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Opening Remarks James Crouch, California Rural Indian Health Board

Today is an exciting event. It is a symposium.We have participants from academia,from the world
of foundations, from congressionalstaff, and we have a single subjectwhich | havefound
fascinatingfor over adecade the issue of American Indian data. We have experts who are looking
at someearly and preliminary work that investigates American Indian and Alaska Nativg/AIAN)
population with the Medicaid paymentfiles and other files to help us geta profile of what's
happeningwith that community and those programs.

In thinking abouttoday a couple of strangethoughts crossedmy mind. Oneis that we're really
very lucky. This morning on the radio | wasreminded that today is the 50th anniversary of the
signing of the Medicaid Act. And the thought that we are here to celebratethe impact of that
program on the Indian community is appropriate, particularly sincethe Indian community did not
getaccesgo Medicaid until 1976 or so. So there's a lag.

In fact, one of the problems from my perspectiveis that the community, the providers, andthe
payersare still getting usedto that relationship andthat part of our problem in looking at the data
stemsfrom that failure to integrate our thinking aboutit. Another problem, is that none of usin
the room knows what's goingto happen.The point is to haveit happen We havethe written
reports on the datawhich were sharedwith all of you:

e Gaps and Strategies to improve American Indian and Alaska Native Data in Medicare, Medicaic
and SCHIP Data Bases, August 2007

e American Indian and Alaska Native Medicaid Program and Policy Statistics: Summary Data.
March 2009

e American Indiarand Alaska Native Medicare Program and Policy Statistics: Summary Report.
December 2009

e American Indian and Alaska Native Medicaid Program and Policy Statistics: Summary Data.
March 2010. Reporthttp://crihb.org/files/0 _Medicaid Report 6 2 2010.pdf
Tables: http://crihb.org/files/1 _AppendicesBo-Etables418-10.pdf

But you haveyour own lifelong experience,whether it's in Congressor in academiaor in federal
agency,and your own knowledge of the American Indian community, and you bring that here with
you today to share through your perspective on the data

Today wehavethree panelsof three people eachto address three questions:

1. Whatdo you seein the data?This data did not exist until TTAGthought about its need,
thought about how to makeit comealive, and produced it. Sothe questionis we've now
sailedto the new continent but what do we see?


http://crihb.org/files/1_AIAN_CMS_Data_Report2007.pdf
http://crihb.org/files/1_AIAN_CMS_Data_Report2007.pdf
http://crihb.org/files/2_AIAN_Medicaid_Report2009.pdf
http://crihb.org/files/2_AIAN_Medicaid_Report2009.pdf
http://crihb.org/files/3_AIAN_Medicare_Statistics_2009.pdf
http://crihb.org/files/3_AIAN_Medicare_Statistics_2009.pdf
http://crihb.org/files/0_Medicaid_Report_6_2_2010.pdf
http://crihb.org/files/1_AppendicesB-to-E-tables4-18-10.pdf

Opening Remarks

2. What are the policy implications of what you seein this data?What changesshould we be
making, whether they're legislative, regulatory, or systemic?

3. What should we do next?We havethis data. It is availablein a public version form. Who
elsemight want to take this information andtake it in somenew and different direction?
That's avery important question becauseT TAGitself is seekingto build aresearchagenda.
The information is there to be used, and the more it's used,the more it's refined, the more
valueit has.How should we use it next?

At the end of each panel there is time set aside for questions from the audierssgnposium
participants. You're totally welcome to share your thoughts and questions to challenge our
presenters and to add your thoughts to theirs.

Note: The Summary that follows has been condensed and edit
by the Symposium contractors and is hot meant to represent a
points made by the presenters and audience participants .
Additionally in summarizing the points made by different peoplg
edits wae made to see that terminology and information cited
were as consistent as possible across presentations. People W

given a timelimited opportunity to edit the Summary made of

their contributions to the Symposium.
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Session IMedicaid, State by State
Overview: Carol Korenbrot, California Rural Indian Health Board

Every state has its own Medicaid progranilhe state programsreimburse providers of health care
for Medicaid covered services provided taVedicaid eligibleenrolleeswith minimal mandatory
services and criteria determinedby the federal program, optional services and criteria made
available by the federal program, and additional services and criteria possible at the discretion of
the states As a result ro two states have identical covered setices or program enrollee
categories.One of the minimal mandatory federal requirements is thatwery state collect and
report Medicaid data to the federal Medicaid Stastical Information System (MSIS)n a way
defined by the federal Medicaid program

The issueof state Medicaid programs implementing a federalprogram for American Indians and
Alaska Natives(AlAN) is the crux of a problem with serious implications for AIAN. The federal
government has a special trust responsibility t@roups of AIAN because he federal government
entered into enduring agreements withtribes and other groups of AIANhat create
responsibilities for the federalgovernment including the responsibility to provide health care for
those AIAN The implications of this issuefor the collection and analysis ofdata that reliably
reflects AIAN is the purpose of this Symposium today.

Our work evaluating Medicaid dataor AIAN and their health care providersis commissioned by
the CMS Tribal Affairs Group (TAG#H the Office of Kternal Affairs and Beneficiary Servicesinder
the direction of the CMS Triballechnical Advisory Group(TTAG). Since 2007 we have
implemented the data projectof the CMS AIAN Strategic Plan for 2006 to 20Mxitten largely by
the TTAG(www.cmsttag.org/policy.html). The Strategic Plarmade it clearthat both CMS andts
TTAG needed datan AIAN and their health care providergo know what the impact of CMS
programs and policieswas on AIAN populations, their health, and health care The Strategic Plan
called for a data poject to evaluate gaps in théMedicaid andCHIP databasesand b make specific
recommendations on strategies for reduce thosgaps indatabases andto train people on howto
collect anduse CMSdata for AIAN populations.

The first data available to us was statéevel Medicaid and CHIP datanline from the MSIS State
Data Summary Mart Online data is grouped in predefined categories and therefore limited in the
variety of analyses that can be done, but it svailable with a shorter lagtime than electronic data
files with greater analytical flexibility . We wanted to know what data we could extract for AIAN
and their providers from the online data, and determinewhat that data meant. The states gather
datafor the MSIS systenin order to bereimbursed for both Medicaid and CHIP cargaid by the
state Medicaid program. Tey need toreport enrollment and utilization data according to the
definitions given to themin the federal data dictionary.
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Session |: Medicafttate by-State

What we did was to take the CMSTTAGdefinitions for the three AIAN populations (CensusAlAN,
Tribal AIAN and IHSAIAN) and three types of IHSfunded providers (IHS, Tribal and Urban)
definedin the StrategicPlanand investigate the data for these populations and providers that we
could find in the MSISState DataSummaryMart. A fundamental condition is that these
populations and providers be defined and represented in Medicaid an€CHIP dataso that it is
appropriate for AIAN programming planning and policy analysis. Eactly how those definitions
are defined in the data dictionariesand how that data gets collectedby the statesare the key
challenges that we now face.

Slide 1.

[St rategic Pl an ]d

4.1 million
1.8 million

1.6 million

as of 2000

@ensus AIANA Raceethnicity definitioof AIAN

The Srategic Plan defined AIAN populations with three explicit definitions, all of which have
programmatic andpolicy relevance to CMSThe first is aracial definition from the U.S Censusof
2000: all people whodeclared AIAN in their racial identity, regardless of declaring Hispanic
ethnicity or not. In the 2000 Censuspeople were allowed to declareall racesthat they identified
with. The number of people declaringAIAN racial identity increasedand there were dout 4.1
million AIAN in this population (Slide 1). Of the people who declared multiple races, more
declared AIAN as one of their races than any other major racial groupurthermore similar
proportions of those who declared ARN as their only race and tbhse who declared it one of
multiple races, also declared they were of Hispanic ethnicityrhese phenomena occufor a
number of reasonswhich will be discussed by Dr. Snipp our next speaker

The problem is thatthe Medicaid MSIS data system, and therefore in online and electronic data
AAOEOAA AEOTT -3)3¢g 1TT1U EAI £ 1T £ OEA AANG®IGRO !)

2.4EA -3)3 AAOAAAOA AAEET EOGEI T EO O! )nicityd OEA 1
declared. MSIScollects multiple race data, but reportdMedicaid and CHIP enrolleesnline in 6
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Session |: Medicafttate by-State

categories Hispanic (regardless of race)White, Black, AIANMixed Raceand Other. The majority
of the Censusixed Racégroup is not AIAN and therefore the Mixed Race group in MSI&nnot
be used for AIAN The very definition for AIAN that Medicaid uses in its MSIS datéassifieshalf of
AIAN in other race-ethnicity categories.

Slide 2.

Only half of &éCelns
[included I n MSI S ¢

u AIAN Only
AIAN & Hispanic
« AIAN Multirace

® AIAN Mutirace &
Hispanic

O0Tri bal Al Rétdgnizel €ribesr al |y

The Strategic Plan definedribal AIAN as enrolled members of federallyrecognized tribeswhich
is alegal and politicaldefinition of AIAN. The Bureau of Indian Affairsestimated that there were
1.8 million Tribal AIAN in the US in 2001 There are currently 564 federallyrecognized tribes that
are listed in theFederal Registeeach year.

Tribal AIAN arenot currently representedin MSISdata. Recent passage dhe American Recovery
and Reinvestment Act (ARRAXCHIP Reauthorization ActCHPRA andthe Patient Protection and
Access to Care AcHPACAor ACA)is likely to changethis dramatically however. As a result of the
legislation AIAN enrolled infederally recognizedtribes are goingto have some uniqueeligibility
and coverage righs that will require documentation of tribal enrollment at the time of
determination of eligibility . Atenrollment, therefore, it will be important for states to collect
information on Tribal AIAN and enter it in the MSIS Exactly how Tribal AIAN is to be collected and
coded will be important topic on which theCMS TTA®eeds to be readyto advise The Indian
Health Service(IHS) has developed codes fofederally recognizedtribes. The problems that states
face in capturing information from applicants on tribal enroliment will be challenging, and in the
next presentation | am sure Dr. Snipp will have much to discuss about the issue.

0 | AISNOUsers of theHS Healthcare Delivery System

The Strategic Plan definedHSAIA A O O! AOEOA 50A006 OHEHSMdIeHO ! ) !
facilities and who are enrolled members of federally recognized tribgegheir descendants and

Page5



Session |: Medicafttate by-State

others eligible for IHS identified in Indian Health Care Improvement Act legislatio®! A OE OA 5 (
have used IHS facilities for medical or dental care within the last 3 years, to distinguish them from
other AIAN registrants and usersat the facilities whomeet all AIAN criteria but have not used

medical or dental servicesn the specifiedtime period. For 2000-2001 the IHS reportedl.6

million AIAN Active UsersIHS determines Active Users for IHS, Tribal and UrbdHT/U) provider
facilities.

MSIS data include§HS Prograndata for Medicaid and CHIPenrolleeswho receive @S funded
servicescovered by Medicaidirom IHS and Tribal(not Urban) providers. The states are
challenged to report IHS Program data for a number of reasons that start from the fact that the
service delivery areas of IHS and Tribal praders often do not follow state borders (Slide 3).

Slide 3.

| HS Ar eas Don
_Z‘State Borders

We found that nearly half of the35 stateswith one or morecountiesin the IHS delivery system
(Contract Health Service Delivery Area countiesSlide 3 reported little or no IHS program data
(Slide 4).In addition to the 7 statesshown in Side 4 with very little data, the 10 states with no
data included:Alabama, Connecticut, Indiana, lowa, Louisiana, Michigan, Pennsylvania, Rhode
Island, Utah and Wiscosin. While many of these states have only a small number of counties
involved, some have much larger numbers of Active Users who would be Medicaid eligible than
are yet reflected in the MSIS data.
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Session |: Medicafttate by-State
Slide 4

MSIS online IHS Program Enrollment
Data by State i 7 states partial data

* T

& 10 states no data
2004 to 2008

Another problem of the IHS program data reported by the states is thabt all the enrollees with
IHS program data are Racially classified by MSIS as AIAN (Slide B)e extent to which IHS
Program users are reported as racial AIAN in MSIS varies from 25%99% among the states and
IHS Program service areas. Part of this variation is due pooper racial identification of AIAN
during the eligibility determination by the counties and statespart to the federal MSIS racial
classification issue we cited edrer, and part of it because of the way states identify IHS Program
claims eligible for 100% reimbursement by the federal programlHS and Tribal programs do
provide services to varying numbers of nopAIAN for a lot of reasonsWe know in Californiathat
all of these reasons contribute to the very low rate of racial AIAN in MSIS IHS Program data.

Slide 5
Not al l 0l HS Al N ¢
[are Raci al 0Al ANO

‘l 'AIAN' according to Medicaid ‘

100%
80% -
60%
40% -
20%

0% -

Abe, Vas, by e Biy, Cape Vas, Ok Ro
Sy ks Ny, My ing, iy, ISh, ey O,
Tog, 1 4§n£% 95 O i bq»afwd
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Session |: Medicafttate by-State

Recommendatiorier MSIS data

Thethree major recommendations that came out of thetate-by-state report are:

e MSIS datashould have a@ensus AlARenrollee group: if AIAN is a race reported in the
enrollees record, regardless of any other race or Hispanic ethnicity

e MSIS should improve collection of IHS Program data, categorize IHS and Tribal facilities
providing the services, and adding and Urban Indian provider data

¢ Medicaid and IHS data should be linked tiHS data to validate the reliability and
completeness of the IHS AIAN and IHS Program data

Discussant:Matt Snipp Stanford University

Every few years-- and I've been doing this for about 30 years now somebodyinvites meto this
sort of gathering to talk about what amessAmerican Indiandata can be And it's true. But it's not
uniqgue to the American Indian population. There areissuesthat arise when you beginto collect
data about racefor anyone.lIt just happensthat not everyonein the United Stateshasa version of
Office of the Management of the Budge©OMB) Directive No. 15 imprinted in their brain when
somebodyasksthem what their race is. Andlastyear| wasinvited by the National Academyof
Scienceto write a paper about the bestway to measurerace and sort of the conclusionof that
paperis that there isn't one.

Census American Indians

I'm goingto talk about Censusdata.And the reasonl like to focuson Censusdatais becauseit is
the single largest source of demographicdata for the American Indian population. There's nothing
that quite comescloseto it. The Censusdata exemplifiesthe complexities that you encounter
when you start trying to dealwith the AmericanIndian population, especiallywhen you start
trying to collectinformation for the purpose of creating somesort of data systemlike that of the
Medicad MSISsystem. And then finally, and maybemostimportantly, it's becausethe Censusdata
providesthe denominator datafor a lot ofindicators of American Indian population rates. It is
important to know how denominator data is defined so that numeratodata are defined asmuch
as possiblein the same way, or there is even further misrepresentatiom a racial American Indian
population.

The Censushort form completed by everyone in the countrywasrevisedin 1997 by the Office of
Managementof the Budgetwho among other thingscreated a categoryfor Native
Hawaiians/Other Pacificlslanders and allowed peopleto identify multiple races
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Session |: Medicafttate by-State
Slide 6

2010 race and Hispanic origin question

5. Is this person of Hispanic, Latino, or Spanish origin?
No, not of Hispanic, Latino, or Spanish origin
Yes, Mexican, Mexican Am., Chicano
Yes, Puerto Rican
Yes, Cuban

Yes, another Hispanic, Latino, or Spanish arigin — Print origin, for example,
Argentinean, Cofombian, Dominican, Nicaraguan, Salvadoran, Spaniard and so on. ¥

6. What is this person’s race? Mark X one or more boxes.
White
Black, African Am., or Negro
American Indian or Alaska Native — Print name of enrolled or principal tibe. )7

Asian Indian Japanese MNative Hawaiian

Chinese Korean Guamanian or Chamorro
Filipino Vietnamese Samoan

Other Asian — Print race, for Other Pacific Islander — Print
example, Hmong, Laotian, Thai, race, for example, Fijian, Tongan,
Pakistani, Cambodian, and so on. ¥ and so on. iy

Some other race — Print race. 4

What | want to sharewith you first are somecontextual detailsthat complicate Censusdatafor
American Indians. The first one hasto do with growth in the American Indian population through
the 20th Century andto the 21st Century.

For the first half of the century the American Indian population was essentiallyflat (Slide 7). We
know this is wrong. The population was growing but it doesn't show in Censusdata for a variety
of complicatedreasonsthat are difficult to establishwith certainty. But beginningin 1960, the
CensusBureauwent from an in-personinterview to a mail questionnaire and so there was an
uptick in the American Indianpopulation that continued through 2000.Thesepopulation growth
rates cannot beexplained by births, deaths and migrationIn other words, what peoplewere
doing was changing theirrace-- an idea that, once upon a time was hard to think about.
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Session |: Medicafttate by-State
Slide 7

5000000 American Indian Population Growth, 1890 to 2007

American Indian
4500000, alone or with
4000000 another race

3500000+
3000000+
2500000+
2000000+
1500000+
1000000+

500000;

American Indian
alone

Q Q Q
NOTE: Estimates for 2007 based on 2068007 aggregated from the American Community Survey

Peopleare looking at themselves andtheir families, thinking about how they want to be known to
the governmentand how they want to report themselves.And when they had to choose one race
they were saying | usedto be Black,| usedto be White, but this time around I'm goingto be
AmericanIndian. In 2000 they could report themselvesAmerican Indian or American Indian and
Black, or American Indian and White, or any combination. Then after Census2000 the Census
Bureau,by surveying a sample of the population (thémerican Community Survey), has
generatedyet another set of estimates,the most recent which show adeclinein the @merican
Indian alonedpopulation and a slight uptick in the American Indianswho identify with more than
onerace (Slide 7). Again,it's not becausepeoplewho identified only as AmericanIndians suddenly
died or disappeared,they just changedtheir race.

One of the contextualissuesA £ZAAOET ¢ A DPAOOI 1 80 A AArtiaeDadh®ET 1
American Indians have high rates of interracial marriagesin factthere are more American

Indians married to nortindians than there are Indians married to other Indians This is nothing

new. It goesbackto the very earliest settlement of the hemisphereand the story of Pocahontas

and JohnRolf. Later Sacagaweahe woman who guided Lewis and Clark had ababy with Lewis, a
mixed race baby.
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Session |: Medicafttate by-State
Slide 8

Percent of American Indians and Alaska Nativ
Married to NoaNatives, 197e2000

70 7
Men-Women

60
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20 A
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1970 1980 1990 2000

One of the things that's happenedin the last 20 yearsis that the American Indian birthrate which
usedto be similar to that of African Americanshasactually fallen until it is now much closerto
that of Whites (Slide 9. We don't know quite why this is the case.lt's probably partly becauseof
the way that births are registered and partly becauseof people changingtheir race again.But it's
somethingthat we don't know much about.

Slide 9

Live births per 1,000 persons, 1980 to 200!

25 -

20

15 - Black
AIAN
White

10 A

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 2002 2004
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Session |: Medicafttate by-State

The CensusBureau'sprojection for the growth in the AmericanIndian population is that the
population that is multiracial is expectedto increase faster tharthe! | AOEAAT ) 1T AEAT
population (Slide 10. I'm ademographer. | cantell you that population projections that gothis

far out are interesting but they're mostly fiction. But it givesyou anideathat the federal
government is projectinghigher growth among multiracial AIAN,though they do not know how
much faster.

Slide 10

Census Bureau projections of American Indian and Alaska
Native population growth, alone and in combination with
another race, 2012050
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The American Indian population has become progressively morerban since World War Il. In
1930, barely 10 percent of the American Indian population could be found in cities. By 1980,
nearly half were living in urban areag(Slide 11).1n the 2000 Census thenultiracial American

Indian population had becomesubstantially larger in urban areas than it is in norurban areas

People like tosay, who are these people changing their race and what they're doing? Are they real

Indians? | don't think they're quite real so I'm going to show you trying to parse out or soout
the real from the notso-real Indians isn't easy to do, especially in these data.
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Session I: Medicafttate by-State
Slide 11

Percent of American Indians and Alaska Natives Living ir
Metropolitan Areas

1980 1990 2000 total 2000 alone 2000 in
combination

Tribal American Indians

The Bureau of Indian Affairs (BIA) had lower numbers of American Indians enrolledn 2001 than
were reported in either the single or multiracial groups to the Censsiin 2000 (Slide 12.

Slide 12

2001 BIA enrollments and 2000 census counts of
American Indians and Alaska Natives
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Session |: Medicafttate by-State

You might think of tribal identification as beinga litmus test for whether or not you're really an
American Indian. If youA O A &fféiaded with, or a member of a federally recognized tribehere
will certainly be questions about itin regard to federal benefits programs

2ADT OOET cCalidentification o@teECkNnsus depends on whether the Census launches a

media ampaign or not.On the Census fornsincein the middle of question6 (Slide 8)you can see

that for AIAN it sayswe're supposed to print the name obur OAT OT 1 T AA T OO6NolEET A
at the Census Bureau or at OMB can tell me whafeaincipal tribe 8is, and the American Indian

Advisory Committee that works with the Census Bureau hdseen complaining abouit for years.

But the response to the question is compiledAlittle over 20 percent of AIANin 1980 didn't

report atribe (Slide 13). This dropped substantially in 1990 when the Census Bureau launched a

large mediacampaignurging people to report their tribe. In fact, I've got one of the posters in my

I #ZEEAA AT A EO OAUO Oi1 i AOCEET ¢ | EHfieydinth®eshidh OE
a campaign in 2000, and the numbers of people who didn't report their tribe went back up again

Slide 13

Percent of American Indians and Alaska Natives withou
tribe reported in the census, 193000

1980 1990 2000

| should haveincluded in my biography that I'm OklahomaCherokeeand Choctawwhich is very
relevant for what | haveto saynext. Thereis a CherokeeSyndromewhich if you work in Indian
Country you've probably heard of, and since | amOklahomaCherokee |'ve heard of my whole life.
Navajosespeciallyseemto be fond of pointing this out to me. But | have many Navajo friends, too.

Reportingi 1 Artoa identification on the Censusdependson how you label it. Members ofeven
federally recognizedtribes do not necessarily write in the federal name of their tribeln the 2000
Censusabout 277,000 peoplelisted Cherokeeastheir tribal affiliation. Now, in addition to that
277,000,there was another group of folks who went on to write somethingslightly different (Slide
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Session |: Medicafttate by-State

14). Thedifferenceswere things like Western Cherokee EasternCherokeeand United Keetoowah
Band,all of which could be or plausibly membersof three federally recognizedtribes labeled
Cherokee Nationof Oklahoma Eastern Band of Cherokee Indians of North CarolinandUnited
Keetoowah Band of Cherokee Indians inKlahomain the Federal Registewnhich lists the tribes
annually. But | can tell you with certainty theFour Winds Cherokee Echota and the Cherokee of
Alabamalisted below it in Slide 15 are not the thredederally recognizedgroups.

Slide 14

The nNnCherokee Syndr
ways to be Cherokee in the census

ern Cherokee

stern Cheroke

United Keetoowah Band

Four Winds Cherokee

Southeastern Cherokee

Council

Echota Cherokee

Northern Cherol
Nation of MO and AR

Cherokees of SE AL

Cherokees of NE|AL

0 1000 2000 3000 4000 5000 6000 7000 8000 9000

There are otherwaysto be Cherokeeas well. There are Cherokeeassociations.There'sthe
CherokeeClubin North Carolina that according to theirFacebook pages in no way affiliated with
the federally recognizedCherokeetribe. There'salsoa TexasCherokeeClub.

And just to makethe point that this isn't just a Cherokeeissuealone,Métis is a term derived from

A &OAT AE x1 OA £ O Oi EGAA AlTT A8 OEAO EAO AAAI
mixed ancestry in the U.S. and Canada because it best describes their heritage. There is formal
recognition in Canada of First Nation MétisAt the other extreme however,a Métis Alliance in
Lewiston, Maine that advertises for people to join them AWhereas the State of Maine provides no
definition or legal status for the descendants of Indigenous and European marriages/unions, we the
Métis Aliance of Maine seek to establish a Métis community and archives. The State has long
implemented assimilation policies. A legacy of this is the absence of a recognized Métis population.
Consequently, thousands of Mainers who could legitimately identigmselves as Métis are unaware
that they have the right and the choice to do so. Ultimately, recognition of the Métis of Maine will
illuminate a rich part of American heritage as well as empower téabanaki tribes. If you have

North American Indigenousincestry, please contact the Métis Alliance of Maine
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Session |: Medicafttate by-State

It would not surprise you to learn thatAndroscogginCountywhere Lewiston is locatedhad a
sharp increasein the number of peopleidentifying asAmericanIndian in the American
Community Surveyl investigated andthere actually was a recruitment organization active in the
county that may have had someimpact on the number reporting themselves as American Indian

American Indians from Outside the U.S.

Another way in which American Indiansare not likely to meet a federal benefits program litmus
test of federally recognized American Indians is if they are foreighorn American Indians.The
Census Bureawassumal for many yearsthat immigration from South America, Central America,
Mexico or Canaddnad a negligible effect on Americanindian population changes It turns outnot
to bethe case. Whether you're talking about the American Indian alone or thenultiracial
population, about5.4 percentare foreign-born (Slide 15).

Slide 15

Numbers of foreign born American Indians and Alaska
Natives counted in the 2000 census
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Foreign-born American Indians in 2000 who identified only as American Indians tended to have
entered the United States more recently than multiracial American Indian&Slide 16). For
American Indians whose only race declaredvas AIAN more than a quarter came after 1995two-
thirds between 1965 and 1995 and 4percent before 1965. For multiracial AmericanIndians, 21
percent came after 1995while half entered the country between 1965 and 1995, emuch larger
fraction camebefore 1965(22%).
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Slide 16
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HispaniAmericanndians

And that brings us to theHispanic ethnicity question, the issue of Hispanie and non-Hispanic-
AmericanIndians. For large groups of United States American Indians, pactilarly in the
southwest and in Southern California, there's a long history of contact with people with Hispanic
origins. And for many people in these areas, these are people who, in fact, have Hispanic origins
but they are members of federally recognizettibes as well.Counting only non-Hispanic-

American Indians as American Indians personally is one tie least appropriate attempts | have
seen to get aenumerating U.S. American Indians

Slide 17
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The Hispanic-American Indian population nearly doubled from about 7 up to about 14 percent

between 1990 and 2000 (Slide 17). Within the multiracial population more identify themselves as
Hispanic-AmericanIndian, thaninOEA | | AOEAAT ) 1T AE Anladdfichifyolldo& DT 1
at tribal identification among Hispanic-American Indians, of thosewho identify American Indian

as their only race less than a thirdalsolisted a Latin Americantribe (Slide 18). Among

multiracial Hispanic-American Indians more than a third listed a Latin American tribeBut the

majority of both Hispanic-:American Indian groups did notidentify a Latin American tribe

Slide 18
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My concludingcommentis that, the American Indian population is diverse and complex with
many different origins. It includes peoplethat you might not think of asAmerican Indians but
who nonethelessregard themselvesassuch.And particularly if you've goingto determine who s
eligible for federal health care benefitor not based on their American Indian tribal status, it is
important to define the right population. If you're goingto have accuraterates of enroliment for
American Indians you are going to heedgomeprecision in your data,to find the right
denominator population for the calculation at hand.

Discussant: Matt Broaddy<enter for Budgeand Policy Priorities

Although I've worked for a number of yearsasa quantitative analystin the health policy
community, | have not worked withissuesrelated to AIAN populations explicitly . In the Health
Department at the Centeron Budgetand Policy Priorities we look at both fiscal policy and the
operation of public programs that affectlow and middle income families and individuals. We work
at the national, state and local levels with the intent of informing the public policy debateon
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programs that affectthose families, and then helping with the successfuimplementation of any
policy that is put forward. In this work we attempt to coordinate with state level organizationsas
well through aformal network of groups similar to our own.

Increasingly our work has turned toMedicaid and theChildren's Health Insurance Program
(CHIP), analyzingthe financing andexpansionof coverageto meetthe health care needs of low
and middle income families In doing sowe are exploring issuesof the use ofonline census and
public program data, andexchanges of data betweepublic programs. We are interested injoint
applications, simplified application processesand more effective outreach effortsfor public
programs. While we have considerable experience with Medicaid and CHfffograms, we do not
have experienceworking with the AmericanIndian population or with the Indian Health Service
program. In part that's becauseat leastfrom my standpoint, there's beenthe impression that
there isn't robust data available. Sothe ideathat there are groups working to make American
Indian and IHSdata better in Medicaid and CHIP data systenis exciting, and movesmeto be a
part of this discussion today.

I'll start by addressingthe Medicaid and CHIP statdy-state report itself. Provocative findings
from the datathat help to understand the American Indian population and their IHS funded health
care include

e The AmericanIndian population in the Medicaid program is more likely to be children than
elderly and people with disabilities than the larger Medicaid population.

e The AmericanIndian population in the Medicaid IHSprogram is evenmore
disproportionately represented by children.

e |HSprogram facilities provid e adisproportionate share of Medicaid outpatient careand
careat clinics while other providers are providing mental health care,nursing care,general
physician care.

Pulling thesefindings out fromthe OABDT O08 O AT OT 1 1 I A helpstéddivAinsQiOET E U
into how much is known nowand what more could be knownso that what we hope to achievecan

be achieved. For example, you can get some rough sense of how the spending is metetfor the
American Indian population betweenthe IHSfacilities and other programs serving this

community that are supported by Medicaid funds.

Other findings that lead to a calfor action include:

¢ Revise MSIS category of racial AIART. Snipp talked in detail about some of the issues of
treating race in any sot of data system. 8me of the work that Jim and his colleagues have
done demonstrate that theMSISprotocol of ignoring American Indians who define
themselves agnore than American Indian and those who identify themselves with
Hispanic ethnicity is notjustified given the absence of any criteria related to American
Indians that distinguish the groups
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e Make IHS Program datanore complete:Only 23 of the 35 states in the IHService delivery
areas hal by 2005 made formalfunctioning connections for IHS program datebetween the
Medicaid data system and the IHS prografacilities. IHS program datais clearly being lost
in MSISfor those states that are serving the American Indian populatigrandIHS program
data maybe under reported in the other statesf the connections between the IHS and
tribal providers and the states are not fully functional There is a call to action taise the
experiences of states that have well functioning connections to support those states that do
not have fully functioning connections yet.

e See that IHS Program data can be classified by provider tydénere's compelling evidence
that the MSISIHS program data doesn't properly reflect an understanding of how IHS
facilities work and how they work in conjunction with other providers. One key piece of
information missing is what type of IHSfacility is providing services whether it be
operated by the IHSitself, or owned and operatedby tribes or tribal organizations.If this
facility type information could be addedto the IHSprogram datait would give a better
senseof the type of care Certainly the omission of any data fromUrban Indian Health
Organizationsis somethingthat to be addressedas well.

MSIS and Poliyaking

The primary point that | want to makeis that decisionsmade abouthow to operate the MSIS
databasesystemshould be informed by policy. We should have systemsin placethat allow usto
meetthe policy objectiveswe set. Andthere's anincredible examplein the report itself of how
that was not done for AIAN in the movementfrom fee-for-service Medicaidto managedcare
Medicaid early in this decade There were many amongthe American Indian population who were
negatively affectedbecauseusers of IHS program providers weressignedto a managed care plan
and a norIHS programprovider that was not as near or culturally appropriate astheir IHS
provider. Thatis one thing addressed by more recent Medicaid and CHHislation that allows
AIAN enrollees who use IHS Program providers toe exempt from managed car@assignments

MSIShasa history of being valuable for analysis of Medicaidservicesand payments The Urban
Institute , for example hasrecently used MSISlatato simulate the affect of the Health Care Reform
law at the state levelon growth in Medicaid spending, particularly on per capita coss. In doing so
they've used MSIS dat#o help shapecommunications around Health Care Reform and have

certainly encouragedpolicy makersand advocatesto remain engagedin the implementation

process As another example, or organization, in adebateover what servicesshould be provided,
haslooked at the MSISdatato try to parse out how much spendinggoesto mandatory services

under Medicaidfor DAT BT A OOAOAOG AOA OAN OBE@ddatorddopuldtior@)l 1 1
comparedto optional servicesfor ©ptional8populations. We've found the MSISdatato be robust
enoughto apply to those issues

The MSISadministrative datain my experiencetendsto be usedmore for payment than
enrollment analyses.This is truein part becausethere are more timely and better verified
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national and stateby-state survey datasetsfrom the CensusBureauand the Kaiser Family

Foundation that asknot only Medicaid and CHIP enroliment questions of their survey sampléut

Al 01T xEAOEAO OEA OAODPI 1T AAT O A£AI[ Heéalih Serfide ShdO®) A O
AIAN, particularly those living on tribal lands tend to be underrepresented inrespondents to

national and statewide surveyshowever. And to many users of Tribal Health Programs or Urban
yTAEAT (AA1 OE / OGAT(BAM G 13000 OEEARA 6O)EOABA O OEAE
tribal hospital is their provider for some or all services they useTherefore for many American

Indians, MSIS enroliment datarather than Census and otheMedicaid enrollmentdata sourcess

likely to be more important for Medicaid and CHIRenroliment data.

Slide 19
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Improving MSIS is a Movement

Improving MSIS datds an issue that thebroader Medicaid and CHIP program and policy analysis
community is talking about, andthe CMS TTAG could see some of their issues addressed if they
join in the dialogue CMSstates on their website:

e The intended uses of MSIS daiaclude health care utilization and evaluation activities,
program utilization and expenditure forecasting,analysesof policy alternatives, responses
to congressionalinquiries, and matchesto other health-related databases.
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e These are also ways the CMS TTAG has stated theyld like to seethe data used for AIAN
and their providers. But the Office of the Inspector General has come owiith two reports
over the last twoyears with ways MSIS could be improvedor these intended uses The
Office of the Inspector Generadeeks improvement of: 1) timeliness of the data, 2) data
validation procedures, and 3) managed care datalim and colleagues | noticed, for example,
used 2005 data in analyses they did in 2008. | am sure that the TTAG would be better
served with more timely data. Generally,complete MSIS data is availablabout ayear and
a half after the completion of the year ofenrollment or service. In part this is because
states generally reportdata late. There is a lag in completion oé€ligibility determination,
billing, payment, adjudication of claims, and state MSIS data processipgpcedures. About
60 percent of statesreport datalater than required by federal regulations. But it is also
becausethe federal MSIS datavalidation processhas grownso muchover the years Itis
not clear that all the procedures are needed or efficiergnoughfor all the intended uses of
the data.Thirdly, a lot of MSIQutilization and expenditure information is not provided for
enrolleesin managed care Right now, for example there are 15 states that don't report
managed care encounter data out of 8140 states thatoperate Medicaid managed care
services Medicaid managed care plans do not have the same pressures to report services
and payments they provide that claims based providers do. Much AIAN utilization
information is lost in managed care plardata, as it is for other populationsWithout
encounter data the a lot of service, medical procedure and diagnoses information is lost.
The data that Jim and colleagues reported had no more than enrollment information in
managed care, because the servisand payment information provided in MSIS is from fee
for-service data.

Interagency DatabakechangéLinking

One of theissuesthis report raises is whether thelHS AIAN ser statusof Medicaid and CHIP
enrollees with IHS Program claimshould be checked by linkingSISwith IHS datasystems
Similar checks have been done for citizenship status of Medicaid and CHIP applicants by nearly
half the states Through provisions of the Children's Health Insurance Program Reauthorization
Act (CHIPRA)stateswere permitted starting January2010 to send lists of Medicaid applicants to
the SocialSecurity Administration (SSA)databaseto determine U.S citizenship which is a
requirement for full Medicaid services States have a number giroblems confirming citizenship
status for many applicants, including American Indiarapplicants. Some24 statesat this point
provide lists to the SSA databaséor the citizenship check In 94 percent of casesa match hasbeen
made. Sousing the SSA dataxchange to enter citizenship verification data habeenan effective
tool in taking the burden of verifying citizenship away from the applicant and putting it on adata
system More important than anything is that the statesthat have done this havenot found the
necessarydatabasechangesto their Medicaid databaseto be particularly burdensomeor
expensive In fact, California and Washingtonhave not evenacceptedthe enhancedfederal
reimbursement allowed for these servicesbecausethe costhasbeenminimal.
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Data Streamlining

A number of factorsare currently leadingtoward a streamlining Medicaid enroliment processing
with interagency data exchangesThese factorsprovide an opportunity to turn this data project
into one lessabout IHS and CMSata exchangeso get enrollment numbers correct, and rather
oneto getadataexchangeto help to enroll users of the IHS funded facilitiesn Medicaid. So it's
sort of a perfect storm in some ways that's being created that can be used effectiveQur current
work in the Health Department at the Centeron Budgetand Policy Prioritiesis almost entirely
concerned withthe implementation of Health Care Reform. Now is a particularly important
moment for issuesof data exchangebetween agencies With the implementation of Health Care
Reform, statesare turning attention to the Medicaid Management InformationSystems (MMIS)
and streamlining their eligibility and claims administrative proceduresin anticipation of enrolling
more peoplein the near future. IHS could potentially help states MMIS or federal MSIS system
check the IHS AIAN status of Medicaid enrolleeaking Medicaid data acquisition and processing
more efficient isimportant to state administrators. Advancesin technologycertainly have
enabled usto make stronger connectionsbetween databasesand to do that more efficiently. And
then finally, the current administration doesseemto support strengthening the social safety net.

There are effortsunderway to havejoint applications and administration of public programs with
Medicaidto increaseMedicaid program participation amongthose who are eligible. The Work
SupportsInitiative is supported by the Ford Foundation, for example It's a collection of five
states. And we are working in connectionwith other organizationsto determine effective waysto
jointly administer programs asour organization is goingto getinto that more fully in amore
nationwide effort where we're goingto look beyondthosefive statesto seewhat are effective
waysto encouragestatesto evaluate efforts to coordinate programs, to put out a handbook of best
practiceson how to properly coordinate programs,the administration of those programs, and the
databases that support those programsOneconcrete exampleis that someanalysisthat
colleaguesof mine have done indicates that there are roughly five million adults on the
SupplementalNutrition AssistanceProgram (SNAP) the old Food StampProgram,who would
seemto fall into the Medicaid expandeceligibility categoryunder health carereform. If alink
could be establishetbetweenthe SNAPdatabaseand the Medicaid data systemsyou could
potentially havefive million adults enrolled in Medicaid on the first day possiblein 2014. And
those are the kind of exchangesve want to see happen It may serveasablueprint for how a
more complete exchangebetween IHSand CMSprogram data systemscould help to further the
policy objective of enrolling more American Indians in Medicaid aswell asvalidating the 100%
federal reimbursement (FMAP) forlHS program servicesreceived for eligible American Indians

Health Care Reform

There are anumber of specific provisions ofHealth Care Reform legislation that lend themselves
to better data collection for AIAN. First of all fact that Medicaidincome eligibility is expandedfor
all peopleto 133 percent of the federal poverty level meansthat more American Indians will now
be eligible for Medicaid. One-third of the American Indian population has incomesbelow 100

Page23



Session |: Medicafttate by-State

percent of poverty. Many of thoseindividuals are childlessadults who havenot previously been
covered. Many are parentswho reside in statesthat have extremely low income eligibility levels
currently, sothe expansionto 133 percent of poverty will be significant in increasing AIAN

enrollees in Medicaid There are special exemptions for Indian specific kinds of income and assets
that now are also explicitly exempted from consideration in means testing for Medicaid arf€@HIP
program eligibility. While some of these were already in place with other recent legislation, their
combined impact with the income and family type expansions increases the importance collecting
and tracking data on AIAN enrollment.

Secondly wthin the Health Care Reform law are a number of reports required that are specifically
related to the health care ofthe AmericanIndian population in addition to any racial disparities
reporting. These reportsfor AIAN enrolled in Medicaid, Medicare, andCHIP includestudies ofthe
effectiveness of healicare servicesthe adequacy of existing federal funding andbarriers in access
to care.

In addition, there's beena changein how tribes and tribal organizationswill be treated by the
public insuranceprograms. For one thingtribes and tribal organizationswill be ableto perform
outreach activities and to enroll beneficiariesin coverage

Finally, there's an Indian Health Care Improvement Fund, which is designed to fund efforts to
eliminate deficiencies in health statusand resourcesfor providing equitable care to the Indian
population. A topic about which Mr. Wiggins will be addressing no doubt in greater detail in the
next Session.

| would submit that for each of theseprovisions of Health Care Rform there's reason to have
better Medicaid data for the American Indian population.Within the Health Care Rform law we
havean emergingforce that will be driving AIAN data improvement and utilization

AudienceDiscussion

MS.MUNSON Myra Munson,Sonosky, Chambers, Sachse, Miller & Munson, LILB¢hnical Advisor

to the CMS TTAG | havetwo questions. Thefirst one hasto do with the definitions of Indian,

which are particularly troublesome asthe panelpointed out. The seconddefiniton ©4 OE AAT 1)
usedthe definition "member of afederally recognizedtribe.” Thatis not the definition of Indian in

the Indian Health Carelmprovement Actincluded in the Health Care Reform legislatiorO 4 OE A A

I ) | leawesout California Indians and AlaskaNatives,and | suspecta number ofother groups

from around the country who qualify for health care coveragaunder the Health Carelmprovement

Act.

It seemsto me that for data purposesit would be preferable to havethat definition correspondto
somestatutory definition. And | would recommendthat it be all AIAN who meet the definition in
the Indian Health Carelmprovement Act, sincethat's the basicauthorizing legislation for IHS
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programs. That definition is not the sameasthe third categoryof who getsservedby IHS,since
they would be eligible for service but they may not seek or get care from an IHS funded facility for
a reason other than their eligibility to get care from a facility

The distinction betweenthe censusandthe IHSserviceis correct. It's the middle definition that
concerns mebecauseO AT O1 1 1 A A fedefaliy Fedognizédiibe O & avery narrow term and
excludesawnhole lot of folks who are Indian when it comes to the federal trust responsibility, and
other federal purposes. The other possibility would be the definition just adopted by CMSfor the
purposesof exemption from cost sharing regulations which combinesdefinitions to designate
anyonewho is eligible for federal servicesasaresult of being Indian, including people eligible for
one or moreBureau ofIndian Affairs or IHSprograms.

Sorestricting the definition to members of federally recognizedtribe sis possibly the leastuseful
of the various legal definitions that one might useasopposedto program or censusdefinitions.
That'sacommentand I'm interested in any feedback.

My second questions directed to Matt Broaddus: h a pastlife | ran a Medicaid program in Alaska
and | learned thatwhen people apply for benefitsit's voluntary on their part whether they fill in
race information. Sohasanything about that changed or are stateswho are goingto be required
to report racial datawhich is essentially voluntarily provided by the applicants? That makesit
very difficult to pursue whether they're filling it in accuratelyor not sinceif you questionthe
information they canjust sayO ever mind,6and scratchit out altogether.

MR.BROADDUSNothing haschanged Citing Civil Rightgrotections that race cannotbe taken

into account in determining eligibility for a public program, many states make it clear that

providing racial information on applicationsE O OT POE T 1 A.i6%omé stateskiiel tHe GililO A O
Rights Act on the Medicaid application itself.

MR.ROBERT®Jim Roberts, Northwest Portland Area Indian Health Board\lternate
Representative to theCMS TTAG]I've comparedthe MSISdatato someof the state datathat we
getthrough tribal reports. At what point in time doesthe MSISdata becomereliable? It seemsto
me that if | goto the MSISonline systemtoday and | look at the 2008 data, which is the most
recent data currently, it's continually being refined. Soat what point in time, is that data declared
closed or complete

MS.FRANZ Denise FranzCMS project officer for the MSIS data quality reviewsFor 2008, there

is MSIS online data complete fo46 out of 50 states.We still have two states for 200&hat have

not completed their compliance with dataquality reviews. There is anin-depth data quality

evaluation processthat occurs after a state first submits their MSIS data that identifies anomalies

that need to be resolved4 EAO 1 AAAO O1 A Hafalugilkhdy hBvie reolzed allihd A O A
anomalies.Once data is complete and anomalies are resolvesdate data should not change

further. Other states may or may not resolve all their anomalies for 20080ometimes it gets to the
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point where we'll just documentthat the data from a particular stae is anomalous, that is not
complete and consistent with all data validation checks/ou can look in the data anomalies report
to seewhether or not the states whose data you are using still have data of the types you are using
to clean or complete A number of states havesubmitted their 2009 databut it is not available

online yet.

Every state collectsrace data differently from applicants. We've never beenin asituation where
we've comedown hard on any of the statesfor the quality or completeness of their race dataWe
are in the processof a major overhaul of federal MSIS datagnd alsothe state MSIS and Medicaid
Management InformationSystems (MMIS). We have an opportunity to make significant changes,
including changes inthe IHS programdata. | would recommendthat if you have somesuggestions
for new dataor codes that you wanthow may be an opportunity to move forward with your
recommendations Youcancertainly sendit to Jimand he cangetit to me or you cansendit to me
at CMS But for many data items we are limited in whatwe can require hat statesprovide us.
That isour biggestlimitation.

DR BAUGH David Baugh CMDffice of Researchand Developmentinformation]: | amthe MAX
businessowner. Whatis MAX? MAXstandsfor Medicaid Analytic Extract. It is aderived set of
data from the MSIS specifically intended for researchand policy analysis Aboveand beyondthe
guality assessmentnd quality improvement that's donein basicMSISintake, we do alot of
additional quality work to validate and ensurethe accuracyof the data up to the limit that we can.
AsDenisesaid, theseare state supplied data and they haveall the warts and flaws that we
documentin the anomalies,both in the MSISand the MAX.

But one of the things that we do in MAX quite extensivelyis try to link to other datasetsin order to
improve accuracyand quality of data elementsthat we know are deficient. And it's beenwell
documentedthrough the work that Caroland others havedone that AIAN designations,regardless
of the definition that one subscribesto, are not well representedin the datathat we getfrom the
states.Sowe're working to makeimprovements in any way we can,and linkagesto sourcedata
from other agenciessuchasIHSare really important and vital to that process.We've beentrying
to work on a partnership to that endin recent months and are hoping that we can proceed.

| want to make another commentthough, Matthew describedit as @ perfect storm.8l'd usecall it @
perfect opportunity. 8We havea great opportunity and a great need.First of all, there's aneedto
extendthe availability of IHSfunds and maximize the use of Medicaid funds. Matthew mentioned
that Health Care Reform (o Affordable CareAct P.L. 111148) is extending coverageto childless
adults. There arerequirements for analysison disparities, including racial disparities And
certainly disparities for AIAN are a hugeissue.But beyondthat there's concernsabout access
guality, improving health status,and just examining utilization patterns.

MSISreform, which is what Denisewas talking about, is an effort goingon in CMSto retool and
redefine the datato meetfuture needsin the agency,amongfederal partners, and amongall
stakeholders.This is an opportunity for peopleto provide information to us about how we can
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retool those datato maximize utility. Oneof my personal concernsis that aslong aswe dependon
self- reporting and state Medicaid agenciesfor AIAN designationwe will face problems We may
get better results through direct linkages.There is agreatinterest in OMBon data linkage,to
enhancethe ability to managefederal programs. All of this leadsme to saythat there are
opportunities to link our datato sourcedatafrom tribes and from IHS,that would improve the
quality of the datathat we havein Medicaidto addressmany of the questionsthat | know you all
want to address.

In addition, we have scantdata at the presenttime on providers in Medicaid. We're working to
improve that but againI'm not sure we canrely on state Medicaid agenciesto provide uswith the
I/T/U designationsthat are of interest to you. If it's possiblethrough other sourcesto obtain
thosedesignationsand link thoseinto provider datathat we're building for Medicaid,there again
is another opportunity . Sol would encouragediscussionand interaction on this. Deniseand| are
certainly availableto talk with anybody.

MR. CROUCHSoDave,you envision aworld in which if afederally recognizedtribe wanted to
sharetheir enrollment data on their membersdirectly with CMSthat you would be willing to
acceptthat asan enrichment to your field around tribe or racial identification of those individuals?

DR BAUGHI1 would sayit evenstronger than willing . 1 would saywe would be enthusiastic about
doing it becauseit would provide everybody with an opportunity to do better researchto meetthe
needsof peoplewho are designatedasAIAN .

MR.FORQUERARalphForquera, ExecutiveDirector for the SeattleIndian Health Board]: |
wanted to especiallythank Dr. Snippfor his commentsbecausewhat he wastalking aboutis
exactlywhat we've beenfacingfor the last 10 yearsworking through the urban programs, and
that is before we canreally do anything with any of this we haveto comeup with somecommon
definitions somewhereor we're just spinning our wheels. From the work that we've done,) 6 A
to bring up acouple of issues

Oneis there's alot of data out there that the government hasthat hard to obtain. Youhaveto go
through all kinds of hurdles to getit. Whenwe did -- we did a2004 report on urban Indians and
oncethe National Centerfor Health Statistics-- it took me 18 months and signing my name 300
times to getthem to releasethe censusinformation that allowed usto do our 2004 study. Now
they sendit to us every year soit's not any big deal, but there are a whole bunch of other national
surveysthat are done annually, but getting accesgo the information hasbeennearly impossible
for us.

Thereasonl bring it up is the fact that what we've had to do in working with urban Indian
programsis sincethe datais small andis poor in almost every category,by looking at multiple
different studiesthat are being done you beginto pull out trends becausesimilar findings start
coming up in different ways using different methodologies,using different populations. But yet
the data seemsto still fall out into trends. And soone of the things that we've tried to do is to start
thinking about datain terms of researchquestionsasopposedto just trying to gather data
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together and then try to make senseout of it. Trying to first askthe question,what are we trying
to answer,andthen goout andtry to find a data sourcethat will help usto try to answer that
question. It hashelpedusto be ableto define apopulation with adisparity andto start to quantify
it in away that we canthen turn it into viable argumentsfor additional resourcesand additional
targeting needfor our population which we were not ableto do until the last 10 years.

The other issueis this issueof eligibility . We've got to dealwith this somehowand Myra's
commentsabout the definition in the Indian Health Carelmprovement Act, I've mentioned onaa
number of different occasiors. The definition of urban Indian in the Indian Health Care
Improvement Act was from the 1934 JohnsonO'Malley Act. And it speaksto the issueof first and
secondgenerationdescendancy Well, first and secondgeneration descendancyfrom 1934 would
meanthat no Indian people alive today wouldbe eligible. Sol've beentrying very hard to just get
peopleto remove thoseterms on descendancyand have beensofar unsuccessful

But that maybejust an arbitrary choiceneedsto be now to comeup with ways of finding answers
to someof theseissues I'm not sure what the available resourcesare to make those distinctions
among the different groupsput it's a continual problem of trying to help everybodytry to
understand,including the states When states arelooking at this they are also struggling with

their own resourcelimitations . Sowhen they haveto make choicesabout how to do things it's
more difficult for them becausethey don't havethe time to think aboutit. If we, the Indian
community, cansomehowcometogether and be alittle bit more preciseaboutit, we might be able
to help improve the datain avariety of different areas.

MR. DONOHOHKPaulDonohoe CMSEnterprise Data Architecture} | want to echowhat Denise
Franzand DaveBaughwere talking about, that this is a goodtime to join forcesand really push
someissuesthat we could just getbehind us. We are rethinking alot of systemsand Medicaidis
one. And Deniseand Daveknow more about that than anybody elsein CMS Soyou've got
resourceshere. And they have people behind them for the few things that they may not know. So
definitely hit them becausewhat you needto comeup with is someclarity on and just some
position on what it is -- how do you askthe question? Soyou should get somerigor in the way you
want the question asked Okay,sothe question and the answer are both important. Thatto meis
mandatory for you to do.

We then canrecord your definitions in our data dictionaries and we canwork acrossthe
community of agencies and offices represented on thdealth Information TechnologyStandards
Panel(HITSP)out of the office of the national coordinator. The panelhasbeenchargedto
harmonize and rationalize health care dataacrossthe country soour electronic health record
network, the National Health Information Network, cando a better job of sending, receiving and
understanding health care data. This is agoodtime to getin on that. But we have somepeople
here that canreally help you if you pick that up.

There isalot of systemactivity right now in the federal governmentasyou canimagine from the
legislation that just passed.Youhad mentioned that there were 24 statesare working with Social
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Securitytoday to get validation of verification of citizenship. | don't want to gettoo technical but
TheresaCullenand Mike Danielson,we worked on somethinglike four yearsago.And that was
how do you uniquely identify somebody?And sothere's this identity managementproblem
becausewe don't have-- in addition to race and ethnicity, we don't havea national health ID for
bennies.And soto getaround that that getssomewhat complicated. Okay?But to getaround that,
one of the possibilities could be for SocialSecurity numbersto be validated in a network of -- I'm
goingto call this Enterprise Master Personindex technology.All right? And oncethe Social
Security number is validated, you then canhaveameaninglessID that goesout and solves things
like identity theft, but it canstart to link -- becauseif you really want to link datayou're goingto
have to know that person.You're goingto haveto know the providers. Thoseare the two key
dataitems that you're goingto haveto link acrossthe country. Sowe canhave someoffline on
that but I'd like to learn more. If you could point mein adirection of those 24 statesand what
that was about.

Within HITSPagainright now there is a specialeffort to look at automated eligibility

determinationzEO8 O DAOO 1T £ OEA x1 OBWhat¥e a@ Blfaftetsd oBeSoORA E 1 E

eligibility: clients fill out one set of forms, the essential data for state, local and fedefaiogram
eligibility is stored in one central data place, then state, local and federal programs check with the
data place for an automated eligibility determination That kind of system will be required for the
ACA legislationhealth insurance exchangesbut there are efficiencies as well possible for a lot of
related programs. Linkage to central datafor program eligibility determination is apotentially
great savingsfor this country. Medicaid networks are being rethought, tooSincewe are just
starting to think about forming such networks to centralized dataif the CMS TTAGangetthe
data elementsthat you needdescribednow for our data dictionaries, then we canstart to get
those data elementsinto thesenew networks that are emergingat the eligibility level there is a
good opportunity to get the kinds of information you needIf you get the Government Health IT
News, there's a good bit written thereon the Eligibility Workshop. Dr. Fridsmais one of the
people who leads that and that'svith Dr. Blumenthal. But that's a good group. And agaihgy're
just forming so it's a good time to get in.

MR. CROUCH: | would like to pick up on yoexcellent comments about the timelines and the
need to havea definitive definition of @hdiannessdin asense. And what | would like to throw out
there for the crowd is | believe that the Tribal Advisory Group to the Center for Medicaend
Medicaid Services is empowered to finalize thatefinition that this would be a perfectly logical
thing for TTAG b in essence spend some time through some prossoming to consensus on and
then forwarding to the agencythrough the TTAG process

MS. MUNSONEwo things. Oneis an additional commentand then Jim,you askedme a question
I'm not sure | picked up onit and | certainly haven't answered it, assumingl can.It occursto me
that one of the challengeswe haveaboutthesedefinitions is that in Medicaidthey're all described
as-- andin census-- as race and ethnicity. But being Indian is a political status. It may alsobe an
ethnic statusor aracial statusbut it is fundamentally for the purposesof federal benefits
programs, for Medicaid,for Indian Health Service,it's apolitical status. Now, that seemsto meto
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createan opportunity for the Medicaid program to -- for CMSto move the discussion with states
aboutthe way datais acquired for Indian people somewhatbecausethe barrier to compelling
peopleto report ethnicity really are civil rights concernsthat somehowit would leadto
discrimination. Political statusthough does not trigger quite the samesetof issues.It alsocreates
an opportunity to confer abenefit on someone.There are benefitsto being Indian if you're in the
Medicaid program. It seemsto me that certainly the personcansay I'm not Indian or | don't want
to answerthesequestions,in which casethey'll be reported asnon-Indian, but to the extent
stateswere informed by CMSthat this is a political status;they needto askabout that political
status.They needto tell peoplewho are applying that there are benefits that attachto having this
political status,andrecord that data,that you might actually create an opportunity to get better
data and more reliable data. Now, obviously, somesignificant work would need to goon with the
TTAGand NCMSabout how to do that in a way that was nonintrusive and didn't causepeopleto
feel as if they couldn't becomeMedicaid eligible but the work that was done on citizenship, this is
what really triggered the thought to your question which I didn't follow but the word hit and
struck me,doescreate someopportunity for changingthe paradigm some.And this is exactlythe
right time to do that while all of this other activity is going on. And to quit really thinking about
being Indian asa racial classificationbut rather a political one for the purposesof CMSand other
federal agencies.

MR. CROUCH: through Office of Consumer Information and Insurance OversigiOCIIQ is the
way to sort of seed their knowledge of who is Indian and therefore eligiel for those politically-
defined opportunities.

MS. MUNSONres.And | think that's exactlyright. We're all trying to figure out waysto easethe
processfor identifying the peoplewho may be eligible for any particular benefit, for those under
ACA the new benefits under Medicaid,whatever. It's not complete data. There are lots of Indians
who live in placesthat haveno accesgo any Indian health program, whether it's tribal or urban,
who are membersof tribes or meetany one of the definitions you might apply the political
definitions on -- I'm thinking of now thosethat are in statute -- asbeing Indian. And it's important
to give them opportunities to getthe benefits of being Indian aswell regardlessof the state they're
in, which meanswe can't just focuson the 35 states.But | agreewith Jimthat we oughtto look at
data matching betweenall the Indian health data -- Indian Health Servicedatawith stateswith any
of theseprograms where we could virtually automatically identify somebodyasmeetingthe
criteria. Anyonewho is getting Indian Health Servicemeetsthe definition of Indian for the
purposesof avariety of benefits and there ought to be a data match. It ought to be reported to
states.And there should be sort of an automatic eligibility pieceor at leastthat elementof
eligibility satisfied without havingto jump through additional hoops.

MS. MARXKIitty Marx, Director of the CMSTribal Affairs Group]: I'm gladthat we're having this
data symposiumdiscussion.It's really great. And I'm glad a lot of my CMScolleaguesare here
becausethey're hearing a lot of the data needsthat we've beentalking about -- that TTAGhas
beentalking about for years.And we will take this information backto CMSI mean,this really is a
great opportunity to coordinate the Medicaid data,and aswe heard at our TTAGmeeting a couple
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of daysago,how we're trying to streamline the Medicaid program into the Health Insurance
ExchangeProgram.Sothat data analysisis just beginning and sothis symposiumis perfectly
timed. And| do havea copy of the definition that Myra mentioned from the costsharing
regulations that were just published by CMSand perhapswe cangeta copy of this definition. This
is -- it's goodthat this definition isin a CMSregulation becausethen CMScanrely on its own
regulation in defining Indians for purposesof its programs aswell. And if we canidentify -- this
definition of Indian is usedto define thosewho are exemptfrom the costsharing requirements
under Medicaid.And what we are hearing from states,the documentsthat are being usedor
neededto identify Indians who are exemptfrom thesecost sharing,the stateswould benefit if
there was some type of IHS CMSdata exchangesothat we know that this personis an active user
of the Indian Health Serviceand is exemptfrom costsharing suchasthe premiums or any
enrollment feesand perhapscarry that alsowhen Indians receive servicesthrough the contract
health service program. Sothere is alot of opportunity here.

MR. DONOHOBNnething that I'm talking about is timeliness of data. fis EMPI,Enterprise
Master Personindex, this network aspart of the National Health Information Network, if it was
eligibility -centric, you would be ableto havethat. If Indian Health had a -- aspart of your dataset
that we keep -- let's saywe keepa core datasetabout you, Jim.Okay?It's got your -- we would be
ableto inherit that. That was just before the servicesare rendered. Soyou getthis up front. So
you're getting the cleandata up front in the systemconsistently acrossVA,DOD,CMSI mean,
that's really what you want. Youwant that real-time stuff up front. Pushthat data quality asfar up
front. But we're talking about potentially having a national network of eligibility that cando
exactlywhat you're talking about.

DR.FOX[Squaxin tribe & Northwest Portland Area IndiarHealth Board joining Kauffman &
Associate$: | just wanted to make alittle pitch for what we do know becausethere are somefolks
in the audiencethat haveheard about all the data problems we haveand| don't want themto
draw the conclusionthat we don't know anything basedon the age of thedata or on this first set of
reports. Just looking at the growth in paymentsto programs over the years 2003 to 2008 that is
available inonline MSIS datalt doesn'thavethat big of problems. What we canseeis alot of
growth in paymentsto our programs but within that we see variations between the stateswhich
are real important to take alook at aswe decidemaybewho's doing a greatjob at outreachand
educationon enrollment in Medicaid. Arizona doesagreatjob. If | look at a state that went from
$37 million paid to programsin 2003 to $385 million in 2008, | want to give them an A++and
learn what they're doing. Andin the Northwest I'm not goingto blame us becauseours is
stabilized and hasn't goneup for afew years.Somethingelseis going on. And what is that?1 hope
it's economicdevelopmentand Indian people being lifted out of poverty by their tribes.

Orit could be adata systemissuethat we do needto take alook at. Sobecausel hadn't heardtoo
muchofit yetthat there is alot that we've learned here despite some of the problems in the
definition of who is anIndian and the other issuesthat we have.l haveto sayonething aboutit's
niceto look at the data about how many Indians are married to a non-Indian. | was a health
director until this week and at the health program | had to report to the council on aregular basis
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andwhen | reported to them all the problems -- | supervisedthe elders program -- all the
problems we were having with elders,they alwayswant to know why is it alwaysthe non-Indian
eldersthat are complaining about everything?1 said I'm not sure why. | guessnon-Indians really
believe contracts should be followed andthey're not so cynical about the American government
that Indian peopletend to think, well, they alwayslie; of coursewe don't getthis. And the non-
Indians would say,hey, it's a contract; they've gotto do this. And sothey were always doing the
samething to the tribe. Andthen anothertime | reported to the council about how many of our
over 65 patients are non-Indian. It was 39 percent and | wasjust shocked.l hadto call around to
other health directors. Lots of tribes have 25 percent non-Indian patients in the over 65 agegroup.
Just think how important that is for program planning for elder services.There is a lot of interest
in who iseligible for services Sme of this discussionof datais goingto openour eyesto alot of
things.

MR. CROUCH:hankyou Ed.I'd particularly like for those of you who aren't familiar with the IHS
system,particularly tribal contracting, under tribal contracting with the Indian Health Servicethe
tribes havethe opportunity to provide servicesmore broadly in their community, not just to IHS
eligibleswhere they're located.Many of them do that and that, of course,complicatesthe issueof
both looking at data and payment.| believethat's well controlled. | don't think the statesare
billing CMSfor non-Indians asIndians, but some seem to be assumintpat the IHSsystem
somehowis pristine and only Indians walk in the door for service, and maybeeventhat only
Indians work there.

MR. TRAHANTMark Trahant, Kaiser Family Foundation Fellow]: Dr. Snipp, hasthere beenalook
at using IRSaggregatedata particularly for the political definitions of American Indians entitled to
not pay state taxe®Particularly in stateswith income taxeswhere people haveto file aform?

DR.SNIPPWell, the thing about American Indians, if they're residing off reservation they still
haveto pay state taxes.

MR.TRAHANT:But IRSdata could be kind of areferenceguide becauseit would almost be the
tribal enrollment set.

DR.SNIPPRight. Yes, though you do find, for example,Navaholiving on the Pine Ridge
Reservation. And they would be IHSeligible. But they wouldn't be enrolled membersof that tribe.

MR.TRAHANT:But they would alsobe eligible to not pay state tax while they're living on the
reservation.

DR.SNIPPI'm not familiar enoughwith that databaseto really speakintelligently aboutit. But, |
hear somerumbling over here on this side of the room, maybe somebodyelsehassomethoughts.

MS.MARX:I apologize.l don't meanto havea side discussion but we under the Affordable Care
Act tribal membersare exemptfrom penaltiesfor not having health insurance coverage.Sol was
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askinghow are they goingto show or prove that they are exemptfrom the penalties. Perhapsthe
IRSwill start collecting tribal information to certify the exempt status

MR. NORRGARPhil Norrgard Health Director for Fond Du Lac Band of Lake Superior Chippewa
in northern Minnesota, and CMS TTAGIternate]: | think the Itascavs. Bryant court decisionis

the one that we're referring to for the reservation enrollee who doesn't pay state taxes And |

know on the Fonddu Lacreservation in Minnesotathat would be probably somewherearound 25
percent of our user population. It would be very inadequateto determine the number of users.

Now I'm thinking about the biggestproblem which is who getsto an Indian eligible for IHS funded
health careand who doesn't getto be an eligible Indian. | just want to emphasizehow important it
is to follow up with what Kitty hassaid.We havea definition that works. It is codified in law and it
works becauseit doesn'trely on all the issues that people have witlself-identification as an AIAN

| appreciatethis gentleman'sremarks here from CMSreferring to Paul Donohoe] Hecameto a
TTAG meeting somemonths agowith TheresaCullenand gavean excellentpresentation. If you
cantell ushow to askthe question, we'll askthe question becausewe're down where the rubber
meetsthe road. The personthat asksthe question of what race are yous usually a county social
worker looking at another personin avery lessimportant seatacrossthe table or the deskfrom
them andthey're askingthem to self-identify about race.And somepeople may feel very
uncomfortable with that. And on the other hand there may be somevery, let's say,more assertive
Europeanfolks who may feel very comfortable being assertive and who may choose especiallyif
the definition brings with it additional benefits and identification of Indian that maybewouldn't
be appropriate.

Soit is critical to understand this political definition of Indian established byMorton vs.Mancari
OEAO OAEAO O)1 AEAT b Odvimfyiisfahdiakial egafyOWed krEw it delf- A O A
identification isn't an appropriate way to identify American Indians. It really hasto do with the

political definition. And the screeningis all done for CMSin IHSfacilities and travel facilities. We

don't want to serve peoplewho aren't appropriate to be served.If somebodyelseis doing all this
screeningfor you, all you needto do is make the data match and that's what you were asking

Myra, canwe find away to take one data systemand apply it or useit in another?We've got big

hurdles overcome, and small onesthat | won't mention here as well,but | just want to saythat's a

really goodidea.

DR. SNIPP1 just wanted to make one quick commentabout using a political definition. | think it
doeswork for alot of applications and actually it's historically correct. It's always beena political
definition andit predatesany idea of racethat's ever existedin this country. Goingall the way
backwhen the Choctawswere removed from what's now Mississippi, they were removed asRed
Choctaw,Black Choctaw,and White Choctaw.But there is one disadvantagein using a political
definition, and that is you basicallyhave 563 or sofederally recognizedtribes, which meansthat
you also have more or lesssomewherein the neighborhood of 563 definitions of what it meansto
be an AmericanIndian. And someof thosetribal definitions are very, very inclusive in the sense
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that, for example,the CherokeeNation of Oklahomasimply allows anybody who canprove
descendancyfrom the DawesRoll to be amember. There are somePuebloswho havevery, very
exclusive,restrictive memberships: at least me half blood quantum by patrilineal descent or
somethinglike that. Sothe variation in terms of the peoplethat you're goingto be talking about, if
you're goingto usethosetribal definitions asyour political definition, raisesyet another host of
complexitiesthat aren't very often raised and aren't often recognized.

MS. MUNSON:wanted to follow up on the point Kitty was making and just make one small
comment.And that is Kitty usedthe phraseactive userwith regard to the Indian Health Service
database And | would arguethat being Indian is for the most part immutable. | mean,it's possible
to be stricken off the roles of being Indian but becauselndian people do move around and they are
not all locatedwhere they haveaccesgo an Indian Health Program,they may not havebeen--
they may not be an active user currently but they may havebeen10 yearsago.To the extentthe
Indian Health Servicedatabasecanbe used,regardlessof the timing, it should be anybody who
was ever considereda user asan Indian person.And there are somenon-Indian users,of course,
but anyonewho was ever an Indian user should be able to berolled into theseother systems.

With regard to the political definition just one lasttwist on it which is it really goesto the point |
made earlier which is for the purposesof Indian Health Service, for the purposesof CMSasis
evidentin their new rule and in the statute, the Indian Health Carelmprovement Act, for
example,the narrow definition of Indian, which is one of the political definitions of beinga
member of afederally recognizedtribe, hasall of the challengesyou've just describedbut if one
usesthe broader definitions that are included in the Health CarelImprovement Acttied to a
statutory definition you avoid someof that exclusivity. Not entirely. If atribe won't recognize
somebody'sindian, they just may not be Indian becauseit is in fact a political definition.
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Overview: Carol Korenbrot, California Rural Indian Health Board

The primary purpose of the Summary Reportiatais to provide the CMS Tribal Technical Advisory
Group (TTAG) with an understanding of Medicaid and CHIP data so that they can advise CMS on
improving their data so that it can be usefuto address the issues of AIAN ankHS, Tribal and

Urban (I/T/U ) providers. The membership of the TTAGIincludes elected tribal leaders or
appointees fromthe 12 geographic Aeas of the IHS delivery systepand arepresentative of the
National Councilof Urban Indian Health Programs (NCUIH)as well as a number of national Indian
organizationsandthe IHS. The IHS is a healthare delivery system that is administered through
these 12 Areas. For CMS data to address the issues of IHS AIAN we defined this morning, and the
I/T/U providers, data needs to be aggregated by IHS Are@he service delivery areas of the
providers of the 12 IHS areas can roughly be approximated by tH#65 Contract Health Service
Delivery Area (CHSDA) countiem 35 statesof the 12 Areas as we saw Session [(Slide 20).

Slide 20

12 IHS Regional Areas

A S
/ Portland "‘:' ' Aberdeen Bemadi

California

Medicaid and CHIP are statby-state programs,not only do IHS Area CHSDA county groups rarely
follow state borders as pointed out in the Statdy-State session, but in western Areas there are 14
CHSDA counties that are split between two different IHS Areas, for example the 5 countiethim
Southwestshown in Slide 21 For the counties split between two areas we used zip codes of the
communities predominantly served by each IHS Are group Medicaid and CHIP datanrollees.
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Slide 21

Some CHSDAcounties ar
between two IHS Areas, for example:

Utah Colorado

Albuquerque
Navajo Texas
split county

For the Urban Indian Health Organization providers (U)we constructed a single consolidated
service areaof 98 countie8 4 EAOA AOA o1 058 chuldireCeivelAMNdirGiE A O
any given year(Slide 22). To approximate a service areasingas a master list of all potentialJ
providers published by the Urban Indian Health Institute (UIHI), andor each provider we

included all countiesthat the programs themselvegeport they serve which was recently

published by UIHI(Urban American IndiarfAlaska Native Maternal, Infant and Child Health
Capacity Needs Assessmenianuary 2008Appendix C Available fromwww.UIHI.org website).

All 98 counties served by U providers are included in the Medicare Urban Consolidated Area,
including Cook County m lllinois which is a state not included in the 35 states of the IHS healthcare
delivery system. There are a small number of counties in the Urban Consolidated Area that also
are CHSDA counties and therefore included in IHS Areas.

In any given year thereare a fewindividual Urban providersthat do not receivelHS fundingand
we usethe IHS website for the National Council for Urban Indian Health (NCUI)ww.ncuih.org
and consultations with IHSto exclude individual U providers from year to year

Urban providers do not serveall the Indians living in the counties of their service areas, any more
than I/T providers do. But of the Indians they serve,most of them live in those counties.Some of
urban areacounties had both U and I/T providersand wetried to subdivide these countiesby zip
codebut could not find consistentcommunity criteria to use. This means that there is overlap
between IHS Areas service delivery area CHSDA counties and these drbaunties, and the
analytical results therefore have some overlap, and Urban and CHSDA counties cannot be
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compared statistically.Another problem that developed was thabne of theurban counties (Cook
county) is in a36t state (lllinoi s) not included inthe 35 stateslisted for the 12 IHS Areas.

Slide 22
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MSIS Extracted (MAX) Data

SinceMSISonline data canonly be analyzedby state,to analyzedata by county and zip codeit is
necessaryto use MSISMedicaid Analytical Extract (MAX) data files. MAX data files include even a
Person Summary file that aggregates service use and payment data for Medicaid and CHIP at the
enrollee level. These massive electronic data files though more difficult to handtban online data
include month-by-month information on Medicaid enrollment, servicesusedand paymentsthat

can be analyzed in many ways that online data canndh our analysesMSISCHIPdatais included

for Medicaid expansionCHIPprograms only. We excludedata from State-only CHIPprograms
because it is not uniformly reported to MSIS

Enrollment Data

With such data we are able to begin to estimate the numbers of Medicaid enrollees in eatlhe
12 IHSAdministrative Areas for both the CHSDA counties and the Urban Consolidated Area
counties. Using the MSIS Racial definitiog we did basic frequency count®f AIAN in the each
Area for its CHSDA and Urban Area counties which are shown in Slide Zhere are more Urban
county than CHSDA county AIAN Medicaid enrollees in Albuquerque, Bemi@jglifornia,

Nashville, Phoenix and Tucson Areas. There are more CHSDA county than Urban county AIAN
Medicaid enrollees in Aberdeen, Billings, Navajo and Oklahoma Areas. The numlzgrsrban
county and CHSDA county AIAN enrolleese comparable in Portland and OklahomaAreas.
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Remember AIAN in counties with both I/T and U providers are counted in both columns, so the
columns cannot be summedAreas with a lot of Racial misclassification, like California Area,
undercount enrollees in both groups.

Slide 23

Racial AIAN Medicaid Enrollees
by Area (CHSDA & Urban Areas)
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Using the MSIS Racial definitiomve did basic frequency counts of AIAMedicaid enrolleesin the
CHSDA counties of each Area who had IHS Program data (Slide 2The numbers oMSISIHS
program Medicaid enrolleeswho are alsoMSS racial AlIANare highest in Navajo and account for
the majority of AIAN Medicaid enrolleesin the Area

Slide 24

Racial AIAN Medicaid Enrollees in
CHSDA Areas (IHS Program & Others)
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These numbersof Medicaid enrolleesare much lower than expected when we look ahe datalHS
reports for their Active Users of I/T providers in each Area.We would expect the ratio of
Medicaid enrolleeswith IHS Program data tdHS Active Users in I/T programs to be a number that
might be comparable across IHS Areadter adjustment for potentially confounding factors.

Factors that would need to be adjusted include such things as state Medicaid program eligibility

provisions (Mandatory versus Optional, etc), socioeconomic status of the AIAN in the Ar&ut we
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are struck by the variability of the cruderatio per 100 IHS Active Usersvhich indicates to us that
there are problemswith MSIS data for Racial and IHSIAN that could be checked withdirect
linkage of Medicaid and IHS Active User da(&lide 25).

Slide 25

Ratio of Racial AIAN IHS Program
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ﬁ

4 35

?

3 30

o -

8 25

o 20 8B -

0]

o 15 1 ——

<Z( 100 +—+ — — B B B

< [ Ei I Bl BN BN BN Bh B BE B e =

%]

I ‘ ‘ ‘ ‘

ST S S RN S I I N SIS
,\be’g \rz?\{‘ \)0\} Q&\ \\.\\(& “\\o\o é‘% rzﬁ'b\ (\06‘ 000 &Qg ooeo
?pe ‘?*Vgoq; Q"z}éq’ éo\{gb T QO A

In spite of the fact that the numbers of Racial AIAN appear to be undercounted in MSIS data, the
percents of AIAN in various categories enrollment, service use and payment categories can be
useful to analyze. With a healthy skepticism it is possible th#te numerators and denominators

are undercounted to the same degree (unbiased) and may be representative of the population. At
least what we do believe ighat these are the best working estimates to describe the racial AIAN
Medicaid enrolleesMore than half (58.4%) of AIAN Medicaid enrolleesn the 12 Area CHSDA
countiesare Children (Slide &), more than a quarter Adults, about a tenth Disabled and the rest
Aged.
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Slide 26

[ Basis of Eligibility ]

AIAN - 12 IHS Areas combined

Children

| 4
B8.4 % Adults

28.19%
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Disabled 3.7%

a
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In the MAX data is enriched information on Medicaidr@ollees who are also Medicare enrollees
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gualified in the lowest income category and were eligible for full Medicaid benefits.

Slide 27

Most AIAN who use services ]
[ Use both FFS & Managed Care

FFS & Capitated Care

13.29

Capitated Care
15.3%

Fee-for-Service

205%

We were surprised to find that more than half of all AIANMedicaid enrolleesin the IHS Area
CHSDAcountieswere in some sort of managed care plan. Only 15 percent were in managed
(Capitated) care only, 43 percent received a combination of managed and Hee-Service (FFS)

care, and only 3(Qpercentwere received FFS care only (12% used no services during the year)
(Slide 27)
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Slide 28
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For AIANMedicaid enrolleesin the IHS Area CHSDA countig®0 percent of children and 18

percent of adults were in managed care plans for medical care (HMO) at least one month out of the
year. More than 10percentwere in Dental,Behavioralor Long-term Careprepaid health plans

(Slide 28). We found essentially nme of theenrolleesin prepaid health plans for the elderly or
pregnant women. More than 15percent of AIAN Medicaid enrollees hadPrimary Care Case
Management (PCCMnanaged careof fee-for-service medical care

Service Use and Payment Data

We did a considerable amount ofanalysis of Medicaid and CHIBervice use and payment

(utilization) data in the report. We will presentonly one ofthe findings here.This finding

indicates how MSIS MAX data could becomaiquely useful in policy analysisbecause we are able
to compareprovider service use and paymentata for AIANwho use anlHS Programand those

who do not. For example weletermined an average amount paid by Medicaid per AIAN enrollee
who had any IHS program data, and compagié¢hat to AIAN enrollees who did not have any IHS
program data (Slide @). Unadjusted for age and gender the amount of Medicaid funds paid for
AIAN who had any IHS Program claims was $6,560 per person (2004), the U.S. per capita payment
was $6,826 (2010), the IHS paid $2,690 per person (2010)This leads to a very important field of
analysis of trying to adjust these numbers for confounding factors and determine the impact of
changes in Medicaid programs or policies on IHS programs and other provides§AIAN IHS

program enrollees relative to other AIAN who do not use the IHS system of providerdHow do

they compare for quality of care and outcomes or effectiveness of care? For Medicaid payments of
care?
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FurtheRecommendations for MSIS data

The three most important recommendations that came out of the IHS Area report are the same as
from the state-by-state report, but take on special meaning for IHS Area analyses:

e MSISdat:OET O1 A EAOA A O#AT1 660 1)1 .8 AT OI11AA C
enrollees record, regardless of any other race or Hispanic ethnicity

e MSIS should improve collection of IHS Program data, categorize IHS and Tribal facilities
providing the services, and adding and Urban Indian provider data

e Medicaid and IHS data should be linked to

Discussant: Ed FgxSquaxin Tribe & Northwest Portland Indian Health Board

MSIS MAXata

MAXdata extracted from MSISis an important improvement over online MSISData Martdata. It is
no small matter that it producesIHS Area level dataas well asstate leveldata. In most analyses of
Indian health, IHS Area level of analysis is more important than state levanalysisbecause of the
importance of the IHS healthcae delivery system in areas across states where there tend to be
denser populations of American Indians We live by Aeas and their names just roll off our
tongues. When finally this year the U.S. government actuallynade substantial fundsavailableto
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distribute to Tribal and other Health Programsserving Indiansacross the country, the allocations
were made by IHS Areas.

For 10 ofthe 12I1HS! OAAO UT O AAT 6 O tdgetQard AdeStinat€sOVatkdis bbth O A
an Area and a statesofor Alaskawe have Medicaidinformation . California Area is largely one

state, but it is not the entire statez and the Sierra mountains mean that some tribes rely on

services from Phoenix Area Oklahoma Area is largely Oklahoma state, but there are additional
counties in other states administered through Oklahoma Ared-or some areasve can adddata

for states togetherlike for Portland Area we can add together data foldaho, Oregon, and
Washingtonand estimate Medicaid dataBut then there are states as extme asArizona where

there arethree overlapping Areas. And only the TucsonAreain Arizona does notalsoinclude

parts of other states.

MAXdata seemsa good source of datéor longitudinal studies. | meanpnce we understand its
limitations, and dord O A£ET A O:A'@ willind © lodkatAt Ovkrdime and say that the trends
that we're seeing make more sense than data that's not ealiable. We'll now be able to measure
progresswhere tribes haveworked with their statesto move programming to tribal programsto
both improve servicesandto draw it on the 100 percent FMAP. Sowe canseethat sometribes or
areasare working with their states,and again,Alaskais a good placewhere you canseethat. In
Alaska,17 percent of the state's Medicaid expenditures are subjectto the 100 percent FMAP. And
sojust think of this. Stateswant to work with you if they know what the benefit is to them. It
helps. In Alaskathey're greatat what they do at the AlaskaNative Health Board and ANMC the
hospital,and ANTHC the Tribal Health Consortium. Sothey work really well to make those
successedut the state with 40 percent of its Medicaid population being AlaskaNative knows
where the moneyis. Arizona alsohasfunded capital projects sothere's a practical side to knowing
information aboutthe money.

MAX data from the Person Summary files for enrollees withdS Program dategives us data folHS
users of I/T providers. TheseMedicaid enrolleesvery nearly fit the definition of IHS ActiveUsers
favored by the CMS TTAGAN IHSActiveUser has receivedat least onemedical or dental visitin
the pag threeyears, but in the MAX fileitisone®) ( 3 0 Ol C @aldibyMedidai® id End A
year. But that is not a substantial problem at thistage of data development.

Now, here's | guessthe first time you've seen somenumbers up here by IHS Aea (Slide 30). The
Areas are arranged from left to right from highest to lowest number of Medicaid enrollees in the
MAX data.There were a total of 278,000 AIAN for the 35 statesThe bars show total payments for
American Indiansin each Area, divided into the amounts paid IHS Program and Némdian
providers. Remindyourself that the data is from2004, not 2010.
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Medicaid Payments for IHS Program Users
in MAX data by IHS Area
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There are two major points to be made: the amounts of the payments, and the fact that we can
look atdatafor IHS Program providers and norndian providers for the samdHS Program
enrollees The total amount Medicaid paidor IHSAIAN is $1.5 billion for AIAN (MSIS racial
definition) . The amount paid to IHS Programs was $538illion. These are substantial amounts,
even though Carol warns us they are underestimates becautese numbers are only for IHS
Program users who were also racially classified as AIAN MSIS They still have not determined

for the Areas the numbers of enrollees or amounts of payments for IHS Program users who were
not classified as AIAN Still I'll put these amountsinto perspectivein alittle bit by comparingit to
IHS paid totals to IHS Programs

As a Tribal Health Programhealth director it was frustrating for me not to know what happened
to half of my Medicaid eligible patients when they were referred out and obtained care from non
Indian provides. You would hound providers to sendbackinformation aboutthe patient, but a
guarter of the time we didn't getback reliableinformation. Sowith MSIS data here's hope we will
be able to evaluatevhether our people in any given Area are getting comparable services to
people in other Areas through Medicaid

| sayusethe datawith care. Thisis agoldmine of information. It will help Indian peopleand it

will help programming healthcarefor elders. It will help understand how we managechronic

care. With passage oHealth Care Reform the first thing to do will be eligibility and getting the
enrollment data right, getting who is an Indian right. Other studies of payments and health status
may haveto wait, or with more funds we could do more studies at the sametime.

UsingMSISVMIAX data with care

We are still getting used to this impressive data sedo | urge that we $sethe MSISVIAXdata with
careandwith proper attention to definition s. We really need to know that the IHS Program user
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data is as complete as possible for every state and IHS Progr&owhich kind of an Indian are we
talking about?And with the caveatsand the use,we canusethis andit will be usefulto track
enroliment and changeover time. Soif we want to know how we are doing in different areas,who
seemsto be all of asuddendoing great and let's gofind out what they're doing to learn from them,
who's maybegotten lazy?| feel like in the Northwest we've gotten alittle bit relaxed about
signing people up for Medicaid becausewe think we do it sowell that we're not renewing people
aswell aswe could and therefore we're seeingour numbers godown. | think it's important to
have gooddata soyou canknow that it's not an artifact of bad datathat's telling you sometrends
are apparent. With good data you canwork off it.

We also need to be careful MAX data that is several years old. The MAX data request went in when
the Data Project started in 2007, and therefore the report had to be done with MAX data from
2004. We allagreethat there have been increases in enroliment ahpayments since then, and
changes within Areas that areamportant to know about. Currently MAX data is available for all

years to 2009. So pdating the current report for IHS Areas with time trends in the data will be
valuable and needs to be done soorso since there is data lag problemput | hopewe can have
access up to date data soon.

We needto usethis datawith caution and make sensibleadjustmentsfor policymaking. lastyear
we hadincreases in IHS funding, which were allocated through the dilan Healthcare Improve
ment Fund.Cliff Wiggins from the IHSwill talk to how that process is implemented. The allocation
processrequiresthat you look at defined personal health care resources of the operating units
when the Indian Health Servicadecides how much moneyto give different operating units. We
would like to have good Medicaid data included in that proces#And this data could help.There
will be arguments as to how to use dataBut having gooddatais important.

Most frustrating about the MSIS data from my point of view is that the total numbers of American
Indian enrollees and payments seem to be lower than those | have found by studying the state by
state financial reports. States have a MedicaiManagementinformation System that handles their
enrollment and claims data, and as well as their MSIS Medic&thtistical Information System with
enroliment and claims data. There are technical differences in how and when the data is
processed. What | found when | took results that \érné Boerner and myself in the state financial
reports reporting data from their MMIS system and compared it to data from the MSIS data, the
states reported they spent more on American Indians than is reported in MSIor example,here

is data fromboth systems for Alaska in 2004 On the left is that data that Verg and | found from
the Alaskastate annualfinancial report for 2004, and on the right what was reported in theCRIHB
report from MSIS Slide 31). For both groups of providers, IHS Program praders and norntindian
providers, Medicaid payments for American Indiansvere higher in the state financial report than
from the MSIS datg and this seems to be true whether the data was MSIS data online or MSIS
MAX data. The total payments for American lalians in 2004 according to the management data
was $365 million. The total payments in the MSIS data w280 million .
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State data different in 2 data bases
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One reasoras Carol warned usare that theseparticular MSISnumbers are only for IHS Program
users who were also racially classified as AIAN in MSIS. The lats&dicaid report by Area did not
include other IHS Program uses who were not classified as AIAN as their earlier statby-state
report did. But there areadditional possible reasons the numbers are lower in MSIS data,
including that the state financial reports are compiled from monthly enroliment and claimsdata,
while MSIS data ignore highly processed and adjudicatedlaims data. MAX data i€ompiled at
the level of unique individual enrollees and there is exclusion of claims when the enroliment
information cannot be linked to the claims data. But wdo not yetfully understand whythese
numbers are different, and we need to learn more about the data bas and how they are
processed so we know which figures are better to use for what purposes.

Medicaidis without a doubt avery significant source of funding for IHS and Tribal providersin all
Areas. There are no longer any Areasthat do not enroll American Indian users of IHS Programs in
Medicaid. There are no longer any areasthat don't getat least20 percent of their funding from
Medicaid. Thatscaresus, frankly. It wasonly three yearsagothat G\ugust17th regulationsd
camefrom CMSthreatening to change how IHS Program providers were paidt scared us. IHS
funds arereliably recurring dollars. Medicaidstill seemsvolatile to us. | know that there isa
promised expansionnow with Health Care Reform.We will seethis Novemberandthen in annual
increases after thatif there's an expansion But we want to makethe point that Medicaid funding
isvery significant to us.

Comparedto IHSfunding for health servicesthe amount of Medicaid fundingfor American Indians
is significant (Slide 32. MAX data indicates thaMedicaid paid $1.6 billion for American Indians
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in the 12 IHS Area®r 69 percent of the $2.3 billion IHSpaid for health servicesfor IHS Program

usersin the Areasin 2004.
Slide 33

Medicaid& IHS Payments Byrea
for IHS Program Users, 2004

Medicaid Percent of

IHS Area Medicaid 2004 IHS 2004 IHS Funds
Aberdeen $100,167,00 $219,710,00 46%
Alaska $365,360,00 $400,810,00 91%
Albuquerque $107,573,00 $121,530,00 89%
Bemidiji $58,376,00 $131,960,00 44%
Billings 70,368,00! $134,210,00 52%
California $8,324,00 $121,670,00 7%
Nashville $14,337,00 $93,640,00 15%
Navajo $419,865,00 $307,030,00 137%
Oklahoma $94,891,00 $344,865,00 28%
Phoenix $209,266,00 $221,540,00 94%
Portland $81,893,00 $181,450,00 45%
Tucson $60,036,00 $38,427,00 156%
All Areas $1,590,456,00 $2,316,842,00 69%

In AberdeenArea Medicaid paymentsfor the IHSuserswere 46 percent of IHS paymentsAlaska
Area Medicaid payments were 91 percent of IHS payment$he lowest percent is forCalifornia,
but the state-by-state report showedCdifornia MSIS data had substantial numbers of IHS
Program users who were classified racially as other than AIARther areas had higher Medicaid
than IHS myments, and therefore percents greater than 100 percent. Medicaicagmentsfor
Navajo Area were 137ercent of the IH§ayments. Thereis an important interplay here to
consider though Youreally haveto know the Indian Health Servicepayments to Areaslf you were
from OklahomaAreayou would saywe are not getting much from Medicaid ofrom IHS.

MS. SKEETERrepresentative for National Council of Urban Indian Health programs to the CMS
TTAG from Oklahoma] agree with you.

DR. FOX: Oklahoma agrees with me.

What needs tobe done next is to compare the MSIS data on Medicaid payments to IHS Program
payments that the programs themselves reportFor the Portland Area, we would saythat we do
getabout $81 million in Medicaid revenues for the IHS programs iour three states.That means
our Medicaid paymentsare 45 percent of what we getfrom IHS.
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ConcluensfromMedicaiddataso far

The conclusions that are safe to drairom the data so farare:

e Areas vary in their success in enrollment in Medicaid, but Medicaid is a criticalement of
funding in every area.

e There is variation between and within Aeasfor Indian programs. Theories for the
differencesinclude:

o Differences in incomeand assetsn the universe of potential beneficiaries
o Differences in state Medicaid programs andupport for outreach and enrollment
o Differences in receptivity of Indian programsto innovation

o Differences in degree of selfletermination among Indian programs- Do IHS
programs have lower ugake ratesthan Tribal Health Programg

e Some Areas receive asnuch funding from Medicaid as they do from the IHS appropriation
for health services line itemsThis was true even with the underreported MedicaidAIAN
datafor 2004, and very likely in 201Q

e The benefit to Indian programsof Medicaid payments for IHS Rygram usersis measured
not only in the Medicaid revenuefor the care they provide themselves but in avoiding the
costs of care to other providers for their users which they would otherwise need to pay
from Contract Health Service costs

Discussant: CliffWiggins Indian Health Service

Jimstated three questions inopening the symposium: what do we seein the data,what are the
implications of the data,and what are the next steps?I'm goingto talk about all three, but in
particular I'm going to talk about the second questionI'm goingto talk really where the rubber
hits the road pragmatically. How do we translate datainto information that then translatesinto
public policy and action? And having said that, let me point out thatl'm an old statistician aswell.
| started my careerthinking I'm goingto earn my living on data. Soif | saysomeheretical things
about datayou'll understand that it is only because work in a different environment now. It's
that pragmatic environment: translating data into policy.

Let me start with the curiosity of federal Indian law. Onthe one handthere is statutory language
essentiallyforbidding the Congressand the President to offset all the different resourcesthat
Indians havein determining the annual budgetand appropriation to the Indian Health Service On
the other hand, in statute there are explicitdirectionsto consider all sourcesof health care
servicesand funding of Indian peoplewhen the Indian Health Servicesetsinternal priorities . |
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will comebackto that point becausewhat we'll talk about here is the how these two directives
have played out over time |, too, haveafew slidesand the datal will show you demonstrates
generaltrends. While it may not be at alevel of precision that someof us in this room would like,
it iswhere the real world is becausel work in the Office of the Director. That's where policy is set
with respectto allocations and funding and who's in the first of the line and who hasto wait at the
rear of the line.

Slide 34

IHS Funding by Allocation Approach

millions
84,500 -7 (| Collections— ~$799m
i = collecting sites retain 100%
$4.000 1 . Diabetes— $150m
-7 * competitive grants, special projects, other (variable)
$3.500 » formula by user counts, disease rates, fribe, inflation (stable)
Facilities - $212m
$3,000 * M&l—variable allocation by age and condition af sites
* Construction—variable budget earmarks via priority list
* SFC—uvariable allocation by sanitation needs inventory
$2,500
Facilities —Stable Base $178m
$2.000 = Support— fo sustain facilities and environmental functions
Services =Variable to Sites $220m
$1,500 + Inflation—allocated by inflation %
* Population Growth—allocated by pop. increase %
* IHCIF—variable allocation by site funding deficiency index <40%
$1,000 » CHS—variable allocation by site cost index and no hospital
* CSC—allocated by site CSC deficiency
* New Staff—variable earmarks to new/expanded facilities
$500 » Other (MSPI,DVISA}—vanable by user count, disease indices
Services—Stable Base $2,971m
$0 * to sustain services delivery

2009 Budget

Thefirst slide is apicture of the IHSbudgetbreakout (Slide 33. The only part | want to draw your
attention to is the gold section at the top of the 4.5 billion total dollars of the IHSbudgetin 2009.
That part, roughly 800 million dollars wasthe amount collected in third-party paymentsby IHS
system provider sites. You'veseenvarious numbers for Medicaid and CHIP collectionshis
morning. Whenthe agencysetsits funding priori ties it is supposedto considerthat amount in the
gold section as allocated to the IHSystemproviders, In addition it is also supposed to include
those Medicaid payments you saw that were made to neimdian providers not in the IHSsystem
on behalf of the health care needs of IHS Program users. This amount is not include8lide 33
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Slide 35

10 Year History of Appropriations
Indian Health Care Improvement Fund & Services Budget Base

BUDGET INCREMENTS BUDGET BASE
Year IHCIF s:r'ff.iLs IHCIF % IHCIF S;ﬁ:iLs IHCIF %
Fy2001 | 40,000,000 I 243712000 16% | 40,000,000 [ 2,318,000,000 2%
Fr2002 | 23,000,000 | 70720000 33% | 63,000,000 [ 2,389,000,000 3%
Fr2003 | 26,212,000 | 87311000 30% | 89212000 I 2476000000 4%
FY 2004 N saa48000 0% | 89212000 2830000000 4%
Fy2005 | 11,094,000 | 66128000 17% | 100,306,000 N 2:696,000000 4%
FY 2006 - B 05607000 0% | 100306000 [N 2,692,000000 4%
FY 2007 - B is7m1000 0% | 100308000 2819000000 4%
Fy2008 | 13781000 . 152665000 9% | 114,087,000 [ 2,072,000000 4%
Fy2000 | 15000000 [ 219421000 7% | 120087000 [ERS191,000000 4%
2010Req | 45,000,000 [ 448000000  10% I 174,087,000 8640000000 5%

10 Year

Total 174,000,000 1,566,000,000  11% 1,000,000,000 23,083,000,000 4%

Earlier today Matt Broaddusspokeabout the Indian Health CarelImprovement Fund (IHCIF). The
Fund has beerpart of the Indian Health Carelmprovement Act specifically written to guidethe
agencyin funding to makethe systemmore equitable than it hashistorically been. Slide 34shows
on the left the appropriations specifically madeto the IHCIFfor the purpose of redistributing
funds through aformula developedfor equity purposes. The amount that the Fund amount
represented as a percent of the Total Services budget increment is shown in the first column

EAAAAA O) (#)& P66 AT A AO A bprAdidshdnihtie s&cE 471 O

AT 101 1T 1 AAAT A AFurd his@ pe)ceataded the bluelbBréis pretty small. And on the
right side is the sameinformation relative to total cumulative funding of the agency,not just the
increaseover the prior year but the total. And the main point | want to bring to your attention is
that over a 10-year period, only 174 million havebeenappropriated for that purpose which is a
tiny fraction of the entire appropriations of that period, 24 billion . Sofour percentrelate to that
policy, and yet when we speakwith tribal leadersit's the issueof equity that we all hear about.
And asa pragmaticissuehere,if you're out in the field, you're working asa policy director or
you're in aclinic or wherever and you've seensomeof Ed'snumbers about the increasein
alternate collections,you're goingto spendtime on that asopposedto this little pittance of money
that comesthrough the appropriation process But asmany of usin this room know, that little
piece of money comeswith high value and getslots of attention in a political way.
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The Indian Health Servicemakes certain assumptions in itcurrent budgetallocation policies
(Slide 395. The pie represents the totaper capita costfor health benefitsof IHS Active Usersf
they were enrolled in the FederalEmployees'Health Plan. No one hasever measuredvery
precisely what the amounts should be, and what we are talking about atbe data policy issues
that comeinto play to do the amounts moreprecisely.

Slide 36

IHS Health Care Spending and Resource Need Estimates - FY 2009

Benchmark
Funding Need Other Sources
o (M&, P, etc.),
Per Capita C. Unmet $1,068
$4,270 Balance, $1,341
all of the pie 25%
‘ Ple) 31%
B. Spending by
IHS (net of M&M,
PI), $1,862
44%
Personal Health Care Services (PHCS) Annual Per Capita  Annual Total %
Benchmark Resource Need 54,270  $6,405,000,000 100%
A. Spending by Other Sources (M&M,PI, etc) 51,068 $1,601,000,000 25%
B. Spending by IHS {net of M&M, PI) $1,862 $2,793,000,000 44%
C. Unmet Balance $1,341  $2,011,000,000 31%

At IHSwe havea policy from 20 yearsagothat assumesthat alternate resourcesfor health care
including Medicaid and other third-party paymentsare about 25 percent of what should be
allocated to fund health care of each Active UseMedicaid would account formost but not all of
the third -party payments, since Medicare and private insurancapply to far fewer Active Wsers
than Medicaid.About 44 percent of that package is appropriated through the Indian Health
Service And 31 percentis the remaining amount that it is estimated should be paid to bring
Indian Health Servicespaymentsup to what the federal health benefits plan allocates. It is with
these assumptionghat we build our IHSbudget. In fact, someof our formulas expresslyusethis
concept. And the same assumption is usefbr all IHS Areas and provider operating units
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We translate this uniform assumptionof 25 percentinto actionable policy. We assumehat the
amount of the Medicad paymentper IHS Programuser would be the same amountfor every IHS
Area and provider, and that theMedicad payment amount would be about halthe IHS paid
amount (that is the entire 25% is 57% of 44%, andMedicaid ismost but not all of the third-party
payments). This is not what the data in the Medicaid report by IHS Area is showing. Although
there is a need that Carol points out for after casmix, Medicaid program characteristicsand
other adjustments,our assumgion is that there is no variation across Areas and providers the
relative role that Medicaid payments makegetsbackto my original point.

How do we decidewhen data or information is good enoughto collect and analyze it tarevise our
policy?1 would submit to you there is not a scientific answer to that question, nor is there in facta
data answerto that question. It is avalue judgment, apolitical judgment. Becausedatais not free,
and is in factincredibly expensiveto collect, process,and report reliably, thosedollars z and
here'sthe heretical part from a statistician -- those dollars could be better spenton health care.
They could be buying that next prosthesisfor someoneon awaiting list. Sol would saythat data
is always a tradeoff with health care inpublic policy. | amtrained to love knowledge,and | do love
it. And 1 love it for its own sakeand| love to learn. But I'm paid to translate datainto public
policy. Sodatais atool and atool costs. And | am asking,sowhat is the value of that tool relative
to the benefit?

At the level of the 265 provider operating units in thdndian Health Servicehealth care delivery
system, the25 percent assumptionbecomes highly variable, but in a random way. d€hof the
labels at the bottom of Slide 36representsone of those 265 operating units that are eligible to get
appropriations through the IHCIF fundor other funding from the Indian Health Service.They are
grouped alphabetically. Onthe left side you seevery narrow columns of values for providerunits
in the AberdeenArea, and then the AlaskaArea, and soforth. The amounts for third-party
payments are dark bluebecausethey are anet offset, that isthey areadeduction from the total
projected costs per person. The amounts of the offsetvary from high values of$1,700in Alaskato
anaveragearound $1,1000r $1,200per person. Thereis variation in the amount of the payment
deducted,becausethe total amount paid per person to aprovider unit varies. In Alaska,for
example, aur 25 percentpolicy is a larger amount because dhe much higher medical costbasein
Alaskacomparedto the rest of the country. For the rest of the IHS Areas the amount imndom
noise around an average that would be lower once Alaska was excludethis variation is not
reflecting in any way the kind of variation in Medicaid payment datathat Carolor Ed spoke of.

Pageb52



Session II: Medicaly IHS Area
Slide 37

Adjusting a Site's Benchmark for Other Coverage: 25% offset
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Sites Associated with Nearest City participating in ACCRA Price Comparison Projects - Sorted by IHS Area

And sowhy would the Indian Health Servie stay with a policy that violates the Medicaid data that
we're seeing?Because vineneverwe've conductedtribal consultation on this issuewe hear
everyonethinking carefully of their own people andhow will it affectthem. Thereis areal
reluctanceto changesomething so sensitive as the per capita funding allocation formulaVen if
people are unhappy with it, they at leastknow what to expectcomparedto what might happenif
we undertake a big change. It is alsbecausemany tribal peoplebelieve that this conceptof
offsetting underminesthe principles of sovereignty altogether. Yetwe have legislation that
requires us to dothat.

The next slideis a pagefrom areport to the IHS Drector from the IHSDataTechnicalWork Group
(Slide 37). The Director promised Congressand the tribes that shewould re-evaluate the
formulas and data for resource allocation to tribes for healthcareThe Data TechnicalWork Group
was assigned the taskOne of their key recommendationsis the issuethat we've beentalking
about this morning: Is the current IHSagencydata, more specifically how the agencytranslates
that datainto information, good enoughfor allocating resources?This group saidin effect,No. It's
time to look at this more deeply. It's time to goforward to Indian country with somealternatives.
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Slide 38

4.6 INDEX OF CMS SPENDING

Estimates of Mon-1HS spending for IHS users are critical in the methadology. The IHOF
formula allocates funds in proportion to gaps in funding needed to assure a uniform benefits
package. Funding gaps are meassured by subtracting from benchmark projection the IHS
spending and inferred spending by other parties, chiefly Medicare, Medicaid, and private
insurance. Inferred spending is derived from the 22 yvear old Swurvey of American Indians and
Alaska Matives [SALAN). SAIAMN findings were transformed to create a 25% deduction in the
benchmark 1o represent third party spending on IH5 users. The 25% deduction applies
uniformly site-adjusted per capita costs. Most werkgroup members belisve the imputed
spending estimate does not accurately reflect actusl third party spending variations state-1o-
state and community-to-community.

The DTWG also reviewed analyses of Medicare spending on IH5 users by State and Area
from MIHE/T-TAG supported research (see Appendix &) and also comparizons of Medicaid
spending on AlAN among States (see Sppendix 9). Details are complex, especially matching |H3
and ChS5 data for services covered in the benchmark plan. The preliminary work suggests
evidence-based indices of Medicare and Medicaid spending far IH5 users are feasible. The
OTWIE noted both correspondence and difference when CMS spending in IHS Areas was
compared with imputed third party spending estimates now used in the |HOF formula. hMost
OTWGE members belisve that evidence based indices of alternate resocurces would be mare
valid than the imputed estimates based on 22 year old survey data.

Alternate Resources |ssue IHCIF Implication
i, — Inferred spending: The IHCIF does not raost warkgroup members believe that
measure actual alternate resource spending substantial regional variations exist in

nen-IHS resources supporting health care
for IH5 users. An imputed average of
255% does not measure such variations.

ii. — dutdated Study: The inferred spending The imputed index is cutdated and
assumption is based on the 22 year old Survey of probably does not reflect current
american Indians and &laska Matives [SalaM). conditions. CMS programs have evolved

substantially, both in eligibility and
spending since the late 1080s.

iil. — Differences: Considering the exploratory These differences imply potential bias in
data presented to the DTWSE, both the IHCIF model of unknown extent
correspondence and differences are notad when rdost workgroup members believe that
CMS spending is compared with imputed spending | evidence based indices of alternate

astimates now used in the IHCIF formula resources wiauld be more valid than the
imputed estimates.

. — Index Feasibility: The DTWE considered rdost warkgroup members believe that

some research already under way which could CRAS — IHS data matching and other

produce a useful evidence-based index of CR3 anahytic tools are a reasonable basis for

spending on IHS usars. developing a new index of CMS spending
an IH5 users.

Recommendations Mdedicaiddata

What | would recommendto youis that it is hard to talk to tribal leaderswhen you havesucha
diversity of messagesn front of us, andyou have heardjust someof those messages thisorning.
One of the possibilities from this kind of Symposiumis the recognition of what level of information
is goodenoughto presentto the public? To presentto the political leadersof the country sothey
have enoughconfidenceto decide whatever that decisionis, whether it's to keepthings asthey
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