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For Native Americans and other minority communities across the country, the miracles of modern medicine—and sometimes even the most basic primary care—are beyond their reach.
Statement of former U.S. Senator Tom Daschle (D-SD)

on National Public Health Week, April 8, 2004
More than 45.8 million Americans have no health insurance.1 According to the National Institute of Medicine, uninsured Americans who access emergency rooms or free clinics get about half the medical care of those with health insurance— they live sicker and die sooner than those with insurance. Approximately 18,000 Americans die unnecessarily each year because of lack of health care. And the problem isn’t just uninsured Americans. Millions more Americans are underinsured. There are approximately 3.3 million Native Americans in this country,2 who are counted among the insured because they, theoretically, have insurance. All too often, however, they get abysmal health care—or none at all. This article discusses the health care disparities between Native Americans and other Americans.
About 57% of American Indians and Alaska Natives (AI/AN, or Native Americans), or 1.9 million people, are provided health insurance through the U.S. Indian Health Service (IHS).3 The Indian Health Care System is delivered through direct care services, tribally operated health care services and urban Indian health care services and resource centers. (Third party insurance, such as VA or private insurance through an employer, is also available to eligible Native Americans.) 

The IHS “insurance” is so inadequate that the men, women, and children it covers are routinely denied even the most basic medical care, sometimes with tragic results. The IHS is tasked with providing full health coverage for eligible American Indians and Alaska Natives (AI/AN), but its services are woefully substandard because for many years federal appropriations for IHS have been inadequate. 
As Congress debates how to reform the nation’s health care system, medical treatment for AI/AN is being rationed—in spite of federal-tribal treaties guaranteeing the provision of health care. Indian patients are literally being told there’s a “life or limb” test. “Life or limb” isn’t a figure of speech at IHS hospitals and clinics. It’s an actual standard of care. In many cases, unless the patient’s life is immediately threatened or he or she risks the loss of a limb, treatment is deferred for higher priority cases; often, by the time the patient becomes a priority, there are no funds left to pay for treatment.

The IHS’s funding crisis is not just in clinical services. Prevention efforts, facilities, personnel, mental health care, substance abuse programs, and contract support costs are all drastically underfunded, too. Though available services vary from facility to facility, these deficiencies are not isolated cases. Non-emergency care is routinely denied. Native Americans are often denied care that most of us take for granted and, in many cases, would consider essential. They can be required to endure long waits before seeing a doctor and may be unable to obtain a referral to see a specialist. Other Indians receive no care at all. This is a situation none of us would find acceptable, yet this is the reality in Indian Country.

The United States is obligated—by law and by treaty—to provide quality health care for American Indians, a commitment we made to Indian people when the United States Government took their lands.
The Indian Health Care Improvement Act (IHCIA)4 was enacted in 1976 and is considered the cornerstone legal authority for the provision of health care to AI/AN. The IHCIA builds on the Snyder Act of 1921,5 which was the first legislative authority for Congress to appropriate funds specifically for health care provided by the IHS. 

The IHCIA was enacted based on findings that the health status of Indians ranked far below that of the general population. The act declared that it was this nation’s policy to elevate the health status of the Indian population to a level at parity with the general U.S. population. 

Since its passage in 1976, the IHCIA has been reauthorized four times. The last reauthorization was in 1992; it expired in 1998. Since that time, the Snyder Act has provided the statutory authority for appropriations for the IHS. Under both the IHCIA and the Snyder Act, individuals who are enrolled citizens of federally recognized tribes are eligible for services from the IHS.

Health care and other federal programs serving Native Americans are not handouts; they are legal and moral obligations. Sadly, the United States Commission on Civil Rights has concluded that the federal government is not honoring its commitment. 

The  Commission is an independent, bipartisan, federal fact-finding body that monitors civil rights in this country. In 2003, the Commission released a report titled A Quiet Crisis: Federal Funding and Unmet Needs in Indian Country, 6 which the National Congress of American Indians called “the most comprehensive look at the state of Indian Country funding . . . in the last decade.” 7 The report finds significant disparities between federal funding for Native Americans and the rest of Americans, particularly in the areas of health care, education, public safety, and transportation.
In 2004, the Commission released a report titled Broken Promises: Evaluating the Native American Health Care System, which documents the shocking health care disparities between Indians and other Americans. In that same year, the U.S. Centers for Disease Control and Prevention issued a report showing that Native Americans live sicker and die younger than other Americans as a result of inadequate health care. A variety of economic and social factors underlie these disparities.
The Civil Rights Commission’s 2004 report compared Native Americans with other groups for whom the federal government has direct responsibility for health care, including federal prisoners and beneficiaries of Veterans Administration services, Medicare, and Medicaid. Comparing the per capita appropriations for 2003, the report found that appropriations for Native American health care programs fell below those for every other federal medical program.

The IHS per capita appropriation for Indian health funding in 2003 was only $1,914, about half the amount of federal per capita funding for health care for federal prisoners.8
Many Native Americans ask, in frustration, why the United States can afford to spend billions of dollars building hospitals and providing health care in Iraq but can’t honor its treaty obligations to provide health care for American Indians. Some remote reservation communities exist in what could be considered third-world conditions within our own borders: little or no running water, indoor plumbing, electricity, or Internet connectivity. Is this a violation of Native Americans’ civil rights? The disparities within our health care system have reached a crisis point, and the consequences for AI/AN communities are staggering.
The death rate for African American cancer patients is 30% higher than for whites. African Americans are also 1.5 times more likely to be denied coverage for an emergency room visit. Hispanic Americans are more than twice as likely as whites to die from diabetes. 

As shocking as those disparities are, they are relatively modest in comparison to the situation facing AI/AN communities. American Indians are 770% more likely than whites to die from alcoholism, 650% more likely to die from tuberculosis, and 420% more likely to die from diabetes. Largely due to the lack of access to dental care, American Indian populations also have greater rates of dental caries than whites. The U.S. General Accounting Office found that children ages six to eight have twice the rate of caries, and the rate of untreated dental decay is often two to three times higher than for whites.9 
This sad litany of statistics goes on and on, and it tells a story of a health care system that, for a significant and growing portion of our nation, is simply broken. America faces few more important or complex challenges than building a world-class health care system for everyone, regardless of race, income, or geography. 

There are no quick fixes. The factors that have led to this two-tiered health system are complex and interrelated. Minorities are far less likely to have health insurance or a family doctor, making regular preventive visits less likely. And many of those who do have insurance report having little or no choice in where they seek care. Minority communities are also more frequently exposed to environmental risks, such as polluted industrial areas, cheap older housing with lead paint, or asbestos-laden water pipes.

The U.S. Commission on Civil Rights’ analysis shows that the IHS is so fiscally constrained that it cannot provide basic health services to its user population. A growing service population and increased health care costs—even with increased IHS funding—have resulted in a large and growing gap between needed and available services. The IHS budget, only one-half of one percent of the U.S. Department of Health & Human Services (HHS) budget, has consistently grown at a far slower rate than the rest of the HHS budget. In other words, the health system with the sickest people and the greatest need gets the smallest increases.
With the passage of the IHCIA in 1976, Congress established the goal of raising, “the status of health care for AI/AN over a seven-year period to a level equal to that enjoyed by other American citizens.” More than 33 years later, this goal has yet to be realized. Native American health conditions and services remain substandard. And Congress has failed to reauthorize the IHCIA for 12 years.

At the present time Congress is considering various versions of reauthorization legislation for the IHCIA. The version of the national health care reform legislation that passed the House contains language reauthorizing and strengthening the IHCIA. The Senate is expected to include its own version of reauthorization language in its national health care reform legislation. While these are welcome steps, they are also belated and may prove to be inadequate.

A health care system that provides underfunded treatment for minorities offends every American principle of justice and equality. Too many Americans in minority communities have lost their lives because they are subjected to a two-tiered health care system that keeps them from getting the care they need. 

I believe that it is time to change the way we fund our commitment to provide health services to AI/AN. This federal responsibility was codified by treaties and laws dating from 1787 and required under the trust responsibility of the United States to the Indian Nations. It is clear that AI/AN are entitled to receive adequate health services from the federal government. Why then, are they not getting adequate services?

It seems that Congress has grown so accustomed to inadequate IHS funding that we are failing to recognize the extraordinary tragedy tribal people are facing. The problem seems so big that we are almost afraid to tackle it. But the United States cannot afford to shirk its responsibility. 

One reason the problem seems so intractable is that IHS funding—and, in turn, health care for Native Americans—depends on the vicissitudes of the federal appropriations process. The budget for IHS has been so underfunded for so long that the annual federal appropriations process may never allow the powers that be to increase it enough to adequately address the health needs of Native Americans, especially at this time, given the economy and two wars.

Health care for Indians is not delivered as an entitlement. I have come to believe that it is time to consider changing the funding mechanism for Indian Health Services from a domestic discretionary program to an entitlement. Unless the administration and Congress can demonstrate a renewed commitment to Indian health care in the budget and appropriations process, granting entitlement status may be the only way the United States will live up to its obligation. I understand the political challenges that this entails. For Indian people, however, this is not a question of politics. It is a question of history and obligation. It is a question of health and life.
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