal budget negotiations and formulation. It is important that Tribal input is
reflected in the budget that CDC prepares for the White House’s initial proposal
and all subsequent revisions.

Achieve Medicare-like Rates for the IHS

NIHB is requesting Congress to extend the Medicare-like rate cap on Purchased
and Referred Care (PRC) (formerly Contract Health Services) referrals to all Medi-
care participating providers and suppliers. The IHS-operated PRC program alone
would have saved an estimated $31.7 million annually if Medicare-like Rates ap-
plied to non-hospital services. These savings would result in THS being able to pro-
vide approximately 253,000 additional physician services annually. On December 5,
2014, IHS released a proposed rule that would amend the IHS PRC regulations to
apply Medicare payment methodologies to all physician and other health care pro-
fessional services and non-hospital based services that are either authorized under
such regulations or purchased by urban Indian organizations. The National Indian
Health Board, along with multiple Tribes and other Tribal organizations submitted
comments supporting the Proposed Rule as long as any regulation is flexible enough
to allow Tribes to opt out of the regulations requirements if they so choose. While
NIHB is generally supportive of the proposed rule, it recognizes that the proposed
rule has no enforcement capability. As a result, NIHB is still calling on Congress
to pass legislation to extend the Medicare-like rate cap on PRC.

Seek an Exemption for American Indians and Alaska Natives from the Em-
ployer Mandate Requirement

The Employer Shared Responsibility Rule, otherwise known as the Employer
Mandate, states that all employers with 50 or more employees must offer health in-
surance to their employees or pay a penalty. Tribal governments are currently
counted as large employers for application of this rule even though they are not spe-
cifically listed in the language of the statue. Yet, AI/ANs are exempt from the Indi-
vidual Mandate to purchase health insurance. Requiring Tribal employers to pro-
vide AI/ANs with such coverage anyway, and penalizing them if they do not, func-
tionally invalidates the AI/AN exemption from the individual mandate by shifting
the penalty from the individual to the Tribe itself. NIHB has reached out to mem-
bers of Congress to educate them on this important issue and it has garnered some
interest and support. However, given the political climate, NIHB believes that a reg-
ulatory fix would be more likely to succeed than a congressional one. However,
NIHB continues to advance both strategies in 2015.

e The Administration should exempt AI/AN employees from the Employer Man-
date through a regulatory fix

e If the Administration can’t exempt AI/AN employees from the Employer Man-
date altogether, Tribal consultation needs to occur on how to mitigate the impact
that the Employer Mandate has on Tribes

o Congress should explicitly exempt AI/AN employees from the Employer Mandate
to purchase health insurance under the ACA

Improve Recruitment and Retention of Medical and Health Professionals at
the Indian Health Service
Like most rural health providers, IHS has difficulty recruiting and retaining med-
ical staff at many of its sites. As a result, patients experience very long wait times,
and serious illness is often left untreated. Congress and the Administration must
do more to ensure that providers are seeking out the IHS as a desirable place to
work. Recommendations include:

e Securing tax exempt status for IHS student loans

e Engaging in formal Tribal consultation on how to better recruit and retain med-
ical staff
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e Shortening hiring times for medical professionals
e Increasing funding to build staff housing on reservations

o Create specialized residency programs within IHS to attract a service provider
corps with more diversified professional expertise

o Increase professional development opportunities for existing staff

Enact Special Suicide Prevention Program for AI/ANs

AI/AN communities grapple with complex behavioral health issues at higher rates
than any other population. Destructive federal Indian policies and unresponsive or
harmful human service systems have left AI/AN communities with unresolved his-
torical and generational trauma. According to the Substance Abuse and Mental
Health Services Administration, suicide is the 2nd leading cause of death—2.5 times
the national rate—for AI/AN youth in the 15 to 24 age group. Tribes have noted
that federal support seems to increase whenever there is an acute crisis, but then
dwindles over time, preventing long-term, sustainable improvement in mental and
behavioral health systems. The Attorney General’s Advisory Committee on AI/AN
Children Exposed to Violence, describes the foundation that must be put in place
to treat and heal AI/AN children who have experienced trauma: “We must trans-
form the broken systems that re-traumatize children into systems where [AI/AN]
tribes are empowered with authority and resources to prevent exposure to violence
and to respond to and promote healing of their children who have been exposed.” *
NIHB recommends that:

e Congress should enact a program to target suicide prevention program for In-
dian Country that would be modeled off of the Special Diabetes Program for In-
dians

e Create an American Indian and Alaska Native mental health block grant to be
Administered by the Substance Abuse and Mental Health Services Administra-
tion

e Congress and the Administration should require that states engage in meaning-
ful Tribal Consultation with Tribes within their borders in order to receive any
funds under the Mental Health Services Block Grant

e Increase appropriations across the federal government for Tribal behavioral
health programs and empower Tribes to operate those programs through Tribal
Self-Governance contracts

e Congress pass statutory language supporting traditional and cultural healing
practices in any national mental health reform legislation

Repeal Language in the Indian Health Care Improvement Act Limiting the
Use of Dental Therapists in Tribal Communities

Tribal communities suffer from some of the worst oral health disparities in the
United States. AI/AN children have an average of 6 decayed teeth, while the same
age group in the U.S. population overall has only one. For over a decade, Tribes in
Alaska have successfully employed Dental Health Aide Therapists (DHATSs), who
have expanded oral health services to over 40,000 Alaska Natives. These safe and
effective mid-level oral health providers deliver basic and routine services (i.e.
cleanings, fillings, simple extractions, oral health education, sealants, etc.) to com-
munities who do not have access to a regular dentist. However, when Congress
passed the Indian Health Care Improvement Act in 2010, language was included
that would limit the use of DHATS outside of Alaska within the Community Health
Aide Program unless a state legislature approves. NIHB believes that this is a di-
rect violation of the principle of Tribal sovereignty, and that Tribal governments,
not state legislatures, should dictate who is able to deliver care in their community.
Therefore, we recommend that:

o Congress should repeal Section 119 of the Indian Health Care Improvement Act
which bans the expansion of Dental Health Aide Therapists (DHATS) to Tribes
in the lower 48 within the Community Health Aide Program at the Indian
Health Service unless approved by a state legislature

e Congress should pass legislation that would express support for the use of
DHATsS in Tribal communities outside of Alaska

*U.S. Department of Justice. (2014) “Attorney General’s Advisory Committee on American In-
dian and Alaska Native Children Exposed to Violence: Ending Violence so Children can Thrive,”
p. 7.



149

Expand Tribal Self Governance at the Department of Health and Human
Services

For over a decade, Tribes have been advocating for expanding self-governance au-
thority to programs in the Department of Health and Human Services (DHHS). Self-
governance represents efficiency, accountability and best practices in managing and
operating Tribal programs and administering Federal funds at the local level. In the
108th Congress, Senator Ben Nighthorse Campbell introduced S. 1696—Department
of Health and Human Services Tribal Self-Governance Amendments Act—that
would have allowed demonstration projects to expand self-governance to other
DHHS agencies. This proposal was deemed feasible by a Tribal/federal DHHS
workgroup in 2011. Therefore, in 2016, NIHB recommends that Congress:

e Expand statutory authority for Tribes to enter into self-governance compacts
with HHS agencies outside of the THS.

Improve Enrollment through the Federal and State-based Insurance Marketplaces

NIHB is committed to working with CMS to set goals for enrollment and measure
progress towards those goals. It has been estimated that about 460,000 AI/AN are
eligible for tax credits or premium assistance yet only about 24,000 AI/AN have en-
rolled. There are a number of ways to increase enrollment of AI/ANs.

e Funding for enrollment assistance for the I/T/U. Navigator grants have been
limited to only a few regions in the country; and the rules associated with Navi-
gator grants make them unattractive to some Tribes and Tribal organizations,
which are in the best position to do outreach, education, and enrollment assist-
ance. NIHB needs to work with CMS to consider alternatives for funding for
enrollment assistance that is specifically designated to reach the I/T/U.

e Change the rule for AI/AN in family plans. A regulatory decision was made in
the first year that everyone on a family plan would get the least generous cost
sharing reduction that anyone qualified to receive. NIHB will recommend that
a family plan includes one person who is eligible for Indian-specific cost sharing
reductions, then others who are in the tax-filing unit who are eligible for the
Indian Health Service will get the same cost-sharing reduction as the person
with Indian Status.

o Access to analytics to manage enrollment for AI/AN. To manage the problem of
increasing enrollment requires a system of reporting and analyzing enrollment
data in a regular and consistent way that allows us to better understand the
impediments and the approaches that are successful. NIHB and TTAG have
made recommendations about the most useful types of information and how
they can be retrieved from existing data files and we intend to follow up with
CMS until we receive access to the data that we need.

AI/AN-Specific Call Centers

NIHB has reported to CMS numerous times that AI/ANs continue to experience
poor assistance when contacting the marketplace call center for help. Issues range
from technicians having no knowledge of the Indian-specific protections like exemp-
tions and tax credits, to technicians being rude and having no patience to walk el-
derly consumers through the troubleshooting process.

Because AI/AN consumers continue to receive such poor customer service we have
suggested before and continue to suggest that the Center for Consumer Information
and Insurance Oversight (CCIIO), in CMS, establish an AI/AN-specific call center
to respond to questions and provide technical assistance to AI/ANs, as well as enroll-
ment assisters such as navigators and certified application counselors. We also be-
lieve that an AI/AN-specific help desk would be better equipped and more sensitive
to the needs of AI/AN consumers.

Support Increased Oversight of QHPs

CMS put into regulations the provisions in the 2015 Issuer Letter requiring
Qualified Health Plan (QHP) Issuers to offer contracts to all Indian health care pro-
viders that operate in the QHP’s service area and to do so by including the QHP
Indian addendum with “good faith” payment provisions. However, not all QHP
Issuers are complying with the requirement. Depending upon the region of the coun-
try, some QHP issuers are offering contracts, but in other regions, QHP issuers do
not appear to be offering contracts to Indian health care providers. NIHB is advo-
cating and working with CCIIO to provide better oversight in federally facilitated
marketplaces (FFM) states and that the contract requirement be extended to state-
based Marketplaces to ensure Indian Health Care Providers are included in plan
networks in those states.
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For a variety of reasons, an I/T/U may be unable to join the network of plan pro-
viders or chose not to do so. In any case, if the I/T/U is an out-of-network provider,
AI/AN will continue to seek the I/T/U for many of their health services. CMS should
ensure that:

e Marketplace plans make accurate and timely payments to the I/T/U for services
to people enrolled in the Marketplace plans, and that the cost sharing reductions
for AI/AN are handled properly at the time of service.

Meaningful Use of Electronic Health Records

Meaningful Use (MU) of electronic health records (EHR) requires both changes in
technology and changes in business practices. For a variety of reasons, this has been
difficult to accomplish in many places within the I/T/U. Now Indian health providers
are threatened with reduced revenues for lack of progress on MU. In addition, many
I/T/U facilities are small and located in extremely rural areas where it is difficult
or impossible to attract and retain the kind of personnel who can understand, imple-
ment and manage the new requirements for reporting that result in Medicare pay-
ments being reduced. NIHB will advocate for exemption to these requirements.

Support Medicaid Expansion and 100 percent FMAP Policy

Medicaid Expansion is a shared partnership between states and the federal gov-
ernment. Under Medicaid, AI/ANs are eligible for a 100 percent federal match (also
known as 100 percent FMAP), meaning that the money spent by a state Medicaid
program is fully reimbursed by the federal government. Medicaid reimbursement is
a significant source of third party revenue that is essential to supplementing the
limited resources of the Indian health system. In states that have expanded Med-
icaid, like Washington, as much as $2 billion has been added to the Indian Health
System. A recent White House report estimates that 5,200 deaths could be avoided
annually if those 16 remaining states that have stated that they are not expanding
Medicaid continue to do so. NIHB must continue to advocate and provide technical
assistance for those states that wish to expand Medicaid.

In addition, CMS recently proposed updating its policy concerning the cir-
cumstances under which a 100 percent federal match can be applied. CMS proposes
expanding the match to include services furnished outside an IHS or Tribal health
facility. This would have substantial benefits to Indian Country and the revenue
generated from expanding the federal match could be used to expand Medicaid in
the state, as South Dakota has proposed. NIHB will continue to advocate for this
expansion and provide all necessary technical support.

Public Health Infrastructure Workforce Development

AT/AN communities have some of the largest public health disparities in this
country, with disproportionately higher rates of depression, suicide, HIV, motor ve-
hicle accidents, other accidental deaths, sexually transmitted diseases, viral hepa-
titis, substance use, tobacco use, and cancer when compared to other reported races
and ethnicities. Indian Country does not have the established public health infra-
structure that exists within state governments or even local or country systems.
This lack of infrastructure and accompanying workforce will only continue to perpet-
uate the disparities, and quite possibly compound them. The recent movement to
accredit the public health operations of health departments has proven quite suc-
cessful but uptake has been slower in Tribal communities, primarily because the
lack of public health infrastructure makes public health accreditation seem
unachievable. An effective public health system, especially the practices of disease
surveillance and prevention, can save hundreds of thousands of dollars in health
care costs to Indian Health Service, Veteran’s Administration, Medicaid, and third
party payers. In order to bolster the public health infrastructure and workforce of
Tribes, NIHB recommends:

e THS create targeted capacity building to Indian Health Service medical pro-
viders on the integration of public health and behavioral health services into
clinical settings.

o Congress re-instate the CDC’s National Public Health Improvement Initiative
(NPHII) which was discontinued in 2015, as this funding was solely for the pur-
pose of strengthening gaps in public health services or systems, as identified by
the funding recipient. However, the re-instatement of this program should in-
clude a Tribal set-aside, as data clearly indicates that not only are health dis-
parities greater, but the infrastructure is weaker within Tribal communities
than their non-Tribal counterparts.

e Indian Health Service create a health education certification program for Tribal
and THS employees.
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e That Congress require the Indian Health Service and the CDC to report to Con-
gress every two years how it supports the creation and effective implementation
of the ten essential services of public health within AI/AN communities.

PREPARED STATEMENT OF THE UNITED SOUTH AND EASTERN TRIBES, INC.

The United South and Eastern Tribes Sovereignty Protection Fund (USET SPF)
is pleased to provide the Senate Committee on Indian Affairs with the following tes-
timony in pursuit of solutions to the systemic challenges facing the Indian Health
Service (IHS) and Tribally-Operated facilities. Following the unacceptable and dev-
astating failures of the Indian Health System in the Great Plains, that is in part
responsible for the unfortunate loss of lives, it was vital that the Committee inves-
tigate the state of Indian health care regionally and beyond. USET SPF thanks the
Committee for hosting the hearing on the quality of health care within the THS
Great Plains Area and the subsequent listening session on “Putting Patients First:
Addressing Indian Country’s Critical Concerns Regarding Indian Health Service.”

USET SPF is a non-profit, inter-tribal organization representing 26 federally rec-
ognized Tribal Nations from Texas across to Florida and up to Maine. ! Both individ-
ually, as well as collectively through USET SPF, our member Tribal Nations work
to improve health care services for American Indians. Our member Tribal Nations
operate in the Nashville Area of the ITHS, which contains 36 IHS and Tribal health
care facilities. Our citizens receive health care services both directly at IHS facili-
ties, as well as in Tribally-Operated facilities operated under contracts with THS
pursuant to the Indian Self-Determination and Education Assistance Act (ISDEAA),
P.L. 93-638.

We echo the comments of many Members of the Committee, as well as witnesses,
highlighting the financial obstacles facing the Indian Health Service and Tribal Na-
tions, as they seek to provide quality health care to American Indians and Alaska
Natives (AI/AN). While the issues surrounding the deplorable conditions in the
Great Plains are multi-faceted, much of the problem can be attributed to the per-
sistent underfunding of THS. With this in mind, USET SPF is hopeful that Congress
will take necessary actions to fulfill its Federal Trust responsibility and obligation
to provide quality health care to Tribal Nations, including providing adequate fund-
ing to the THS. In addition, we urge this Congress to introduce and approve no-cost
legislation that will stabilize and extend the limited resources of the THS.

Uphold the Federal Trust Responsibility and Obligations to Tribal Nations

As this Committee is well aware, many of the systemic inequities in the Indian
Health System and strikingly high health disparities2 in Indian Country result
from the chronic underfunding of the IHS budget. The IHS is the primary agency
tasked with ensuring the federal government fulfills its promise to provide health
care to AI/AN. However, the THS is consistently underfunded, meeting just around
59 percent of the demonstrated financial need to deliver care to AI/AN patients. As
a result, IHS health expenditure per capita for patients is just $3,099, which is ap-

roximately 61.7 percent less than health spending for the total U.S population at

8,097 per capita.3 Although Congress has appropriated additional funding for THS
in recent years, the costs of health care continue to increase. Current levels of fund-
ing are barely able to meet non-medical inflation rates and is completely unable to
meet the medical inflation rate. As a result, major barriers to accessing care exist
due to the lack of resources in the Indian health system. These barriers lead to poor
health outcomes and severe health disparities.

Through the permanent reauthorization of the Indian Health Care Improvement
Act, “Congress declare[d] that it is the policy of this Nation, in fulfillment of its spe-

1USET member Tribes include: Alabama-Coushatta Tribe of Texas (TX), Aroostook Band of
Micmac Indians (ME), Catawba Indian Nation (SC), Cayuga Nation (NY), Chitimacha Tribe of
Louisiana (LA), Coushatta Tribe of Louisiana (LA), Eastern Band of Cherokee Indians (NC),
Houlton Band of Maliseet Indians (ME), Jena Band of Choctaw Indians (LA), Mashantucket
Pequot Indian Tribe (CT), Mashpee Wampanoag Tribe (MA), Miccosukee Tribe of Indians of
Florida (FL), Mississippi Band of Choctaw Indians (MS), Mohegan Tribe of Indians of Con-
necticut (CT), Narragansett Indian Tribe (RI), Oneida Indian Nation (NY), Passamaquoddy
Tribe at Indian Township (ME), Passamaquoddy Tribe at Pleasant Point (ME), Penobscot Indian
Nation (ME), Poarch Band of Creek Indians (AL), Saint Regis Mohawk Tribe (NY), Seminole
Tribe of Florida (FL), Seneca Nation of Indians (NY), Shinnecock Indian Nation (NY), Tunica-
Biloxi Tribe of Louisiana (LA), and the Wampanoag Tribe of Gay Head (Aquinnah) (MA).

2Tribal Nations face disproportionately high rates of mortality from diabetes, major heart dis-
easg, chronic liver disease and injuries, when compared with all other races in the United States
(U.8).

3Indian Health Service “Year 2015 Profile” December, 2015.
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cial trust responsibilities and legal obligations to Indians to ensure the highest pos-
sible health status for Indians and urban Indians and to provide all resources nec-
essary to effect that policy.4” As long as the IHS is so dramatically underfunded,
Congress is not living up to its own stated policy and responsibilities. USET SPF
urges this Committee to consider carefully the level of funding for IHS it will sup-
port as it makes requests of appropriators for Fiscal Year (FY) 2017 and beyond.
Fulfillment of the Federal Trust responsibility, both from a fiduciary and moral per-
spective, means fully funding the Indian Health Service.

Extend PRC Resources by Passing Legislation to Extend Medicare-Like-
Rates Payment Methodologies to Non-Hospital Services

One of the most severely underfunded line items within the IHS budget is the
Purchased/Referred Care (PRC) account (formerly known as Contract Health Serv-
ices). PRC resources allow Indian Health programs to purchase care that is fur-
nished by outside, non-Indian health care providers (non-IHCPs) in the private sec-
tor. PRC funding is essential for AI/AN patients to access primary care, specialty
care, and other services not readily available at their Indian Health Facility. At cur-
rent funding levels, many IHS and Tribally operated programs are only able to
cover Priority 15 services to preserve life and limb and are often unable to fully
meet patients’ needs at even this restrictive PRC service category. In FY 2015, THS
eitf@m?ites that it denied 132,000 necessary services to AI/AN patients due to lack
of funds.

Compounding and contributing to this challenge are the rates PRC programs pay
to non-IHCPs. Non-IHCPs routinely charge, and expect to be paid, full-billed
charges to PRC programs. According to an April 2013 Government Accountability
Office (GAO) report, federal PRC programs paid non-contracted physicians two and
a half times more than what it estimates Medicare would have paid for the same
services. The PRC program may be the only program in the federal government that
pays rates above the Medicare rate. Neither the VA nor the DOD pay full billed
charges for health services furnished by outside providers. Nor do insurance compa-
nies, including those with whom the federal government has negotiated favorable
rates through the Federal Employee Health Benefits program. IHS and Tribally-Op-
erated Health Programs’ regular payment of full billed charges is both a major bar-
rier to accessing necessary care for AI/AN patients, and an inefficient use of tax-
payer dollars.

The 2013 GAO report concluded that paying a Medicare-like Rate (MLR) for serv-
ices purchased by PRC programs would allow the IHS to provide approximately
253,000 additional physician services annually. Payment under this rate would have
resulted in hundreds of millions of dollars in new federal health care resources
being made available to AI/ANs in 2010 alone. Furthermore, the implementation of
this payment mechanism would be achieved at no cost to the federal government.

Over the past year, IHS has been working to implement a regulation that would
provide Tribal Nations with the option to apply MLR to their PRC programs. The
rule, however, does not include an enforcement mechanism, namely, conditioning
participation in the Medicare program on the acceptance of MLR. A lack of enforce-
ment could lead non-IHCP to refuse to AI/AN patients due to the decrease in pay-
ments. Particularly for USET Tribal Nations that reside in areas with few specialty
care providers, this rule could create additional barriers to accessing health services.
This is why legislation is necessary. The Administration, in its FY 2017 Budget Re-
quest, recognized the need for legislation over regulation, stating in its Congres-
sional Justification, “unlike the legislative proposal, the regulation cannot require
that providers participating in Medicare accept the capitated PRC rate from IHS.”

USET SPF urges this Committee to support and work toward the passage of legis-
lation extending MLR to non-hospital services that includes an enforcement mecha-
nism to ensure AI/AN patients’ continued access to care. Doing so would be a more
efficient use of taxpayer dollars, dramatically improve AI/AN patient access needed
care, and be an important step toward improving the health inequities between AI/
AN and the U.S. population.

Provide Advance Appropriations for the Indian Health Service

In addition to the more efficient spending of IHS dollars, Congress should work
to ensure funding is received on time by approving legislation that would authorize
advance appropriations for IHS. Advance appropriations is funding that becomes

425 U.S. Code § 1602
5For a breakdown of IHS Medical Priority Levels see: htip://www.ihs.gov/chs/
index.cfm?module=chs requirements priorities of care.
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available one year or more after the appropriations act in which it is contained, al-
lowing for increased certainty and continuity in the provision of services.

On top of chronic underfunding and drains on precious dollars, IHS and Tribes
face the problem of discretionary funding that is almost always delayed. In fact,
since FY 1998, there has only been one year (FY 2006) in which appropriated funds
for the ITHS were released prior to the beginning of the new fiscal year. The FY 2016
Omnibus bill was not enacted until 79 days into the Fiscal Year, on December 18,
2015.

Late funding has severely hindered IHS and Tribal health care providers’ ability
to administer the care to which AI/AN are legally entitled. Budgeting, recruitment,
retention, the provision of services, facility maintenance, and construction efforts all
depend on annual appropriated funds. Many of our USET SPF member Tribal Na-
tions reside in areas with high Health Professional Shortage Areas and delays in
funding only amplify the challenges with salary and hiring of qualified professionals
which are systemic across the IHS System. IHS and Tribal facilities must continue
to operate while Congress engages in philosophical debates about federal spending.
However, they are forced to do so at a severely reduced capacity. In a world where
it is not unusual to exhaust funding before the end of the Fiscal Year, surgeries are
delayed, services are reduced, and employment is in jeopardy.

Congress has recognized the difficulties inherent in the provision of direct health
care that relies on the appropriations process and traditional funding cycle. When
it became clear that our nation’s veterans were not able to receive the quality health
care earned in the protection of this country due to funding delays, advance appro-
priations were enacted for the Veterans Administration (VA) medical care accounts.
Advance appropriations serve to mitigate the effect of delayed and, at times, inad-
equate funding for the VA. As the only other federal provider of direct health care
and a consistently underfunded agency, IHS should be afforded this same consider-
ation and certainty. USET SPF urges this Committee to support legislation that
would extend advance appropriations to the THS.

Conclusion

As the February 3rd hearing revealed, the chronic underfunding of the IHS has
life or death consequences for many of the AI/AN patients from our USET SPF
member Tribal Nations. Any loss of life resulting from failure to fulfill trust respon-
sibilities and obligations is unacceptable. The rationing of care through the PRC
program, and major obstacles with the recruitment and retention of providers are
examples of the direct result of Congress’ failure to meet its Trust responsibilities
and obligations to adequately fund the IHS. In recognition of the political climate
that enables the underfunding for Indian Health Care, we offer the preceding solu-
tions to extend and stabilize IHS resources. We hope that Members of the Senate
Committee on Indian Affairs will join us, and others in Indian Country, in advo-
cating for the introduction and passage of these two common-sense proposals, in ad-
dition to increased funding for THS.

We thank the Committee for holding both the hearing and the listening session
to examine the quality of care delivered through IHS. USET SPF is a willing part-
ner in your efforts to address systemic problems at IHS and improve the health out-
comes of AI/AN patients.

PREPARED STATEMENT OF JAY HOULE, SISSETON-WAHPETON OYATE TRIBAL MEMBER

Dear Senate Committee,

I normally do not speak out about much, but this issue is getting out of hand.
Healthcare in the Native American world is sliding downhill out of control. Referrals
to private providers that were paid for 5 years ago are now being denied. I know
not all referrals will be paid for, but many are serious heath issues than are at min-
imum uncomfortable, not to say extremely painful and/or life threatening. At the
personal level, my wife has a hernia and a bone spur on her spine, both of which
have had the referral denied, so she must try to handle the pain with medication
and lifestyle adjustment because physical therapy is not recommended.

This nation can spend HOW MUCH money on other countries and their citizens
but cannot spend that much for the first people of this continent. I do not claim to
understand the complexities of Washing, D.C. and the leaders of our nation. I do
know that not many Native Americans are willing to raise a voice and comment.
I pray that you will find a solution to this issue soon. Thank you.
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PREPARED STATEMENT OF DOMNIC L. BROWN, OSAGE TRIBAL MEMBER

I was employed at the Rosebud Indian Health Service and what I had seen is the
patients would have appointments for specialist, but they would end up with the
medical bill. The Rosebud Tribe Members, don’t have insurance, because they don’t
have jobs, they should not be punished by not being sent to Specialist or having to
be responsible for the Medical bill, that they can’t pay. The Indian Health Service
should pay all these bills and whether they have medical insurance or not.

I have sat in on the meetings when they go through the referrals and it was yes
or no who would get sent out and that isn’t fair, what happens the person that
doesn’t get sent out for medical attention and they die, oh well? It is sad.

They open clinic up on Sundays. because of the patient load we were seeing dur-
ing the week, so they have Sunday Clinic and then only see 10 patients, the could
see more than 10 patients with 2 physicians. Then the patient is prescribed medi-
cine, but they can’t pick it up because the pharmacy will not open up on weekends.
Then why have clinic if patients can’t receive there medicine?

I had slipped on the ice March 31, 2014 and I had bruised my ribs really bad
and my ankle was hurt as well. I worked for the Hospital and my ankle was always
swelling up so bad that I couldn’t walk and was missing work, due to I could barely
make it to my bathroom at my home, I was continuously seeing the doctor and they
told me that it was just fractured, never offered me to be sent to a specialist, so
I took myself to Rapid City Black Hills Orthopedic and had an MRI, within a week,
I was in surgery, my inner ligaments were torn apart and had to have my whole
ankle reconstructed on August 8, 2014, this is how long I had to deal with the pain
and suffering and was out of work for 90 days, and was denied advance leave, was
told that I should have saved my leave for something like this, will I used my leave
to stay home and see the doctors, because of my ankle. I was punished and was
off work without pay. This is how they treat there employees and that is why they
have a large turnover. The management do not care about the employees or pa-
tients, they just make sure that they look good and not get any blame for things
that are wrong doing.

I hope this gives you some light on what goes on at Rosebud Indian Health Serv-
ice, and hope to hear from you on your opinions on what I have discussed todayl
don’t expect much to happen, I just needed to speak my mind today. I am a Desert
Storm Veteran, and from the Osage Tribe. I enjoyed helping the Rosebud Tribe
Members while I was there and want to go back and work for the Indian Health
Service, at least I showed some compassion, other workers don’t, they don’t care.

Thank you.

PREPARED STATEMENT OF JACQUELINE ARCHAMBAULT, CHEYENNE RIVER SI10UX
TRIBAL MEMBER

Hello, My name is Jacqueline Archambault, I live on the Cheyenne River Sioux
Tribe, Eagle Butte, SD. I am submitting a statement in behalf of my daughter and
grandson. I hope you are able to view the attachments. *

She is unable to submit her statement on her own as her work place won’t allow
her to use the computer for personal use. So, I as her parent and grandmother to
her son, I am submitting from my email.

I hope you can help us, as my grandson got the poorest health service from the
THS in Eagle Butte, SD.

He had to go without a cast on his right leg for 10 days, because the IHS said,
his right leg showed no facture, but he still would not walk on it. My daughter kept
taking him back to IHS and they kept saying it was not broke. So, I kept telling
her to take him back. On Friday, March 4th, 2016 they finally saw the facture, but
the soonest they can refer him out was in five days, which was March 9th. He went
to Black Hills Orthopedic and Spine Center, Rapid City, SD Then they place a cast
to his right leg and he had a compound facture.

I am so disguised with IHS that they could not help my grandson, who had to
suffer for 10 days w/out a services and be in pain.

I told my daughter to file a law suit on IHS but that is probably not an opinion.

But I think the IHS needs to get qualified x-ray technicians and physicians to
make the right diagnosis on the patients. This way to much for us people to suffer.

My daughter, LaToya F. LaPointe always has the x-rays on disk.

I hope you help her and her son. He didn’t have to suffer this long.

*The information referred to has been retained in the Committee files.
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PREPARED STATEMENT OF ALEXIS JONES, REGISTERED NURSE, BSN

To Whom It May Concern;

I started at the Fort Thompson Indian Health in September of 2014. Upon con-
tinuation of working here, there have been many issues that have progressed or
have happened during my employment.

One incident that occurred was with the schedule change due to an employee
leaving and closing at 4:30 p.m. on Wednesdays. After reviewing the schedule I no-
ticed there was an employee (Abby Bacon) who did not have any late shifts. I was
switched to take her late shifts and was shifted to another charge nurse day. After
noticing the changes I went to the Acting DON, Robert Douville and asked him why
this was. He said Abby was going to the school to do immunizations and that she
runs reports for the CEO. I asked him why nobody else was trained or asked to do
those reports. He said he that it was set up before he got there and he was going
to ask the CEO.

He asked me if I would be willing to do the reports and I said I would be away
from Mcfee and that would take me away from patient care. I really enjoy seeing
my patient’s and doing my job that is why I am here. Running any kind of reports
takes away from patient care. We are the busiest area in the facility. Providing im-
munizations is a busy job as well and should be prioritized over running reports.

Running reports or doing any other task will be helpful in providing growth for
the individual and for the facility to provide better care. Growth to expand one’s
knowledge in the facility should be offered to everyone. During my employment here
I asked my supervisor (Abby Bacon) at the time and CEO (Bernie Long) if I could
attend a Health Care conference. After discussing with CEO, he said that they
would be able to pay for the registration fee and I would have to pay for the rest.
I would have been responsible for my hotel and travel. Due to lack of funding I was
unable to go.

A few months ago a co-worker of mine who is now gone, attended a wound care
workshop in Texas. All of hers was paid for and she also earned comp time. I
thought this was really unfair and why was hers prioritized more than mine. Espe-
cially being a Native American, as a facility on reservation you would want your
employees to grow and to be more educated.

My reasoning behind going was I provide complex care to a wide variety of pa-
tients. I felt as though my reasoning was just as important if not more important.
I felt as though there was no justification behind their decision. Decisions that are
being made affect everyone including our patient’s.

Another issue that affects this facility is the amount of Commissioned Corp offi-
cers. The management of this facility has been mostly Commissioned Corp officers.
Earlier in the year if you were to review the chain of command for the nursing staff
it was all completely Commissioned Corp officers. During the last year that I have
been here, we have had 4-5 acting DON’s. We did have one permanent supervisor
when I first started who was Native American and she left only after a few months.
A co-worker and I are both Native American and she has over 5 years of experience
and I have been a nurse for 3 years and have not been offered an opportunity to
be acting DON. Every acting DON has been a Commissioned Corp officer. I don’t
think I deserved the opportunity due to lack of experience, but my co-worker did
and she has Indian preference. Indian preference 1s a law that the facility must
abide by. This facility or any other facility should promote the natives and encour-
age them to stay and provided opportunities for advancement or education.

Also with the amount of commissioned corp officers one would think that extended
hours would be provided and that they would be able to provide that. They are on
call 24/7. Some of the officers do the same amount of work we do and get paid 2—
3x as much as we do.

The same co-worker also applied for another position in the facility. This position
is a nurse who helps out in behavioral health. The nurse who worked there was ac-
tually detailed from public health and was of Caucasian descent. She has been there
for an extended amount of time. An unusual event occurred where they actually ad-
vertised for the position. My co-worker applied for it amongst others, come to find
out she didn’t get the position. She again is Indian preference and the lady of Cau-
casian descent was offered the position. This goes to show that favoritism and pre-
selection occurred during this event.

My co-worker and I were fed up one day with the amount of nepotism that occurs
in this facility and how being a Native American in this clinic works against us.
We addressed the tribal council during our lunch period. We were a few minutes
late coming back from lunch. After administration found out where we were at they
started an investigation against my co-worker, and not I. I felt this was an act of
retaliation against her. I even went to the compliance officer and asked him why
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she was being investigated. He said he thought I was being addressed as well. After
that I left it alone.

During a personal conversation with Bernie, I had mentioned I thought about
leaving and he told me I should. I said there was no opportunity and that as a
young nurse I wouldn’t gain that here. I guess at that moment I realized I would
forever be at a dead end road here in Fort Thompson.

Bernie, along with other administration staff have a great deal of
unprofessionalism. I must say with the gentleman from Spirit Lake was sent from
Aberdeen to collect statements from the employees regarding Bernie Long, there
was an overhead page for the providers to report to the conference room. That is
where the provider’s were asked to write statements on Bernie’s behalf. This is the
most crooked move I have ever heard of. No CEO should even have to beg for any
kind of statement. That is something you earn along the way.

Lastly, I would like to mention the uncomfortable environment and the amount
of stress the nepotism has created. A few months ago our supervisor had a hired
a friend of the one of the nurses at as a new clinical nurse. Only after a few weeks
of being there she put in her notice and quit due to a hostile environment and was
effective immediately. The working conditions are unfavorable due to most because
there is so much favoritism and gossip. We should not have new nurses coming on
board and quitting due to a hostile environment. Any signs of hostility should be
addressed immediately by our supervisor.

The everyday decisions of this facility have made me explore other options outside
the reservation. I feel there are no opportunities for me to grow here. As a graduate
from the Retention for Native American Nurses at UND, I always wanted to come
home and help the people. This is not what I pictured coming home. It has been
so hard coming to work every day. As a young nurse in IHS, this has been the most
unprofessional and complex facility I have ever worked at. This affects the people
we care for and ourselves as providers.

Thank you.
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PREPARED STATEMENT OF DONNA M. (WATERS) SALOMON, OGLALA SIOUX TRIBAL
MEMBER

Good aftemoon ta the Honorable Senatars of the United States Senaste Committee on Indian Affairs!

My name is Dionna Marie [\Waters} Salomon. | am an enrollad member of the Optala Slows Tribe of the Pine Ridge
Indian Reservatbon, | am a lifelong resldent of Bennett County in the state of South Dakota, My parents are Leray
Thomas Waters and Ermma Nelson-Waters; both of whom are enrgiled members of the Oglala Sioux Tribe. | am
the eldest daughtar of ten siblings. When my father was hospitalized; | was duly recognized by my family as the
autharized representative to make all madical decisions on our dad’s hehal. Later an, my older brother Phillip
Watears and | ware officially recognized by tribal court order 1o have guardianship lar my dad, Based anmy
personal experience during my father’s hospilalization, | am here today to present supporting testimony for the
ertical need for respiratory care services for our tribal membership on the Pine Ridge Indjan Reservatian and
quite passibly for the Sraat Plains Region. Attached are copies of my correspandence that [ have written in the
Year2013 that are relevant to my testimeny of today.

1'will begin my testimany with a brief narrative of the aceident and the subsequent health cere treatmant as
provigdad for my father while he was under the ¢are of the Pine Ridge Indian Health Service and conclude with
recommendations. | rezlly want to outline the subsequent health care treatment portion because | belleve it is
imperative for you bo reallze the type of treatment that we, as Oplala Lakota people, face while we are at our
lowest point in life,

On May 11, 2013, my 84 yaar old father Leroy Thamas Waters was critically in a one vehicle care accident on the
Pine Ridge Indlan Reservation. He was transported via tribal ambelance and admitted at the Ping Ridge Indian
Health Service {HS} Emergency Room Unit. He was transferred on the same day Lo the Rapid City Regional
Hospltal [RCRH) In Rapid City, South Dakata. Cn May 30, 2013, he was transfarred fram RCAH to Lthe Advanced
Care Hospital {ACH} in Billlngs, Mantana, Upan our insistence, the Pine Ridge IHS Hospital finally transferred my
dad back to the Pine Ridge on the Mission Flats area, n2ar Pine Ridga, South Dakota whera he finally lost his fight
forlife on July 27, 2013,

Lack of Follow-Up and Patient Advocacy;

‘The “Episode of Care” far pur Dad went Into effect at the time of admittance of our Dad on May 11, 2013 and
rermained in effect throughout the transfers and continued medical care at the RCRH and onto ACH of BIllings and
even up to the ime of death of our father. Yet, during this period of time, May 13-July 27, 2013, the Pine Ridge
1HsS neglected to provide and afford quality health care services te our father.

*  During aur Dad's haspitalization, the Pine Ridge IHS Haspital Administration rarely inftiated any
consultatlons with aur family. If any contact was made, Tt was usuzlly initiated by my family or myself to
discuss the medtcal care, condition and services necded for our Dad.
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When ACRH determined that Dad would need to be transferred to ancther madical facility bacsuse RCAH
believed that he would need ..o higher level of acute nursing care..”. Pine Ridge IH5 never contacted us
nor tried to advacate on his behalf.

During the period that Dad was hosphtalized at the ACH Tn ETllings; the Pinc Ridge HS still did not follow-
up nor provide advacacy services for aur father, If there were any cantacts with the Pine Ridee IHS, agaln
it was mostly inftiated by myselfand my siblings.

As a result of the lack of follow-up and advecacy, the lallowing did happen while our Dad was hospitalized at the
ACH In Billings and akthough it was rallad to the attention of the Pine Ridge IHS administration, our requests were
asslstance went unheeded:

We savw extreme positive changes In the health care services provided to aur father fram the first day of
admittance at the ACH of Biliings. The physiciens and specialists, nursing staff, physical therapist,
respiratary care service providers, dieticians all seemed to be a very dedicated team to assist in the
racovery process for our father,
As time went on, my father became infecbed with a MRSA Infection and was put on isalatian {Methicillin-
resistant Staphylacaccus avreus), | found out that there was another patient across the hallway from our
Bod’s roam who was diagnosed with MRSA a week befora our Dad was infected, This Infachion graatly
weakened our Dad 2nd the powerful medicines that were used to treat the infection may have caused the
decline of qur Bad's health. Once infection was identified, | notced that aside fram the basic nursing care
that was administerad to our Dad; there were no other medical services being done far him; such as,
minimal physical therapy..so in an effort to keep his muscles supple a5 he was an complata bed rest, [ had
ta do "range of motion” exercises with him as no one else was halping kim,
Prigr ke Dad being infacted with MR5A, his health condition was Improving:

¢ The heck braces were remaved.

o The trach tube was decreased by 2¥ and swallowing Lests were showing improvemenls.

a The tube in his lung was removed.

o Internal organs were working fine.

o Oxygen neads were mintmal.

During Lhis time, cur Dad repeatedly requested to be released and taken hame. We conveyed his
requests to the Pine Ridge MS Hospital and were denied each time.

At or around fuly 13, 2013, ACH of Billings medical staff infarmed us that they could na longer provide
medical care ta gur father and that we would have ta bring our Family togather to make the decision to
discontinue the respi fwentilation sy servizes for our father.

On oraraund July 16, 2013, all my siblings and mother traveled te Blllings, Montana to meet with the ACH
of Billings medical staff ta simultanesusly hear the news about our fathar and that we would have to
make the final decision to discontinue the respiratorfvent system. After the consultation with the
medical staff, we held a confarance call with the Pine Ridge 1HS Haspital administretion and again we
were tald that they did not have the necessary medical staff and equipment needs to recelve our father,
Physlcians and Specialists for ACH of Billings operate on a rotating schedule and it was durlng this time
that 8 “new” physiclan ratated in on schedule and after checking my Dad, ke informed us thai Dad's
Internal crgans (kidney, liver, heart, lungs] were all doing well and that bis lab tests were okay. After
hearing this repert, | pursued the qualifying reason why ACH of Billings were encouraging us to
discontinue and terminate his respiratary/ventilation services and was “shocked” ta find out that it was
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due to the 45 day limit allowed by Medicare for “long-term acute medizal care®. |immediately contacted
the Fine Ridge IHS Haspltal administration to Inferm them that we were belng forced to make an
unnacessary declsion 10 terminate lifesaving medical neads for our father. | requested IHS ta pay for the
health care services needed for my Dad and to help get him heme, Duilng s discusslen, IHS informed
me that a quick reviewy of his file showed that our Dad was also covered by Medicald therefors his medical
services were covered. ACH of Billings checked snd received confirmation that our father was indeed
Madicaid eligible therefore the necessity of discantinuing medical care and sarvicas was no langer
necessary. Shortly after this meeting was over, we returned ta Dad’s room and found Dad sitting up and
surrounded by the nursing staff and various therapists alf adminfstering the type of medical care that he
should have bzen getting.

Sadly, by then our lather's health had already deteriorated to the point that he could no langer even
attempt to stand up or 5itin a shower cheir without almost 100% oxyzen. He constantly motioned to us
to take him home.

Family Forced to Advocate and Canduct Qutrsach Services:

Due ta the Pine Ridge IHS Hospital Administration’s lack of advacacy for our fatber; our family requested ACH of
Eillings discharge staff to assist us in advacating and conducting our own outreach to other adminfstrations and
AEencies to assist us In our futile efforts to get our Tather to a hospitzl eloser to our home:

We contacted aur Tribal Vetaraps Senvice Qfficer on the possibility of getting our father to be admitted to
one of the area Veterans Administration; such a5 Ft. Mead VA Hospital In Sturgis, 5D or the Black Hills
Health Care System in Hot Springs, 0. 5ad to say, but the VA Hospltals could nat receive aur father as
they did not have respiratary services,

We contacted the RCRH but they too could net recelve our father as they could not provide the
respiratory senvces.

The only other pessibla lamatlons that had resplratary care services ware In locations that wore
approxmately over 3 § hour drive proximity ta Fine Ridge, 50; such as: Denver, Colerado; ODmaha,
Nebraska; Minnzapelis, Minnasata, ete.

Fwrote letters to the Bureau of Indian Alfairs and sent caurlesy copies ta the US Senate Committes an
Indian Affairs, Great Plains Tribal Chairman’s Association, US Oepartment of Heelth and Human Services,
Oglala STaux Tribal Cfficials to inform them of our father's situation and requested their help to get him
hame,

| wrote a fetter to US Senator Tim Jehnsen (SD) who was on the US Senate Committee an Indian Affalrs
reparding but not Tmited to a request for specialized services.

| presented capies af my latters to the Montana/Wyoming Trikal Leaders Councl in 8illings, Montana and
they supported rmy efforts and forwarded my letiers to the national affices of the Bursau of (ndian Affairs
and to the US Department of Health & Human Services offices.

} asked a farmer Tribal President at the time, Jahn Yellow Bird Stgels, to see if he could get the Fine Ridge
IH& Hospital adminlstration te bring my dad home. He weas denied, He even asked a physfclan on call
ahaut bringng my dad to the PTne'Hiu‘ge IKS parking lot, discantinue his trachectamy and respiratar, then
bringing him into the hospttal to provide comfort care. The physician an call deaied the reguest,

Ouring the next two weeks, we continued our outreach services 1o get our dad transferred to a facility
closer to home. We evan asked if IHS could cantract respiratary care services with a contractar in Rapid
City and wa would move him {0 a residence and belp ta taka care of him. The Advanced Care Hospital
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indicated a willlngness to train some of aur Family members with the basic metheds of trach care and
oxygen care 5o that we could take care of him at hame if a care provider could oversee this, IH5 denled
our verbal request

IHS REFUSES TQ HONOR FATHER AND FAMILY WISHES TO RETURH HiM HOME:

On araraund the fast week of July, 2013; as beforg, the ACH of Biflings hegan to supgest that it was Hme to
consider sending our father to alternative health care facilities such as a nursing homs or a hospice, By then|
knaw that the medicare/Madicaid services far the type of “acute long term care” that our father needed was
nezring s limits. Qur father’s physical condition was glso very weskened by then from all the various medicines
that he was taking; that | knew it was just a matter of time before it was too late to honor our father's desire to go

home.

On July 26, 2013; Br. Fen, ACH of Biilings, informed our father that ks condition was getting warse; that
lat tests indlcated that aur father’s kidreys were shutting down and that it would be just a matter of time
before the lver and heart would shut down. After we transtated this to our father in our language, our
father indicated his refusal and that he agaln metianed for us to take him home,

Once agaln, we cantacted the Plne Ridge IHS Hospital administration and had Dr. Fer explain o HS that
my father's Internal organs wers shutting down end that he desired to go home. He further explained
that he was willing to retease him on the condition that there would be a Recelving Physician to accapt
him. Fine Ridge [HS administrator Alan Davls and Gr. Mitchell were on the canferance with ws and after
1Hey were told of my fether’s condltion; they both strongly recommended the transfer of our father ta the
Billings hosplce where he could get comfort care until he expired, Neadless to say, this angered us so
much that we almost carried our father cut of the ACH of Billings and hesded home with blm. Dr. Fen
advised us that our fathar would not make the trip by car as he vas 100% reliont on oxygen and that it
would be advisshle to take him home by alr ambulance. We were 50 distraught that we prepared our van
for transpart: one of my brotherswho is 2 certified electrickan said he would pet a air tank and hose to
administration oxygen to Dad. My slster and t who are CHA’S know we could keep Dad comfortakle, My
other sister and brother agreed ta drive. When Dr. Fen realized that we were sericus shout taking our
Dad against all adds, he convinced us to try cantacting the 1HS again,

We contacted our Tritval President Oryen Brewer and varlaus other tribal councl! matmbers and they tao
contacked IH5 Administrator Alan Davls.

Finally, Mr. Davis agreed to transfer our father home by alr ambulance and that he would have 3
Recelving Physician on hand, but he was adamant that ha would not provide a registared rurss o By with
our Dad; and that they could not accept my father at the Pins Ridge 1HS Hospital as my father would still
ke hooked up to a ventilatorfrespiratory system.

Given that we had no altemative and knowing that my father’s life was in danger; plus hanoring hic destre
to po home, we agreed that he would be taken to his homea an the Mission Flats and that we would be
with him to the end,

Dr. Fen seamed very concerned about the possibility of a lack of an attending physicfan at cur father's
home and gave me a prescription for medicnes to administer to my father to keep him comfortable In the
evant that the Recelving Physician did not edminister comfart care for him,

Upon my return ta the ACH of Billings after getting the preseriptions, the Discharge Plannars informed me
that they received a call from the Plne Ridge (HS Hospltal administrators thak they changed their mind
about accepting my dad and that he should be transferrad ta a nearby hospital for comfort care.

Once again, we ware an the phone with tribal officials and once again, we got ancther call from Mr. Alan
Davis, Pine Ridge IHS Haspital ad ministrator that they would receive my father under the same terms as
befare.
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By then, all my family members had begun their travel from Blllings, Montana to Pine Ridpe, 3D so they
cauld be an hand wher wa got home, ACH of Billings hospital staff, Dad and | waited and waitad for
several hours. Finzlly the Discharge Planners cama in and informed me that they called the Pine Ridge IHS
Hospital to check on the fight schedule and they were informed that there was no flight schedule as it
was up to the ACH of Bllings to make the arrangements for the air ambulance and the flight schedule,
This was news ta the Discharge Planners and they were not tald wha veauld pay for the air smbulance
services iFACH of Billings were respansible for setting this up. Again, | callad the Pine Ridga [HS Hospital
and they finally conflrmed that they would pay and gave the information to the Discharge Planners.
Finally, the air ambulance team arrlved around 7:30 pm on July 26, 2012 and Dad and 1 left Billings,
ilantana and headed for hame. As we toak off and headed south, [ reacked around the seat and Rugzed
my Dad and asked him if he was happy and he nodded yes. He was fully conscious and very happy to
know that he was finally on his way home,

At approximately 11:00 pm, we finally arrived at Rushville, Nebraska at approximately 11:00 pmw, which is
appraximately o 25 minute drive to Pine Ridge, 511, we were mat by two Pine Ridge iHS Hospital
personngl; Dr, Mitchell, receiving physician and Mr. Jasan Lootens, Social Warker. Dr. Mitchell asked iFt
had the prescription for my Dad and | confirmed that 1 did, He teld me to held onto It. After Dad was
inaded inte the tribal ambutance, he was stlll fully cansciaus and happy to see my sibilings and other
grandchiitiren that ware also there. Dr. Mitchell allowed same of them to go inside the ambulance and
weltome our father homa, That was the last time that any of us got to see aur Dad In a conscious state,
Dr, Mitchell and one ambulance attandant rode with cur fathar in the ambulonce on the way ta our
fathar's rasidence on Mission Flats, S {lacated about 3 miles north of Pine Ridge, $0}. 1 dan’t know what
Dr. Mitchell did to my fathar in the back of that ambulance for those 15 minutes of ambulance drive time
but when we got ta aur father's house, our father was unconscious and never recovered from whatever
was dane to him.

AL approcimately 32:30 am, Br. Witchell advised me to give my Dad his prescription. | looked at my Dad
but he didn’t seem ta be uncomfortable ar inany state of agitation, $o | barely give him less than & third
of the medicine prescribed.

AL approwimately 2:00 am, | was surprised to sce Dr. Mitchell and Mr. Laptens agproach me as | didn’t
notice that they were still there. Or. Mitchell mentinnad that they were |eaving and that if anything
happened, that | should call the Pine Rldge IHS Hospital. 1locked at Dr. Mitchell and naticed that he
appearzd to have been crying. He sald he now realized how impoertant it was for us to get our father
home to be with his refatives, to have this typa of closure with his relatives in order far us ta help him
prepare him and us for his journey: and that had he knewn how important it was, he would have agreed
long befare to bring our dad harme, Needless to say, | almost slapped his face but | didn’t because | knew
that my Dad would not have approved to treat snyone in 8 bad way even though, that same person
treated us with disrespect by taking my Oad's last chance to reallza his last wish to see his home.

At approximately 3:27 am on July 27, 2013, our beloved father left this world and began his spiritusl
Jaurney.

Latar that moraing, the Sious Funeral Home came after our dad and took his body. Nok even half an hour
or 50, Sioux Funeral Home called us to Infarm us that we had to go in to talk to the Funerzl home director
to decide tha wake and funeral services asap as they were unable to ke him to the hospltai morgue at
the Pinz Ridge IHS Hospitel because the refrigeration units were broken down.
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CONCLUSION;

My testimany a living testamnent of the actual treatment that we receiva at the hands of those in power within the
indian Health Service, who are entrusted to administrator quality health care to the members of the Oglala Sioux
Tribe but fall to carry out thalr duties,

Ty father was a humble man and lived his life in a simpte manner, He never sat back and waited for others to
nrovids food, shelter znd clothing for himsealf ar his family. He was a self-taught carpenter and huikt lag homes for
filz family. He learned te track and hunt wild geme to feed his family during hard times. Ha taught us to prow big
gardens and c=n and store the garden produce so thatwe would have food even in the wintar, He was a spiritual
min and took us to worship the catholic religion as well as participated in the Lakata ceremonies. He learned and
showerd us to use tha natural plants and medicines to heal our bodies, He believed in the gaodness of athers and

Iam humbly requesting your kind consideration to thoroughly investigate the Indian Health Service as to why we,
whao refy on the Flne Ridge IHS Hospltal administration:

+  Find out the actual numbear of patients who were transferred aut of aur Pine Nidee 1HS Hospital to
hospltals elsewhare whe cannot be taken back to the Pine Ridge IHS Hospital because the hospital does
not have the qualified medical staff nor medical equipment necessary neaded to treat patients who are
on respiratory care services.

*  Inteday’s day and age, why we cannot have respiratory care services at the Plne Ridge 1HS Hospital. Qur
tribal members, especially our tribal elders, are very troubled to realize at their time of passing to the
spirit world, that there 1s 3 spiritual and physical disconnacet to their ribal hamelands, They want nothing
more than to be embraced back Inta the familiar surroundings so that they can accept the impeding
passage to anotherwarld. In the case of my father: he wanted to be home as we had ceremonies to be
done to help him to enter that spiritual world, That is in line with our cultural practices and belief
systam.

+ Donot have the necessary medical equipment necessary to administer respiratory care services at the
Pine Ridge IS Hospltal,

= Do not afford the nursing stall the required training and certifications necessary to adminizter rospiratory
care services, The ACH of Billings was willing 1o train our family membars, many of who have no
educational background [n health, ta adninister trach care in the event that my dad would be seat home.
Why can't our nursing staff at Pine Ridge IHS Hospital be trained to administer respiratory carz service, if
peaplz “off the streets” can be trained to do =03

+ Do nothave a certified PhysTclan ar Specialist in raspiratory care services, At the least, why do we not
have a Spectallst ar a Respiratary Team who can provide contracted spacialized care as needed. Whan
our dod was hospltallzed In Billings, Mantana and we were requesting for him to be taken back; the Pine
Ridge 1HS Hospital informed me that there were four (8] other tribal members who wera Tn simllar
sltuations and hospitalized in Denver, Sioux Falls and Minngapolis. Sad to say that | do know for certain
that our chizf Dliver Red Claud, Chairman of the Black Hills Sigux Nation Treaty Council, was the one who
was hospltalzed In Denver. WMuch like my Dad, he too was transferred from BCRM to Denverand although
he pleaded to be raturned home for his final days, the Pine Ridge 1H5 Hospital dented him his Jast wish
and he died in Denver on July 4, 2013, I'm pretty certaln that the other three alse did not make it hamea.
Slnce then, as pecple hear of aur Dad's experience, they tea come forward and share like experiences
with their loved ones wha wanted to come hame and lost thelr [lves “out there” hacause the Ping Ridge
IH5 Hospital denied their final wish bacause of the lack of medical equipment and certlfed staffing,

| belteve that we, one the Fine Ridge Indian Reservation, are not the only Tribe within the Grest Plains Region to
need this much needed respiratary care services. We no Tonger need 1o hear excuses as to why indian Health
Service cannot pravide respiretory care services!
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PREPARED STATEMENT OF STEPHANIE L. WATERS, OGLALA SIOUX TRIBAL MEMBER

I am writing this statement on behalf of my brother Phillip Waters,
who was diagnesed with Prostate cancer at the Rapid City Cancer
Institute in February 2013.

On February 7% 2013, Phillip was in pain, due to his left leg was
so swollen and could barely move around. I went toc see him and T
tried to help him make an appointment at the Kyla Health center,
but due to no openings for appeintments that day and the earliest
next available date would be the next week Teesday, 12th of
February, 2013, he was scheduled in for that day.

On Tuesday, I picked him up and drove him Lo the cliniec and assisted
him to check in. I alse had an appeintment for myself that day.
He was called in te see the doctor., I did not go in with him,
because I was called in shortly to get seen for my appointment.

After I was finished with the doctor, I went to the waiting room

and I noticed that he was net there. [ waited for him for sbout

half howr, but still no sign of him. I had azsked anothar persocn

if she saw him, but she said that he never came out from the bhack

since they called him. She was waiting for a ride to come after

her. So I began to worry about him, because I knew that he needed

assistance due to his leg and could barely walk., I asked the

receptionist if he was finished, because vsually the visits aren’t

very long. Then she said she would check and then he was not in

any room, so we started te look for him. We found him in the back

waiting room- He said that he was told to get labs done and that

he was still waiting for them to call him in the lah. I asked him

if anyons was in the lab, and he said “no, nobody went in there

and they didn’t call me. He didn’t know that he supposed to walk

in if no one elge was in there, 3c I cxplained that to him and he

said if knew that was what he supposed to do he would have been

done already, he didn’t know that because ne never went to the

clinie.

When he came out of the lab, I asked him if he needed to mect with
the doctor, s¢ that we could go a short distance to the doctor’s
roow to get the results backs from the x-ray and the lab wark. He
told me that he was done and thet they cesll him te give him the
results, because it was getting late and that they were going to
close at 5 p.m. I thought that was strange, but he already had
his meds for the pain from the pharmacy and that e was tirad and
needed to elevate his leg because it was painful.

I asked him what the doctor said about his leg and what was causing
the leg to swell. He said, “they didn’t get ny results and whan
they lcok at the x-rays they will call me. She prescribed tramadol
for pain and c¢all me tomorrow for on the resulcs”.
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Almost a week had past, when I received a call from the Kylea
clini¢. The receptionist Darla told me that they were unable ta
contact Phillip, and that he had an appointment at the Rapid City
Cancer Institute on Thursday.

Fhillip’s 1%t visit to the RC Cancer Institute was on February 20th,
2013 with Dr. Swartz. He was seen at the Kyle IHS clinic by Baverly
Hill, who requestad the referral for him. Dr. Swartz diaqnesed
him with metastatic Prostate Cancer. His treatment plan was set
at that time. He was prescribed oxycedone for pain, aad that he
would no longer need tramadol for the pain. This is whare we found
out that he had a broken leg. Dr. Swartz ordered x-rays and lab
work because he said that their institute had not received the
results or the x-rays he had done at the IHS clinic. ke showed us
the breakage and reviewed the x-ray to see if he would reguire
surgery if the bone was top of each other. Tuckily, he didn’t have
to have surgery because he informed us that it was a clean hreak.
The treatmenk and appointments for the cancer was to be every 3
months.

On June 20t%, 2013, Phillip and I went to Ontario, Califernia, to
seek out medical care at the City of Hope Cancer Institute. We
contacted the institute to get information about the cars/cure for
the cancer and how to get into the institute. They informed us
that they would work with him and that we had to get a referral
purchase order from the IHS within our tribe and they would meet
with us teo set up the plan for the cure far the ocancer.

fie contacted the clinic in Kyle and they gave us the centact number
and name of the person who issued the referrsl for him from Pine
Ridge Hospital. When he contacted the contrast office at Pine
Ridge, he was told that he had to come baeck and request the referral

and that they would have to take it to committes for this process
and then wait to get the approval, then go forward.

Pnillip was not covered by Medicare or Medicaid, becauss the
guideline said that he would have be 65 or older to gualify or
wait 1 yeer te become eligible for coverage, due his age, and that
it would be in November of 2014, Also he was not =ligible for SSI
benefits at that time either.

After cur month search, we felt hopeless and shattered and came
home to Allen, Scutn Dakota. We knew that 1t would be impessible
te make another trip, due to the wait time for the referral process
£rom THS contract coffice. We were running out of time hefore the
cancer would succeed and strength would be a major factor,
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After we came home, 5 menths later, Phillip’s kidney started to
affect him and problems with health issues were now playing part
end taking its toll on him. He had surgery at Rapid City regicnal,
after he went to Pine Ridge Hospital emergency room and had been
referrad out to RC Hospital, due to right kidney failure.

He was given oxycodone for the pain and was supplementing ibuprofen
dus to the time frame for the severity of pain. He was told that
he could slternate the ibuprofen in-between the 4 hours, if he
needed more pain medicatien. Over the 2Z-month period, he took
the ikuprofen to supplement the pain inflicted upon him, and as a
result, the ibuprofen took erffect on his right kidney, which
resulted in a shutdown, which required a2 quick surgery and a
catheter was inserted thrcugh his back. After this incident
happened, another doctor said that he was net to take ibuprofen,
a5 a supplement, so he did net know why Phillip was told to take
ibuprofen in between the 4-hour pericd for the pain. The ibuprofen
was part of ke cause his right kidney to shut dewn.

Buring this time, we had a family meeting and daecided to get in
touch with Dr. Mark Jackson from the Aberdeen Area Indian Health
Office, Aberdeen South Dakota. Phillip gave his consent for Dr.
Jackson to review his medical history in Pebruary. Aafter Dr.
Jackson reviewed his history, he was going to referred him at the
clinic in Sioux Falls. Phillip did agree to be recomnended for
his referral to Sioux Falls Hospital. Phillip never made that
trip to seek cara there, he passed away March 23, 2014.

I believe that when a person is strong in strength, when a 1ife is
on the line of believing in cures for sickness, and where there is
a willingness on a positive role, we need to take the advantage of
helping families find cures for sickness.

T wish that IES had provided the zeferral request and processad
for my brother at his request to help extend his 1life and
significantly improva the guality of his 1ife, by working for him
and our tribal members like Phillip’s health care. Each pezson is
entitled te choose health care across the nation. T only wished
that THS weuld have honored and respected my brother’s request for
the health care choice to the City of Hope Cancer Institute for
hiz cara to extend scme years of his life.
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Ridge Hospitzl in Pine Ridge, South Dzkota provide the immediate
raferral health care process for people like Phillip and other
tribal members were severe health sickness calls on outside health
facilities other than Rapid City Hospital in Rapid City, South
Daketa. We made this decisien te seek outside care and were placed
on a time frame where the acts of processing a referral and the
purchase orders are slow in responding to help seek immediate care
for outside medical care.

People like my brother Phillip, who have no health care insuranca
and who don“t have any type of health insurance coverage becauss
of state requirements where ege plays a factor or simply have to
wait for 1 yeax, should be placed immediately on Medicaid or
Medicare coverage.

Phillip did have to wait for social security benefits for 1 year
after he was diagnosed with cancer. They cannot weork beecause of
the severity of pain inflicting on them, so they cannot provide
the insurance financially, due to having no income.

Phillip did have a job and supported himsels with his living
axpenses, until his health experience with cancer and the toll it
taak on him. He was not covered by any insurance and it is a great
nzcessity for the need for immediate health eoverage when people

. have a severe sickness where they are unable to financially cover
thamselvas,

His wvehicle broken down and no longer owned one, due to the lack
of transportation and the travel to the health facilities for care,
wa axperienced a hardship. We needed money Zor food, gas, lodging.
His dist needs where not met, due to this reason. He could not
sit up for long periods of time, as result of the pain level that
he endured, =0 over the months and the distance to travel to the
cancer facility, we had te save up for the ledging expenses.

These are just some af the expense hardships that we experienced
and I only wished thet assistance from the Tribe was up to am
amount reascnable, instead of $73.00 to Rapid City to cover the
expanses of a2 medical trip outside for the cancer patients. This
assistance began the last 6 monthz of his life.

Cancer is a fast moving sickness and the time frame for extensive
Jmpediate care, sg the Indian Health Service here needs teo act
fask when referrals are reguested by the patients to go outside of
Rapid City medical facilities be taken as a pricrity =and
imnediately precessed.

Thank you for the time to raad and listen to this statement on
bahalf of my brother Phillip Waters. He wanted to start an
awaraness far cancer to the people in ocur fribe and our lozal
community and to help people get the resources available to meet
their needs.

PREPARED STATEMENT OF TAMMY RAE GOODWIN, SISSETON WAHPETON OYATE
TRIBAL MEMBER

I am an enrolled member of the Sisseton Wahpeton Oyate and I receive services
at the local THS clinic. Woodrow Wilson Memorial Healthcare Center located in
Sisseton, South Dakota. I believe this facility is another example of the governments
genocide of native peoples. Abundance of misdiagnosis, accusations of being a drug
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seeker, no confidentiality, drug use of employees, etc. I do not have medical insur-
ance so I'm stuck with what care I receive at IHS.

I am not a person whom I consider doctor runners, I only go when absolutely nec-
essary for my basic medication. I have arthritis, diabetes, COPD, avascular necrosis
in my hands, PTSD, anxiety, along with other mental health issues and have re-
cently applied for SSI Disability.

On December 17, 2014 I went to Acting Director Gail Williams to voice a com-
plaint of employees not following confidentiality guidelines and she listened to my
concerns involving specific individuals and said someone from the HIPPA office
would be contacting me. No one ever did and she was removed from office or re-
signed due to other issues going on in administration.

The receptionist involved with intake and making appointments would report to
the Director of a domestic violence shelter I worked at, of which this IHS employee
was the on the Board of Directors for the shelter, would report to the director under
her, employees of the shelter when they would go to see the doctor and what it was
for. Example, an employee went to IHS for a physical necessary for treatment she
was going to attend for codependency issues. One day the Director of the shelter
asked me if I knew this employee was going to go to treatment. She said, “I didn’t
know she was drinking again.” I knew she was going to treatment but how did the
Director know about this when I know this employee did not speak to her about
it. It wasn’t hard to figure out where the information derived from. This employee
still works at THS.

In April of 2015 I went to see the doctor for other issues and while he was typing
on the computer, I showed him my left hand with a swollen, red knuckle and men-
tioned how much it hurts. He looked up from his typing and said “yeah, you irri-
tated something.” and then resumed typing and didn’t try to look at it again. In
frustration, I left. In June of 2015, I returned to clinic to see about getting some
relief from the pain in my left hand and was told by a nurse, “You can’t just come
in here and ask for a pain pill.” Again nothing was done. There was no exray or
examination made of the left hand and now I'm accused of drug seeking because
of addictions in my past. I have been sober now for five years.

In September of 2015, again I returned because the PA that I was seeing in the
past, returned to the facility. She immediately sent me to exray and had images
taken of my hand. This is when I received the diagnosis of Avascular Necrosis,
which I’d like to add is normally found in the hips and knees, hence the total joint
replacement. I have it in my left hand with one knuckle totally collapsed and now
it’s also affecting my right hand with other knuckles dying off. Within two days, my
referral was approved and I was sent to an orthopedic surgeon. When I asked about
my knuckle, he stated there wasn’t anything he could do about that but he was
going to do the carpal tunnel surgery. He stated I needed to see a doctor that spe-
cializes in hand surgery because I needed a total knuckle replacement surgery and
he didn’t do that. On December 9, 2015 I had the carpel tunnel surgery and I guess
it was a success, but it didn’t change the pain in my hands one iota. By then the
PA 1 was seeing, transferred to another facility and another new doctor took her
place. I asked for pain meds to be refilled and was told no, the surgery was a suc-
cess and there was no more pain in my hand. Without looking at my hand, or the
doctor looking at my file, she was able to make this decision. Again, accused of drug
seeking. During December, we got a doctor from the east coast who likes to come
help out the natives during his vacation. When I visited with him, he was actually
kind of excited and he logged onto the New England Journal of Medicine and even
there, there is no mention of this affecting the hands. Well now it’s in both my
hands. The major cause of this is alcohol usage and steroid use. I was an alcoholic
for many years and due to asthma, and now COPD, I have been inhaling steroids
for approx. 30 years. Who knew? Now this doctor has returned to his normal prac-
tice and I'm stuck with the ignorance left at IHS with a diagnosis that many are
not familiar with and have absolutely no experience with. In layman’s terms—I'm
fucked. Please excuse me for saying that but there are no other words to express
my sadness and fear of the unknown of what’s going to happen now. Where can I
turn to get relief from the pain now, without getting accused of drug seeking. I'm
sure just looking at me, I look fine.

This is only ONE example of what I've gone through, and continue to go through.
I have been going to IHS since around 1965.

The being accused of drug seeking is really what irritates me the most. I only
wanted a pain pill to take when the pain is incredibly bad, I am very active and
live on a farm so there is always things to do. Even though I'm in pain daily, there
are critters here that depend on me and land to work. I seek relief from the pain
occasionally. Just a break. If I was drug seeking, I would go out to our housing
project and pick up what I think I need, not go to IHS. THEY are the one’s that
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lead people back to their addictions. Since I no longer choose to go that route, YOU
tell me what I can do.

This leads me to my last statement. The first question the nurse asks is: On a
scale of 1 to 10, what is your level of pain today? Now I just say a random number
in their scale because my level of pain is off their chart, and nothing will be done
anyway. It’s an insult for them to ask me that question. One thing that sort of tick-
led me was when I told the PA I didn’t consider myself an doctor runner, she looked
at me with big eyes and said “ I would never accuse you of that, with your diagnosis
other people would be in here everyday screaming for a pain pill.” That’s kind of
when it was determined my high pain level is different than other people.

I appreciate having an outlet to voice the things I have stated because no one else
listens. I only pray the disability is approved soon and medicaid kicks in so I will
be able to see real doctors in a real hospital/clinic. IHS genocide is working.

I have been unemployed for a year now, I'm 57 years old and homeless as de-
scribed by peoples opinion. I live in an abandoned camper on a Caucasian friends
farm in a machine shed. I am grateful to have a roof over my head and able to keep
my animals. I have no problem living this lifestyle because I know how to live with-
out electricity and running water quite comfortably. I am resourceful, I am a woman
and I am Dakota.

PREPARED STATEMENT OF EVELYN EsPiN0ozA, RN, BSN, ROSEBUD S10UX TRIBE
HEALTH ADMINISTRATOR

Dear Honorable members of the Committee,

My name is Evelyn Espinoza. I am an enrolled member of the Rosebud Sioux
Tribe and a registered nurse. Currently I serve as the Health Administrator for my
Tribe. I am also a consumer of our Indian Health Services as is my family. I would
like to take this opportunity to share with you my experience with the Indian
Health Services in my current role.

I began working for the Tribe on Sept. 30, 2014 as the Tribal Health Adminis-
trator. I entered this position after taking a year off from work and with just under
10 years of experience working for the Indian Health Services. The second week into
this role, I went to Washington, DC where I had the opportunity to meet facetoface
with the then Director of IHS, Dr. Roubideaux. I provided her and her staff in detail
our concerns. I shared with her real life examples of substandard care being deliv-
ered at our facility. I spoke very directly that practices needed to change or lives
were going to be lost, our certification with CMS would be lost, and we would lose
services. I provided the agency with our expectations and what we wanted to see
in the future. At the top of our list, next to safe, quality care, we asked to be in-
volved. I asked to help, to be included in the decisionmaking for our facility and to
have our input respected and acted on. I stressed the importance and critical need
for the THS and the tribe to work together, to create a healthy and trusting working
relationship where we are both moving in the same direction accomplishing our
common goals. She agreed with me, committed to actionable steps, but unfortu-
nately, the follow thru did not occur.

During the same visit we had the opportunity to meet in person with our SD Sen-
ators Thune and Rounds and Representative Noem. We met as a group and our trib-
al delegation met individually with each. We informed these officials of our same
concerns. We shared real life examples. We asked for their support and we asked
for the same from them as we did IHS. We asked to be involved, for our feedback
to be considered and acted on. We voiced frustration with the “tribal consultation”
practices and felt like it was not meaningful, rather felt like a dictatorship. We
voiced frustrations about the lack of response and communication from IHS. Actu-
ally we all had this in common. IHS did not only disregard the tribe but also their
leadership. To this day, I do not understand this.

This visit I write about was the first of many held over the past year and a half.
Our tribe has met regularly with local, regional and national IHS leadership. We
have met with HHS leadership and CMS. The OIG came recently for a visit. Despite
all these meetings and telling our story over and over, reliving the traumatic events
repeatedly, demanding to be involved, to help, nothing changed and we continue to
not have a voice. Infact, for our facility, we have steadily been declining and the
decisions continue to be made for us not in collaboration with us.

It is a very stressful situation for me, for my tribe, for my relatives. I have the
responsibility to advocate for and protect our tribal people. It is asif I am being held
down against my will and forced to endure abuse after abuse and no matter what
I do, how hard I fight back, what approach I take, I cannot get out of this choke
hold. We are forced to watch our relatives around us suffer, die prematurely, or take
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their own lives to escape this hopeless environment. What is going on in our com-
munity, with our healthcare delivery system is inhumane, its criminal and cannot
be allowed to go on any further. How many people have to lose their lives to change
how medicine is being delivered by the THS?

While there is an obvious need for additional funding, there is absolutely no rea-
son other than poor leadership and mismanagement to account for our current situ-
ation we are living through today. A brief timeline of the last 6 months includes
multiple false reassurances provided by IHS leadership. We have been told over and
over “things are under control.” In fact, 2 weeks after the Winnebago Hospital lost
their Medicare Provider agreement on July 23, 2015, I asked the Acting CEO of our
hospital what they were doing to prepare for our CMS survey and how I could help.
He told us they were prepared, they didn’t need any help, things were on track. On
Nov. 4, 2015 an accrediting body know as DNV hired under contract with THS, came
and surveyed our facility and noted we had the best survey we had in the past 8
years. They found very minimal concerns. A week later on Nov. 8, 2015 the OIG
visited and the CEO of our hospital sent an email out saying “congratulations staff,
we impressed the OIG, we impressed DNV, CMS bring it on!” On Nov. 16, 2015
CMS arrives. On Nov. 18, 2015, CMS placed our emergency services in immediate
jeopardy, stating they found situations in our ER that posed an immediate and seri-
ous threat to any individual seeking care there. On Dec. 6, 2015 our Emergency
Services were diverted and continue to be.

This diversion is not only affecting tribal members, it is negatively affecting ALL
our community members regardless of race who are in need of emergency care. Fur-
thermore, it is negatively affecting our surrounding communities and those small
hospitals picking up the added patient load. They do not have the manpower and
resources to keep up and as a result are starting to make mistakes that puts their
accreditation at risk. This has a ripple effect on so many.

As a young woman growing up, I did not have the privilege of knowing where I
came from and who I was as a young Lakota woman. Those teachings left when my
mother left this world. I was taught otherwise by good intended people deciding for
me what they thought was in my best interest. It was not until later in life I
learned about my ancestors. How amazing of a people we are, what amazing gifts
we have and what an amazing way of life I work toward everyday to get closer to.
Many events that have taken place over the past 200 years created this “perfect
storm” we live in today. The most important thing I have realized is only I can
change what I do and only you can change what you do. So I ask you all to self
reflect, be honest and sincerely hear and feel what I am saying. We have all had
different experiences in our lives that mold the way we think and react. But I have
searched and searched and I can not find anything that supports the lack of cour-
tesy and respect that exists in our leadership today at all levels. We either can
choose to continue with the same status quo and same practices or we can choose
to change how we lead, how we treat one another, how we protect one another. I
am respectfully asking each of you to put politics aside and look at our situation
from your human side. I want for each of you the same as I want for my relatives.
I do not expect anything less than you expect for your loved ones. For any of this
to change in a meaningful way and sustain the changes, we have to all change what
we are doing. We have to respect one another and move forward together with this
in a good way. I thank you from the center of my heart for your advocacy, support,
time and energy. I eagerly look forward to working together and using each other’s
strengths to strengthen each other’s weaknesses.

Lila Wopila Tanka (Thank you very much),

PREPARED STATEMENT OF DARLENE M. WILcOX, PH.D., LP, LICENSED CLINICAL
PSYCHOLOGIST

Hello,

I have been working with THS for almost 10 years as a Mental Health profes-
sional. I am writing this as a Oglala Lakota/Sioux tribal member. I started out
working at the Pine Ridge IHS service unit as a Mental Health Specialist in 2006.

When I started there, I worked in an hostile environment. Behavioral Health staff
did not get along. My supervisor treated me terribly, even though I was a tribal
member and had worked really hard to be a psychologist. (I graduated from UND,
Grand Forks, ND in 1999. I was a member of the Indians Into Medicine program
and Indians into Psychology Doctoral Ed. (INPSYDE) program.) I tried to go
through the union about my poor treatment by my supervisor but I was discouraged
from going through with this process by a union representative.
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While at Pine Ridge I.LH.S., I worked long hours, did walk ins and was on call
at least 10 times per month. Many times, I would get called in to ER, 2 or 3 times
per night. I was then expected to report to work at 8am and do a regular shift. I
worked hard and studied long hours to become a licensed psychologist.

I transferred to the Fort Defiance, AZ, Adolescent Psychiatric Unit. It was the
only Adolescent Psychiatric Unit within IHS. While there, it was a wonderful expe-
rience, to work with a whole team of mental health professionals; 2 psychiatrists,
2 clinical psychologists, 3 Social Workers, 2 Teachers, 2 Psychiatric nurse practi-
tioners, Art Therapist, 3 traditional, Navajo medicine people, social service aides,
one Behavioral Health Chief, as well as working with outpatient, mental health
staff. We worked with 12 youth per 6 week cycle, in between cycles, we had program
development type of activities, trainings and healing ceremonies for staff to prevent
burn out and also protection ceremonies were done for staff.

While there at Fort Defiance, AZ we were invited to go to my reservation, the Og-
lala Sioux Tribe at Pine Ridge, SD, to present on the Adolescent Psychiatric Unit.
I traveled to Pine Ridge and Rapid City, SD and we met with many OST tribal or-
ganizations, I.H.S at Pine Ridge, the Oglala Sioux Tribe. They were very interested
in starting a Adolescent Psychiatric Unit at the Pine Ridge IHS service unit. We
were also invited to attend a local, Sundance ceremony. We attended and we were
very much honored and blessed for being there.

As follow up to these invitations, the Fort Defiance Indian Hospital invited the
Oglala Lakota Nation to go to Fort Defiance, AZ to view the Adolescent Psychiatric
Unit. A few of the tribal members, Pine Ridge high school counselors and Dr. Gar-
cia, psychiatrist at Pine Ridge IHS did go to Fort Defiance Indian Hospital to visit
and view the Adolescent Psychiatric Unit. They were taken into ceremony imme-
diately and the Navajo Nation representative, the Fort Defiance CEO and board
members and Adolescent Psychiatric Unit met with the SD visitors. The Oglala
Lakota delegation were treated like royalty. The SD group talked about the prob-
lems they faced on a daily basis on the Pine Ridge reservation. A special ceremony
was held for the SD staff that went to AZ.

As the result of these initial meetings, the Fort Defiance Indian Hospital, sent
their business and billing staff to Rapid City, SD to provide the tribal and IHS serv-
ice unit, valuable information on how to start their own Adolescent Psychiatric Unit.
Fort Defiance Indian Hospital at that time, was making almost 9 million a year
from federal, pass through monies and third party reimbursements for the Adoles-
cent Psychiatric Unit. It cost 3 million to pay for the staff, so actually they made
a profit of $6 million per year. The Fort Defiance Indian Hospital benefited tremen-
dously from the Adolescent Psychiatric Unit.

What stopped this endeavor from happening was the Behavioral Health leader-
ship in 2010-2011, at the Aberdeen Area office. My Navajo supervisor, the Behav-
joral Health Chief (2011) heard from the Behavioral Health Director at IHS Head-
quarters: “She said Aberdeen Area, was very upset with Fort Defiance, Adolescent
Psychiatric Unit, for going to Pine Ridge to present on the adolescent psychiatric
unit—because Aberdeen Area office had plans of their own, to build a psychiatric
unit at Rapid City.” I said “As an Oglala Lakota tribal member and Clinical psychol-
ogist, my tribe, the Oglala Lakota and Pine Ridge IHS and our Lakota traditional
and spiritual healers and elders invited us. We didn’t go there on our own, or be-
cause I am an Oglala Lakota/Sioux tribal member, they invited us and they want
information to help the youth there.”

I have worked at other IHS service units in the Great Plains Area, I have had
positive and negative experiences. I have always have had a good relationship with
my patients and tribes I have served.

We do have educated, tribal people who are health professionals. We also have
a lot of non-Indian, health professionals, who want to do things their way. I was
informed by the tribal attorney that he has almost enough tribal people from the
Crow Creek Sioux Tribe to file a class action, law suit again Fort Thompson Health
Center, administration for discrimination against tribal employees.

At Fort Thompson, they went through 7 or 8 Behavioral Health Directors within
5 years, about 7 acting before I started working there. I was met with a lot of resist-
ance. There was a psychiatric nurse, who was acting before I started and she re-
fused to attend my meetings, she was very non-compliant. I asked the CEO for help
with this matter. He ignored me and let the psychiatric nurse get away with her
unprofessional behavior. I left and heard later, the psychiatric nurse was again, act-
ing, BH director. She had gotten into trouble for writing a prescription for her sister
(non-native), her sister stole her prescription pad and wrote her self prescriptions.
The SD Attorney General prosecuted the psychiatric nurse, she received a mis-
demeanor and was not disciplined by IHS and she is still the acting BH director.
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At Sisseton, SD, I witnessed and heard about a Clinical Director (2012-15), who
chased away, most of the American Indian, medical doctors. She wrote them up for
reasons that did not pertain to their practice. I applied there for a clinical psycholo-
gist position, she cancelled the position and it was reported to me later that she
mentioned my name in a medical staff meeting that she did not want to hire me
because I was using Indian Preference. She did that to another, American Indian
woman psychologist who also applied at a different time.

I worked at the Kyle Health Center, from 2013-2015, during the suicide epidemic.
What IHS HQs, did to address the issue, was to detail, mental health staff who
were not able to work with the more complex cases. (CPS issues, developmental
issues), they also detailed psychiatrists to administer medication via tele-psychiatry.
I was the only psychologist working on the Pine Ridge, SD reservation for 2 years
and 2 months. There was no housing there for me at Kyle Health Center. I had to
commute 87 miles one way, each day to get to work. I also worked four, 10 hour
days; I left my home at 6am each morning, I did not return home until 7:30 p.m.
or 8 p.m. each night, depending on the weather. When I left there I was wore out,
I was so tired from the long commute each day.

In the short time I was there, I was able to complete over 100 psychological eval-
uations, I referred them to a psychiatrist, psychiatric nurse practitioner for their
medication if they needed to be on medication. When IHS detailed all the psychia-
trists via tele-behavioral health, less than 10 percent needed to be seen by the tele-
psychiatrists. Some of my patients did not want to be started on psychotropic medi-
cations, they wanted to get help via natural remedies; exercise, diet, traditional and
cultural ceremonies, talk therapy.

What the communities wanted was more mental health professionals who were
able to go out to the cultural and spiritual camps, schools, district buildings, to do
talking circles, grief groups, make home visits. They wanted activities for the youth
such as jobs, educational opportunities, sport activities, safe houses for youth and
elders.

I do not see the Behavioral Health consultants meeting with the elders, commu-
nity people to obtain their ideas for the youth on the reservations. The consultants
tried to push their philosophies and ideas on to the Indian people. Their ideas did
not apply to a rural area.

My reasons and rewards for working long hours and traveling long distances; is
that I love my people. I committed myself to my people at a very young age, to get
educated, to help my people in every way that I can. This is why I am here. You
need to offer more incentives to the tribal, medical and mental health I.H.S. workers
to help them buy their own houses so that they can stay and work on their own
reservations. For those medical staff that have to commute, you need to develop a
transit system so that they can ride it to work.

You need to do the reservation wide, community needs assessments, you need to
listen to the tribal voices. You need to have the respect and compassion necessary
to hear those voices. Honor the people who do a good job. Hire the traditional and
cultural healers at the Great Plains Area IHS service units, so that they can provide
ceremony to the patients and staff like the Navajo Nation does. They provide heal-
ing services and they are able to do business so well, they are making a profit, so
that they can continue to improve and expand their services.

Thank you for your time and attention.
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PREPARED STATEMENT OF BRENT R. PHILLIPS, PRESIDENT/CEO, REGIONAL HEALTH,
INc.

Begiomal Health, the health care systern providing care to western South Dakota, respectiully
stbmits this statement for the record.  We commend the Senats Indian Affairs Committes for
holding (he Oversight Hearing on "Reexamining the Substandard Quality of Indian Health Core
in the Great Pleins,” The hearing properly ingluded testimony of IHS and tribal representatives.
We submit this staiement because the American Indian population under discussion is alse part
of pur community and arc welcome in our hospitals and clinics, We see curselves a3 an
important stakeholder in this public policy discussion.

Regionzl Health serves American Indian patients in the [FS Great Plaing Service Arex that
includes the Pine Ridge Indian Reservation, Rosebud Indian Regervation and the IHS Sipux San
hospital. Regional Health collaborates with the Galala Lakota Nation, Rosebud Sioux Tribe,
HHS and independent physicians and carsgivers to help deliver health care 1o our mosl vuinerable
populations. Cur srganizational purpose is “Helping Patients and Communities Live Well".

Underfunding is a bargier 1o the ability of Ping Ridge and Sioux San bo provide o range of
services and equipment to serve American Indian patients. Based on historical results, the
current IHS model of health care delivery is untenable and withoul a substuniial bureaucratic
overtraul is not gustainable,

As we see it at Regional Ylealth, the options to cure the substandard delivery of Ameican Indian
health care in Lhe Great Plains are; 1} ceinvent the existing [H3 health care delivery model for
cfficiency and transparency, including fully funding the delivery of care; or, 2) engage afl
stakeholders in crealing something compleicly different — some type of disruptive innovation that
will radically reimagine the delivery and guality of health cars. Whalever the choice, Repional
Heallb Is willing to partner with all stakcholders to bring innovarion and solutions that improve
health care access and oulcomes in a fiscally sustainakle manner within a revision of the current
mode] or through an entirely different delivery model.

Currenily Regional Health serves as the safecy net healtheare orgonization for all American
Indians in Western South Dakota, When HIS funding runs short, or aceess 15 lirniled Begional
Health takes care of the needs of the commumity with little to no reimbursement. Tn 2014, the
1HS reimbursement for servives to Regiong! Health was far below the aetual eost of care for
American Indians Yiving in Pennington County (home of Regional Health). Aciual cost 1o
deliver the care was $16.7 million with aciual reimbursenient of $2.7 million, This disparity
impacts our ability 1 provide access and caré for all citlzens of Western South Dakata. Regional
Heaith seeks a true partnership with the tribal leaders, Great Plaing, IHS, and Congress to address
the cutire sitoation &nd develap a plan that addresses the concerns rather than shift the burden to
another party.
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Tribal papulation seived:

The Pine Ridge Reservation, located in sonth western South Dakota and narthern Nebraska, is
one of the poorest counties in the United States. Approximately 49% of the 28,000 residents live
below the Federal poverty level, The infant mortality rate is five times higher than the national
average and adolescent suicide rate is four times the national average. The Ping Ridge Health
Facility is a 110,000 square foot inpatient hospital with an outpatient clinic, dental clinic, and a
surgery suite. It is located 80 miles from Rapid City, South Dakota and travel time to Rapid City
Regionul Flospital is an hour and one half when wealher conditions are good. The remole
locetion and lnck of transportation creates a barrier to scoess to henlth care both isn and ofT
reservation, Recruiting physician and other carcgivers to Pine Ridge is exacerbated by a lack of
housing, and underfunded medical facilities, eduentional system and economic development.

The Sicux Sun hospital is located in Rapid City and, purstant 1o federal treaty abligations, is
inended to provide health care ro approximately 10,800 American Indians in Rapid City and
strrounding area. The nine hed hospital has a staff of 14 physicians and four mid-level
practitioners who provide inpatienl und outpaiient adult and pedistric and prenatal care. The
inpatient census averages (L5 paticnts per day.

The capacily and compstenciss of hoth IHS facilitics arc not sutficiently fundad to provide the
quality services necessary to fulfill the federal responsibilily for American Indian health care,

Paticnt Meeds;

The 2015 Helmsley report “Focus on South Daketa — A Picture of Health™ stutes that “less than
hall (43.3%) of the American Indian survey respondents have a primary care provider compared
to 80.9% of non-American Indian respondents.” The need for and access in health care is
establishied in the report subpopulation health profile section. The percent of American Indians
told by a dector that they have scrious health conditions includes: diabetes {26%); hearl discase
{9.6%); asthma (15.2%,); depression (23,7%); anxiety (29,14%). These catepgories are all higher
than the coresponding percent reported by non-American Indians. Additional areas of
underserved needs identifivd by utilization analysis and vther methods Include: orthopedics:
dialysis, obstetrics and necnatal intensive care, and, dermatology. Behavioral health services are
acuiely needed.

Omtion 1; Rewi I

American Indian health needs indicute that the acuity increases due to the lack of early access to
heahh carg in appropriate settings. Under the current TIS delivery model Begional Health is
willing to partner with THS to establish appropriate settings and services within existing or newly
established [HS facilities. The improved access will reduce acuity, care in inappropriale setfings,
and reduce (he cost of delivery of care. American [ndizn population will be served and patients
will be benefited by the provision of services in their conununitics where they have family
support.

The services that ean be impraved or established through embedded conlracted pliysicians angd
advanced praclice providers include: primary cure; emergent secvicesfemesrgency depariment;
behavigral healiby, gencral surgical; arthopedics; endocrinology, cardiology: nephrolopy;
dermatology; wound care; specialty consults; dizbetic care and dialysis; infusion; imaging;
medication management; pharmaceulical; obstetrics, gynecology and prenatal cars; physical
therapy; chronic eondition manapgement; and more, The continuum of care will redues the long
term cost of cara and improve cutcomas,
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Regional Health cnrrently contracts with THS for Medical Clinie Services in Pine Ridge, The
services inciude: Endocrinology; Cardiclogy; Mephrology; Orthopedie; Pediatic; and,
Transidonal services. The services are provided between two and five days per month at Pine
Ridge depending on conlract. Doe to fundinp shortages, the 1HS recently notified Regional
Health thar the contracted services are sealed back. The resuli is less aceess and delayad health
care services for patients with serious hezlth conditions.  Delayed care results in more chronic
antl acute conditions that present to the Regional Iealth Bmergency Department when the
conditions could have been effectively treated in Jess castly non-geute or ¢linic enviromnenia.
The care provided by Regional Health Emergency Department Is predominately uncempensated.
The unncertainty cansed by IHS contract scale backs also ereate sconomic barriers to Regional
Health's ability to recruit and retain the specialists necessary to serve Pine Ridge patients,

: Innpvation w daljvery models:

The second option - engaging in disruptive innovation - requires a fresh look at the delivery of
healih care lo American Indians. The process would require ereative cellaborative partnerships
between 2l staksholdars: Tribes, THS, CMS, tribal healers and caregivers like Reglonal Healh,
Community involvement of patients, providers and governments will identify neads and
inntovative models of culturally scnsitive and high quality services. The delivery of ome and
community based suppott services for patients, families and caregivers can be established.
Stakeholders can partner to achisve economies of scale; recruitment, wraining and retention of
qualified caregivers; technical support and analytics; financial and aperational assistance; and,
quality improvement. Teichealth and (elemedicine partnerships ean improve the delivery of
behavioral health, medical and clinical servies aceess.

An innovative ook at the delivery of American Indlrg health care must consider transferring tie
Amerjcan Indian care delivery from THS to CMS. It is an existing program thut can meel the
care delivery abligntion on a national basis through an existing bureaucracy. CMS3 is a program
and performing under o transparent and clear regulatory process. All U.S. Hospitals and
physicians are Familiar with CMS program requirements and reimbursements. Uhilization of
CMS will improve access and outcomes for Ameriean Indians and it will encotrage more
providers to serve Ameriean Indian patients. The burden of health eare access will be relieved,
the continnum of care will bs improved, and paperwork and administrative red tape will be
reduced.

A5 a major health care provider in the Great Plains Area, Regional Health offers to copage in
innovation, partnerships, and pilot projects to improve the delivery of health care to American
Indians,

PREPARED STATEMENT OF JANE DILLDINE, SUPERVISORY GENERAL SUPPLY
SPECIALIST, PINE RIDGE THS HOSPITAL

Good morning,

I am a 29% year employee with Exceptional Service at the Great Plains Area,
currently serving as the Supervisory General supply Specialist at the Pine Ridge
Service Unit. Prior to transferring to the Pine ridge Service Area, I serve as the
Supply Management Specialist at the Area Office.

Since transferred to Pine Ridge in 2003, I have been discriminated against, retali-
ated against, I have been placed on extended Administrative Leave, Transferred to
the Wanblee Health Center, given letters or reprimand, directives, suspensions and
currently one step away from being removed from service. Yet, during all the years
that I have work for THS including the years at Pine Ridge, the lowest PMAP rating
I received was “Achieved More Than Expected Results.

In January 2014, on the day I returned from the first suspension, I was in a meet-
ing with one of my staff that was requested by my supervisor Duane Ross. The em-
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ployee had also filed an EEO complaint against Mr. Ross. During the meeting Mr.
Ross confronted us for comments made to a EEO Manager. Mr. Ross stated “You
need to know that what you state to EEO is not confidential” and “Why did you
say that I said ‘employee’ could be fired”. The only statement I made during this
meeting was that I stood by any statement I made to EEO. I was then suspended
again because Mr. Ross reported that I called him a liar.

This suspension was upheld by the Deputy Area Director, even though Mr. Ross
admitted the he asked us these questions and both my statement and the employees
statement which was provided stated the no one called him a liar. In my response
I stated my belief that the suspension was in retaliation for my EEO Activity. The
Deputy Area Director did not conduct a investigation into my allegations.

In 2014 I received the “Achieved More than Expected” Results and in 2015 I re-
ceived the Achieved Outstanding Results. If this is how the Great Plains Area treats
their Outstanding employees, how do they treat their “average” employees. Is it any
wonder that the Area cannot recruit or retain highly trained and qualified staff.
And why there are so many vacancies in Critical Positions throughout the Area.

I am, in my own humble way, asking you to read my story (see attached) and con-
sider it during your investigation and hearing on the Great Plains Area Office.

I authorize the Senate Committee access to my personnel record and any docu-
ments that would be needed to verify any statements I made in the attachment.

Thank you in advance for your consideration.

Attachments
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Llfe =t IHS before and aftar the Senate Committee of indlan Affalrs
Titfed: In Critical Contition: The Urgent peed ke refonm HIS— Aberdoen Arca
Septamber 28, 2010
lang {Tiger) Dllidine

Fotus on the Last five (5) years(2005 thru 2010);
Investigation: Increasing number of EEQ complaints and Agency Grievances, Transfers, Adminictrative Leave,
Dactors pnd Nurses with expived licanses; several Facilitles on the brlnk of using Actreditition/Cartification.

fnvestigaton: 176 Employees placed on adminlstrative leave — past 5 years from 8 Hours to § manths
Pine Ridge: 23 amptoyess, avarage length of tima — 2.2 weeks

Jane Ciftdine, Pine Ridge IH5 Service Unlk— Placed oh Administrative Leove from Qe 15 - Dec 6, 3004

investigation: Batwaen 2001 and August 2010 - 364 Reassignments) 235 Detalis; 31 Transfers
Additianal documents suggest that employees who file EEQ Compialnis were more [ikely to be
detalied/Reassigned. Investigatian: 11% of Reassignments — Fled EEQ Complaints, 8% Placed on
Administrative Laava priot to Reessignment.

Jane Dilldiae, Pine Ridpe IHS Serwce Unit- Filed EEQ Complamt April 4, 2004, Reassignmeant Jetter received
Ocleher 15, 2004, Reassfgnment o Wanblee Health Canter gffective Decornbar §, 2004,

Abertiesn Area Offlce from 2000 ta July 23, 2010 — 222 formal and Infornal EEO Camplaints
Plne Rldge: 28—~ Primary Reasons: Gergler Discrimination, Regrisal, And Retaliation,

From 2000 to July 23, 2010: Jone Ddine flled four EEC Complaints, Rsosons: 17 EEO Complalat Gender
Diserkninatfon; two fellawing: Reprsel/fietallatlon/Hostile Work Envirenment Management Qfficiats: Willlam
Pourter (3), Scphla Conroy (2),

From July 23, 2010 to Precent: Jang Diftdine filed sty EEQ Complaints, Reasons: Reprisal, Retallation and Hostile
Work Enviranment,

Hearing: Why sorveans is working in a clrcumstance where yau see multiple EEQ Complaints adjudicaked
againstsanmeone and thoy ara sl an the payraoll.

OF the ten FEQ Compluints filed by Jane Diidine: Management Qfffclel: Duone Ross (6), Sophia Conroy (1),
Wehniona Staife, (2], Dudne Ress and Sophia Conrey net only sth! on payrelf but heve baen promateq up ta
Anministrative Offfoer and Deputy Chief Execttive Officer. The Chiaf Executive Offiver position Is row vacant
and IE's fikefy that Sophia Conray wilf be pramated to the CED position and Duane Ross will be promoted to the
Drapuly CEO posfion,

EEOC Case No, HH5_HS01B7-2010 Sattlernent Agreament signed May 11, 20140,

#D The CEO of the RIS Pine Ridge Service Unlt agrees to that Ms. Sophia Conroy will never be designated as
Acting Supervisor ovar tha complainant, Jane Dilldine for as long as camplalnant retnains at Fine Aldge
Sarvice Unit.

Several timas since this date, Sophia Conroy has been In my chaln of command and has served as an Acting
Superviser.
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Work record: Iane [Runnels/Tiger} Dilldine

Prior to coming Yo Pine Ridze, 1 had 17 yaars of exceptional serdoe with IHS at the Aberdeen Area Cffica.
Which included awards raceivad serving on the IHS HOTRS Workgroups that updated the it Manusi Chapters
for Records Management siong with the workgroup that vpdated the IHS Recerds Dispasition Schedule;
Praparty Management and Supply Menagement chapters, | also served on the workgroups that that created
the Self-fssessments for these three programs,

Ak the time | was hired at the Plhe Ridge HIS Haspital, | had the same property certification that the IHS HOTRS
Praperty & Suppiy Marnagement Officer hald.

When the ssues at Pine Ridge are discussed {such as expired ltems, [nvalces on hald) with Leadership, | explain
to them what the IHS palicy states and how 1o assess the sarvice unlt i meeting these polfeles alorng with how
to carrect the issues. Yet, leadership {mainly Duzne Ross and Sophla Conroy) makes the declslon nok ko follow
these policles,

In 2010, | was ashed ta create a Corrective Actian Plan on the Invelees on hold. This plan Included ensuring
each deparbment ldentiled an employes to serve as the Contracting Officer Reprasentative. Than manltor the
purehase orders, enduring that Involees are paid and In providing closeout staterments as required by the
Federal Acquisitlon Regulation. This corrective action plan was not faltewed through an,

To date the service unltstlll has issues with invalces an hold,

I March of 2012, Ran Cotmeljus, Area Director sent out a Clreular Me. 2012- Supply Managements Contral of
Supply Kems that have Explration Datas: that stated: Once the department signs for tha supply ltems, the
responsibliity for that ltem 15 transferred ta the ardering department,. Yet my supervizors Duans Ross, Sophla
Cenroy and Wehnona Stabler diracted me to create a policy that would go agalnst this circular,

Te date the service unit continues to have Issues with explred suppiles,

During the last five yeazs | have de-obllgated over 7 million dallars: 2011 $1,937,133,48; 20121 283 468,17;
2013-2,473,170.68; 2014-704,413.54; 2015-1,064,831,31. In 2012, | sarve oh as a Team Leader [n the Area
Closecut Project.

Since belng at Plne Ridge, | have heen glven directives, lettsrs ef warnings, placed an extendsd admlinistrative
Leave, transferred ard suspended. | am now = 29 12 year employee and | am one step away from belng
removed from service by Leadership at the Plne Rldge Hospital,

fet, all durlng my years at HiS Including the last flve years as Pine Ridge my lowest rating recelved was the
2014 FMAP rating from Duane Ress and it was “achieved more than expected”. For 2015 my PMAP Rating was
Achleved Qutstanding Results. Wy stalf In the Property & Supply Department has also repelvad outstanding
PMAP Ratings,
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THE LIEE THEY HAVE TOLO:

Wehnona Stabler, CEO Fine Ridge at the ime, No Longer In Faderal Service

HHSIHS-HI5-0462-201.2, Page 70, Afficavit signed/dated January 18, 2013

Q: Ware you made awara that Complalnant had flled prior EEC Camplaints?

A No

HHSIHS-2013-2012; page 2 Appeal Affidavitsigned and dated October 3, 2014

O #14: Do you know whether Complainant has engaged In prior EED ackivity® 1f yas, please deserlbe,..

A:Yes, The day [ arrived at Ping Ridge in July 2011, Mr. Pourler told me about & locked file cabinet. Inthe file
cabinet he maintalned congressional inquirles dosumentation of union issue and folders about EEO Issues, He
referred to Jane Dilldine as the “Famous filer”. Mr. Pourleris no lenger In faderal senloe,

Sophia Conray, Deptty CEO, Pine Ridge
HHEIHS-0452-2012, page 75, Affidevit signed and dated January 24, 2013,

Qi Wers you made aware that Complalnant had fited prlor EEC Camplzints?

A Mo

HHSIHS-2013-2012; page 2 Appeal Affidavit signed and dated October 3, 2014

0 #14: Ba yout know whether Complalnant has engaged in prior EED activity?

AlYes

152 IF soy, whent Nature and subject of her comiplalnt?

A; In 2012, she flled a complalnt 2nd | was named, The complalnt was HHSIHS-0462-2012, | signed the affidavit
I January 2013, Kcovered several of the same lssues listed above.

Also, ! was aware of an earlter EEO Complaint where she was assigned to another |peatfon and then returned ta
Pine Ridge, | do not recall the date or the clrcumstances of this earller complalnt but itveas bafore the above
¢omplaint | was nota named offlclz). EECC Case Na. 320-2005-0027 BX, IHS-006-{15.

NOTE: Ms. Conroy doas not mention EED Complalnts listed bealows:

No number giver: Two Caplos Losk by Pine Rldge Hospltal — Wililam Pourler, CEQ

Dates of allegation-Februany 22, 204 thru May 2005 —Flled April 4, 2004

Basis; Sexual Discriminatlon — Gender ard Hostlle Work Environment

Allegations- Disparate treatmeryt from Superviser Snphia Conroy Deputy Admirstrative Officer

Responsibla Manggament Gificial; Sophia Conroy

Setdement Agreement dated July 7, 2014 verifies Sophia Conroy's presence during the ADR.

[Agency lost file, but | still have my unsigned capy given ko me {and Ms. Conroy] durlng the ADE, missing flle was
docurmented |n EEOC Case No. 320-2005-00270¥, IH5-006-05; settlement Induded: Reassignment back to PRSU.
Case No. HHS-IHS-0187-2010,

Dates of Allagation: Qctober 16, 2005 thruy Movember 1, 2009

Bases: Retaliatian and Hostlle Work Enviranment

On Oetaber 16, 02009 thru Novamber 16, 2003 lssues relating to Performance Improvement Reperts, receiving
reparts, standardizatlan committee and supervisory duties.

Responisible Managernent OHficials: William Pourler, Sophia Consoy

Settlarnent Agreement signed May 11, 2010 via AGR with Mr. Pourler

D. The £EG of tha |H5 Plna Ridge Service Unit sgrees to that Ms, Sophia Conroy will never be deslgnated as Acting
Supervisary cver the complainant, Jane DilldTne for as long as corplalnant ramains at Fine Ridge Saryica Unlt.

CURRENT CASE: HHSIH5-0474-2014; Exhibit F4 page 245, signed and dated on May 11, 2025
#13: Az Yes, #14 When [ was cantacted by the EEQ Counselor in 2012, Thers were two casas in 2012, Casu
HHSIHS-0213-2012 & HHSIHS-0462-2012, NOTE: Sophla Conr n does net mentfonad tha two case abova

and does not stare that she knew of case since 2005 as stated In Affidovit singed October 3, 2014,

Note: Durj icat] I, Cribari not aware of tha settlement agreement EEDC Case No. 320-2005-00370%

IHS-006-05. May not have Informatjon on the toples of the first CEQ ADR Settlement agreement elther,
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Duane Ross, Admnistrative Officer: Supervisar — Adgust 2010 thru Present
SeaJanuary 26, 2B15 re; Affldawvit— Addltlonal |tems 230-239 ftwo pages:

HHS{H5-0138-2011: Affidavit= signad dated Aprll 25, 2011
Page 57 [page 1 of affldavit) #5 When did you first learn of Complainant’s EED Activity
Az December 2010, before that | knew since 2008 that she had flled an EED Complalrit.

HHSHH5-04E62.2012: Affldavit signed and dated January 18, 2013

Page 55 {poge 2 of affldavit) O: Were you made aware thet Complainant flled Prior EEO Complalnts:
Azlinew she had fited pricr complalots because she filed one against me prewously. Does state that ha knew
shnce 2008 ke previous affidavit

HH5IHS-0213-2042: signed and dated Qcvober 8, 2014

Page 2, ##14: Do you know whether Coraplaint has engaged In sefor BEQ Artivity #15 I5 so, when

A: Yes, Brobably 2010 | barame aware of a complalit. Ms, Dllidine has been reassigned to a different location
entl come hack, The CED at the time, Mr. Pourler tokd me that due Lo an EEQ Settlement, M. Dillding was
vewurning to the Service Unit and sestored her full responsibllities. | was returned to PRSU 2006,

CURRENT CASE: HRSIHS-0474-2014, Affidavik dated March £3, 2015:

Page 4113: Ga you know whether Complainant has engeged in prior EECG Activity} #14 If s Whedu...

i Yes A Once or twlee in the past she had EED complaints against me. Those ara the ones | know of for sure.

15! What were the nature and subject of Complainants camplalntfs)

A: She sald | retallated for prior EEQ Corplant, and hostlle work envirenment. | belleve they were seitled at the
area afilce leval,

Page 5 CAP: Jane to go ta each department and help them set up & system so they can monttor thelrsupplles
This confiicts with Supply Audit informaticn

Page &; #15 |'ve been asking her for months and months “have you gotten with Roherta lacobsan to line up the
tralning? This confllcts with a statemeant on page 5: Whan | realtzed Jane snd her staff did not have the trainlng. |
went to Pharmacy Supervisor, Roberta Jacobsan, if she would be willing to provide the trainlng.

Page 7, #18: The property and supply department was respansible for the expiration dates of all supplles in the
omnaleell machine. It was thelr responstbility to make sure nething explred In those machines. Itis tn thelr PDs.
Page 7 #20: Her staff was always responsibla for monitoring the expiratian dates of the supplies In the Omnicall
raachine, This canflicts with PRSU Policies and Clrewlar 2012,

Page 8 $26 [HS Folley respons|bllty of Nursing supendsors

#: The nursing supervisors were told the same thing she was told, They all agreed and carnplied

AGREE TO WHAT: PES responsible for ronitering the Expiration dates_ Of course they would agrae

Page B, #29 She warnted to have 5 meeting. She said “What do you want me ta do exactly? But this was explainad
during the July 21 —Random Check of Departments. What kind of clarification do you need te checl for sipired
ltams?

Page 9, #30 Paragraph 1: But we did It anyway, | zald we will set up a mesting to show you and your staff how o
use the Omnicell machine, Paragraph 2: On August 28, 2014 Request Dr, Wekber if O to do tralning, Raberta—
Paragraph 3: Aftarwards we went upstalrs to de a spet-chack sxample In Asute Care Department,

Omnleall Tralning Septembar 5, 2014 Supaly Audits Saptember 29, 2015

Page B #30 —paragraph 4: | thought that was all fine and dandy until it was late fugust, [stated 2-28 above)
Paragraph 7! Erlca Gourneau and | had 2 magting with hor ra: expired ltoms on 9-29-14, sha did her first audit an
Septernber 30, ZA14. Page 10, 1% Paragraph: The next month she started durfng them , so ! didn’t make a big deal
about kt. 1 was something new, se we eased Into H She's been doing it ever since.

Page 10, #33 Regarding, Threatened her with Insubordination and breaking the chain of sormmand.

What she was dalng, she was calling the araa office to see if we could make herdo that. The area office called
Allen and sald she waz calling. | sald, “You know there Is a chaln of command har and you ceh get in troubile for
that. (Flcan't solve vour problem go to Allen next” DMd nat decument date of thls statement to me or whether It

b Face AGE:,
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Page 13 #48 States provide copy of 8-28-14 meetng to me on Sept 2, 2014, [ did not receiva untll EEO case.
No doeument was pravided ta showlng when glven ta me and i} Technlejans

Page 14, #53: states: | have never regalved anything fram Jane dalming she was harossed: | have no record of her
notifying me by phone, emall or other wise of any act of haressment._Slgned fequest for OFfelal Tima (8-28-16)

Douglas Factor for 1 week syspensiqu:
Page 417 #4, She does have a problem with getting along with fellow supervisars. Conflicts with PMAP o
comtngnits about her or her department,
This contlnue disruptive hebavlor by a superviser |eads me to not have confidence in thelr abllity to carry out thelr
official nesponsibilities,_This also conflets with PMAP [Achiever Iore then Fxpectad
#8 This offense can cause repliatian damage to HIS If we are placed on anather U or [ose out ablity te biil,

sads investipatarto cotclude “Erpdrad Jberms ceass 1) Statos and CMS feilure. When more dire items an 11,

AFFICAVIT 5 Addltlonat 1tems:

Page 4, 0 10. | supervise 100 pecple. This confllcks with Organizational Chart, Includes all empleyees not just
supervisors.

Page 4, #15 | get between 200-500 emalls a day.

Page 5, #17 Ali sha did was cut and pasts what she |5 supposad to do and sald "1 did 100%. This conflicts with Self-
Aszessmant that 1 submitted.

Pzga 5, #13 M|d Term Review, you have no cancerns about her performance, A: Mothing really, | cotiveyed my

concerns ta her at the time, Canflicts with Mid-Tarm Review cormments

PREPARED STATEMENT OF VERNON MILLER, CHAIRMAN, OMAHA TRIBE OF NEBRASKA

Goed marning esteemned members of the Senate Select Committes on Indlan Affairs. Wy name [s Vernan Miller
and 1 am Chairman af the Tribal Councll of the Omaha Tribe of Nebraska, | was slectad to the Tribal Council in
November, 2013 and appeinted by the Tribal Council as Chairman in 2014 and againin 2015. Prior ta my election, | was
a High School Busingss Teacher at Omaha Nation Public Schoals for 8 years. We are a Federally recopnized trlbe lIving on
the Omaha Beservatian In nartheastern Nebraska and wastern lowa. Cur total land area 15 appraximately 207 square
miles with a gapulation of approximately 8,400,

I'm here to discuss the Omaohe/Winnebago Hospital, lecated on the Winnebago Reservation. The reasan !
emphasized the word “Omaha” is because aver the past several months that the Omaha and Winnebago Tribes have
dealt with the deficlencles caused by 1HS at the Omaha/Winnebage Hospltal, my Tribe has become frustrated because
the hospital is consistently yot mistakenly referred to as the “Winnebage Hospltal”; thus, much ef the focus has been an
the Winnebaga Tribe,  Our Reservatlon s seuth of and ad]acent to the Winnebago indlan Reservatlon, The [and that
comprises the Winnebago Reservation was part of cur reservation until-out of our compassion for the Winnebago, who
had bean forced out of Wisconsin-we sold it to the U.S. Government for the use of the Winnebags in 1385, Thus, the
wo trlbes have a leng history of shanng, and we stmply vwant it récognized that the Hospital shares our name.

I'vi addressad procedure; now, substance. Fiest, 'l provide some background, follawed by the histarle recard
of fallures by IHS at the haspltal. Mext, 1 will discuss some of the egregious deficlencles of the Hospltal that in July 2015
resuited in CM5S terminating the Hospital’s abillty to collect third party billings frem Medicare. Finally, | will conclude
with a synapsis of the pregross of the 1S singe July 2015,

By way of background, the Omaha/Winnabaga IHS Haspital serves aver 10,000 Tribal members living in the
States of lowa, Nebrasks and South Dakota. The Hospital is 8 13-bed facility staffad with 4 Physicians, Emergency Room,
Pharmacy, Lok, Inpatient Clinic, Radialogy, Urgent Care and Saclal Services, When fully staffed, the Hospital employees
ahaut 250 employeas. Medicare & Medicaid provides almast 17% af its 521 millian dellar annual hudget.

The Hospita! has a long, dacumented record of failures. | urge you to read a repert [ssued by Senator Byron
Dorgan in 2010 entitied “In Critical Condition: The Urgent Moed ta Reform the Indian Health Services’ aberdeen Area®,
which was a report made to this committes {(111% Congrass, 2d. Secs.) (Dec. 28" 2010). The repaort cited substantial
accreditation and EMTALA issues; lapsed provider leenses, certflsations, registrations and privilogos; and, serious
performance issues amang senicr level managomant employoes. Fiva years tater, It's grown warse.
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CMS Surveys cenducted in April, 2014 and May, 2015 pointed cut that defident practices and medical errors
were allowed to cantinig; that ineffective eversight may result in sertous harm, Injury and death; and, that the Haspital
staff and povorning body failed ta provide adequate examination to patients, medical care to a eritically ill patient, ER
screening and stabHizing treatment.

The prediction of the TS Survey's proved true: as a o juence of IH5" negli e, there have been five
patient deaths at the Hospital since 2011; four oi those deaths, since April 2014, This sad track record led to the
unprecedented termination of the C0AS Modicare Provider Agreement in July of 2015, leaving our Tribe and the families
of what | refer to as * victim-patients” to believe that no cne from 1HS heeded the report or surveys.

Specilically, the Gmaha Tribe learned, fram first-person accounts, surveys and CMS reports from 2004, 2014 and
2015 that as of July 2015:

.

# There was a lack of specific admission criteriz. What criterion existed was vague and misleading. For
example, the scape of services stated that ultrasound services were available. But they were nat. The
hospital could not even determing whether it offered talemetry. The criterion vaguely defined or
identified the types of patients and conditions the hospital 1s capable of safaly caring for. We've
learnad that this- comblnad with a constantly rotating staff of temporary physiclans in the Emergency
Ropm-is a centributing factor to the alarmingly high rate of transfers of patients to other hospitals.
Indeed, thiz factar has proved to be not enly dangerous, but costly as well. In short, the Tribe has
incurrad a substantlal increase in costs assoclated with amergency transfer of patients.

¥ The Emergency Department was seriously deficient. We've learned that the obstetric skills of
providers were questlonable; so tae, was the thoroughness of the credentialing process for ED
Dectors, Indeed, the D was not functioning under 3 qualified physician, There was 2 lack of
cammunication within the ED, likely complicated by the (act that members of the ED staff wara not
ariented to the hospltal, Thare were delays In documentation, an alarmingly high number of
medication arrors; and, the ED staff was found to fack hyglenic and sterilization skills.

# The Medical Staff [acked basic skills. In general the nursing staff lacked skills in obstatrical care,
general ED skills, pediatric care and medical-surgical nursing fundamentals. There was no evidence af
crisis prevention tralning of the Staff. Examples of deficlencles ranged from not compieting a patient’s
vital signs at discharge, to a serious lack of knowladge as to how to interprat fetal monitering strips.
Dentists wera parforming medical screenings, Emergency Raom Doctars failed ta document patient
transfers and were aften feund not to have oriented to the haspital. A Docters’ credentials were
expired. Incldent reports showed a high number of medicatlon errors.

#* Many of the policies and procedures of the hospital were out of compliance. Significantly, the
hespital’s restraint and seclusion policy required extensive revision because the palicy in place could
result In serfous Injury, Thera was nd evidance staff was tralned In hasic crisis intervention, There was
scant evidence staff was analyzing patient quality indicators, The timing of medical record entries was
often out of order, and there was Insufficient discharge planning far patients.

# The physleal faclllty itself has severa] deficlencles. For example, those seeking Emergency Sarvices
had trouble finding tham, as when entering the hospital through the walk- in entrance to the
Emergency Department fram the outside, the location of the EQ Triage area was not readily evident.
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The Hospital did net properky manitar medical gas alarms, generstar and fire alarms. Fire alarms and
sprinklers found to be faulty at testing often were not replaced for as [ong as two manths, There was
an abundance of expired supplies. Numerous rooms that reguirad certsin levals of airflow and
pressurization were not maintained.

¥ The Administratien and Governance of the Hospltal was Incompetent. [dost tellingly, there was na
evidence that the Medical Executive Commitltee had performed o review of patient deoths! There wasa
lack of oversight of emergency services by the governing baard. There was little to no follow up with
patients whe filed grievances. |f a patient receivad a response, it was uninfarmative and vague.
Perhaps most vaxing-as evidenced by the fact this summary is based on findings over the course of
several years- is that Governing Body meeting minutes and fuallty assessment and performance
Improvement reports did not reflect that the hospital had taken any action to improve performance
improvement In the areas whera it had Identified cpportunities te improve.

After tha terminatian by TMS in late July of 2015, IHS bired a consultant ta develop and Implament a Carrective
Action Plan {"CAR®), The consulant discussed this plan with the respactive tribal councils. On September 23, 2015, the
first CAP provided to the Tribes identified 92 deficiencies broken dawn into categories: red, meaning incomplete; yellow,
in progress; green, camplete. The first CAP showed that apprakimately 85% of the deficiencies ware In the red, The last
CaF, dated January 6, 2016, reflectad that 505 wera graen; 4076 yellow; and, 10% red.

&n the gne hand, modest progress had been made; on the other, the deadlinoes sot farth in the ariginal CaP have
fallen behind in key areas, The hospltal continues 1o lack data te measure imprevement in care. To date, there is no
paer review af medlcal staff; and, the flow of information to tha Hospital's paverning body is guestionable, With regard
to |sadership, despite the foint reselution of the Gmaha and Winnebapgo Tribes calling for the rémoval of Aberdeen Area
Director Ron Cornelius and Chief Medical Qificer Mark Jacksan, those Tndividuals remaln as part of the prablem rather
than solution. For sxample, despite the promise of transparency by M, Cornellus and 1HS, they have blacked efforts by
bath Tribes te be involved in communication betwaen IHS and CMS,

Mareaver, the most crlticat issue remaing unresolved; that 15, 1o racruit, contract and traln qualified Emergency
roorm physickans and staff. This continves to affect the health, safety and waolfarz of aur tribal members; and, to add
insult to injury, is hurting our tribal members financially. In shert, because the physicians and staff lack orientation and
teaining, they often transfer emergency patients aut of the ER via lile flight rather than ambulance, Subsaquently, when
third party payers learn that such transpartation was unnecessary, they refuse to pay, and blll the patient in amounts up
0 525,000, The Tribe has turnad thesa bllls aver to IHS but has yet to lzarn whethar they will henar themn.

lurge this Committes to take actlon, Bear In mind, |HS fenored Senator Dorgan’s report, the CM3 surveys and
personal storles of employees and patients. Anoiher report from another Senator to this Commitbes won't heal our
people. Listen mindfully to the narratives of our people. Know that their motive is not ta blame but to demand
solutions, Call upon IHS to heal us.

Ameng these solutians must be an increase in funding te make up for lost Med|caid dellars. Also, the federal
government must prioritize changing the cumbersome recruitment process of employees, the complexdty of which
results in discouraging applicants, We insist on acountability and cammunication by IHS. Critlcally, we need permanant,
rather than cantrack Physiclans and skaff In our ER.

If anything, this Commliter shauld be shacked by this fact: my tribal members are afraid te go the [HS
OmahafWinnebago Hospital.  Insum, | remind the esteemed members of this Committee that the mission of IHS 15 “to
ralse the physical, mental, social, and spiritual health of Amertean Indians and Alaska Natives to the highest level ¥ The
Aberdeen area is failing in that mission; indeed, it has sunk the physical, mantal, seetal and spiritual bealth of my people.
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ATTACHMENT

JOINT RESOLUTION
OMAHAMINNEBAGC
TRIBAL COUNCILS

Resolving to State the Joint Interest and Intent of the Omaha and
Winnebaga Tribal Counciis Relating to the Indian Health
Services Direct Services Hospital on the Winnebago Indian

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS,

VWHEREAS,

WHEREAS,

Reservatian

the Omaha Tribe of Mebraska is a federally recognized Indian tribe
organized under a constitution end bylaws approved by the
Secratary of Interfer on April 30, 1938, pursuant to Section 16 of the
Indian Reorganization Act of June 18, 1934 and,

the Winnebago Tribe of Nebraska is a federally recognized Indian
Tribe crganized pursuant to Section 16 of the Act of June 18, 1934
(48 Stat 984) (25 USC 476), as amended by the Act of June 15,
1935, (49 Stat 378); and,

pursuant to Article 1lf, Sectlon 1 of the Constitution of the Omaha
Triba of Nebraska, the goveming bady of the Omaha Tribe shall ba
known as the Tribal Council; and,

pursuant to Article Ii! of the Winnebage Tribal Constitufion, the
governing body of the Trihe shall be the Tribal Council; and,

pursuant to Article IV, Sectlon 1(a) of tha Gonsfitution of the Omaha
Tribe of Nebraska, he Tribal Council has the authority, infer-affa, ta
negotiate with the Federal, State, and local govemments on behalf

of the Tribe; and,

pursuarnt to Article IV, Section 1 {a} of the Constitution of the
Winnebage Tribe of Nebraska, and Its inherent powers of self-
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government, the Tribal Council is vasted with the power to infer-
alia, negofiate with the federal, state and lecal govemments an
behalf of the Tribe; and,

the Omaha and Winnebago Tribal Counclls find that the Indian
Heaith Services ("THS") has a federal treaty and trust responsibility
to provide high quality health care ta the Omaha and Winnebago
Tribes and their members; and,

the HS operates a Direct Service Hospital on the Winnabage
Reservation, commanly know as the Omaha/Winnebago IHS
Hospital; and,

as currently structured, this hospltal serves in excess of 10,000
Indian peaple, including the members of the Omaha and
Winnabage Tribas; and,

since well before 2010, numerous studies, investigations and
surveys canductad by the United States Cangress and various
federal agencies have documented serious and appalling
deficiencies in the programs and services operated by the |HS in its
Great Plains Service Area, including at the Omahaiinnebagoe HS
Haspital; and,

one such investigalion, conducted by the Centers for Medicare &
Medicaid Servicas (CMS) In 2014, documented 45 separate sericus
deficiencies at the CmahaMinnebago {HS Hospital batwaen Aprll
and November of 2014, and found that said deficiencies pose an
immediate threat to patient healih and safety; and,

the CMS findings, combined with the IHS’s failure to adeguately
address them, lad CMS to terminate the Omaha/Winnebago IHS
Hospital's ability to collect thivd party billings from Medicare
effective as of July 23, 2015; and,

avan mota Impattantly, these failures have been, and still are,
i=opardizing the lives, health and safety of Omaha and Winnebago
tribal members and the other Indian people who rely on this
hospital for medical services; and,

the loss of the Omahs/Winnebago IHS Hospita's Medicare biliing
capabilily will almnst assuradly resuit in other third party payers
refusal to pay for the services provided at that facility, further
endangaring its operating budget and the lsvel and quality of
services it is capahie of providing; and,
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WHEREAS, all of this demonsirates the IHS's flagrant disregard for ifs treaty
and trust responsibilities to the Omaha and Winnebago Tribes, as
well as a calious disregard far the lives, health and safefy of the
members of the Omaha and Winnebago Tribes; and,

NOW THEREFORE BE IT JOINTLY RESOLVED:

that the Omaha and Winnebago Tribal Councils hereby notify the
Indian Health Seivice and its Acting Director Robert McSwain of
their joint interest and Intent in the foliowing:

1. Management of the Omaha/Minnebago Hospital by [HS is ot in the
best Interest of the Omaha and Winnebago Tribes,

2. The Omaha and Winnebago Tribes call upon the HS to immediately
supply the data necessary for the self-governance compact and to
expedite the compacting process,

3. The Omaha and Winnehago Tribal Councils continue to demand that
IHS immediately address each and evary one of the shertcomings which
exist at the Omaha/Winnebage IHS Hospitai including, but not limited to:
(a) thase which have been noted in one or more of the Congressional and
federal agency studies referenced in this Resolution; (b) those identified
by past or present hospital staff or other health care professionals; (c)
thase identified by the Omaha and Winnebage Tribes; (d) those identified
by the patienis at the OmahaMVinnebago facility; and., (e) those which
threaten the accreditation of tha facility,

4. That the IHS should immediately provide qualified and permanent
federal staff and the equipment, medications, money and expertise
necessary to accomplish these tasks and to assure high quality medical
care to all of the patients served at the Omaha/Winnebago IHS Hospital,

5. The Omaha and Wininebago Tribal Councils demand that any funds
allocated by [HS to “corractive action plans™all of which {c date have
failed-not come frem funding for the IHS Omaha/ Winnebago Hospital.

€. The Omaha and Winnebago Tribal Councils request that IHS keep
them informed of the progress the 1HS is making on these specific
objectives no less than weekly, and seek the full consuliation of the
Omaha and Winnebage Tribal Councils before all important decisions are
made which have, or have the patential to have an impast on the health
care the IHS provides ar will provide to the Omaha and Winnebage tribal
members; and,
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BE IT FURTHER RESQLVED:
that bacause the fallure of the Indian Health Service’s previous
correctiva action plans resulied in the loss of the
Craaha/Winnebago IHS Hospital's MedicarsMedicaid eligibility or
accreditation, and a decrease in the lsvel or quality of services
provided to Omaha and Winnebage tribal members, the Qmaha
and Winnebagn Tribal Councils call for the removal of the fallowing
IHS employess from the OmahafWinnebago IHS Hospital; the
Ghief Execulive Officer Randy Jordan; the Clinical Directar;
Director of Nursing Karen Reiser; the Emergency Room Director ;
the Adminisfrative Officer; the Managed Care Director; and, any
cther employees and centractors responsible for this situation; and,

BE IT FINALLY RESOQLVED:
that the Omaha and Winnebage Tribal Councils aiso demand the
remaval of Ron Comelius from his position as the IHS Area Director
and Dr, Mark Jackson, Chief Medical Dificer, Great Plains Area.

CERTIFICATION

This will certify that the foregoing Joint Resolution was considered ata
meeting of the Tribal Councils of the Omaha and Winnebago Tribes of Nebraska
canvened on August 12, 2015 and adopied by each Council by Lnanimous

consent.

Darla LaFointe

Dated: August 12, 2015

Chaimperson,
Omaha Tribal Council Winnebago Tribal Council
/ -
W&_@; Ve Ydbshtgo
illes Victoria Kitcheyan 4
Secretary, Secretary,
Omaha Tribal Council Winnebago Tribal Council

PREPARED STATEMENT OF HON. MARILYNN MALERBA, CHIEF, MOHEGAN TRIBE;
BOARD MEMBER OF SELF-GOVERNANCE COMMUNICATION AND EDUCATION TRIBAL
CONSORTIUM; CHAIRWOMAN, THS TRIBAL SELF-GOVERNANCE ADVISORY COMMITTEE

(TSGAC)

Introduction
On behalf of the Self-Governance Communication & Education Tribal Consortium
(SGCETC),* I am pleased to formally submit this written testimony to support the

1The Self-Governance Communication and Education Tribal Consortium consist of Tribal
Leadership whose mission is to ensure that the implementation of the Tribal Self-Governance
legislation and authorities in the Bureau of Indian Affairs (BIA) and Indian Health Service
Continued
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ongoing efforts of the Indian Health Service (IHS). This testimony will highlight pol-
icy, legislative, budget, and administrative changes that would work to improve
health care delivery for those that depend on medical and public health services
from IHS, to raise their health status to the highest level possible and to ensure
the success of the Indian Health Care System. I commend the Committee for
hosting this opportunity to gather input from Tribal Leaders and Administrative of-
ficials to address critical concerns regarding the THS.

Self-Governance is a Tribally-driven, Congressional legislative option that recog-
nizes the inherent right of Tribes, as sovereign nations, to negotiate annual appro-
priated funding and assume management and control of programs, services, func-
tions and activities that were previously managed by the Federal government. It al-
lows Tribes to determine their governmental priorities, redesign and create new pro-
grams and services and reallocate financial resources to more effectively and effi-
ciently fit the needs of their Tribal citizens and communities. The growth and suc-
cess_of Self-Governance, within the IHS is best documented by the 351 Tribes cur-
rently participating in Self-Governance compared to the 14 Tribes who initially
signed agreements in 1992. Together Self-Governance and Title I Contracting Tribes
represent 62 percent of Tribal governments who operate $1.8 billion in healthcare
programs each year.

Over the last two decades, Self-Governance Tribes have markedly improved the
nation-to-nation relationship between the United States and Tribes. However, this
success has required active engagement, cooperation and the collaboration of admin-
istrative officials across the Federal government, Congress, and Tribal Leadership.
Improving patient care throughout the entire Indian Health Care System requires
a similar approach. First, Congress must uphold its commitment to Tribal Nations
by fully funding IHS. Without adequate funding the system cannot be expected to
provide quality care to patients or to attract qualified, long-term providers and ad-
ministrators. Second, the entire Federal system must work collaboratively to im-
prove the conditions at Indian Health Service, Tribal and Urban (ITU) facilities
within the Indian Health Care System. Lastly, Tribal Leaders must have a leading
voice in decisions made regarding the health delivered in their communities.

SGCETC proposes Congress focus its work in three areas: (1) stabilize and in-
crease funding to IHS; (2) encourage administrative flexibility and collaboration;
and, (3) adopt effective communication and partnership with Tribal Nations.

1. Stabilize and Increase Funding to the Indian Health Service

Despite trust and treaty obligations to provide for the health care of the American
Indian/Alaska Native (AI/AN) populations, Congress continues to severely
underfund ITHS without regard to meeting basic health care service needs for AI/AN
and fulfilling requirements such as providing adequate health care facilities. Under-
funding healthcare directly contributes to the poor health status and life expectancy
of AI/AN. Within this overall context, SGCETC has identified the following top
budget and related issues that would improve patient care by increasing appropria-
tions and leveraging current opportunities:

Protect the IHS budget from sequestration. Despite the unprecedented increase of
29 percent in the past 4 years, funding levels for AI/AN healthcare remain dan-
gerously low. 2 Tribal governments experienced severe budgetary cuts after the 2012
sequester—which resulted in a decrease to the IHS budget of $220 million.3 These
cuts had a devastating impact on direct services provided to AI/AN patients, with
an estimated elimination of 804,000 outpatient visits and 3,000 inpatient visits. As
Congressional members debate the FY 2017 appropriations, Self-Governance Tribes
first, urge Congress to restore Tribal funding cuts and, second, to uphold the Tribal
trust responsibility and amend the Budget Control Act of 2011 to exempt Tribal
funding from future sequesters, budgetary reductions and/or rescissions.

Support Advance Appropriations for IHS in the FY 2017 Budget Request. Since
FY 1998, there has been only one year (FY 2006) when the Interior, Environment
and Related Agencies budget, which contains the funding for IHS, has been enacted
by the beginning of the fiscal year. Late funding creates significant challenges to
Tribes and IHS provider budgeting, planning, recruitment, retention, provision of
services, facility maintenance and construction efforts. Providing sufficient, timely,
and predictable funding is needed to ensure the Federal government meets its obli-
gation to provide health care for AI/AN people. Enacting advanced appropriations

(IHS) are in compliance with the Tribal Self-Governance Program policies, regulations and
guidelines.

2National Congress of American Indians Policy Research Center. (2013). Geographic & demo-
graphic profile of Indian country.

3 Native Care Act, H.R. 4843, 113th Congress (2013-2014) (2014).



189

will ensure more stable funding and sustainable planning for the entire Indian
Health Care system by appropriating funding two years in advance.

End discretionary decisions within the IHS budget. Unlike other health programs
such as Medicare and Medicaid, THS is funded as a nondefense, discretionary line
item, creating an inconsistent funding environment year-to-year and ignoring exter-
nal factors that contribute to the recognized growing gap between IHS and other
public health programs. 4 Transferring the IHS budget to the mandatory side of the
budget would adequately represent the trust and treaty responsibility due to AI/AN,
while creating a consistent budget based on important factors such as population
growth, inflation and evolving technology. >

Fully fund Indian Health Care Improvement Act (IHCIA) provisions related to pa-
tient care. Health reform represents a significant opportunity for Tribal and THS
programs to sustain, improve, and build innovative health systems in Tribal commu-
nities. However, to date, there are more than twenty-five (25) unfunded authorities
in the Indian Health Care Improvement Act (IHCIA), each representing an
unleveraged opportunity to increase and improve services for American Indians and
Alaska Natives across the Nation. Therefore, successful implementation of the law
is of great importance to Tribes and hinges on the full funding of the permanent
reauthorization of the IHCIA and the overarching Affordable Care Act (ACA). The
SGCETC respectfully requests funding increases to begin implementing the twenty-
five unfunded authorities in IHCIA and countless others in the ACA.

Fully support the IHS Information Technology System. The Resource and Patient
Management System (RPMS) is the decentralized health information system used
to manage both clinical and administrative information in IHS healthcare facilities.
However, due to budget constraints and demands to meet growing industry and gov-
ernment standards, IHS has not been able to commit resources to update RPMS in
every Area. Failure to maintain this system properly has resulted in lost revenue
to IHS and Tribal facilities across the country. A short term influx in funding to
bring RPMS up to industry standards in every area could result in more stream-
lined care as well as increase third-party revenue to the Indian Health Care Sys-
tem.

Invest in Self-Governance Planning and Negotiation Grants. More than two dec-
ades of Self-Governance in IHS has shown that Tribal governments can and often
do deliver better quality care in a more efficient and culturally competent manner,
improving the health and welfare of communities significantly. Congress should in-
crease its support for Tribes wishing to plan, prepare, and negotiate for Self-Govern-
ance programs. The easiest way to build the internal capacity for Tribes to make
the transition into Self-Governance is to commit more Federal funds for planning
and negotiation cooperative agreements. This year, due to inadequate funding, only
five planning and two negotiation cooperative agreements were provided to a grow-
ing list of Tribes seeking alternative and innovative solutions to provide better care.

II. Encourage Administrative Flexibility and Collaboration

Ultimately, improving patient care requires more than the provision of adequate
funding. We must also embrace and advance innovative and collaborative ap-
proaches to providing programs and services in order to achieve sustainable
healthcare. The Administration can take action to improve its business practices,
open additional streams of revenue, and leverage funding opportunities that already
exist within the Federal government to provide quality care, expand services, and
hire qualified providers and administrators. However, each of these solutions re-
quires Federal agencies across the entire government to allow greater flexibility and
collaboration. SGCETC offers the following solution to administratively improve pa-
tient care:

Expand the IHS-Veterans Administration Memorandum of Understanding to In-
clude Purchase and Referred Care. When the IHS and the Department of Veterans
Administration (VA) negotiated the first national agreement, required under the
THCIA, they only included reimbursement for direct care provided by IHS facilities.
Failure to include Purchased and Referred Care (PRC) is a disservice to Veterans
and does not adequately address the specialty care that is needed while imposing
a financial burden on Tribal healthcare systems which provide eligible veterans care
at its own expense. After two years of implementation and changes to the VA health
care delivery, Self-Governance Tribes believe the time is right to revisit the reim-
bursement agreement and include PRC.

4Moss, Margaret. P Ed. and Malerba, Marilynn. American Indian Health and Nursing.
Springer Publishing NY, NY pp. 323-336.

5White, J. (1998). Entitlement budgeting vs. bureau budgeting. Public Administration Review,
58 (6), 510-521.
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Enact Medicare-Like Rates for IHS outpatient services for ITU facilities. THS,
Tribes and Tribal organizations currently cap the rates they will pay for hospital
services to what the Medicare program would pay for the same service (the “Medi-
care-Like Rate” or “MLR”). Currently, this MLR cap applies only to hospital serv-
ices, which represent a fraction of the services provided through PRC. In December
of 2014, THS proposed a rule to amend the current rule to apply Medicare method-
ology to all physicians, other health care professional services and non-hospital
based services that are authorized for purchase by the IHS and Tribal PRC pro-
grams or urban Indian health programs. Tribes generally support the proposed rule
with limited changes and provided recommendations to allow for the greatest flexi-
bility. To date however, a final rule has not been published.

Previously, Congress also proposed legislative fixes to amend Section 1866 of the
Social Security Act (SSA) to expand application of the MLR Cap. It would direct the
Secretary to 1ssue new regulations to establish a payment rate cap applicable to
medical and other health services in addition to the current SSA cap on services
provided by hospitals. It would make the MLR cap apply to all Medicare-partici-
pating providers and suppliers. Self-Governance Tribes support this legislative fix
to leverage the limited resources provided to IHS, Tribal and Urban health pro-
grams.

Bolster the recruitment and retention of qualified providers and administrators.
Recruitment and retention of qualified health providers and administrators is at the
crux of improving patient care. IHS, along with Federal partners such as the De-
partments of Housing and Urban Development (HUD) and Agriculture (USDA), the
Health Resources and Services Administration (HRSA) and others, must adopt a re-
engineered business model that directly focuses on identifying the external factors
and effective strategies that contribute to physician and administrator recruitment.

Additionally, Congress could take steps to approve legislation that would amend
the Internal Revenue Code to exclude from gross income, amounts received under
the THS Loan Repayment Program and the Indian Health Professions Scholarships
Program, which are currently a drain on the appropriations extended to IHS.

Support legislation to expand Self-Governance under a Demonstration Project
within HHS, by amending the Indian Self-Determination and Education Assistance
Act (ISDEAA). Title VI of the ISDEAA required the Secretary of Health and Human
Services (HHS) to conduct a study to determine the feasibility of a Tribal Self-Gov-
ernance demonstration project for appropriate HHS programs, services, functions,
and activities (and portions thereof) in agencies other than IHS. HHS submitted the
required report to Congress in March of 2003. The report concluded that the dem-
onstration project was feasible. Although Congress has considered legislation to au-
thorize a Self-Governance demonstration project, legislation to advance this initia-
tive has not been enacted into law to date.

HHS has more than 300 grants specifically available to Tribal governments. Yet,
Tribes are unable to fully maximize these opportunities because they are often
short-term or one-time sources of funding. Additionally, these opportunities often
focus on prevention or treatment of the same health issues, such as suicide, sub-
stance abuse prevention, heart health, or diabetes, but cannot be leveraged together
to provide holistic health care to AI/ANs. Distributing funding through grants does
not fulfill the trusty responsibility and does not lead to improved, long-term health
status indicators. Expanding a model with a proven track record, such as Self-Gov-
ernance, would continue to improve the nation-to-nation relationship and allow
Tribes to leverage funding from across HHS to support preventative and direct care,
to enhance substance abuse and behavioral health services, and to manage their
health systems similarly to other public and private entities.

Tribal efforts to continue working on the expansion of Self-Governance was re-
cently realized in the transportation reauthorization legislation. P.L. 114-94, the
Fixing America’s Surface Transportation Act (FAST Act) made several important
changes to the Tribal Transportation Program, most notably created a Department
of Transportation (DOT) Tribal Self-Governance Program which extends many of
the Self-Governance provisions of Title V of the Indian Self-Determination and Edu-
cation Assistance Act (ISDEAA) to DOT. The FAST Act also provides modest fund-
ing increases for the Tribal Transportation Program (TTP) and the Tribal Transit
program as well as a number of technical changes to these programs. So why, after
more than a decade of asking has HHS been so unwilling to advance the same op-
portunities for Self-Governance in HHS?

II1. Adopt Effective Communication and Partnership with Tribal Nations

During its sixty-year history as an agency committed to improving the health of
American Indians and Alaska Natives, IHS has had many successes and downfalls.
Like any other public or private organization, IHS will require consistent and trans-
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parent methods to evaluate and identify issues, to implement changes, and to re-
spond to external, unknown factors. Instead of relying on Congressional action each
time, the following recommendations should be adopted:

Utilize formal and informal communication methods to encourage community part-
nership with Tribal Leaders. Delivering proper health care in Tribal communities
requires true partnership between Tribal Leaders and agency officials. Since the
Clinton Administration, Presidents have reaffirmed the responsibility of Federal
agencies to consult with Tribal governments before taking actions that affect their
communities. Though Tribal consultation is an excellent way to establish a set of
principles, direction, or directly respond to a proposal, this formal communication
does not allow for regular exchange regarding issues that arise outside of the formal
policy process. Tribal Leaders maintain a close pulse on their community and the
effects of proper health delivery. IHS should adopt methods to efficiently and effec-
tively exchange information with Tribal Leaders in a manner that allows them to
identify issues earlier and respond more rapidly.

Institutionalize stakeholders throughout the Indian Health Care System. Another
opportunity to tie Tribal communities to the performance of the Indian Health Care
System is to regularly engage leadership in the administration and direction of local
health facilities. IHS has adopted a process in other areas that allows Tribal Lead-
ers and other experts to participate regularly in the governance of hospitals and
clinics that impact the health of their citizens. Replication of this process would pro-
vide THS with another avenue to hear from stakeholders and allow Tribes an oppor-
tunity to be part of the solution before issues negatively impact patient care.

Direct IHS to develop an annual report which shows how well the Federal Govern-
ment has upheld its Treaty Obligations and Trust Responsibilities to Tribes. Report-
ing on achievements is critical to winning and maintaining support. If the “perform-
ance-based budgeting” uses statements of missions, goals and objectives to explain
why the money is spent, then similar objectives, goals and measures should be tied
to the United States government honoring the treaties and fulfilling the trust re-
sponsibility. While our budgets remain at the discretion of Congress to sequester,
decrease and eliminate services, we have no tools to leverage the broken promises
to Indian people. There should be equal standards of performance and results to
hold the United States accountable for not upholding the agreements between our
nations and not honoring its word.

Summary

In closing, SGCETC again thanks the Committee for the opportunity to submit
testimony. We look forward to working with you to initiate positive changes that
will improve the health and welfare of every Tribal citizen throughout Indian Coun-
try.

TO WHOM IT MAY CONCERN:

My name is Steve L. Garreau and I want to tell you about what happened to me
at the Eagle Butte IHS ER back in 2015.

I went to the ER because I was having really bad nose bleeds and they would
not stop. The ER doctor had them hold me down and she shoved a tube into the
nostril that was bleeding and it was too big but she shoved it in any way and it
hurt so bad. But after she had done this did she realize that it was to big and then
she took it out and shoved a smaller one into my nostril. I do not normally holler
from pain but when she shoved that big tube into my nostril, I hollered out in pain
because it hurt that bad.

Now as a result of the damage done to my nostril I have periods when I lose my
sense of smell in it and it tends to discharge more than usual and I have headaches.

They sent me to Rapid City and the ER doctor out there was really angry at what
they did to me. He said that they tore up the inside of my nostril. He even wrote
a statement about what they did to me. That statement is on file with Senator john
Thune’s office. A copy can be requested.

Sincerely,
STEVEN L. GARREAU

TO WHOM IT MAY CONCERN:

I am Melda Garreau I am 85 years old and I live in Eagle Butte, South Dakota.
I have been neglected by the Ii-IS clinic. I have seen so many Doctors and PA it
is only to repeat over and over my condition and never get no satisfaction and my
health deteriorates. I have cancer and in this cancer and it is so bad I can’t think
straight. I have this lump in my mouth for 12 years now. I keep telling the doctor
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and I continue to see the doctor on this lump but to no avail. They keep saying we
will see you again all the time and then when it finally turned to cancer after a
biopsy I've been really bad it came back again last month.

My health deteriorated back in 1978 when I got a lump in my left side bottom
jaw and when I check to see a doctor they slide me along no one cares to care unless
1t’s a matter of death. Well, a Dr. Carlson kept seeing me every 3 or 4 months. He
would say it is not growing and releases me. This went on till it turned into cancer.
I was sent to Minnesota University Hospital in Minnesota the doctor removed a part
of it cause the cancer wrapped around my jaw GOD! I don’t want anyone to go
through what I did.

Finally a Dr. Gray sent me to Mayo Clinic, Rochester, MN. They did a major sur-
gery and I can’t eat just liquids am so hungry I am sad all the time.

The cancer came back aggressively had surgery and 6 weeks of radiation. I am
now waiting for an appointment to go back to Rochester, MN at the Mayo Clinic
if I am cancer free. I am very fatigued so I stay in bed all the time. I also had cancer
in my breast in 1994 and 1996 because they didn’t follow up on me.

Sincerely,
MELDA GARREAU

TO WHOM IT MAY CONCERN:

My name is Brenda (Clown) Veit I am 58 years old.

I kept going to THS for over a year for my bones hurting. No arthritis I was told.
My last visit was June 2015. My wrist was swollen and my bones were getting de-
formed. Still I was told nothing was wrong.

I finally went to the Women’s Health and they completed breast exam and imme-
diately referred me out. I was given biopsy and diagnosed with 4th stage cancer in
August 2015. I have cancer in seven different areas.

If blood work were done they could have caught it. I now have terminal cancer
with a diagnosis over a year left.

Sincerely,
BRENDA VEIT

TO WHOM IT MAY CONCERN:

IHS Incident on January 1, 2018

On December 29, 2015 I hurt my back while cleaning seeing that I couldn’t solve
the problem of Pain myself I went into the ER. at the IHS hospital in Eagle Butte,
South Dakota on January 1, 2016.

I saw Dr. Mauricio Ferrel and he had an X-ray done on me. My pain level was
at least a 9. While getting the X-ray the technician grabbed me by the ankles and
pulled me down on the table to where he wanted me. Having had to hip replace-
ments and the lower back pain this action caused me even more pain that made
me cry. He could have told me to move down toward the end of the table instead
of pulling me by the ankles I was in so much pain and I told the doctor what hap-
pened. I told him (the doctor) that you can’t be pulling on a 78-year-old woman like
that without something happening. Before leaving the hospital I was given a shot
for pain but it did not help. The doctor refused to give me something else for the
pain he explained that the hundred milligram of Celebrex that I am taking for my
rheumatoid arthritis should be adequate. But it wasn’t it drove me to see a doctor
not connected with THS to finally find relief.

Sincerely,
ARDIS LEBEAU WARCLOUD

TO WHOM IT MAY CONCERN:

For 27 months my husband had total hip replacement at Black Hills surgery.
1Since that time he has been having swollen legs, knees and feet, severe pain in hip/
eg area.

He has been sent to Bismarck, ND, Sanford twice for misdiagnosed heart attack
due to faulty CT scanner or blood test. Sanford has informed us that over ten pa-
tients were misdiagnosed for false alarm of heart attacks. We appreciate Eagle
Butte IHS concern for my husband’s heart but he was thoroughly tested and San-
ford showed no blood clots either in legs, or heart, head nor chest areas.

As his spouse, I am the opposite in regards to heart attacks. I have been diag-
nosed with cardiovascular disease and I have had two heart attacks in Arizona in
THS. I was sent via ambulance to Casa Grande hospital for treatment. Due to high
charges by ambulance I have not been able to get Eagle Butte IHS to pay for
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$1,800.00 ambulance fees, MRI and CAT scan due to a truck running into the driv-
er’s side of my van. As I tried to hold on to the steering wheel my right shoulder
was torn from bone to ligament, collarbone cracked, and resulted in shoulder cuff
surgery, when no other doctor at IHS could diagnose my need for a shoulder cuff
surgery two years after the surgery, a specialist in bone/joint surgery diagnosed and
performed a shoulder cuff surgery two years after the truck accident. I have been
in severe pain since the accident which occurred in Casa Grande, Arizona. I have
been doing physical therapy for two years until this last PT therapist told me he
cannot help me any further because he has no training in how to use the neck-spine
stretcher machine.

I was told that THS cannot pay for my medical bills over 30 days. My medical
bill occurred over 2 years ago. I had asked if they IHS can help me pay it but I
was refused. I am requesting your assistance in having IHS pay this outstanding
medical bill for me. Thank you for your attention into this matter.

Sincerely,
MoNA GREY BEAR WALKS OUT

Concerning our IHS Health Facility at Eagle Butte, South Dakota. I would like
you to know how much we appreciate this hospital. If not for this hospital, we would
not have emergency or medical care for most people in this area. Had THS not been
here, I would have lost family members and friends to heart attacks, appendicitis,
pneumonia, strokes, cancer, and car accidents. I am grateful beyond words.

We have a wonderful staff at our THS. Of course, there are occasional exceptions,
but nothing is perfect in this world. As a rule, our medical staff and doctors are
exceptional, they do everything humanly possible to help as many as they can. The
problem is their hands are tied much of the time, because of funding. Doctors are
forced to provide healthcare on the basis of most life-threatening leaving much pre-
ventive care undone.

There are many stories and examples, but one that comes to mind is an 11 year
old granddaughter. She was swinging when her flip-flop caught on something that
turned her foot backward, and stabbed a large sliver into the arch of her foot. We
removed the sliver, and soaked her foot in epsom salt, but she was still not able
to put her weight on it, and was still complaining of pain, so we took her in, and
she was given antibiotics and told to soak in epsom salt. It was x-rayed, but nothing
could be seen. Two weeks later, it broke open and another piece of the sliver came
out. We took her in, and were told to soak it more. Since that time, it has healed
over, but there is a bright pink lump on her arch, since June 2014. It is unfortunate
that her foot is not priority. I don’t blame Doctors, I blame funding.

My cousin was a diabetic on dialysis. He had trouble controlling his blood pres-
sure and blood sugar, and when his blood sugar was finally stable; his insulin
changed to a lower cost insulin, which made him sick, and caused his blood sugar
to fluctuate again. Doesn’t make sense to me. I understand cost cutting, but I think
it’s costing more in the long-term.

It is too bad that people who have gone thru years of training, and have the abil-
ity to help others in need are stifled by pharmaceutical companies, insurance com-
panies, and government budget cuts, which prevent them from doing what they
have devoted a great deal of their lives of training to do. Unfortunately, that un-
trained people that control pharmaceutical companies, insurance companies, and
government representatives, who have not taken an oath to save lives, have so
much control over our health.

It is my intent in this letter to voice my concerns, and do also ask that funding
that in previous years has been subject to budget cuts, be restored to our IHS facil-
ity. Surely, funding services that have been in place providing services to their pa-
tients is at least as important as paying representatives of the people to force us
to pay more of our earnings to our insurance companies for health and drug insur-
ance, and giving them control as to where, when, who, and how we can be treated;
which medications we receive, and what cost. I don’t often seek medical treatment,
I have never been able to afford medical insurance, but if I do ever seek medical
attention, I prefer a Doctor to an insurance agent, or a drug manufacturer.

Yours Truly,
GEORGINA J. RED BEAR

Please, Please, read the grievance below and remember the dates are wrong but
major issue is I was in a middle of an emergency and just brought my brother home
few hours prior to the leave request that morning prior to start of my tour of duty
to transport him to the IHS Hospital/primary care provider to re-do his labs due
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(hyperkalemia) and then re-assess him. Had that had happened like it should have
I truly believe he would still be here. Everyone is telling me the opposite but he
was only 47 and didn’t my assistance prior to this incident. But because the super-
visor had sent the upsetting text refusing my leave request my brother’s attitude
who was initially cooperative had took a turn and adopted the “I don’t want to be
a burden” theme and told me to leave him alone! he is fine! and denied all requests
to go the hospital. Later that night, I called the ambulance he complaining of SOB
and died in the ambulance. We were very close and I am in therapy praying for
some type of closure. They didn’t give me a new supervisor like I requested and forc-
ing me to answer to her again without even an apology has made me angry. People
in support of me said it would not do any good because it would not have any sin-
cerity in it. I am very hurt and do not want to work here anymore under such inad-
equate supervision and taking it day by day hoping another job will appear soon
that I would be able to apply for. Please make sure all supervisors are academically
trained and up to par with their positions so a similar situation does not re-occur.
Sincerely,
CHARLENE M. JANIS,

From: Janis, Charlene (IHS/ABR/RCH)

To: Bruce, Pauline

Subject: RE: Stage 1 Griveance

Pauline,

Thanks, I am so grateful and yes this my first day back. not the same! The dates
need are what you said but other than that very true and I will keep in touch Pau-
line. A quick mention I am wondering if other supervisors are up to par with sick
leave requests and able to recognize serious health conditions. I have a husband and
with a defibrillator need someone like Lynn who competent to address and any seri-
ous issues with should they arise.

I read that is Sioux Sans responsibility to ensure all supervisors are to be com-
petent in everything and can be held liable for their misconduct one for making
false statements via email or text or not recognizing serious medical condition a vio-
lation of the FMLA act.

Thanks,
CHARLENE M. JANIS

From: Bruce, Pauline
To: Janis, Charlene

Subject: FW: Stage 1 Griveance

Charlene: Providing you a copy of what I submitted (see below). I may not have
dates correct but that’s ok. I didn’t want to make you go over the whole event again
but I did state on or about so that leaves it open. I did not want to miss the time-
frames so went ahead and filed. I will be away Monday and Tuesday next week but
hope to touch base with you when I return.

Let’s see where this goes. Again, I'm so very, very sorry for your loss.

Keeping you in prayer,
PAULINE BRUCE

From: Bruce, Pauline
To: Alberta Bad Wound, Lynn Pourier

Subject: Stage 1 Griveance

Importance: High

Grievant: Charlene Janis, Medical Records Tech
NATURE OF GRIEVANCE:

On or about December 6th, BUE, Charlene Janis, requested leave to address an
emergent issue with her brother’s health. BUE, Charlene Janis is the custodian of
said brother and is responsible for his care. Ms. Janis shared with her supervisor
the critical health issues concerning her brother. Ms. Janis requested leave and su-
pervisor denied and stated that she would be AWOL. Following that event BUE,
Charlene Janis went to meet with supervisor to take in documentation of brother’s
discharge from hospital papers to verify the seriousness of his illness, brother was
to go back the following morning. Supervisor was no where to be found to get ap-
proval and employee ultimately had to seek approval from second line supervisor,
Lynn Pourer who approved leave without pay. BUE, Charlene Janis, was emotional,
distraught and severely stressed and wanted to ensure that she received approval
prior to being out of the office. Supervisor, Alberta Bad Wound, showed no compas-
sion, concern nor did she offer her availability to assist BUE during this critical,
emotional time. Brother of BUE, Charlene Janis passed away on December 7th, the
following day in which employee was attempting to secure leave approval. BUE,
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Charlene Janis at this time is grieving the loss of her brother and the added emo-
tional stress she was put through by her supervisor.
Supervisor Alberta Bad Wound has violated Article 1, Section 7 and Section 16.
SETTLEMENT DESIRED:
1. BUE, Charlene Janis be assisted with processing appropriate paperwork and
approved for the Leave Share Program. Notification of approval of Leave Share
be sent to all employees within THS to seek leave donors to address the period
of time in which BUE, Charlene Janis needs to be away from duty during this
period of grief and time of healing.
2. BUE, Charlene Janis, be referred to Employee Assistance Counseling to allow
her time and the opportunity to meet with a grief counselor. Time allowed to
attend counseling will be in accordance with policy for EAP Counseling. Use of
Official Time.
3. BUE, Charlene Janis be assigned under the direct supervision of Lynn
Pourier, the second level supervisor who showed real compassion and concern
for the BUE during this difficult time.
Respectfully Submitted,
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PAULINE BRUCE

Sepate Committee on Indizn Affairs

ATTN: Amanda Kelly

838 Hart Senate Office Bullding

Washington, DC 20510

Unprofessional warkers, rude referrals. | made several telps ta the ER, then it's too late. Ain’t able to gat
an appalntment, da net give pain medications. Lying about break of pain contract, don't dlagnose the
tight treatmant, get the run around,

Sincarely,

4

Akibfia
P.O, Box 602
Faith, 5.0, 57626

Senate Cornmitie on Indjan Affairs
ATTN: Amanda Kelly

838 Hart Senate Office Building
Washington, DC 20510

TO WHOM IT MAY CONCERN:

My name is Emery Long [ am a member of the Cheyenne River Sioux Tribe which is in the State
of South Dakota { am 51 vears old. I am writing a staferent about the care and treatment [ was
piven at the IHS in Eagle Butte, South Dakota three years ago, T had my first heart attack { was
not sent out to a larger hospital instead [ was given pain pills and sent out the deor. The
following day I had another heart attack they checked me over and stated 1 did not huve a heart
aftack. They did lab work but nothing came back proving I had a heart attack instesd they gave
me a bottle of nitroglycerin sublingual tablels and sent me back out the door again. On the third
day since my first attack 1 had spother hearl altack (his would be my third etiack they kept me in
the emergeney room for 2 long time. My mother eame to the hospital and was very upset about
the way [ was being treated at the hospital she told them o send me out, So after my third heart
attack I was sent oul te a bigger hospital. IHS hospital stiil did not detect any symptom of a henrt
alinek they kept saying it was something clse,

I was put into an embulance and sent te Rapid City hospital on the way out the ambulance crew
stopped in Newell al a gas station. The driver went in got himself pop end chips taking his good
old time while I was in the back with a heart attack. 1 finally had 1o (el] them we need to get
paing. Sa we left,

As we arrived in Rapid City they took me ta the emergency room at Regionel hospital right away
they took blood from me and send it to the lab. The lab personne! return with their findings and
found evidence that [ was having a heart attack all that time. I was sent to operating room right
away then they took care of my heart problem,

The referral process is a mess al Eagle Butle IHS i you know the person Lhat is doing the referral
or if you're a fiiend or relative you will get sent out. i you aren™t you are not gelting sent out.

The Contract Health pecsonnel need (o be removed. They are always given Tribal members a
hard time ahout getting their medical bills paid but if you're half while it gets paid no problem.
This has been going on for a long time.

Some elders have told me some of their complaints about IT1S in Eagle Butte, This elder stated
she came in [or climc she came from out in the districls about 70 miles away. She was in the
clinfe exam room waiting for the doctor to sce her then the doclor never came so she just 1eft,
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Another elder came to the clinic to see a doctor. She wag in the waiting room or exam room
waiting for Doclor, When the doctor came in she said the doctor told her 1o ga home and take =
shower you stink, The dostor did not see her.

Another elder woman came in for clinic. She was waiting in the exam room when the doctor
camie in she had her file in her arms she was reading if. When the doctor finished she looked al
the eider and told her she was 100 complicated ta deal with and lefl the room. The elder woman
had heart problems she Jeft without being seen,

These are some of the things that have happened at the IHS in Eagle Buile, Soulh Dakota, I fesl
there has 1o be some major changes in the way IHS is running things. There has to be some kind
of help coming from the outside. This has to be done otherwise peaple are going to die when
they don"t have (oo,

This is my statement.

Emery Long
211 4™ Street #46
Dupree, South Dakola 57623

senate Committee on Indian Affairs
B3IE Hart Sepate Dffice Buliding
Washington, DC 20510

Dear Senata Indlan Affairs Committee Members;

Greetings, | am Pansey Boysen, a 79 year old Eldar residing In Isabel, South Dakota on the Cheyenne
River fleservation.

I hiave been in the hospital several times and called tndian Health Service to ass!st me financlally In
paying the (attached bill) that I'm sending to the Committee on Indian Affairs. New paragraph

I have presented this bill to the Indian health service and they have refused to pay this bill. ! do not
bother them anymore as | know what the answer Is.

Please if you can assist me in any way and taking care of this blll for me [ will be very grateful for any
asslstance that you can pravide me.

Sincerely,

e

—Q»L&uﬁ, =i TP
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Senate Commlttes on Indian Affairs
333 Hart Senate Office Bullding
Washington, DC 20510

TO WHOM IT CONCERNS;

| am Michaet F. Red Fox | was born an November 1B, 1951 at the Old Cheyenne Agency, South Dakota, |
have been hers at the Cheyenne River Health Center in Eagle Butte three times since December 20,
2015, | hava told the so-called providers about having Hepatitls € and that If necessary to rafer me out

to a cifnlc or hospital that will provida me with the proper medication to rid myself of this Hep €, There
is not a damn thing has been done to take care of this from the {HS or the so-callad providers here at IHS

in Eagle Butte.

Ho Hecetuyelo,

Michael fRed Fox
{sabel, South Dakota 57633

To whom this may concern:
| attended a meeting at the Isabel Manor in Isabel SD on

2/28/2016 where Bryce In The Woods explained that the CRST
and the Senate Committee on Indian Affairs were seeking
testimony from Individuals who had bad experiences with the
Indian Health Service,

f will speak for 2 of my siblings who no longer have a voice.
They have since pasted on and | believe it is because |.H.S,
didn’t go far enough to help them.

First is my brother, Jim D. Anderson.

in 1988 to 1389 he had gone in for help with internal pain in his
abdomen and was repeatediy given Maalox and sent home and
at one appointment | had gone with him because [ was very
tired of this and had asked the Dr why no test were done,

He (the DR} became very angry and told my brother he could
just go to the bar and buy a jug and he would be just fine!

At this point | moved with my child and my brather to the
Lemmon 5D area, at which time my brother made an
appointment with the clinic in Lemmon, which | might add |
paid out of pocket for, and it was found that he had a Blood

Waest River Hospital in Hettinger ND. My brother would have
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lost his life if we had stayed on the rez and used |.H.5. It is bad
enough we lost him 6 years later, but just think, A SIMPLE
BLOOD SUGAR TEST!!HII Could have saved us more years with
him. He passed away 10/15/1396, age 42,

Now my sister, Georgia L. (Taylor) Little Shield who was a great
asset to this darn world! She was diagnosed with uterine and
avarian cancers in 2000, then Lupus after that. She had surgery
and for years after, although the cancer never returned, she
was always in pain. She was never treated for her [upus.

She was always left in the clinic reom for HOURS! | had asked
her to report it. She said no one would listen when she did. She
was always in so much pain. At the time of her death she was
on 37 (37!} different medications and | do remember her telling
me she had 4 different blood thinners. WHY? She bled to death
at home on 4/24/2012.{internally}. This should not have
happened. She was only 52 yrs old.

She could have been treated better if she would have access to
better Doctors! But because we don’t have heailth Insurance
this is what we are stuck with. 1.H.S, and there workers who
didn’t treat any of my family or people with the respect they
deserved.

{
Cindy A, Taylor /f
0.0. Box 183, Isabe! 8D 57633, 605-466-2216
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Senate Committes on Indien Affairs
848 Senate Iurt Building
‘Washington DC 20510

TO WHOM IT CONCERNS:

1 becama (Ilin 2001 [ was diagnased with chronic pain syndrame and fibromyalgla and chronie migraines
1was sent te Maye Clinic Tn several doctors throughout Rapid City, Bismarck, Pierre and Mayo. | was
diagnesed | continued my treatment threugh IHS my malh docter has been Black Hills neurology Dr.
Stephen Hata.

When | go to IHS they don’t conslder me 3 pricrity one and do nat send me ta my nevrologlist 501 end up
fraving to go either to the clinic or the ER. When | go to the clinfc they cannct treat me because of my
paln anid they and up transferring me to the ER when ! go to the ER they feel it's not an ER visit and they
get frustrated with me Dr, Hata has written me a prescription of medications to be used in the ER that
are not available to me that 1H5 will not provide, Although Dr.Hata has written the pain committee and
requested thase be on hand several different bmes. He has also written to the pain committee the type
of medication that | should ke taking in has put in request for each type of medication that [ should be
taking a5 per what they have requested and each preseription that he is put in for I've also been denizd
and they have refused to fill se when | do become ill with my illness they cannct treat me in the ¢linic
and { cannot be trested properly in the ER and | have nowhere to go for medicat treatment yet they will
not send me out to see the neurologlst as a priority one to get the proper treatment that{ need Dr. Hata
has sugpested thai | need pain blockers every three months which they wil not glve me he is alse
sugpested that ! need Botox to stop the chrenic migraines which | have 3 to 4 times a week which they
have dented and I'm constantly live in pain I'm allergic Lo incense and Tylenel products my anly choice
then is tramadol that Or, Hata prescribes me which |Fhave to call aut ta him to get a prasciption that he
calls into pharmacy and [ get 15 & manth or as needed which | called in 15 and the last five months as it
cauzes me to Jtch and Ihave to call act with Beradry! and | do not TTke taking them | don’t have much
cholce as far as pain medicine s concerned if | was getting treatment for my migraines | would not be
blocking the ER. | just gn back there cause | have no whera alse o go,

We need to be abie to have madical facilities that we can go to thet can provide care for us that we have
a place in go to that we can get prescriptions that we need doctors that we can see that we cap have
medical care. Because of miy conditlon ! have been unable to work | worked as conservation District
manager | worked solely far the Dupree news as a reporter as a photographer | work for the Qupree
school district | was an active role In this communlty and because my condition [ have also started
having seizures I'm not unabile to drlve and because | cannot have treatment | can’t work therefore |
can’t pay medical bills therefare 1HS Is my only way of getting medical treatmant If | cannot afferd
medical care and if they can't help me who can and if they will not let me see doctors and get treatment
how am | 1o get better to get a Job | am capable of working of belng an active role In my communlty if1
am given the proper medical treatment so | am asking this community to take 2 look at how we are
being treated inif given the proper care we can move Tarward as a people and make THS work if given
the proper funding and facilities, Thank You.

Slncerety,
Sherry Lou Higdon

P.O. Box 574
Dupree, 5D 57623
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Senate Commitiee on Indfan Affairs
838 Hart Senate Office Bullding
Washington, DT 20510

About 3 -4 yearsago, | got a Q-Hp stuck In my ear, A male P.A. and Nurse mistreated me. The Nurse
was really rude, A few months later, Peggy Hubbard got 1t out. They trizd using forceps, and they treated
me like a kid. "Don’t you know your not supposad to stick O-tips In your earsp”

During Dlabetic Clinic, she sald she left in 1t the gar, Somehove she gat it out. She put solution on the
right side, [went back agaln, Tt was very painful. She stuck me on an LY., and she didn't take care of me.
They referrad me aut to s22 a Or. Tn Rapld Clty, and the Murse was rude. All over pain pills. They satd
"oh, you don't need any paln pltis.” | lost my hearing an my ear, and the recards will show that. Those
people who treated me are no longer hera.

Singerely,

PREPARED STATEMENT OF KIROS A.B. AULD

My grandfather was an Urban Indian living and working in the Washington, D.C.
area, hailing from a non-Federal Tribe. Despite his test scores, he was pulled out
of school at the age of thirteen because “as a man” it was time for him to “pull his
weight” for the family and he was the darkest of his siblings. Outside of his unit
in World War 2, you wouldn’t have heard of him from deed or song. An old man
working odds and ends, he found a sore on his foot that would not heal. Left un-
treated, gangrene followed, resulting in the doctors taking his foot. That wasn’t
enough to save him, so the doctors took more of his leg. Soon, the illness took his
life. T don’t expect people to care about what happens to Indians from non-acknowl-
edged tribes, so maybe a recent example will make you reconsider whether this is
your problem.

A family friend who, unlike my grandfather, comes from a Tribe that is acknowl-
edged by the Federal Government, traveled to the Nation’s Capital to serve his com-
munity at an agency that fulfills trust responsibilities to Tribes and individuals.
Back home, he is eligible for services at an Indian Health Services facility. Here in
DC, he’s an Urban Indian only eligible for services at Native American Lifelines,
the closest health/dental provider accessible, but located in Baltimore, MD. He isn’t
a “Big DC Indian,” but he reports to a few.

Now stop me if you've heard this one before. One day, he found a sore on his foot.
Left untreated, he passed out on his way to a convenience store and awoke at the
hospital. The infection was so severe that he lost his foot. His youth saved him from
losing more than that.

In a sense, my grandfather was the lucky one, because in death, he escaped med-
ical bills and the hard, expensive road to rehabilitation. Our friend is in store for
all this without IHS support, which he would likely only have if he leaves his DC
job and becomes another statistic back home. Despite coming here to serve his peo-
ple, despite the history of Indians being drawn to our Capital to serve their Nations,
and despite the Indians buried in the Congressional Cemetery, our “Little DC In-
dian” friend isn’t going to get a dime from Indian Health Service because DC is
somehow outside the coverage area.

THS was established to provide health benefits pursuant to Treaty Obligations
that were bought, bled, and bargained for. Pursuant to self-determination impera-
tives that strengthen Tribal Sovereignty, IHS employees are often selected from the
Tribal Communities receiving those services. After what I've seen for decades, after
what I've heard from being a spouse and friend to IHS employees, and after the re-
cent Senate hearings, I have to wonder then whether IHS treatment priorities from
the point of view of those at the top concerns not Indians at the bottom, rather the
“bottoms” of those at the top.

Don’t get me wrong, I appreciate when IHS provides quality care. Hell, if IHS was
there for my mother as a little girl with an untreated ear infection, she would prob-
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ably wouldn’t have ended-up partially deaf. I wonder why, if even during an election
year of all times, the bosses in D.C. won’t just spare a staff member and a bit of
metro fare to Rockville to put eyes and ears on what’s going on at IHS Head-
quarters. I also wonder, as someone who isn’t a Tribal Citizen of an Acknowledged
Tribe, whether that lack of status makes me rate higher than the people IHS pur-
portedly serves.

Responding to an article about Senator Jon Tester’s 2014 inquiries, I published
a complaint about management at THS HQ in Rockville, MD. I wrote in as
“Opechan,” a default online handle I've used for over fifteen years. You might be
familiar with it as “/u/Opechan,” founder and moderator of/r/IndianCountry, the
most active Native American community on Reddit.com, the ninth most popular
website in the U.S.

This triggered a witch-hunt at IHS HQ and people were more concerned about
“who complained” than the substance of the complaint. I expect people to again get
defensive and focus on everything except whether care for Tribes and Urban Indians
is a big enough priority around DC or in general, or whether those trusted with de-
ciding how to provide that care are actually doing so or just nurturing public sector
kingdoms.

I don’t write this as a Tribal Citizen or employee, I write this as a U.S. citizen
who wonders why tax dollars that should be going towards satisfying Treaty Obliga-
tions instead go towards settlement and promotions of bad high-level managers. I've
wondered why, just outside of the Beltway, bad actors at IHS HQ fail upward and
benefit from grade increases for performance without their HR settlements being
taken into account. I understand the value of having an “outside dog” to scare away
bad actors, but one does not bring it in for guests, especially if it’s bitten members
of the family and lacks house-training.

Even if I wasn’t Indian at all (and I am), would that make anything I, you, and
yours have seen and said about IHS less true? Shouldn’t this be easier for law mak-
ers to figure out, seeing as how it’s happening just outside the Beltway? It’s such
low-hanging fruit; an easy win for an election year.

I honestly don’t know and I'm nobody really, but have you gotten the sore on your
foot checked out?

You should.

And it probably shouldn’t wait until you can afford airfare if you live off-rez, as
most of us do.

Public Healthcare Meeting—Cheyenne River Motel, Eagle Butte, SD.

After 4% years of a broken ribs, broken arm, and a result of weak bones, I fell
and fractured my hip and a lot of pain and without offending or violation of pain
management contract was not getting proper care. Some of the nine different PA
so - called Indian Tribal Cultural Dr., I am left in the air without help. I live in
a very high level of pain, and I am changing my Medicaid to someone who’ll help
me. I was told these medicines won’t help me, so they hold out on medications, and
tape gauze bandages from which we might be healed for pejuta wica, restored and
protected. I know my life isn’t going to be prolonged in good health, for the rest of
my day wondering what the native people will do now that I am a diabetic. My cul-
ture, and descendant come in with other Indian Priority I and II list.

ETHYLENE BUCK ELK THUNDER

1) We want Doctors that are able to do their job independently, without having
another Doctor oversee them. For example, I had an appointment with my Doctor,
Dr. McLain, then a Nurse came in and said “Dr. McClain is needed in ER, and he
has to admit a patient.” Why is my Dr. getting pulled into this? The ER Doctors
should be able to work independently, and they can’t. they shouldn’t be working in
the ER anywhere.

2) We need Doctors that know how to investigate with doing a complete physical,
labs, patient history, etc. so that prompt diagnosis will happen. For example, it took
June, July, August, and IHS didn’t know why I couldn’t walk. They just kept giving
me pain medication after pain medication. Dr. Francine Mousseau yelled at me and
my Mom because she said “None of my providers want to see you! I don’t want to
see you, and Dr. Kahn don’t want to see you.” I said I have IHS eligibility. Then
she went on to say “the regional office said my hospital don’t have to see you or
help you.” So people are being yelled at with no diagnosis given, wrong diagnosis,
wrong medication, and being turned away.

3) More Doctors for optometry, physical therapy, and diabetes. It’s hard to get ap-
poingments, and then the Dr. or Therapist seems like they don’t know what they
are doing.
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4) Wrongful firing of people that are qualified to work there. Seems like they are
letting a lot of “brown or dark-skinned” employees go, and sexual harassment to em-
ployees.

To the Committee:

I have worked as a clinical psychologist at THS for sixteen years and at “638” trib-
al clinics for over three years. The problems identified by current and past hearings
are accurate and, as you know, they persist. I would like to speak to the daily frus-
trations of treatment providers trying to provide good care to patients.

Most of the THS administrators at the top of the organization may be competent,
as are most of the treatment providers who provide direct patient care. Unfortu-
nately for tribal patients, that care is impeded by too many layers of managers who
have priorities other than the mission of the agency. These mid-level managers
seem to be invested in maintaining the status quo, not in challenging it in the inter-
est of patients. And they will target for harassment employees who do speak up
about deficiencies. The performance evaluation is their means for intimidating and
silencing employees. That practice also serves to force out good treatment providers
who don’t want their personal and professional reputations damaged by negative
performance ratings.

I was gratified to hear the statements of Chairman Barrasso about the rampant
intimidation and harassment of employees, nepotism, and moving incompetent man-
agers around within the organization. I have witnessed these things for years. That
is the culture in which we labor and which is so demoralizing. I'm at a point where
I do not believe anything will change for the better without a dramatic re-organiza-
tion and elimination of several layers of bureaucracy. The dollars saved could be re-
directed toward paying for needed services for patients.

Thank you for your continued efforts on behalf of Indian people.

Respectfully,
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LOUISE CENATIEMPO, PH.D.
Licensed Clinical Psychologist

My name is Stanley Brokenleg from Parmelee SO last August my Mother was
taken by ambulance to the Rosebud PHS we noticed she wasn't feeling well
she was be incaoherent the first ambulance trip the error staff send her home
with pain medication the second time we called the ambulance 4 or 5 days
afterward she was send heme a Dr Hahn clalmed she was too old to treat and
sent home. We called the ambulance for a third time after an exam the er. Flew
her out to Rapid City SD regional hospital because she was too sick to admit.
To rosebud phs, From 10-20-15 she lay at the AC regional. She was diagnosed
with mersa. She was treated with antibiotics until 11-09-18 twenty days the
antibiotics did not work so a regional Dr, Started a larger dosage of an different
antibiotics this worked after 15 days but by then my mom was weak she could
not eat she went from about a 100 [b. To maybe 65 Ibs.the Dr. At RC region
al said we should put her on comfort care. Remembar this was 35 plus days at
R Cregional they gave up on my mother the dr, Recommended taking her off
all medical resources we could only pray after that her spirit was well.
But to our amazed family mom started coming out of of the imited
consciousness they had her in. She is alive but in a nursing hame in Rapid City
SD she s getting better and stranger avery day . All tagether she spant 40 days
at BC regional
the Rosebud PHS was responsible for this great hardship on our family if they
only took the time think of my mother as human, They should have made g
decision to cend her out instead of having to make my mother suffer.
My mother is Grace Breken Leg born on 2-14-1926

My mother walked 5 miles a day up until august of 2015
It has crossed my mind tho sue IHS for the hardship | and my family's
experience caused by the great errors with Healthecare,

Sincerely. Stanley Broken Leg

I participated in the 2010 hearing by cooperating with the investigator Senator
Dorgan had to Indian Health Employees and Indian people who used the services.
I was employed at the Winnebago Indian Health Service Unit until May 5, 2015
where to repeated emails to supervisor and up the chain on the poor care given,
and nurses who failed to carry out the doctors orders, and that I had a license which
prohibits me from taking & carrying out nursing care from unlicensed persons, such
as a Dentist, Pharmacist.

I blew the whistle after numerous attempts for upper management to correct the
unsafe practices, but was ignored, I contacted CMS after the dead of the male pa-
tient who died April 2014, I let all know I was going to report for the negligence
in the poor care that resulted in the death of the 35 year old male.

I even let the Great Plains Area Director Ronald Cornelius know through emails.

End result I was fired for making or scheduling clinic appointments so all and
any patient can access care. I also responded to an email that was sent out by the
Dentist that included all medical and nursing staff. I asked 2 questions, I did leave
the email as it was sent out which all who were included in the email seen my ques-
tions.

Many at the facility did not know that Dr. Rodriquez was a Dentist who had no
medical previleges and could not write orders or perform direct medical care on pa-
tients.

I also sent Robert McSwain and email, and the corp officer who came to the meet-
ing held on or around June or July in Sioux City Iowa. It did not matter, because
I took my oath of employment serious to uphold the oath and the laws I was fired,
to be made an example as stated in my termination letter.
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Why is it that the agency has fired federal employees for upholding the oath of
office and supporting the constitution and state and federal laws have to waste gov-
ernment money to go to a EEO or MSPB hearing?

Tonie Greve RN had several exceptional PMAP, no problems other than sending
email concerns about patient safety, and following the chain of command, only to
be fired for bogus allegations of making clinic appointments for patients to access
care, no federal or state or Winnebago regulation, policy violation? Why not give
back my job as a clinical nurse who did great work performance?

Janet Uheling RN who had nearly 25 years of clincal nursing experience, great
PMAP ratings. She did nothing wrong, she saved the gentleman in April 2014 who
was severely ill, did patient advocate, got the permanent medical provider to come
to the Emergency Room to see and treat the patient. The patient died 4 days later,
but through no wrong doing of Janet Uheling RN. Karen Riser fired her for not doc-
umenting the results of a nebulizer treatment results, which had good results, as
patient was admitted and alive, until the other nurses failed him on the inpatient
unit for giving poor care, and not contacting the medical provider per parameters,
and for failing to give standards of care, and notification of patient’s health
deterioating.

Mr. Robert McSwain stated he did not want to discuss due to employee rights and
privacy rights, but I am Tonie Greve and I am the named representative for Ms.
Janet Uheling RN.

Karen Reiser was paid bonus and she failed to fulfill her job requirements, and
performance. Trina Cleveland paid bonus she failed to fulfill her job requirements,
Dr. Jose Rodriguez Dentist a commission corp officer who failed to fulfill his job du-
ties and performance below standards. Mr. Ronald Cornelius knew of these prob-
lems yet ignored due to his personal friendships, instead of doing a complete unbi-
ased investigation, instead he had the federal employees who upheld their oath of
office fired instead of correcting the substandard care and poor job performers who
continued to keep job after failing patients with standards or above standards of
care.

I want my job back, and my name cleared, and just work as I took the oath to
uphold. Janet Uheling wants her job back as she did not violate any policy, regula-
tion, but saved a patient, The nurses who failed the male patient still have their
jobs, and still giving poor care at the Winnebago Indian Health Service Unit.

This request is not abnormal, but seems fair request as I have had exception
PMAPs, came to work daily, performed all duties required as a qualified nurse. I
did leave and get a job in the private sector as a higher ranking and management
position as Assistant Director of Nurses and helped that facility win awards for
Standards of Care and participated in CIMRO standards, along with great plains
but in the private sector. I left this job as I want to serve the Indian People as I
am an enrolled AMerican Indian. I am willing to relocate if it is due to having fam-
ily members in several of the Great Plains Tribes. I am asking for location in
Pheonix area as I know no persons, have no family member in that area. I am will-
ing to drop the MSPB hearing.

Mr. McSwain has the information, and e-mails that I have sent to him and to the
members of the Indian Senate Committee members.

After reviewing the whole senate hearing that was conducted 2/3/2016, I have to
write this letter.

1. Master, Bacholor, Medical Degree means nothing if you dont have the experi-
ence, this is the problem when hiring medical personnel.

2. When there are qualified staff hired with experience and want to implement
positive change, training they are ignored, and told “No”.

3. When a medical doctor, PA, NP tells a nurse to carry out an order, but they
refuse, that medical staff should be able to write an complaint, and that nurse no
matter who he/she is or related to should be disciplined immediately. Given training
if they don’t know and PIP for year to make sure the mistake does not happen
again. In 2004 that was the policy when I started at the Agency, and believe me
it took only 1 mistake, then I reviewed all the policies, regulations. I never repeated
the mistake again.

4. If you don’t train properly, or nurses refuse to attend trainings then they
should be let go, as they are part of the problem. Same for Medical Staff. Medicine
changes each year sometimes more rapidly.

5. ER/LR need to have medical background or the training so they will know if
a staff is upholding the medical license they hold, rather than being called insubor-
dinate. This will help determine if deliberate mistakes, or refusals to go outside
scope of medical practice/license is prohibited.
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6. Supervisors who have clicks and know that some staff refuse to fulfill the vision
& mission but turn blind eye. Remove that supervisor don’t promote or move to an-
other facility. (Karen Reiser, Trina Cleveland, Miguel Fernandez, Jose Rodriques,
Samir Joshi, Nancy Freemont, Deb Saunsoci) to name a few.

7. Nurse Educator is given more authority to issue letters to employees who fail
to attend mandatory trainings, and give to supervisors to issue discipline, if that
supervisor refuses the Nurse Educator is given the autonomy to go to the next in
line to have that supervisor disciplined for failing to adhere to the vision & mission.

8. Transparency, meaning real transparency where one can report without repris-
als. This was how it was back in 204 at Winnebago, but changed after 2012.

9. Allow all medical staff to be allowed medical training. (each year money was
put aside but only a few were allowed) if all medical staff given opportunity to fur-
ther education and return to give the training to others will retain that education
and shared with others. THis was how it was handled back in 2004 at the Winne-
bago Facility. It stopped in 2009. This would show how well funds are being spent.

10. PMAP should be made each year that represents the Job Description of each
individual, each department they are employed in. Right now the PMAP are generic
and some if they have friends in supervisory positions get rated above the stand-
ards, which do not reflect the actual job performed.

11. Show employees who go above and beyond recognition, not the same employ-
ees over and over who get preference because of friendships.

12. Annual in person training from Great Plains ER/LR and Human Resources
on expectations, regulations, policy. Doing computer training which can be falsely
done is harming the education purposes.

I was preceptored by Gloria Thomas who is a great nurse at winnebago who was
a supervisor who made sure all under her supervision was taught and educated
upon hire and every quarter for the first year. I am only a product from a mentor
who loves the medical profession, loved the supervisory position and fulfilled the vi-
sion & mission at the Winnebago Facility. I was one of the original nurses trained
in this manner, and only expected others to follow.

13.when a nurse is the charge nurse (why have supervisor) who sits in an office
and not come out to the floor to see what is going on, what needs attention for pa-
tient care, flow of clinic, what needs other areas need for nursing staff. Give that
charge nurse the autonomy to fulfill her duties assigned to help with patient care,
patient flow, patient safety.

I hope I did not submit too much information on how to correct the problems.

Sincerely,
ToONIE GREVE, RN

In 2010-2011 I was experiencing fatigue and heart flutters as well as continuing
to gain weight. Being tired constantly I thought maybe I could be anemic, making
an appointment to have my iron level checked at the Eagle Butte Indian Health
Service Out-Patient clinic. Kathy Zambo my provider listened to my symptoms then
had blood drawn to see where my levels where.

Later that evening she called, informing me that my iron levels were within nor-
mal limits. She also stated that my thyroid was functioning at a 0.00. She informed
me that she would be submitting a referral to have me visit with an Endocrinologist
in Bismarck. I was then referred to Dr. Ahmed.

At my first appointment in Bismarck Dr. Ahmed performed various tests on my
mobility as well as examining my thyroid. He concluded that I most likely suffered
from Graves Disease and would be providing me with medication that would hope-
fully kick start my thyroid back into working order. Taking the medication
(methamazole) for about 3 weeks I experienced an allergic reaction to the medica-
tion and was immediately taken off and prescribed another medication that is not
for long term use as it begins to affect white blood cells and can affect your liver.
I took the medication for approximately a year before being scheduled to undergo
thyroid ablation with radioactive iodine.

After the radiation treatment I was scheduled to return to check my thyroid levels
every 4-6 weeks in order to begin the replacement hormone for my thyroid. On the
3rd month of having my levels checked there had not been any change, Dr. Rauta
stated that at the next test if it continued to not level out I would need to undergo
another radiation treatment.

Finally, my thyroid began to respond after the third or fourth month and I was
placed on a high dosage of the replacement hormone. Dr. Rauta wanted me to have
my levels checked every 4-6 weeks again to ensure that I was being prescribed a
proper dosage. In requesting the needed referrals I began to experience denials from
Contract health stating that I could be seen within the IHS clinic by other providers
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one being Dr. Siddiqui who eventually stated that he felt I should continue my fol-
low up appointments with Dr. Rauta in Bismarck as he is the physician who or-
dered the radiation treatment and knew my case the best. My referrals were contin-
ued to be denied.

In the beginning of taking the replacement hormone I was prescribed a 150mg
tablet but over time it was gradually reduced due to my thyroid reacting positively
to the radiation treatment. I have not requested any further follow up in Bismarck
as my symptoms have been steady at the level I am taking now which is an 88mg
table 6 times a week.

JACKIE DUNN

Felix Johpson Indian Health Service Testimony:
Amputation through HIS:

4 ta 5 years ago | was dealing with health issues relating to diabetas.
Specifically, I was having an issue with an infection in my toes. I have always
received care through the indian Haalth Service and they wera and are my primary
care givers. This testimony relates to the Indian Health Care's lack of carg,
compassion, and funding. Diabetes is & diseasc that affects the Native American
popelation at an increased rate. i you are not aware this disease is a type that needs
1o be closely monitored to prevent add(tional corplications in the body.

Origtnally, went in to get my toes amputated based on my diagnosis, | was
referred to a Fargo hospital through the Indian Health Service, I traveled to Fargo
and the doctors amputated all my toes. At the point of discharge the Farge hospital
called the Indian Health Service for essential care items that I needed and the Indian
Health Services informed the Fargo hospital that everything was going to get taken
care of and a wheel chair would be there at discharge, At the time of discharge
Indian Health Services did not have the wheel chair for me, and my son had to carry
me fram that point on, [ eentinually requested a wheel chair and [ ended up waiting
for approximately & months for the Indian Health Services to issue me a wheel chair.
That wheel chair was essential to my care and recavery. 1 was apain referred to
Fargo and they amputated more on my foot and Indian Health Sarvice was to care
for my discharge needs with a nurse, Indian Health Service did not have a nurse to
care for me and told me their nurses were only educationel nurses and so  was
referred out to the local hospital for nurse care. The lack of care from the Indian
health service continued throughout my amputations and due ta lack of care,
compassion, and funding I was not able te engage in rehabilitation services and now
my muscles were in no shape to recover from the time spent without a wheel chair
and needed nurse eare, I continue to recelye bills thatare not being paid by the
indian Health Care Center and many have gone to collections, ! am disappointed In
the care I receive from the [ndian Health Care Sarvices and wanld l{ke the issue
laoked into. Many of my aldev velatives friends are also not being properly taken
care of, The many doctors that come in and out are nok consistent for proper care.

ol A

Felix Johnson

To whom it may concern:

My name is Willard Black Cat. I am an enrolled member of the Oglala Sioux
Lakota and have resided on Pine Ridge Reservation my whole life. I am an elder,
now presently in the hospital in Rapid City, South Dakota. A close friend, who is
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my medical power of attorney and has been supporting me during recent surgeries,
is writing this letter for me (Rev. Janet Weber).

I have many complaints over the years about my health care at IHS. I am diabetic
and an amputee. It is a hardship for me to even get to the hospital, where I have
to wait many long hours to be seen by a doctor. Sometimes I even have an appoint-
ment and when I get there I am told the doctor is not there, so I travelled for noth-
ing. Sometimes I am there all day with no food, then it is very late and the CHR
people have gone home and I have no ride home. I am an amputee and have no
car.

Some of the doctors are nice, but almost every time I go to the hospital for a check
up, I get a different doctor, sometimes they don’t speak English too good. They don’t
know me or my history. All my friends and relatives have the same complaints
about IHS. Every month my medications change completely. I got very sick on some
of the medicines. Some affected my mind and I became suicidal and was hospital-
ized. My diabetes medicine Metformin got me sick too. The needle injections in my
stomach made big bruises and hard lumps. Finally I got the easy ’pen’ insulin, but
then I was told to stop using this too. The medications change all the time and it
is confusing. Also, the medical transport van to dialysis and the hospital sometimes
does not show up. A few times also I fell in the van and broke ribs because the driv-
ers do not always help me get in and out with my wheelchair.

The most recent problem I had was with my foot, which started over the summer
of 2015. I went to the hospital a few times with pain. They gave me ointment and
gauze and sent me home. Things got really bad and I went to the IHS Pine Ridge
Hospital in an ambulance and a few other visits. They wrapped it and sent me
home. The pain was so bad I could not sleep for weeks. Why did they not give me
a referral to a doctor in Rapid City? This finally did happen. I went to a doctor spe-
cialist in Rapid City on Jan. 8, 2016. He told me I now had gangrene and I would
need an amputation. (I lost my other leg last year 2015).

I am now in Rapid City Regional hospital since early January. I had stents put
in my leg and they had to amputated all my toes and graft my heel. Why did Pine
Ridge THS wait so long—they never helped me and now I lost part of my foot. Here
is a picture of my foot when I got to see the specialist in Rapid City on January
8th, 2016. Pine Ridge IHS saw this earlier and did nothing. This is malpractice if
you ask me.

I have applied for residency in the new Oglala Sioux Lakota Nursing Home that
is due to open in White Clay, Nebraska in April. I pray to God that this place will
be giving us elders the good care that we need, and will be better than the THS
Hospital.

Thank you for trying to fix this broken situation—the Lakota people have suffered
enough for too many generations.

Yours Truly,
WILLARD BLACK CAT

This is my son, Eric Dickson Keefe.(Pictures retained in the Committee files) The
THS RN Debbie Knisipel, who was publicly seen barging into my private home, be-
fore the FBI or CI even had a chance to get their to conduct a homicide, spat out
at me preniciously, “It was just a baby!!” Due to Debbie’s visit I was forced to settle;
rather than go to court. Without a warrant Mrs. Knispel conducted an illegal
search, seized an item that was in a closed cabinet, tampered with it, demanded
my bodily fluids (and certainly would have provided herself with the opportunity to
tamper with that), falsified the medical records, and generally impeded a homicide
investigation!

My son was sent to the mortician and procedures were preformed potentially
loosing evidence before he was sent to autopsy. I still have some of Eric’s blood that
may be tested for any medications. I also have the dress I was wearing when Eric
left this world. It has not been washed and is stained with his breast milk that kept
coming during the hours he was dying. It may be tested for anything in my system.
Dr. Lehman was upstairs and did not come down during the time he knew Eric was
dying. Why did this so-called good man not come down? Instead, he sent a spy pos-
ing as a mourner to come prey upon me; not to pray with me.

Is it standard practice for an Indian Health Employee to come into our private
homes (uninvited) during a time when evidence should have been secured by the
proper authorities?! Dr. Douglas Dixon Lehman, the doctor who had performed
Eric’s circumcision and then immediately released us with no post period of observa-
tion, wrote to me encouraging me to continue to speak to Debbie.

For it not been for Mrs. Knispel’s visit their would have been no reason for me
not to go to trial. I did not go to Rosebud Indian Health Service in the mistaken
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belief that I was engaging in “welfare”. I went believing that according to the Ft.
Laramie Treaty and Snyder Act that health care is what we got in leiu of the mil-
lions of acres of land and mineral rights given up.

I have been pursuing an attorney; to no avail, to pursue criminal charges against
Mrs. Knispel. I was told by one, “I litigate for money; not the moral high ground.”
The fact of the matter is that I can prove some of Mrs. Knispel’s lies, which is im-
mensely disturbing and spiritually repugnant.

To make matters worse Josh Verges of the Sioux Falls Argus leader published the
following article:

No where in any legal documents filed by my attorneys does indicate that “Once
discharged, his mother gave him Motrin and Tylenol for the pain.” I made a request
to Mr. Verges and the editor of the Sioux Falls Argus Leader to retract this
story...they never did. Mr. Verges let me know that since I did not speak to him
he had to explain what happened. What he wrote NEVER occurred. This is a slan-
derous and libelous news story, which is detrimental to all boys being circumcised
and all patients at IHS. I am working towards all beings having affordable, honest,
quality, and accountable health care. Why did Mr. Verges fail to explain how Dr.
Lehman breached the standard of care? IHS is using his news story to bolster their
faulting me.

For almost everyday since June 19, 2008 I have either sat in the Evergreen Ceme-
tery in Wood, SD or driven by it begging my God for some truth and justice. Eric’s
earthly suffering and death should not be in vain. Something good should come from
it.

I beg of you to look further into what happened to my most precious to overcome
this iniquity. Something has to be legally done about that RN and to provide for
the integrity of the investigations of these deaths, so justice may prevail.

Sincerely,
MRS. MARY AURELIA KEEFE

Rosebud South Dakota couple files lawsuit over circumcision death

Category: Crime, Justice, Courts and Lawsuits, Pierre, South Dakota (AP) 10-09

A Wood couple has filed a lawsuit over the death of their 6-week-old son, who died
after being circumcised at a hospital on the Rosebud Indian reservation.

The lawsuit filed during September in federal court says Eric Keefe was cir-
cumcised at Indian Health Service Hospital on June 13, 2008. Once discharged, his
]IoIiOt}(}lef gave him Motrin and Tylenol for the pain. He died the next day of massive

ood loss.

Forrest and Mary Keefe say in court documents the hospital failed to instruct
them on what pain medications to give the boy.

The couple is seeking $2 million from the Federal Government for personal injury
and wrongful death.

Circumcision Death Case Settles for $230,000

April 8th, 2011 by Dan Bollinger

Native American Boy Bleeds to Death

The lawsuit involving a South Dakota Native American infant, Eric Dickson
Keefe, from the Rosebud Indian Reservation, who bled to death from a circumcision
in 2008, was settled this week for $230,000. The case involved an Indian Health
Service doctor who circumcised the child at the end of the working day allowing for
no period of post-surgical observation. Testimony showed the mother faced a long
drive home on rural roads with other children in her care.

“This was sheer negligence and an ethical failure to consider the risk,” says
George C. Denniston, MD, MPH, President of Doctors Opposing Circumcision, a
physicians’ group based in Seattle, Washington, which assisted with the case. “Cir-
cumcision is unnecessary surgery, which the parents are never told holds a risk of
death for their child.”

Keefe bled to death during the night from his open circumcision wound in June,
2008. Medical professionals say that the loss of only two and one-half ounces of
blood can cause the death of even a large eight-pound infant. “That amount of blood,
just a few drops per hour, was easily hidden in the super-absorbent disposable dia-
p}elzr bablz Keefe was diapered with.” notes Denniston, “Parents are never told about
that risk.”

Doctors Opposing Circumcision has provided expert advice for numerous circumci-
sion death cases. “Exsanguination, or bleeding to death, is hard to detect,” says
Denniston, “since the child slips away quietly, and no one wants to disturb what
appears to be a sleeping child.”

Death from circumcision is relatively rare, although a recent study estimates that
around 117 children in the United States die each year from circumcision. “These
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are entirely avoidable deaths,” says Denniston, “caused by a pointless surgery that
the child would never choose for himself.”

Dear Senate Committee on Indian Affairs Panel,

As I am writing this, I am hearing a story on my local radio about the life expect-
ancy of Native Americans in MT being 20 years shorter than those of white Mon-
tanans. I am thinking about an announcement at community gathering in Browning
last year where it was announced that over 50 percent of mothers are using some
kind of drug during their pregnancy. Over the past several months, my husband,
a teacher at the alternative high school in Browning has been learning about ACE
scores and that his students are disproportionately affected by traumatic events in
their lives that have the potential to irreversibly alter their ability to cope with
school, work, and leave them more vulnerable to acute and chronic disease. Our Na-
tive communities are hurting in disproportionate ways for which we can not expect
an underfunded and under-resourced Indian Health Service to take the complete
fall. T do believe that IHS is doing what it can with the resources it has. One of
the few things that we are very proud of at Blackfeet Community Hospital, is our
Baby-friendly designation status to assist mothers and families to get breastfeeding
off to successful start. We are one of two hospitals in the state of MT to achieve
this. THS is capable of great things. It is capable of being a leader in Native commu-
nities to make lives healthier for Native people, but it needs significant resources
and reform. I left the IHS for many reasons, but one of the main reasons being lack
of good leadership and support at my local level. I dearly admired and respected
our local leadership team, but many of them were terribly overworked and often not
provided with the type of training and support necessary to successfully do their job.

I hope that tomorrow’s hearing is ripe with ideas and support for improving this
system. I truly believe that it has immense potential, but needs the support of the
congress and the American people to demand that it is no longer ignored or passed
over.

Senators Tester and Daines, thank you for being a part of this important com-
mittee and supporting Native lives and communities in Montana and across the

country.
KIRSTEN KRANE

I am writing in hopes that there will be a thorough investigation into the staffing
practices of the Phoenix Area Office. It seems as though the service unit I work at
in Yuma, Arizona has plenty of funds to over staff and hire Commission Officers
at almost 3 times the rate it would cost to hire civilians, who are just as qualified.

It’s disturbing to know that the disregard for the patients who suffer the highest
rates of amputations from diabetes yet they are being denied necessary health care
because of lack of funds.

It doesn’t take a Harvard trained accountant to do the math in this case. Every
time I see a new Officer hired, I immediately think, “And we can’t afford health care
for the tribal peoples but we can afford to over staff and hire expensive Corp Offi-
cers.” We have an over abundance of Nurses and Pharmacists who are also Commis-
sion Corp. The Acting Clinical Director is a Nurse Practitioner. We have been with-
out a CEO: for almost a year now and a Clinical Director a year. This concerns me
because the longer those positions are left vacant the longer it will take to fill them.

I need to mention that, a retired Corp Officer, Dr. Robert Harry, is kept on con-
tract by the Phoenix Area Office to oversee troubled service units. Dr. Harry is often
referred to as the “Cut Man.” I was told he is used like a “Neighborhood Bully” to
hone in on Native Americans, female staff members to create a “Hostile/Oppressive
work place.” T have to say he is good at it.

I have heard him say he is in his 80’s and that made me realize that’s why he
repeats himself several times, forgets what he told you to do and makes manage-
ment decisions based on gossip and hear say. I question the validity of his position
as “Acting CEO” when he is on contract. He says he has authority to make decisions
on staff matters. I know Dr. Harry is very partial to hiring Commission Corp offi-
cers but wont allow essential medications and referral services for the patients.

I am the Public Health Educator and I have not been allowed to spend any of
the funds that were sent to Yuma from Portland Area Office.The funds are not part
of the Yuma Service Unit budget yet I have not been allowed to order so much as
a pen in almost a year. I believe, Dr. Harry makes certain that my job is difficult
to perform without any supplies to do so. I further conclude Dr. Harry is trying to
make my job miserable in hopes I will resign!
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You can contact me in my office. I am. an enrolled member of the Rockyboy Chip-
pewa Cree Tribe of Montana and I am an Indian Health Service Scholarship Award-
ee.

Thank you for any attention you can devote to the issues I have noted.

The “Good Ole Boys Syndrome” seems to be very active in the Phoenix Area.

Sincerely,
SARAH SCHMASOW BS, MS

The following narrative is, to the best of our recollection and records, representa-
tive of the problems our office has encountered in trying to receive payment for
$9,271.00 in medical services provided in September, 2015 to a single patient:

9/18/15: A patient was referred to Scott Eccarius, MD though the Rapid City Re-
gional Hospital (RCRH) Emergency Department (ED). He received a call that Friday
morning at 0650 to consult on the patient in the ED. He saw him and determined
that he needed surgery to repair multiple lacerations involving the patient’s left eye
and left upper and eyelid from multiple stabbings earlier that morning. Patient also
had 20+ non-life-threatening stab wounds elsewhere.

Dr. Eccarius spoke with the patient’s father by phone that morning before surgery
and received consent for treatment as the patient had significant injuries and eth-
anol intoxication precluding obtaining informed consent from the patient.

Patient was prepped for surgery and underwent 4-5 hours of surgery to repair
an extensive scleral laceration, full-thickness left upper lid laceration and full-thick-
ness left lower lid laceration.

Dr. Eccarius spoke to patient’s mother right after surgery and explained what we
had done and the profound nature of her son’s injuries.

Patient stayed at RCRH overnight and was discharged by Dr. Eccarius the next
day (Saturday).

9/21/15: The patient was, apparently, an enrolled member and eligible for THS
services. We called Sioux San IHS Hospital to determine if we could get a purchase
order for the above services. Our office was told by Loydell at Sioux San that they
would have to speak with the patient. Called the number we had for patient. We
talked to a family member about the importance of getting patient to Sioux San to
get the purchase order for care.

9/24/15: Patient returned to the clinic for a post-operative check up. Dr. Eccarius
recommended that the patient be seen by a retinal specialist to care for the left eye,
as to avoid developing vision loss in the right eye (sympathetic ophthalmia). The
window of time to eliminate/reduce the chance of that developing is roughly 14 days
from the time of injury. The ‘clock was ticking’ and we had no success in reaching
the patient.

Patient was advised of the need for him to go to Sioux San to sign the necessary
paperwork for the purchase order. He said he was going to try to get a ride.

9/28/15: Patient was a no-show to the appointment with the retinal specialist. Pa-
tient was called by our office as well as the retinal specialist’s office to reschedule.
He rescheduled for 10/05/15. Again, we stressed the importance of checking in with
Sioux San so they could authorize a purchase order, as well as the importance of
keeping his appointments.

10/5/15: Patient was again a no-show for the retinal specialist’s consult.

10/7/15: Dr. Eccarius sent a certified letter to the patient’s last known address de-
tailing the missed appointments, the need for making these appointments, and the
need for making contact with Sioux San.

10/20/15: Received the certified letter back marked “attempted not known”.
Eccarius Eye Clinic billing staff called the motel where the patient had been resid-
ing and where the letter was sent. We were told that he, his mother, and his
girlfriend (all of our next-of-kin contacts) had been kicked out of that residence due
to non-payment issues.

10/28/15: Patient’s account was turned over to an outside collection agency.

10/30/15: Collection agency sent letter to patient.

11/11/15: Collection agency called patient.

11/13/15: Collection agency sent letter to patient.

Mid-December: Dr. Eccarius contacted Sen. Thune’s office regarding the road-
blocks encountered in dealing with the IHS system with respect to this case.

Mid-December: Dr. Eccarius received a call from and spoke with a top-ranking
IHS official in Aberdeen, SD.

12/17/15: Dr. Eccarius called Sioux San hospital and talked to Rick Sorenson,
CEO. He said that we were too late for claim filing deadlines, but that if we got
a signature from the patient, we could appeal the denial for payment. Rick ex-
plained that if we had an address, they (Sioux San) would go as far as knocking
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on his door to obtain a signature. Dr. Eccarius was also informed by Loydell at
Sioux San that patient had non-paid IHS claims to providers dating back to 2014.
She offered to ‘deny them’ and suggested that we could then send him to collections;
she was informed that we already had. Dr. Eccarius left a voicemail message for
the billing supervisor at Sioux San, Brenda, to call him back to discuss the case (she
related that she never received the voicemail).

12/21/15: Left message for billing specialist at Sioux San, Brenda, to call us back
if they had heard from the patient. We left her the updated address that a family
me/mberuof the patient had given us. We did not hear back from her until her 12/
31/15 call.

12/22/15: Collection agency called patient.

12/23/15: Called the collection agency and asked that they escalate this case. Gave
them the updated phone number and address that the family member had given us.
Collection agency attempted to call patient 3 times, and also sent a letter.

12/28/15: Collection agency called patient.

12/29/15: Collection agency called patient.

12/30/15: Left message for billing specialist at Sioux San, Brenda, to call us back
if they had heard from the patient.

12/31/15: Brenda called back, and said they were still working to find a valid ad-
dress for the patient.

Late December, 2015: Numerous attempts were made to make phone contact pa-
tient’s girlfriend, mother, and father to locate the patient- all without success.

1/7/16: Collection agency called patient.

1/13/16: Collection agency called patient.

1/15/16: Jeannie Hovland from Sen. Thune’s office called to update me on the situ-
ation.

1/15/16: Collection agency called patient.

1/18/16: Collection agency called patient.

1/18/16: Eccarius Eye Clinic found out that the patient was currently in the Pen-
nington County Jail. We immediately called Sioux San and spoke to the secretary
in Mr. Sorenson’s office because they had previously said they would obtain patient’s
signature if they could determine where he was. We were told by Sioux San that
they never “go and get a signature from the patient”. We left a message to speak
directly to Rick, since he had extended the offer.

1/19/16: Talked with Jeannie Hovland who facilitated a call-back from Sioux San.

1/19/16: Mr. Sorenson called back to let our office know that, “someone from his
security team would go to the jail, and get the necessary paperwork for the purchase
order to be signed”.

1/20/16: Left message for Rick to call if he received necessary signature. Our office
has not heard back from Rick or Brenda whether they were able to make contact
with the patient or not.

1/22/16: Spoke with Jeannie Hovland with Sen. Thune’s office. She had also spo-
ken to Rick Sorenson and was advised that due to the delay in receiving the signa-
ture (not for a lack of effort on the part of the Eccarius Eye Clinic) an appeal would
have to be made to the national ITHS office.

1/26/16: Called collection agency. The agent said they have not talked to patient.
They have called several times, and made contact with patient’s girlfriend, but they
have never been able to speak with the patient directly. They will attempt to call
patient again today.

Our local THS system is not set up to address the problems of a very challenging
population, in our experience. It relies heavily on patient responsibility and, in turn,
places undue financial and collection burdens on its providers. Furthermore, there
appears to be few incentives/penalties built into the current system for either the
patient or the IHS system to pay providers. In fact, it seems to be just the opposite:
uncompensated providers, who have already rendered care, are artificially shoring
up IHS budgets.

Dear Senate Committee on Indian Affairs:

I am a member of the Kickapoo Tribe of Oklahoma and have been a beneficiary
of Indian Health Service (IHS) my entire life. My experience includes working in
Indian Health for over three decades and I now serve my people as the Director of
the Kickapoo Health Center. Thank you for the opportunity to submit comments on
the topic of addressing critical concerns on Indian health.

While THS has been, and continues to be, grossly underfunded, the care that I
and my family have received as beneficiaries of IHS has been life-saving. I'm quite
aware that services offered and the care provided could be improved—for any health
system, not just IHS. The program’s that IHS has implemented to care for our peo-
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ple, such as the patient-centered home medical model, IPC and the Special Diabetes
Program for Indians (SDPI) is very successful and has made great strides in the
overall system. As a matter of fact, the United States Renal Data System 2015 An-
nual Data Report (hhitp:/ /www.usrds.org/adr.aspx) has published data related to
the impact of IHS and the SDPT’s efforts in Indian Country. Both end-stage renal
disease (ESRD) incidence and prevalence in American Indians have continued to de-
cline. Even more notable, is that these improvement are surpassing all other U.S.
racial groups.

Seeing as my father had ESRD and his health suffered due to complications of
diabetes, this news is quite refreshing. Please know that there are MANY positive
outcomes in IHS. I know, first-hand, of the quality and passion that IHS has for
our people. I am encouraged by the support Indian health and SDPI has from Rep-
resentative Tom Cole. Hopefully others in Congress can follow his lead.

Thank you,
GLORIA ANICO,
Kickapoo Elder Health Director, Kickapoo Tribal Health Center

My name is Mr. Francis Archambeau, and I am the former Classification Officer
for the Aberdeen & Bemidji Areas. I have been listening to the hearings regarding
the great plains area.

I hope that I am not out of line as I am a former IHS employee, but I feel I must
speak up regarding the problems in the Aberdeen Area.

I retired in February of 2007, but I was the Classification Officer from 1991 to
September 2005. I retired about the same time as the former Area Director Don
Lee. Other good managers have since retired.

Since Mr. Lee and myself retired, I have heard some alarming stories regarding
the position classification program and staffing program which are situated in the
Personnel (HR) office.

Classification: Management, including Charlene Red Thunder, former Area Direc-
tor, Ms. Geri Fox (HR), Ms. Alice Lafontaine (HR) and other high level management
began to abuse the position classification function. Super grades were ordered by
Ms. Fox, and Ms. Lafontaine in collaboration with Ms. Red Thunder to reward
friends and relatives.

These high grades are paid for by our tax dollars. Dollars that could be directed
to patient care. The Area Office has too many deputies, full assistants and glorified
secretary positions that were created to reward these friends and relatives.

Solutions: The Human Resources Division including staffing and classification
should receive intense oversight by an outside entity to ensure integrity of these
programs.

Staffing: It has been rumored that due to the same “rewarding of friends or rel-
atives” that the IHS merit promotion plan is not being followed, and that some em-
ployees/persons may not even be eligible for positions, but were placed on selection
certificates. My most recent memory of the staffing function in Aberdeen is that
they create a merit promotion file when filling positions, but that file is shredded
after one year. Should anyone wish to contest the filling of a position, there would
be no record of that process.

Solutions: Again, an outside entity should oversee this process to ensure fairness
as described in the merit promotion plan. Merit promotion files should be required
to be maintained for up to six years.

Other abuses in the HR office and in conjunction with management direction are
cash awards. Supervisors and managers are receiving awards, but not the worker
who accomplishes the work. Ron Cornelius received a very large cash award re-
cently, but nobody seems to know what it was for.

Customer service to IHS employees from the HR office is practically non-existent.

Final Statement: Each administrative program should be thoroughly reviewed
and corrective action plans be implemented. Performance of all managers at the Di-
vision level and above should be reviewed, corrected or the managers should be re-
assigned or retired. We used to review administrative programs annually, but I am
not sure if this is done now.

Employees are afraid to speak up. Managers have ordered staff not to say any-
thing if they are questioned by investigators.

The personnel office is only a part of the problem. There are other organizations
in the Area Office that are a problem. However, I believe the problem begins at the
top. As service unit personnel hear about what is going on in the Area Office, there
is a negative effect.

Thanks
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It is unfortunate that many of our tribal members have died due to lack of proper
care and treatment. This is long overdue and has been a topic of controversy for
many years—it just did not start five years ago. We all know that IHS provides sub-
standard care to tribal members. The IHS facilities have rotating doors for their em-
ployees and do not promote continuity in quality health care.

There have been many occurrences that tribal members health care was not a
high priority to IHS. The IHS Staff are the priority. It’s obvious—Ilook at our facili-
ties—cheap not adequate to serve the population.

The federal government has a TRUST REPSONSIBILITY to provide health care
to tribal members, however that has been the unaddressed issue for many years.

There was mention of SELF-DETERMINATION on the part of the Tribes in the
Great Plains, unfortunately tribal leaders do not have the business savvy to operate
this type of operation especially because of the consistent under-funded specifically
for our health care in general. IHS should downsize and reorganize to decease the
administrative overhead throughout the organization.

BoniTA MORIN, MSW

Community Research Liaison, Cankdeska Cikana Community College

My testimony of incidences of medical malpractice at THS:

I was given an IUD and hormones at the same time causing unceasing bleeding
had to go to the ER in Florida.

I broke my foot went to the er no exray tech sent home no treatment. Went back
to THS it was already mending no referral to fix it. Had to rebreak it myself to get
it set could not walk on it or get it into a shoe. No referral out. Emergency room
has long waits and they forget about you a lot of the time. I also had a hysterectomy
through IHS and am now having bladder issues. Referral denied because its not life
or limb . I need a referral to a Urologist. Picked up meds for a diabetic no needles
included. Got a prescription for a sever eat infection took 4 days to get the meds
in then they mysteriously found them. All this is incompetence and mismanage-
ment. Considering getting and attorney. It would be a great service to our people
if these things no longer occurred. Thank you.

To you, my very best wishes.

Sincerely,
CONNIE CORWITT

I am forwarding this information as my testimony to how management conducts
business at Fort Yuma Service Unit. The Acting CEO, Dr. Harry is a crony of Phoe-
nix Area Office. He is a long time retired Commissioned Corp Officer and Dentist.
I have been told he is in his 80’s. I have seen him going through garbage cans in
the clinic and staff break rooms. He asks the same questions, or re-tell stories he
already mentioned. It has been my experience with the Indian Health Service that
Corp Officers are hired without competition. They are rehired back after retirement
without competition to work as a civilian( cronyism?) or Contractor. The Federal
Policy for retirement is 70 years old unless there is some kind of special permission
granted to work beyond the retirement age requirement.

It is a fact that Corp Officers are very expensive to employ when there are civil-
ians available who cost about half the amount. This practice of unnecessary hiring
Corp Officers consumes a huge amount of resources that could be better spent on
direct patient care.

SARAH SCHMASOW
Yuma, AZ.

Dr. Russell,

Chief Medical Officer,

Phoenix Area Indian Health Service,
Phoenix, Arizona.

Dear Dr. Russell,

I would like to report the ongoing issues at Fort Yuma Service that I believe are
a result of some preconceived notions and hear say about my job duties/performance.
The action taken against me has created a “hostile work environment.” I have had
to endure the shadow cast over me that I believe was created by Ms. Amy Hamlet,
Helen Safford, Shannon, Beyale, Commission Corp Officer, and Robert Harry Acting
CEO, Fort Yuma.

The first incident is when I was at a Health Educators meeting at Phoenix Area
Office in June 2015. Ms Shannon, Beyale was rude, disrespectful and appeared agi-
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tated when I would participate in the discussions. She would not allow me to do
my presentation of my activities at Fort Yuma. The other three Health Educators
were allowed to take up almost the entire time for their presentations. I was left
with maybe 5 minutes. When I started my presentation, Ms. Beyale cut me off
abruptly saying Dr. Mac Intyre was scheduled to do a presentation on “Historical
Trauma”. Ms. Beyale said I would be allowed to finish my presentation later and
that never happened. Ms. Beyale appeared hostile and disgusted when I talked
about historical trauma and utilizing Native American approaches to healing.

I was purposely ignored during the entire meeting and the other 3 health edu-
cators participated fully in the discussions. I was excluded from the free time activi-
ties too with the group.

When I returned to Yuma, I was told that someone from Area Office called and
said I wasn’t prepared for my presentation and I had left early one day. I explained,
to my Supervisor, Cynthia, Long that I had a unexpected medical issue and had to
take my granddaughter to her medical appointment. I took sick leave for the 90
minutes I left the meeting.

I am not quite sure how Ms. Amerita ,Hamlet, Corp Officer became aware of the
situation but after ,my supervisor told me Ms. Helen, Safford had shared this infor-
mation with Ms. Hamlet. Ms. Hamlet told me that she was not sure how Ms,
Safford got the information and that someone from Area Office was hating on me.”
The only person who I deduced might be responsible was Ms Beyale. I didn’t report
Ms, Beyale because I was concerned she might retaliate if I reported her disrespect-
ful and hostile behavior towards me. I let this go but now I am experiencing the
racist and discriminatory treatment by Ms. Beyale and Robert Harry.

I have always been respectful to Ms. Beyale. She is 20 plus years my junior. I
am also aware the Commission Corp Officers are held to a very high standard of
conduct which in my case Ms. Beyale doesn’t apply when she interacts with me.

I am now faced with the recent encounter with Ms. Beyale during a site visit to
Fort Yuma Service Unit. It was my understanding, Ms. Beyale’s role is to act as
a Consultant and Advisor to help me with the Health Education Program. That
didn’t happen because Ms. Beyale appeared to have a hidden agenda that I later
realized after her outburst of shouting at me while we were alone. She told me in
a very hostile loud voice of disgust, she was tired of hearing about the Beading
Therapy and my mentions of Historical Trauma! My approach to Health Education
is culture based which is reflected in the Mission Statement of the Indian Health
Service to provide Culturally Sensitive Care.

Ms. Beyale’s response was perplexing to me because when the AAAHC came to
do the site visit this past September 2015, my Health Education Approach got the
highest praise! My approach is from Native American Traditional thought and prac-
tice.

For some reason Ms. Beyale is downright hateful that I utilize Bead Work as a
means and antidote to address stress and substance abuse issues. My Beading Ther-
apy class was stopped by the Acting CEO, Mr. Harry for some mysterious reason
without explanation.

Ms. Beyale email to Robert Harry, Acting CEO, stated I wasn’t responding to her
request for a date to do a site visit. I explained and apologized for the delay but
it takes time to make all the arrangements to visit with all the programs I work
with in the two tribal communities I work with.

I proposed that we could meet in February because I had a commitment to train
the Cocopah ADAP Staff and the January date her and Mr. Harry agreed on wasn’t
going to work. I believe Ms. Beyale’s motives for emailing Mr. Harry was intended
to damage me by creating a hostile work environment and suspicion of my activities.

Ms. Beyale waited about 8 days before she would respond to the alternative date.
When she did email me back she cc’s my Supervisor and Mr. Harry. If Ms. Beyale
would allow me to communicate with the chain of command on my own, would be
a more respectful approach. When she cc’s other in her emails to me can be mis-
leading and can be concluded that I am being dishonest with my supervisor and Act-
ing CEO. This results in creating a Hostile Work environment for me.

Ms Beyale went into Mr. Harry’s office and closed the door and came out after
several minutes to join the meeting I was in. Before Ms. Beyale verbally attacked
me, she was invited to sit in on the Sexual Assault Team meeting I had to attend
before leaving on the planned tour.

After about 15 minutes into the meeting Ms. Beyale had a disinterested de-
meanor, pulls a bag of carrots out of her back pack and starts eating. We all know
how loud it is to chew raw carrots. I chose to ignore her loud chewing and partici-
pated in the meeting. We are not allowed to eat in the workplace when it’s not a
lunch or rest break.
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When I was ready to take Ms. Beyale on the tour of the programs I work with
she indicated she didn’t want to in spite of her email demanding a detailed agenda,
prior to her arrival. I sent her a detailed agenda of the afternoon activities and cc
it to Mr. Harry and Cynthia Long.

Again, I was not allowed the full benefit of a program presentation! She did not
want to hear about the abrupt directive by Mr. Harry gave me to not conduct any
Beading Therapy anywhere on Indian Health Service Property. When I tried to tell
Ms. Beyale about the issues preventing me from doing a good job, i.e. not allowed
ordering supplies for almost a year and unanswered questions and lack of super-
vision she was not interested.

All funds for health education was given to Yuma from Phoenix Area Office and
now Portland Area. Ms. Beyale warned me, “you won’t be able to spend these funds
before they take them back because of the fiscal year ending and the approving offi-
cials were too backed up.” I replied, then what good is it to send the money if I
can’ spend it down? I ultimately, wrote up a plan to have a series of professional
speakers come to train the staff and community on Diabetes. This plan was never
acted upon so at the least minute, I came up with a plan to spend down the funds
rather than send it back. I requested that all staff be allowed to attend the Annual
Diabetes Conference in San Diego. This effort was approved. I need to mention, Ms.
Safford was the Acting CEO during this timeframe and she is also Ms. Beyale’s di-
rect supervisor.

Ms. Beyale, I believe, was aware or should have been, I had no budget for Health
Education in 2015 or 2916. This lack of funds has negatively impacted Health Edu-
cation. Mr. Joe Law from Portland Area did however send me $10,000 for 2016 but
I am not allowed to spend those funds either. Dr. Berkley made a statement long
ago that I never forgot, “If you have no budget, you have no mission.” Given that
realization you can imagine how I have managed to do my job.

Further, my supervisor suggested since Mr. Harry would not allow me the
preapproved comp time to conduct the staff stress management program. Ms. Long
suggested I come in later.

However, when I followed Ms., Long’s directive, Mr. Harry came to the room
where we meet and pretended to be looking through a box of chocolates on the table.
He asked me what I was doing. I replied that my Beading Class meets on Wednes-
days 5-7 pm. He said, “Did your supervisor tell you I won’t approve comp time?”
“I responded, she said to just come in later and I did.” The next day Ms. Long came
to tell me Mr. Harry directed her to tell me that I had to request 2 hours of my
annual leave to cover coming in 2 hours late. I did as directed until I could file a
grievance or EEOC complaint.

While I met alone, behind closed doors, with Ms. Beyale, she was across the desk
from me glaring at me. I asked her, “Why she looked so angry at me?” She was
shaking, teeth clenched when she responded, “I am so tired of hearing about the
beadwork and historical trauma!” She went on to say the other Health Educators
didn’t want to hear about it either from me. So, why is it ok for a Non-Indian (Dr.
Maclntyre retired Corp Officer/friend of Ms. Beyale) to talk about it and not me?
She responded, that’s all you talk about.” I replied, because this is at the root of
most of the health issues Native Americans have.

The Beading Therapy has a successful track record in attracting participants!

Ms. Beyale’s behavior toward me was hostile and I requested that it might be bet-
ter to have someone else come to work with me since she can’t keep her personal
feelings against me out the work we needed to get done.

I asked, Ms. Beyale who her supervisor is but she would not tell me. I did find
out that Ms. Safford is. I asked Ms. Beyale to wait until my supervisor joined us
but with a look of disgust, grabbed her back pack, abruptly walked across the room
to Mr. Harrys’ office and sat down smiling sarcastically at me.

I told Mr. Harry he needs to get someone else more impartial to oversee Health
Education because Ms. Beyale can’t be civil to me.

I was so upset afterwards, I had a Nurse check my blood pressure, seen a provider
and went home on sick leave. I am at home now still feeling the effects of the hor-
rible treatment. Ms. Beyale’s behavior is outrageous, unprofessional, abusive, and
uncalled for!

After realizing all the connections between Mr. Harry, Ms. Safford, Amy Hamlet
and Ms. Beyale, I noticed how my position was being undermined and sabotaged!
This conduct, I believe constitutes discrimination, retaliation and cronyism.

There are Federal Laws that protect the employees from this type of treatment.
I believe, Ms. Hamlet is aware I wrote a formal complaint against her and I spoke
personally with Dr. Russell regarding her conduct.
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I have given Ms. Beyale every opportunity to be fair with me but apparently she
can’t. I suggest that Mr. Joe Law, Acting Health Education Director help me with
the Health Education program.

Lastly, just as a mention, the Beading Therapy is in the process of being accepted
as a best practice for Native Americans. When I mentioned to Ms. Beyale about this
she was clearly disinterested and dismissive.

I have to also point out, that almost simultaneously, there was a hearing going
on in DC with the Indian Health Service Officials and the Senate Committee on In-
dian Affairs. There was extensive testimony on Historical Trauma by Indian Health
Service officials and Cronyism.

So, I really am at a loss, why Ms. Beyale is so hateful to me when I mention it.
Her conduct and influence she has with Mr. Harry has created a substantial
amount of duress, stress and Hostile work environment for me. I am home today
on sick leave because I was so shocked and upset how Ms. Beyale treated me.

Furthermore, the series of events have the appearance of Discrimination against
Native American Culture and retaliation.

I am requesting a full investigation into this matter and that I am offered imme-
diate relief i.e. Administrative Leave from work until this matter is addressed.

Senate Committee on Indian Affairs—Thank you for taking time from your busy
schedule to conduct hearings on the Indian Health Services. We are in Albuquerque,
NM 87114. Attached are writings done on discrepancies existing within the Indian
Health Service Areas. All us Indian people hear is, we cannot do this due to budg-
etary shortfall. This statement is not true as Congress and the Presidents budget
always include increase in the budget. If we can help further, please call on us.
Frank and Corie Moran Adakai. Thank you so much for reading the following.

January 31, 2016
Director,
Headquarters Office Indian Health Services.

This letter is to address a very serious existing situation and affecting patients
in a very harmful manner. The continued practice of IHS physicians, without hesi-
tation, of prescribing Narcotics based Prescription Drugs to ease the pain or ail-
ment, has to come to a stop immediately. This practice is just a short term fix. It
is a known fact that as soon as the prescription drug wears off, the pain still being
there, the individual resorts to popping some more Narcotic based drugs to ease the
pain. In the meantime, individuals on pain medication becomes addicted and abso-
lutely cannot live without it. The Indian Health Services (IHS) physicians should
establish other alternatives such as consulting with a Pain Management Specialist
to pin point the real cause of the pain. Once this is done, proper treatment can be
identified. Within the past week, the Congressional officials sent out communication
to their constituents advising them to sign a petition. Some pharmaceutical compa-
nies are buying up existing drugs, often times cheap generic ones, and hiking up
their prices by large amounts to increase profit margins. In one of the worst cases,
a pharmaceutical CEO bought a drug that retailed for $13.50 per tablet and raised
it to $750 almost overnight.

These increasing prices come with repercussions for New Mexico’s most vulner-
able. It was reported that 540 drugs covered by Medicare Part D increased at least
25 percent in cost-per-tablet in a year.

In our state, where 255,414 seniors are enrolled in Medicare Part D, you can
imagine the financial toll these price hikes take. If this so, is IHS ready to pay the
increased amount?

The issue at hand is the prescription of Narcotic based drugs being prescribed by
the Indian Health physicians to patients. Every day you see individuals walking out
of the THS Pharmacy with two or three bags of prescription drugs. Most of the pre-
scription is Narcotic based drugs. We all know this is a short term fix. The real
cause of the pain or ailment is completely overlooked. In our immediate family we
have actually experienced the tragic aftermath of Narcotic based drugs for pain pre-
scribed for over thirty years, by the Indian Health Services physician. Our imme-
diate family was very concerned over this long period of time, until in August of
2015, we did something about this. The IHS physicians in Belcourt, North Dakota
were excellent in quickly acknowledging the problem, and doing something about it.
During the treatment of our family member, they terminated the constant use of
Narcotic based prescription drug. During the process, our family member went
through the immediate after effect of withdrawal. It was not a very nice sight to
see. The physicians started working with our family member towards further identi-
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fying what was actually causing the pain. Presently, our family member is under
the care of Pain Management Specialist.

Therefore, again, we are officially and respectfully asking Indian Health Services
seriously consider reverting to working with Pain Management Specialist, and not
continue to prescribe Narcotic Based Prescription Drugs.

November 1, 2015—Document Number: 161-QASU-126—Chart: 48470 ATH

Pursuant to 42 CFR 136.25, this appeal is being filed.

On October 20, 2015 we received a letter signed by CDR John Rael. The letter
received outlined the following; Contract Health Services request for services on Oc-
tober 19, 2015. Request received October 8, 2015 and was for NM ORTHO ASSOC
& NM SPINE.

Request had been received to authorize payment for Medical Services. Careful re-
view of Contract Rules and Regulations was supposedly done and decision made
that ALBUQUERQUE INDIAN HEALTH CTR will not authorize payment for the
following reasons:

Lives outside Local CHS Area. Not eligible for Contract Health Services (CHS) be-
cause you do not live on the reservation and do not maintain close economic and
social ties with the local tribe(s) for which the reservation was established. Close
ties include marriage, employment or tribal certification (per 42 Code of Federal
Regulations 36.23 (1986).

Reference was also made IHS records show that we have health care coverage/
resources (such as private insurance, Medicare, Medicaid available to pay for this
medical care. (see 42 Code of Federal Regulations 36.61c (1990).

The letter further stated: Any unpaid balances should be promptly submitted to
the Indian Health Service Contract health Service Office for review.

It also states: If you have received a denial letter, but your alternate resources
have not yet been billed or paid, you are not necessarily being denied authorization
for PRC payment. The IHS is coordinating your benefits and waiting to receive noti-
fication of the remaining approved medical costs.

We do take exceptions to this denial letter for the following reasons:

1. Discrimination—We are solely being discriminated against by the very entity
directed to provide health services to all Indian people. We feel strongly the Treaty
signed between Indian people and United States clearly states that the Treaty will
provide health services along with other services. No where in the Treaty does it
state that certain class of individual Indian people will be denied payment for
health services.

2. There are over five hundred Indian Tribes within the United States who receive
benefits from the U.S. Federal Government through federal appropriation.

Just like any other programs and organizations, Indian Health Services uses the
most recent census of population as justification to seek federal dollars. We, even
though we reside within an Urban setting, are counted and our numbers are used
as justification.

3. Many of us decided to leave the Reservation to seek better educational and em-
ployment opportunities. Many of us are retired from what employment we were in-
volved with. Many of us have used what we learned from the white people.

They use to tell us, “SAVE FOR A RAINY DAY”. Many of us used that principle
statement and that is how we were able to save our money, invest, and bought
homes and land in an urban setting. We just did not stand in line waiting for a
free hand-out. Many of us thought about our family and procured Insurance and
Health Benefits. But still yet we are ostracized.

4. The following statements contained in the letter are erroneous: do not maintain
close economic and social ties with the local tribe(s) for which the reservation was
established. Close ties include marriage, employment or tribal certification.

We have maintained and still are maintaining close economic and social ties with
the local tribe(s). This is done for many years through the facilitation and consult-
ant work we do and have done with the local tribes, Navajo to the west and the
Pueblos up and down the Rio Grande. The patient, Corie Moran Adakai is married
to a Navajo and has been and going on 53 years. Corie Moran Adakai is an enrolled
member of the Ojibwa Tribe of Turtle Mountain Agency and does have an enroll-
ment number. This should satisfy employment and tribal certification questions.

5. The letter contains references to the Code of Federal Regulation. The regula-
tions cited are not law per se. It is only regulations and can always be changed as
needed. Times are changing and there is constant progress.

If references are made to citations within the CFR, then a copy of the applicable
CFR should accompany the letter. In this way, a review can be made by the person
who the denial letter was sent to. Of course, not everyone understands terminologies
used in the CFR.
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6. The following statement also contains errors and is totally misconception: THS
records show that we have health care coverage/resources (such as private insur-
ance, Medicare, Medicaid available to pay for this medical care.

We do have private health coverage and Medicare. We are not eligible for Med-
icaid, therefore, we do not have coverage under this provision. The medical records
should be revised to reflect this.

7. The denial letter is very confusing and the writer is talking from both sides
of the mouth. The letter stated: Any unpaid balances should be promptly submitted
to the Indian Health Service Contract health Service Office for review.

If you have received a denial letter, but your alternate resources have not yet
been billed or paid, you are not necessarily being denied authorization for PRC pay-
ment. The THS is coordinating your benefits and waiting to receive notification of
the remaining approved medical costs.

Our question is: Is the payment going to be made by IHS or not? I know this is
a form letter and it should be reviewed and updated reflecting changes to our con-
cerns and questions.

Sincerely,
CORIE MORAN ADAKAI

I'm 63 years old and an elder of the Cheyenne River Sioux Tribe in Eagle Butte,
SD. Forty one years of public services work and still working. My concern is the
competency of the Indian Health Services management people particularly a CEO
at Eagle Butte. An individual with NO medical background nor employment in the
health or medical fields. No college degree? I've known this CEO when he was a
rookie in law enforcement back in the late 1980’s and I think he’s served a few posi-
tions of work in the criminal justice system including Chief of Police for the local
Tribe and possible management positions in the BIA system. Up upon a couple of
years ago or so I was informed that he was the current CEO of the local Indian
Health hospital. I just about fell out of my chair when I heard this.

I was visiting with a professional friend of mine who’s husband recently retired
from the criminal justice field after forty years or so who had management experi-
ences in that particular field. I asked her how she would feel if her husband went
and applied for the CEO position in their local City’s big hospital. She said it would
be a joke and that he would never qualify for that position and would not be stupid
enough to think he would be eligible for that position in a different professional
field. I then told her what happened at Eagle Butte with the Indian Health Services
in hiring this new CEQO. She was shocked and appalled and felt for our Native peo-
ple as she heard so much negativity about the Indian Health Services management
issues.

For me and my personal medical issues getting services from this local hospital,
I have absolutely NO confidence and comfort in the hospital’s management here at
all. I personally know at least three people who had EEO grievances or complaints
against its local management. Also the nepotism here at the hospital plus the hiring
of people with no college degrees, professional experiences, etc. I personally know
of one person highly qualified who was passed over to hire one of the management’s
team members relative into that particular position. I AM ALL FOR REMOVING
THE UPPER MANAGEMENT OFFICIALS HERE AND TO HIRE OUTSIDE
HEALTH PROFESSIONALS TO MANAGE OUR HOSPITAL. SOME HOW AND
SOME WAY THIS NEEDS TO BE DONE.

DARYL LEBEAU

Dear Senators,

I am a physician/psychiatrist currently working in the Indian Health Service, and
have been here for 3%2 years.

The Indian Health Service is inefficient, bureaucratic, outdated, suffers from poor
leadership, and low moral.

Many of the problems with the Phoenix Veterans Administration (VA) Hospital
are problems at the Phoenix Indian Medical Center/IHS hospital, and the IHS in
general.

My recommendation is for eligible Native Americans to be offered a choice of pri-
vate health insurance plans, such as the Affordable Care Act provides, by which Na-
tive Americans and their families could obtain a health insurance plan that suits
them, is more efficient, and could provide quicker service of their health care needs.

The current system of the IHS providing clinics, hospitals would be slowly phased
out. This would provide a cost savings to the government and taxpayers.

Sincerely,
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DANIEL COULTER, M.D.

Dear Senate Committee

The IHS is disproportionately overburdened, serving such a high risk population
in many remote and underprivileged areas, yet seriously underfunded. Sadly, the
(IiHS does not receive due credit and consideration for the excellent work that they

0.

Between 2012 and 2014, all 13 of the IHS’ birthing facilities gained the WHO’s
prestigious Baby-Friendly designation. Baby-Friendly is an international designa-
tion earned by over 20,000 hospitals worldwide, yet fewer than 10 percent of U.S.
facilities are designated, compared to 100 percent of IHS facilities. BFHI promotes
optimal, evidence-based care for mothers and infants, and each hospital is des-
ignated by Baby-Friendly USA, an external organization performing an onsite as-
sessment. IHS had the U.S. first Baby-Friendly hospitals in Arizona, New Mexico,
North Dakota, Oklahoma, and South Dakota. Early promotion and support for
breastfeeding, a major component of Baby-Friendly status, is critical in AI/AN popu-
lations where obesity and diabetes are high. As highlighted by the Lancet’s January
2016 Global Series on Breastfeeding, human milk offers strong protection against
these conditions, and breastfeeding could save 800,000 infant lives per year world-
wide, if practiced at the same level it is practiced in THS facilities.

Please respect and honor this outstanding IHS achievement which took place
under the medical leadership of Dr Susan Karol; an active, inspirational CMO for
the Agency.

Sincerely
ANNE MEREWOOD PH.D MPH IBCLC,
Consultant to the Indian Health Service Associate Professor of Pediatrics, Boston
University School of Medicine Associate Professor of Community Health Sciences,
BU School of Public Health

I understand people are passed over for positions—but I also know Mr. Cornelius
has been penalizing me professionally since he swept the embezzlement under the
rug.

Also—a woman in our department harassed me outside of the office and brought
that to the workplace. She had children with the Personnel Officer at the time, Mr.
David Azure who was friends with the Executive Officer, Tony Peterson and also
friends with the Finance officer at the time, Mr. Edmigio Violanta. Ms. Picotte
would harass me outside of work and then come here and use her position with
these men to try to get me fired.

Each time I applied for a position Mr. Cornelius brought this woman up and he
put her on my resume every application thereafter.

Twenty years later that woman has six kids with five different men and is no bet-
ter life situation today than she was in 1994.

My husband of 25 years and I bought a newly built home almost eleven years ago
and have one gainfully employed son in graduate school and another on his third
year of college.

When I applied for the next position in my career ladder after working 1900 hours
of overtime to reduce cash I was passed over and asked in my interview how my
past relationship with Ms. Picotte would affect my ability to do my job. Ms. Allery
then denied asking the question—and destroyed evidence? She had two pieces of
p}&liper with questions written on them and she was taking notes as I was answering
them.

Rather than go on and on—I will stop there—Never did Ms. Picotte and her har-
assment affect my ability to excel in my position. And if it did—why was I rated
Exceptional for all those years? And given awards and QSIs for my performance.

Ms. Allery was the Budget Officer for several years and prefaced every meeting
with me and the Accounts Payable Supervisor and the Accounts Receivable Super-
visor with “I don’t know what you do in your section but. . . .” Not to mention she
was selecting for a position when she herself was retiring.

Ms. Mary Godfrey did the same 2 years later. . .

I fear Retaliation.

KATHLEEN BANKSTON

I am in full agreement with the delegation from I believe Rosebud in their testi-
monies regarding Robert McSwain’s inability to address critical reports attesting the
critical needs and conditions of Indian Health Service Units not only in the Great
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Plains Region, but across Indian Country and after seeing his person, he need to
retire. He looks overly tired and appears very uninterested. Senator Byron Dorgan’s
68-page Report of 2010 addressing the critical conditions of all the Great Plain’s Re-
gional THS was brought to the attention of McSwain in my letter addressing the
Standing Rock Sioux Tribal Council’s requesting its current CEO, Jana Gipp be
placed replacing Winona Stabler without competition. I provide much documenta-
tion on my opposition to this practice, however, never received a response. All to
the Great Plains Regional’s Chairman’s Health Board without a response. There is
no monitoring or follow up by those contracting officers or employees whose respon-
sibility is to provide technical assistance. And Yes, there is reprisal to employees
who dare to speak out about deficiencies witnessed. McSwain lied. Since a majority
of the Tribal Councils across Indian Country are corrupt and visionless, there is a
dire need to get down to the grassroots people for identification of crucial health
needs. The overload of programs on our reservation are only to provide salaries for
those occupying these programs who are usually family members, relatives or
friends of the tribal council so unqualified for the programs they are servicing. This
has been a pattern of practice for decades and will not be eliminated overnight. Now
that federal funding cuts are being manifested tribal councils will be forced to view
its defiiencies and its resources to meet its memberships’ medical needs and find
out its resources are now limited. The health conditions of the poor are devastating
and inhumane on our reservations, and this is a fact. The tribal councils are incom-
petent as well. Senator Thune needs to hear from the grassroots now either through
hearings, phone, emails or regular postal mails. Some of our membership are threat-
ened to sign up under the Affordable Health Care Act or its IRS refund will be with-
held. This is ridiculous! The current employees of all IHS needs to be assessed with
background checks for drugs and other unethical practices. *
LENA TOLEDO

Senate Committee on Indian Affairs

My name is Brandon Gypsy Wanna. I am employed by the Sisseton Wahpeton
Oyate of the Lake Traverse Reservation. I work in our Community Health Edu-
cation Program as the Wellness Coordinator. I know many people in the world go
without health care because they can’t afford it; I am thankful to have the Indian
Health Service. However, this doesn’t mean we should have inadequate care.

Below I have listed what I feel should be known about the Woodrow Wilson
Keeble Memorial Health Care Center. (IHS, Sisseton Service Unit)

Patients are not informed about what laboratory tests are being ordered on them;
especially the HIV screening tests. As part of my job, I organize screening events
in the community. At these events several people have informed me they were al-
ready screened at IHS and they found out about it from Pharmacy when they were
picking up medication refills. I wrote a formal complaint about this issue. I received
a repsonse stating that all people are told exactly what tests are being ordered for
them. However, months later, I am still getting reports from people that they aren’t
told what lab tests are being ordered.

Many Native employees are being “forced” out because supervisors and adminis-
trative staff create and/or foster a hostile work environment and harass the native
employees. Native employees are scrutinized on attendance, leave, breaks, etc.
Often, the supervisors are getting advice from the area office.

Current native employees are afraid to speak up about wrongs they see. I know
of at least 2 people that followed the process of filing a complaint on either their
co-workers or supervisor. Both were fired. They filed wrongful termination and of
couse won their cases, however, the conditions at the facility still have NOT
changed. They are still working in a hostile environment. The supervisors of these
employees were never reprimanded and one got promoted to the area office.

Thank you for your time and allowing me to submit my letter.

BrANDON GYPSY WANNA

First I want to share with the committee that I am a dedicated employee of the
Great Plains IHS, a veteran of the US Army, Commissioned Officer of the South
Dakota Veteran’s Commission, and a proud Lakota enrolled in the Cheyenne River
Sioux Tribe.

Ever since I could remember, our people encouraged us to leave the reservation,
get an education and come back to help our Tribe. With that said, I did just that.
I joined the US Army and served my country. I attended college and received my

* Attachments have been retained in the Committee files.
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Bachelor’s in Business Administration with a focus in Marketing and then went on
to earn my Master of Management/HR Management. I started working for the Bu-
reau of Indian Affairs as the Administrative Officer and then I moved into Indian
Health Service as a Contract specialist. I then moved into another area of Office
of Tribal Programs as a Health System Specialist.

Before taking on the position in the Office of Tribal Programs, I was assured that
if I enjoyed working with Tribes and helping them that this was the direction to
take. I was told that this position was important as we would act as the liaison be-
tween the THS and the Tribes. How awesome was that? I love working with our peo-
ple, and I love the fact that I can make a difference. This of course has not been
the case. Our office is supposed to support the Tribes in their efforts to 638. We
receive proposals, resolutions, request for additional funding and in turn we are to
provide assistance or respond with a declination. In my opinion, we have failed, mis-
erably. I was given the task of responding to letters received that were over two
years old! Some of those letters are still sitting with no signature. A family wrote
a letter of complaint in regards to being declined for direct services. These letters
are now going on three years old. The Area Director letter is yet to be mailed to
the family. This is only one example. We have 90 days to respond to a proposal
mailed in by the Tribe. Many times we miss the deadline and if the Tribe doesn’t
follow up, it slips through the cracks. If not, we have to send out funding that may
not fit the criteria because we are tardy in our response time. This happens over
and over. Who audits the Area office? I do not see an audit of whether or not we
are following the law. I cannot submit the letter as evidence do to privacy, but the
committee sure can come and ask during their investigation.

I have been in my current position for almost three years. My supervisor holds
a high school diploma and my second line supervisor holds a GED. They have
wrapped themselves up in a fictitious world of their own which includes their rules.
Although they have years of “experience,” their experience has not impressed me.
They take their time in responding to the Tribes’ needs, and they protect their jobs
by not doing what they were hired to do. They were hired to support the Tribes and
help the Tribes become self supporting. Instead of doing this, they stand in the way
of progress. They avoid Tribal needs and give the Tribes the “run around.” I have
sat and observed their unprofessional behavior. I have been told to add “fluff’ to
letters. These 1-2 page responses to Tribes only add confusion. Many Tribes just
give up because the hassle becomes time consuming.

Currently I have a sexual harassment, hostile work environment and retaliation
claim against my supervisor Sandy Nelson and the former Area Director Ron
Cornelius. I have attached my last pre-hearing report for EEOC No. 443-2015-
00088X, Agency No. HHS-THS-0290-2014 and the current retaliation documents
that occurred in December 2015. *

For almost two years I have sat here putting up with continued retaliation and
a hostile work environment. I have two written, unjustified reprimands that sit in
my personnel folder that will sit for a total of two years. I provided rebuttals on
the reprimands but not once did I receive a response from Mr. Nelson. In all of my
career, I have never received a written reprimand, in a matter of six months fol-
lowing my EEO formal complaint, I received two. I have continued to decline in my
personnel evaluations. My supervisor has increased percentages to over 90 percent
just in order for me to pass at an acceptable level. If I wasn’t passing with less than
90 percent, how am I to perform over 90 percent. It is called setting me up for fail-
ure. The attached documents will give you a very small insight to the broken EEO
process. Every day I come to work and an unhealthy environment. Why do I stay?
I have a family to support and as I sit here tortured daily, I job search for a better
place, a place where the stress level has to be a lot lower. I have been “black listed.”
I have had interview after interview with no job offers. I had no problem with get-
ting jobs in the past, after all, I do hold three college degrees, and I bring a wealth
of experience any position. All I can assume is that my personnel file must contain
something in regards to my recent EEO activity. For over two years, this haunts
me and follows me. My supervising staff treat me like a receptionist. I write cor-
respondence letters and forward emails mostly. I am happy that I am well versed
in MS Outlook. Needless to say, I have been trying to find a way out of this position
for a long time. I will continue to search daily for an opportunity and hope that one
day a prospective employer will see the potential I hold. I am a hard worker and
feel that I am dedicated. At one time, I was a loyal employee. I cannot say I am
that now, not in Indian Health Service. Mr. Cornelius, former Area Director of the
Great Plains, was an enabler and the HHS zero tolerance policy on retaliation and
sexual harassment is just words. No meaning behind them as managers are not pe-

*The information referred to has been retained in the Committee files.



223

nalized for their actions. Heather McClane once worked at the Great Plains Area.
I heard that she recommended the removal of Richard Huff for HIPAA violations.
Ron Cornelius retaliated against her and took job duties away and gave them to
Rachel Atkins. Randy Jordan and his girlfriend were resolutioned out by the Winne-
bago/Omaha Tribe but were given jobs at the Area office. Randy Jordan is a GS—
15 who reports to a GS-14. Teresa Poignee, his girlfriend failed to make the panel
for a IT position. Scott Anderson, former IHS employee in charge of the IT depart-
ment, refused to hire Teresa in the position. Richard Huff took away Scott’s hiring
authority and took it upon himself to hire Teresa in a position she does not qualify
for. Ron Cornelius retaliated against Mr. Anderson, instructed him to move from
Sioux Falls to Aberdeen where he and his family resides. Mr. Anderson went on ter-
minal leave and applied for retirement. His last day was his first day in the Aber-
deen office. Only lower level staff are harassed, retaliated against or worse, fired
for their actions. There are reasons why there are problems in the field. It begins
with the behavior at the Area office and the unethical behavior of staff in adminis-
trative positions.

I watched the Senate Hearing and couldn’t help but cry at the stories I have
heard. My father passed recently but suffered years and years of being
misdiagnosed at the Indian Health Service. I lived back on the reservation for a
short time. I could have used the Indian Health Service instead of paying for insur-
ance, but I did not. I paid for insurance as I was aware of the care that IHS pro-
vides. Going for an immunization or a common cold was the most I could trust the
facislity. My life and lives of my family are too important not put all my faith in

HS.

I see that my problems are small in comparison to others who have lost loved ones
in the Indian Health Service because of misdiagnosis or improper medical care at
a facility. I shared my personal experiences to prove the issues are deeper than the
Senate Committee knows. To solve these issues, the Senate Committee has to make
change at the highest level of administration. Those like my supervisor who come
to work when he feels like it, makes sexual comments at females, carries on with
unprofessional behavior and doesn’t do his job. The Indian Health Service needs to
be proactive in hiring educated individuals in positions of GS-9 or higher. THS
needs to stop hiring high school graduates in positions of power. The problems will
not stop in the field because the decision made in the Area office are not on the
same level of those in the private sector. A secretary in the Aberdeen IHS can be
paid over $90k a year, and I am almost certain they have no education to back that
salary up. People in the private sector with degrees don’t make that much money.
I have seen time after time the jobs that have been created for area staff. Rhonda
Webb, Special Assistant to the Area Director, holds such a position. She is a li-
censed cosmetologist yet she made the panel for a GS—14 making over $97k a year.
I know plenty of hairdressers who don’t make a third of that. The job was created
for her and many others who made the panel, who hold higher education degrees,
were passed up. No interviews were conducted. Why? Because this job didn’t have
an education requirement. Like many other GS-14s and higher, you just have to
know the right people to move up in the IHS. These uneducated individuals never
had to take an English writing class, MS Excel class, MS Word class, the list goes
on, but yet, they hold a dream job with benefits and high paying salaries. I person-
ally have taught my co-worker, who has been in the government for over 30 years,
how to set up a reoccurring meeting request in MS Outlook. This is high school 101
and she has no clue. Yet, she is in charge of working on audits with Tribes. She
is a GS-12, step 10.

I work in a department where I am not allowed to even talk to members of the
Tribes without be scolded or verbally reprimanded. How can I provide services to
the Tribes if I am not allowed to talk to the Tribes? I know many people from the
Tribes. I grew up on a reservation and experienced the many hardships that people
face today. Indian Health Service was my medical provider my entire life. Luckily
for me, I didn’t have major health issues. Before we can fix problems at the local
agencies, we need to clean up our Area office. Find out the real issues and find out
how staff are treated. I have attached an example of a form of dictatorship in an
email for the committee to review. Upon my arrival back into the office from leave,
I received an email that was disturbing to me. I was also told that I am not allowed
to “share” outside of the department. This email stated that we were not allowed
to enter the Area Director’s office without an appointment. This was the new “Office
of the Area Director Protocol.” It is apparent that the Area office lacks knowledge
of the definition of transparency. The atmosphere in Indian Health service is scary
and a part of me is scared to send this testimony, but I feel it is important. It is
important that he committee understand the foundation that has been created. I
have only worked in IHS going on four years and it has always been this way. Let’s
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find a way to clean up administration first and clean out the bad apples. If you don’t
get rid of the rotten apples, you will not see an improvement in any area of the
Indian Health Service.
Thank you for allowing me to send in my documents. I am positive I missed some-
thing but am open to discussing or answering questions.
Pilamayaye!
KELLA WITH HORN

To Whom It May Concern:

In regards to the Re-examining the Substandard Quality of Indian Health Care
in the Great Plains; I listened to all the sessions and felt compelled to remark on
what had been discussed.

I am an Alaskan Native, I am an enrolled (descendant) member of Calista Incor-
porated and Cook Inlet Regional Incorporated (CIRI) descendant who received exem-
plary care at the Alaska Native Medical Center as run by the Alaska Native Tribal
Health Consortium (ANHTC). As someone who worked for IHS in the past and
someone who has friends who work for IHS or who receive care through the IHS
facilities other than the Alaska Native Medical Center, I can honestly say that if
I needed care through IHS in any area other than ANMC, I would willingly go into
debt before being seen at any of the facilities that are in the Lower 48. I place a
high value on my life and I feel that THS does not place that same value on my
life in regards to my healthcare.

Although I do know that the Great Plains Area needs quality physicians and
nurses and needs to bring the hospitals out from under immediate jeopardy; did no
one think to mention that some of the problems that have led to the issues at Great
Plains Area starts with the lack of training that ALL staff do not receive?

It takes months to become hired through the Indian Health Service. One applies
for a position through USAdJobs.gov or through the IHS website, then one must wait
anywhere from two weeks to six weeks until the closing date of the position before
one is notified if one has been referred to the deciding official. Another two to six
weeks before one is notified that one has been approved for an interview. Why? Be-
cause a panel must be put together that includes at least three or more individuals
who have the same or slightly higher (or lower) qualifications for the position adver-
tised and that all individuals must have proven that they are either American In-
dian/Alaskan Native through the B.I.A. Approved Form 4432.

Once one is interviewed, it takes another two to six weeks before one is contacted
by a member of Human Resources that they have been chosen for the position. Once
one accepts the position; an immediate barrage of paperwork is either emailed to
them or faxed; or they must pick up and then fill out immediately and return imme-
diately to the HR Department before one can report to their duty station. This pa-
perwork is sent to the individual with little to no help from the HR Department.
Once the paperwork is approved, one is told where to report and whom to report
to.

One shows up on their first day, eager to make a difference in the healthcare
quality of the service unit or at the area headquarters and they are given little to
no TRAINING. The eager individual is expected to “hit the ground running, do not
ask questions and don’t make waves.” They are not given time to learn the systems
that they are expected to use such as the Electronic Health Records (EHR). If they
do receive training, it is very limited and in a rushed fashion, such as 30 minutes
on the “ins and outs” of the EHR from the Clinical Applications Coordinator (CAC),
they are not shown how to access the Indian Health Manual, nor given any desk
manuals or reference manuals that pertain to their position. If they ask for a copy
of their position description, they are told they don’t need a copy. They are expected
to know everything they need to know about their position from the moment that
they clock in.

This applies to ALL STAFF to include the nurses and physicians; how are they
to know the IHS EHR if they are not trained on how to use it? How are they to
know that they must provide clinical documentation on every patient and that they
must finish and correct any notes if they are not trained on the system? When they
ask for help or information; they are informed that they should know how to do
their jobs and just “deal with it.”

Staff are treated with contempt, lack of respect and they have no one that they
can turn to for help; how can we expect to help care for all American Indians/Alas-
kan Natives if they are not given the training that they need or how to report issues
without fear of retaliation? Fear of retaliation is very common and not just limited
to one area. What happens when contract doctors leave because their contracts
ended, they get their pay, which they are not supposed to receive until all their
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notes are completed. It leaves patient care and patient safety severely lacking, it
leads to medical charts being incomplete which puts patients at risk. That is not
acceptable; for anyone whether they are native or non-native.

Please, before more money is spent on hiring doctors, physician assistants, nurses;
and the accompanying support staff are hired; please ensure that the PROPER
TRAINING has and is taking place. Lack of adequate training results in unpro-
fessional standards of care. Training in customer care, proper documentation, poli-
cies and procedures should be standard when an individual is hired, no matter the
position. Training is essential to ensure that all who receive care through Indian
Health Services are given the best care in the nation.

Thank you,
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FACT: The GP Area Office has made it a common practice of recycling field oper-
ations staff from one ihs field site to another and sometimes these staff are dis-
cretely allowed to telework and or occupy unclassified duties at locations of their
choice.

Question. Why are these employees allowed to float from location to location with-
out being held accountable for their lack of performance or leadership at their pay
grade?

FACT: The Billings, Bemidji and Great Plains areas combined their Human Re-
sources departments and staff to improve the hiring process for all three locations.
The GPA created a Administrative Security Division that was to expedite the back-
ground checking process to assist with improving the hiring process also. There are
currently HR field staff that should be performing this work locally and all field su-
pervisor’s are required to complete approximately 80 percent of the HR process as
instructed by GPA HR staff. When the capital HR system goes down which is fre-
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quently, field staff are told the HR process is on hold until the system comes back
on line.

Question. What improvements in HR and ASD have been made? How long does
it take to get a position advertised? How long does it take to complete a background
check or verify credentials? Does IHS have a backup plan or process when the HR
Capital system goes down in order to keep the HR process moving? Do we need
these departments at the area level and or would the anticipated services be better
suited at the field sites?

FACT: The Great Plains Area has been informing field sites the GPA has a full
time physician recruiter, whom is allowed to telework from their home. GPA staff
have consistently pointed out that this recruiter has brought many new physicians
on board within the GP Area.

Question. Who are these new physicians and where have they been hired and
placed?

FACT: The Great Plains Administration is always informing on memo’s, email
announcements, etc., the fact that they are a TRANSPARENT organization.

Question. What is the GPA’s definition of transparency? Does the support staff in
the area office feel they are afforded organizational transparency? Does the field
sites fell they are afforded organizational transparency? How many official EEO,
Union and Administrative Grievances has the GPA been investigated for in the last
ten years? How many have been settled in favor of the IHS in the last ten years?
How many were settled in favor of the complainant in the last ten years? How much
mone;; has been paid out by the GPA in the last ten years as a result of the out
comes?

MAIN Question. Mr. Cornelius, Do you feel the great plains area really needs a
great plains area office if this is the type of leadership and guidance that you and
your staff make available?

SCOTT SORENSEN

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. JAMES LANKFORD TO
ANDY SLAVITT

Many small businesses that supply home medical equipment to their commu-
nities, a significant portion of which are seniors and thus Medicare beneficiaries, are
struggling to continue doing business because of losing bids during Round 2 of the
DMEPOS competitive bidding program. You may be aware that, of the bid winners,
several of the “new” DME suppliers doing business in Oklahoma are from out-of-
state. Oklahoma is now being threatened with an access problem to quality, local
suppliers with which communities are familiar. During my travels across our state,
I am hearing that many of the small, family-owned businesses that have been able
to keep their doors open despite losing out in the Round 2 bidding process are now
the subject of an audit by either a Recovery Audit Contractor (RAC) or a Zone Pro-
gram Integrity Contractor (ZPIC). I am told that the combination of the losing bid
followed by the daunting reality of audit compliance and reimbursement with-
holding is a knockout punch for those businesses who have managed to hold on
post-bid loss.

Question. What resources, programs, or funding opportunities are available for
small businesses—specifically those in the durable medical equipment space -who
failed to secure a winning bid under DMEPOS competitive bidding program, and are
now the target of a CMS audit, either through a RAC or a ZPIC audit?

Question. What can CMS do administratively to avoid putting DME businesses in
this dangerous position?

Answer. Medicare’s Durable Medical Equipment, Prosthetics, Orthotics, and Sup-
plies (DMEPOS) Competitive Bidding program has been in effect since 2011 and is
an essential tool to help Medicare set appropriate payment rates for DMEPOS
items, save money for beneficiaries and taxpayers, and ensure access to quality
items. Prior to the DMEPOS Competitive Bidding Program, Medicare paid for these
DMEPOS items using a fee schedule that is generally based on historic supplier
charges from the 1980s. Numerous studies from the Department of Health and
Human Services’ Office of Inspector General! and the Government Accountability

1See, for example, Comparison of Prices for Negative Pressure Wound Therapy Pumps, OEI-
02-07-00660, March 2009; Power Wheelchairs in the Medicare Program: Supplier Acquisition
Costs and Services, OEI-04-07-00400, August 2009; Medicare Home Oxygen Equipment: Cost
and Servicing, OEI-09-04-00420, September 2006.
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Office2 have shown these fee schedule prices to be excessive, and taxpayers and
Medicare beneficiaries bear the burden of these excessive payments.

Under the program, DMEPOS suppliers compete to become Medicare contract
suppliers by submitting bids to furnish certain items in competitive bidding areas
(CBAs). After the first two years of Round 2 and the national mail-order programs
(July 1, 2013—June 30, 2015), Medicare has saved approximately $3.6 billion while
health monitoring data indicate that its implementation is going smoothly. There
have been few inquiries or complaints and our real-time monitoring system has
shown no negative impact on beneficiary health outcomes.

CMS is required by law to recompete contracts under the DMEPOS Competitive
Bidding Program at least once every three years. The Round 2 and national mail-
order program contract periods expire on June 30, 2016. Round 2 Recompete and
the national mail-order recompete contracts are scheduled to become effective on
July 1, 2016, and will expire on December 31, 2018.

During the implementation of this program, CMS adopted numerous strategies to
ensure small suppliers have the opportunity to be considered for participation in the
program. For example:

e CMS worked in close collaboration with the Small Business Administration to
develop a new, more appropriate definition of “small supplier” for this program.
Under this definition, a small supplier is a supplier that generates gross reve-
nues of $3.5 million or less in annual receipts including Medicare and non-Medi-
care revenue rather than the definition used by the Small Business Administra-
tion of 6.5 million. We believe that this $3.5 million standard is representative
of small suppliers that provide DMEPOS to Medicare beneficiaries.

e Further, recognizing that it may be difficult for small suppliers to furnish all
the product categories under the program, suppliers are not required to submit
bids for all product categories. The final regulation implementing the program
allows small suppliers to join together in “networks” in order to meet the re-
quirement to serve the entire competitive bidding area.

e The program attempts to have at least 30 percent of contract suppliers be small
suppliers. During bid evaluation, qualified suppliers that meet all program eligi-
bility requirements and whose composite bids are less than or equal to the piv-
otal bid will be offered a contract to participate in the Medicare DMEPOS Com-
petitive Bidding Program. If there are not enough small suppliers at or below
the pivotal bid to meet the small supplier target, additional contracts are of-
fered to qualified small suppliers. Contracts are offered until the 30 percent tar-
get is reached or there are no more qualified small suppliers for that product
category in that competitive bidding area.

e The financial standards and associated information collection that suppliers
must adhere to as part of the bidding process were crafted in a way that con-
siders small suppliers’ business practices and constraints. We have limited the
number of financial documents that a supplier must submit so that the submis-
sion of this information will be less burdensome for all suppliers, including
small suppliers. We believe we have balanced the needs of small suppliers and
the needs of beneficiaries in requesting documents that will provide us with suf-
ficient information to determine the financial soundness of a supplier.

CMS continues to identify program integrity as a top priority and strives to be
a good steward of taxpayer dollars. We believe the statutorily required Medicare
Fee-for-Service Recovery Audit Program is a valuable tool to reduce improper pay-
ments. Ongoing enhancements to the Recovery Audit Program allow CMS to use Re-
covery Auditors effectively by identifying and correcting improper payments accord-
ing to a risk-based strategy. At the same time, these enhancements will increase
transparency, improve provider fairness, and lead to improved communication be-
tween providers and Recovery Auditors. For example, Recovery Auditors must wait
30 days to allow for a discussion request before sending the claim to the MAC for
adjustment. Providers can be assured that modifications to the improper payment
determination will be made prior to the claim being sent for adjustment. Recovery
Auditors also have 30 days to complete complex reviews and notify providers of their
findings, which provides more immediate feedback to the provider on the outcome
of their reviews. In addition, CMS instructed the Recovery Auditors to incrementally
apply the additional documentation request limits to new providers under review to

2See, for example, Competitive Bidding for Medical Equipment and Supplies Could Reduce
Program Payments, but Adequate Oversight Is Critical, GAO-08-767T, May 2008; Need to Over-
haul Costly Payment System for Medical Equipment and Supplies, HEHS-98-102, May 1998.
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ensure that a new provider is able to respond to the request timely and with current
staffing levels. 3

The Recovery Audit Program uses techniques similar to commercial sector recov-
ery auditing principles, such as using data analysis to identify improperly paid
claims, requesting medical documentation to help identify possible improper pay-
ments, affording debtors a dispute or appeals process, and establishing recovery/col-
lection processes. In addition, also similar to commercial sector recovery auditing,
Recovery Auditors are paid on a contingency fee basis and must pay back contin-
gency fees for review determinations that are overturned on appeal.

CMS is continuously working to improve collaboration between review contractors
to promote accurate and efficient reviews of Medicare claims while reducing pro-
vider burden and ensuring beneficiary access to needed services. We encourage pro-
viders to work with the Recovery Auditors or Zone Program Integrity Contractors
during the course of any reviews. Letters sent to providers when overpayments are
i(%entiﬁed include information on the potential for an Extended Repayment Sched-
ule.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. JOHN THUNE TO
ROBERT G. MCSWAIN

Question 1. What percentage of appropriated funds is used for administrative
costs throughout the entire Indian Health Service (IHS)?

Answer. The total Fiscal Year (FY) 2015 appropriation for IHS was $4.6 billion,
of which $3 billion (65 percent) was allocated to Tribes for them to run their own
health care operations and $1.6 billion (35 percent) remained at IHS for federally
operated health programs. Of the $1.6 billion Federal allocation, $191 million or ap-
proximately 12 percent was spent on administrative type costs such as: program
services, information management/technical support, patient accounts/business of-
fice, financial management, personnel management, and systems development.

The $191 million relates to the administration of Federal programs IHS-wide only
and therefore, does not include administrative costs incurred by Tribes or Contract
Support Costs. IHS remains committed to good stewardship of Federal funds and
to directing resources to activities, including essential administrative type activities,
necessary for the provision of quality health care to American Indians and Alaska
Natives.

Question la. In the Great Plains Area?

Answer. In FY 2015, the Great Plains Area’s appropriated budget authority was
$382 million, of which $113 million (30 percent) was allocated to Tribes to run their
own health care operations and the remaining $268 million (70 percent) was used
for federally operated health care programs. Of the $268 million Federal Great
Plains Area allocation, $29 million (11 percent) was spent on administrative type
costs. These figures relate to the administration of Federal programs Area-wide only
and do not include administrative costs incurred by Tribes or Contract Support
Costs. IHS remains committed to good stewardship of Federal funds and to directing
resources to activities, including essential administrative type activities, necessary
for the provision of quality health care to American Indians and Alaska Natives.

Question 2. In response to the 2011 Program Integrity Coordinating Council rec-
ommendations, which was formed to follow up on the 2010 Senate Committee on
Indian Affairs report “In Critical Condition: The Urgent Need to Reform the Indian
Health Service’s Aberdeen Area,” the then Aberdeen Area ITHS stated “Hospital
CEOs are being held responsible for ensuring that Accreditation Specialist/QAPI Co-
ordinators submit a Service Unit CMS Matrix to the Deputy Area Director-Field Op-
erations by the 30th of each month outlining the level of compliance with CMS Con-
ditions of Participation.” Please provide the committee with copies of any and all
of the above mentioned reports on file at either the Great Plains Area office or with
THS headquarters.

Answer. The agency would be happy to work with the staff separately on the doc-
ument request.

Question 3. How many IHS Equal Employee Opportunity (EEO) complaints are
filed in the Great Plains Area?

Answer. For FY 2015, there were 56 EEO complaints filed in connection with the
Great Plains Area.

3See Recent Updates to the Recovery Audit Program: htips://www.cms.gov/research-statis-
tics-data-and-systems | monitoring-programs [ medicare-ffs-compliance-programs [ recovery-audit-
program/recent updates.html
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Question 3a. How does this number compare with the other IHS Areas?
Answer. For FY 2015, there were a total of 79 EEO complaints filed in connection
with the other IHS areas combined.

Question 4. Additional, the 2010 Committee report indicated that ITHS repeatedly
used transfers, reassignments, details, or lengthy administrative leave to deal with
employees who had a record of misconduct or poor performance. Since 2010, how
many transfers, reassignments, details, or lengthy administrative leave have been
used in the Great Plains Area?

Answer. During FY 2010—FY 2015, the Great Plains Area processed 324 re-
assignments, 109 transfers, and 229 details. In addition, nine employees were
placed on Administrative Leave.

Question 4a. Of that amount, how many employees have had a record of mis-
conduct or poor performance?

Answer. Of the Great Plains Area employees identified above, seven have a record
of misconduct or poor performance.

Question 5. Great Plains Area IHS facilities have, and continue to be, cited for
leaving prescription medications unlocked and in patient access areas. What has
THS done to ensure that the correct process for prescription medication storage is
being followed?

Answer. THS is committed to ensuring proper controls over pharmaceuticals. THS
has developed new procedures related to controlled medications intended to improve
control of pharmaceuticals. The new procedures include enhanced security during
ordering, receipt, storage within the pharmacy, and storage outside of the phar-
macy, as well as the requirement for security features such as automated dispensing
machines, pharmacy locks, and video cameras. The processes also require IHS phar-
macies to submit monthly reports on inventories of schedule II controlled sub-
stances, quarterly audits for schedule III-V controlled substances, and an annual
physical audit on inventories of all schedule II-V controlled substances that must
be conducted by a senior level pharmacist from outside the service unit. IHS reports
to State Prescription Drug Monitoring Programs (PDMPs) in 26 States and is work-
ing in collaboration with other States where there are issues with either privacy re-
quirements, licensure requirements, or health management systems that IHS does
not have access to. IHS will continue to work to identify new strategies to further
improve its policies and procedures in this area.

Question 5a. What changes can be made to ensure long-term compliance?

Answer. See above.

Question 6. In the Consolidated Appropriations Act, 2016 (P.L. 114-113), Congress
appropriated $2 million to assist with accreditation issues at IHS facilities. Have
these funds been allocated? If so, on what date were they allocated?

Answer. Yes, funds were allotted to the Great Plains Area Office on March 8,
2016.

Question 6a. Additionally, please provide a spending plan for how these funds will
be used.

Answer. The spending plan for the $2 million included: $426,886 to Omaha-Win-
nebago; $910,313 to Pine Ridge; and $662,801 to Rosebud to purchase central moni-
toring systems for all three facilities and a laparoscopic tower at Rosebud. The
laparoscopic/arthroscopic tower is installed and in use at Rosebud. The Rosebud cen-
tral monitoring system has been purchased and will be installed in October 2016
with a “go live” date scheduled for November 2016. For both the Omaha-Winnebago
Hospital and the Pine Ridge Hospital the purchases are in the procurement process
and it is expected that both will have purchase orders issued by the end of Sep-
tember 2016.

Question 7. In 2013, then Acting Director of the IHS Yvette Roubideaux had indi-
cated that a feasibility study was conducted that justified the Great Plains Area de-
cision to relocate its information technology department from Sioux Falls, South Da-
kota, to Aberdeen, South Dakota. Please provide the committee with a copy of that
study.

Answer. A potential relocation of the information technology department from
Sioux Falls, South Dakota to the Great Plains Area Office (GPA) in Aberdeen, South
Dakota was contemplated by the GPA but, after conducting a reasonable search, we
have not located any information regarding the existence of a formal plan/study to
relocate the GPA Office of Information Technology (OIT) Department, including any
evidence that such a study was conducted by OIT or submitted to Headquarters OIT
for review.
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Question 8. THS facilities are now automatically designated as Health Professional
Shortage Areas. What steps are HRSA and IHS taking to increase the number of
eligible health professionals serving in THS facilities?

Answer. Having Health Professional Shortage Area (HPSA) Site Scores and an
up-to-date National Health Service Corps (NHSC) Jobs Center site profile is essen-
tial to attracting NHSC scholarship and loan repayment participants. The IHS Of-
fice of Human Resources (OHR) and HRSA’s Bureau of Health Workforce (BHW)
Shortage Designation Branch and Division of Regional Operations are working to-
gether to identify ITHS federal facilities needing HPSA Site Score or NHSC Jobs
Center site profile updates. HRSA’s BHW prepared information and web presen-
tations on the need for and how to update HPSA scores and NHSC Jobs Center site
profiles. This information was widely distributed to IHS Federal facilities. IHS OHR
also developed and distributed a fact sheet detailing how to update HPSA scores
and NHSC Jobs Center site profiles.

HRSA BHW also conducts 1,100 to 1,200 site visits annually to NHSC sites, in-
cluding THS and Tribal facilities. On these visits, HRSA staff meet with CEOs, re-
cruiters and Human Resources staff; conduct oversite and compliance activities;
meet with NHSC scholars and loan repayment recipients; and provide technical as-
sistance to sites (e.g., assisting in updating NHSC Jobs Center site profiles).

THS and HRSA continue to promote IHS facilities as service sites for NHSC schol-
arship and loan repayment recipients. As of January 2016, there were 396 NHSC
loan repayment and 22 NHSC scholarship participants at IHS and Tribal sites (in-
cluding 20 in the Great Plains Area).

THS is also working with the U.S. Public Health Service Commissioned Corps to
increase the number of applicants to the Commissioned Corps who begin their Corps
careers with an assignment in the IHS.

HRSA hosted a NHSC Facebook Chat titled “Finding Primary Care Jobs at High-
Need Locations” on February 3, 2016. IHS recruiters, including one from the Great
Plains Area, participated in this live chat session. Another Virtual Job Fair is being
planned with THS and other American Indian Health Facilities, highlighting current
job vacancies.

Question 9. What strategies are the IHS and HRSA implementing to increase re-
cruitment and retention of top quality health care providers?

Answer. The need to recruit and retain highly qualified health care professionals
to serve Indian communities is of critical importance to IHS and our Tribal and
Urban Indian program partners. Collaboration with HRSA programs is a key to our
success. IHS and HRSA work collaboratively to promote virtual events for both
agencies. IHS facilities will participate in four NHSC Virtual Job Fairs in calendar
year 2016. HRSA and IHS are working to promote the HRSA Nurse Corps. In Feb-
ruary 2016, there were 13 Nurse Corps loan repayment participants and five Nurse
Corps scholarship recipients working at IHS and Tribal facilities. IHS is also devel-
oping materials to promote the State Loan Repayment Program.

The IHS has developed many materials to assist Clinical Directors, CEOs and
others in recruitment and retention of health care providers. These materials are
posted on the ITHS Retention website at htip:/ /www.ihs.gov /retention/. HRSA also
assists IHS with retention of NHSC and Nurse Corps providers. HRSA provides the
contact information for providers and information on when the provider’s scholar-
ship or loan repayment service commitment will be completed. This allows IHS
managers and Area Office staff to follow-up with providers to work on retaining the
provider at the current facility or at another IHS site.

THS is working to address these shortages using existing authorities for incentives
to assist in the recruitment and retention of health professionals including:

e Title 5 and Title 38 Special Salary Rates

o Title 38 Physician and Dentist Pay (PDP)

o The 3Rs (recruitment, retention, and relocation incentives)
e Use of service credit to increase annual leave.

Title 38 Special Salary Rates have allowed ITHS facilities to offer pay that is closer
to what health care providers would receive in the private sector. Title 38 PDP al-
lows IHS to hire specialists, such as orthopedic surgeons, that would otherwise not
consider IHS employment.

Question 10. In addition to health care providers, there is also a need for top qual-
ity hospital administrators to properly manage and reduce bureaucracy at facilities
in the Great Plains Area. What programs and resources are available to recruit the
best hospital administrators to IHS facilities?

Answer. Attracting and retaining highly qualified and effective Chief Executive
Officers and other senior administrative leaders at IHS and Tribal facilities is es-
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sential to the success of Indian health care programs. Attracting these individuals
to small hospitals and health centers in rural and remote locations is an ongoing
challenge. IHS is able to offer incentives for these leadership positions including re-
cruitment, relocation and retention incentives, service credit for annual leave, and
setting pay above the minimum rate using the superior qualifications and special
needs pay-setting authority.

THS has previously worked to promote from within for hospital administrator po-
sitions. Currently under review is the potential of developing additional career lad-
der opportunities as well as cross-training and more robust administrator develop-
mental programs. The Public Health Service Commissioned Corps provides an addi-
tional resource for hospital administrators, on a limited scale.

Question 10a. Do you need additional authorities to recruit hospital administra-
tors or can existing authorities be used?

Answer. The THS Loan Repayment Program (LRP) is a valuable tool for recruiting
and retaining healthcare professionals. The LRP currently requires participants to
serve their obligated full-time clinical practice of such individual’s profession. Be-
cause health professionals appointed to purely administrative positions do not en-
gage in full-time clinical practice, they cannot benefit from the current LRP. Addi-
tionally, the Internal Revenue Service has determined that IHS loan repayment/
scholarship awards are taxable, reducing their value. The President’s Budget con-
tains two legislative proposals that address these problems. We look forward to
working with this Committee and to answer any questions or provide any technical
assistance you may need.

Question 11. What steps has IHS taken to include Tribal Governmental participa-
tion in the governing boards of the THS facilities in the Great Plains Area?

Answer. THS is committed to working in consultation with Tribes, including those
in the Great Plains Area. It is the IHS policy that consultation with Indian tribes
occurs to the extent practicable and permitted by law before any action is taken that
will significantly affect such Indian tribes. This means that it is IHS expectation
and the governing board’s obligation to engage affected tribes to ensure meaningful
and timely input.

It is important to note the IHS Director does not have the ability to delegate it’s
authority to run IHS facilities to individuals (elected tribal officials and other health
care experts) who would not be accountable to IHS, the agency responsible for run-
ning the hospitals. Without clear authority, we cannot ensure IHS hospitals will
meet the Centers for Medicare and Medicaid Services (CMS) accreditation. More-
over, governance board authority is extensive, and would include implementation of
procedures for employee recruitment, hiring, supervision, and dismissal, and requir-
ing hospital CEOs report to the board. Specifically, the inclusion of elected tribal
officials and hospital administration experts outside the IHS system on governing
boards raises legal concerns regarding inherently Federal functions, including the
supervision of Federal employees by non-Federal employees, the sharing of confiden-
tial information, and conflicts of interest. In addition, at a time when several THS
hospitals need to be completely reorganized to maintain CMS accreditation, it is es-
sential that authority over the operation of all hospitals remains clear and that THS
has the ability to affect change as needed.

Question 12. What steps is the THS taking to ensure that patients in the Great
Plains Area understand the difference between a medical referral for which no Pur-
chased/Referred Care authorization for payment is made, and referrals where pay-
ment has been authorized?

Answer. To ensure that patients clearly understand the different types of refer-
rals, THS is developing outreach activities and training materials to ensure Pur-
chased and Referred Care (PRC) patients and providers are aware of program re-
quirements. Program materials will identify and explain the difference between
medical referrals and PRC referrals authorized for payment. Staff will also incor-
porate this language into their daily use so patients and providers become accus-
tomed to and recognize the difference in referrals.

The Great Plains Area Office also developed a “Basic PRC Requirements” sheet
that was sent to all PRC staff at the service units with the intent of offering pa-
tients an outline of basic eligibility requirements and includes the PRC contact in-
formation at the service unit.

Question 13. GAO Report 14-57 recommended that the IHS separate reporting re-
ferrals from self-referrals and revise related to Government Performance Results
Act ;"eporting measures. What steps is IHS taking to implement that recommenda-
tion?

Answer. THS is working to implement GAO’s recommendation. As recommended
by GAO-14-57 Report (Indian Health Service: Opportunities May Exist to Improve
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the Contract Health Services Program), and with HHS concurrence in GAO-14-57
Appendix 1, the Office of Resource Access and Partnerships is developing the fol-
lowing two measures that will begin baseline reporting in calendar year 2016. PRC—
2 will track THS PRC referrals made by IHS providers and PRC-3 will track PRC
self-referrals where patients present to emergency rooms or urgent care facilities
outside of THS.

The recommendation refers to timeliness for processing provider payments. The
only self-referrals that will be tracked are those that are approved for PRC pay-
ment. No PRC payments are made for self-referrals that are denied. Self-referrals
occur when patients visit a non-IHS facility for care without pre-authorization, so
approved self-referrals will be tracked and denied self-referrals will not be tracked.

Question 14. What steps is ITHS taking to negotiate contracts to provide transpor-
tation/ambulance/air ambulance services in the Great Plains Area?

Answer. THS is committed to providing adequate access to these services in the
Great Plains Area. The Great Plains Area Contracting Office has negotiated agree-
ments at rates for 10 percent above the Medicaid rates for two contracts that are
in place to service the Area.

e The Eagle Air Med Corporation contract provides air transportation to the
Great Plains Area IHS, utilized for the purchase of emergency air transport for
medical necessitates throughout the GPA THS service area.

e Period of performance for Air Methods Corporation/Black Hills Life Flight is
May 15, 2015 through May 15, 2016 with four one-year options—May 15, 2016
through May 14, 2017, May 15, 2017 through May 14, 2018, May 15, 2018
through May 14, 2019, May 15, 2019 through May 14, 2020

Question 15. What strategies does IHS have in place to streamline the submission
of third party claims and ensure that payment is received in a timely manner in
the Great Plains Area?

Answer. THS is committed to facilitating the submission and payment of third
party claims. The Great Plains Area is implementing a number of strategies to im-
prove billing and payment for services delivered to patients with third party re-
sources. We are working wherever possible to implement electronic submission of
claims and transfer of payments, either directly or through a commercial clearing-
house. In addition, the Great Plains Area is working to implement strategies in-
tended to monitor the billing process so as to quickly identify and remedy potential
backlogs. IHS is committed to continuing to review and strengthen its procedures
in this area.

O
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