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Introduction 
On behalf of the Tribal Self-Governance Advisory Committee (TSGAC), I am writing to formally submit 
the top budget and legislative priorities identified by the Self-Governance Tribes. Self-Governance is a 
Tribally-driven, Congressional legislative option, whereby Tribal governments are authorized to 
negotiate annually to assume management and control of programs, services, functions and activities 
(PSFAs) that were previously managed by the Federal government. Self-Governance allows Tribes, as 
sovereign nations, to exercise their right to be self-governing and to take Federal program funds and 
manage them to best fit the needs of their citizens and Tribal communities. It is important to note that 
many of our recommendations include initiatives that protect all Indian Health Programs, Direct, Urban, 
and Self-Governance. Our goal is to ensure that all Indian Health Programs are considered a top 
priority regardless of the administrative arrangement or delivery system. 
 
The growth and success of Self-Governance, within the Department of Health and Human Services - 
Indian Health Service (HHS-IHS), is best documented by the 352 Tribes currently participating in Self-
Governance compared to the 14 Tribes who signed agreements in 1992. Self-governance now 
represents 63% of Tribal governments who operate $1.8 billion in healthcare programs each year. In 
addition, the Tribal-Federal relationship has improved under this authority and Self-Governance has 
become the most successful government-to-government policy to ever exist in the United States. 
 
Self-Governance Tribes convene a Tribal Self-Governance Strategic Planning Session to discuss and 
identify budget, legislative, and policy priorities. The priorities identified in the 2017-2019 National Tribal 
Self-Governance Strategic Plan have been included and organized in this testimony to match the areas 
discussed during the Budget Consultation.  

 

Human Services Priorities 
Establish a Self-Governance Demonstration Project that respects the tenets of the Indian Self-
Determination and Education Assistance Act (ISDEAA). 
Title VI of ISDEAA required the Secretary of HHS to conduct a study to determine the feasibility of a 
Tribal Self-Governance demonstration project for appropriate HHS PSFAs in agencies other than IHS. 
HHS submitted the required report to Congress in March of 2003. The report concluded that the 
demonstration project was feasible. HHS has since convened a Self-Governance Tribal Federal 
Workgroup (SGTFW) and issued a final report in September 2014 to guide implementation of the 
demonstration project. Expanding Self-Governance tenets translates to greater flexibility for Tribes to 
redesign programs that provide critical social services within agencies such as the Administration on 
Aging, Administration on Children and Families, Substance Abuse and Mental Health Administration, 
and Health Resources and Services Administration. Therefore, Self-Governance Tribes recommend the 
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establishment of a demonstration project to evaluate an expansion of Self-Governance and create 
greater efficiencies for federal spending. 

Recommended Action:  Develop and adopt a plan that advances recommendations of the Self-
Governance Tribal-Federal Workgroup (SGTFW) to establish a demonstration project and 
expand Self-Governance in the agencies listed above. 

 
Improve coordination of care between the Veterans Administration (VA) and HHS agencies. 
As VA, IHS, and Tribes work to build greater partnerships, we must address issues with regard to 
coordination of care and services between the two departments. There are many similar services VA 
offers that Tribes already manage on behalf or through grants with HHS. Facilitating coordination could 
be very beneficial for veterans in Tribal communities who often struggle to access resources. 

Recommended Action:  Facilitate meetings between VA, HHS, and Tribal leadership to focus on 
health and social services available to Native veterans. 

 

Terminate administrative cost caps across all HHS programs. 
There is a growing trend among HHS grant programs to limit the application of indirect cost rates to 
grant programs, effectively forcing Tribes to subsidize federal programs to cover administrative costs. 
Self-Governance Tribes find this practice counterintuitive to the indirect cost rate negotiation policy and 
procedure and limiting for smaller Tribal governments where these programs could have significant 
impact. 

Recommended Action:  Allow Tribal governments and organizations to decide whether to abide 
by a suggested administrative cost cap. 

 
Support moving IHS funding to mandatory funding. 
Unlike other health programs such as Medicare and Medicaid, IHS is funded as a non-defense, 
discretionary line item, creating an inconsistent funding environment year-to-year and ignoring external 
factors that contribute to the recognized growing gap between IHS and other public health programs. 
Until IHS appropriations become mandatory, Tribes are subject to the whims of the federal 
appropriations process. Funding is often delayed or even sequestered forcing the IHS to reallocate 
from elsewhere should funding be inadequate to satisfy obligations – an issue about which Tribes are 
universally concerned.   

  
Transferring the IHS budget to the Mandatory side of the budget would represent the trust and treaty 
responsibility due to American Indians and Alaska Natives (AI/ANs), while creating a consistent budget 
based on important factors such as population growth, inflation, and evolving technology. 

Recommended Action:  We request that the Department evaluate and recommend moving IHS 
funding from discretionary to mandatory funding to ensure efficient and effective funding for IHS 
programs and services. 

 

Public Health Priorities 
Advocate for the reauthorization of the Special Diabetes Program for Indians (SDPI). 
SDPI was funded until the end of FY 2017 at $150 million a year, and has been level-funded since 
2002. $150 million in 2002 translates to a current spending power of $109 million in 2016 – or a 
reduction of 27 percent. This is a critically important program for many Self-Governance Tribes and 
supports 301 diabetes treatment and prevention programs. The results of this program have been 
tangible and are well documented. However, work is need to ensure that Congress enacts legislation 
that will provide adequate funding for this successful program. 

Recommended Action:  We urge the Department to advocate for a five-year, $200 million 
reauthorization of SDPI and permanent authority. 
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Indian Health Priorities 
Advocate for an increase in funding to support current IHS services. 
Current services include mandatory cost increases necessary to maintain those services at current 
levels. These “mandatories” are unavoidable and include medical and general inflation, pay costs, 
contract support costs, phasing in staff for recently constructed facilities, and population growth. If these 
mandatory requirements are not funded, Tribes have no choice but to cut health services, which further 
erodes the quantity and quality of health care services available to AI/AN people. Although the IHS 
budget has grown, the net increases were swallowed by the negative impacts of reduced purchasing 
power due to inflation and population growth. 

Recommended Action: We urge the Department to fully fund the IHS Budget Formulation 
Workgroup recommendations to maintain current services. 

 

Assign a High Level Tribal-Federal Task Force to provide recommendations for the redesign of 
IHS. 
This Task Force should provide an analysis and make recommendations regarding alternative business 
models, streamlined and efficacious internal IHS policies and processes, methods to maximize capture 
of third party revenue and access to alternative resources, and strategic workforce development ideas, 
such as medical school partnerships and Tribal medical residency programs. 

Recommended Action: We request that the Department appoint Tribal and Federal leaders to a 
Tribal-Federal Task Force to work collaboratively to propose recommendations that will 
redesign IHS in order to support health services delivery for AI/ANs. 

 
Negotiate a long-term extension to the VA-IHS National Memorandum of Understanding 
(MOU) that includes care for non-Native veterans and Purchased and Referred Care (PRC). 
Failing to include all care provided in IHS and Tribal health programs further magnifies care 
coordination issues for Native veterans. For example, if a Native veteran goes to an IHS or Tribal 
facility for service and needs a referral, the same patient must then be seen within the VA system 
before a referral can be secured. This is a not an efficient use of Federal funding, nor is it navigable for 
Native veterans. Self-Governance Tribes wish to see greater coordination and cooperation from VA to 
provide the best services to our veterans and hope that HHS will encourage their federal counterparts 
to uphold the trust responsibility. 
 
In a related issue, Self-Governance Tribes are often one of few, if any, health providers in rural areas. 
With great coordination, Tribes could become a provider for non-Native veterans in these areas. Tribes 
assert that the Indian Health Care Improvement Act (IHCIA) Section 405(c) provides authority for Tribes 
to receive reimbursement for services provided to non-Native veterans. Together, we should strive to 
ensure that options available are leveraged to increase health care access for all veterans. 

Recommended Action:  Include HHS leadership in the negotiation of the next National VA-IHS 
MOU and ensure these issues are on the agenda for discussion. 

 

Request that Congress restore Fiscal Year (FY) 2013 sequestration cuts and exempt Tribal 
funding from future sequesters. 
FY 2015 was the final year of the Ryan-Murray Bipartisan Budget Act of 2013. Under the Budget 
Control Act of 2011, sequestration for the IHS was to have been limited to two percent (2%). However, 
an estimated $220 million reduction occurred in the IHS’ budget authority for FY 2013, the 
consequence being a reduction of 3,000 inpatient admissions and 804,000 outpatient visits for AI/ANs. 
While the Ryan-Murray deal replaced nearly half of the sequestration cuts to defense and non-defense 
discretionary spending in 2014, only a fourth was replaced in 2015. Consequently, health services for 
AI/AN continue to be funded at only 56% of benchmarked need.   
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Recommended Action:  We urge the Department to request that these Tribal funding cuts be 
restored and that the setbacks suffered by critical health care services to Indian Country in FY 
2013 by sequestration never be repeated. 

 
Support Advance Appropriations for IHS. 
Considering that Congress has enacted appropriations by the beginning of the fiscal year only once 
since 1998, funding IHS one fiscal year in advance, otherwise known as advance appropriations, would 
go a long way to allow the IHS and Tribal health providers to adequately plan and deliver health care to 
Tribal citizens without unnecessary disruption. This strategy stabilizes the funding environment for 
Indian health programs. While Self-Governance Tribal leaders continue to advocate for 100% level of 
need funded, advance appropriations addresses the chronic lateness in appropriations to the IHS, and 
is supported by the American Medical Association. This recommendation incurs no additional cost to 
the Federal government. 

 
Late funding and successive Continuing Resolutions undermine IHS and Tribal abilities to effectively 
budget, recruit, and deliver health care services, in addition to constructing and maintaining facilities. In 
recognition of a similar systemic issue, Congress passed legislation in 2010 to provide advance 
appropriations for health care accounts of the VA. Similar in operations, the VA and the IHS are the 
only agencies to provide direct, Federally-funded health care to specific populations and thus, should 
have similar access to advance appropriations. 

Recommended Action:  We urge the Department to support advanced appropriations for IHS. 
 

Medicare and Medicaid Priorities 
Advocate for the expansion of Medicare-Like Rates to IHS outpatient services for IHS, Tribal, 
and Urban facilities. 
IHS, 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 “Medicare-Like Rate” or “MLR”). While there 
is a federal regulation in place for capping non-hospital rates at the MLR, there is not a statute that 
provides any enforcement of the rates.   Currently, the legislative MLR cap only applies to hospital 
services, which represents a fraction of the services provided through the Purchase and Referred Care 
system. IHS is the only Federal health program that does not have negotiated rates lower than fully 
billed charges which creates further health inequality for our citizens due to the unfortunate need to 
prioritize care based on funding. Negotiating lower rates will provide better access to care and further 
extend scarce health care resources.  

  
Proposed legislative fixes would amend Section 1866 of the Social Security Act to expand application 
of the MLR cap. The legislation is designed to ensure continued access to care, will allow for Tribal 
consultation as it is implemented, is budget neutral, and would bring IHS in line with other Federal 
agencies who already cap the rate they pay for non-hospital services. Self-Governance Tribes support 
this legislative fix to leverage the limited resources provided to IHS, Tribal, and Urban health programs.  

Recommended Action:  Support a legislative solution to cap the rate IHS pays for non-hospital 
services. 

 

Support legislation to allow Tribal administration of Medicaid. 
IHCIA required HHS to conduct a feasibility study to allow Tribes to directly administer Medicaid. This 
feasibility study was specific to Navajo Nation, but the results were positive that Tribes have the 
capacity to directly administer the program. As such, Self-Governance Tribes support additional 
advocacy and research to determine how Tribes can administer the Medicaid program similar to states, 
decreasing inefficiencies and increasing Tribal authority of the health and welfare of their citizens. 
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Recommended Action:  Instruct the Centers for Medicare and Medicaid Services (CMS) to work 
with Tribes to further identify challenges and solutions and to develop a pilot project plan for the 
HHS Secretary to consider. 

 

Summary 
The TSGAC truly appreciates the opportunity to work with you and others to move Indian Country’s top 
health and human services priorities forward. We look forward in the coming years to continuing this 
close collaboration in order to narrow, and hopefully close, the gap in health care and health status 
within the framework of Tribal Self-Governance and self-determination. 
 
Thank you. 


