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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 congressional staff, and we have a single subject which I have found 

fascinating for over a decade: the issue of American Indian data. We have experts who are looking 

at some early and preliminary  work  that investigates American Indian and Alaska Native (AIAN) 

population with  the Medicaid payment files and other files to help us get a profile  of what's 

happening with  that community and those programs. 

In thinking  about today a couple of  strange thoughts crossed my mind. One is that we're really  

very lucky. This morning on the radio I was reminded that  today is the 50th anniversary of the 

signing of the Medicaid  Act. And the thought that we are here to celebrate the  impact of that 

program on the Indian community is  appropriate, particularly  since the Indian community did not 

get access to Medicaid until 1976 or so.  So there's a lag.  

In fact, one of the problems from my perspective is that the community, the providers, and the 

payers are still  getting used to that relationship and that part of our problem in looking at the data 

stems from that failure to integrate our thinking  about it. Another problem, is that none of us in 

the room knows what's going to happen. The point is to have it  happen. We have the written  

reports on the data which were shared with  all of you: 

 Gaps and Strategies to improve American Indian and Alaska Native Data in Medicare, Medicaid 

and SCHIP Data Bases, August 2007.  

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

March 2009.  

 American Indian and Alaska Native Medicare Program and Policy Statistics: Summary Report. 

December  2009.  

 

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

March 2010. Report:  http://crihb.org/files/0_Medicaid_Report_6_2_2010.pdf 

            Tables:   http://crihb.org/files/1_AppendicesB-to-E-tables4-18-10.pdf 

 

But you have your own lifelong experience, whether it's in Congress or in academia or 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 we have three panels of three people each to address three questions:  

 

1. What do you see in the data? This data did not exist until  TTAG thought about its need, 

thought about how to make it  come alive, and produced it. So the question is we've now 

sailed to 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
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2. What are the policy implications of what you see in this data? What changes should we be 

making, whether they're legislative, regulatory, or systemic?  

3. What should we do next? We have this data. It  is available in a public version form. Who 

else might want to take this information  and take it  in some new and different  direction? 

That's a very important  question because TTAG itself is seeking to build a research agenda. 

The information  is there to be used, and the more it's used, the more it's refined, the more 

value it  has. How should we use it next? 

 

At the end of each panel there is time set aside for questions from the audience symposium 

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 edited 

by the Symposium contractors and is not meant to represent all 

points made by the presenters and audience participants .  

Additionally in summarizing the points made by different people, 

edits were made to see that terminology and information cited 

were as consistent as possible across presentations. People were 

given a time-limited opportunity to edit the Summary made of 

their contributions to the Symposium. 
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Session I: Medicaid, State by State 

Overview: Carol Korenbrot, California Rural Indian Health Board 

Every state has its own Medicaid program. The state programs reimburse providers of health care 

for Medicaid covered services provided to Medicaid eligible enrollees with minimal mandatory 

services and criteria determined by 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 no two states have identical covered services or program enrollee 

categories. One of the minimal mandatory federal requirements is that every state collect and 

report Medicaid data to the federal Medicaid Statistical Information System (MSIS) in a way 

defined by the federal Medicaid program.  

The issue of state Medicaid programs implementing a federal program for American Indians and 

Alaska Natives (AIAN) is the crux of a problem with serious implications for AIAN. The federal 

government has a special trust responsibility to groups of AIAN because the federal government 

entered into enduring agreements with tribes and other groups of AIAN that create 

responsibilities for the federal government including the responsibility to provide health care for 

those AIAN.  The implications of this issue for the collection and analysis of data that reliably 

reflects AIAN is the purpose of this Symposium today. 

Our work evaluating Medicaid data for AIAN and their health care providers is commissioned by 

the CMS Tribal Affairs Group (TAG) in the Office of External Affairs and Beneficiary Services under 

the direction of the CMS Tribal Technical Advisory Group (TTAG).  Since 2007 we have 

implemented the data project of the CMS AIAN Strategic Plan for 2006 to 2010 written largely by 

the TTAG (www.cmsttag.org/policy.html ).  The Strategic Plan made it clear that both CMS and its 

TTAG needed data on AIAN and their health care providers to know what the impact of CMS 

programs and policies was on AIAN populations, their health, and health care.  The Strategic Plan 

called for a data project  to evaluate gaps in the Medicaid and CHIP databases, and to make specific 

recommendations on strategies for reduce those gaps in databases, and to train  people on how to 

collect and use CMS data for AIAN populations.  

The first  data available to us was state-level Medicaid and CHIP data online 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 is available with a shorter lag time 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 determine what that data meant. The states gather 

data for the MSIS system in order to be reimbursed for both Medicaid and CHIP care paid by the 

state Medicaid program.  They need to report enrollment and utilization data according to the 

definitions given to them in the federal data  dictionary.  

 

http://www.cmsttag.org/policy.html
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What we did was to take the CMS TTAG definitions for the three AIAN populations (Census AIAN, 

Tribal  AIAN and IHS AIAN) and three types of IHS funded providers (IHS, Tribal and Urban) 

defined in the Strategic Plan and investigate the data for these populations and providers that we 

could find in the MSIS State Data Summary Mart. A fundamental condition is that these 

populations and providers be defined and represented in Medicaid and CHIP data so that it is 

appropriate for AIAN programming planning and policy analysis. Exactly how those definitions 

are defined in the data dictionaries and how that data gets collected by the states are the key 

challenges that we now face. 

 

Slide  1. 

 
 

 ôCensus AIANõ: A Race-ethnicity definition of AIAN 

The Strategic Plan defined AIAN populations with three explicit definitions, all of which have 

programmatic and policy relevance to CMS. The first is a racial definition  from the U.S. Census of 

2000: all people who declared AIAN in their racial identity, regardless of declaring Hispanic 

ethnicity or not. In the 2000 Census people were allowed to declare all races that they identif ied 

with. The number of people declaring AIAN racial identity increased and there were about 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 group.  Furthermore similar 

proportions of those who declared AIAN as their only race and those who declared it one of 

multiple races, also declared they were of Hispanic ethnicity. These phenomena occur for a 

number of reasons which will be discussed by Dr. Snipp our next speaker.   

The problem is that the Medicaid MSIS data system, and therefore in online and electronic data 

ÄÅÒÉÖÅÄ ÆÒÏÍ -3)3ȡ ÏÎÌÙ ÈÁÌÆ ÏÆ ÔÈÅ #ÅÎÓÕÓ !)!. ÁÒÅ ÉÎÃÌÕÄÅÄ ÉÎ ÔÈÅ ÒÁÃÉÁÌ ÃÁÔÅÇÏÒÙ ȬAIANȭ  (Slide 

2). 4ÈÅ -3)3 ÄÁÔÁÂÁÓÅ ÄÅÆÉÎÉÔÉÏÎ ÉÓ Ȭ!)!.ȭ ÔÈÅ ÏÎÌÙ ÒÁÃÅ ÄÅÃÌÁÒÅÄ ÁÎÄ ÎÏ (ÉÓÐÁÎÉÃ ÅÔÈnicity 

declared.  MSIS collects multiple race data, but reports Medicaid and CHIP enrollees online in 6 

Strategic Plan defined óAIANô

Census

AIAN

Tribal 
AIAN

IHS AIAN

4.1 million

1.8 million

1.6 million

as of 2000
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categories: Hispanic (regardless of race), White, Black, AIAN, Mixed Race and Other. The majority 

of the Census ȬMixed Raceȭ group is not AIAN, and therefore the Mixed Race group in MSIS cannot 

be used for AIAN. The very definition for AIAN that Medicaid uses in its MSIS data classifies half of 

AIAN in other race-ethnicity categories. 

 

Slide  2. 

 

ôTribal AIANõ: Federally Recognized Tribes 

The Strategic Plan defined Tribal AIAN as enrolled members of federally-recognized tribes which 

is a legal and political definition  of AIAN. The Bureau of Indian Affairs estimated that there were 

1.8 million  Tribal AIAN in the US in 2001.  There are currently 564 federally-recognized tribes that 

are listed in the Federal Register each year. 

Tribal AIAN are not currently  represented in MSIS data. Recent passage of the American Recovery 

and Reinvestment Act (ARRA), CHIP Reauthorization Act (CHIPRA) and the Patient Protection and 

Access to Care Act (PPACA or ACA) is likely to change this dramatically however. As a result of the 

legislation AIAN enrolled in federally recognized tribes are going to have some unique eligibility  

and coverage rights that will require documentation of tribal enrollment at the time of 

determination of eligibility . At enrollment, 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 the CMS TTAG needs to be ready to advise. The Indian 

Health Service (IHS) has developed codes for federally recognized tribes.  The problems that states 

face in capturing information from applicants on tribal enrollment will be challenging, and in the 

next presentation I am sure Dr. Snipp will have much to discuss about the issue. 

 ôIHS AIAN:õ Users of the IHS Healthcare Delivery System  

The Strategic Plan defined IHS AIA. ÁÓ Ȭ!ÃÔÉÖÅ 5ÓÅÒÓȭ ÔÈÁÔ ÉÓ !)!. ×ÈÏ ÌÉÖÅ ÃÌÏÓÅ ÔÏ  IHS funded 

facilities and who are enrolled members of federally recognized tribes, their descendants and 

Only half of óCensus AIANô are 

included in MSIS óAIANô
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others eligible for IHS identified in Indian Health Care Improvement Act legislation. Ȭ!ÃÔÉÖÅ 5ÓÅÒÓȭ 

have used IHS facilities for medical or dental care within the last 3 years, to distinguish them from 

other AIAN registrants and users at the facilities who meet all AIAN criteria but have not used 

medical or dental services in the specified time period.  For 2000-2001 the IHS reported 1.6 

million  AIAN Active Users. IHS determines Active Users for IHS, Tribal and Urban (I/T/U) provider 

facilities. 

                  

MSIS data includes ȬIHS Programȭ data for Medicaid and CHIP enrollees who receive ȬIHS fundedȭ 

services covered by Medicaid from 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 providers often do not follow state borders (Slide 3).   

 

Slide  3. 

 

We found that nearly half of the 35 states with  one or more counties in the IHS delivery system 

(Contract Health Service Delivery Area counties, Slide 3) reported little or no IHS program data 

(Slide 4). In addition to the 7 states shown in Slide 4 with very little data, the 10 states with no 

data included: Alabama, Connecticut, Indiana, Iowa, Louisiana, Michigan, Pennsylvania, Rhode 

Island, Utah and Wisconsin. 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. 

IHS Areas Donôt Follow 

State Borders
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Slide  4 

 
 

Another problem of the IHS program data reported by the states is that not all the enrollees with 

IHS program data are Racially classified by MSIS as AIAN (Slide 5). The extent to which IHS 

Program users are reported as racial AIAN in MSIS varies from 25% to 99% among the states and 

IHS Program service areas.  Part of this variation is due to proper racial identification of AIAN 

during the eligibility determination by the counties and states, part to the federal MSIS racial 

classification issue we cited earlier, and part of it because of the way states identify IHS Program 

claims eligible for 100% reimbursement by the federal program. IHS and Tribal programs do 

provide services to varying numbers of non-AIAN for a lot of reasons. We know in California that 

all of these reasons contribute to the very low rate of racial AIAN in MSIS IHS Program data. 

Slide  5 
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Recommendations for MSIS data 

The three major recommendations that came out of the state-by-state report  are: 

 

 MSIS data should have a ȬCensus AIANȭ enrollee group: if AIAN is a race reported in the 

enrollees record, regardless of any other race or Hispanic ethnicity   

 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 to IHS 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 -- somebody invites me to this 

sort of gathering to talk about what a mess American Indian data can be. And it's true. But it's not 

unique to the American Indian population. There are issues that arise when you begin to collect 

data about race for anyone. It  just happens that not everyone in the United States has a version of 

Office of the Management of the Budget (OMB) Directive No. 15 imprinted  in their  brain when 

somebody asks them what their race is.   And last year I was invited by the National Academy of 

Science to write  a paper about the best way to measure race and sort of the conclusion of  that 

paper is that there isn't  one. 

 

Census American Indians 

I'm going to talk about Census data. And the reason I like to focus on Census data is because it  is 

the single largest source of demographic data for the American Indian population. There's nothing 

that quite comes close to it. The Census data exemplifies the complexities that you encounter 

when you start trying  to deal with  the American Indian population, especially when you start 

trying  to collect information  for the purpose of creating some sort of data system like that of the 

Medicaid MSIS system. And then finally, and maybe most importantly,  it's  because the Census data 

provides the denominator data for a lot of indicators of American Indian population rates. It is 

important to know how denominator data is defined so that numerator data are defined as much 

as possible in the same way, or there is even further misrepresentation in a racial American Indian 

population. 

The Census short form completed by everyone in the country was revised in 1997 by the Office of 

Management of the Budget who among other things created a category for Native 

Hawaiians/Other Pacific Islanders and allowed people to identify  multi ple races. 

  



Session I: Medicaid State-by-State 

  Page 9 

Slide  6 

 

 

What I want to share with  you first  are some contextual details that complicate Census data for 

American Indians. The first  one has to do with  growth in the American Indian population through 

the 20th Century and to the 21st Century.  

 

For the first  half of the century the American Indian population was essentially flat (Slide 7). We 

know this is wrong.  The population was growing but it  doesn't show in Census data for a variety 

of complicated reasons that are difficult  to establish with  certainty. But beginning in 1960, the 

Census Bureau went from an in-person interview   to a mail questionnaire and so there was  an 

uptick in the American Indian population that continued through 2000. These population growth 

rates  cannot be explained by births, deaths and migration. In other words, what people were 

doing was changing their race -- an idea that, once upon a  time was hard to think about.  

 

 

2010 race and Hispanic origin  questions
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Slide  7 

 

People are looking at themselves and their  families, thinking  about how they want to be known to 

the government and how they want to report  themselves. And when they had to choose one race 

they were saying, I used to be Black, I used to be White, but this time around I'm going to be 

American Indian. In 2000 they could report  themselves American Indian or American Indian and 

Black, or American Indian and White, or any combination. Then after Census 2000 the Census 

Bureau, by surveying a sample of the population (the American Community Survey), has 

generated yet another set of estimates, the most recent which show a decline in the ȬAmerican 

Indian aloneȭ population and a slight uptick in the American Indians who identify  with  more than 

one race (Slide 7). Again, it's not because people who identified  only as American Indians suddenly 

died or disappeared, they just changed their  race. 

 

One of the contextual issues ÁÆÆÅÃÔÉÎÇ Á ÐÅÒÓÏÎȭÓ ÄÅÃÌÁÒÁÔÉÏÎ ÏÆ ÒÁÃÅ ÉÓ ÉÎÔÅÒÒÁÃÉÁÌ marriage, and 

American Indians have high rates of interracial marriages.  In fact there are more American 

Indians married to non-Indians than there are Indians married to other Indians.  This is nothing 

new.  It goes back to the very earliest settlement of the hemisphere and the story of Pocahontas 

and John Rolf.  Later Sacagawea, the woman who guided Lewis and Clark had a baby with Lewis, a 

mixed race baby.  
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Slide  8 

 

One of the things that's happened in the last 20 years is that the American Indian birthrate  which 

used to be similar to that of African Americans has actually fallen until it is now much closer to 

that of Whites (Slide 9). We don't know quite why this is the case. It's probably partly  because of 

the way that births  are registered and partly  because of people changing their  race again. But it's 

something that we don't know much about. 

 

Slide  9 
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The Census Bureau's projection for the growth in the American Indian population is that the 

population that is multiracial is expected to increase faster than the !ÍÅÒÉÃÁÎ )ÎÄÉÁÎ ȬÁÌÏÎÅȭ 

population (Slide 10).  I'm a demographer.  I can tell  you that population projections that go this 

far out are interesting but they're mostly fiction .  But it  gives you an idea that the federal 

government is projecting higher growth among multiracial AIAN, though they do not know how 

much faster. 

  

Slide  10 

 

 

The American Indian population has become progressively more urban since World War II. In 

1930, barely 10 percent of the American Indian population could be found in cities. By 1980, 

nearly half were living in urban areas (Slide 11). In the 2000 Census the multiracial American 

Indian population had become substantially larger in urban areas than it is in non-urban areas. 

 

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

Indians? I don't  think they're quite real so I'm going to show you trying to  parse out or sort out 

the real from the not-so-real Indians  isn't easy to do, especially in these data. 

 

Census Bureau projections of American Indian and Alaska 

Native population growth, alone and in combination with 

another race, 2010-2050
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Slide  11 

 

 

Tribal American Indians 

The Bureau of Indian Affairs (BIA) had lower numbers of American Indians enrolled in 2001 than 

were reported in either the single or multiracial groups to the Census in 2000 (Slide 12).  

 

Slide  12 
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You might think of tribal identification as being a litmus test for whether or not you're really an 

American Indian.   If you ÁÒÅÎȭÔ  affiliated with , or a  member of a federally recognized tribe, there 

will certainly be questions about it in regard to federal benefits programs.  

 

2ÅÐÏÒÔÉÎÇ ÏÎÅȭÓ ÔÒÉÂal identification on the Census depends on whether the Census launches a 

media campaign or not. On the Census form since in the middle of question 6 (Slide 8) you can see 

that for AIAN it says we're supposed to print the name of our ȰÅÎÒÏÌÌÅÄ ÏÒ  ÐÒÉÎÃÉÐÁÌ ÔÒÉÂÅ.ȱ Nobody 

at the Census Bureau or at OMB can  tell me what a Ȭprincipal tribeȭ is, and the American Indian 

Advisory Committee that works with the Census Bureau has been complaining about it for years. 

But the response to the question is compiled. A little  over 20 percent of AIAN in 1980  didn't  

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

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

ÏÆÆÉÃÅ ÁÎÄ ÉÔ ÓÁÙÓ ÓÏÍÅÔÈÉÎÇ ÌÉËÅȟ Ȱ!ÎÓ×ÅÒ ÔÈÅ #ÅÎÓÕÓȟ .ÁÍÅ ÙÏÕÒ ÔÒÉÂÅȢȱ But they didn't have such 

a campaign in 2000, and the numbers of people who didn't report their tribe went back up again. 
  

Slide  13 

 

                  

I should have included in my biography that I'm Oklahoma Cherokee and Choctaw which is very 

relevant for what I have to say next. There is a Cherokee Syndrome which if you work  in Indian 

Country you've probably heard of, and since I am Oklahoma Cherokee, I've heard of my whole life. 

Navajos especially seem to be fond of pointing this out to me.  But I have many Navajo friends, too. 

 

Reporting ÏÎÅȭÓ tribal  identification  on the Census depends on how you label it . Members of even 

federally recognized tribes do not necessarily write in the federal name of their tribe. In the 2000 

Census, about 277,000 people listed Cherokee as their  tribal  affiliation.  Now, in addition to that 

277,000, there was another group of folks who went on to write  something slightly different  (Slide 
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14). The differences were things like Western Cherokee, Eastern Cherokee, and United Keetoowah 

Band, all of which could be or plausibly members of three federally recognized tribes labeled 

Cherokee Nation of Oklahoma, Eastern Band of Cherokee Indians of North Carolina, and United 

Keetoowah Band of Cherokee Indians in Oklahoma in the Federal Register which lists the tribes 

annually. But I can tell you with certainty the Four Winds Cherokee, Echota and the Cherokee of 

Alabama listed below it in Slide 15 are not the three federally recognized groups.                    

   

Slide  14 

 

 

There are other ways to be Cherokee as well. There are Cherokee associations. There's the 

Cherokee Club in North Carolina that according to their Facebook page is in no way affiliated with  

the federally recognized Cherokee tribe. There's also a Texas Cherokee Club.  

And just to make the point  that this isn't  just a Cherokee issue alone, Métis is a term derived from 

Á &ÒÅÎÃÈ ×ÏÒÄ ÆÏÒ ȬÍÉØÅÄ ÂÌÏÏÄȭ ÔÈÁÔ ÈÁÓ ÂÅÅÎ ÕÓÅÄ ÂÙ Á ÎÕÍÂÅÒ ÏÆ .ÁÔÉÖÅ !ÍÅÒÉÃÁÎ ÇÒÏÕÐÓ ÏÆ 

mixed ancestry in the U.S. and Canada because it best describes their heritage. There is formal 

recognition in Canada of First Nation Métis. At the other extreme, however, a Métis Alliance in 

Lewiston, Maine that advertises for people to join them: ȰWhereas the State of Maine provides no 

definition or legal status for the descendants of Indigenous and European marriages/unions, we the 

Métis Alliance 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 identify themselves 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 the Wabanaki tribes.  If you have 

North American Indigenous ancestry, please contact the Métis Alliance of Maine.ȱ 
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It would not surprise you to learn that Androscoggin County where Lewiston is located had a 

sharp increase in the number of people identifying  as American Indian in the American 

Community Survey. I investigated and there actually was a recruitment  organization active in the 

county that may have had some impact on the number reporting themselves as American Indian.  

American Indians from Outside the U.S. 

Another way in which American Indians are not likely to meet a federal benefits program litmus 

test of federally recognized American Indians is if they are foreign-born American Indians. The 

Census Bureau assumed for many years that immigration from South America, Central America, 

Mexico or Canada had a negligible effect on American Indian population changes.  It turns out not 

to be the case.  Whether you're talking about the American Indian alone or the multiracial  

population, about 5.4 percent are foreign-born (Slide 15).   

Slide  15 

 

Foreign-born American Indians in 2000 who identified only as American Indians tended to have 

entered the United States more recently than multiracial American Indians (Slide 16).  For 

American Indians whose only race declared was AIAN, more than a quarter came after 1995, two-

thirds  between 1965 and 1995, and 4 percent before 1965.  For multiracial  American Indians, 21 

percent came after 1995, while half entered the country between 1965 and 1995, a much larger 

fraction came before 1965 (22%).   
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Slide  16 

 

Hispanic-American Indians 

And that brings us to the Hispanic ethnicity question, the issue of Hispanic- and non-Hispanic-

American Indians.  For large groups of United States American Indians, particularly 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 recognized tribes as well. Counting only non-Hispanic-

American Indians as American Indians personally is one of the least appropriate attempts I have 

seen to get at enumerating 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-American Indian, than in ÔÈÅ !ÍÅÒÉÃÁÎ )ÎÄÉÁÎ ȬÁÌÏÎÅȭ ÐÏÐÕÌÁÔÉÏÎ.  In addition if you look 

at tribal  identification  among  Hispanic-American Indians, of those who identify  American Indian 

as their only race,  less than a third also listed a Latin American tribe  (Slide 18).   Among 

multiracial Hispanic-American Indians more than a third listed a Latin American tribe.  But the 

majority of both  Hispanic-American Indian groups did not identify  a Latin American tribe. 

Slide  18 

 

My concluding comment is that, the American Indian population is diverse and complex with 

many different  origins.  It  includes  people that you might not think  of as American Indians but  

who nonetheless regard themselves as such. And particularly   if you've going to determine who is 

eligible for federal health care benefits or not based on their American Indian tribal status, it is 

important  to  define the right  population.   If you're going to have  accurate rates of enrollment for 

American Indians, you are going to need some precision in  your data, to find the right  

denominator population for the  calculation at hand.   

 

Discussant: Matt Broaddus, Center for Budget and Policy Priorities 

Although I've worked for a number of years as a quantitative analyst in the health policy 

community, I have not worked with issues related to AIAN populations explicitly . In the Health 

Department at the Center on Budget and Policy Priorities  we  look at both fiscal policy and the 

operation of public programs that affect low and middle income families and individuals. We work  

at the national, state and local levels with  the intent  of  informing  the public policy debate on 
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programs that affect those families, and then helping with  the  successful implementation of any 

policy that is put forward. In this work  we attempt to coordinate with  state level  organizations as 

well through a formal network  of groups similar to our own.   

 

Increasingly our work  has turned to Medicaid and the Children's Health Insurance Program 

(CHIP), analyzing the financing and expansion of coverage to meet the health care needs of low 

and middle income families.  In doing so we are exploring issues of the use of online census and 

public program data, and exchanges of data between public programs.  We are interested in joint  

applications, simplified  application processes, and more effective outreach efforts for public 

programs.  While we have considerable experience with Medicaid and CHIP programs, we do not 

have experience working  with  the American Indian population or with  the Indian Health Service 

program.  In part that's because, at least from my standpoint, there's been the impression that 

there isn't  robust data available.  So the idea that there are groups working  to make American 

Indian and IHS data better in Medicaid and CHIP data systems is exciting, and moves me to be a 

part of this discussion today. 

 I'll  start by addressing the Medicaid and CHIP state-by-state report  itself. Provocative findings 

from the data that help to understand the American Indian population and their IHS funded health 

care include:  

 The American Indian population in the Medicaid program is more likely  to be children than 

elderly and people with  disabilities than the larger Medicaid population.  

 The American Indian population in the Medicaid IHS program is even more 

disproportionately  represented by children. 

 IHS program facilities provide a disproportionate  share of Medicaid outpatient care and 

care at clinics while other providers are providing mental health care, nursing care, general 

physician care.  

Pulling these findings out from the ÒÅÐÏÒÔȭÓ ÅÎÒÏÌÌÍÅÎÔ ÁÎÄ ÕÔÉÌÉÚÁÔÉÏÎ ÄÁÔÁ helps to give insight 

into how much is known now and what more could be known so that what we hope to achieve can  

be achieved.  For example, you can get some rough sense of how the spending is meted out for the 

American Indian population between the IHS facilities and other programs serving this 

community that are supported by Medicaid funds.  

Other findings that lead to a call for action include: 

 Revise MSIS category of racial AIAN: Dr. Snipp talked in detail about some of the issues of 

treating race in any sort of data system. Some of the work  that Jim and his colleagues have 

done demonstrate that the MSIS protocol of ignoring American Indians who define 

themselves as more than American Indian, and those who identify themselves with 

Hispanic ethnicity is not justi fied given the absence of any criteria related to American 

Indians that distinguish the groups. 
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 Make IHS Program data more complete: Only 23 of the 35 states in the IHS service delivery 

areas had by 2005  made formal functioning connections for IHS program data between the 

Medicaid data system and the IHS program facilities. IHS program data is clearly being lost 

in MSIS for those states that are serving the American Indian population, and IHS program 

data may be under reported in the other states if the connections between the IHS and 

tribal providers and the states are not fully functional. There is a call to action to use the 

experiences of states that have well functioning connections to support those states that do 

not have fully functioning connections yet. 

 See that IHS Program data can be classified by provider type. There's compelling evidence 

that the MSIS IHS 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 IHS facility  is providing services, whether it  be 

operated by the IHS itself, or owned and operated by tribes or tribal  organizations. If this 

facility type information could be added to the IHS program data it would  give a better 

sense of the type of care. Certainly the omission of any data from Urban Indian Health 

Organizations is something that to be addressed as well. 

MSIS and Policy-making 

The primary  point  that I want to make is that decisions made about how to operate the MSIS 

database system should be informed by policy.  We should have systems in place that allow us to 

meet the policy objectives we set.  And there's an incredible example in the report  itself of how 

that was not done for AIAN in the movement from fee-for-service Medicaid to managed care 

Medicaid early in this decade.  There were many among the American Indian population who were 

negatively affected because users of IHS program providers were assigned to a managed care plan 

and a non-IHS program provider  that was not as near or culturally appropriate as their  IHS 

provider .  That is one thing addressed by more recent Medicaid and CHIP legislation that allows 

AIAN enrollees who use IHS Program providers to be exempt from managed care assignments. 

MSIS has a history of being valuable for analysis of Medicaid services and payments.  The Urban 

Institute , for example, has recently used MSIS data to simulate the affect of the Health Care Reform 

law at the state level on growth in Medicaid spending, particularly on per capita costs.  In doing so 

they've used MSIS data to help shape communications around Health Care Reform and have 

certainly encouraged policy makers and advocates to remain engaged in the implementation 

process.  As another example, our organization, in a debate over what services should be provided, 

has looked at the MSIS data to try  to parse out how much spending goes to mandatory services 

under Medicaid for ÐÅÏÐÌÅ ÓÔÁÔÅÓ ÁÒÅ ÒÅÑÕÉÒÅÄ ÔÏ ÅÎÒÏÌÌ ÉÆ ÔÈÅÙ ÁÐÐÌÙ ɉÏÒ ȬmandatorÙȭ populations) 

compared to optional services for Ȭoptionalȭ populations.  We've found the MSIS data to be robust 

enough to apply to those issues.   

 

The MSIS administrative data in my experience tends to be used more for payment than 

enrollment analyses. This is true in part because there are more timely and better verified 
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national and state-by-state survey datasets from the Census Bureau and the Kaiser Family 

Foundation that ask not only Medicaid and CHIP enrollment questions of their survey sample, but 

ÁÌÓÏ ×ÈÅÔÈÅÒ ÔÈÅ ÒÅÓÐÏÎÄÅÎÔ ÆÁÍÉÌÙ ÍÅÍÂÅÒÓ ÁÒÅ ȬÃÏÖÅÒÅÄȭ ÂÙ ÔÈÅ )ÎÄÉÁÎ Health Service (Slide 19).  

AIAN, particularly those living on tribal lands tend to be underrepresented in respondents to 

national and statewide surveys, however.  And to many users of Tribal Health Programs or Urban 

)ÎÄÉÁÎ (ÅÁÌÔÈ /ÒÇÁÎÉÚÁÔÉÏÎÓȟ ÔÈÅ Ȭ)ÎÄÉÁÎ (ÅÁÌÔÈ 3ÅÒÖÉÃÅȭ ÉÓ ÎÏÔ ÔÈÅÉÒ ȬÃÏÖÅÒÁÇÅȡȭ ÔÈÅ ÔÒÉÂÅȟ ÃÌÉÎÉÃ ÏÒ 

tribal hospital is their provider for some or all services they use. Therefore for many American 

Indians, MSIS enrollment data rather than Census and other Medicaid enrollment data sources is 

likely to be more important for Medicaid and CHIP enrollment data.  

Slide  19 

 

Improving MSIS is a Movement 

Improving MSIS data is an issue that the broader Medicaid and CHIP program and policy analysis 

community is talking about, and the CMS TTAG could see some of their issues addressed if they 

join in the dialogue. CMS states on their website:  

 The intended uses of MSIS data include health care utilization  and evaluation activities, 

program utilization  and expenditure forecasting, analyses of policy alternatives, responses 

to congressional inquiries, and matches to other health-related databases.  
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 These are also ways the CMS TTAG has stated they would like to see the data used for AIAN 

and their providers.  But the Office of the Inspector General has come out with two reports 

over the last two years with ways MSIS could be improved for these intended uses.  The 

Office of the Inspector General seeks improvement of: 1) timeliness of the data, 2) data 

validation procedures, and 3) managed care data. Jim and colleagues I noticed, for example, 

used 2005 data in analyses they did in 2008. I am sure that the TTAG would be better 

served with more timely data.  Generally, complete MSIS data is available about a year and 

a half after the completion of the year of enrollment or service.  In part this is because 

states generally report data late. There is a lag in completion of eligibility determination, 

billing, payment, adjudication of claims, and state MSIS data processing procedures.  About 

60 percent of states report  data later than required by federal regulations.  But it is also 

because the federal MSIS data validation process has grown so much over the years.   It is 

not clear that all the procedures are needed or efficient enough for all the intended uses of 

the data. Thirdly, a lot of MSIS utilization and expenditure information is not provided for 

enrollees in managed care.  Right now, for example, there are 15 states that don't report 

managed care encounter data out of the 40 states that operate 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 plan data, as it is for other populations. Without 

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 services and payment information provided in MSIS is from fee-

for-service data. 

 

Interagency Database Exchange (Linking) 

One of the issues this report  raises is whether the IHS AIAN user status of Medicaid and CHIP 

enrollees with IHS Program claims should be checked by linking MSIS with IHS data systems.  

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) states were permitted  starting January 2010 to send lists of Medicaid applicants to 

the Social Security Administration (SSA) database to determine U.S.  citizenship which is a 

requirement for full Medicaid services.  States have a number of problems confirming citizenship 

status for many applicants, including American Indian applicants.  Some 24 states at this point 

provide lists to the SSA database for the citizenship check.  In 94 percent of cases a match has been 

made.  So using the SSA data exchange to enter citizenship verification data has been an effective 

tool in taking the burden of verifying citizenship away from the applicant and putting it  on a data 

system.  More important  than anything is that the states that have done this have not found the 

necessary database changes to their  Medicaid database to be particularly  burdensome or 

expensive.  In fact, California and Washington have not even accepted the enhanced federal 

reimbursement allowed for these services because the cost has been minimal.     
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Data Streamlining 

A number of factors are currently leading toward a streamlining Medicaid enrollment processing 

with interagency data exchanges.  These factors provide an opportunity to turn this data project 

into one less about IHS and CMS data exchanges to get enrollment numbers correct, and rather 

one to get a data exchange to help to enroll users of the IHS funded facilities in Medicaid.  So it's 

sort of a perfect storm in some ways that's being created that can be used effectively.  Our current 

work  in the Health Department at the Center on Budget and Policy Priorities is almost entirely  

concerned with the implementation of Health Care Reform.  Now is a particularly  important  

moment for issues of data exchange between agencies.  With the implementation of Health Care 

Reform, states are turning attention to the Medicaid Management Information Systems (MMIS) 

and streamlining their  eligibility and claims administrative procedures in anticipation of enrolling 

more people in the near future.  IHS could potentially help states MMIS or federal MSIS system 

check the IHS AIAN status of Medicaid enrollees.  Making Medicaid data acquisition and processing 

more efficient is important  to state administrators.   Advances in technology certainly have 

enabled us to make stronger connections between databases and to do that more efficiently.  And 

then finally, the current administration  does seem to support strengthening the social safety net.         

 

There are efforts underway to have joint applications and administration of public programs with 

Medicaid to increase Medicaid program participation  among those who are eligible.  The Work 

Supports Initiative  is supported by the Ford Foundation, for example.  It's a collection of five 

states.  And we are working in connection with  other organizations to determine effective ways to 

jointly  administer programs as our organization is going to get into that more fully  in a more 

nationwide effort  where we're going to look beyond those five states to see what are effective 

ways to encourage states to evaluate efforts to coordinate programs, to put out a handbook of best 

practices on how to properly  coordinate programs, the administration  of those programs, and the 

databases that support those programs.  One concrete example is that some analysis that 

colleagues of mine have done indicates that there are roughly five million  adults on the 

Supplemental Nutrition  Assistance Program (SNAP), the old Food Stamp Program, who would 

seem to fall into the Medicaid expanded eligibility  category under health care reform.  If a link  

could be established between the SNAP database and the Medicaid data systems you could 

potentially have five million  adults enrolled in Medicaid on the first  day possible in 2014.  And 

those are the kind of exchanges we want to see happen.  It  may serve as a blueprint  for how a 

more complete exchange between IHS and CMS program data systems could help to further  the 

policy objective of enrolling more American Indians in Medicaid as well as validating the 100% 

federal reimbursement (FMAP) for IHS program services received for eligible American Indians. 

Health Care Reform 

There are a number of specific provisions of Health Care Reform legislation that lend themselves 

to better data collection for AIAN.  First of all fact that Medicaid income eligibility is expanded for 

all people to 133 percent of the federal poverty level means that more American Indians will  now 

be eligible for Medicaid.  One- third  of the American Indian population has incomes below 100 
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percent of poverty.  Many of those individuals are childless adults who have not previously been 

covered.  Many are parents who reside in states that have extremely low income eligibility levels 

currently, so the expansion to 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 and CHIP 

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 within  the Health Care Reform law are a number of reports required that are specifically 

related to the health care of the American Indian population in addition to any racial disparities 

reporting.  These reports for AIAN enrolled in Medicaid, Medicare, and CHIP include studies of the 

effectiveness of healthcare services, the adequacy of existing federal funding and barriers in access 

to care.   

In addition, there's been a change in how tribes and tribal  organizations will  be treated by the 

public insurance programs.  For one thing tribes and tribal  organizations will  be able to perform 

outreach activities and to enroll  beneficiaries in coverage.   

Finally, there's an Indian Health Care Improvement Fund, which is designed to fund efforts to 

eliminate deficiencies in health status, and resources for 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. 

I would submit that for each of these provisions of  Health Care Reform there's reason to have 

better Medicaid data for the American Indian population.  Within the Health Care Reform law we 

have an emerging force that will be driving AIAN data improvement and utilization. 

 

Audience Discussion 

MS. MUNSON [Myra Munson, Sonosky, Chambers, Sachse, Miller & Munson, LLP; Technical Advisor 

to the CMS TTAG]: I have two questions. The first  one has to do with  the definitions of Indian, 

which are particularly  troublesome as the panel pointed out. The second definition  Ȱ4ÒÉÂÁÌ !)!.ȱ 

used the definition  "member of a federally recognized tribe." That is not the definition  of Indian in 

the Indian Health Care Improvement Act included in the Health Care Reform legislation. Ȱ4ÒÉÂÁÌ 

!)!.ȱ leaves out California Indians and Alaska Natives, and I suspect a number of other groups 

from around the country who qualify for health care coverage under the Health Care Improvement 

Act.  

 

It  seems to me that for data purposes it  would be preferable to have that definition  correspond to 

some statutory definition.  And I would recommend that it be all AIAN who meet the definition in 

the Indian Health Care Improvement Act, since that's the basic authorizing legislation for IHS 
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programs. That definition  is not the same as the third  category of who gets served by 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  between the census and the IHS service is correct. It's the middle definition that  

concerns me because ȰÅÎÒÏÌÌÅÄ ÍÅÍÂÅÒ ÏÆ federally recognized tribeÓȱ is a very narrow term and 

excludes a whole 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 CMS for the 

purposes of exemption from cost sharing regulations which combines definitions to designate 

anyone who is eligible for federal services as a result of being Indian, including people eligible for 

one or more Bureau of Indian Affairs or IHS programs.  

 

So restricting the definition to  members of federally recognized tribes is possibly the least useful 

of the various legal definitions that one might use as opposed to program or census definitions. 

That's a comment and I'm interested in any feedback.  

 

My second question is directed to Matt Broaddus: In a past life I ran a Medicaid program in Alaska 

and I learned that when people apply for benefits it's voluntary on their  part whether they fill  in 

race information. So has anything about that changed, or are states who are going to be required 

to report  racial data which is essentially voluntarily  provided by the applicants? That makes it  

very difficult  to pursue whether they're filling  it  in accurately or not since if you question the 

information  they can just say Ȱ.ever mind,ȱ and scratch it  out altogether.    

 

MR. BROADDUS: Nothing has changed. Citing Civil Rights protections that race cannot be taken 

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

providing racial information on applications ÉÓ ȬÏÐÔÉÏÎÁÌȭ ÏÒ ȬÖÏÌÕÎÔÁÒÙ. ȭ Some states cite the Civil 

Rights Act on the Medicaid application itself. 

                  

MR. ROBERTS [Jim Roberts, Northwest Portland Area Indian Health Board, Alternate 

Representative to the CMS TTAG]: I've compared the MSIS data to some of the state data that we 

get through tribal  reports. At what point  in time does the MSIS data become reliable? It  seems to 

me that if I go to the MSIS online system today and I look at the 2008 data, which is the most 

recent data currently , it's  continually being refined. So at what point in time, is that data declared 

closed or complete? 

                  

MS. FRANZ [Denise Franz, CMS project officer for the MSIS data quality reviews]:  For 2008, there 

is MSIS online data complete for 46 out of 50 states.  We still have two states for 2008 that have 

not completed their compliance with data quality reviews. There is an in-depth data quality 

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

that need to be resolved.  4ÈÁÔ ÌÅÁÄÓ ÔÏ ÃÈÁÎÇÅÓ ÉÎ ÔÈÅ ÓÔÁÔÅÓȭ data until they have resolved all the 

anomalies. Once data is complete and anomalies are resolved, state data should not change 

further. Other states may or may not resolve all their anomalies for 2008.  Sometimes it gets to the 
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point where we'll just document that the data from a particular state is anomalous, that is not 

complete and consistent with all data validation checks. You can look in the data anomalies report 

to see whether 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 have submitted their 2009 data but it is not available 

online yet. 

Every state collects race data different ly from applicants.  We've never been in a situation where 

we've come down hard on any of the states for the quality or completeness of their race data.  We 

are in the process of a major overhaul of federal MSIS data, and also the state MSIS and Medicaid 

Management Information Systems (MMIS).  We have an opportunity  to make significant changes, 

including changes in the IHS program data.  I would recommend that if you have some suggestions 

for new data or codes that you want, now may be an opportunity  to move forward  with  your 

recommendations.  You can certainly send it  to Jim and he can get it  to me or you can send it  to me 

at CMS.  But for many data items we are limited in what we can require that states provide us.   

That is our biggest limitation.  

DR. BAUGH [David Baugh, CMS Office of Research and Development Information ]: I am the MAX 

business owner.  What is MAX?  MAX stands for Medicaid Analytic Extract.  It  is a derived set of 

data from the MSIS, specifically intended for research and policy analysis.  Above and beyond the 

quality assessment and quality improvement that's done in basic MSIS intake, we do a lot of 

additional quality work  to validate and ensure the accuracy of the data up to the limit  that we can.  

As Denise said, these are state supplied data and they have all the warts and flaws that we 

document in the anomalies, both in the MSIS and the MAX. 

 

But one of the things that we do in MAX quite extensively is try  to link  to other datasets in order to 

improve accuracy and quality of data elements that we know are deficient. And it's been well 

documented through the work  that Carol and others have done that AIAN designations, regardless 

of the definition  that one subscribes to, are not well represented in the data that we get from the 

states. So we're working  to make improvements in any way we can, and linkages to source data 

from other agencies, such as IHS are really important  and vital  to that process. We've been trying  

to work  on a partnership to that end in recent months and are hoping that we can proceed.  

I want to make another comment though, Matthew described it  as Ȭa perfect storm.ȭ I'd use call it Ȭa 

perfect opportunity.ȭ We have a great opportunity  and a great need. First of all, there's a need to 

extend the availability  of IHS funds and maximize the use of Medicaid funds. Matthew mentioned 

that Health Care Reform (or Affordable Care Act P.L. 111-148) is extending coverage to childless 

adults. There are requirements for analysis on disparities, including racial disparities. And 

certainly disparities for AIAN are a huge issue. But beyond that there's concerns about access 

quality, improving health status, and just examining utilization  patterns.  

MSIS reform, which is what Denise was talking about, is an effort  going on in CMS, to retool and 

redefine the data to meet future needs in the agency, among federal partners, and among all 

stakeholders. This is an opportunity  for people to provide information  to us about how we can 
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retool those data to maximize utility.  One of my personal concerns is that as long as we depend on 

self- reporting  and state Medicaid agencies for AIAN designation we will face problems. We may 

get better results through direct linkages. There is a great interest in OMB on data linkage, to 

enhance the ability  to manage federal programs.  All of this leads me to say that there are 

opportunities  to link  our data to source data from tribes and from IHS, that would improve the 

quality of the data that we have in Medicaid to address many of the questions that I know you all 

want to address.  

In addition, we have scant data at the present time on providers in Medicaid.  We're working  to 

improve that but again I'm not sure we can rely on state Medicaid agencies to provide us with  the 

I/T/U  designations that are of interest to you.  If it's possible through other sources to obtain 

those designations and link  those into provider  data that we're building for Medicaid, there again 

is another opportunity .  So I would encourage discussion and interaction on this.  Denise and I are 

certainly available to talk with  anybody.  

 MR.  CROUCH: So Dave, you envision a world  in which if a federally recognized tribe  wanted to 

share their  enrollment data on their  members directly  with  CMS, that you would be willing  to 

accept that as an enrichment to your field around tribe  or racial identification  of those individuals?  

DR.  BAUGH: I would say it  even stronger than willing .  I would say we would be enthusiastic about 

doing it  because it  would provide everybody with  an opportunity  to do better research to meet the 

needs of people who are designated as AIAN .  

MR. FORQUERA [Ralph Forquera, Executive Director  for the Seattle Indian Health Board]:   I 

wanted to especially thank Dr.  Snipp for his comments because what he was talking about is 

exactly what we've been facing for the last 10 years working  through the urban programs, and 

that is before we can really do anything with  any of this we have to come up with  some common 

definitions somewhere or we're just spinning our wheels.   From the work  that we've done, )ȭÄ ÌÉËÅ 

to bring up a couple of issues.    

One is there's a lot of data out there that the government has that hard to obtain.   You have to go 

through all kinds of hurdles to get it .  When we did -- we did a 2004 report  on urban Indians and 

once the National Center for Health Statistics -- it  took me 18 months and signing my name 300 

times to get them to release the census information  that allowed us to do our 2004 study.   Now 

they send it  to us every year so it's not any big deal, but there are a whole bunch of other national 

surveys that are done annually, but getting access to the information  has been nearly impossible 

for us.   

The reason I bring it  up is the fact that what we've had to do in working  with  urban Indian 

programs is since the data is small and is poor in almost every category, by looking at multiple  

different  studies that are being done you begin to pull  out trends because similar  findings start 

coming up in different  ways using different  methodologies, using different  populations.  But yet 

the data seems to still  fall out into trends.  And so one of the things that we've tried  to do is to start 

thinking  about data in terms of research questions as opposed to just trying  to gather data 
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together and then try  to make sense out of it .  Trying to first  ask the question, what are we trying  

to answer, and then go out and try  to find a data source that will  help us to try  to answer that 

question.  It has helped us to be able to define a population with  a disparity  and to start to quantify 

it  in a way that we can then turn  it  into viable arguments for additional resources and additional 

targeting need for our population which we were not able to do until  the last 10 years.   

The other issue is this issue of eligibility .  We've got to deal with  this somehow and Myra's 

comments about the definition  in the Indian Health Care Improvement Act, I've mentioned on a a 

number of different  occasions.  The definition  of urban Indian in the Indian Health Care 

Improvement Act was from the 1934 Johnson O'Malley Act.  And it  speaks to the issue of first  and 

second generation descendancy.  Well, first  and second generation descendancy from 1934 would 

mean that no Indian people alive today would be eligible.  So I've been trying  very hard to just get 

people to remove those terms on descendancy and have been so far unsuccessful.    

But that maybe just an arbitrary  choice needs to be now to come up with  ways of finding answers 

to some of these issues.  I'm not sure what the available resources are to make those distinctions 

among the different groups, but it's a continual problem of trying  to help everybody try  to 

understand, including the states.  When states are looking at this they are also struggling with  

their  own resource limitations .  So when they have to make choices about how to do things it's 

more difficult  for them because they don't have the time to think  about it .  If we, the Indian 

community, can somehow come together and be a little  bit  more precise about it, we might be able 

to help improve the data in a variety of different  areas.  

MR.  DONOHOE [Paul Donohoe, CMS Enterprise Data Architecture]: I want to echo what Denise 

Franz and Dave Baugh were talking about, that this is a good time to join forces and really push 

some issues that we could just get behind us.  We are rethinking  a lot of systems and Medicaid is 

one.  And Denise and Dave know more about that than anybody else in CMS.  So you've got 

resources here.  And they have people behind them for the few things that they may not know.  So 

definitely  hit  them because what you need to come up with  is some clarity  on and just some 

position on what it  is -- how do you ask the question? So you should get some rigor  in the way you 

want the question asked.  Okay, so the question and the answer are both important .  That to me is 

mandatory for you to do. 

We then can record your definitions in our data dictionaries and we can work  across the 

community of agencies and offices represented on the Health Information  Technology Standards 

Panel (HITSP) out of the office of the national coordinator. The panel has been charged to 

harmonize and rationalize health care data across the country so our electronic health record 

network, the National Health Information  Network, can do a better job of sending, receiving and 

understanding health care data. This is a good time to get in on that. But we have some people 

here that can really help you if you pick that up.  

There is a lot of system activity  right  now in the federal government as you can imagine from the 

legislation that just passed. You had mentioned that there were 24 states are working  with  Social 
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Security today to get validation of verification  of citizenship. I don't want to get too technical  but 

Theresa Cullen and Mike Danielson, we worked on  something like four years ago. And that was 

how do you  uniquely identify  somebody? And so there's this identity   management problem 

because we don't have -- in addition to  race and ethnicity, we don't have a national health ID for  

bennies. And so to get around that that gets somewhat  complicated. Okay? But to get around that, 

one of the  possibilities could be for Social Security numbers to be  validated in a network  of -- I'm 

going to call this  Enterprise Master Person Index technology. All right?   And once the Social 

Security number is validated,  you then can have a meaningless ID that goes out and solves  things 

like identity  theft, but it  can start to link  --  because if you really want to link  data you're going to 

have  to know that person. You're going to have to know the  providers. Those are the two key 

data items that you're  going to have to link  across the country. So we can have some offline on 

that but I'd like to learn more.   If you could point  me in a direction of those 24 states and  what 

that was about. 

Within  HITSP again right  now there is a special effort  to look at automated eligibility  

determination ɀ ÉÔȭÓ ÐÁÒÔ ÏÆ ÔÈÅ ×ÏÒË ÏÆ ÔÈÅ %ÌÉÇÉÂÉÌÉÔÙ 7ÏÒËÓÈÏÐ. What we are all after is one stop 

eligibility: clients fill out one set of forms, the essential data for state, local and federal program 

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 legislation health insurance exchanges, but there are efficiencies as well possible for a lot of 

related programs. Linkage to central data for program eligibility determination is  a potentially 

great savings for this country.  Medicaid networks are being rethought, too. Since we are just 

starting to think  about forming such networks to centralized data, if the CMS TTAG can get the 

data elements that you need described now for our data dictionaries, then we can start to get 

those data elements into these new networks that are emerging at the eligibility  level there is a 

good opportunity to get the kinds of information you need. If you get the Government Health IT 

News, there's a good bit written there on the Eligibility Workshop.  Dr. Fridsma is one of the 

people who leads that and that's with  Dr. Blumenthal.  But that's a good group.  And again, they're 

just forming so it's a good time to get in. 

MR. CROUCH:  I would like to pick up on your excellent comments about the timelines and the 

need to have a definitive definition of ȬIndiannessȭ in a sense.  And what  I would like to throw out 

there for the crowd is I believe  that the Tribal Advisory Group to the Center for Medicare and 

Medicaid Services is  empowered to finalize that definition that this would be a perfectly logical 

thing for TTAG to in essence spend some time through some process coming to consensus on and 

then forwarding to the agency through the TTAG process. 

MS. MUNSON: Two things. One is an additional  comment and then Jim, you asked me a question 

I'm  not sure I picked up on it  and I certainly haven't answered  it, assuming I can. It  occurs to me 

that one of the  challenges we have about these definitions is that in  Medicaid they're all described 

as -- and in census -- as  race and ethnicity. But being Indian is a political  status.   It  may also be an 

ethnic status or a racial status but it  is  fundamentally for the purposes of federal benefits 

programs,  for Medicaid, for Indian Health Service, it's a political   status.   Now, that seems to me to 
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create an opportunity  for  the Medicaid program to -- for CMS to move the discussion  with  states 

about the way data is acquired for Indian people  somewhat because the barrier  to compelling 

people to report   ethnicity  really are civil  rights concerns that somehow it   would lead to 

discrimination. Political status though does  not trigger quite the same set of issues. It  also creates  

an opportunity  to confer a benefit on someone. There are  benefits to being Indian if you're in the 

Medicaid program.  It  seems to me that certainly the person can say  I'm not Indian or I don't want 

to answer these questions, in  which case they'll  be reported as non-Indian, but to the  extent 

states were informed by CMS that this is a political   status; they need to ask about that political  

status. They  need to tell  people who are applying that there are benefits  that attach to having this 

political  status, and record that  data, that you might actually create an opportunity  to get  better 

data and more reliable data.  Now, obviously, some significant work  would need  to go on with  the 

TTAG and NCMS about how to do that in a  way that was nonintrusive and didn't  cause people to 

feel as  if they couldn't become Medicaid 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, does create some opportunity  for  changing the paradigm some. And this is exactly the 

right   time to do that while all of this other activity  is going  on. And to quit  really thinking  about 

being Indian as a  racial classification but rather a political  one for the  purposes of CMS and other 

federal agencies.  

MR. CROUCH: -- through Office of Consumer Information and Insurance Oversight (OCIIO) is the 

way to sort of seed their knowledge of who is Indian and therefore eligible for those politically-

defined opportunities. 

MS. MUNSON: Yes. And I think  that's exactly right. We're all trying  to figure out ways to ease the 

process for identifying  the people who 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 places that have no access to any Indian health program, whether it's tribal  or urban, 

who are members of tribes or meet any one of the definitions you might apply the political  

definitions on -- I'm thinking  of now those that are in statute -- as being Indian. And it's important  

to give them opportunities  to get the benefits of being Indian as well regardless of the state they're 

in, which means we can't just focus on the 35 states. But I agree with  Jim that we ought to look at 

data matching between all the Indian health data -- Indian Health Service data with  states with  any 

of these programs where we could virtually  automatically identify  somebody as meeting the 

criteria. Anyone who is getting Indian Health Service meets the definition  of Indian for the 

purposes of a variety 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  piece or at least that element of 

eligibility  satisfied without  having to jump through additional hoops.  

MS. MARX [Kitty  Marx, Director of the CMS Tribal Affairs Group]: I'm glad that we're having this 

data symposium discussion. It's really great. And I'm glad a  lot of my CMS colleagues are here 

because they're hearing a  lot of the data needs that we've been talking about -- that  TTAG has 

been talking about for years. And we will  take  this information  back to CMS. I mean, this really is a  

great opportunity  to coordinate the Medicaid data, and as we  heard at our TTAG meeting a couple 
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of days ago, how we're  trying  to streamline the Medicaid program into the Health  Insurance 

Exchange Program. So that data analysis is just  beginning and so this symposium is perfectly 

timed.   And I do have a copy of the definition  that Myra  mentioned from the cost sharing 

regulations that were just  published by CMS and perhaps we can get a copy of this  definition. This 

is -- it's good that this definition  is in  a CMS regulation because then CMS can rely on its own  

regulation in defining Indians for purposes of its programs  as well. And if we can identify  -- this 

definition   of Indian is used to define those who are exempt from the  cost-sharing requirements 

under Medicaid. And what we are  hearing from states, the documents that are being used or  

needed to identify  Indians who are exempt from these cost  sharing, the states would benefit if 

there was some  type of IHS CMS data exchange so that we know that this  person is an active user 

of the Indian Health Service and is  exempt from cost sharing such as the premiums or any  

enrollment fees and perhaps carry that also when Indians  receive services through the contract 

health service  program. So there is a lot of opportunity  here.                   

MR. DONOHOE: One thing that I'm talking about is timeliness of data. This EMPI, Enterprise 

Master Person Index, this network  as part of the National Health Information  Network, if it  was 

eligibility -centric, you would be able to have that. If Indian Health had a -- as part of your dataset 

that we keep -- let's say we keep a core dataset about you, Jim. Okay? It's got your -- we would be 

able to inherit  that. That was just before the services are rendered. So you get this up front. So 

you're getting the clean data up front  in the system consistently across VA, DOD, CMS. I mean, 

that's really what you want. You want that real-time stuff up front. Push that data quality as far up 

front. But we're talking about potentially  having a national network  of eligibility  that can do 

exactly what you're talking about.  

DR. FOX [Squaxin tribe & Northwest Portland Area Indian Health Board, joining Kauffman & 

Associates]: I just wanted to make a little  pitch for what  we do know because there are some folks 

in the audience that  have heard about all the data problems we have and I don't  want them to 

draw the conclusion that we don't know anything based on the age of the data or on this first  set of 

reports. Just looking at the growth in payments to programs over the years 2003 to 2008 that is 

available in online MSIS data. It   doesn't have that big of problems. What we can see is a lot  of 

growth in payments to our programs but within  that we see  variations between the states which 

are real important  to  take a look at as we decide maybe who's doing a great job at  outreach and 

education on enrollment in Medicaid.  Arizona does a great job. If I look at a state that went  from 

$37 million  paid to programs in 2003 to $385 million  in  2008, I want to give them an A++ and 

learn what they're  doing.   And in the Northwest I'm not going to blame us  because ours is 

stabilized and hasn't gone up for a few  years. Something else is going on. And what is that? I  hope 

it's economic development and Indian people being  lifted  out of poverty by their  tribes. 

Or it  could be a data system issue that  we do need to take a look at.   So because I hadn't heard too 

much of it   yet that there is a lot that we've learned here despite some  of the problems in the 

definition  of who is an Indian and  the other issues that we have. I have to say one thing  about it's 

nice to look at the data about how many Indians  are married to a non-Indian. I was a health 

director  until   this week and at the health program I had to report  to the  council on a regular basis 
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and when I reported to them all  the problems -- I supervised the elders program -- all the  

problems we were having with  elders, they always want to  know why is it  always the non-Indian 

elders that are  complaining about everything? I said I'm not sure why. I  guess non-Indians really 

believe contracts should be  followed and they're not so cynical about the American  government 

that Indian people tend to think, well, they  always lie; of course we don't get this. And the non-  

Indians would say, hey, it's a contract; they've got to do  this. And so they were always doing the 

same thing to the  tribe.   And then another time I reported to the council  about how many of our 

over 65 patients are non-Indian. It   was 39 percent and I was just shocked. I had to call  around to 

other health directors. Lots of tribes have 25 percent non-Indian patients in the over 65 age group. 

Just think  how important  that is for program planning for  elder services. There is a lot of interest 

in who is eligible for services. Some of this  discussion of data is going to open our eyes to a lot of  

things.  

MR. CROUCH: Thank you 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 Service the 

tribes have the opportunity  to provide services more broadly in their  community, not just to IHS 

eligibles where they're located. Many of them do that and that, of course, complicates the issue of 

both looking at data and payment. I believe that's well controlled. I don't think  the states are 

billing  CMS for non-Indians as Indians, but some seem to be assuming that the IHS system 

somehow is pristine  and only Indians walk in the door for service, and maybe even that only 

Indians work  there.                   

MR. TRAHANT [Mark Trahant, Kaiser Family Foundation Fellow]: Dr. Snipp, has there been a look 

at using IRS aggregate data particularly  for the political  definitions of American Indians entitled to 

not pay state taxes? Particularly in states with  income taxes where people have to file a form?  

DR. SNIPP: Well, the thing about American Indians, if they're residing off reservation they still  

have to pay state taxes.  

MR. TRAHANT: But IRS data could be kind of a reference guide because it  would almost be the 

tribal  enrollment set.  

 

DR. SNIPP: Right. Yes, though you do find, for example, Navaho living on the Pine Ridge 

Reservation.  And they would be IHS eligible. But they wouldn't  be enrolled members of that tribe.  

 

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

reservation.  

 

DR. SNIPP: I'm not familiar  enough with  that database to really speak intelligently  about it . But, I 

hear some rumbling over here on this side of the room, maybe somebody else has some thoughts.  

 

MS. MARX: I apologize. I don't mean to have a side discussion, but we under the Affordable Care 

Act tribal  members are exempt from penalties for not having health insurance coverage. So I was 
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asking how are they going to show or prove that they are exempt from the penalties. Perhaps the 

IRS will  start collecting tribal  information  to certify the exempt status.                   

 

MR. NORRGARD[Phil Norrgard Health Director  for Fond Du Lac Band of Lake Superior Chippewa 

in northern  Minnesota, and CMS TTAG Alternate]: I think  the Itasca vs.  Bryant court decision is 

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

know on the Fond du Lac reservation in Minnesota that would be probably somewhere around 25 

percent of our user population.  It  would be very inadequate to determine the number of users.    

Now I'm thinking  about the biggest problem which is who gets to an Indian eligible for IHS funded 

health care and who doesn't get to be an eligible Indian. I just want to emphasize how important  it  

is to follow up with  what Kitty  has said. We have a definition  that works. It is codified in law and it  

works because it  doesn't rely on all the issues that people have with self-identification  as an AIAN.  

I appreciate this gentleman's remarks here from CMS [referring to Paul Donohoe]. He came to a 

TTAG  meeting some months ago with  Theresa Cullen and gave an  excellent presentation.  If you 

can tell  us how to ask the question, we'll ask the question because we're down where the rubber 

meets the road. The person that asks the question of what race are you is usually a county social 

worker  looking at another person in a very less important  seat across the table or the desk from 

them and they're asking them to self-identify  about race. And some people may feel very 

uncomfortable with  that. And on the other hand there may be some very, let's say, more assertive  

European folks who may feel very comfortable being assertive  and who may choose, especially if 

the definition  brings with  it  additional benefits and identification  of Indian that maybe wouldn't  

be appropriate.   

So it is critical to understand this political  definition  of Indian established by Morton vs. Mancari 

ÔÈÁÔ ÔÁËÅÓ Ȭ)ÎÄÉÁÎ ÐÒÅÆÅÒÅÎÃÅȭ ÏÕÔ ÏÆ ÔÈÅ ÁÒÅÎÁ ÏÆ civil  rights and racial equality . We know that self- 

identification  isn't  an appropriate way to identify  American  Indians. It  really has to do with  the 

political  definition.   And the screening is all done for CMS in IHS facilities and  travel facilities. We 

don't want to serve people who aren't  appropriate to be served. If somebody else is doing all this 

screening for you, all you need to do is make the data match and that's what you were asking 

Myra, can we find a way to take one data system and apply it  or use it  in another? We've got big 

hurdles overcome,  and small ones that I won't  mention here as well, but I just want to say that's a 

really good idea.                 

DR. SNIPP:  I just wanted to make one quick comment about using a political  definition.  I think  it  

does work  for a lot of applications and actually it's historically  correct. It's always been a political  

definition  and it  predates any idea of race that's ever existed in this country. Going all the way 

back when the Choctaws were removed from what's now Mississippi, they were removed as Red 

Choctaw, Black Choctaw, and White Choctaw. But there is one disadvantage in using a political  

definition, and that is you basically have 563 or so federally recognized tribes, which means that 

you also have more or less somewhere in the neighborhood of 563 definitions of what it  means to 

be an American Indian. And some of those tribal  definitions are very, very inclusive in the sense 
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that, for example, the Cherokee Nation of Oklahoma simply allows anybody who can prove 

descendancy from the Dawes Roll to be a member. There are some Pueblos who have very, very 

exclusive, restrictive  memberships: at least one half blood quantum by patrilineal  descent, or 

something like that. So the variation in terms of the people that you're going to be talking about, if 

you're going to use those tribal  definitions as your political  definition, raises yet another host of 

complexities that aren't very often raised and aren't often recognized.  

MS. MUNSON: I wanted to follow up on the point  Kitty  was making and just make one small 

comment. And that is Kitty  used the phrase active user with  regard to the Indian Health Service 

database. And I would argue that being Indian is for the most part immutable. I mean, it's possible 

to be stricken off the roles of being Indian but because Indian people do move around and they are 

not all located where they have access to an Indian Health Program, they may not have been -- 

they may not be an active user currently  but they may have been 10 years ago. To the extent the 

Indian Health Service database can be used, regardless of the timing, it  should be anybody who 

was ever considered a user as an Indian person. And there are some non-Indian users, of course, 

but anyone who was ever an Indian user should be able to be rolled into these other systems.   

With regard to the political  definition  just one  last twist  on it  which is it  really goes to the point  I 

made  earlier which is for the purposes of Indian Health Service,  for the purposes of CMS as is 

evident in their  new rule and  in the statute, the Indian Health Care Improvement Act, for  

example, the narrow definition  of Indian, which is one of  the political  definitions of being a 

member of a federally  recognized tribe, has all of the challenges you've just  described but if one 

uses the broader definitions that are  included in the Health Care Improvement Act tied to a  

statutory definition  you avoid some of that exclusivity.  Not entirely. If a tribe  won't  recognize 

somebody's Indian, they just may not be Indian because it  is in fact a political  definition .  
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Session II: Medicaid by IHS Area 

Overview: Carol Korenbrot, California Rural Indian Health Board 

The primary purpose of the Summary Report data is 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 useful to address the issues of AIAN and IHS, Tribal and 

Urban (I/T/U ) providers.  The membership of the TTAG includes elected tribal leaders or 

appointees from the 12 geographic Areas of the IHS delivery system, and a representative of the 

National Council of Urban Indian Health Programs (NCUIH), as well as a number of national Indian 

organizations and the IHS.  The IHS is a healthcare 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 Area. The service delivery areas of the 

providers of the 12 IHS areas can roughly be approximated by the 265 Contract Health Service 

Delivery Area (CHSDA) counties in 35 states of the 12 Areas as we saw in Session I (Slide 20). 

Slide  20 

 
 

 

Medicaid and CHIP are state-by-state programs, not only do IHS Area CHSDA county groups rarely 

follow state borders as pointed out in the State-by-State session, but in western Areas there are 14 

CHSDA counties that are split between two different IHS Areas, for example the 5 counties in the 

Southwest shown in Slide 21. For the counties split between two areas we used zip codes of the 

communities predominantly served by each IHS Area to group Medicaid and CHIP data enrollees. 

 

12 IHS Regional Areas
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Slide  21 

Some CHSDA counties are ósplitô 

between two IHS Areas, for example:

Albuquerque 

Navajo

split county

 
 

For the Urban Indian Health Organization providers (U), we constructed a single consolidated 

service area of 98 countiesȢ 4ÈÅÒÅ ÁÒÅ στ Ȭ5ȭ ÐÒÏÖÉÄÅÒÓ ÔÈÁÔ ÐÏÔÅÎÔÉÁÌÌÙ could receive IHS funding in 

any given year (Slide 22).  To approximate a service area using as a master list of all potential U 

providers published by the Urban Indian Health Institute (UIHI), and for each provider we 

included all  counties that the programs themselves report they serve which was recently 

published by UIHI (Urban American Indian/Alaska Native Maternal, Infant and Child Health 

Capacity Needs Assessment, January 2008; Appendix C. Available from www.UIHI.org website).  

All 98 counties served by U providers are included in the Medicare Urban Consolidated Area, 

including Cook County in Illinois 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 there are a few individual  Urban providers that do not receive IHS funding and 

we use the IHS website for the National Council for Urban Indian Health (NCUIH) www.ncuih.org 

and consultations with IHS to exclude individual U providers from year to year.   

Urban providers do not serve all 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 area counties had both U and I/T providers, and we tried to subdivide these counties by zip 

code but could not find consistent community criteria to use. This means that there is overlap 

between IHS Areas service delivery area CHSDA counties and these Urban counties, and the 

analytical results therefore have some overlap, and Urban and CHSDA counties cannot be 

http://www.ncuih.org/programsarial.html


 Session II: Medicaid by IHS Area 

  Page 37 

compared statistically. Another problem that developed was that one of the urban counties (Cook 

county) is in a 36th state (Illinoi s) not included in the 35 states listed for the 12 IHS Areas. 

Slide  22 

 
 

MSIS Extracted (MAX) Data  

Since MSIS online data can only be analyzed by state, to analyze data by county and zip code it  is 

necessary to use MSIS Medicaid 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 handle than online data, 

include month-by-month information  on Medicaid enrollment, services used and payments that 

can be analyzed in many ways that online data cannot. In our analyses MSIS CHIP data is included 

for Medicaid expansion CHIP programs only.  We exclude data from State-only CHIP programs 

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 each of the 

12 IHS Administrative Areas for both the CHSDA counties and the Urban Consolidated Area 

counties.  Using the MSIS Racial definition ɀ we did basic frequency counts of AIAN in the each 

Area for its CHSDA and Urban Area counties which are shown in Slide 23.  There are more Urban 

county than CHSDA county AIAN Medicaid enrollees in Albuquerque, Bemidji, California, 

Nashville, Phoenix and Tucson Areas.  There are more CHSDA county than Urban county AIAN 

Medicaid enrollees in Aberdeen, Billings, Navajo and Oklahoma Areas.  The numbers of Urban 

county and CHSDA county AIAN enrollees are comparable in Portland and Oklahoma Areas. 

óConsolidated Urban Areaô 

    Counties served by  

    IHS Urban Indian  
    Programs 
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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 summed. Areas with a lot of Racial misclassification, like California Area, 

undercount enrollees in both groups. 

Slide  23 

 
Using the MSIS Racial definition we did basic frequency counts of AIAN Medicaid enrollees in the 

CHSDA counties of each Area who had IHS Program data (Slide 24).  The numbers of MSIS IHS 

program Medicaid enrollees who are also MSIS racial AIAN are highest in Navajo and account for 

the majority of AIAN Medicaid enrollees in the Area.  

Slide  24 

 
These numbers of Medicaid enrollees are much lower than expected when we look at the data IHS 

reports for their Active Users of  I/T providers in each Area.   We would expect the ratio of 

Medicaid enrollees with  IHS Program data to IHS Active Users in I/T programs to be a number that 

might be comparable across IHS Areas after 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 Area. But  we 
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are struck by the variability of the crude ratio per 100 IHS Active Users which indicates to us that 

there are problems with MSIS data for Racial and IHS AIAN that could be checked with direct 

linkage of Medicaid and IHS Active User data (Slide 25). 

 

Slide  25 

 
 

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 that the numerators and denominators 

are undercounted to the same degree (unbiased) and may be representative of the population.  At 

least what we do believe is that these are the best working estimates to describe the racial AIAN 

Medicaid enrollees. More than half (58.4%) of AIAN Medicaid enrollees in the 12 Area CHSDA 

counties are Children (Slide 26), more than a quarter Adults, about  a tenth Disabled and the rest 

Aged. 
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Slide  26 

 
In the MAX data is enriched information on Medicaid enrollees who are also Medicare enrollees 

ɉȬ$ÕÁÌȭ %ÎÒÏÌÌÅÅÓɊȢ  &ÏÒ !)!. -ÅÄÉÃÁÉÄ ÅÎÒÏÌÌÅÅÓ ×ÈÏ ×ÅÒÅ $ÕÁÌ %ÎÒÏÌÌÅÅÓȟ ÎÅÁÒÌÙ Ô×Ï-thirds 

qualified in the lowest income category and were eligible for full Medicaid benefits. 

Slide  27 

 
We were surprised to find that more than half of all AIAN Medicaid enrollees in the IHS Area 

CHSDA counties were in some sort of managed care plan. Only 15 percent were in managed 

(Capitated) care only, 43 percent received a combination of managed and Fee-for-Service (FFS) 

care, and only 30 percent were received FFS care only (12% used no services during the year) 

(Slide 27)   

Basis of Eligibility

AIAN - 12 IHS Areas combined 

Most AIAN who use services 

Use both FFS & Managed Care
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Slide  28 

 
For AIAN Medicaid enrollees in the IHS Area CHSDA counties, 20 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 10 percent were in Dental, Behavioral or Long-term Care prepaid health plans 

(Slide 28).  We found essentially none of the enrollees in prepaid health plans for the elderly or 

pregnant women.  More than 15 percent of AIAN Medicaid enrollees had Primary Care Case 

Management (PCCM) managed care of fee-for-service medical care.  

Service Use and Payment Data  

We did a considerable amount of analysis of Medicaid and CHIP service use and payment 

(utilization) data  in the report.  We will present only one of the findings here. This finding 

indicates how MSIS MAX data could become uniquely useful in policy analysis because we are able 

to compare provider service use and payment data for AIAN who use an IHS Program and those 

who do not.  For example we determined an average amount paid by Medicaid per AIAN enrollee 

who had any IHS program data, and compared that to AIAN enrollees who did not have any IHS 

program data (Slide 29).  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 providers of AIAN IHS 

program enrollees, relative to other AIAN who do not use the IHS system of providers.  How do 

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

care? 

Managed Care Enrollment 

Children        Adults        Aged      Disabled
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Slide  29 

 

Further Recommendations 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: 

 MSIS data ÓÈÏÕÌÄ ÈÁÖÅ Á Ȭ#ÅÎÓÕÓ !)!.ȭ ÅÎÒÏÌÌÅÅ ÇÒÏÕÐȡ ÉÆ !)!. ÉÓ Á ÒÁÃÅ ÒÅÐÏÒÔÅÄ ÉÎ ÔÈÅ 

enrollees record, regardless of any other race or Hispanic ethnicity   

 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 to 

 

 

Discussant: Ed Fox, Squaxin Tribe & Northwest Portland Indian Health Board 

MSIS MAX data 

MAX data extracted from MSIS is an important improvement over online MSIS Data Mart data. It is 

no small matter that it produces IHS Area level data as well as state level data. In most analyses of 

Indian health, IHS Area level of analysis is more important than state level analysis because of the 

importance of the IHS healthcare delivery system in areas across states where there tend to be 

denser populations of American Indians.  We live by Areas and their names just roll off our 

tongues.  When finally this year the U.S. government actually made substantial funds available to 

Larger Medicaid FFS payments 

for IHS AIAN than AIAN

$6,560 per person-year of enrollment

$4,320
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distribute to Tribal and other Health Programs serving Indians across the country, the allocations 

were made by IHS Areas. 

For 10 of the 12 IHS !ÒÅÁÓ ÙÏÕ ÃÁÎȭÔ ÁÇÇÒÅÇÁÔÅ ÓÔÁÔÅ ÄÁÔÁ to get good Area estimates. Alaska is both 

an Area and a state, so for Alaska we have Medicaid information . California Area is largely one 

state, but it is not the entire state ɀ 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 Area.  For  some areas we can add data 

for states together like for Portland Area we can add together data for Idaho, Oregon, and 

Washington and estimate Medicaid data. But then there are states as extreme as Arizona where 

there are three overlapping  Areas.  And only the Tucson Area in Arizona does not also include 

parts of other states.  

MAX data seems a good source of data for longitudinal studies.  I mean, once we understand its 

limitations , and donȭÔ ÆÉÎÄ ÓÅÒÉÏÕÓ ÂÉÁÓÅÓ:  I'm willing to look at it over time and say that the trends 

that we're seeing make more sense than data that's not as reliable.  We'll now be able to measure 

progress where tribes have worked with  their  states to move programming to tribal  programs to 

both improve services and to draw it  on the 100 percent FMAP.  So we can see that some tribes or 

areas are working  with  their  states, and again, Alaska is a good place where you can see that.  In 

Alaska, 17 percent of the state's Medicaid expenditures are subject to the 100 percent FMAP.  And 

so just think  of this.  States want to work  with  you if they know what the benefit is to them.  It  

helps.  In Alaska they're great at what they do at the Alaska Native Health Board and ANMC, the 

hospital, and ANTHC, the Tribal Health Consortium.  So they work  really well to make those 

successes but the state with  40 percent of its Medicaid population being Alaska Native knows 

where the money is.  Arizona also has funded capital projects so there's a practical side to knowing 

information  about the money. 

MAX data from the Person Summary files for enrollees with IHS Program data gives us data for IHS 

users of I/T providers. These Medicaid enrollees very nearly fit the definition of IHS Active Users 

favored by the CMS TTAG.  An IHS Active User has received at least one medical or dental visit in 

the past  three years, but in the MAX file it is one Ȭ)(3 0ÒÏÇÒÁÍȭ ÓÅÒÖÉÃÅ paid by Medicaid in one 

year.  But that is not a substantial problem at this stage of data development. 

Now, here's I guess the first  time you've seen  some numbers up here by IHS Area (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 states. The bars show total payments for 

American Indians in each Area, divided into the amounts paid IHS Program and Non-Indian 

providers. Remind yourself that the data is from 2004, not 2010.  
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Slide  31 

 
There are two major points to be made: the amounts of the payments, and the fact that we can 

look at data for IHS Program providers and non-Indian providers for the same IHS Program 

enrollees. The total  amount Medicaid paid for IHS AIAN is $1.5 billion for AIAN (MSIS racial 

definition) .  The amount paid to IHS Programs was $536 million. These are substantial amounts, 

even though Carol warns us they are underestimates because these numbers are only for IHS 

Program users who were also racially classified as AIAN in 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 amounts into perspective in a little  bit  by comparing it  to 

IHS paid totals to IHS Programs.   

 

As a Tribal Health Program health 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 send back information  about the patient, but a 

quarter of the time we didn't  get back reliable information .  So with MSIS data there's hope we will 

be able to evaluate whether our people in any given Area are getting comparable services to 

people in other Areas through Medicaid.   

I say use the data with  care.  This is a goldmine of information .  It  will  help Indian people and it  

will  help programming healthcare for elders.  It will  help understand how we manage chronic 

care.  With passage of Health 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 have to wait , or with more funds we could do more studies at the same time.                    

 

Using MSIS MAX data with care 

We are still getting used to this impressive data set so I urge that we use the MSIS MAX data with  

care and with  proper attention to definition s. We really need to know that the IHS Program user 

Medicaid Payments for IHS Program Users 

in MAX data by IHS Area
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data is as complete as possible for every state and IHS Program. So which kind of an Indian are  we 

talking about? And with the caveats and the use, we can use this and it  will  be useful to track 

enrollment and  change over time. So if we want to know how we are doing in  different  areas, who 

seems to be all of a sudden doing great  and let's go find out what they're doing to learn from them,  

who's maybe gotten lazy? I feel like in the Northwest we've  gotten a little  bit  relaxed about 

signing people up for  Medicaid because we think  we do it  so well that we're not  renewing people 

as well as we could and therefore we're  seeing our numbers go down. I think  it's important  to 

have good data so you can know that it's not an artifact of bad data that's telling you some trends 

are apparent. With good  data you can work  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 all agree that there have been increases in enrollment and payments since then, and 

changes within Areas that are important  to know about. Currently MAX data is available for all 

years to 2009.  So updating the current report for IHS Areas with time trends in the data will be 

valuable and needs to be done soon.  So since there is a data lag problem, but I hope we can have 

access up to date data soon. 

We need to use this data with  caution and make sensible adjustments for policymaking.  Last year 

we had increases in IHS funding, which were allocated through the Indian Healthcare Improve-

ment Fund. Cliff Wiggins from the IHS will  talk to how that process is implemented.  The allocation 

process requires that you look at defined personal health care resources of the operating units 

when the Indian Health Service decides how much money to give different  operating units.  We 

would like to have good Medicaid data included in that process.  And this data could help.  There 

will be arguments as to how to use data.  But having good data is 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 I have found by studying the state by 

state financial reports.  States have a Medicaid Management Information System that handles their 

enrollment and claims data, and as well as their MSIS Medicaid Statistical Information System with 

enrollment and claims data. There are technical differences in how and when the data is 

processed.  What I found when I took results that Verné 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 MSIS. For example, here 

is data from both systems for Alaska in 2004.  On the left is that data that Verné and I found from 

the Alaska state annual financial report for 2004, and on the right what was reported in the CRIHB 

report from MSIS (Slide 31).  For both groups of providers, IHS Program providers and non-Indian 

providers, Medicaid payments for American Indians were higher in the state financial report than 

from the MSIS data ɀ and this seems to be true whether the data was MSIS data online or MSIS 

MAX data.  The total payments for American Indians in 2004 according to the management data 

was $365 million .  The total payments in the MSIS data was $280  million . 
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Slide  32 

 
 

One reason as Carol warned us, are that these particular MSIS numbers are only for IHS Program 

users who were also racially classified as AIAN in MSIS. The latest Medicaid report by Area did not 

include other IHS Program users who were not classified as AIAN as their earlier state-by-state 

report did.  But there are additional possible reasons the numbers are lower in MSIS data, 

including that the state financial reports are compiled from monthly enrollment and claims data, 

while MSIS data is more highly processed and adjudicated claims data. MAX data is compiled at 

the level of unique individual enrollees, and there is exclusion of claims when the enrollment 

information cannot be linked to the claims data.  But we do not yet fully understand why these 

numbers are different, and we need to learn more about the data bases and how they are 

processed so we know which figures are better to use for what purposes.   

Medicaid is without  a doubt a very significant source of funding for IHS and Tribal providers in all 

Areas.  There are no  longer any Areas that do not enroll American Indian users of IHS Programs in 

Medicaid.  There are no longer any areas that don't get at least 20  percent of their  funding from 

Medicaid.  That scares us, frankly.  It  was only three  years ago that ȰAugust 17th regulationsȱ 

came from CMS threatening to change how IHS Program providers were paid.  It scared us.  IHS 

funds are reliably recurring dollars.  Medicaid still  seems volatile to us. I know that there is a 

promised expansion now with Health Care Reform.  We will  see this November and then in annual 

increases after that, if there's  an expansion.   But we want to make the point  that Medicaid funding 

is very significant to us.   

Compared to IHS funding for health services the amount of Medicaid funding for American Indians 

is significant (Slide 32).  MAX data indicates that Medicaid paid $1.6 billion  for American Indians 
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in the 12 IHS Areas or 69 percent of the $2.3 billion  IHS paid for health services for IHS Program 

users in the Areas in 2004.    

Slide  33 

 
In Aberdeen Area Medicaid payments for the IHS users were 46 percent of IHS payments.  Alaska 

Area Medicaid payments were 91 percent of IHS payments.  The lowest percent is for California, 

but the state-by-state report showed California  MSIS data had substantial numbers of IHS 

Program users who were classified racially as other than AIAN. Other areas had higher Medicaid 

than IHS payments, and therefore percents greater than 100 percent.  Medicaid payments for 

Navajo Area were 137 percent of the IHS payments.  There is an important interplay  here to 

consider though. You really have to know the Indian Health Service payments to Areas. If you were 

from Oklahoma Area you would say we are not getting much from Medicaid or from IHS.  

 

MS. SKEETER:  [representative for National Council of Urban Indian Health programs to the CMS 

TTAG from Oklahoma] I agree with you. 

 

DR. FOX:  Oklahoma agrees with me. 

 

What needs to be done next is to compare the MSIS data on Medicaid payments to IHS Program 

payments that the programs themselves report.  For the Portland Area, we would say that we do 

get about $81 million  in Medicaid revenues for the IHS programs in our three states. That means 

our Medicaid payments are 45 percent of what we get from IHS.  

 

Medicaid & IHS Payments by Area   

for IHS Program Users, 2004

IHS Area Medicaid 2004 IHS 2004

Medicaid Percent of 

IHS Funds

Aberdeen $100,167,000 $219,710,000 46%

Alaska $365,360,000 $400,810,000 91%

Albuquerque $107,573,000 $121,530,000 89%

Bemidji $58,376,000 $131,960,000 44%

Billings 70,368,000 $134,210,000 52%

California $8,324,000 $121,670,000 7%

Nashville $14,337,000 $93,640,000 15%

Navajo $419,865,000 $307,030,000 137%

Oklahoma $94,891,000 $344,865,000 28%

Phoenix $209,266,000 $221,540,000 94%

Portland $81,893,000 $181,450,000 45%

Tucson $60,036,000 $38,427,000 156%

All Areas $1,590,456,000 $2,316,842,000 69%
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Conclusions from Medicaid data so far 

The conclusions that are safe to draw from the data so far are: 

 Areas vary in their success in enrollment in Medicaid, but Medicaid is a critical element of 

funding in every area. 

 There is variation between and within Areas for Indian programs. Theories for the 

differences include: 

o Differences in income and assets in the universe of potential beneficiaries 

o Differences in state Medicaid programs and support for outreach and enrollment 

o Differences in receptivity of Indian programs to innovation  

o Differences in degree of self-determination among Indian programs - Do IHS 

programs have lower uptake rates than Tribal Health Programs? 

 Some Areas receive as much funding from Medicaid as they do from the IHS appropriation 

for health services line items. This was true even with the underreported Medicaid AIAN 

data for 2004, and very likely in 2010. 

 The benefit to Indian programs of Medicaid payments for IHS Program users is measured 

not only in the Medicaid revenue for 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: Cliff Wiggins, Indian Health Service 

Jim stated three questions in opening the symposium : what do we see in the data, what are the 

implications of the data, and what are the next steps? I'm going to talk about all three, but in 

particular  I'm going to talk about the second question.  I'm going to talk really where the rubber 

hits the road pragmatically.  How do we translate data into information  that then translates into 

public policy and action? And having said that, let me point out that I'm an old statistician as well.  

I started my career thinking  I'm going to earn my living on data.  So if I say some heretical things 

about data you'll  understand that it is only because I 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.  On the one hand there is statutory language 

essentially forbidding  the Congress and the President to offset all the different  resources that 

Indians have in determining the annual budget and appropriation  to the Indian Health Service.  On 

the other hand, in statute there are explicit directions to consider all sources of health care 

services and funding of Indian people when the Indian Health Service sets internal  priorities .  I 
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wi ll  come back to that point because what we'll  talk about here is the how these two directives 

have played out over time.  I, too, have a few slides and the data I will  show you demonstrates 

general trends.  While it may not be at a level of precision that some of us in this room would like, 

it  is where the real world  is because I work  in the Office of the Director.  That's where policy is set 

with  respect to allocations and funding and who's in the first  of the line and who has to wait  at the 

rear of the line. 

Slide  34 

 
 

The first  slide is a picture of the IHS budget breakout (Slide 33).  The only part I want to draw your 

attention to is the gold section at the top of the 4. 5 billion  total dollars of the IHS budget in 2009.  

That part, roughly 800 million  dollars was the amount collected in third-party payments by IHS 

system provider sites.  You've seen various numbers for Medicaid and CHIP collections this 

morning.  When the agency sets its funding priori ties it  is supposed to consider that amount in the 

gold section as allocated to the IHS system providers, In addition it is also supposed to include 

those Medicaid payments you saw that were made to non-Indian providers not in the IHS system 

on behalf of the health care needs of IHS Program users. This amount is not included in Slide 33. 
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Slide  35 

 
Earlier today Matt Broaddus spoke about the Indian Health Care Improvement Fund (IHCIF).  The 

Fund has been part of the Indian Health Care Improvement Act specifically written  to guide the 

agency in funding to make the system more equitable than it  has historically  been.  Slide 34 shows 

on the left the appropriations specifically made to the IHCIF for the purpose of redistributing  

funds through a formula developed for equity purposes.  The amount that the Fund amount 

represented as a percent of the Total Services budget increment is shown in the first column 

ÈÅÁÄÅÄ Ȱ)(#)& Ϸȱ ÁÎÄ ÁÓ Á ÐÅÒÃÅÎÔ ÏÆ ÔÈÅ 4ÏÔÁÌ 3ÅÒÖÉÃÅÓ ÂÕÄÇet base is shown in the second 

ÃÏÌÕÍÎ ÌÁÂÅÌÅÄ Ȱ)(#)& ϷȢȱ  4ÈÅ Fund as a percentage of the blue bars is pretty  small.  And on the 

right  side is the same information  relative to total cumulative funding of the agency, not just the 

increase over the prior  year but the total.  And the main point  I want to bring to your attention is 

that over a 10-year period, only 174 million  have been appropriated for that purpose which is a 

tiny  fraction of the entire appropriations of that period, 24 billion .  So four percent relate to that 

policy, and yet when we speak with  tribal  leaders it's the issue of equity that we all hear about.  

And as a pragmatic issue here, if you're out in the field, you're working  as a policy director  or 

you're in a clinic or wherever and you've seen some of Ed's numbers about the increase in 

alternate collections, you're going to spend time on that as opposed to this little  pittance of money 

that comes through the appropriation  process.  But as many of us in this room know, that little  

piece of money comes with  high value and gets lots of attention in a political  way. 
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The Indian Health Service makes certain assumptions in its current budget allocation policies 

(Slide 35).  The pie represents the total per capita cost for health benefits of IHS Active Users if 

they were enrolled in the Federal Employees' Health Plan.  No one has ever measured very 

precisely what the amounts should be, and what we are talking about are the data policy issues 

that come into play to do the amounts more precisely.  

 

Slide  36 

 
 At IHS we have a policy from 20 years ago that assumes that alternate resources for health care 

including Medicaid and other third-party payments are about 25 percent of what should be 

allocated to fund health care of each Active User.  Medicaid would account for most but not all of 

the third -party payments, since Medicare and private insurance apply to far fewer Active Users 

than Medicaid. About 44 percent of that package is  appropriated through the Indian Health 

Service.  And 31 percent is the remaining amount that it is estimated should be paid to bring 

Indian Health Services payments up to what the federal health benefits plan allocates.  It is with 

these assumptions that we build our IHS budget.  In fact, some of our formulas expressly use this 

concept.  And the same assumption is used for all IHS Areas and provider operating units. 
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We translate this uniform  assumption of 25 percent into actionable policy.  We assume that the 

amount of the Medicaid payment per IHS Program user would be the same amount for every IHS 

Area and provider, and that the Medicaid payment amount would be about  half the IHS paid 

amount (that is the entire 25% is 57% of 44%, and Medicaid is most 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 case-mix, Medicaid program characteristics, and 

other adjustments, our assumption is that there is no variation across Areas and providers in the 

relative role that Medicaid payments make gets back to my original point .   

 

How do we decide when data or information  is good enough to collect and analyze it to revise our 

policy? I would submit to you there is not a scientific answer to that question, nor is there in fact a 

data answer to that question.  It is a value judgment, a political  judgment.  Because data is not free, 

and is in fact incredibly  expensive to collect, process, and report  reliably, those dollars ɀ and 

here's the heretical part from a statistician -- those dollars could be better spent on health care.  

They could be buying that next prosthesis for someone on a waiting list .  So I would say that data 

is always a tradeoff with health care in public policy.  I am trained to love knowledge, and I do love 

it .  And I love it  for its own sake and I love to learn.  But I'm paid to translate data into public 

policy.  So data is a tool and a tool costs.  And I am asking, so what is the value of that tool relative 

to the benefit?                   

At the level of the 265 provider operating units in the Indian Health Service health care delivery 

system, the 25 percent assumption becomes highly variable, but in a random way.  Each of the 

labels at the  bottom of Slide 36 represents one of those 265 operating units that are eligible to get 

appropriations through the IHCIF fund or other funding from the Indian Health Service. They are 

grouped alphabetically.  On the left side you see very narrow columns of values for provider units 

in the Aberdeen Area, and then the Alaska Area, and so forth .  The amounts for third-party 

payments are dark blue because they are a net offset, that is they are a deduction from the total 

projected costs per person.  The amounts of the offset vary from high values of $1,700 in Alaska to 

an average around $1,100 or $1,200 per person.  There is variation in the amount of the payment 

deducted, because the total amount paid per person to a provider  unit varies.  In Alaska, for 

example, our 25 percent policy is a larger amount because of the much higher medical cost base in 

Alaska compared to the rest of the country.  For the rest of the IHS Areas the amount is random 

noise around an average that would be lower once Alaska was excluded.  This variation is not 

reflecting in any way the kind of variation in Medicaid payment data that Carol or Ed spoke of. 
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And so why would the Indian Health Service stay with  a policy that violates the Medicaid data that 

we're seeing?  Because whenever we've conducted tribal  consultation on this issue we hear 

everyone thinking  carefully of their own people and how will  it  affect them. There is a real 

reluctance to change something so sensitive as the per capita funding allocation formula. Even if 

people are unhappy with  it , they at least know what to expect compared to what might happen if 

we undertake a big change. It is also because many tribal  people believe that this concept of 

offsetting undermines the principles of sovereignty altogether.  Yet we have legislation that 

requires us to do that.   

The next slide is a page from a report  to the IHS Director  from the IHS Data Technical Work Group 

(Slide 37).  The Director  promised Congress and the tribes that she would re-evaluate the 

formulas and data for resource allocation to tribes for healthcare. The Data Technical Work Group 

was assigned the task.  One of their  key recommendations is the issue that we've been talking 

about this morning:  Is the current IHS agency data, more specifically how the agency translates 

that data into information, good enough for allocating resources? This group said in effect, No.  It's 

time to look at this more deeply.  It's time to go forward  to Indian country with  some alternatives.   
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Recommendations for Medicaid data 

What I would recommend to you is that it  is hard to talk to tribal  leaders when you have such a 

diversity  of messages in front  of us, and you have heard just some of those messages this morning.  

One of the possibilities from this kind of Symposium is the recognition of what level of information  

is good enough to present to the public? To present to the political  leaders of the country so they 

have enough confidence to decide, whatever that decision is, whether it's to keep things as they 






















































































