AMERICAN INDIAN AND ALASKA NATIVE
ELIGIBILITY AND ENROLLMENT IN MEDICAID,
SCHIP, AND MEDICARE

INDIVIDUAL CASE STUDIES FOR TEN STATES



AMERICAN INDIAN AND ALASKA NATIVE
ELIGIBILITY AND ENROLLMENT IN MEDICAID,
SCHIP, AND MEDICARE

INDIVIDUAL CASE STUDIES FOR TEN STATES

by Kathryn Langwell, Project Director,
Mary Laschober, Task Leader,
Erika Melman and Sally Crelia

Federal Project Officers: Arthur Meltzer and Linda Greenberg

BearingPoint, Inc. and Westat, Inc.

CMS Contract No. 500-00-0037 (Task 5)
December 2003

The Statements contained in this report are solely those of the authors and do not necessarily
reflect the views or policies of the Centers for Medicare & Medicaid Services. The contractor
assumes responsibility for the accuracy and completeness of the information contained in this

report.



ACKNOWLEDGMENTS

This report was prepared by Kathryn Langwell, Westat,' and Mary Laschober, Sally
Crelia, and Erika Melman, BearingPoint. Valerie Meiners (formerly of Project HOPE’s Center
for Health Affairs) provided background and research assistance throughout the project. Frank
Ryan (I&M Technologies), Rebecca Baca (Elder Voices), and Tom Dunn (formerly of Project
HOPE’s Center for Health Affairs) participated in the site visits for this project and, with Dave
Baldridge (National Indian Council on Aging), participated in reviewing and analyzing the
information obtained from the site visits. Kenneth Cahill, BearingPoint, provided overall project
management.

The authors would like to thank the Tribal staff, State officials, Indian Health Service
staff at IHS headquarters, Area Offices, and Service Units, Urban Indian Health Clinic staff, and
representatives from the many other organizations that participated in the site visits to 10 States —
all of whom provided generously of their time and insights into barriers to enrollment in
Medicaid, SCHIP, and Medicare faced by American Indians and Alaska Natives and suggested
strategies for facilitating enrollment in these programs.

The members of the project’s Technical Expert Panel and our project consultants
provided valuable input and guidance to the design of the study and assisted with many of the
arrangements for conducting site visits. Balerma Burgess of the Indian Health Service was
involved throughout the project and provided on-going assistance and review of draft reports.
We would also like to thank our CMS Project Officers, Linda Greenberg, Ph.D., and Arthur
Meltzer, Ph.D., for their support and guidance throughout the project, as well as the many other
CMS and IHS staff who reviewed draft documents and provided detailed comments and
suggestions.

DISCLAIMER

The comments and recommendations contained within this report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or to determine the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services, the Indian Health Service, individual States, or individual Tribes
or Tribal organizations.

! Kathryn Langwell, Project Director, was with Project HOPE when the contract began but is now employed at
Westat, Inc.



Table of Contents

CHAPTER L. OVERVIEW.....iininnnintennnnnsnnnsnissnssssessssssssssssssssssssssssssssssssssassssssssssssases I-1
OVERVIEW OF STUDY ..uuioiiiiiiinnninnnsinsnessnsssesssessssssssssessssssssssesssssssssasssssssssssessassssssasssassas I-1
RESEARCH QUESTIONS AND METHODS ......ooiininnrensnennnnsnnnsnesssessnssssssssssssssssanes I-2
KEY FINDINGS ....uuoirieiitinienennninnesnessesssessssssnsssessssssssssessassssssssssssssssssessassssssssssassassssassasss I-3
LIMITATIONS OF THE STUDY AND FEASIBILITY ISSUES .....uinenrennnennensnncsanes I-5
APPENDIX I.A: TECHNICAL EXPERT PANEL MEMBERS AND PROJECT
CONSULTANTS ccoeteertentensnesssnnsnesssnssssssssnssssssssssssssssasssssssssssssssssssssssssssssssssssassssassssasssssssases I-7
APPENDIX I.B: TRIBES, URBAN INDIAN HEALTH CLINICS, AND OTHER
ORGANIZATIONS INTERVIEWED......ciininnninsnnninenssnesssesssnssssssssssssssssasssssssssssssssssases I-9
APPENDIX I.C: INTERVIEW GUIDKE ......uuiirinreninnennnsnnssesnesnsssesssssssessessssssssssesssssns I-12
CHAPTER II. ALASKA II-1
BACKGROUND ....ucooiiiiinnennesnesninsnesssessesssessssssesssessssssssssessasssssssessssssssssessassssssasssssssssssessassases I1-1
FINDINGS c..ouuiiniieriinsnnnsnenssenssnesssnesssesssnssssssssnsssssssassssssssssssssssssssssassssssssssssassssassssasssssssassssasssss I1-3
APPENDIX II.A: ALASKA SITE VISIT CONTACTS......coininnrenrnnnensnnsncssessnessessaessnnans 11-10
CHAPTER IIL. ARIZIONA ..ouuooerirurrsrensnnnsnnssanssssesssnsssssssssssssssssssssssssssssssssssssssssssasssassssassses I11-1
BACKGROUND ....uuoiiiiieieenninnesnessesssessnessessssssssssessasssssssessssssassssssasssssssassssssassssssasssassassssesss I1-1
DESCRIPTION OF SITE VISIT I11-10
FINDINGS: ARIZONA MEDICAID AND OTHER STATEWIDE AGENCIES. ......... I11-16
FINDINGS: NAVAJO NATION ...uuuiinrierirnsnnnsnesssnnsssnssanssssssssnsssssssassssssssssssassssassssssssssssans 111-24
FINDINGS: TUCSON IHS AREA TRIBES ......iinieninnennnneessinnesnsssessssssnsssessasssees 111-42
FINDINGS: URBAN INDIAN HEALTH CENTERS 111-47
DISCUSSION cauuiitinieninstennesnesnensassnsssesssessssssessssssssssessassssssasssasssssssessassssssasssasssssssessassases II1-51
APPENDIX IIILA: ARIZONA SITE VISIT CONTACT LIST .....ucovvenreerrensuensnessannsanes I11-56
CHAPTER IV. MICHIGAN . ...ccutiierineesrensnessnessnessessssssnsssesssssssssssssssssssssessassssssssssasssasssassnes IV-1
BACKGROUND ...uucoiirnientinsnensnnnsnesssnssssessnssssssssnssssssssssssssssssssssssssssssssssasssssssssssssasssassssassss Iv-1
DESCRIPTION OF SITE VISIT ......uouiiernninnenensnenncssecsnessnesne .IV-6
FINDINGS: MICHIGAN MEDICAID AGENCY .uuuooienruinrensnnnsnnsssesssnssssssassssnessssssasses IV-12
FINDINGS: SAULT STE. MARIE TRIBE ......cuiiiininninnesnnsnesnessessnessnessessssssnsssenns 1v-14
FINDINGS: GRAND TRAVERSE BAND OF OTTAWA AND CHIPPEWA ............... IV-18
FINDINGS: AMERICAN INDIAN AND FAMILY SERVICES OF SOUTH EAST
MICHIGAN ..couuirntinnnessnenssnssansssesssnsssssssssssssssssssssssssasssssssssssssssssasssssssssssssssssassssssssssssassssases 1v-23
FINDINGS: OTHER ORGANIZATIONS ....ccotiinrrnintinnennnsnennnsseessessssssnsssesssssasssasssases IV-29

il



DISCUSSION ..cuuiieuirrninsennssnnsnnsssnsssnssssssssssssssssssssssssssssssassssssssssssssssssssssssssssssassssassssssssssssasss IV-30

APPENDIX IV.A: MICHIGAN SITE VISIT CONTACT LIST .....cocvenveerinecserssnecsaecnne 1V-34
CHAPTER V. MINNESOTA ...uuuerirrrinrreensninsnnssnsssnssssnsssssssssssssssssssssssssssssssssssssassssasssssssssss V-1
BACKGROUND ....uucoiiiiinnennennesninsnessssssesssessssssesssessssssssssessasssssssessssssssssessassssssasssssssssssessassases V-1
DESCRIPTION OF SITE VISIT ....uooiiiininnnnnsnnnsnesssesssssssssssssssssssssssssssssssssssssssssssassssssssns V-8
FINDINGS: MINNESOTA MEDICAID AGENCY AND OTHER STATEWIDE
AGENCIES ... tieirntinseentensnnnnisssssssesssssssssssssssssssssssssssssassssssssssssssssssssssssssssssassssssssssssassss V-13
FINDINGS: FOND DU LAC RESERVATION....uucoininiinienensnennnssesssessncssessnessasssssssenns V-19
FINDINGS: MILLE LACS RESERVATION ....uuuiniinnninnninsannssnesssesssssssansssscsssssssssssasses V-26
FINDINGS: MINNEAPOLIS/ST. PAUL URBAN AREA AI/ANS.....ininnenansneenenns V-33
DISCUSSION ..cuutieuirininsnessnnnsnnsssnsssnssssnssasssssssssnssssssssssssassssssssssssassssassssssssssssassssassssssssssssassss V-37
APPENDIX V.A: MINNESOTA SITE VISIT CONTACT LIST ....cccceevuervrecsuensnccseecanee V-41
CHAPTER VI. MONTANA VI-1
BACKGROUND ....uccoiiniininnesnesninsnessesssesssessnsssessssssssssssssesssssasssasssssssessassssssassssssssssssssassssssaes VI-1
DESCRIPTION OF SITE VISIT ....oouiininriinnensnnnsnnssnssssnsssnsssssssanssssssssssssssssasssssssssssssssss VI-10
FINDINGS: MONTANA MEDICAID AND OTHER STATEWIDE AGENCIES......... VI-13
FINDINGS: ROCKY BOY’S RESERVATION ....cutininnrennnnsnnssnnsssncssnsssasssnssssssssssssasns VI-18
FINDINGS: FORT BELKNAP RESERVATION.......uuuiiininnnennnnnensnensnessesssessnsssssssessnces VI-22
FINDINGS: THE CROW RESERVATION......cctiinirrinnsrensnnnsannsnesssnsssssssassssssssnsssssssases VI-26
FINDINGS: INDIAN HEALTH BOARD OF BILLINGS .....ccoceeeneinecssnecsenssncssaecsnecanes VI-30
DISCUSSION ..uuiieuirinininnssninsnnsssesssnssssssssssssssssssssssssssssssassssssssssssasssssssssssssssssassssassssssssasssasss VI-31
APPENDIX VI.A: MONTANA SITE VISIT CONTACT LIST ....cocveivensruecsenssnecseeesnns VI-33
APPENDIX VI.B: ALTERNATE RESOURCES HISTORICAL REPORT................... VI-37
CHAPTER VII. NORTH DAKOTA.......uutreerinnesnnsnennssnessessscssnssssssssssssssessassssssssssasans VII-1
BACKGROUND ...uuoiirtientinnnnnsninsnesssesssssssssssssssssssssssssssssssssssssasssssssssssssssssassssassssssssssssasss VII-1
DESCRIPTION OF SITE VISIT .......uoueieiinrennennensnennessecsnessaesns . VII-11
FINDINGS: NORTH DAKOTA MEDICAID AND SCHIP AGENCY ......cccveererenecne VII-13
FINDINGS: THE TURTLE MOUNTAIN RESERVATION.....ccccceeversnensuecsannssacssancsane VII-16
FINDINGS: TRENTON INDIAN SERVICE AREA .........nrineenensnennnssessaessennns VII-19
DISCUSSION ..cuutiiuiiinensnnnssnessnnsssesssessssssssnsssnssssasssassssssssassssssssasssssssssssssssssassssssssssssassssssssns VII-22
APPENDIX VIL.A: NORTH DAKOTA SITE VISIT CONTACT LIST ......cccceeeveuuennee VII-24
APPENDIX VII.B: COMMENTS ON REPORT FROM NORTH DAKOTA
DEPARTMENT OF HUMAN SERVICES .....uuuoiininininninsnennnssessnesesssesssssssssssssasssessaes VII-27

v



CHAPTER VIII. OKLAHOMAL......coutinuirrrnnsnnssninsssnssanssssssssnsssssssasssssssssssssssssassssassssssssn VIII-1

BACKGROUND ....uucoiiietinnennnsnennesnessesssessnssaessssssssssessasssessassssssssssssssssssassasssssssessassssssaes VIII-1
DESCRIPTION OF SITE VISIT .....cuiininnrrnnnnsnnnsnessnnsssesssnssssssases ... VIII-6
FINDINGS: OKLAHOMA MEDICAID OFFICE AND OTHER STATEWIDE
ORGANIZATIONS caueeerrnninsnessrensnnsssnsssssssssssasssssssssssssssssssssssssssssssssssasssssssssssssssssasssssssss VIII-14
FINDINGS: CHEROKEE NATION/TAHLEQUAH SERVICE UNIT.......c.ccceeueeueee. VIII-20
FINDINGS: LAWTON SERVICE UNITi.....uouiininnninsnnnnnnsannssnesssnsssssssassssssssssssssssases VIII-28
FINDINGS: IHS CONTRACTING/COMPACTING TRIBES ........cveererrueneeruenenne VIII-33
FINDINGS: TULSA URBAN AREA AI/ANS ..uutirirriintensnnnnnssnesssessnssssssssssssssssasses VIII-42
DISCUSSION cacuuiitinreninsinsnennnssesssessnsssesssesssssssssssssssssessssssasssessasssssssssssssssssssssassassssassasss VIII-45
APPENDIX VIIL.LA: OKLAHOMA SITE VISIT CONTACT LIST ...cccceeevuerruvervennnces VIII-48
APPENDIX VIII.B: VOLUNTARY PARTICIPATION FORM, CHEROKEE NATION
.............................................................................................................................................. VIII-53
CHAPTER IX. SOUTH DAKOTA .....uooeetinrnnnnsnensnesnesanssaessnsssnsssesssssssssssssssssasssssssessassaee IX-1
BACKGROUND ...uuciiirniennensnensnnnsnesssnssnessnsssssssssssssssssssssssssasssssssssssssssssssssssssssssssssssassssassss IX-1
DESCRIPTION OF SITE VISIT ......uouenieienenncsnensnenneseesnessnesns WIXA11
FINDINGS: THE ROSEBUD SIOUX RESERVATION........utininrennnensannssnessanesnessanes IX-14
FINDINGS: CROW CREEK RESERVATION .....uuiinieninsnensnnsncssessnesncssessnssssessessnces IX-19
FINDINGS: RAPID CITY URBAN INDIAN HEALTH FACILITIES...........ccccverueennee IX-24
FINDINGS: SOUTH DAKOTA MEDICAID AGENCY AND OTHER STATEWIDE
ORGANIZATIONS cuuereurrrnensnnnsnesssnnsssesssnsssssssanssssssssssssssssssssssssssssssasssssssasssssssssssssssssasssssssss IX-30
DISCUSSION cauuiiniiieninnensnessnesnsssesssessnsssesssessssssessasssssssessssssasssessasssssssessasssssssassassasssssssasss IX-34
APPENDIX IX.A: SOUTH DAKOTA SITE VISIT CONTACT LIST ......ccccevvverrueennene IX-37
CHAPTER X. UTAH....uoieieiinienncnnenncnenssessnesssssesssssssssssssssssssssessassssssssssssssassasssassassssesss X-1
BACKGROUND ...uuoiiirnienninnnnnsnnnsnesssnsssssssnssssssssnsssssssssssssssssssssassssssssssssassssassssasssssssassssassns X-1
DESCRIPTION OF SITE VISIT ......uouinieiennennennensnesnessecsnessnesne .. X-10
FINDINGS: UINTAH & OURAY RESERVATION ......ciiininruenensnensnesnssnessaessessaessanans X-11
FINDINGS: SALT LAKE CITY URBAN INDIAN HEALTH FACILITY ....ccccceeeveeunne X-15
FINDINGS: UTAH MEDICAID AGNECY OTHER STATEWIDE AGENCIES.......... X-18
DISCUSSION ..cuutiruiiinensnensrecsnnssaessncsssnssssssssssssssssssssssssssssssassssssssssssassssassssssssssssassssssssssssassss X-22
APPENDIX X.A: UTAH SITE VISIT CONTACT LIST X-25
CHAPTER XI. WASHINGTON ..cuucinruinrnensrensnnssannssnesssnsssssssassssnssssesssssssasssssssssasssssssasssssssns XI-1
BACKGROUND ...ucoiiiinniniennnsnensaessnsssnsssessssssessssssssssssssessassassssssssssssssassssssassssssssssasssassssssase XI-1



DESCRIPTION OF SITE VISIT ....coiiiirniinnnnnnnnsnnsnesssesssssssssssssssssssssssssssssssssssssssssssasssss XI-5

FINDINGS: WASHINGTON MEDICAID AGENCY ...ccuieiiinnensnesensnessnesncssessassanessessaces XI-10
FINDINGS: LUMMI INDIAN NATION ..uuuuiniensiinrinsnensnnnssnnssansssscsssnsssssssasssssssssssssssssases XI-14
FINDINGS: YAKAMA INDIAN RESERVATION ....cuuiiiininnnensnnnensnensnesnessessnessnessessnees XI-22
FINDINGS: SEATTLE INDIAN HEALTH BOARD ......uuuniiiiinsnennnensnnnssnessanssnesssnesanes XI-28
FINDINGS: OTHER ORGANIZATIONS.....cotiinrrninntinsnesnnsnessnnssnessessssssnsssessassassssessases XI-32
DISCUSSION ..cuurieuirininsnessninsnnsssnsssnessssssassssssssssssssssssssssassssssssssssasssssssssssssssssassssassssssssasssasss XI-34
APPENDIX XI.A: WASHINGTON SITE VISIT CONTACT LIST.......ccccervuereeruenunens XI-36
APPENDIX XI.B: TRIBAL POSITION PAPER ON TRIBAL CONSULTATION

DRAFTED BY LUMMI NATION ..ccuuiiiininreninnensnnssnessessscssnessessasssssssessasssssssessasssssssessases X1-40

vi



Vil



CHAPTER 1. OVERVIEW
OVERVIEW OF STUDY

In September 2001, the Centers for Medicare & Medicaid Services (CMS) funded a two-
year study to examine barriers to enrollment of American Indians and Alaska Natives (AI/ANs)
in Medicaid, State Children’s Health Insurance Programs (SCHIP), and Medicare (including the
Medicare Savings Programs),” and to identify strategies that may be effective in encouraging and
facilitating AI/AN enrollment in these programs. The primary objectives of the project —
conducted jointly by BearingPoint, Project HOPE’s Center for Health Affairs,” and Social and
Scientific Systems, with assistance from six American Indian consultants and a nine-member
Technical Expert Panel (TEP)* — were to:

1. Estimate eligibility for, and enrollment of, AI/ANs in the Medicaid, SCHIP, and
Medicare programs in 15 selected States; and

2. Conduct in-depth case studies in 10 of the 15 States to identify both barriers to
enrollment and effective strategies for addressing these barriers in order to increase
program enrollment among AI/ANss.

For the case study component of the project, site visits were conducted in 10 States:
Alaska, Arizona, Michigan, Minnesota, Montana, North Dakota, Oklahoma, South Dakota, Utah,
and Washington. In each State, interviews were conducted with Tribal leaders, Tribal health
directors, Indian Health Service (IHS) Area and Service Unit staff, State Medicaid and SCHIP
officials, Urban Indian Health Center staff, State/County eligibility and outreach workers, and
other organizations and individuals knowledgeable about AI/AN health care and access issues.’
Draft individual case study reports were prepared for each State following the site visits and
follow-up telephone interviews. These draft individual case studies were circulated to key
contacts in each Tribe, State Medicaid and SCHIP office, Urban Indian Health Clinic, and other
organizations that participated in interviews for review and comment. Comments, including
corrections and additions, from interviewees in each State were incorporated into the draft State
case studies, which were then sent to CMS for review and comments. The CMS project officer
circulated the draft case study reports to additional reviewers within CMS and IHS. This final
report contains the Individual Case Studies for the 10 States that reflect input and comments
received from all reviewers.

? The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”

? Kathryn Langwell, Project Director, was with Project HOPE when the contract began but is now employed at
Westat, Inc.

* Appendix I.A lists Technical Panel members and project consultants who contributed to the study.

> Appendix I.B lists Tribes, Tribal organizations, Urban Indian Health Clinics, and other organizations interviewed
in each of the 10 States. Appendix I.C includes a copy of the Interview Guide used for all interviews in the 10
States.
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In addition to the final report on Individual Case Studies for Ten States, the project team
prepared a Summary Case Study Report that synthesizes and analyzes the information presented
in the Individual Case Studies for Ten States, a Data Analysis Report that presents findings from
the data compilation and analysis of eligibility and enrollment of AI/ANs in Medicaid, SCHIP,
and Medicare, and a Final Report on AI/AN Eligibility and Enrollment in Medicaid, SCHIP, and
Medicare.

RESEARCH QUESTIONS AND METHODS

The case study component of the project was designed to obtain information on barriers
to AI/AN enrollment in Medicaid, SCHIP, and Medicare and, to the extent possible, to assess the
relative importance of each enrollment barrier as indicated by those interviewed during the site
visits. An additional goal of the case studies was to solicit suggestions for potential strategies that
might be effective in reducing barriers and increasing AI/AN program enrollment. In particular,
a comparative case study approach was designed and conducted to address several questions of
interest for this study:

e What are the most significant barriers to AI/AN enrollment in each of the public
insurance programs?

e How prevalent are the main barriers and how can they best be classified in a way that will
help CMS and others to develop initiatives to address them?

e Do barriers differ in important ways by program? Are these differences due to
programmatic idiosyncrasies, to differences in historical outreach to AI/ANs among the
programs, or to differences in eligible populations (e.g., elderly versus working families)?

e How do barriers differ across Tribes and among urban, rural, and perimeter areas?

e Are some barriers to enrollment unique to AI/ANs and, as such, may require
development of new, specifically targeted outreach strategies?

e Are there ways to reduce identified barriers to increase AI/AN enrollment in these
programs? Which entities (Tribes, IHS, States, Federal government) might be best placed
to initiate and carry out suggested strategies?

Across the 10 States, information from key informants was gathered in a highly
structured method across multiple sites in each State through in-person and follow-up telephone
interviews. The project team used the same discussion guide in each State to ensure that each
State case study collected common information and that all important project research questions
were addressed in the interviews. The individual State case studies were systematically
constructed by summarizing each State’s interview notes within a project team-developed
descriptive framework to organize a case study; the team then identified program barriers and
suggested strategies by classifying each into project team-standardized categories, for each State.

For each of the 10 States selected for the case study component of the project, site visits
were conducted to:

I-2



o Two Tribes or AI/AN Reservations, to meet with Tribal leaders, Tribal health staff, IHS
staff, and other local community members knowledgeable about program enrollment
issues and processes (e.g., Title VI directors and Senior program directors).’

e An Urban Indian Health Clinic.’

o State Medicaid, SCHIP, and other State Offices, such as State Health Insurance and
Assistance Programs (SHIPs) and Elder Affairs Offices, with knowledge of AI/AN issues
relevant to enrollment.

Additional appropriate organizations were interviewed when travel arrangements
permitted and/or they were interviewed by follow-up telephone contacts (e.g., IHS Area Offices,
Indian Health Boards representing multiple Tribes, CMS Regional Office staff, AI/AN referral
hospitals, AI/AN epidemiology centers, and AI/AN elder housing facilities). For several site
visits, County or State Medicaid and SCHIP eligibility workers were included in group
interviews.

In total, more than 300 people participated in interviews conducted in the 10 States,
including staff from State Medicaid, SCHIP, and Tribal liaison agencies, 22 Federally
Recognized AI/AN Tribes or organizations, 9 Urban Indian Health Clinics, and 10 other
organizations involved in AI/AN health and public program enrollment.

KEY FINDINGS

Interviewees identified a number of issues unique to AI/ANs that serve as barriers to
enrollment in Medicaid, SCHIP, and Medicare. These include the relationship between the
Federal government and Federally Recognized Tribes that may include Federal provision of
health care and other services to members of these Tribes, and Tribal sovereignty issues that
affects Federal-Tribal-State government-to-government relationships. The historical experiences
of Tribes with Federal and State governments appear to have resulted in a degree of mistrust that
affects the willingness of some AI/ANs to apply for enrollment in Federal- and State-sponsored
health programs. Additionally, in many cases Tribal leaders and Tribal members perceive that
the Federal Trust Responsibility to provide health care to the Tribes means that Tribal members
should not need to apply for assistance through Medicaid, SCHIP, or Medicare. Many
interviewees also stated that the fact that IHS services are available for routine primary and
preventive care and some degree of specialty care for serious illnesses causes some AI/ANs to
question the need to enroll in public programs. However, the IHS operates on an annual budget
that has been set at levels that are insufficient to provide adequate services to meet the needs of
the AI/AN population. Contract Health Services — services that cannot be provided and must be
referred out to private providers — are particularly a problem for IHS- and Tribally managed
health facilities to provide. The available funds for Contract Health Services is often depleted
well before the end of the fiscal year and, as a result, AI/AN people may not receive these
services at all or may face long delays in obtaining care unless their condition is immediately

® While the goal was to visit two Tribes/Reservations per State, some variation existed among States. This variation
was due either to unique circumstances in the State (e.g., Alaska’s large geographic area and many small Native
villages) or to recommendations from Technical Expert Panel members who felt that the study would benefit from
extending the site visit to include several Tribes/Reservations in specific States.

7 North Dakota does not have an Urban Indian Health Clinic.
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life-threatening. A number of interviewees suggested that Tribal leaders and Tribal members
frequently are not aware of how increased public program enrollment might benefit the entire
Tribe by providing additional third-party Medicare, Medicaid, and SCHIP revenues to IHS- and
Tribally managed health facilities, thus making more services available to all Tribal members.

In addition to these barriers that are unique to AI/AN populations, other barriers were
identified during interviews, including: lack of awareness about the existence of the programs
(particularly SCHIP and the Medicare Savings Programs); limited knowledge of benefits and
eligibility criteria for all of the programs; transportation barriers; language and literacy barriers;
complexity of application and redetermination processes; and cultural barriers. Because a high
proportion of AI/ANs resides in rural areas on Reservations with high poverty rates and low
educational levels, these barriers may be significant deterrents to enrollment.

This study was not able to quantify the magnitude of the impact of specific barriers on
enrollment rates. As a result, it is only possible to speculate which barriers are likely to have a
significant impact on enrollment. The concentration of the AI/AN population in rural areas does
suggest that transportation barriers may be substantial given long travel distances, lack of reliable
personal transportation, limited access to public transportation to reach County or State
eligibility offices, and the poor conditions of Reservation roads. In addition, outreach, education,
and enrollment assistance has been found to be a much greater challenge in remote areas that
require outreach/enrollment workers to travel long distances to reach clients and where
televisions, radio stations, and newspapers are less available than in urban areas. The large
number of different languages spoken by AI/ANs may also be a greater barrier to providing
appropriate outreach and education. Many AI/AN languages are spoken languages only,
requiring the use of non-written communication modes such as television, radio, and videotapes
to effectively reach some people.

Strategies suggested by interviewees to reduce barriers to enrollment and to facilitate
higher rates of AI/AN enrollment in Medicaid, SCHIP, and Medicare were strongly focused on
increasing culturally-appropriate outreach and education materials and activities, and providing
one-to-one assistance with application and redetermination processes. For the most part, these
suggestions were coupled with interviewee recommendations that funding for outreach,
education, and enrollment assistance activities be given directly to Tribes or to Urban Indian
Health Clinics to design and implement such strategies.

A number of interviewees suggested that the Federal government provide funding to
Tribes and Urban Indian Health Clinics to develop and implement locally-directed and AI/AN-
specific outreach and enrollment assistance programs, either directly or through a requirement
that States provide a share of Medicaid and SCHIP administrative match funds to Tribes and
urban clinics. Some interviewees suggested that the Federal government establish a Tribal
Medicaid option that would permit Tribes to manage their own Medicaid programs and
determine eligibility for Tribal members.® Several interviewees from Tribal, State, and Urban

¥ A logical extension of this suggestion would be to extend the 100 percent Federal medical assistance percentage
(FMAP) match to States for Medicaid services provided to eligible AI/ANs at Urban Indian Health Clinics. This
option has been suggested by national AI/AN organizations, which would allow health care funds to “follow” an
individual, irrespective of her location (on-Reservation or off-Reservation) and irrespective of provider (IHS facility,
Tribally managed facility, or Urban Indian Health Clinic).
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Indian Health Clinics also suggested that developing processes to improve Federal-Tribal-State
government-to-government relationships would be useful for reducing barriers and facilitating
enrollment in these programs.

Many interviewees recommended that the States and/or Federal government provide
improved training to Tribal, IHS, and Urban Indian Health Clinic staff on Medicaid, SCHIP, and
Medicare benefits, eligibility requirements, and application processes as these are often the
“front-line” staff that can best provide the one-to-one assistance needed. In addition, many
interviewees suggested that simplifying the application process and making redetermination less
frequent would be useful strategies. A number of interviewees also suggested that State/County
eligibility workers — and Federal employees who work with Medicare, Social Security, and
Social Security Disability Income application processes — be given more training on program and
eligibility determination issues and on AI/AN history and legal issues that affect eligibility
determination. Increased cultural awareness training for State/County eligibility workers was
also suggested by some interviewees.

LIMITATIONS OF THE STUDY AND FEASIBILITY ISSUES

Limitations of this study may affect the validity of the findings and the extent to which
they can be generalized to all AI/AN populations in the same or different States. These include:

e Individual interviewees expressed their views and perceptions, based on their own
experiences and situations. The project team did not conduct an independent validation of
these views and perceptions and, therefore, the interview findings may be based on
inaccurate information and/or limited experiences that may not be generalizable.

e Information was obtained in only 10 States and, while these States have large AI/AN
populations, the findings may not be generalizable to other States that may have different
characteristics and AI/AN populations.

e Detailed information was obtained from only 22 Federally Recognized AI/AN entities or
organizations across the 10 States, which does not encompass all Tribes in these States.”
Thus, although the findings may reflect the characteristics and experiences of the
Tribes/Reservations interviewed, they may not necessarily extend to other Tribes with
different cultures, histories, and experiences that were not interviewed.

o At the time the site visits for this project were conducted, many States were experiencing
budget shortfalls that were causing State governments to consider or institute cutbacks in
Medicaid and SCHIP program benefits and/or outreach funds. The changes that were
being contemplated may have affected the perceptions of Tribal and State interviewees
about barriers to enrollment in these programs and strategies to increase AI/AN
enrollment. The study findings might well be different if the site visits had been
conducted during a period of economic expansion and State budget surpluses.

? Additional information was obtained from a larger number of Tribes through meetings with Indian Health Boards
and input from TEP members and project consultants. This information, however, was more general and less
detailed in nature than that obtained through visits or follow-up telephone interviews with individual Tribes.
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However, the extensive number of individuals who participated in the interviews
conducted in the 10 States (more than 300 individuals), and the comprehensive review process
for the individual State case study reports undertaken for this project, suggest that this study can
provide a basis for developing and testing strategies that may be successful in reducing barriers
to AI/AN enrollment in Medicaid, SCHIP, and Medicare.

The specific strategies that have been suggested by participants in this study are wide-
ranging, from relatively narrow, targeted strategies (e.g., provide more training on program
eligibility criteria to State/County eligibility workers) to strategies that would require substantial
changes in Federal and State policy (e.g., develop a Tribal Medicaid option). The feasibility of
specific strategies has not been assessed in this study. However, it would be necessary to
consider feasibility in considering and choosing specific strategies that might be implemented.
The most important feasibility considerations are: 1) the cost of the strategy, if extended to all
AI/AN populations; and 2) the political issues that would need to be addressed to implement the
strategy.

With current Federal, State, and Tribal budget constraints, some strategies might require
more resources relative to the benefits obtained than are considered reasonable. Similarly,
strategies that would require Congress to act before they could be implemented and/or that would
require negotiations between the Federal government, States, and Tribes (such as a Tribal
Medicaid option) could take many years to develop and implement. These considerations should
be assessed in order to determine whether the strategies identified in this study might be
developed and implemented to reduce barriers and increase AI/AN enrollment in the Medicaid,
SCHIP, and Medicare programs. Additionally, alternative ways to fund these strategies could be
pursued. For example, CMS might consider using Department of Health and Human Services’
education and outreach-targeted funds for reducing health care disparities among racial and
ethnic minority populations to fund oral translation of educational materials into Native
American languages, which are primarily spoken rather than written. Furthermore, ways to
reduce strategy development and implementation costs could also be pursued. For example,
CMS might consider using existing initiatives involving Tribal colleges and universities to help
develop culturally-appropriate educational materials, at lower cost than might be obtainable
through marketing firms.
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APPENDIX I.A: TECHNICAL EXPERT PANEL MEMBERS AND PROJECT

CONSULTANTS

Technical Expert Panel (TEP) Members

Name Organization State
Jim Crouch California Rural Indian Health Board California
Mim Dixon Mim Dixon & Associates Colorado
Pamela Iron National Indian Women’s Health Resource Center Oklahoma
Division of American Indian and Alaska Native Programs,
Spero Manson University of Colorado Health Sciences Center Colorado

Beverly Russell National Council of Urban Indian Health Washington, DC
National Association of State Medicaid Directors Tribal

Nancy Weller Work Group; Alaska Dept. of Health and Social Services Alaska

Laura Williams Association of American Indian Physicians California

Jonathan Windy Boy | Montana/Wyoming Tribal Leaders Council Montana
Native American Program Coordinator, Arizona Health Care

Julia Ysaguirre Cost Containment System/KidsCare Arizona

Project Consultants
Name Organization State

Rebecca Baca

Elder Voices

New Mexico

National Indian Project Center (formerly with the National

David Baldridge Indian Council on Aging) New Mexico
Ralph Forquera Seattle Indian Health Board Washington

Carole Anne Heart Aberdeen Area Tribal Chairmen’s Health Board South Dakota
Jo Ann Kauffman Kauffman & Associates Washington

Frank Ryan 1&M Technologies Maryland
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APPENDIX I.B: TRIBES, URBAN INDIAN HEALTH CLINICS, AND OTHER
ORGANIZATIONS INTERVIEWED

Alaska

Alaska Native Health Board

Alaska Native Medical Center

Alaska Native Tribal Health Consortium

Alaska Native Tribal Health Directors

Denali Kid Care

Kasigluk Health Clinic

Southcentral Foundation

State of Alaska, Department of Administration, Division of Senior Services

State of Alaska, Division of Medical Assistance (Medicaid and SCHIP), State Federal and Tribal
Relations

Yukon Delta Regional Hospital

Yukon-Kuskokwim Health Corporation

Arizona

Inter Tribal Council of Arizona

Navajo Area IHS (Area Office and Chinle, Fort Defiance, Kayenta, Tuba City, and Winslow
Service Units)

Navajo Nation Division of Health

Navajo State Health Insurance Assistance Program

Phoenix Indian Medical Center

State of Arizona, Arizona Health Care Cost Containment System (AHCCCS)/KidsCare
(Medicaid and SCHIP)

Tucson IHS Area (Area Office and San Xavier Health Center, Sells Hospital, and Pascua Yaqui
Health Program)

Tucson Indian Center

Michigan

American Indian Health & Family Services of South East Michigan
Covering Michigan’s Kids (Robert Wood Johnson Pilot Program)

Grand Traverse Band of Ottawa/Chippewa

Inter-Tribal Council of Michigan

Sault Ste. Marie Health & Human Services

State of Michigan, Department of Community Health (Medicaid and SCHIP)
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Minnesota

Bemidji [HS Area Office

Elder’s Advocate, Leech Lake Elders Division

Elders Lodge, St. Paul

Fond du Lac Band of Ojibwe

Great Lakes Inter-Tribal Epidemiological Center

Hennepin County Medical Center

Mille Lacs Band of Ojibwe

Minneapolis Indian Health Board

Senior Linkage Line and Health Insurance Counseling, Metropolitan Area Agency on Aging
State of Minnesota, Board on Aging Indian Elder Desk; Wisdom Steps Coordinator
State of Minnesota, Department of Human Services (Medicaid and SCHIP)

Montana

Billings IHS Area Office

Chippewa-Cree Tribe of the Rocky Boy’s Reservation

Crow Reservation

Fort Belknap Reservation

Great Falls Indian Family Health Clinic

Indian Health Board of Billings

Montana/Wyoming Tribal Leaders Council

State of Montana, CHIP Office (SCHIP)

State of Montana, Human and County Services Division (Medicaid)

North Dakota

Family Health Care Center

North Dakota Indian Affairs Commission

Northland Health Care Alliance

State of North Dakota, Department of Human Services (Medicaid)
State of North Dakota, Healthy Steps (SCHIP)

State of North Dakota, several County Social Services Directors
Trenton Indian Service Area

Turtle Mountain Reservation
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Oklahoma

Cherokee Nation

Chickasaw Nation Carl Albert Indian Hospital

Choctaw Nation Health Service Authority

Citizen Potawatomi Nation Health Center

Covering Kids, Oklahoma (Robert Wood Johnson Pilot Program)
Indian Health Care Resource Center of Tulsa

Lawton Area Health Board

Lawton IHS Service Unit

Oklahoma Health Care Authority (Medicaid and SCHIP)
Tahlequah IHS Service Unit

South Dakota

Crow Creek Reservation

Native Women’s Health Center

Rosebud Sioux Reservation

Sioux San Indian Health Service Hospital

South Dakota Urban Indian Health, Inc.

State of South Dakota, Department of Social Services (Medicaid and SCHIP)
State of South Dakota, Eligibility Office

Utah

Fort Duchesne IHS Service Unit

State of Utah, Department of Health (Medicaid and SCHIP)
Utah Indian Health Board

Utah Indian Walk-In Center

Uintah-Ouray Reservation

Washington

CMS Regional Office X

Covering Washington’s Kids (Robert Wood Johnson Pilot Program)

Lummi Nation

Seattle Indian Health Board

State of Washington, Department of Social and Health Services (Medicaid and SCHIP)
Yakama Nation

Yakama PHS Indian Health Center
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APPENDIX I.C: INTERVIEW GUIDE

Issues for Site Visit Interviews

1.

10.

Are there AI/AN people here who are eligible for enrollment in Medicare, Medicaid,
or SCHIP who are not enrolled?

a. Is under-enrollment in Medicare a serious problem?

b Is under-enrollment in Medicaid a serious problem?

C. Is under-enrollment in SCHIP a serious problem?

d Is under-enrollment of people who are QMBY/SLMBY-eligible a serious
problem?

Do you think that most people who are eligible know about the programs?

What are reasons that people might not want to enroll in Medicare, Medicaid, or
SCHIP?

Are there ways that information about the programs could be provided that would be
more helpful to people who may be eligible?

Do you know people who have tried to enroll in Medicare, Medicaid, or SCHIP who
have had problems? What types of problems do most people have?

Are there people who have difficulties with re-enrollment/verification processes?
What types of problems do people have?

Are there any special programs or assistance here to help people enroll in Medicare,
Medicaid, and SCHIP?

a. Outreach/education about the programs?

b. Help with paperwork for enrollment?

c. Legal assistance?

d. Transportation/child care assistance?

e. Benefits counselors or CHRs who help people enroll?
f. Other programs?

g. Who runs these programs?

How long have these programs or special assistance been operating? Do you think
they’ve been effective in increasing enrollment?

Does your State help people to enroll in Medicaid or SCHIP?

What do you think should be done to help more people who are eligible to enroll in
these programs?
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CHAPTER II. ALASKA
BACKGROUND
Overview

This Case Study Report presents background information and findings based on a five-
day site visit to Alaska conducted from August 19 to August 23, 2002. The site visit team
included Kathryn Langwell and Tom Dunn from Project HOPE and Frank Ryan, J.D., project
consultant. Linda Greenberg, Ph.D., CMS Project Officer, also participated in this first site visit
conducted for the CMS study of American Indian/Alaska Native (AI/AN) Eligibility and
Enrollment in Medicaid, SCHIP, and Medicare. The team visited Anchorage, Bethel, and
Kasigluk, Alaska, and conducted interviews with individuals and groups in each location, as well
as met with the Alaska Native Tribal Health Directors and the Alaska Native Health Board. A
list of individuals with whom the site visit team met, and members of the Alaska Native Tribal
Health Directors and the Alaska Native Health Board is presented in Appendix II.A. An earlier
draft of this Case Study was sent to CMS for review and comments received were incorporated
into the Draft Case Study. This second version of the Draft Case Study was then sent to key
contacts in Alaska with a request for their review and comments. Response to this request was
received only from the State contact and the comments provided were incorporated into this
Final Case Study.

The comments and recommended strategies contained within this report reflect the
perceptions and opinions of the interviewees and no attempt was made to either verify the
accuracy of these perceptions or the feasibility of the recommendations made by the
interviewees. Neither the comments nor the recommendations contained within this report
necessarily reflect the opinions of the Centers for Medicare & Medicaid Services (CMS), the
Indian Health Service (IHS), Tribes and Tribal organizations, or the State.

Alaska AI/AN Population and Location

The State of Alaska has a population of 635,000 people, of whom 98,000 (15 percent) are
Alaska Native or American Indian. The Alaska population was 70.4 percent urban in 1999 with a
population density of 1.1 persons per square mile."” Anchorage is the largest city in the State
with a population of over 260,000; there are only six communities in the State with over 30,000
population. Over one-half of the AI/AN population resides in rural areas (i.e., towns, villages, or
clustered settlements)."’

Major industries in Alaska include mining, oil and gas production, fishing and seafood
processing, and transportation. Nearly 10 percent of the population has incomes at or below the
Federal Poverty Level.

19 U.S. Census Bureau: State and County Quick Facts, http://quickfacts.census.gov/qfd/States/02000.html.
" Alaska Population Overview, 1999 Estimates, Department of Workforce Development (ISSN 1063-3790),
http://www.labor.State.ak.us/research/pop/chap1.pdf.
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The majority of the Alaska Native population lives in small remote villages of less than
1,000 people and which are sufficiently isolated that access to health care services requires long
travel times. Over 80 percent of villages are inaccessible by road and transportation to health
care facilities relies on air, boat, or snowmobile. The lack of roads and the cost of air transport
between villages and urban centers with health facilities pose significant barriers to use of health
services.

Over 54 percent of Alaska Natives have incomes below the Federal Poverty Level or are
unemployed.'> Those who live in remote villages rely on subsistence activities (i.e., hunting,
fishing, food gathering) for survival. Employment opportunities are generally seasonal, rather
than year round. Because of the high rates of poverty, a substantial proportion of Alaska Natives
are eligible for Medicaid and Denali KidCare (Alaska’s SCHIP program). However, there are
lower than average rates of Medicare eligibility, particularly in remote villages, due to the lack of
opportunities for regular employment and contributions to Social Security during prime working
years that are less than the 40 quarters requirement.

AI/AN Health Services in Alaska

Alaska Natives administer 99 percent of IHS funds in Alaska under compacts, contracts,
and grants. There are six Alaska Native-managed hospitals located in rural communities and 24
health centers. Alaska Native communities without a hospital or health center are served by 176
community health aide clinics. The Alaska Native Medical Center in Anchorage serves as a
referral center for specialty and tertiary care.

The coordination and collaboration among Alaska Native groups to manage Statewide
health services for all Alaska Natives is unique. The Alaska Native Tribal Health Consortium
(ANTHC), owned by health corporations, represent all 229 Tribes in the State. Together with the
Southcentral Foundation (which provides primary and specialty services to Alaska Natives in the
Anchorage area), the ANTHC operates the Alaska Native Medical Center that serves all Alaska
Native people in the State.

Alaska State Medicaid and SCHIP Programs

The Division of Medical Assistance administers the Alaska Medicaid and SCHIP
programs. In 2002, the income eligibility standard for children, pregnant women, and families
with children was 200 percent of the Alaska-adjusted Federal Poverty Level (FPL);" that is,
annual income for a family of four must not exceed $44,140.'* Medical assistance is also
provided to individuals receiving Supplemental Security Income (SSI) who have incomes below
the 74™ percentile of the Alaska-adjusted FPL. The State of Alaska’s SCHIP program, Denali
KidCare, 1s a Medicaid expansion program. Eligibility for Denali KidCare is set at 200 percent
of the adjusted FPL for uninsured children and at 150 percent of the FPL for insured children.

12 Bureau of Indian Affairs estimates, 2001.

" Due to the high cost of living in Alaska, the Federal Poverty Level is 25 percent higher than the level in the lower
48 States.

' http://www.hss.State.ak.us/dma/DenaliKidCare/gen_info.htm, accessed May 29, 2003.
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About 40 percent of over 60,000 people enrolled in the Alaska Medical Assistance
Program is Alaska Native or American Indian. Approximately 8,500 people were dually enrolled
in Medicare and Alaska Medical Assistance. The Yukon-Kuskokwim Health Corporation data on
Medicaid enrollment rates in 48 villages it serves ranged from a low of 11 percent to a high of 94
percent, with an average of 40 percent across all the villages.

High proportions of AI/AN children who are not enrolled in Medicaid qualify for and are
enrolled in Denali KidCare. There has been extensive outreach and efforts to enroll children in
Denali KidCare through The Robert Wood Johnson Foundation Covering Kids program, the
Department of Health and Social Services, and Alaska Native health facilities.

There appears to be a very strong and positive working relationship between the State
Division of Medical Assistance (DMA) and the Alaska Native Health Corporations. The DMA
provides outreach services, encourages enrollment of AI/ANs into Medicaid and Denali
KidCare, has provided technical assistance to improve third-party billing capabilities, and works
closely with the Corporations to resolve billing errors rather than denying claims.

There is variation, however, among Alaska Native Health Corporations and health
facilities in the sophistication of their information systems and capabilities for third-party billing
and collections and in their effectiveness in using these systems. The intensity of interest in
outreach and enrollment assistance to Tribal members may be affected by the extent to which
financial benefits may accrue from investing in these activities.

FINDINGS

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Despite the relatively high enrollment rates of Alaska Natives in Medicaid and SCHIP,
there was consensus across all interviewees that under-enrollment remains a major issue in all
areas of the State. A very high proportion of the Alaska Native population is very poor and, even
though many are enrolled in Medicaid and SCHIP, most interviewees said that they believed that
considerably more AI/ANs are eligible and not enrolled. These individuals indicated that THS
funding to the Alaska Native Health Corporations is inadequate to meet the health care needs of
the population, particularly for specialty and tertiary care. In addition, funds to pay transportation
costs are very limited and, in general, health facilities provide transportation services only for life
or limb threatening cases. A major incentive for individuals to enroll in Medicaid or Denali
KidCare is that these programs pay transportation costs for enrollees. Barriers to enrollment fall
into two categories: 1) barriers to initial enrollment; and 2) barriers to maintaining enrollment.

Barriers to Initial Enrollment

e Some AI/AN’s believe that the Federal government’s trust responsibility to provide
health care to the AI/AN population means that it is not necessary or appropriate for them
to seek other forms of government-paid health coverage.

e The paper work associated with applying for Medicaid is difficult for many to complete
without extensive assistance. Some people are unwilling to reveal personal and financial
information to eligibility workers who could help with paperwork.
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e There is a lack of outreach and enrollment assistance in some areas of Alaska. In remote
areas, it is difficult for outreach and enrollment assistance to be provided regularly —
although some Health Corporations make more effort than others to do so. More
enrollment workers are needed, but funds are not available to pay them. Transportation
costs and inclement weather that affects the ability to travel by outreach and enrollment
workers also limit the availability of assistance in more remote areas.

o Long travel distances, transportation costs, and harsh weather conditions also are a barrier
to individual AI/ANs who might consider initiating enrollment, particularly in areas
where outreach and enrollment workers do not reside in or frequently visit villages.

o Enrollment assistance is very time-consuming at the local level since enrollment workers
must spend time in the community to gain acceptance and trust. Cultural protocol also
requires that enrollment workers “connect” with people by identifying common relatives
and understanding of local customs.

e When an application to Denali KidCare is denied, those interviewed consistently stated
that it is unlikely that the applicant will appeal the decision — even if the denial was due
to a request for additional information or clarification.

o Language barriers to understanding written and oral information about programs are an
issue, particularly in smaller and more remote villages. There are over 30 Native
languages but materials are only provided in English. In addition, limited literacy of a
portion of the population that speaks English makes completion of the application forms
difficult. Many of the native Alaskan languages are spoken and not written. Due to the
complex nature of the enrollment issues being discussed, communication in these
languages is, therefore, a very time-consuming process.

e “Word of mouth” about the administrative requirements (e.g., prior authorization) and
rules that must be observed under Medicaid to obtain approved services deters some
people from applying.

Barriers to Maintaining Enrollment

e Seasonal patterns of employment result in some people losing coverage because for a few
months of the year monthly income may exceed eligibility standards for Medicaid and
Denali KidCare. For those who are members of some Alaska Native Corporations and
receive annual dividends, this once-a-year payment also may affect eligibility.

e The pattern of seasonal re-location to pursue subsistence activities (i.e., hunting, fishing)
may result in failure to receive mail notification of requests for redetermination of
income and eligibility.

e Language and literacy barriers result in a failure to understand written requests for

redetermination of income and eligibility. Failure to respond to the redetermination
request results in termination of enrollment in Medicaid and Denali KidCare.
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o The State does not share information with Health Corporations and health facilities about
Medicaid and Denali KidCare enrollees who are asked for redetermination information,
so assistance in responding to the request cannot be provided unless the individual seeks
help.

e Once an individual is terminated from the program, for whatever reason, he or she tends
to believe he/she is no longer eligible and is reluctant to initiate a new enrollment
application.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

While the general perception of interviewees is that there are some AI/ANs who are
eligible for Medicare but not enrolled, much less concern was expressed about this under-
enrollment than for Medicaid and Denali KidCare. This was due, according to those interviewed,
to the relatively small proportion of aged people in the AI/AN population. In addition, several
interviewees at different sites stated that there was less incentive to make an effort to enroll
people in Medicare because they believed Medicare reimbursement is low relative to Medicaid
and Denali KidCare and the rules and regulations that must be complied with to receive
reimbursement are difficult and costly. Whether these perceptions are correct or not, the fact that
a number of Alaska interviewees repeated them suggests that this belief may be widespread and
may affect the extent to which efforts are made to increase Medicare enrollment for those who
are eligible.

Other barriers to enrollment in Medicare faced by those who are eligible and not enrolled
were suggested by interviewees and include:

e The paperwork required by the Social Security Administration to obtain Supplemental
Security Disability Income (SSDI) is very complicated. Most applicants are reportedly
turned down at least once, and the process requires determination and ongoing
persistence. There is little assistance available to help with the process and a tendency
among Alaska Native people to accept the initial rejection as final. Family members or
enrollment workers who call the Medicare or Social Security offices to obtain
information to assist Medicare or Social Security applicants are told that this information
will only be provided directly to the applicant, unless a power of attorney is filed with the
agency on its approved form. While the State’s State Health Insurance and Assistance
(SHIP) office is available to assist beneficiaries with their questions/problems, some
elderly Alaska Natives may face language barriers, travel barriers, and/or may lack
telephone services that would enable them to make use of SHIP services or to contact
Medicare and Social Security offices on their own.

e There are a significant number of AI/AN Medicare beneficiaries who are not enrolled in
Part B because it requires a $54 a month premium. For those who are very poor or who
lead a subsistence lifestyle, the premium is a substantial barrier to enrollment in Part B. If
they later decide that they should enroll in Part B, the higher cost to “buy-in” is often
more than they can afford. During the site visit, there was little evidence to confirm that
the Medicare Savings Programs (QMB, SLMB, etc.) were promoted with the same effort
as Medicaid and Denali KidCare, even though such programs may have been helpful.
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e Many elderly believe that they must pay co-payments that are required under Medicare,
even though they are exempt from co-payments when they receive services through
Tribally managed health facilities. “Word of mouth” about co-payment requirements
persuades some that Medicare will cost them money if they join.

e Outreach and enrollment assistance for Alaska Natives who are eligible for Medicare and
Medicare Savings Programs is more limited than for Medicaid or Denali KidCare
eligibles. The Alaska SHIP provides free health insurance counseling and assistance to
people in Medicare, and conducts outreach primarily via printed material in English.
Outreach staff only conducts visits to communities of 1,000 populations or more. While
the SHIP establishes partnerships with health facilities, social service agencies, and other
organizations to get the "word” out, the focus of most Tribal health facilities is on
Medicaid and Denali KidCare enrollment activities.

e Outreach and enrollment workers at Tribal health facilities do not have the training or
knowledge of the Social Security, SSDI, and Medicare application processes that would
help them to provide assistance with the paperwork and processes that are required to
obtain Medicare coverage.

Strategies to Increase Enrollment in Medicaid, SCHIP. and Medicare

Tribal health facilities and the State Department of Health and Social Services (DHSS)
conduct most outreach and enrollment into Medicaid and Denali KidCare. Some health facilities
have developed extensive programs to enroll as many eligible people as possible. Examples
include:

e Alaska Native Medical Center (ANMC). The ANMC has a Family Health Resources
(FHR) department with 10 employees responsible for identifying eligible-but-not-
enrolled patients and helping them apply for Medicaid, Denali KidCare, or Medicare.
FHR receives referrals from social service agencies and other organizations and has
“walk-ins” who ask for assistance with applications. Each day, FHR also receives a
printed inpatient roster. Patients who do not indicate a third-party payer are identified and
an FHR staff person visits those patients to discuss their potential eligibility for Medicaid,
Denali KidCare, or Medicare." If the FHR staff person determines that the patient may
be eligible, then enrollment assistance is provided. The FHR has developed a good
working relationship with the Anchorage Social Security office and with the State public
assistance office and expedited enrollment can be arranged. FHR staff will even
accompany the patient to the appropriate office to facilitate the process if needed. Despite
these efforts, FHR estimates that 46 percent of patients have no other source of insurance.
Typically, of eight people who enter the hospital with no other insurance, FHR estimates
that only three are eligible for Medicaid, Denali KidCare, or Medicare. These enrollment
assistance programs at ANMC do have one major limitation — the ANMC does not

' Patients who are admitted for more serious (i.e., potentially expensive) conditions are given highest priority for
FHR screening and assistance.
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provide follow-up once the applicant returns home after initiating the application for
Medicaid."’

Yukon-Kuskokwim Health Corporation (YKHC). YKHC benefits/enrollment staff
provides outreach and assistance both to patients at the health center and in the nearly 50
villages that YKHC serves. A two-person outreach and enrollment team visits each
village for one or two days once every three months, with advance publicity, and assists
people with paperwork and follow-up. The team also goes “door-to-door” while in the
village, talking to people about Medicaid and Denali KidCare and encouraging them to
apply. YKHC also tracks eligibility redetermination and enrollment staff also contact
those who are expected to receive redetermination materials to offer assistance with
completing and returning the forms. YKHC encourages people to apply for and enroll in
Medicaid or Denali KidCare through a policy that limits payment for transportation
services in an area that requires long travel for many people to obtain health services.

The DMA also undertakes a number of activities to encourage enrollment in its programs,

with a strong emphasis on Denali KidCare. There is very active marketing of Denali KidCare
throughout the State through billboards, printed materials, traveling health fairs, and “gifts” (e.g.,
a packet for children including a button, toothbrush, and a small first-aid kit with contact
numbers for enrollment). Other steps that DMA has taken to encourage and maintain enrollment
include:

Single parents are not required to provide information about the absent parent for Denali
KidCare enrollment. DMA identified the requirement for information about absent
parents as a significant deterrent to enrollment.

Denali KidCare redetermination materials are sent out every six months, with all previous
eligibility determination data filled in for the applicant. If nothing has changed, the
applicant has merely to sign and mail back the form with proof of current income.

The State trains “fee agents” on the application process and the information required to
fill out forms. These agents are present in most communities and villages and are
available to assist people to apply for Medicaid and Denali KidCare. The fee agent is paid
$35 by the State for every application that he or she assists to complete and submit,
whether the applicant is determined to be eligible or not.

DMA has developed an agreement with Tribal Health Corporations through which DMA
will provide a 50 percent match of Tribal costs for outreach, enrollment, training, and
travel costs for enrollment activities serving Alaska Natives.'’

Individuals interviewed during the site visit provided the following suggestions to

increase enrollment rates and reduce attrition from programs:

' The State staff notes that the lack of follow-up is due to the fact that the patients come from all over the State and
there is no way to assist long distance once they return home.

'7 State staff that reviewed this case study Stated that the administrative match is now in place, with several
corporations taking advantage of assistance with Medicaid outreach and enrollment.
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Educate community members. Greater efforts should be made by Tribal Health
Corporations and health facilities to educate community members about the benefits to
themselves and to everyone in the community of enrolling in Medicaid, Denali KidCare,
and Medicare. Tribal health is inadequately funded'® and services can be expanded only
if the additional revenues from third-party payers are available.

Funding for outreach and enrollment workers. CMS, the Social Security
Administration, and the State should make funding for additional outreach and
enrollment workers, and for travel costs associated with outreach and enrollment
assistance at the community level, available to Tribal Health Corporations.

Clarify denial letters. Letters of denial of eligibility, from all agencies, should clearly
State the reason for denial. If the denial is due to missing information, it should not say
“denial” but instead should request additional information and indicate that this is part of
the ongoing process of determining eligibility."”

Account for seasonal income. Income eligibility requirements for Medicaid and Denali
KidCare should take into account and adjust for seasonal income that causes monthly
income levels to exceed eligibility requirements for only a few months a year.

State notification of redetermination. The State should notify Tribal Health
Corporations or facilities when Medicaid or Denali KidCare enrollees are to be re-
certified or that an application has been denied, so that Tribal enrollment counselors can
contact the enrollee/applicant to assist with the paperwork.*’

Clarify Explanation of Medicare Benefits form. For services provided to a Medicare
beneficiary through a Tribal health facility, the Explanation of Medicare Benefits sent by
CMS to the Medicare beneficiary should be modified to indicate that co-payments are not
the responsibility of the individual.

Develop training program. A training program on Social Security and Medicare
eligibility and application procedures should be developed and made available to Tribal
outreach and enrollment workers.

Develop improved financial and billing systems. Financial and/or technical assistance
should be provided to Tribal Health Corporations (by IHS, CMS, or private foundations)
to develop more sophisticated financial and billing systems to equip them to meet

'® Evidence cited by interviewees included reference to the Indian Health Service Level of Need Funding study,
which estimated that IHS receives only 50-60 percent of the funding necessary to provide a full range of services to
its AI/AN patients. In addition, all Tribal health facilities visited indicated that they exhausted their Contract Health
Services budgets several months before the end of each fiscal year and had to deny services (except for life-
threatening illnesses) until the next fiscal year began.

' The Alaska Medical Assistance Program notifies clients who have submitted applications with missing
information that their application is pended for a set time period because additional information is needed. If the
missing information is not provided within that time period, the application is denied.

2Under Federal rules, the State is not permitted to share information about the status of eligibility of any client,
unless the client requests that it does so or the facility is the client’s authorized representative. In addition, HIPAA
regulations that will be implemented in October 2003 may make it more difficult to implement this suggestion.
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requirements for Medicare providers and to be efficient and effective in billing for third-
party reimbursement. The capability and potential to increase revenues through Medicare,
Medicaid, and SCHIP would provide greater incentives to conduct more aggressive
outreach and enrollment assistance.
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APPENDIX II.A: ALASKA SITE VISIT CONTACTS

Name Title Address Telephone E-mail Address
Division of Medical
Assistance 907-465-
Bob Labbe Director PO Box 110660 5330 bob_labbe@health.State.ak.us
Juneau, AK 99811-
0660
Division of Medical
Assistance
Manager, State, | State Federal and 907-465-
Nancy Weller | Federal and Tribal Relations 5825 Nancy Weller@health.State.ak.us
Tribal Relations | PO Box 110660
Juneau, Ak 99811-
0660
Yukon-Kuskokwim
Director, Tribal | Health Corporation, 907-543-
Robert Beans | and Support Bethel, AK 6031 Robert_beans@ykhc.org
Services PO Box 528
Bethel, AK 99559
Robin Vice President, E{Igl;;))irzall)’elta Regional 907-543- .
Thompson glelf&?;?s PO Box 528 6026 Robin_Thompson@ykhe.org
Bethel, AK 99559
Alaska State of'Alas.kz?, Dept
Medicare of Admln, DlVlSlon of
Information: Semo.r Services, 1-800-478- Teresa clark@admin.State.ak.us
Teresa Clark . Frontier Bldg., 3601 C 6065 —
Associate .
Program Street, Suite 310
Coordinator: Anchorage, AK
99503-5209
State of Alaska, Dept
of Admin, Division of
Rural Services Senio.r Services, 907-269- .
Kay Branch ) Frontier Bldg., 3601 C 3663 kay_branch@admin.State.ak.us
Coordinator .
Street, Suite 310
Anchorage, AK
99503-5209
Denali KidCare | Denali Kid Care
Marcia Outre':ac.h Frontier Bldg, 3601 C 907-269- '
Rodriguez Specialist for Street 0972 marsha_rodriques@health.State.ak.us
Southcentral PO Box 240047
Alaska Anchorage, AK
Alaska Area Native
Health Service
Charlene Area Director 4141 Ambassador 90274;;2)9_ cavalane@anme.ore
Galang drive *

Anchorage, AK
99508-5828
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Name Title Address Telephone E-mail Address
Alaska Native Medical
. 907-729- .
Jim Lamb Bgsmess Office Center ' 2457 jdlamb@anmc.org
Director 4315 Diplomacy Dr.,
Anchorage, AK 99508
Alaska Area Native
. Health Service
Maigzzsgan ggrse(‘:(r)ia Office 4141 Ambassador drive 9037 6-229- cmandreg@akanmc.alaska.ihs.gov
Anchorage, AK 99508-
5828
Alaska Native Health
. Board
Michelle Sparck | “Maska Native - 3260 v 0 flawn Dr., 907-562- msparck@anhb.org
Health Liaison . 6006
Suite 500
Anchorage, AK 99517
ANMC Public Alaska Native Medical
Charmaine Relations and Center 907-729- cvramos@anmc.org
Ramos Marketing 4315 Diplomacy Dr., 1967
Manager Anchorage, AK 99508
ANMC Family Alaska Native Medical
Emily Johnston | Health Resource Center . 907-729- ejohnston@anmc.org
Supervisor > | 4315 Diplomacy Dr., 1392
Anchorage, AK 99508
ANMC Family Alaska Native Medical
Dina Martin Health Resource, Center . 907-729- dmartin@anmc.org
Assistant 4315 Diplomacy Dr., 3185
Anchorage, AK 99508
Alaska Native Health
Board 907-562-
H. Sally Smith | Chair 4201 Tudor Centre Dr., ssmith@bbahc.org
. 6006
Suite 105
Anchorage, AK 99508
Alaska Native Tribal
Health Consortium
gclﬁé (l)ltlg}}‘/l General Counsel EI?AI;IITEnCﬂ))assa dor Drive 9017 9_(7)59_ taschuerch@anthc.org
Anchorage, AK 99508
Douglas Eby . . Southcgntral F ounda}tion
M.D ’ Vlce.Pres1den.t of | 4501 Diplomacy Drive 907-729- debv@anme.or
o Medical Services | Anchorage, AK 99508 4955 -
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ALASKA TRIBAL HEALTH DIRECTORS
Updated September 11, 2002

ATHD Chair

Robert Clark, Chair/CEO
rclark@bbahc.org

BRISTOL BAY AREA HEALTH CORP.
P.O. Box 130

Dillingham, Alaska 99576

907 842-5201/1 800 478-5201

907 842-9409 fax

ATHD Vice-Chair

Wilson Justin, Health Director
wjustin@Tribalnet.org

MT. SANFORD TRIBAL CONSORTIUM
P.O.Box 4

Gakona, Alaska 99586

907 822-5399

907 822-5810 fax

ATHD Secretary

Ileen Sylvester, VP-Tribal Executive Services
Isylvester(@citci.com

SOUTHCENTRAL FOUNDATION

4501 Diplomacy, Suite 200

Anchorage, Alaska 99508

907 265-4900

907 729-5000 fax

Joe Cladouhos, President/CEO
Cladouhos@nshcorp.org

NORTON SOUND HEALTH CORPORATION
P.O. Box 966

Nome, Alaska 99762

907 443-3206

907 443-2113 fax

Josephine A. Huntington, Health Director
Johuntington@tananachiefs.org
TANANA CHIEFS CONFERENCE

201 First Avenue, Suite 300

Fairbanks Alaska 99701

907 452-8251, ext. 3142

907 459-3950 fax
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Carolyn Crowder, Interim Health Director
carolync@apiai.com
ALEUTIAN/PRIBILOF ISLANDS ASSOC.
INC.

201 E 3™ Ave

Anchorage, Alaska 99501-2544

907 276-2700

907 279-4351 fax

Lora Johnson, President/CEO
lora(@chugachmiut.org
Health Services Director
CHUGACHMIUT

4201 Tudor Centre, Suite 210
Anchorage, Alaska 99508
907 562-4155

907 563-2891 fax

Rachel Askren, Health Director
raskren(@metlakatla.net
Metlakatla Indian Community
PO Box 439

Metlakatla, Ak 99926
907-886-6601

907 886 6976 fax

Gene Peltola, President/CEO
Gene_Peltola@ykhc.org
YUKON-KUSKOKWIM HEALTH CORP.
P.O. Box 528

Bethel, Alaska 99559

907 543-6020/1 800 478-3321

Edward Krause, Health Director
crystal@copperriverna.org (secretary)
COPPER RIVER NATIVE ASSOCIATION
Drawer H

Copper Center, Alaska 99573

907 822-5241

907 822-8801 fax
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Chris Devlin, Executive Director
lcdevlin@gci.net

EASTERN ALEUTIAN TRIBES, INC.
1919 S. Bragaw Street

Anchorage, Alaska 99508-3440

907 277-1440

907 277-1446 fax

Tim Boehm, Medical Systems Director
tim.boehm(@kanaweb.org

KODIAK AREA NATIVE ASSOCIATION
3449 East Rezanof Drive

Kodiak, Alaska 99615

907 486-9872

907 486-9898 fax

Helen Bolen, President
hbolen@maniilaq.org
MANIILAQ ASSOCIATION
P.O. Box 256

Kotzebue, Alaska 99752
1-800-478-3312

907 442-3311

907 442-7678 fax

Debra Till, Health Director
dtill@mtaonline.net

NATIVE VILLAGE OF EKLUTNA
26339 Eklutna Village Road
Chugiak, Alaska 99567

907 688-6020

907 688-6021 fax

Peter Merryman, Interim Health Director
tyonek@aol.com

NATIVE VILLAGE OF TYONEK

P.O. Box 82029

Tyonek, Alaska 99682

907 583-2135

907 583-2442 fax

Mark Restad, Health Director
ninclini@ptialaska.net

NINILCHIK VILLAGE TRAD. COUNCIL
P.O. Box 39368

Ninilchik, Alaska 99639

907 567-3970
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Crystal Collier, Executive Director
Ccollier@svt.org

SELDOVIA VILLAGE TRIBE
Drawer L

Seldovia, Alaska 99663

907 234-7898

907 234-7637 fax

Ken Brewer, President
Ken.Brewer@SEARHC.org

SE ALASKA REG. HEALTH CONSORTIUM
3245 Hospital Drive

Juneau, Alaska 99801

907 463-4000

907 463-4075 fax

Benna Hughey, IHS Health Program Director
vnt@cvinternet.net

VALDEZ NATIVE TRIBE

P.O.Box 1108

Valdez, Alaska 99686

907 835-4951

907 835-5589 fax

Eben Hopson, Jr., Exec. Director
ebenh@barrow.com

ARCTIC SLOPE NATIVE ASSOC.
P.O. Box 1232

Barrow, Alaska 99723

907 852-2762

907 852-2763 fax

Lance Colby, Health Administrator
Icolby@kicTribe.org

KETCHIKAN INDIAN CORPORATION
2960 Tongass Avenue

Ketchikan, Alaska 99901

907 225-0320

907 247-4821 fax

Paul Sherry, CEO

psherry@anthc.org

AK NATIVE TRIBAL HEALTH CONS.
4141 Ambassador Way, 2™ Floor
Anchorage, AK 99508

907 729-1900

(907) 729-1901 fax
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mailto:psherry@anthc.org

ALASKA NATIVE HEALTH BOARD

PRIMARY REPRESENTATIVES
Updated February 4, 2002

H. Sally Smith, Chair
ssmith@bbahc.alaska.ihs.gov

BRISTOL BAY AREA HEALTH CORP.
P O Box 490

Dillingham AK 99576

1 907 842-2434/5656M

1 907 842-4137 Fax

Andrew Jimmie, Vice-Chair

N/A

TANANA CHIEFS CONFERENCE
P.O.Box 6

Minto, Alaska 99758

1 907 798-7292 hm

1907 798-7118 wk

1 907 798-7627 Fax

Emily Hughes, Secretary

kemly@alaska.net

emily@grantleyharbor.com

NORTON SOUND HEALTH CORPORATION
P O Box 586

Teller AK 99778

1 907 642-3682 W

1907 642-2142 H

1 907 642-3681 Fax

Lincoln Bean, Sr., Treasurer

Alaska Native Tribal Health Consortium
PO Box 318

Kake, Alaska 99830

(907) 785-3283

(907) 785-3100 fax

Eileen L. Ewan, Member-At-Large
birdieewan@yahoo.com

COPPER RIVER NATIVE ASSOCIATION
P O Box 272

Gakona AK 99586

1 907 822-5068 Hm

1 907 822-3976Fax
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Don Kashevaroff, Member-At-Large
kash@kash.net

SELDOVIA VILLAGE TRIBE

Po Box 220290

Anchorage Ak 99522-0290

1 907 245-0620

1 801 720-4193 fax

Fritz George, Member-At-Large

N/A

YUKON-KUSKOKWIM HEALTH CORP.
P.O. Box 62

Akiachak, AK 99551

1 907 825-4626 Wk

1 907 825-4029Fax

Mike Zacharoff, Alternate Member-At-Large
N/A

ALEUTIAN/PRIBILOF ISLANDS ASSOC.,
Inc.

119 Rim Rock

St. Paul Island, AK 99660

1 907 592-3560 wk

1907 592-3128 Home

1 907 592-3466 fax

Caroline Cannon, Member
ARCTIC SLOPE NATIVE ASSOC.
P.O. Box 34

Pt. Hope, AK 99766

1 907 368-2012 wk

1 907 368-2332 fax

Heather Parker, Member

N/A

KODIAK AREA NATIVE ASSOCIATION
3449 East Rezanof Drive

Kodiak, Alaska 99615

907 486-9850

907 486-9898 fax


mailto:kemly@alaska.net

Esther Ronne, Member

N/A

CHUGACHMIUT

P O Box 723

Seward AK 99664

1 907 224-5902 hm/1 907 224-3118 msg.
1 907 224-5902FAX Call Ist

Frank Wright, Jr., Alternate

SE ALASKA REGIONAL HEALTH
CONSORTIUM

PO Box 497

Hoonah, AK 99829

1 907 945-3306

1 907 945-3703 fax

Peggy Osterback, Member
pno@arctic.net

EASTERN ALEUTIAN TRIBES
PO Box 61

Sand Point, Alaska 99561

1907 383-4031

1907 383-5417 Fax

Burlington Wellington., Member
Burley@ptialaska.net

METLAKATLA INDIAN COMMUNITY
PO Box 8

Metlakatla AK 99926

1 907 886-4441

1 907 886-7997 Fax

Lotha Wolf, Member

Iwolf@Tribalnet.org

MT. SANFORD TRIBAL CONSORTIUM
P.O. Box 6003

Mentasta, AK 99780

1907 291-2319

1 907 291-2305Fax

Lee Stephan, Member

nve@ak.net

NATIVE VILLAGE OF EKLUTNA
26339 Eklutna Village Road
Chugiak, AK 99567

1 907 688-6020

1 907 688-6021 Fax

Jennifer Miller, Member
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N/A

NINILCHIK TRADITIONAL
P.O. Box 39368

Ninilchik, Alaska 99639

1 907 567 3970 clinic

1907 567-3902 fax

Sophia Chase, Member
Jpeterson(@citci.com
SOUTHCENTRAL FOUNDATION
3910 DeArmoun Road

Anchorage AK 99516

1 907 265-4900

1 907 265-5925 Fax

Peter Merryman, Member
tyonek@aol.com

NATIVE VILLAGE OF TYONEK
P.O. Box 82029

Tyonek, AK 99682

1907 583-2271

1 907 583-2442Fax

Thomas Korn
kornopolous@gci.net
VALDEZ NATIVE TRIBE
P.O.Box 1108

Valdez, AK 99686

1 907 835-4951

1 907 835-5589 Fax

Norman Arriola

narriola@kicTribe.org

KETCHIKAN INDIAN CORPORATION
PO Box 5404

Ketchikan, AK 99901

907 225-4726

907 247-5158 Fax

Louie Commack Jr.

N/A

MANIILAQ ASSOCIATION

P O Box 27

Ambler AK 99786

1 907 445-2164 hm

1 907 442-7615 msgl 907 445-2257 fax
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CHAPTER III. ARIZONA
BACKGROUND
Overview

This Draft Case Study Report presents background information and findings from a five-
day site visit to Arizona conducted from October 28 through November 1, 2002. The site visit
team consisted of Mary Laschober (Site Coordinator) and Erika Melman of BearingPoint, and
Rebecca Baca of Elder Voices, project consultant. The team visited the Navajo Reservation,
Tucson Indian Health Service (IHS) Area staff and American Indian/Alaska Native (AI/AN)
Tribes located in the Tucson area, the Tucson urban Indian health clinic, and the Inter Tribal
Council of Arizona in Phoenix. Following the site visit, the team held telephone interviews with
the Native American Coordinator for Arizona’s Medicaid Office, the Navajo Area Agency on
Aging, and the Phoenix Indian Medical Center. The rationale for selecting the sites visited and
description of the sites is provided in the following section. This section describes the AI/AN
population and AI/AN health services in Arizona, as well as Arizona’s Medicaid program and its
State Children Health Insurance Program (SCHIP) and governing agencies.

The CMS Project Officer and other CMS staff reviewed an earlier version of this Case
Study Report for accuracy and clarity. Subsequently, a revised Draft Case Study Report was sent
to each of the Arizona organizations that participated in the site visit, with a request that the draft
be reviewed for accuracy and to incorporate comments and additions into the final Case Study
Report. Follow-up telephone contacts were made with all of the above-mentioned organizations.
Comments and corrections were received from Tucson Area IHS staff and Tucson area Tribal
representatives and the Native American Coordinator for the AHCCCS/KidsCare programs.”!

The comments and recommendations contained within this report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services (CMS), the Indian Health Service, or the State.

Arizona AI/AN Population and Location

AI/ANs living in Arizona are much less healthy in many ways compared with the overall
Arizona population. Some telling 2002 comparative statistics include the following:**

e Average age at death from all causes: All Arizonans = 71.2 years; Arizona AI/ANs =
54.3 years

! Comments on the Arizona case study report were solicited from the Navajo Nation Division of Health and the
Navajo Area IHS Office but were not received by the end of the project contract and, therefore, are not included in
the report.

22 AT/AN is self-reported on vital statistics forms. Source: Mrela, C.K., Assistant Registrar of Vital Statistics and
Coe, T., Senior Research Data Analyst. Health Status Profile of American Indians in Arizona: 2001 Data Book.
January 2003.
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e Incidence of low birth-weight births (per 100 births): All Arizonans = 7.0; Arizona
AI/ANs=17.3

e Incidence of pregnancy-associated hypertension in mother (per 1,000 births): All
Arizonans =26.3; Arizona AI/ANs =57.1

o Incidence of gestational diabetes (per 1,000 births): All Arizonans = 22.2; Arizona
AI/ANs=61.8

AI/AN populations in the three Arizona IHS Areas compare less favorably than the
average IHS Area AI/AN population and the overall U.S. population with respect to education,
unemployment, poverty rates, and births to diabetic mothers (Table 1). However, the Arizona
IHS Area populations are generally comparable to the average IHS Area AI/AN population with
respect to low and high weight birth rates and life expectancy at birth. Although the top three
leading causes of death for the Arizona IHS Areas are the same as for the average IHS AI/AN
and the overall U.S. populations, accidents and adverse event death rates are higher for the
former group. Also, similar to the average IHS Area AI/AN population, Arizona AI/ANs have
higher death rates from diabetes than the overall U.S. population.
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Table 1. Selected Demographic and Health Statistics, Arizona IHS Areas, All IHS Areas, and
U.S.-All Races

Navajo | Phoenix | Tucson All U.S.,
Statistic IHS IHS IHS IHS All
Area Area Area Areas | Races

Percent High School Graduate or Higher, 1990 54.8 59.4 52.1 65.3 75.2
Percent of Males Unemployed, 1990 23.5 21.0 25.2 16.2 6.4
Percent of Females Unemployed, 1999 18.6 17.4 20.2 13.4 6.2
Percent of Population Below Poverty Level, 1990 46.8 41.8 24.0 31.6 13.1
Low Weight Births (Percent of Total Births), CY 1996- 6.3 6.7 7.3 6.3 7.5%
1998
High Weight Births (Percent of Total Births), CY 1996- 8.2 11.0 10.0 12.6 10.2*
1998
Birth Rates with Diabetic Mother (Rates per 1,000 Live 65.0 62.5 54.2 48.3 26.4%*
Births), CY 1996-1998
Leading Causes of Death, CY 1996-1998 (Percent of Total
Deaths)
Diseases of the Heart 16.2 17.4 17.0 21.6 31.4%
Malignant Neoplasms 12.4 10.7 10.7 15.9 23.3%*
Accidents & Adverse 21.8 18.8 15.0 14.0 4.1%*
Effects
Diabetes Mellitus 5.6 8.5 8.4 6.6 ok
Chronic Liver Disease & ok 6.8 9.2 4.5 ok
Cirrhosis
Cerebral Vascular Diseases ook Hkox Hkox wkox 6.9
Pneumonia & Influenza 5.9 wkox Hkox Hkox ok
Life Expectancy at Birth, Males, CY 1996-1998** 68.0 66.4 61.6 67.4 73.6*
Life Expectancy at Birth, Females, CY 1996-1998** 76.5 72.0 70.7 74.2 79.4*

Source: Demographic and Dental Statistics Section of Regional Differences in Indian Health 2000-2001: Charts

Only, Statistics Program, Indian Health Service, Department of Health and Human Services, July 2002.

*CY 1997.
** Adjusted for race miscoding.
***Not a leading cause of death.

AI/AN Health Services in Arizona

Three IHS Area Offices serve the State of Arizona: The Phoenix Area IHS Office, the
Tucson Area IHS Office, and the Navajo Area IHS Office. The Phoenix Area IHS Office in
Phoenix, Arizona, oversees the delivery of health care to approximately 105,000 AI/ANs in the
States of Arizona, Nevada, and Utah — from the small Cocopah Tribe in southwestern Arizona to
the widely dispersed Paiute Indians in Nevada and Utah. The Phoenix Area Office operates
primarily as an administrative center for 10 Service Units, which may include one or more health
centers or hospitals. More than 40 Tribal groups reside within the Phoenix Area IHS region

varying in size, locale, and affiliation.

Nine IHS hospitals operate within the Phoenix Area, the largest of which is the Phoenix
Indian Medical Center. Patients are referred there for specialized care that is not available at the
eight Reservation hospitals. IHS also operates seven health centers and six health stations. A

I1I-3




growing number of health facilities throughout the Phoenix Area are Tribally operated. As of
January 1990, AI/AN Tribes operated four of these health centers and two of these health
stations. Service Units in Schurz, Nevada, and Fort Duchesne, Utah, operate both clinics and
health centers. Some clinics are staffed by one or more IHS personnel who are stationed in the
local community. In addition, local physicians and dentists are often under contract to the IHS.
Traveling teams of IHS medical and allied health professionals serve other areas.*

Situated in south-central Arizona and extending south to the U.S./Mexico border, the
Tucson Area IHS Office service area encompasses two Service Units that serve the Pascua Yaqui
and Tohono O’odham Reservations, the latter being the second largest in the United States with
almost three million acres. Health care in the Sells Service Unit is a combined effort of IHS and
the Tohono O’odham Health Department, providing a comprehensive health program of
inpatient services, ambulatory care, and community health services. Health services for the
Tohono O’odham Tribe are centered in Sells, Arizona, capital of the Tohono O’odham
Reservation. Sells lies 60 miles east of Tucson, Arizona’s second largest metropolitan area.

Sells Indian Hospital, a modern 37-bed facility with JCAHO accreditation, is the central
component of the Sells Service Unit, providing general medical and primary care on an inpatient
and outpatient basis. Some emergency services are provided, although most critical-care patients
are transferred to one of several Tucson or Phoenix area private or IHS hospitals. Hospital
admissions total approximately 1,200 patients annually, including 50 to 100 obstetrical
deliveries. Another 200 to 300 deliveries are performed through contracts with Tucson facilities.
Exclusive of dental visits, ambulatory visits number approximately 20,000 per year. Health
centers are also located in the Reservation communities of Santa Rosa and San Xavier. The San
Xavier Health Center is a large outpatient facility on the outskirts of Tucson, and the Santa Rosa
Clinic is a small outpatient facility located in the very rural setting of the north-central sector of
the Tohono O’odham Reservation.

The Tucson Area IHS and the Pascua Yaqui Tribe jointly manage the Yaqui Service
Unit. Services are rendered directly and indirectly through a non-traditional, innovative system
of subcontracts, including some services through a Tucson-based health maintenance
organization. Both the Sells and Yaqui Service Units are administered by the Office of Health
Program Research & Development, an IHS headquarters component located at San Xavier.**

The Navajo Area IHS Office, located in Window Rock, Arizona, administers numerous
clinics, health centers, and hospitals, providing health care to 201,583 members of the Navajo
Nation through eight Service Units. The Navajo Nation is the largest Indian Tribe in the United
States and has the largest Reservation. The Reservation encompasses more than 25,516 square
miles in northern Arizona, western New Mexico, and southern Utah, with three satellite
communities in central New Mexico. The Navajo Area Office coordinates with both the Phoenix
and Albuquerque Area IHS Offices for the delivery of health services to the Navajo, Hopi, and
Zuni Reservations because these Reservations are close to each other.

2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Phoenix/Phoenix.asp, accessed June 18, 2003.
* http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-facilities.asp, accessed June 18, 2003.
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Comprehensive health care is targeted to the Navajo people through inpatient, outpatient,
contract, and community health programs centered around 6 hospitals, 7 health centers, and 12
health stations. School clinics and Navajo Tribal health programs also serve Reservation
communities. The six hospitals range in size from 39 beds in Crownpoint, New Mexico, to 112
beds at the Gallup Indian Medical Center in Gallup, New Mexico. Health centers operate full-
time clinics, some of which provide emergency services. Some smaller communities have health
stations that operate only part-time.

A major portion of the Navajo Nation health care delivery system is sponsored by the
Navajo Tribe itself, which operates the Navajo Division of Health (NDOH) in Window Rock,
Arizona. The NDOH, created in 1977, has the mission of ensuring that quality and culturally
acceptable health care is available and accessible to the Navajo people through coordination,
regulation, and where necessary, direct service delivery. The NDOH provides a variety of health-
related services in the areas of nutrition, aging, substance abuse, community health
representatives (e.g., outreach), and emergency medical services (e.g., ambulance). The Division
provides services for infants, children, youth, adults, elders and their families throughout the
various communities within and adjacent to the Navajo Nation. These are administered by the
Executive Administration, the Department of Program Operations, the Department of Health
Services, the Navajo Area Agency on Aging, and the Department of Behavioral Health
Services™

Overview of Arizona State Government>’

The Arizona Commission of Indian Affairs (ACIA) was formed in 1953 to “consider and
study conditions among the Indians residing within the State.” In 1986, the Arizona legislature
gave ACIA a new mission to be the State’s liaison with the 21 Federally Recognized Indian
Tribes in Arizona. State leaders intended that ACIA’s work would help foster enhanced Tribal-
State communication, leading to better relationships between the Tribes and State agencies. The
ACIA, which meets quarterly, consists of the governor, the superintendent of public instruction,
the director of the department of health services, the director of the department of transportation,
the attorney general, the director of the department of economic security, the director of the
office of tourism, the director of the department of commerce, and nine members appointed by
the governor, two at large who are non-Indian and seven from among Arizona’s Indian Tribes.

ACIA’s legislatively mandated activities include assembling facts needed by Tribal,
State, and Federal agencies to work together effectively; assisting the State in its responsibilities
to Tribes by making recommendations to the Governor and Legislature; conferring and
coordinating with other governmental entities and legislative committees regarding AI/AN needs
and goals; working for a greater understanding and improved relationships between AI/ANs and
non-Al/ANs by creating an awareness of the needs of AI/ANs in the State; promoting increased
participation by AI/ANs in State and local affairs; and helping Tribal groups develop
increasingly effective methods of self-government.

2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Navajo/gimc/Nav.asp, accessed June 18, 2003.
%8 http://www.indianaffairs.State.az.us, accessed 6/18/03.
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Arizona State Medicaid Program®’

Arizona’s Medicaid program, the Arizona Health Care Cost Containment System
(AHCCCS), administers an array of health care programs. AHCCCS has operated under a CMS
1115 Research and Demonstration Waiver since 1982, being the first Statewide Medicaid
managed care system in the United States. AHCCCS contracts with public and private health
plans and other program contractors (for long-term care benefits), paying them a monthly
“capitation” amount prospectively for each enrolled member. The plan or contractor is then “at
risk” to deliver the necessary services within the capitated amount. AHCCCS receives Federal,
State, and County funds to operate, plus some monies from Arizona’s tobacco tax and tobacco
settlement funds. In contrast to the acute care and long-term care program, behavioral health
services are carved-out and delivered through an Intergovernmental Agreement between
AHCCCS and the Arizona Department of Health Services (ADHS). ADHS contracts with
Regional Behavioral Health Authorities to deliver behavioral health services to members.

AHCCCS eligibility is not performed under one roof, but by various agencies, depending
on the category. For example, most Arizona residents generally enter AHCCCS by way of the
State Department of Economic Security (DES). Prior to October 1, 2001 and passage of Arizona
Proposition 204, Arizona’s 15 counties were responsible for determining individuals’ eligibility
for most AHCCCS programs. Blind, aged or disabled persons who receive Supplemental
Security Income (SSI) enter through the Social Security Administration (SSA). Eligibility for
categories such as KidsCare (Arizona’s SCHIP program), SSI-related groups, long-term care,
women diagnosed with breast or cervical cancer, and Medicare Cost Sharing programs
(Arizona’s name for the Medicare Savings Programs®) is handled by AHCCCS itself. Each
eligibility group has its own income and resource criteria. As of October 1, 2002, AHCCCS
covers the following groups of people under the Medicaid Program (a more detailed description
of several of these programs follows):

e Families and children under Section 1931 of the Social Security Act.

o Single adults and childless couples under the 100 percent Federal Poverty Level (FPL)
Waiver.

e Individuals or families who incur sufficient medical expenses that when deducted from
income will reduce income to 40 % of the FPL.

e Pregnant women at or below 140 percent FPL.

e Children under age 1 whose income is at or below 140 percent FPL.

*7 http://www.ohca.State.ok.us/, accessed April 4, 2003.

** The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”
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e Children age 1 thru 5 whose income is at or below 133 percent FPL.
e Children age 6 thru 18 whose income is at or below 100 percent FPL.

e Individuals who are aged, blind, or disabled with income at or below 100 percent FPL
who meet the SSI requirements.

« Persons under age 21, who were in foster care on their 18" birthday.

e Persons who meet one of the categorical linked Medicaid programs except for citizenship
or qualified immigrant status (emergency services only).

e Persons eligible for the Medicare Cost Sharing Programs (i.e., “Medicare Savings
Programs” as they are referred to at the Federal level). and

e« Women under age 65, diagnosed as needing treatment for breast or cervical cancer.

AHCCCS for Families with Children (AFC) provides medical coverage, such as doctor’s
office visits, hospitalization, prescriptions, lab work, and behavioral health services to families
(parents of qualifying children are covered). To qualify, there must be a child in the household
under the age of 18 years (or 19 years if a full-time student). The monthly income limit for this
program is 100 percent of FPL. There is no limit on the resources or property that may be owned.

AHCCCS Care provides medical coverage, such as doctor’s office visits, hospitalization,
prescriptions, lab work, and behavioral health services for adults with no qualifying children for
the AFC program. The monthly income limit for this program is 100 percent of FPL. There is no
limit on the resources or property that may be owned.

SOBRA provides medical coverage to pregnant women and children up to the age of 19
years. For pregnant women, the monthly income limit is 133 percent of FPL; for children under
the age of 1, the monthly income limit is 140 percent of FPL; for children ages one through six,
the monthly income limit is 133 percent of FPL; for children age six and older, the monthly
income limit is 100 percent of FPL. There is no limit on the resources or property that may be
owned.

The Medical Expense Deduction (MED) program provides medical coverage for
individuals who do not qualify for other AHCCCS programs because their income is too high.
However, they may be eligible for MED if they have medical expenses in the month of
application (or the previous month) that reduce their monthly income to 40 percent of FPL.
Resources cannot exceed $100,000, and only $5,000 may be liquid assets, such as cash, bank
accounts, stocks, bonds, etc. Home equity is counted toward the resource limit, but one vehicle is
not counted.

Medicare Savings Programs in Arizona have the same income eligibility limits as all
other States; however, there is no limit on resources, such as cash, bank accounts, stocks, or
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bonds in Arizona. Applicants for all programs must be eligible for Medicare Part A. Individuals
may apply for this program by mail.*’

Health care services are provided through AHCCCS health plans. All eligible children
have a choice of available contractors and primary care providers in their geographic service
area. All AHCCCS medical services are authorized and coordinated through the AHCCCS health
plan. Health plans contract with community clinics, doctors, pharmacies, hospitals and
laboratories to provide services. There are at least two health plans in each County. AI/ANs can
elect to receive services through IHS or Tribal health facilities instead of an AHCCCS health
plan. If an AI/AN selects the THS or a Tribal facility, AHCCCS provides any services not
provided by these entities on a fee-for-service basis off-Reservation. Except for AI/AN
recipients, AHCCCS enrollees may change their health plan annually upon notification by
AHCCCS of the annual enrollment period, or if they move and the health plan is not available at
their new residence. AI/AN recipients may change from a health plan to an IHS/Tribal facility or
back to a health plan at any time upon request. AI/ANs residing in a Reservation Zip Code area
are defaulted into an IHS/Tribal facility if they do not actively choose a health plan; those living
outside of a Reservation Zip Code are defaulted into an AHCCCS health plan.

A joint seven-page (excluding instructions) AHCCCS/KidsCare application, available in
English and Spanish, is used to apply for the above programs.*® To participate in these programs,
all individuals must be U.S. citizens or qualified immigrants. Arizona residents can use one
simple form to apply for AHCCCS health insurance for themselves and everyone in their
immediate family who lives with them. The application can be downloaded from Arizona’s
website, obtained by calling a Statewide toll free number, and is available at DES offices and
many other community organizations in the State. A completed application can be mailed; most
programs do not need a face-to-face interview if AHCCCS can contact applicants by phone.

Applications and enrollment information are also available at IHS and appropriate Tribal
locations. AHCCCS also uses Native American events, newspapers, and radio stations as a
forum for outreach. If IHS or Tribal staff is willing to assist applicants in completing the
application for AHCCCS health insurance, AHCCCS provides training. AHCCCS has a Native
American Coordinator who is available to the Tribes for consultation, information and
presentations.”’

Co-payments are assessed for both AHCCCS and KidsCare programs in the amounts of
$1 for each physician visit, laboratory and x-ray procedure; $5 for non-emergency surgery; and
$5 for non-emergency use of the emergency room, but are waived for AI/AN recipients.

In addition to the above AHCCCS programs, Arizona offers the Premium Sharing
Program (PSP), funded solely with State dollars, that provides medical coverage for uninsured

% http://www.ahccces. State.az.us/services/Overview/ForArizonans.asp#MCS, accessed May 16, 2003

*Based on the demographics in Arizona of other ethnic groups, AHCCCS does not believe that developing the
application in other languages is necessary since no other ethnic group exceeds 3% of the population. However, an
interpreter is provided, if needed, http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/
Section%204.pdf, accessed May 18, 2003.

3! http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/Section%204.pdf, accessed May 18, 2003.
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individuals who have not been covered by health insurance for at lease one month, unless the
loss of health insurance was involuntary. PSP offers insurance coverage to low income
individuals with income above the Medicaid guidelines if they pay modest co-payments (ranging
from $5 to $50) and monthly premiums. Monthly household income cannot exceed 200 percent
of FPL. However, if the individual is chronically ill, monthly household income limits cannot
exceed 400 percent of FPL. Premiums are based on income and the number of eligible household
members, and can be up to 6 percent of gross income for those with incomes up to 200 percent of
FPL. Those with incomes from 200 to 400 percent of FPL must pay the full premium. PSP has
limited enrollment; as of May 16, 2003, PSP is not accepting applications except for a limited
number of chronically ill applicants.

Arizona SCHIP Program

In May 1998, the Arizona legislature authorized the implementation of a stand-alone
Title XXI State Child Health Insurance Program, referred to as Arizona KidsCare. Arizona’s
income threshold for this program is set at 200 percent of FPL, with no asset test required.”

KidsCare provides the same services, for the same co-payments, offered to AHCCCS
recipients for children under 19 years old who have had no employer-provided or privately
purchased health insurance within the past three months. The latter exclusion, however, does not
apply to AI/ANs receiving services from an IHS or Tribally operated facility. An eligible child
must live in Arizona, be a United States citizen or an eligible qualified immigrant, be ineligible
for health insurance coverage as an employee of the State of Arizona or family member of a
State of Arizona employee, be ineligible for Medicaid, and not reside in a public institution or an
institution for mental disease.”® Applicants are required to provide proof of immigrant status for
children who are immigrants and proof of all household income.

The joint AHCCCS/KidsCare application is used to determine whether a child is eligible
for AHCCCS prior to a determination of eligibility for KidsCare. An individual may apply for
KidsCare by mail, telephone, or on-line. No DES office visit or interview is required. A child
who is determined eligible for KidsCare is guaranteed an initial 12 months of continuous
coverage (except in particular circumstances, such as attainment of age 19 or attainment of
employer-sponsored health insurance).

Health care services are provided through established AHCCCS health plans, with
KidsCare recipients having the same options as AHCCCS eligibles. Like AHCCCS recipients,
AI/ANs can elect to receive services through IHS or Tribal health facilities instead of a KidsCare
health plan. If an AI/AN selects the IHS or a Tribal facility, AHCCCS pays for any off-
Reservation KidsCare services not provided by these entities on a fee-for-service basis. KidsCare
enrollees may change their health plan annually upon notification by AHCCCS of the annual
enrollment period, or if they move and the health plan is not available at their new residence.
AI/AN enrollees may change from a health plan to an IHS/Tribal facility or back to a health plan
at any time upon request to the State.

32 http://www.kidscare.State.az.us/English/Kids_HealthPlans.asp, accessed May 16, 2003.
3 http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/Section%204.pdf, accessed June 18, 2003.
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On January 1, 2003, coverage was extended to parents of AHCCCS and KidsCare
children with family income between 100 and 200 percent of FPL, using SCHIP funds. As the
second phase of Arizona’s Health Insurance Flexibility and Accountability (HIFA) initiative, this
expansion followed the November 1, 2001 HIFA expansion to childless adults with income up to
100 percent of FPL (also using SCHIP funds). Childless adults had originally been part of the
broader expansion subsequent to the passage of Arizona Proposition 204, the Healthy Arizona
Initiative, which was implemented beginning April 1, 2001 and provided coverage of a number
of groups up to 100 percent of FPL using Medicaid funds.**

On October 1, 1999, KidsCare implemented premiums for families with an income above
150 percent of FPL. For monthly household incomes up to 150 percent of FPL, there is no
monthly premium. For monthly household incomes from 150 percent to 200 percent of FPL, a
monthly premium is charged, ranging from $10 to $15 a month for one child or $15 to $20 a
month for two or more children. AI/ANs are not required, however, to pay premiums or co-
payments.

DESCRIPTION OF SITE VISIT
Overview

Prior to conducting the site visit from October 28 through November 1, 2002, the team
contacted Julia Ysaguirre (AHCCCS Native American Program Coordinator), Technical Expert
Panel (TEP) member; Rebecca Baca (Elder Voices), Project Consultant; Mary Lou Stanton,
Charlotte Melcher, and Barney Ahgoon from the Phoenix IHS Area Office; and Anslem
Roanhorse from the Navajo Area IHS Office. Rebecca Baca, in turn, held several discussions
about site visit options, coordination, and required research protocols with Navajo Nation Tribal
leadership (particularly Robert Nakai, Interim Director of the Department of Navajo Health who
also represented Vice President McKenzie of the Navajo Nation), and with Taylor Satala,
director of the Tucson Area IHS office and former Service Unit Director of the Keams Canyon
Service Unit, as well as chairman of a national workgroup for the Inter Tribal Council of
Arizona.

The team solicited advice from these contacts as to which communities the site visit team
should visit in Arizona, who initial key contacts might be, and which issues specific to the State
should be addressed in the study. According to the Case Study Design Report approved by CMS,
the team solicited input on one Tribal area with Tribally managed health facilities, one Tribal
area with IHS-operated facilities, and one urban area with an Urban Indian Health Center that
delivers medical services. The team also stressed that travel distances were an important
consideration in recommending sites. The purpose of the site visit was to meet with
approximately 10 to 12 key organizations/people per State. The team also tried to schedule in-
person discussions with State Medicaid and SCHIP staff and IHS Area Office staff.

Based on advice, travel considerations, and responses from Arizona organizations as to
their desire to participate in the study, the team selected Navajo Nation and Tucson IHS Area

¥ http://'www.gao.State.az.us/financials/CAFR/CAFR2002/02-%20CAFRall.pdf, accessed 6/18/03, and CMS
comments from July 10, 2003.
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Tribes for the Tribally-based site visits, the Tucson Indian Center for the urban area site visit,
and the Inter Tribal Council of Arizona (ITCA) in Phoenix. We also did follow up calls with the
Phoenix Indian Medical Center and the State Medicaid Office located in Phoenix.

The Tucson Indian Center recently received an IHS contract to provide AI/AN health
services in Tucson. The ITCA is an advocacy agency funded by all Arizona Tribes except for
Navajo and governed by a board of Tribally elected leaders. ITCA administers many programs
for Arizona Tribes, including several funded through the Arizona Area Agency for Aging
programs, WIC, Elder Outreach Services, the Tribal Epidemiological Center, and tobacco
education monies earmarked for Arizona Tribes. The Tucson IHS Area Tribes encompass both
IHS- and Tribally-administered health care facilities. In addition, the Tucson IHS includes the
Tohono O’odham Nation, which resides on the second largest Reservation in the United States
and is unique because its lands cut through Mexico, perhaps creating difficulties for Medicaid
access for foreign-born AI/ANs.

Navajo Nation possesses many qualities that made it an interesting choice for a site visit.
It is a vast and rural Reservation, with its own Area Agency on Aging, IHS Area Office, and
Bureau of Indian Affairs Area Office. Navajo Nation has a strong culture and language.
Moreover, Navajo Tribal members feel that their numbers are not truly reflected in IHS statistics.

Like the Tucson IHS Area Tribes, Navajo Nation encompasses both IHS- and Tribally-
administered health care facilities. Until recently, all health facilities were THS-directed, but
Navajo Nation recently contracted with the IHS to operate two facilities (Winslow and Tuba
City) in the eight Navajo IHS Area Service Units to become “638” contract providers in the fall
of 2002. As such, we were able to hear about the challenges that health facilities face when
transitioning to Tribal management.

As previously mentioned, the Navajo Reservation overlaps three States (Arizona, New
Mexico, and Utah), and health facilities serve patients from those three States as well as a fourth
State (Colorado). All of these States have different processes and procedures for their respective
public insurance programs, which creates unique barriers and policy issues for the Navajo people
and the health facilities that serve them. For example, New Mexico implemented an expanded
Medicaid program for its SCHIP program, which means it receives a 100 percent match for IHS
services provided to AI/ANs. In contrast, Arizona implemented a stand-alone SCHIP program
and does not receive the 100 percent match.

It was also suggested that we conduct a “regional” site visit and not restrict the visit to
Arizona areas of Navajo Nation; however, the project’s budget did not allow for this. Because
the Navajo Reservation and Navajo IHS Area cover three different States, because it is the
largest Reservation in the United States, and because the Navajo IHS Area consists of eight IHS
Service Units, IHS and Navajo Nation contacts strongly recommended that we extend the time
we were to spend on Navajo Reservation to at least three days (normally, the site visit team
spends one day at each site). With CMS approval, the site visit team spent three days on the part
of the Navajo Nation Reservation located in Arizona, one day was spent interviewing
organizations in the Phoenix IHS Area, and one day consisted of interviews with organizations in
the Tucson IHS Area.
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Navajo IHS staff also with determining whether the site visit team needed to participate
in the Navajo Nation’s Institutional Review Board (IRB) process. Subsequent to site visit team
and CMS Project Officer discussions with Navajo Nation leadership and staff from the Navajo
Division of Health, we were informed that we would not need to complete the IRB process to
hold key informant interviews on the Navajo Reservation for this study.

The site visit team relied heavily on local Tribal and Urban Indian Health Center key
contacts to determine which groups and individuals the team should speak with and at which
places and times, in accordance with the Case Study Design Report. The team provided a list of
potential interviewees to an identified key contact at each interview site. The list included Tribal
leaders, Tribal health directors and Tribal health board members, IHS service unit directors,
Contract Health Services directors, community health representatives/community health aides,
Title VI directors/elder organization leaders, IHS hospital and clinic staff including alternative
resource specialists, case managers, billing specialists, and patient benefits coordinators and
counselors, urban Indian center and clinic staff, and other organizations that serve the AI/AN
community (e.g., Area Agencies on Aging, out-stationed or County Medicaid/SCHIP eligibility
workers, Indian alcohol treatment centers, Indian education programs, and Tribal or County
social services agencies). The individuals and organizations with which the site visit team met in
Arizona or conducted follow-up telephone interviews are listed in Appendix III.A.

Description of Navajo Nation®

The Navajo Nation Reservation extends into the States of Arizona, New Mexico and
Utah, covering over 27,000 square miles, including all or parts of 13 counties in those States.
According to the 2000 U.S. Census, 298,197 individuals claimed Navajo ethnicity. As of
November 30, 2001 (according to Navajo Nation Vital Records Office), 255,543 of these
individuals are enrolled members of the Navajo Nation. Not all Navajos live on Tribal land:
according to the 2000 U.S. Census, 168,000 Navajo enrolled members reside on Navajo Nation
Tribal land and 12,000 non-members reside and work within the Navajo Nation. Another 80,000
Navajos reside near or within “border towns” of the Navajo Nation. The remaining Navajos,
enrolled and non-enrolled, reside in metropolitan centers across the United States. The Navajo
Nation population is relatively young with a median age of 22.5 years.

The Navajo Nation government is composed of three branches — executive, legislative
and judicial — and is centrally headquartered in Window Rock, Arizona. It is comprised of an
elected Tribal president, vice-president and 88 council delegates representing 110 local units of
government (known as Chapters) throughout the Navajo Nation. Council delegates meet a
minimum of four times a year as a full body in Window Rock. The 110 Chapters are the local
form of government and each chapter elects a chairman, vice chairman, secretary/treasurer, and
other officials. Community meetings are held in the Chapter houses.

For decades, the Navajo Nation government has been supported by revenue from natural
mineral resources. However, realizing that natural resources will not last forever, other
alternatives to pay for services for Tribal members are being explored. In addition, in 1984 the

35 Information in this section was obtained at http://www.nnwo.org/nnprofile.htm, accessed June 19,.2003, unless
otherwise noted.
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Navajo Nation Council established a Permanent Trust Fund, into which 12 percent of all
revenues received each year are deposited. Under Navajo law, however, the trust fund cannot be
used until the year 2004.%

Despite its revenue from natural resources, according to the 2000/2001 Comprehensive
Economic Development Strategy report from the Navajo Nation Division of Economic
Development, 56.1 percent of Navajo people live below the poverty level, the per capita income
is $6,217, and the unemployment rate is 43.7 percent. The Navajo Nation is challenged daily by
the tasks associated with attracting businesses to a business environment that has little or no
infrastructure. On a regular basis, businesses explore the possibility of locating to the Navajo
Nation before realizing the obstacles of inadequate paved roads and lack of electricity, water,
telecommunication, and police and fire protection services. According to the Navajo Department
of Transportation, 78 percent of the Reservation’s approximately 9,286 miles of public roads are
dirt or graveled. According to the Census 2000 report from the Division of Economic
Development, Navajo Nation, of the 68,744 housing units on the Navajo Nation, 15,279 homes,
or 31.9 percent, lack complete plumbing; 13,447 homes, or 28.1 percent, lack a complete kitchen
facility; and 28,740 homes, or 60.1 percent, lack telephone service.

Description of Tucson Area Tribes

The THS in Tucson works with the Tohono O’odham Nation (formerly known as the
Papago), and the Pascua Yaqui Tribe of Arizona. As of December 2000, the population was
reported at nearly 24,000 people.’” The Tohono O'odham Nation consists of four smaller Papago
Indian Reservations. The Tohono O’odham Reservation stretches 90 miles across the Sonoran
desert along the southern boundary of Arizona, extending into northern Mexico. To the north of
Tohono O’odham is the smaller Gila Bend Reservation, to the east is San Xavier Reservation
(just south of the city of Tucson), and east of the Gila Bend Reservation is the much smaller (20
acre) Florence Village. The location of the Tohono O’odham Nation allows easy access from
Tucson and many other southern Arizona destinations. Sells, Arizona, is the Nation’s capital.
This a}rgea has been the ancestral homeland of the Tohono O’odham Nation for more than 2,000
years.

The Tohono O’odham Nation is comparable in size to the State of Connecticut. Its four
non-contiguous segments total more than 2.8 million acres. Within its land, the Nation has
established an industrial park near Tucson and operates three casinos.”

The Tohono O’odham Tribal members have one of the highest occurrences of Type II
diabetes in the world. Diabetes prevention projects are in place in the schools and community as
a collaborative effort of IHS and the Tohono O’odham Health Department. The programs,
including several rural field units, are geared toward educating Tribal members in methods of
coping with and preventing the disease.*’

3 http://www.sos.State.nm.us/BLUEBOOK /navajo.htm, accessed June 19, 2003.

37 http://www.itcaonline.com/Tribes/tohono.htm, accessed June 21, 2003.

3 http://www.noao.edu/outreach/kptour/kpno_tohono.html, accessed June 21, 2003.

39 http://www.itcaonline.com/Tribes/tohono.htm, accessed June 21, 2003.

0 http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-facilities.asp, accessed June 18, 2003.
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Not Federally Recognized until 1994, the Pascua Yaqui Indians have faced a long battle
for the benefits of Tribal status. The Tribe is descended from ancient Uto-Aztecan people.*’ The
Pascua Yaqui originally inhabited the length of the Rio Yaqui River in southern Sonora, Mexico.
They formed concentrated settlements, or rancherias, and practiced farming and hunting. After
the Mexican War of Independence from Spain in 1821, the Yaqui resisted the Mexican
government and gradually began to migrate north into Arizona. By 1919, only three original
Yaqui rancherias remained. The best known Arizona Yaqui village is Old Pascua in the heart of
what is now the City of Tucson. With Tribal recognition and acquisition of Reservation land just
west of the San Xavier District in 1978, the village of New Pascua was built and remains the seat
of Yaqui Tribal government.*> The Pascua Yaqui Indian Reservation, consisting of 892 acres, is
located 15 miles southwest of Tucson.

An estimated 3,058 people lived on the Reservation in 1999. The estimated
unemployment rate in that year was 23.8 percent. The Tribal government is the largest employer
on the Reservation. The Tribe operates a landscape nursery business and manufactures adobe
blocks.*” The Tribe also opened a 9,000 square foot bingo hall in 1992, which was expanded in
1994 to include a casino. The Casino of the Sun opened in 1994 and The Casino Del Sol opened
in 2001. All gaming facilities are located southwest of Tucson.**

Description of Arizona Urban Areas

Tucson Indian Center

The Tucson Indian Center primarily serves the urban AI/AN population of Pima County,
Arizona. Tucson is ranked eighth in the United States in terms of urban AI/AN population.
According to the 2000 U.S. Census, 15,358 persons who identify themselves as AI/AN alone or
in combination with another race/ethnicity live in Tucson.*

The Tucson Indian Center provides a number of services including job training for clients
eligible for Job Training and Partnership Act (JTPA) funds, employment and vocational
counseling and referrals, emergency assistance with payment of bills and provision of food, and
referrals to other resources. The Center also provides counseling, prevention, and early
intervention activities for youth and adults at risk of drug and gang involvement. The Center
recently became the IHS Urban Indian Health Center contractor for AI/ANs living in the Tucson
urban area, administering the ITHS contract for preventive services and case management and
referral services.*® Although at this time it does not provide clinical services, interviewees noted
that the Center is seeking funds to provide more direct health care services. Additionally,
although Center staff said they do not currently have a public benefits outreach program, it has
discussed developing one to fold into their existing community-based education activities.

* http://www.carizona.com/nativeland/yaqui.html, accessed June 22, 2003.

*2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-pascua-yaqui.asp, accessed June 22, 2003.

* http://www.commerce.State.az.us/pdf/commasst/comm/pas-yaq.pdf, accessed June 22, 2003.

* http://www.itcaonline.com/Tribes/pascua.htm, accessed June 22, 2003.

* Forquera, R. Urban Indian Health. Prepared by The Seattle Indian Health Board for The Henry J. Kaiser Family
Foundation, November 2001.

* http://www.uihi.org/uihp/Tucson/area_demo.asp, accessed Mayu 19, 2003.
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Phoenix Indian Medical Center?’

The Phoenix Area Indian Health Service (PAIHS) Office in Phoenix, Arizona, oversees
the delivery of health care to approximately 140,000 Native American users in the tri-State area
of Arizona, Nevada and Utah. Located primarily to the northeast and south of Phoenix are the
communities and Reservations of the Mojave-Apache, Pima-Maricopa, Yavapai-Apache, Tonto
Apache, and the Yavapai-Prescott Tribes served by the Phoenix Service Unit of the PAIHS.
Much more urbanized than in other Service Units, each of these Tribes is autonomous and
publishes its own community newspaper. The Phoenix Indian Medical Center (PIMC), located in
the Phoenix Unit, is the largest of the nine PAIHS hospitals in the Phoenix area. Patients are
referred here for specialized care not available at Reservation hospitals. PIMC is a JCAHO-
accredited 163-bed hospital that employs nearly 600 people to provide its comprehensive range
of specialty services.

In addition, PIMC provides inpatient and outpatient care through Contract Health
Services to AI/ANs in the more remote sections of the Phoenix Service Unit. The PIMC
professional staff also travels throughout the States in the PAIHS, providing consultation and
guidance to other IHS hospitals and health centers. The Medical Center offers residency
programs in surgery and OB-GYN, as well as various student-training programs. An entire floor
of PIMC is devoted to research conducted by the National Institutes of Health on selected
diseases of high prevalence among southwestern Tribes.

The Inter Tribal Council of Arizona (ITCA)

The ITCA was established in 1952 to provide a united voice for Tribal governments
located in Arizona and to address common issues and concerns. In 1975, the council established
a private, non-profit corporation to promote Indian self-reliance through public policy
development. Tribal chairpersons, presidents, and governors represent the 20 member Tribes of
ITCA. A Board of Directors governs ITCA and a staff of 50 and other consultants, overseen by
an Executive Director, carries out its work. ITCA operates more than 20 projects to provide on-
going technical assistance and training to Tribal governments in program planning and
development, research and data collection, resource development, management and evaluation.
The staff of ITCA also organizes and conducts seminars, workshops, conferences and public
hearings to facilitate participation of Tribal leaders in the formulation of public policy.

The ITCA initiatives include environmental and natural resources program, health
programs, and human services programs. Health programs provided through ITCA include the
Community Tobacco Education and Prevention Project; Tribal Health Steering Committee for
the Phoenix Area IHS; the Regional STD/HIV/AIDS Prevention Project; Nutrition Services for
Diabetes Program; Childhood Obesity Prevention Program; WIC Program; American Indian
Research Center for Health; Dental Support Center; and the Regional Tribal Epidemiological
Center established in cooperation with the THS.** The ITCA is also a Phoenix Area Agency on
Aging (AAA) grantee, with funding for AAA projects funded through the Federal
Administration on Aging, CMS, and the IHS. The ITCA AAA subcontracts with Tribal

*7 http://www.ihs.gov/FacilitiesServices/AreaOffices/Phoenix/PxPxSU.asp, accessed May 19, 2003.
*® http://www.itcaonline.com/mission.html, accessed 5/19/03.
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governments to provide the following services across the State: adult daycare, benefits outreach,
case management, congregate meals, home adaptation and renovation, home delivered meals,
home health and personal care, information and referral, long term care advocacy for those off
Reservation, ombudsman services, outreach, respite care services, transportation services,
socialization and recreation, training and technical assistance for home and community-based
services.

FINDINGS: ARIZONA MEDICAID AND OTHER STATEWIDE AGENCIES
Arizona Health Care Cost Containment System (AHCCCS)
Overview

Following the site visit, we conducted a telephone interview with the Native American
Coordinator for the AHCCCS/KidsCare programs. She has occupied the position for five years
under the Office of Policy, which is responsible for inter-governmental relations. The Office of
Policy staff works mainly with Tribal councils, but staff also works at the community level with
clinics and providers. The staff’s responsibilities include training IHS and Tribal health
personnel about basic eligibility requirements for AHCCCS and other information regarding
application and access to services. According to the Native American Coordinator, the State has
funded out-stationed Department of Economic Security (DES) eligibility workers in almost all
hospitals in the State (IHS, Tribal, and non-AI/AN hospitals).

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

According to the Native American Coordinator, AI/AN enrollment in AHCCCS is not a
serious problem Statewide, characterizing it as more of a “moderate” problem. She believes the
primary barriers are consumer lack of understanding about 1) the benefits of the different
programs, 2) how Medicare, AHCCCS, and KidsCare services coordinate with IHS/Tribal health
services, and 3) available options for program recipients to receive care from IHS/Tribal health
facilities. The overriding barrier is that many AI/ANs are unaware of how to use health insurance
or access health services outside of IHS/Tribal health care systems because they do not receive
enough information about these issues.

Additionally, the Native American Coordinator said that AI/AN under-enrollment in
KidsCare is a larger problem than for AHCCCS programs because many Tribal members do not
understand the eligibility requirements or benefits of the KidsCare, so they “default” to the THS
or Tribal system with which they are familiar. For example, she noted that many Tribal members
have always obtained outpatient prescription drugs from IHS. Now that Tribal members are
increasingly required to go outside of that system to obtain their prescriptions — particularly for
newer drugs that the IHS may not provide — they do not know where to go or how to pay for the
drugs. Another example is that some AI/ANs carry a KidsCare or AHCCCS insurance card, but
do not know what it is for (e.g., Arizona pays out-of-State providers, but an AI/AN consumer
that the Native American Coordinator spoke with did not know that she was supposed to present
her Arizona Medicaid card to a Utah Medicaid provider). Some do not show their Medicaid card
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for fear they will be turned away from an in- or out-of-State provider who does not accept
Medicaid.

Other barriers the Native American Coordinator discussed include:

e AI/AN lack of awareness that they can use IHS as their primary care provider under the
AHCCCS managed care program;

e Some AI/ANs (e.g., non-pregnant adults) are not exempt from Medicaid cost-sharing for
non-IHS/Tribal providers with some services requiring a $1 co-payment;

o Lack of transportation to DES offices to enroll despite DES eligibility offices being
located on the larger Arizona Reservations (e.g., there are several DES offices on the
Navajo Reservation).

The Native American Coordinator does not believe that posters are a good strategy for
reaching AI/ANs, who generally require in-person outreach. She said, for example, that
KidsCare outreach has been slow among AI/ANs because the State no longer has resources to do
one-to-one outreach. The State used to fund “outreach contractors,” which she believes made
some inroads into increasing AHCCCS and KidsCare enrollment among AI/ANs. These
positions are no longer funded because of State budget shortfalls.

Barriers to Maintaining Enrollment

The Native American Coordinator believes that annual redetermination is a greater
problem with the KidsCare program than AHCCCS. She said that most people who receive
AHCCCS also receive food stamps and State cash assistance, which they apply for
simultaneously in person. In contrast, KidsCare is a “stand-alone” program for most recipients
with redetermination accomplished primarily through the mail. Some AI/ANs, however, do not
pay attention to their renewal notice. She said that Patient Benefit Coordinators (PBCs) at several
IHS and Tribal facilities have started to inform patients to bring their redetermination package to
PBCs for assistance. Besides this solution, however, the Native American Coordinator stated that
she is “lost for ideas on how to better address this problem.”

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Until a couple of years ago, the Native American Coordinator said that AI/AN under-
enrollment in the Medicare Savings Programs was a serious problem but would characterize it as
a moderate problem currently. She mainly attributes the turn-around to ITCA’s AAA program’s
success in conducting public assistance outreach to AI/AN Tribes in Arizona through a Federal
grant. She could not think of any reasons AI/ANs would not want to enroll in the Medicare
Savings Programs.

The Native American Coordinator estimated that a “sizeable number” of AI/ANs in
Arizona do not qualify for Medicare Part A due to insufficient work history, as well as there
being many AI/AN widows who do not realize they are eligible under their spouse’s work
history. Additionally, she said there are a relatively small number of former Bureau of Indian
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Affairs employees (mainly men) whose income was not reported to the Social Security
Administration and, therefore, do not appear to have met the work requirements for
automatically receiving Medicare Part A benefits.

Strategies to Increase Enrollment in Medicaid and SCHIP

The Native American Coordinator reported that she does some application assistance and
training for community- and Tribally-based organizations, but that recent cutbacks in the State’s
budget limits training to requests only, when resources are available. Prior to budget cutbacks,
AHCCCS had an on-site regular training schedule and provided outreach grants that included
training. Currently, IHS organizes annual training conferences in Arizona that AHCCCS staff
attends (e.g., at annual IHS Patient Registration Conferences, Billing Conferences). Additionally,
the interviewee regularly attends the AAA Elder Conference to share program information.

The Native American Coordinator suggested several strategies to increase AI/AN
enrollment in AHCCCS and KidsCare:

e Improve consumer education about KidsCare program benefits and how AI/ANs
would benefit from enrollment. She believes consumer education is best done through
community education efforts with money provided directly to Tribes for this purpose.
Successful community education efforts also require that Tribal leaders “buy-in” to the
program and conduct any promotion directly.

e One-to-one consumer education and assistance, and additional IHS funding or funding
from third-party revenues for additional PBC hires. The Native American Coordinator
suggested that PBCs are in the best position to provide one-to-one consumer education
and assistance (which the Coordinator believes is the best strategy for increasing AI/AN
enrollment), as they are generally very knowledgeable about AHCCCS and KidsCare
programs. Additionally, she believes that most PBCs have established local DES contacts
from which they can obtain information and assistance. She said most PBCs already
provide application assistance.

e Use Community Health Representatives (CHRs) to conduct outreach. The
Coordinator believes that most CHRs are in a good position to educate consumers and
provide one-to-one application assistance because they are often invited into people’s
homes. However, she cautioned that CHRs are often already inundated with work. She
suggested they could be a good resource if the program could be expanded to include
increased funding for more CHRs who could be reimbursed for application assistance and
outreach. At present, AHCCCS can only reimburse them for providing transportation
assistance to help AHCCCS or KidsCare recipients access program services.

e Provide additional program training for PBCs, CHRs, and other health and social services
providers.

o Provide direct funds to ITCA to become a clearinghouse for program information.
The Coordinator believes this would be a good strategy for providing PBCs with needed
information easily and quickly. She suggested that information provided through a
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website would be helpful, but because many PBCs and others do not have access to the
Internet, other information access modes would also be necessary.

Other Issues

The Native American Coordinator noted that HIPAA will require IHS and Tribal
facilities to transition to detailed billing systems. The AHCCCS claims office is currently
updating its AI/AN health claims manual to reflect this change.

Navajo Nation State Health Insurance Assistance Program (SHIP)
Overview

Arizona’s Region 7 Agency on Aging (AAA) is divided into five agencies that provide
direct services to elders, as well as information and referral, finance, law, care management,
home care, senior housing, health care, and social services counseling services. The AAA also
provides Medicare insurance counseling through the State Health Insurance and Assistance
Program (SHIP). Under a Tri-State Agreement with Arizona, New Mexico, and Utah, the Navajo
Nation AAA provides these services to Navajo Nation elders within all areas of the Navajo
Reservation. The Navajo Nation SHIP is not funded directly through CMS SHIP funds; it
receives funding from the Arizona and New Mexico SHIPs but none yet from the Utah SHIP.

Subsequent to our site visit, the site visit team conducted a telephone interview with the
director of the Navajo Nation SHIP. He said he believes that their SHIP works very well with the
New Mexico and Arizona SHIP offices, but is just starting to work with the Utah SHIP.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

The interviewee estimated that most eligible Navajo Nation elders are enrolled in Part A
but generally do not understand how the program works. He also said that most Navajo Nation
AI/AN elders do not pay the Medicare Part B premium because they cannot afford it and because
they do not understand why they might need this coverage. Similar to the AHCCCS Native
American Coordinator, the SHIP interviewee noted that many elders do not understand how the
Medicare and Medicaid programs interact with the IHS/Tribal health system. They generally do
not understand how to use any non-IHS or health insurance/health care system. He said they are
“scared of it because they feel it’s too complicated,” and some have been told “their (Medicare
or Medicaid) card is no good.” Because of their lack of understanding, they often believe that the
services they need are not covered and can be easily intimidated by the “wrong words.”

In attempting to educate AI/ANs about the Medicare Savings Programs, the interviewee
said Navajo Nation SHIP staff have found that some elders, although aware of the programs,
“stubbornly refuse to apply” because they believe the Federal government has a trust
responsibility to provide them with health care without their having to apply for it. Additionally,
he said the application is difficult for many elders and that DES offices sometimes do not even
understand the Medicare Savings Programs and cannot relay the benefits and application
requirements correctly to potential eligibles. He knows that PBCs at some IHS facilities will
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send Medicare Savings Programs applications home with clients but do not have the time to
provide application assistance so the applications are not completed.

The SHIP interviewee also emphasized that the difficulty of translating English terms
into Navajo (e.g., there is no Navajo word for Medicare) can be a serious obstacle to application.
Additionally, he said that Medicaid is very confusing to Navajo Nation elders due to differences
in programs among the three States (e.g., he said that New Mexico Medicaid does not pay for
services in Arizona or Utah).

The SHIP interviewee, however, believes that “baby boomers” retiring in two to five
years will be much more aware of the Medicare programs and benefits and need for the coverage
due to current educational efforts for consumers, providers, and State and community
organizations. In the past, there were fewer educational activities and current elders have little
understanding of the programs. For instance, the Navajo Nation SHIP educational component
has only existed for five years. Additionally, the Navajo Nation SHIP has received additional
outreach funds from the Arizona and New Mexico SHIP programs in the last couple of years
through legislative lobbying.

Strategies to Increase Enrollment in Medicare and the Medicare Savings Programs

The Navajo Nation SHIP conducts door-to-door public benefits program outreach and
often does outreach at Navajo Chapter Houses, Senior Centers, or in conjunction with local
Social Security representatives conducting their own outreach on the Navajo Reservation. The
SHIP has also partnered with AARP to conduct program outreach.

SHIP program staff advertises availability of program training through flyers and
contacts at IHS and Tribal facilities but “leaves it up to PBCs” to request training. The
interviewee said the SHIP generally conducts program training once a year.

The SHIP interviewee provided several suggestions for increasing Navajo enrollment in
the Medicare and Medicare Savings Programs:

e Educate and train all levels of health care providers on program details. This would
enable health care providers to relay accurate program details to patients (e.g., they
should be able to tell elderly patients that Medicare “doesn’t cover prescription drugs but
it does cover some health services, such as XX, that you need.”) The SHIP interviewee
has found that a convincing message is to inform elderly AI/ANs that Medicare will pay
for a large amount of the care provided during a two-to-three-day non-IHS hospital stay.

e Promote community awareness and education about the benefits of the programs.
One idea the SHIP interviewee suggested is to place Navajo-language educational videos
in IHS facility waiting rooms and perhaps even in non-IHS facilities that AI/ANs use
(e.g., he said many go to Flagstaff and Gallup private hospitals although they cannot pay
their bills). Because a majority of elderly AI/ANs uses IHS facilities, it would be best to
use this system for education and outreach. Senior Centers would also be a good focal
point for video distribution. He noted that print materials in Navajo language would not

I11-20



be very useful because many elderly AI/ANs are illiterate in English and Navajo. Face-
to-face or visual materials would likely be much more effective.

e Train IHS hospital volunteers to educate patients about the programs. The SHIP
interviewee noted that a lot of old and young AI/ANs volunteer at IHS hospitals and
might be used to supplement PBC patient education efforts. A small stipend to reimburse
them for transportation or other small expenses would help support such a program. He
emphasized that many of these volunteers are known to patients and have already earned
their trust, which is important to effective AI/AN outreach.

Inter Tribal Council of Arizona
Overview

The site visit team interviewed Inter Tribal Council of Arizona (ITCA) staff that included
the Director of Public Benefits Outreach, the Aging Programs Specialist, the Project Specialist
for the National Family Caregivers Program, and the Director for Arizona’s Region 8 Area
Agency on Aging (AAA). Because of the make-up of the group, the discussion focused on
AI/AN elder issues and programs.

ITCA interviewees first noted that although ITCA headquarters are in Tucson, the ITCA
represents and conducts outreach with Arizona Tribes but not with AI/ANs residing in Arizona’s
urban areas. Through its Public Benefits Outreach projects, the ITCA provides Medicare and
other public benefits training for Tribal staff, runs booths at public events that Tribal members
are likely to attend, and places volunteers on Reservations throughout Arizona for outreach and
technical assistance. ITCA staff provides a large variety of services to Arizona Tribes as
described previously in the report. Specific duties described during the interviews include
oversight of the Title VI and Title III grants, the provision of technical assistance to Tribes, and
Tribal updates concerning legislation on aging issues. The ITCA’s National Family Caregivers
Support program also oversees home and community-based services and grants, provides
frequent training on these services to professionals, and helps providers enroll in AHCCCS so
they can bill Medicaid for providing home and community-based services under the program.
Additionally, the director of the AAA programs and SHIP coordinator works with Arizona
member Tribes and the Navajo Nation AAA to advocate for AI/AN elders’ issues, develop
outreach projects, administer AAA-funded programs, develop and implement Medicare training
programs for Tribal elders, and oversee SHIP volunteers and training. He also participates in the
new State-sponsored coalition, “End of Life Issues,” designed to educate professionals and
families about cultural end-of-life issues and financial planning and services.

The ITCA directs the Public Benefits Outreach (PBO) project funded by the IHS, CMS,
and Arizona’s DES Aging and Adult Administration. The project helps Tribal elders, people
with disabilities, and their families learn about Social Security, Medicare, Arizona Long Term
Care, and other benefits to which they might be entitled. It educates the community and family
on assisting elders and people with disabilities on answering benefits question and assists with
the appeal process if claims are denied. ITCA developed the project based on input from
meetings with elders and Tribal program staff. The PBO project recruited coordinators from the
ITCA’s member Tribes and provides benefit training for the coordinators, who in turn provide
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benefit counseling to AAA clients. The PBO Project also conducts “door to door” outreach on
Tribal lands to enroll homebound clients in benefits programs and holds presentations on
Reservations to provide consumer information on Medicare and other public benefit programs.

The ITCA also noted that it participates in several working groups that include IHS and
CMS staff whose purpose it is to improve outreach programs in Tribal areas across Arizona. The
ITCA believes it has a very good working relationship with the Arizona AHCCCS office,
particularly with its Native American Coordinator. ITCA interviewees noted that the Native
American Coordinator attends all of the ITCA training sessions when asked to participate. They
further said that she is very cooperative, has a good relationship with Tribes, and “everybody
likes her.”

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

ITCA interviewees said they believe that most eligible Arizona Tribal members are
enrolled in Medicare Part A although some do not realize they have this coverage. This is often
because a person does not read his/her mail. When ITCA encounters such cases, they tell the
person to ask his/her local senior center or Tribal health director to read all “official looking”
mail. Another barrier discussed included a significant lack of computer systems and technology
in Tribes to bill third parties. They said only four of their member Tribes currently have
computer access.

ITCA interviewees believe under-enrollment of Arizona Tribal members in the Medicare
Savings Programs is a substantial problem for the following reasons:

e The primary reason is that many AI/ANs cannot complete the application forms without
in-person assistance. ITCA directly and in cooperation with AARP volunteers helps
Tribal members complete forms in-person on Arizona Reservations. However,
interviewees said that often persons cannot find or obtain the documentation needed.
(ITCA provides elders with folders, asks them to “throw all their official looking mail in
it,” and then bring the folder to a local Senior Center for assistance). Some do not even
have a Social Security number, an official marriage certificate (if they had a “Tribal
marriage” for instance), a birth certificate, or other required documentation.

e Another barrier is that some Tribal members are not U.S. citizens, particularly from
Mexican border Tribes, such as the Tohono O’odham and Pascua Yaqui.

e There tends to be “lots of phone run-around between SSA, CMS, and Medicaid offices”
when individuals or advocates on their behalf are trying to get detailed program
information. Because of acute and persistent transportation problems, interviewees
stressed that it is extremely important that the system work well. Some Tribes have
transportation programs, but the assistance may not be well coordinated.

e AI/AN elders may be reluctant to use a toll-free telephone helpline system, preferring
face-to-face contact instead.
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e The ITCA can provide limited legal assistance to start an appeal process for program
denials but then the person requires a referral. Although some Tribes offer legal services,
it is neither easy nor inexpensive for AI/ANs to obtain legal representation.

e A lack of programs for short-term childcare that allow AI/ANs to access enrollment sites
and health services creates some barriers to third-party program and use. (ITCA is
looking into providing some type of support system, particularly for grandparents raising
grandchildren, which is a very common situation in many AI/AN communities.)

ITCA interviewees do not perceive Medicare Savings Programs redetermination to be a
large problem. ITCA staff work with Tribal contacts and volunteers to keep track of and assist
elders with redetermination. The only barrier they commented on is that some Tribal members
receive periodic gaming revenues, causing them to cycle in and out of Medicaid eligibility.

Strategies to Increase Enrollment in Medicare

ITCA staff said they regularly conduct Tribal training and presentations on the Medicare
program targeted toward SHIP and ITCA volunteers, elders, and intermediaries (such as health
facility staff, Title VI staff, social workers, etc.). They try to coordinate training with other
AI/AN elder activities and meetings that may already be planned across the State. ITCA is in the
process of creating videos for Tribes about the Medicare program in both English and some
Tribal languages (e.g., Hopi and Tohono O’odham languages). ITCA staff attend CMS’s “Train-
the-Trainer” program each year and use much of the materials obtained from the program in
developing their own training materials. However, ITCA staff also said they develop some of
their own materials, including a flyer provided to Tribal members in their homes. ITCA invites
CMS, SSA, Federal and State disability program staff and “other CMS partners” to present
information at the ITCA training sessions. They said much of their training focuses on raising
awareness of available public benefits programs for elders and disabled persons. ITCA also
provides Tribal CHRs with brochures and flyers to give to clients.

ITCA interviewees said they are aware that the State provides some funding assistance
for outreach, particularly through home and community-based services programs; that the
AHCCCS Native American Coordinator provides training and materials; and that Arizona’s
SHIP also provides Medicare program training and application assistance. In addition to these
strategies, and their own outreach activities, ITCA interviewees suggested that the following
would help to increase enrollment in the Medicare and Medicare Savings programs among
AI/AN elders:

e Provide training and technical assistance for Tribal use of computers for third-
party billing purposes and Internet access. This would enable more Tribal members to
use such programs as The National Council on the Aging’s (NCOA) “Benefits Check-
Up” website. The ITCA is currently working in partnership with the NCOA to revise
Benefits Check-Up contact information to include local community contacts that can
provide in-person or local telephone assistance. When completed, website visitors will
not have to contact several agencies in several cities to locate assistance.
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e Expedite reimbursement processes through development of computer and/or
Internet services. Interviewees said this would provide incentives for Tribal and THS
facilities to encourage third-party program enrollment. The ITCA is working with Tribes
to develop these processes and currently much of the third-party Tribal billing goes
though ITCA. The ITCA has bought computers for Tribes but does not have enough staff
or funding to train Tribes on how to use them. Additional funds for technical assistance
would help. They noted that there is a particular lack of knowledge concerning computer
and Internet use among rural, isolated Tribes because of their poorer access to computers
and telephone systems.

o CMS facilitate, rather than create, materials for use by Tribes and other AI/AN
organizations. ITCA interviewees said that AI/AN organizations are likely to be much
more effective at designing culturally appropriate materials.

e Increase consumer education and awareness of the programs. Interviewees said that
in-person outreach is likely to be most effective, although Tribal and local community
radio stations can be an effective way to disseminate program information.

e CMS or the State provide funds directly to ITCA to train community volunteers and
provide them with a transportation stipend and to pay a part-time volunteer coordinator.
ITCA interviewees believe that a stipend would help ITCA better recruit and retain
volunteers. Also, the State requires SHIP and other formal volunteers to fill out
reports/forms, which discourages volunteers, but a stipend might help offset this burden.

e Provide funds for a copy machine and fax machine for each Tribe. Interviewees said
this would help local volunteers, CHRs, social workers, and other Tribal advocates and
workers to better assist in-home and local collection of required application documents.

Other Issues

ITCA interviewees noted that they would like assistance from PBCs in training and
presentations, but said that ITCA currently does not have a partnership with IHS. They believe
this is a problem among all Tribes and IHS areas in Arizona, including Navajo Nation. They
suggested that a revision of the Intergovernmental Agreement with CMS and IHS to reflect
closer partnership relationships between IHS and Tribes might help address the issue.

FINDINGS: NAVAJO NATION
Overview

The Navajo Area IHS (NAIHS) is responsible for the delivery of health services to
AI/ANs residing in portions of Arizona, New Mexico, and Utah. NAIHS is primarily responsible
for providing health care to members of the Navajo Nation and Southern Band of San Juan
Paiutes, but also provides care to other AI/AN Tribes (e.g., Zuni, Hopi). Interviewees estimated
that less than four percent of the NAIHS service population is non-Navajo.

During the three-day site visit on the Navajo Nation Reservation, the site visit team met
with a large number of IHS and Tribal staff from the five Arizona IHS Service Units of the
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NAIHS (Ft. Defiance, Chinle, Kayenta, Tuba City, and Winslow; see Appendix III.A for a list of
names and contacts). Interviewees also included out-stationed DES eligibility workers at the five
Service Units. Three of the Service Units provide care directly through IHS-operated facilities;
Navajo Nation began operating all health facilities in two of the Service Units (Winslow and
Tuba City) under a 638 contract with IHS in September 2002, a month before our site visit.
Long-term care and behavioral health programs are Tribally directed in all of the Service Units.

According to NAIHS staff, there has been a large increase in NAIHS Medicaid revenues
over the past three years, totaling $99 million in 2002. Most Medicaid growth has occurred in
Arizona and New Mexico rather than in Utah, primarily because Utah has poorer Tribal
consultation. NAIHS interviewees also said there is little Tribal consultation with the State of
Utah regarding the State’s SCHIP program and they are expecting little, if any, reimbursement
from it. NAIHS staff noted that increased Medicaid billing in Arizona and New Mexico could be
partially attributed to a change in the late 1990s when the IHS Director made a commitment to
maximize third-party resources. Increased funding for this purpose is allowing NAIHS to invest
in consultants and computer systems (e.g., the “E-series” program at Ft. Defiance now interfaces
with State enrollment data) that enable it to more effectively bill third-party insurance programs.

Interviewees at the Tuba City Service Unit said that the “638” facilities are placing even
more emphasis on third-party resources. Winslow Service Unit interviewees estimate that about
50 percent of their revenues will be derived from third-party resources in 2003 due to their
improved electronic enrollment and billing systems. NAIHS staff also partially credited the
passage of Arizona’s Proposition 204 in November 2000 that expanded AHCCCS eligibility for
increased Medicaid third-party revenues to Tribal and IHS facilities.*’

The State of Arizona assists with AHCCCS and KidsCare enrollment and billings
through its funding of several DES eligibility staff on-site at Navajo Nation health facilities: Ft.
Defiance and Tuba City have a DES eligibility worker on site; Winslow has had a DES worker
on-site since 2000 but interviewees said applications are not always processed in a timely
manner; Kayenta has an on-site DES worker and a Utah Medicaid eligibility worker; and Chinle
used to have two on-site DES eligibility workers but recently lost one.

NAIHS staff interviewed reported that Navajo Nation has good relationships with the
Arizona and New Mexico State governments, but not with Utah. Interviewees at Chinle also
reported this and Kayenta interviewees noted that Arizona’s Medicaid program provides much
better coverage and better eligibility requirements than Utah’s program. While Tuba City
interviewees echoed NAIHS sentiments, they also said that, “Sometimes it’s very difficult to get
information from AHCCCS when it’s needed.”

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Among the five NAIHS Service Units, there was general agreement about the seriousness
of Medicaid and SCHIP under-enrollment and the primary reasons for under-enrollment.

* Proposition 204 allocates State funds derived from tobacco companies as part of a lawsuit settlement to expand
AHCCCS eligibility.
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Therefore, interviewee reports are summarized below unless a particular barrier or departure
from the rest of the Service Units is important to note.

The five Service Unit interviewees agreed that there are few problems with under-
enrollment of area AI/ANs in New Mexico’s and Arizona’s Medicaid programs and that Arizona
has an excellent Medicaid program. They did report, however — particularly in the Service Unit
closest to the Utah border (Kayenta) — a significant challenge in enrolling AI/ANs in Utah’s
Medicaid program. Interviewees said that patient registration staff at most NAIHS health
facilities screen patients for all third-party insurance eligibility, then refer them to Patient Benefit
Coordinators (PBCs) for additional screening and application assistance. As well, out-stationed
AHCCCS DES eligibility workers help with application completion for the AHCCCS program.

In contrast, interviewees from several of the Service Units believe there is serious under-
enrollment in all three State’s SCHIP programs, particularly noting that Utah and Arizona have
capped enrollment.”’ Kayenta staff said that Utah’s SCHIP enrollment was closed until
November 2002.' Interviewees provided reasons for SCHIP under-enrollment that included
individuals having some sort of private insurance, SCHIP is a new program, it is targeted toward
a young population, and/or it is not well advertised.

There was general agreement among the five Service Unit interviewees that the largest
enrollment “gaps” are most likely associated with AI/ANs who do not use IHS or Tribal
facilities. Because there is little or no outreach to non-patients, and uninsured people are only
screened when they present at health facilities, “healthier” eligible AI/ANs and those living in
rural areas (which are hardest to reach) are the most likely to be under-enrolled in Medicaid,
SCHIP, Medicare, and the Medicare Savings Programs.

Barriers to Initial Enrollment

NAIHS staff and Service Unit IHS and Tribal staff interviewed at the five Arizona
Service Units discussed a variety of barriers to Navajo Tribal enrollment in the Medicaid and
SCHIP programs in Arizona, New Mexico, and Utah:

e One of the most prevalent barriers discussed is Navajo Nation’s having to work with
three (and sometimes four) different State Medicaid programs and three different CMS
regions. (In addition, some Tribal members use Colorado health care facilities because
they are closest.) It is very difficult to communicate with and educate so many people
about the three States’ Medicaid programs and structures. Additionally, interviewees
noted that obtaining State-level data from all three States can be difficult, as is
coordinating THS facilities across the States. Examples of difficulties include:

*In response to this Statement, CMS noted that it has not been notified that Arizona’s KidsCare has capped
enrollment. Arizona’s AHCCCS/KidsCare Native American Coordinator confirmed that, although the State statute
creating its SCHIP program allows for capped enrollment if State and Federal funds for this purpose are exhausted,
KidsCare enrollment has to date not approached the enrollment cap and is unlikely to be capped at any time in the
near future (telephone conversation, July 16, 2003.)

>'Utah SCHIP enrollment has been capped since December 7, 2001, and no new applications are being accepted;
however, SCHIP may hold periodic open enrollments announced by public notices. The last open enrollment was
held November 12 - 22, 2002. http://health.utah.gov/chip/benefitreductions.htm, accessed March 14, 2003.
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Kayenta needs to send inpatients to hospitals with an available bed but this causes a
billing problem if a resident of one State is referred to a hospital in another State.

Navajo IHS facilities that treat patients from border States have to interpret Medicaid
rules and regulations from up to four different States.

Services provided to an out-of-State Navajo by an IHS facility but delivered by a private
hospital or provider often go un-reimbursed because the hospital or provider does not
contract with the patient’s resident State Medicaid office.

Chinle staff noted differences in the way various State human services agencies handle
medical assistance programs. Staff feels that duplication of work and services exists; this
duplication could be minimized by increased coordination and communication among
State agencies within and across the three States.

Kayenta staff said that State border issues are exacerbated by the lack of Medicaid
providers in all four States. For example, Utah patients often drive to Farmington, New
Mexico, for renal dialysis because it is the only place in the area that accepts Medicaid
patients. However, New Mexico providers do not want to go through the Utah Medicaid
process to become certified as Utah Medicaid providers. Additionally, they receive more
money for these patients from IHS’s Contract Health Services than from Utah’s Medicaid
program.

Tribal members must apply for Medicaid/SCHIP programs in their resident State as well
as in the State in which they receive treatment.

County-to-Tribal government relationships are even more difficult to establish and
maintain than State-Tribal government relationships, which must be negotiated among
four States.

Many Navajos view THS as a “free” health care system so they do not see why they
should enroll in other government health care/insurance programs. For instance, Tribal
members view Contract Health Services as an “entitlement” and they like it because they
“don’t get the run-around.” Additionally, many people are suspicious about the need to
provide certain application information to government agencies, including Social
Security numbers, employment history, and income.

Substantial lack of Tribal members’ awareness and program education is a major barrier
for all of the States’ programs. Awareness of the three States’ SCHIP programs was
noted as a particular problem. Interviewees also said that even people who are aware of
the programs, because PBCs and patient registration staff provide continuous education,
often do not fully understand their benefits or why they should enroll until they visit an
IHS or Tribal facility and have the programs explained to them.

Low program awareness, according to interviewees, is also due to a lack of access to
communication devices on the Navajo Reservation, such as televisions, telephones, and
radios. Interviewees noted that as few as one-third of Tribal members have telephones or
radios in their homes and even fewer have televisions.
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Communication and transportation problems contribute significantly to enrollment
barriers in all of the five Service Units, but particularly in the more remote areas of
Chinle, Kayenta, and Tuba City. Kayenta interviewees stressed that communication with
Tribal members is a large challenge due to illiteracy and language issues (particularly for
older Navajos), as well as lack of mail, electricity, telephone service, and applicants
providing wrong addresses. A very significant problem in most areas of the Navajo
Reservation is lack of access to reliable transportation to travel to a DES office to enroll
or to return for follow-up appointments to complete the enrollment process. Most AI/ANs
living on the Reservation also lack the ability to enroll in programs via Internet or mail.
Illiteracy that inhibits many area AI/ANs’ ability to complete applications by mail was
also cited as a barrier. Finally, even when Navajo Tribal members do have transportation
and communication capabilities, many are deterred from enrolling in the programs
because they do not have reliable enough transportation to use the services on a regular or
even periodic basis.

The remoteness of many Reservation communities, poor road conditions, and lack of
reliable transportation often results in “crisis care.” That is, many Tribal members do not
understand the value of Medicaid or SCHIP benefits if they have not needed to access
them in the past. As such, they do not receive many preventive services available through
these programs (and interviewees noted that many health crises are the result of no
preventive care). The cycle of “crisis care” costs hospitals and health centers in the form
of non-reimbursable care. Several interviewees also said that the October 2001 law
allocating responsibility to State DES offices to determine AHCCCS eligibility has
caused some enrollment problems. They said there are fewer DES offices than there were
County offices and that DES regions do not overlap with IHS regions, creating a “long
haul” for many to get to these offices.”® (Tuba City and Chinle interviewees also cited
difficulty with receiving timely information from DES regarding patients’ eligibility
status.)

Many interviewees cited lack of infrastructure on the Navajo Reservation as a significant
program enrollment barrier. Navajo Nation leadership said that the Navajo Division of
Health does not have an appropriate encounter and billing infrastructure, including staff
and computerized billing mechanisms (most billing is still done by hand). This reduces
incentives to promote program enrollment. Additionally, leadership stated that there are
no coordinated systems in place for Navajo Nation to provide outreach and enrollment
assistance. For example, they noted that no single entity is responsible for health outreach
and enrollment services, stating that this leads to “crisis management.”

Navajo Tribal staff and interviewees at Chinle cited the lack of infrastructure for training,
program development, and information sharing as a barrier to program enrollment. Tribal
staff also said that Navajo Nation has not developed a strong enough infrastructure to
support coordination and integration of health care services and aftercare services.

>2Prior to passage of Proposition 204, Arizona’s 15 counties were responsible for determining individuals’ eligibility
for the Medicaid and SCHIP programs. Effective October 1, 2001, Medicaid expansion absorbed all State-funded
programs and the Arizona Department of Economic Security became responsible for determining program
eligibility.
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Without this, staff does not consider it a good idea to develop training and education
programs to increase enrollment.

e Other interviewees cited that a lack of infrastructure for information sharing among
NAIHS Service Units in particular is problematic for Navajo health facilities and Tribal
offices. Currently, the only Tribal office on the Reservation with Internet access is at
Window Rock. Mechanisms for information sharing would help health centers and Tribal
offices communicate with each other and provide a coordinated continuum of care to
Navajos. Improved communication capabilities would also help patient resource staff
keep current with frequent changes in Medicaid programs. Kayenta staff remarked that
the rapid and numerous policy and administrative changes within Medicaid in the three
States are confusing. They cannot adequately help Navajos understand these changes if
they themselves are not aware of or do not understand them.

o Difficulties with program application processes were also often cited as barriers to
enrollment.

o Interviewees from three of the five Service Units said that all of the three State’s
Medicaid and SCHIP applications are too lengthy and time-consuming, involving too
much paperwork and required documentation. Kayenta staff mentioned that applications
are too dependent on individuals’ providing information and documentation. They feel
that applications should be computerized, with the ability to pull information needed for
the applications from other agencies’ databases.53

o Interviewees also often cited poor customer service at DES and SSA offices as barriers to
program application. Interviewees from all Service Units stated that Navajo members
who have gone to local DES and SSA offices to apply for programs report poor customer
service. Specifics mentioned by interviewees include: lack of culturally competent
service including insensitivity to AI/AN health care needs or ways of having those needs
met; perceived negative attitudes and lack of customer services skills; perceived racial
bias and intimidating behavior; and failure of County/State workers to provide
application assistance. (Navajo Nation staff interviewees said that the Winslow Service
Unit has documented instances of these problems.)

e Winslow and Chinle interviewees said that Arizona does not conduct a comprehensive
evaluation for eligibility even though it uses a universal form for its AHCCCS programs
and KidsCare, stating that the form is not shared universally among agencies (this was
not documented).

e Chinle interviewees reported that enrollment in KidsCare is a challenge for several
reasons including difficulty communicating with DES offices to verify application and
redetermination information, and KidsCare redetermination notices arriving after
deadlines have passed.

e Navajo Nation staff interviewees said that SCHIP eligibility decisions in Arizona (they
did not comment on the other States) are often too slow (e.g., when they are asked to send

53 Note that AHCCCS and KidsCare applicants can apply on-line.
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an application to Phoenix, it can be re-routed to the Dilkon DES for eligibility
determination).

o Navajo Nation staff interviewees also said that a very large problem is that no AHCCCS
or KidsCare decision letter is sent to applicants (they did not comment on the other
States). They said that the Winslow Service Unit has documented this problem.

o Tuba City staff cited DES’s lack of a screening tool for eligibility as a deterrent to
enrollment in AHCCCS and KidsCare. Currently, DES workers distribute applications to
anyone who seeks one without first investigating eligibility criteria. As such, more people
are denied for programs than would be the case if DES staff reviewed eligibility criteria
on an individual basis before initiating the application process. If DES were to utilize a
screening tool, Tribal members would have a better idea of the likelihood that they are
eligible, causing more individuals to follow through with the application process.

o Kayenta staff noted that lack of reliable transportation options for the Reservation
population is exacerbated by limited DES office hours.

e Navajo Tribal staff commented that the lack of a true government-to-government
relationship between Navajo Nation and the U.S. government filters down to the County
level. Staff reported a poor relationship between the Tribe and County governments that
overlap the Reservation. The fact that the Federal government has delegated Medicaid
administration to the States, some of which in turn have delegated this authority to
County offices, exacerbates this tension and presents barriers to enrollment. Tribal staff
also feels that many State regulations do not honor and respect Tribal programs, resulting
in many State policies not being conducive to Tribal enrollment in Medicaid and
SCHIP.” According to interviewees, the poor relationship between the Tribe and County,
State, and Federal governments feeds some members’ historical mistrust of these
governments; they are suspicious about providing personal information and would rather
forego the services a program offers than provide the information necessary to enroll in
that program.

o Several interviewees stated that Navajo Nation’s agreement with the State’s Division of
Child Support Enforcement deters many potential beneficiaries from enrolling in
Medicaid and KidsCare. A significant number of Navajo grandparents are raising
grandchildren and fear that their KidsCare application will trigger DES to contact the
absent parent for child support (Chinle interviewees said this “is a huge problem”).
Separated parents are also asked to apply for child support but many are afraid of the
repercussions of doing so.

e Also, some AI/AN grandparents need short-term daycare assistance so they can go to
DES offices (not realizing they can mail in the application if they can complete it without
assistance). At the time of the site visit, interviewees were not aware of any programs
offering daycare assistance.

> Navajo Nation Tribal health staff has policy briefs on the issues discussed in this bullet point that are available
upon request.
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Some interviewees remarked that welfare stigma could be a barrier to Medicaid and
SCHIP enrollment. Chinle interviewees said that this stigma is particularly acute for the
KidsCare program because applicants are embarrassed to be seen at a DES office.
Although most Navajos feel comfortable going to a Reservation health facility to apply
for SCHIP or Medicaid, several interviewees said that their on-site DES workers are
overburdened (or virtually non-existent in the case of Utah).

The following program enrollment barriers were reported by only one or two interviewees:

Navajo Nation leadership called for additional program training for service providers.
They also said they do not receive AHCCCS program updates as regularly as they
should.

Ft. Defiance interviewees commented that the Arizona AHCCCS has improved
communications recently, but they still have significant communication problems with
local SSA/SSI offices.

Winslow, Tuba City, and Fort Defiance interviewees cited confusion about Navajo
Nation’s Tribal insurance (covering an estimated 6,000 employees of Navajo Nation and
their dependents) as a barrier to enrollment. Some individuals who are covered under the
Tribal insurance program are unaware that they can also receive Medicaid benefits. As
well, facilities that provide care to these individuals face billing obstacles: interviewees
reported that the Arizona AHCCCS program considers Tribal insurance to be private
insurance and has begun to deny claims for Navajo AHCCCS enrollees who are also
enrolled in the Tribal program (this was not documented).

Barriers to Maintaining Enrollment

Redetermination for the three States’ Medicaid and SCHIP programs was not often

discussed as a major problem for Navajo Nation members. Kayenta interviewees did mention
that redetermination often causes AI/AN Medicaid beneficiaries to fall off the Medicaid rolls.
Staff said that caseworkers in DES offices are all different, with some willing and some not
willing to contact recipients whose enrollment periods are about to end. Interviewees discussed
the following specific barriers to maintaining enrollment in these programs:

Fort Defiance and Tuba City staff cited the billing cycle of Arizona’s AHCCCS program
as a barrier to maintaining enrollment. The New Mexico Medicaid program allows a 90-
day window within which the agency will reimburse Medicaid claims. In Arizona, DES
requires a bill within seven days of the service. This short timeframe presents challenges
for health centers that lack electronic billing systems or whose billing systems do not
generate bills within the required timeframe. For instance, the billing system at the Tuba
City facility does not generate a bill for thirty days, far later than DES’ seven-day
requirement. The fact that some facilities know that they cannot generate a bill in time to
receive reimbursement deters them from submitting a bill at all. Furthermore, these
facilities have little incentive to encourage people to enroll in programs, to stay enrolled
after an initial enrollment period, or to present alternate resources at the time of the visit.
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o Staff at Kayenta said that seasonal employment causes many AI/AN Medicaid
beneficiaries to cycle on and off the program.

o Kayenta staff noted that the Utah Department of Health’s Primary Care Network (PCN)
requires a $50 annual enrollment fee.”> Because PCN contracts with the Utah Medicaid
program as a provider, AI/ANs who want to use PCN providers are faced with a $50
annual fee. This fee is prohibitive for many AI/AN families.

e Tribal members sometimes do not return redetermination forms due to problems with
obtaining supporting documentation.

e Chinle interviewees said that the AHCCCS and KidsCare redetermination processes are
“vague and arrive too late to the family.” This requires PBCs to do time-consuming
follow-ups every 30 days with every family until their children are enrolled or denied.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

With the exception of the Kayenta Service Unit interviewees, others stated that Medicare
and Medicare Savings Programs under-enrollment is not a large problem in their area. AI/ANs
who are eligible but not enrolled are either referred to the local SSA office or PBCs at health care
facilities who explain program benefits and processes and help complete applications. Kayenta
interviewees said Navajos in their area are significantly under-enrolled in both Medicare Parts A
and B and the Medicare Savings Programs. They attributed this mainly to the fact that “Tribal
members tend to look to THS to help with everything.”

Despite relatively low estimated under-enrollment in these programs in most areas of the
Navajo Reservation, interviewees said the following obstacles prevent 100 percent enrollment of
all eligible Tribal members:

e Tuba City and Kayenta interviewees stated that under-enrollment in Medicare Part A is
often due to a widow’s lack of awareness about her husband’s work history. Even if
aware of potential eligibility for Medicare via a spouse, many widows do not know where
to seek help for information about how to access services. Additionally, interviewees said
there is little information regarding Medicare eligibility for disabled persons. Staff
reported that some do seek help at an IHS facility, noting that many AI/ANs look to the
IHS for every health care need and every question about health care coverage. While IHS
patient resource staff is willing to help search for information and refer individuals to the
appropriate agencies, they also suggested that out-stationed DES and SSA staff at the
health facility would ease the burden of the resource staff’s workload.

o Tuba City staff cited the fact that some spouses who may be eligible for Medicare Part A
do not have a formal marriage certificate and do not realize there are other ways they can
prove their marriage to receive Medicare Part A. They suggested this is an issue that
Tribes should help resolve.

> Navajo Nation submitted a position paper to the Utah Medicaid office opposing the $50 annual enrollment fee
required by PCN.
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Chinle staff noted that while many elders or disabled Navajo members may be eligible
for the Medicare Savings Programs, Social Security Income (SSI) staff at SSA offices
does not educate clients about these programs. Even if an individual expresses interest in
the Medicare Savings Programs, SSI staff hand out an application but do not offer any
assistance with it. Because many elders require help with the application due to language
barriers, illiteracy, and the lengthy SSI application and substantial documentation
required, those who cannot find assistance elsewhere are often unable to complete the
application. Letters from SSA explaining program acceptance or denial or requesting
additional information are difficult for many Tribal elders to understand due to lack of
education and language problems. Additionally, interviewees gave examples of how
cultural misunderstandings can hinder enrollment. For example, interviewees said that the
living arrangements of AI/ANs are sometimes different from others so when an SSA
representative asks these types of questions, the answers seem awkward or unusual to the
representative who then assumes that the person is not eligible. Kayenta interviewees
noted that its local SSA’s office recent hiring of Navajo speakers has been very helpful.

Tuba City, Kayenta, and Chinle staff pointed out that the Medicare Part B premium is
high relative to the incomes of many Navajo residents and that many beneficiaries are
unwilling or unable to pay the premium since they think they can obtain all Part B
services through IHS. They often do not pay the premium until they are sick and realize
the need for it, but then a penalty premium applies. Even if they were eligible for the
Medicare Savings Programs that would pay the premium and co-pays for them, many
Navajo members still do not want to enroll in these programs. They do not understand the
funding mechanisms of IHS facilities or the way that enrolling in a program would
benefit the facility, themselves, or their Tribe. They find the idea of enrolling in Medicaid
and Medicare confusing and redundant to the care they can already receive through IHS
for “free.” Chinle interviewees said that even the agencies themselves do not seem to
understand the Medicare Savings Programs well and how Medicare and Medicaid
interact.

Fort Defiance, Chinle, Kayenta, and Navajo Tribal staff cited language as a significant
barrier to enrollment for elderly Tribal members. Navajos are a traditional people and
many elders still speak only the Tribe’s native language. In fact, many of these elders are
illiterate even in their native language. As such, printed materials in the Navajo language
would not help increase their knowledge about public health insurance programs. Most of
the agencies that handle program enrollment do not have bilingual staff to help these
individuals with Medicare issues.

Kayenta interviewees cited a lack of coordination between DES and SSA as a barrier to
enrollment although they did say that DES has a connection to SSA on-line.

Tuba City interviewees said that some Tribal employees’ records are not in the SSA
database, causing them to appear ineligible for Medicare.
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Strategies To Increase Enrollment in Medicaid, SCHIP, and Medicare

Interviewees discussed several activities that currently take place on the Navajo
Reservation that help increase program enrollment:

o Ft. Defiance staff does not mandate but strongly encourages patients who need Contract
Health Services to enroll in Medicaid, SCHIP, and Medicare programs.

o Ft. Defiance PBCs reported that they are careful to document the steps they have taken
with an application so that other hospital staff can track the application process if there is
a change or turnover in personnel. This type of documentation is important so that
individuals receive a continuum of assistance from patient resource staff.

e PBCs in the Gallup IHS hospital have started an internal meeting among Navajo Service
Units to communicate with each other and coordinate among PBCs. Gallup IHS hospital
staff has access to other Navajo Area Service Units’ patient data and Ft. Defiance staff
has access to insurance information for the other Service Units. Interviewees noted that
the computerized capacity that has allowed sharing of data and information systems
among clinics has been very helpful for increasing enrollment.

e Ft. Defiance interviewees feel that IHS as a provider is doing a good education and
enrollment job, but other providers serving this same population are not doing as much.
They also believe that Navajo Area IHS facilities have worked hard to automate billing of
third-party resources.

o Chinle IHS hospital has two PBCs on staff and is soon hiring four additional ones. After
this occurs, they said they will work on conducting more outreach to non-user AI/ANs
and linking through the Internet with other Service Units and Navajo Division of Health
staff.

o Ft. Defiance interviewees said that the State of Arizona has done some KidsCare
outreach, but has not developed or implemented a comprehensive, well-coordinated
approach to outreach. Tuba City interviewees stated they are not aware of any Arizona
outreach programs for AI/ANs for the AHCCCS or KidsCare programs.

o Tuba City interviewees said that in Arizona, PBCs can go directly into the AHCCCS
database to view begin and end dates of enrollment and eligibility determinations. As
well, health facilities’ billing offices can view AHCCCS payments. In addition, a down-
loadable AHCCCS eligibility roster is sent to them once a month but only includes those
enrolled in an IHS/Tribal health plan but not in other AHCCCS health plans. The
eligibility roster provides information on race and whether the person is living on or off-
Reservation.

Similar to the discussion of enrollment barriers, interviewees from the five Navajo Area
Service Units, the Navajo Area IHS Office, and Navajo Nation staff recommended several
common strategies for improving Tribal enrollment in Medicaid, SCHIP, and Medicare
programs. These recommendations are summarized below. At the end of the list are several
strategies that were suggested by only one or two interviewees.
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o Establish a tri-State Medicaid agency for Navajo Nation. All interviewees expressed
support for the establishment of an IHS- or Tribally-run tri-State Medicaid agency that
would serve the Navajo Reservation exclusively. The THS and Tribes would have the
ability to determine eligibility for Navajo members. Interviewees said that the Area IHS
and Tribal communities are more informed about AI/AN issues than most DES staff and
could increase enrollment by employing culturally competent enrollment strategies. Also,
the administrative difficulties affecting health facilities located near State borders would
be eliminated. A tri-State Medicaid agency for Navajo Nation, according to interviewees,
would bring more comparability across State programs and structure and promote
government-to-government relationships by taking County governments “out of the
equation.”

Interviewees were not sure how this could be accomplished, but Service Unit
interviewees suggested that Navajo Nation leadership should investigate State waivers for
operating their own TANF and Medicaid programs. Several mentioned that they currently
employ Tribal staff as eligibility workers and case managers for behavioral health through a
Memorandum of Agreement with the State of Arizona. They suggested that perhaps the same
could be done for the three States’ Medicaid programs.™

Navajo Nation interviewees said they currently do not have adequate data to support
eligibility estimates for understanding under-enrollment and for targeting outreach. Navajo
Nation said they would like an actuarial grant from CMS to do a study of eligibility and costs.
Navajo Nation has appropriated some funds to develop such estimates in support of advocating
for a tri-State Medicaid program, but do not have enough funds to complete the study at this
time.

e Facilitate “one-stop-shopping” capability. Interviewees would like to have on-site
eligibility workers from many public benefit program areas such as Social Security,
Veterans Administration, all three State Medicaid/SCHIP offices, Food Stamps, State- or
Tribally-operated TANF programs, and others (e.g., the Women, Infants, and Children
program). Current DES workers can only process applications for limited social services.
Several also said that it would be most helpful if on-site out-stationed workers could
speak Navajo and/or would live in the local community. In addition, it would be ideal if
these workers could operate out of one office or building to simplify applicant access.
Interviewees recommended that not only should there be one out-stationed staff from
each entity/program at the same place, but that each staff person should be trained to
provide support for all the programs. Kayenta interviewees even recommended that the
State/CMS construct a software system that would allow for computerized application
and that could be accessed from a number of on- and off-Reservations sites, as well as
allow program applicants to apply for all eligible programs at one time.

Somewhat related, Ft. Defiance staff cited their case management approach as vital to
increasing enrollment in public benefits programs. Patient resource staff work closely with WIC,

% At the very minimum, interviewees said better coordination of Medicaid/SCHIP programs across the three States
is greatly needed so Navajos do not have to provide duplicate application information.
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Aging, and health education program staff and the police department to provide a comprehensive
network of care to Navajo members. Case management services are also available for off-
Reservation Tribal members.

o States and CMS provide systematized information resources support. Interviewees
stressed that PBCs need specifics about program enrollment processes and on-line forms
and screening tools that would highlight applicant information still needed (e.g.,
electronically highlighted). PBCs also need access to resources where they can easily and
quickly either find an answer or at least know where to get the information. PBCs are
currently overburdened and the information resource system is ad hoc. They now rely on
CMS and State websites, which can be helpful, but PBCs noted that access to the Internet
is not always available or can be very limited (particularly at rural health stations) and is
time consuming. Interviewees commented that many PBCs informally now provide “one-
stop-shopping” for health facility users but that they need much more systematic access
to the “right” tools, information, and training.

Interviewees also requested workforce development assistance that would assist them in
hiring health facility staff that already have the relevant skills. The intensive training now
required for new patient registration clerks and PBCs consumes a great amount of health facility
resources. Some interviewees suggested that development of a training package for a variety of
public benefits programs would also help. Others suggested that Tribes and the IHS forge
partnerships with local community colleges to develop training programs for PBCs and
billing/coding workers. (Gallup College currently provides such training but it is difficult for
many Navajos to physically access it). Navajo Nation is currently considering providing on-line
courses through the Reservation’s telemedicine infrastructure; they suggested that States and
CMS might also be able to tap into this system for continuing education and training purposes.
They noted that Chinle currently provides Internet courses to health centers for doctors and
nurses.

e Provide greater intermediary training and support. All those interviewed stressed the
importance of, and great need for, increased program training for all types of
intermediaries — local community people who are in frequent contact with eligible but
non-enrolled Tribal members who could provide screening and application assistance. All
interviewees also emphasized that training needs to consist of comprehensive, regular,
cross training.

Comprehensive cross-training should encompass both training on a variety of public
benefits programs available in Arizona, New Mexico, and Utah (e.g., SSA, SSI, Medicaid,
SCHIP, Medicare Savings Programs, Medicare, food stamps, cash assistance, WIC, etc.), as well
as training for all types of intermediaries (e.g., Aging staff, WIC staff, Head Start staff which
also provide home-based services, senior meals/congregate meals staff, CHRs, AHCCCS
behavioral staff and case managers, Tribal health board members, health educators, schools, all
IHS and Tribal facility staff — including PBCs, registration clerks, nurses, disability providers,
Contract Health Services staff, and case managers). In essence, interviewees suggested that
training should be targeted toward the existing staff infrastructure available for family/individual
assistance programs.
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Several noted, however, that training of PBCs (and Contract Representatives with CHS)
are the most important to train because most facilities refer patients to them for assistance and
“what they say to patients is what patients believe.” Tuba City interviewees reported that IHS
and Navajo Nation have both tried to coordinate Navajo Nation PBC training, but this has not yet
occurred. Tuba City interviewees suggested that Inscription House’s “whole-system staff
approach” to third-party resources training might be a good model for health facilities.
Additionally, the Ft. Defiance business office management team meets bi-weekly to discuss
issues. The high level of communication between the management team members helps them
devise strategies to increase enrollment.

Navajo Tribal staff and Chinle staff interviewees noted that Tribal staff, particularly
PBCs, must absorb the responsibility of understanding the complicated administrative intricacies
of the various State and Federally funded programs in which their members are enrolled.
Interviewees feel that there is a lack of County, State, and Federal support to help them fulfill
this responsibility.

o Improve agency staff training. Interviewees recommended that cross-training activities
should include training of State and Federal agency staff to better understand Tribal
systems and culture. Additionally, Chinle and Tuba City interviewees said that DES
workers (except those out-stationed at IHS/Tribal facilities) generally do not understand
the “spend-down” process for AHCCCS eligibility. Ft. Defiance interviewees said that
Navajos generally feel more comfortable talking to a health facility’s patient resource
staff rather than DES workers because of language and cultural similarities between
members and facility staff.

o Use existing Tribal infrastructure to identify potential applicants. Very closely
related to the previous recommendations, Navajo Tribal staff suggested that existing
home- and community-based services could be a successful avenue for getting
information to members who may be eligible but not enrolled in any public benefits
programs. Tribal Congregate Meals programs also provide home delivery of meals,
serving an estimated 8,000 senior citizens at home in the Navajo Nation. Senior Center
staff could be cross-trained on Medicare and Medicaid issues and could present this
information to elders at Senior Centers. Head Start, which is a large and important
program with Navajo Nation according to those interviewed, could be used as a site to
provide information to families. Tribal staff reported that 6,000 families on the
Reservation receive Head Start services and are all probably eligible for Medicaid or
KidsCare. Other family assistance programs (such as TANF) could also be a source for
locating people who are eligible for programs. Ft. Defiance interviewees echoed that
there are a lot of untapped resources on the Reservation for enrollment. They also support
the use of Navajo family support divisions as a way to reach potential eligible
populations and believe that certifying the staff from these programs to determine
eligibility would increase enrollment. Ft. Defiance is currently focusing on how to
coordinate with Head Start to get more Navajo children enrolled in KidsCare. Many
interviewees stressed that community outreach activities need to be targeted at non-
IHS/Tribal user populations.
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o Increase funds for IHS and Tribal health facilities to hire additional Patient Benefit
Coordinators. Ft. Defiance interviewees said it takes a PBC about an hour to give a
single patient the information he/she needs to understand the benefits of enrolling in
programs and then helping them to enroll. PBCs generally explain the programs in
Navajo language; they tell people to bring in any Medicaid/Medicare paperwork to their
facility visit for assistance; they help patients complete application forms when time
allows. All interviewees said there are not enough PBCs to help all who need it and
virtually no PBCs have time to conduct outreach to the non-user population. Chinle
interviewees said they have tried to work with CHRs to help relieve the PBCs’ workload,
but CHRs say their primary function is to help with home personal care and do not have
the time to help process applications. Also, interviewees stressed that continuity of staff
is important for effective assistance, which is not always the case for CHRs. In contrast,
Winslow interviewees said that CHRs are willing to carry out screening/enrollment
assistance but need training.

e Improve consumer education. There was unanimous agreement among interviewees
that a much greater amount of consumer education about the Medicaid, SCHIP,
Medicare, and Medicare Savings Program is needed on the Reservation. Specific
consumer education needs discussed include:

e Educating the whole family during a patient encounter and exploring alternative
resources with patients;

o “Selling” the benefits of the programs to patients, as well as providing information about
benefits available through all public benefits programs, why they should sign up, and
how the programs will benefit them individually and their community;

o Educating patients about the high costs of health care. Many have never seen a bill if all
of their care has previously been provided through IHS.

The general sentiment of interviewees is that the focus of consumer education efforts
should be to “share benefits of the programs and let smart people come to their own decisions
about whether or not they want to enroll.” Interviewees provided a number of suggestions for
ensuring effectiveness of consumer education efforts for Navajos:

o Consumer materials need to employ simple language, written (for younger populations)
or preferably spoken (for elder populations) in the Navajo language, using cultural
identification techniques (e.g., messages might be written in terms “of a circle” using
“indirect” language). Chinle and Kayenta interviewees said they would like flyers,
posters, and brochures written in the Navajo language that they could easily and
inexpensively disseminate. Tuba City interviewees suggested placing inserts in Tribal
employees’ paychecks, emphasizing that it is often most effective for Tribal members to
receive information from the Tribe than from an external government agency.

e Many of those interviewed find that explaining program details to potential applicants on
a one-to-one basis, with the use of visual aids, has been the most successful strategy to
encourage enrollment. In general, Navajo people respond best to oral communication or
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“visualization” techniques. In the past, IHS has conducted door-to-door outreach in
isolated areas using laptops to assist people with enrollment, which seemed to be
effective. Chinle and Kayenta interviewees said they are considering creating videos
about the KidsCare program that could be viewed in health facility waiting rooms but
need funding to do this. Other suggested avenues for in-person consumer education
activities included health fairs sponsored by Tribal CHRs and Navajo Nation Chapter
House meetings, which are particularly good for rural areas. Ft. Defiance interviewees
cited two successful outreach activities they have conducted: offering information about
public health insurance programs at a health fair sponsored by Tribal CHRs and setting
up a health booth at a travel fair.

o Interviewees had mixed opinions about the effectiveness of radio as an avenue for
consumer education. While several interviewees said that radio public service
announcements in Navajo could be effective, others said they might not be too useful
because many people on the Reservation cannot receive radio signals.

e Tuba City interviewees said that PBCs sometimes use CHRs to relay messages to hard-
to-reach Navajo members who may be eligible for public benefits programs. Chinle staff
also believe that CHRs could play a particularly important role in increasing Tribal
members’ awareness of public benefits programs because they regularly go into
members’ homes. They have tried to work with CHRs in the past but met with some
resistance. Some CHRs think that their role should be more “hands-on,” preferring to
render medical assistance rather than help with paperwork. Interviewees felt that
institutionalizing the process or using CHRs to relay messages, as part of the CHR job
function, would improve effectiveness of this outreach method.

o All interviewees emphasized that any successful outreach strategy for Navajos requires
family or community connections, trust relationships, and a knowledge of Navajo
language to open doors to acceptance and questions. Ft. Defiance staff also stressed the
importance of coordinated outreach. While they have done some limited outreach
activities in the past, they have never attempted a comprehensive, well-coordinated
approach. They believe that such an outreach approach would increase program
enrollment.

o Increase collaboration/partnerships. The general sentiment among all interviewees was
that “everybody, at all levels, needs to play together” to increase Navajo enrollment in
public insurance programs. They suggested that while many issues can be resolved
through a third-party phone call, there is often a need for on-going regular
communication among State, Federal, and County agencies, Tribal health facility staff,
Tribal social services staff, and others who work on a daily basis with low-income Tribal
members.”’ Communications might be facilitated through in-person meetings, a
newsletter, a website, or “anything that encourages on-going dialogue.” Many of those
interviewed at the Service Units suggested that a “bottom-up approach” might work best
in which front-line workers cooperatively construct recommendations to solve global

> Ft. Defiance interviews noted that Intergovernmental Affairs exists, but said that regulations and guidelines
prohibit some lines of communication and advocacy among agencies.
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problems and bring these recommendations to “decision makers” to implement.
Interviewees also stressed the need for agreements about lines of communication among
agencies, caseworkers, and private insurers, and the need for a group facilitator to
strategically ask questions directed to all players. Interviewees suggested that a
compilation of existing models of such communication groups could be shared with
others to provide ideas on how this type of workgroup might function.

Other recommendations for improving Navajo member enrollment in the Medicaid,
SCHIP, and Medicare programs that were suggested by one or two interviewees include:

e Support an additional on-site DES worker. Chinle’s health center has had one DES
worker on-site for the past two years, but said they need another. However, they said it is
very difficult to get a DES worker on site due to general DES staffing problems. DES
currently needs to “pull” staff from local offices, which can be difficult because local
offices tend to have high workloads. Interviewees recommended that perhaps IHS could
provide funds to partially support an additional on-site DES worker.

o Internet capability for health facility workers to access Medicare/Medicaid program
changes. Ft. Defiance interviewees requested that States make public any changes in
Medicaid benefits. Chinle interviewees said it would be very helpful to have Internet
capability for health facility workers to access Medicare/Medicaid program changes.

e Assistance with capacity building and infrastructure construction. Navajo Nation
leadership called for assistance with capacity building and infrastructure construction,
primarily to support on-line billing, inter-departmental communications, and intra- and
inter- agency data systems.

e  “Wrap-around services” Several interviewees noted the need for “wrap-around
services” to enable more Navajos to access health care services. Wrap-around services
include transportation, daycare, and legal services. Navajo Nation leadership said it is
beginning to explore transportation issues and how the Navajo Division of Health might
be able to help.

e AI/AN liaison. Chinle interviewees called for an AI/AN liaison at DES similar to the
AHCCCS Native American Coordinator and the AI/AN Medicaid liaison for New
Mexico. Ft. Defiance interviewees also suggested that Utah needs an AI/AN Medicaid
liaison, as well as suggested that all three States could use similar liaisons in many other
social services departments and divisions.

o Best practices/examples guide and resource manual. Several interviewees suggested
the development of a best practices/examples guide for Indian Country. Along similar
lines, Ft. Defiance interviewees said that Arizona’s social services department has
developed a resource manual that explains processes for AI/ANs to provide proof of
birth, marriages, etc. They recommended that this manual be shared with other State and
Federal agencies and Tribes.
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Other Issues

Winslow Service Unit interviewees strongly recommended that CMS organize a
stakeholder group that at a minimum would include Tribal, IHS, urban Indian health, “638”
Tribes, State, CMS, SSA, and Veterans Administration representation to discuss the findings and
recommendations of the final, cross-cutting report from this project and to create a “high-level”
implementation team. They even suggested that CMS make creation of such a workgroup part of
the protocol for publicly releasing the report. They suggested that the workgroup could create a
strategic plan based on findings from this project that would include a designation of which
agency/group would take responsibility for implementing policy, programmatic, communication,
and training recommendations contained in the cross-cutting summary report.

Winslow interviewees also requested that CMS provide a continuous forum for
discussing recommendations, and implementation of recommendations in the report, suggesting
that the annual National Indian Health Board Consumer Conference might be an appropriate
forum. Navajo Nation leadership requested that this report include the following Statement:
“Indian Country would be willing to outline a strategic plan and provide CMS with direction on
how to implement recommendations from the report.”

Interviewees at several of the Service Units raised the issue of the lack of billing
capabilities for “traditional medicine” services. Issues include determining how to incorporate
“traditional” wellness processes into the insurance systems because it is difficult to receive State
or Federal reimbursement for traditional healers as there is no way to certify them and there are
no reimbursement codes. They questioned whether the determination process could be modified
to incorporate traditional medicine and how and who would need to certify traditional healers.
One interviewee noted that Cigna PPO reimburses for traditional medicine delivered by Tribally-
operated facilities on the Reservation, which might serve as a model. One interviewee requested
that the following Statement be included in the report: “Tribally-specific practices need to be
recognized and honored.”

Tuba City staff were concerned that their recent transition from an IHS-administered
system to a contracting facility has raised many questions about how they should administer
public benefits programs. However, the staff feels there is nowhere to turn for answers to their
questions. In contrast, several interviewees from Service Units that are not currently 638 Tribes
noted they are depending on Tuba City and Winslow, which are 638 programs now, to provide
recommendations to other Navajo Service Units that will all likely be contracting/compacting
with the IHS within the next five years

Several interviewees said they would like an Indian health care delivery system that is
comprehensive rather than the currently (in their opinion) fragmented system. As a related
concern, several interviewees noted that urban Tribal members have access to urban clinics but
not to Tribal facilities, reducing their access to care when residing in urban areas.

According to Navajo Nation interviewees, there was little “Tribal recognition” when

Titles XVII, XIV, and XXI were passed. Interviewees also said these outdated Titles should be
amended.
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Ft. Defiance interviewees said that IHS cannot bill Navajo Nation employee insurance,
causing discord in patient incentives for receiving care outside of the IHS system. If IHS refers a
patient for care outside of the IHS system, it will pay 100 percent of the costs. In contrast, if a
patient with Navajo Nation employee insurance self-refers for care outside of the IHS system,
Navajo Nation pays 80 percent of the cost but the patient must pay the other 20 percent
coinsurance amount. Additionally, they noted that AI/ANs with Navajo Nation private insurance
are not eligible for KidsCare.’®

Ft. Defiance interviewees said that Medicare and IHS database discrepancies with respect
to patient identification affects timely reimbursement of Medicare bills.

Another interviewee asked that the following Statement be included in the report: “State
regulations do not honor and respect Tribal programs; there is no applicability to each Tribe in
each State, reflecting a lack of recognition of Tribal government status at the State level.”

FINDINGS: TUCSON IHS AREA TRIBES
Overview

The site visit team attended a group meeting with the Tucson IHS Area director, patient
benefit coordinators from San Xavier Health Center and IHS Sells Hospital, the Sells Service
Unit director and health systems specialist, a social worker from IHS Sells Hospital, and the
administrator of the Pascua Yaqui health program.

According to interviewees, the Tucson IHS Area office and the local Social Security
Administration (SSA) office have a good partnership. They said that an SSA worker from the
Tucson office visits Sells Hospital once a week to help patients and others in the area to enroll in
Medicare. IHS has also worked with the local SSA office to help patients complete Medicare
disability applications where interviewees said there is a “lot of need.”

The Tucson IHS Area interviewees also reported a very good working relationship with
AHCCCS, citing State responsiveness to their requests, including requests for out-stationing of
two DES eligibility staff at Sells Hospital and the San Xavier Health Center funded by the State.
Local SSA staff and the DES workers often cooperate to provide a place at the hospital and
health center that approaches “one-stop shopping.”’ The DES workers have direct access to the
AHCCCS system. Interviewees noted that State funding for these positions is important as many
poorer rural counties could not afford to pay for out-stationed DES staff. They said that DES and
SSA staff, who are often AI/AN themselves, also at times jointly conduct outreach for public
benefits programs at the more remote AI/AN villages in the area.

> No one who with private health insurance coverage is eligible for KidsCare (CMS comments, July 10, 2003).

> Interviewees mentioned the El Rio Community Health Center as Tucson’s pilot site for uniform/universal
application for all State public benefits programs, which is closer to a model of full “one stop shopping.” The DES
worker at Sells Hospital currently can only conduct medical program screening and eligibility determination but
cannot process applications for cash assistance, food stamps, or other State public benefits programs. The El Rio
Community Health Center’s pilot project, funded by The Robert Wood Johnson Foundation’s Covering Kids
program, is primarily targeting SCHIP eligibility of Hispanic children in the Tucson area
(http://www.coveringkids.org/projects/pilot.php3?PilotID=7, accessed June 22, 2003).
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The interviewees emphasized that the State’s hiring of an AI/AN liaison for AHCCCS
has also been very important for improving State responsiveness to IHS and Tribal facilities and
for increasing AI/AN enrollment in AHCCCS and KidsCare. Having a single, identified State
staff to work with has noticeably improved the IHS/State partnership.

Sells Hospital staff said it attends all Tucson district meetings for IHS presentations. Sells
staff feels it has a good system within the hospital for processing Medicaid, SCHIP, and
Medicare applications. Due to DES out-stationing and outreach, State assistance, and a good
screening and application assistance program within the hospital and health centers, interviewees
estimated that about 50 percent of funds for patient care in the Sells Service Unit is derived from
third-party billing.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

According to Tucson IHS Area interviewees, under-enrollment of AI/ANs in AHCCCS
and KidsCare in their area is a minor problem. They believe that most AI/ANs are aware of the
programs. Several reasons that under-enrollment is not a bigger problem is that DES eligibility
workers are assigned to each AI/AN village and visit each village on a monthly basis to enroll
eligible persons in AHCCCS and KidsCare. Additionally, PBCs and DES out-stationed
eligibility workers at the IHS hospital and health centers are available to assist with applications.
They also said that legal assistance is often available if needed for appealing program denials.

The interviewees estimate that non-IHS facility users comprise the largest group of
under-enrolled in all of the programs. Another under-enrolled group consists of AI/ANs who do
not apply for State cash assistance programs. According to interviewees, people who need cash
assistance are more likely than those only interested in AHCCCS or KidsCare to apply for the
programs at the same time they apply for cash assistance. The former group is also more likely to
renew health program enrollment, again at the same time as they re-certify for cash assistance
programs.

According to interviewees, another “pocket” of under-enrolled AI/ANs are members of
the Oklahoma Kickapoo Tribe residing in Douglas, Arizona and Mexico. Interviewees noted that
IHS and the State have recently begun to work with Tribal leaders and local community centers
to enroll Kickapoo members in AHCCCS.

Barriers to Initial Enrollment

According to the interviewees, once the AHCCCS or KidsCare enrollment process is
started, it generally runs smoothly. Also, the joint AHCCCS/KidsCare application ensures that
applicants apply for the program that is most appropriate to their situation. The most difficult
step is getting people to start the process. Although under-enrollment is fairly low, interviewees
said a few barriers still exist that if eliminated could further increase program enrollment:

e Some AI/ANs do not realize they might qualify for AHCCCS or KidsCare coverage. In
particular, parents who work and those with private health insurance may think their
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incomes are too high.®” The interviewees perceive that not many AI/ANs in their area are
eligible for KidsCare because low incomes instead make them eligible for AHCCCS.

o Transportation to a DES office to obtain in-person application assistance may be an issue
for some AI/ANs, particularly in the more remote isolated AI/AN villages. However,
PBC:s did not perceive that transportation issues are a significant barrier for most AI/ANs
in the Tucson area because the Tohono O’odham Tribe provides limited transportation to
DES offices and medical services and the State’s SafeRide program is available to
transport AHCCCS enrollees to providers.

e Documentation, including birth and marriage certificates, for an application might be
either unavailable or difficult to obtain.

e In the Sells Service Unit, distances are too great for PBCs to be able to conduct outreach
outside of the hospital, with insufficient staff to reach isolated rural areas.

e AI/ANs are comfortable with the IHS system but “fear” the AHCCCS and KidsCare
systems because they do not understand them, as well as having a general wariness of
government programs and non-IHS providers.

Barriers to Maintaining Enrollment

Interviewees do not believe that redetermination problems are an issue for Tucson-area
AI/ANs. The State notifies AHCCCS, KidsCare, and Medicare Savings Programs recipients by
mail a month before redetermination is due. The letter is sent in both English and Spanish and
provides a Statewide toll-free telephone number for additional information about redetermination
letters or processes. According to the interviewees, the State tries to give clients a lot of
information about redetermination upon initial program enrollment. Additionally, the AHCCCS
system allows PBCs to identify AI/ANs dropped from the program.

Interviewees noted that persons who do not think they will need services in the near
future are less likely than others to re-certify as they may not see a continuing need for AHCCCS

or KidsCare benefits.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

According to Tucson THS Area interviewees, under-enrollment of AI/ANs in Medicare
Part A in the area is only a minor problem, but there is substantial under-enrollment in Medicare
Part B.

They believe that under-enrollment in the Medicare Savings Programs is not a large
problem because PBCs at IHS facilities work closely with the Tucson SSA office, which refers
potentially-eligible AI/AN clients to PBCs for application assistance.

5 Children who currently have private insurance coverage from their parents’ employment are NOT eligible for
KidsCare or AHCCCS (information provided by CMS, July 2003).
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Interviewees asserted that non-IHS facility users are likely to comprise the largest group
of under-enrolled in all of the programs.

The large under-enrollment in Medicare Part B and some under-enrollment in the
Medicare Savings Programs are caused by the following enrollment obstacles, according to those
interviewed:

o Elders often only become aware of, or see the need to enroll in, Medicare Part B or the
Medicare Savings Programs when they are seriously ill and have no alternatives. They
often do not become aware of the programs or procrastinate applying until there is a
crisis.

e Some AI/ANs are dropped from Medicare Part B for failure to pay the premium. They
then have to pay extra if they try to re-enroll in a crisis, which may be difficult.

e AI/ANs may be aware that the programs exist, but many need more education about the
benefits of the programs, how benefits and access to services interact between Medicaid
and IHS, and which benefits the various programs cover.

e Some AI/ANs feel it is their right to be covered by Contract Health Services funds
whether or not they have first applied for other third-party insurance because of the
perceived Federal Trust Responsibility to provide AI/ANs with health care.

e Increasingly fewer providers in the Tucson area are willing to treat Medicare patients due
to low Medicare payment rates. This reduces incentives for IHS to enroll AI/ANs and
often makes it difficult for IHS to locate services for CHS-referred patients.

e According to interviewees, disabled persons who apply for Medicare are usually denied
the first time they apply. This discourages many from re-applying even though the PBCs
tell patients to apply again because some are accepted on subsequent attempts.

Strategies To Increase Enrollment in Medicaid, SCHIP. and Medicare

Interviewees noted their strong belief that the AI/AN liaison at the State level has been
very important to increasing enrollment. Tucson IHS Area staff also meets with State health
directors on a regular basis, citing this as important for facilitating Tribal, IHS, and State
communications and increasing AI/AN program enrollment. IHS staff is also part of a State-
facilitated health care coalition organized by the State and IHS that meets every other month to
share information. IHS regularly makes presentations to Tribal councils and patient advisory
committees to explain how third-party resources benefit them, why application questions are
being asked, and to note new health care services that are a direct result of third-party revenues
(e.g., dental services). The Tucson IHS staff also publicizes new health care projects and
improvements through flyers and articles in local and Tribal newspapers.

In addition to the many positive activities that currently help them to increase and

maintain Tucson area AI/AN enrollment in the AHCCCS, KidsCare, and Medicare programs, the
interviewees provided several additional recommendations:
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Provide increased program education for Tribal leadership and Tribal
communities. Interviewees said that they do not feel they have had much Tribal council
support for their outreach activities because Tribal leadership is concerned that if IHS
facilities encourage the use of alternative resources, IHS funding will decline
proportionately. Interviewees suggested that education is needed to inform Tribal
leadership and Tribal communities of the importance of third-party revenues, eligibility
guidelines, and benefits available through the public insurance programs.

Suggestions from interviewees included distributing educational pamphlets and flyers
where “there’s a high flow of traffic, such as at District Centers,” running radio,61
television, and local newspaper public service announcements, placing articles in Tribal
newsletters (e.g., the Papago Runner), and conducting home visits. All printed material
should at most be at an eighth grade reading level. Interviewees also emphasized that all
outreach strategies and materials need to be developed by, and for, local communities.*

Consumer messages should be framed in terms of Tribal values and value systems,
designed around issues that people gauge important to their lives and how medical illness
is defined in Tribal traditions.

Develop a resource center at each IHS facility. Interviewees recommended
development of a resource center at each IHS facility that would include State, CMS, and
SSA workers for “one-stop shopping,” and that would also include local paid trained
outreach workers.

Provide funds to hire additional Patient Benefit Coordinators. The Tucson IHS Area
interviewees said they need one or two additional PBCs who are Tribal members to
identify client eligibility for various programs, provide application assistance, explain
programs to patients, follow-up with patients who fail to re-certify, and make home visits
with AI/ANs who are elderly, handicapped, and/or have no available transportation.

Include a local contact person on the State’s redetermination letter. Interviewees said
many AI/ANs may feel more comfortable contacting a local instead of a State person.

State allow PBCs to determine eligibility on-site (although interviewees noted that
there could be legal issues with this approach). AI/ANs are more comfortable with the
IHS system; additionally, this approach would acknowledge Tribal sovereignty issues. In
any case, PBCs need to be formally certified and trained on AHCCCS and KidsCare
application completion and documentation requirements to facilitate smoother and faster
eligibility determinations after DES receives an application.

61 PBCs noted that Sells community would benefit from having a local radio station that could be used to advertise
public benefits programs.

52 PBCs said they heard that the Tucson SSA is planning on producing a video that includes Tohono O’odham-
speaking people that would describe eligibility guidelines for Medicare, the Medicare Savings Programs, Social
Security Income, and other programs of interest to elderly persons. They strongly support this idea.
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e AHCCCS and KidsCare health plan staff, DES eligibility workers, and SSA staff
attend Tucson district meetings. PBC interviewees said that this would allow all to
regularly share information about program eligibility, changes in the programs, etc.

o State, IHS, and CMS provide technical assistance. Pascua Yaqui representatives said
they would like technical assistance from the State, IHS, and CMS to develop a program
that would help them to identify alternate resources because their current IHS resources
do not meet Tribal members’ health care needs.

Other Issues

Interviewees said that Tucson Tribal proximity to the Mexico border leads to unique
problems. They said that undocumented non-AI/AN aliens and Tucson area Tribal members who
are non-U.S. citizens are a big issue at Sells Hospital. Their understanding is that the State pays
for emergency health care services only for AI/ANs (and others) who intend to reside
permanently in Arizona. State funds cannot be used to pay for emergency services for people
who cross back and forth over the border. However, under Federal law, the hospital cannot deny
emergency services to anyone. They said that IHS does not provide funding to Sells Unit
facilities to provide services to these people.®> Although the hospital receives some funds from
the Immigration and Naturalization Service to provide care to non-U.S. citizens, the interviewees
said it is not enough to cover their needs. They noted that this problem affects all border
hospitals (public and private), forcing some to close.

Interviewees also noted that IHS and Tribal facilities cannot bill Medicaid, Medicare, or
SCHIP programs or private insurance sources for “traditional medicine.” But they also noted
there are pros and cons, as well as potential legal issues, to government involvement with the
provision of traditional medicine services. Therefore, interviewees expressed uncertainty
whether or not they would recommend government payment for such services.

FINDINGS: URBAN INDIAN HEALTH CENTERS
Tucson Indian Center
Overview

At the time of our site visit to Tucson, the Tucson Indian Center had only recently
become the THS-contractor for the Urban Indian Health Program (under Title V of the Indian
Health Care Improvement Act, PL 94-437 as amended) for the Tucson area. We met in-person
with the Center’s Executive Director, Wellness Director, and Wellness Coordinator. We also
conducted a follow-up telephone interview in late January 2003 with the Center’s Wellness
Director.

8 According to an AI/AN consultant to this project, however, IHS appropriated funds can legally be spent for
AI/ANs whether or not they are U.S. citizens. This includes emergency and non-emergency services. It is not clear,
though, whether an IHS facility can bill Medicaid for providing services to non-Al/AN illegal aliens because the
facility cannot spend funds for a non-appropriated purpose and subsequently recover costs from a State Medicaid
agency. The issue is very complicated, but is beyond the scope of this project, which focuses on public insurance
program enrollment barriers.
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As a new urban Indian program, IHS has provided funding for it to perform two area
health needs assessments for the Tucson urban AI/AN population and the Tohono O’odham
Tribe in the Sells Service Unit. During their assessments, staff will also inquire about SCHIP
eligibility and enrollment, which is a part of the study also funded by IHS.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Tucson Indian Center interviewees believe that most of their clients are aware of the
AHCCCS and KidsCare programs, and they do not believe that under-enrollment is a large
problem in their area. However, they said that their clients often do not know how to access care
through these programs due to a lack of understanding about how to navigate among the THS,
urban health, and private health care systems. They also noted that although awareness of
KidsCare appears to be high, under-enrollment in this program is likely to be greater than in
AHCCCS due to misunderstanding of eligibility criteria (e.g., some AI/ANs believe their income
is too high to qualify).

o Interviewees largely credit low program under-enrollment of AI/ANs living in the
Tucson urban area to the close proximity of the San Xavier Health Center on the Tohono
O’odham Reservation. They said San Xavier Health Center’s staff, as well as staff at
other IHS facilities in the Tucson IHS Area, try to maximize third-party reimbursements
by ensuring that all of their eligible patients are enrolled in health insurance programs.
Although transportation to IHS facilities can pose a barrier to AI/ANs living in the
Tucson urban area (one reason is that the city bus does not go to any IHS facilities on the
nearby Reservations), the Tucson Indian Center, as well as several other community-
based organizations that serve AI/ANs in Tucson, provide regularly-scheduled
transportation to several of these facilities including the San Xavier Health Center.

o Interviewees noted that some AI/ANs in the Tucson urban area do not have a birth
certificate, which is required for program application. Because of this, they also are not
able to provide proof of citizenship, receive a passport, obtain care at Veterans
Administration health facilities, or access other programs. Interviewees noted this is not a
frequent occurrence for AI/ANs residing in the Tucson urban area, but is a much bigger
problem for AI/ANs living on the Tohono O’odham and other nearby Reservations.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Tucson Indian Center interviewees believe that most of their clients are aware of the
Medicare and Medicare Savings Programs, and they do not believe that under-enrollment is a
large problem in their area. Interviewees cited the same area activities noted in the previous
section as being responsible for relatively high enrollment in these programs, as well as cited the
same barriers that prevent 100 percent enrollment of all eligible urban Indian AI/ANs in the
programs.
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Strategies To Increase Enrollment in Medicaid, SCHIP, and Medicare

e The Tucson Indian Center staff attempts to ensure that clients know which programs are
available to them, including private insurance coverage. Case managers at the Center help
clients complete applications if requested. Additionally, the Center provides bus passes to
clients to the local DES office to apply for AHCCCS or KidsCare. They also refer clients
to AHCCCS providers if either a client cannot find transportation to a nearby IHS facility
that provides the needed services or if the services are unavailable at a nearby IHS
facility. The Tucson Indian Center does not provide short-term child care services to
assist clients with visiting a DES office, and, while it has no legal staff, the Center does
refer AI/ANs with program denials or other problems to intern law clinics at the
University of Arizona to provide limited legal assistance.

e Additional funding from IHS, the State, and CMS to help them develop educational
program outreach and hire more outreach workers. Interviewees said there is a perception
among urban AI/ANs that “all health care must come through IHS; if THS facilities are
not available, then the health services are not available.” To date, the Center’s
educational activities have focused on supporting the IHS model/facilities, but the Center
is expanding and would like to become a community health center with IHS viewed as
only one health care resource. Interviewees also said that the Center is planning to
conduct more AHCCCS, KidsCare, and Medicare outreach through their existing
community-based education activities for the Center’s other programs. Interviewees said
that additional funding from IHS, the State, and CMS to help them develop educational
program outreach and hire more outreach workers would significantly improve their
ability to do this.

o Lack of birth certificates. Regarding the lack of birth certificates for some AI/ANs,
interviewees said that area Tribes are currently working with the State to resolve the
problem but did not think they had yet found a solution.

Phoenix Indian Medical Center
Overview

Following the site visit, the site visit team held a telephone interview with the senior
Patient Benefits Coordinator at the Phoenix Indian Medical Center (PIMC). PIMC is the largest
of the nine IHS-funded hospitals serving the Phoenix IHS Area. In addition to serving Phoenix
urban area AI/ANs, patients are referred there for specialized care not available at Arizona’s
AI/AN Reservation hospitals.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

The interviewee believes there is substantial AI/AN under-enrollment in the AHCCCS
and KidsCare in the Phoenix Service Unit, both those living in urban areas and on Reservations.
She reported that PBCs at the hospital have observed the following barriers to area AI/AN
enrollment in these programs:
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e There is high awareness of AHCCCS programs but low awareness of the KidsCare
program, perhaps because it is a relatively new program and has not been heavily
publicized.

e Although most AHCCCS programs and the KidsCare program do not require in-person
application at a local DES office, many AI/ANs in the area do not realize this. Reliable
transportation to a DES office often presents an obstacle to application.

e The PBC said the AHCCCS application process is “cumbersome,” primarily because of
the amount of documentation that must accompany the application. PIMC patients have
also reported that there is a long wait for an appointment at the local DES office, and that
DES staff has lost applications because of their extremely high workloads.

e Another enrollment barrier PBCs often experience is that AI/ANs in the Phoenix urban
area have access to THS facilities so they do not see the need for third-party health
insurance. She said many apply for insurance programs only when they are in a crisis
mode after discovering neither they nor the IHS can pay for or provide health care
services needed or already received.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

The interviewee believes there is large under-enrollment in Medicare Part A and Part B
among AI/ANs in the Phoenix Service Unit. She estimates that about one-half of PIMC’s
patients are unaware of the Medicare program or are unaware that they “need to call or visit the
Social Security office to enroll.”

Barriers to Medicare enrollment include a substantial lack of telephones and reliable
transportation services on area Reservations. Additionally, she said that, even for AI/ANs who
know that the Medicare program exists, many do not believe it is available to them because they
believe they can receive all of the services they need through IHS facilities.

Strategies To Increase Enrollment in Medicaid, SCHIP. and Medicare

The PBCs at PIMC screen all patients upon admission for third-party health insurance
eligibility, paying particular attention to patients age 65 or older. In March, when a Social
Security representative is on site for several days (as requested by PIMC), PBCs work with the
representative to identify and enroll eligible elderly patients in Medicare Parts A and B and the
Medicare Savings Programs. Even if a patient currently has Medicare Part B, PBCs will screen
for Medicare Savings Programs eligibility. The interviewee said that the PBCs find that “quite a
few” AI/AN elderly patients are eligible for the Medicare Savings Programs. PIMC staff either
assists with application completion on site or mails an application if the patient did not receive
in-person assistance at the hospital.

At the hospital’s request to the State, two State-sponsored DES workers are currently out-

stationed at PIMC. According to the PBC interviewed, the out-stationing has increased AHCCCS
enrollment significantly among the hospital’s inpatients (the DES workers only process
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applications for inpatients). PBCs provide application assistance for outpatients as described
above.

The PBC provided the following recommendations for further increasing program
enrollment among Phoenix IHS Area AI/ANs:

o Increased State outreach, particularly for KidsCare. At one time it played radio
public service announcements, which seemed to be effective according to the
interviewee. The State also displayed posters and attended health fairs, but less of this
type of outreach occurs now. She suggested the State could place KidsCare posters that
include AI/AN pictures and symbols in IHS hospitals and display them at community
health fairs, as well as establish a day in the hospital a few times a year (as funds permit)
to raise program awareness.

e Increased program training for PBCs. Most PBCs at PIMC must learn Medicaid,
SCHIP, Medicare, and other State benefits program details on their own. The State
provided limited training through the Baby Arizona program, but she said much more is
needed.® Increased training funds could come from the States, IHS, and/or CMS.

e Increased State funding for PIMC to hire outreach workers. Outreach workers are
both needed on-site and to go to people’s homes to help with application assistance so
AI/ANs living in either the urban area or on Reservations do not need to go to a DES
office.

e Enable PBCs to search the AHCCCS system for current applicant status. Through
PIMC’s access to the State’s AHCCCS computer system, PBCs receive notice when a
patient is approved for a program but are not allowed to search the system for current
application status. She said PBCs at the hospital call DES offices daily to check on
pending applications; however, it is hard for DES to verify application status and DES
staff communications are often poor. It would greatly help PBCs to be able to search the
AHCCCS system for current applicant status for PIMC patients.

e Provide AHCCCS funding for transportation services, such as SafeRide Services, to
DES offices. The interviewee believes this would increase incentives for AI/ANs to
enroll in the AHCCCS and KidsCare programs.

DISCUSSION

There was considerable agreement among interviewees — the State, those living in Tribal
areas of Arizona, and those located in urban areas — that AI/AN under-enrollment in AHCCCS

 Baby Arizona, a public/private initiative to increase the number of Arizona women who receive early and
continuous prenatal care, is managed by AHCCCS. Baby Arizona’s Statewide, comprehensive approach to outreach,
education, and coordination of services has four major components: a Statewide hotline for information and referral
of pregnant women; application for medical assistance through health care providers; support of community-based
programs with informational materials and technical assistance/support for identifying areas for new community
initiatives; and a public awareness campaign (http://www.azwellness.com/babyarizona.html, accessed May 19,
2003).
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should not be characterized as a serious problem, but only as a “moderate” or “minor” one
(particularly in the Tucson Tribal and urban areas). The exception was the Phoenix Indian
Medical Center interviewee’s perception that there is substantial under-enrollment in the
AHCCCS (and KidsCare) program among AI/ANs in the Phoenix Service Unit, for both AI/ANs
living in urban and Reservation areas. Except in Phoenix, program enrollment success among
AI/ANs in the State was often credited to successful out-stationing of DES eligibility workers at
many sites across the State and the efforts of PBCs at IHS hospital and health centers to assist
with the application process.

Navajo interviewees reported that Tribal under-enrollment in New Mexico’s Medicaid
program is not a serious problem; however — particularly in the Service Unit closest to the Utah
border (Kayenta) — they face significant challenges in enrolling AI/ANs in Utah’s Medicaid
program.

There was also considerable agreement that KidsCare under-enrollment and
redetermination issues, though not substantial in most areas of Arizona, are more prevalent than
for AHCCCS programs. Interviewees at several sites commented that most people who receive
AHCCCS also receive food stamps and State cash assistance, for which they apply
simultaneously and in person. In contrast, KidsCare is a “stand-alone” program for most
recipients with redetermination accomplished primarily through the mail. This difference
accounts for some of the AI/AN under-enrollment differences between the two programs.
Interviewees from several NAIHS Service Units believe there is serious under-enrollment in both
Arizona’s and New Mexico’s SCHIP programs and noted that Utah has capped SCHIP
enrollment. The higher AI/AN under-enrollment in KidsCare was also attributed to it being a
new program that has not been well publicized and that is not viewed as an option for most
AI/ANs who think their incomes are either too low or too high to qualify.

Although the AHCCCS Native American Coordinator estimated that a “sizeable number”
of AI/ANs in Arizona do not qualify for Medicare Part A due to insufficient work history, as
well as there being many AI/AN widows who do not realize they are eligible under their
spouse’s work history, other interviewees estimated minor under-enrollment in Medicare Part A.
However, all agreed that elders generally either do not realize that they have this coverage or do
not understand their benefits and how the program works. Again, the exception was the PIMC
PBC, who believes there is large under-enrollment in Medicare Part A and Part B among AI/ANs
in the Phoenix Service Unit. Kayenta Service Unit interviewees also stated that Medicare under-
enrollment is a relatively serious problem for Navajos in their area. Kayenta interviewees said
Navajos in their area are significantly under-enrolled in both Medicare Parts A and B and the
Medicare Savings Programs. They attributed this mainly to the fact that “Tribal members tend to
look to IHS to help with everything.”

In contrast to Medicare Part A, there was general agreement among most interviewees
that there is substantial under-enrollment in Medicare Part B and the Medicare Savings Programs
among Arizona AI/ANs. An exception was the AHCCCS Native American Coordinator who
said that until a couple of years ago, AI/AN under-enrollment in the Medicare Savings Programs
was a serious problem but would characterize it as a moderate problem currently. She mainly
attributes the turn-around to the success that the ITCA AAA has had with conducting public
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assistance outreach to AI/AN Tribes in Arizona through a Federal grant. ITCA interviewees,
however, believe that under-enrollment of Arizona Tribal members in the Medicare Savings
Programs is still a serious problem. Another exception is Tucson area interviewees, who believe
that under-enrollment in the Medicare Savings Programs is not a large problem because PBCs at
IHS facilities work closely with the Tucson SSA office, which refers AI/AN clients to the PBCs
for application assistance if they appear eligible.

There was unanimous agreement among persons interviewed in Arizona that non-
[HS/Tribal facility users likely comprise the largest group of under-enrolled in all of the
programs. Additionally, the non-user populations located in the more isolated, rural areas are
more likely to be under-enrolled. Because there is little or no outreach to non-patients in most of
the State, and uninsured people are only screened when they present at health facilities,
“healthier” eligible AI/ANs and those living in rural areas (which are hardest to reach) are most
likely to be under-enrolled in Medicaid, SCHIP, and Medicare. Interviewees, however, said that
AI/ANs in the Phoenix and Tucson urban areas generally have access not only to urban Indian
programs, but also to IHS/Tribal facilities, receiving similar enrollment assistance as AI/ANs
residing in Reservation areas and facing similar under-enrollment rates.

Another under-enrolled group mentioned by several interviewees consists of AI/ANs who
do not apply for State cash assistance programs. According to Tucson interviewees, another
“pocket” of under-enrolled AI/ANs are members of the Oklahoma Kickapoo Tribe residing in
Douglas, Arizona and Mexico. Interviewees noted, however, that IHS and the State have recently
begun to work with Tribal leaders and local community centers to enroll Kickapoo members in
AHCCCS.

Those interviewed across the State provided numerous reasons for under-enrollment in
AHCCCS, KidsCare, Medicare, and the Medicare Savings Programs in Arizona. However,
several were cited by all of those interviewed as being significant enrollment barriers for AI/AN.
These include:

e Lack of AI/AN consumer understanding about the benefits of the different programs and
why they should enroll when they have access to IHS facilities — many only enroll when
faced with a crisis and no alternatives to receiving or paying for needed health care
services.

e Too few PBCs available to provide in-person consumer education and application
assistance, as well as too little intermediary training about all of the public insurance
programs.

e Lack of AI/AN consumer knowledge about how Medicare, AHCCCS, and KidsCare
programs coordinate with IHS/Tribal health services, and lack of knowledge on the part
of many AI/ANs about how to use health insurance or access health services outside of
the IHS/Tribal health care system.

o [lliteracy and language issues.

e Lack of transportation and communication infrastructure on Reservation lands.
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e Application process difficulties, particularly related to acquiring needed documentation,
most notably birth and marriage certificates.

Because the Navajo Reservation spans three States, Navajo interviewees cited additional
barriers to the above that prevent many Navajos from enrolling in Medicaid, SCHIP, and the
Medicare programs:

e The need to understand, communicate with, and coordinate benefits among three
different State Medicaid programs and three different CMS regions.

o Little Tribal government-to-government relationship with the State of Utah.

o Lack of infrastructure on the Navajo Reservation for training, program development, and
information sharing.

e Lack of a true government-to-government relationship between Navajo Nation and the
U.S. government that filters down to the County level. Staff reported a poor relationship
between the Tribe and County governments within the Reservation.

e Navajo Nation’s agreement with Arizona’s Division of Child Support Enforcement deters
many potential beneficiaries from enrolling in Medicaid and KidsCare.

Mirroring the most common and significant barriers to program enrollment, the majority
of persons interviewed in Arizona recommended similar strategies for increasing enrollment in
Medicaid, SCHIP, and Medicare. These included additional consumer and community education,
particularly for KidsCare in Arizona; additional funding to hire PBCs and other outreach
workers; and consistent, regular, comprehensive cross-training for all possible intermediaries
who might come in contact with program-eligible AI/ANs. Other common recommendations
encompassed cross-training for State and Federal agency staff who work with these programs,
and “one-stop shopping” ideas including increased out-stationing of DES workers at IHS and
Tribal facilities and other Tribal sites. Suggestions also included developing a clearinghouse for
program information (ITCA was mentioned as a possible grantee for this role), and calls from
several interviewees for additional training and technical assistance to permit greater Tribal use
of computers for third-party billing purposes and Internet access.

Navajo interviewees also recommended the above strategies for increasing program
enrollment. However, because of their unique situation, they also discussed the possibility and
advantages of creating a Tri-State Medicaid agency for Navajo Nation. Additionally,
considerable discussion focused on the great need for increased collaboration and partnerships in
their area. They said there is a need for on-going, regular communications among State, Federal,
and County agencies, Tribal health facility staff, Tribal social services staff, and others who
work on a daily basis with low income Tribal members Many of those interviewed at the Service
Units suggested that a “bottom-up approach” might work best, in which front-line workers
cooperatively develop recommendations through workgroups to solve global problems and bring
these recommendations to “decision makers” to implement.
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Interviewees generally agreed that visual and oral consumer education methods, such as
videos and perhaps radio and television, are much more likely to be effective for reaching
AI/ANs than printed materials. Also, outreach strategies and methods should be designed and
implemented by local AI/AN communities and not by State or Federal agencies, and should rely
on existing Tribal infrastructures to identify potential applicants. As well, there was unanimous
agreement that in-person consumer education and assistance is needed for the majority of
AI/ANs in the State to enroll in the public insurance programs.

Several interviewees, including the AHCCCS/KidsCare Native American Coordinator,
noted the decrease in State-funded AHCCCS and particularly, KidsCare, outreach among
AI/ANs due to State budget cuts. For example, the Native American Coordinator said that the
State formerly funded ‘“‘outreach contractors,” which she believes made some inroads into
increasing AHCCCS and KidsCare enrollment among AI/ANs. However, these positions are no
longer funded.
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APPENDIX III.A: ARIZONA SITE VISIT CONTACT LIST

Arizona Health Care Cost Containment System (AHCCCS)/KidsCare Programs

Name Title Address Telephone E-mail Address
Arizona Health Care
Native Cost Containment
Julia Ysaguirre | American System (AHCCCS) 602-417-4610 jrysaguirre@AHCCS. State.az.us
Coordinat KidsCare Program,
oordinator 920 E. Madison, Suite
E, Phoenix, AZ 85034

Inter Tribal Council of Arizona

Name Title Address Telephone E-mail Address
Inter Tribal Council
Director, Area | of Arizona, Inc., 2214
Lee Begay Agency on North Central 602-258-4822 lee.begay@itcaonline.com
Aging Avenue, Suite 100,
Phoenix, AZ 85004
Specialist, Inter Tribal Council
Randella Aging of Arizona, Inc., 2214
Program, Area | North Central 602-258-4822 randella.bluehorse@itcaonline.com
Bluehorse .
Agency on Avenue, Suite 100,
Aging Phoenix, AZ 85004
;I; :ic(iagls b Inter Tribal Council
Familn of Arizona, Inc., 2214
Gilbert Patino Y North Central 602-258-4822 gilbert.patino@itcaonline.com
Caregiver .
Support Avenue, Suite 100,
upP Phoenix, AZ 85004
Program
Soecialist Inter Tribal Council
Victoria Pgblic Beheﬁt of Arizona, Inc., 2214
North Central Not Available Not Available
Spencer Outreach .
. Avenue, Suite 100,
Project

Phoenix, AZ 85004

Navajo State Health Insurance Assistance Program (SHIP)

Name

Title

Address

Telephone

E-mail Address

Gerold Begay

Director

Navajo State Health
Insurance Assistance
Program (SHIP) P.O.
Box 1390 Window
Rock Arizona 86515

928-871-6776

gerold.begay@nndoh.org

Navajo Area Indian Health Service

Name Title Address Telephone E-mail Address
Doroth Contract Navajo Area Indian
Bostamn Health Health Service, P.O. Box | 928-871-5811 | Not Available
Services 9020, Window Rock, AZ
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Navajo Area
IHS

86515-9020

Contract Navajo Area Indian
Lenajean Health Health Service, P.O. Box
Morgan Serv1§es 9020, Window Rock, AZ 928-871-5811 Not Available
Navajo Area | ¢6515.9020
IHS
Third Party Navajo Area Indian
Anselm Coordinator, Health Service, P.O. Box
Roanhorse Navajo Area | 9020, Window Rock, AZ 928-871-5811 | No longer at IHS
IHS 86515-9020
Navajo Nation
Name Title Address Telephone E-mail Address
Chinle Service Unit
Navajo Nation, Chinle
Contract ; . .
Service Unit, Chinle
Health Comprehensive Health
Rochae Altisi | Representative P i 928-724-3613 rochae.altisi@TSAILE.IHS.gov
Chinle Care Facility, P.O. Box
i—Ios ital Drawer PH, Chinle, AZ
P 86503
Superviso Navajo Nation, Chinle
up Y Service Unit, Chinle
Deloris Healt.h System Comprehensive Health . . .
. Specialist, . 928-674-7018 deloris.bellsie@chinle.IHS.gov
Bellsie Chinl Care Facility, P.O. Box
Holsn ie‘:[al Drawer PH, Chinle, AZ
P 86503
Navgjo Navajo Nation, Chinle
Regional ; . .
. Service Unit, Chinle
Marth Behavioral C hensive Health
arta Health ompTEnensive e 928-674-7001 | Not Available
Guadlena Authorit Care Facility, P.O. Box
uthority, Drawer PH, Chinle, AZ
Chinle 86503
Hospital
Contract
health Navajo Nation, Chinle
Representative | Service Unit, Chinle
Vernita /Patient Comprehensive Health .
Halwood Benefits Care Facility, P.O. Box 928-674-7001 | Not Available
Coordinator, Drawer PH, Chinle, AZ
Chinle 86503
Hospital
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Public Service

Navajo Nation, Chinle
Service Unit, Chinle

Desiree Evaluator, Comprehensive Health 1 956 6747001 | Not Available
Harvey Chinle Hospital Care Facility, P.O. Box
P Drawer PH, Chinle, AZ
86503
Navajo Navajo Nation, Chinle
Regional Service Unit, Chinle
Luella Behavioral Comprehensive Health .
Peterson Health Care Facility, P.O. Box 928-674-7001 | Not Available
Authority, Drawer PH, Chinle, AZ
Chinle Hospital | 86503
Fort Defiance Service Unit
Chief Nurse .
. Fort Defiance Hospital,
Cleo Executive, Ft. P.O. Box 649, Ft. 928-729- cleo.peacock@fidh.JHS.gov
Peacock Defiance . 8000
. Defiance, Arizona 86504
Hospital
Chief Executive .
. Fort Defiance Hospital,
Franklin Officer, Ft. P.O. Box 649, Ft. 928-729- franklin. freeland@fdih. THS. gov
Freeland Defiance . 8014
. Defiance, Arizona 86504
Hospital
Business .
Fort Defiance Hospital,
Roland . Manager, Ft. P.O. Box 649, Ft. 928-729- Roland.Todacheenie@fdih.IHS.gov
Tolacheenie | Defiance . 8143
. Defiance, Arizona 86504
Hospital
Patient
Registration and .
; Fort Defiance Hospital,
Carle.ne PatlenF Benefits P.O. Box 649, Ft. 928-729- carlene.tsosie@FDIH.IHS.gov
Tsosie Coordinator, Ft. . 8000
Defiance, Arizona 86504
Defiance
Hospital
. Fort Defiance Hospital,
? ah‘;leln gt thf;fnce P.O. Box 649, Ft. 2(2)2'1729‘ Daniel.Johnson@fdih.IHS.gov
onnso OsP Defiance, Arizona 86504
Contract Health .
- : Fort Defiance Hospital,
Christine Services, Ft. P.O. Box 649, Ft. 928-729- christine.beciniti@fidh.IHS.gov
Becinti Defiance . 8000
. Defiance, Arizona 86504
Hospital
Patient
Registration and | Gallup Indian Medical
Bobby Patient Benefits | Center, P.O. Box 1337, 505-722- Not Available
Livingston Coordinator, 515 E. Nizhoni Bovd., 1000
Gallup Indian Gallup, NM 87305
Medical Center
Patient Benefits | Gallup Indian Medical
Mariva Coordinator, Center, P.O. Box 1337, 505-722- Not Available
Pummer Gallup Indian 515 E. Nizhoni Bovd., 1000
Medical Center | Gallup, NM 87305
Kayenta Service Unit
Contract Health | Kayenta Service Unit,
izrc?:cheene Services, P.O. box 368, Kayenta, 2336697_ Not Available
Kayenta Health | AZ 86033
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Center

Monument Monument Valley
Brenda Valley Health Health Center, P.O. Box | 435-727- Not Available
Brown Cen te}; 360-05, Monument 3241 v
Valley, AZ 84536
Patient Benefits . .
. Kayenta Service Unit,
Marty Coordinator, P.O. box 368, Kayenta, 928-697- Not Available
Bronston Kayenta Health 4000
AZ 86033
Center
Patient . .
Kayenta Service Unit,
Annaletta Advocate, P.O. box 368, Kayenta, 928-697- Not Available
Austin Kayenta Health 4000
AZ 86033
Center
Medicaid
EIGY e | Monment ey
Shirlee oprtah ’ Health Center, P.O. Box | 435-727- shirleeabedonie@utah.go
Bedonie Division of 360-05, Monument 3230 U2V
Healthcare Valley, AZ 84536
Financing
Patient . .
. . Kayenta Service Unit,
Avis Singer Registration, P.O. box 368, Kayenta, 928-697- Not Available
Kayenta Health 4000
AZ 86033
Center
SommiosyBiing, | Kaventa Serviee Unit, | oo coo
Derrick Kay & | P.0. box 368, Kayenta, Not Available
Kayenta Health 4000
AZ 86033
Center
Patients
Benefits Inscripition House
Michelle Coordinator, Health Center, P.O. Box | 520-672- Not Available
Isone Inscription 7397, Tonalea, AZ 2611
House Health 86044
Center

I11-59



mailto:shirleeabedonie@utah.gov

Tuba City Service Unit

Patients
Benefits Tuba City Indian
. Coordinator, Hospital, 167 N. Main St., .
Joe Hinez Tuba City P.O. Box 600, Tuba City, 928-283-2683 | Not Available
Regional AZ 86045
Hospital
Patients
Benefits Tuba City Indian
. Coordinator, Hospital, 167 N. Main St., .
Victor Hanel Tuba City P.O. Box 600, Tuba City, 928-283-2501 | Not Available
Regional AZ 86045
Hospital
Business Tuba City Indian
Office Hospital, 167 N. Main St
Patty Galst Manager, Tuba pIta’, ; .7 | 928-283-2501 | Not Available
City Regional P.O. Box 600, Tuba City,
. AZ 86045
Hospital
Contract Tuba City Indian
Susan Health Hospital, 167 N. Main St
v Services, Tuba pral, : .71 928-283-2501 | Not Available
Penberry . . P.O. Box 600, Tuba City,
City Regional
. AZ 86045
Hospital
Contract Tuba City Indian
Health Hospital, 167 N. Main St
Juanita Coriz | Services, Tuba prat, . .7 | 928-283-2777 | JaunitaCoriz@TCIMC.IHS.GOV
City Regional P.O. Box 600, Tuba City,
. AZ 86045
Hospital
Contract Tuba City Indian
Health Hospital, 167 N. Main St
Dollie Nez Services, Tuba pral, . .7 | 928-283-2480 | DollieNez@TCIM.IHS.GOV
City Regional P.O. Box 600, Tuba City,
. AZ 86045
Hospital
Patient Tuba City Indian
Registration, Hospital, 167 N. Main St
Sally George Eléb?o(rf;tly P.O. Box 600, Tuba City, 928-283-2176 | sally.george@TCIMC.IHS.Gov
810 AZ 86045
Hospital
Administration | Tuba City Indian
Patti Tuba City Hospital, 167 N. Main St., .
Whitethorn Regional P.O. Box 600, Tuba City, 928-283-2829 | Not Available
Hospital AZ 86045
Winslow Service Unit
Mae-Gil Navajo Winslow Health Center,
B Ae-VLENC | Division of 619 E 3rd, Winslow, AZ | 520-289-4646 | Not Available
ceay Health 86047
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Navajo Nation Division of Health

. CHR Outreach
Tammie Community Health Program, P.O. Box 928-871-
. ive, L ie. i . .
Yazzie gigsgssﬁtsilg/eram 2357, Window Rock 6785 tammie.yazzie@CHRoutreach.IHS.GOV
g AZ 86515
Program Director, NaV.aJO IIIatlorll h
A Navajo Regional Reglon? Healt 928-871- .
Toni Miller . Authority, P.O.Box Not Available
Behavioral Health . 6239
Authority Drawer 709, Window
Rock, AZ 86515
Navajo Nation
Regional Health 928-871-
Maxine Nakai | Clinical Specialist | Authority, P.O.Box 6877 Not Available
Drawer 709, Window
Rock, AZ 86515
Navajo Nation
Regional Health
(Séllyrb; Program Director | Authority, P.O.Box 2?3_6283_ Not Available
corge Drawer 709, Window
Rock, AZ 86515
Navajo Nation
Navajo Regional Regional Health 928-871-
Herman Logo | Behavioral Health | Authority, P.O.Box 6235 Not Available
Authority Drawer 709, Window
Rock, AZ 86515
Navajo Nation
Navajo Regional Regional Health
gi?ﬁi?l Behavioral Health | Authority, P.O.Box 2%2&87 = | Not Available
Authority Drawer 709, Window
Rock, AZ 86515
Navajo Nation
Acting Executive Regional Health 928-871-
Robert Nakai | Director, Navajo Authority, P.O.Box 6355 Not Available
Nation Drawer 709, Window
Rock, AZ 86515
Navajo Nation
e Regional Health
Roz Chapela Navajo Division of Authority, P.O.Box 928871 | Not Available
Health . 6355
Drawer 709, Window

Rock, AZ 86515
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Tucson Area Indian Health Service

Name Title Address Telephone E-mail Address
E i Tucson Area Indian
Geor O’;Ecur Ve Health Service, 7900
corge cer, South J. Stock Road, 520-295-2406 george.bearpaw@mail IHS.gov
Bearpaw Tucson Area

IHS

Tucson, AZ 85746-
7012

Sax Xavier 7900 South J. Stock
Bernie DeAsis | PHS, Indian Road, Tucson, AZ 520-295-2480 Not Available
Health Center | 85746-7012
Social
Michael Flood | Worker, Sells | b0 BOX 348 ¢lls, 1 555 3837951 | Not Available
. AZ 85634
Hospital
Tucson Area Indian
IS{e:étil;hSS}t/stem Health Service, 7900
Liz Guerro p i South J. Stock Road, 520-295-2568 Not Available
Tucson Area
HS Tucson, AZ 85746-
7012
Patient
Nancy Benefits P.O. Box 548, Sells, .
Marquez Coordinator, | AZ 85634 520-383-7251 Not Available
Sells Hospital
Sells Service
Unit Director, | P.O. Box 548, Sells, .
D.W. Rumley Tucson Area A7 85634 520-383-7251 Not Available
IHS
gaeizrfl'fts Sax Xaver PHS
Rechanda . Indian Health Center, .
Sarmiento g;?r;(l;g?gr)r’ 7900 S.J. Stock Road, 520-295-2495 Not Available
Health Center Tucson, AZ 85746
Tucson Area Indian
Area Director, | Health Service, 7900
Taylor Satala Tucson Area South J. Stock Road, | 520-295-2405 taylor.satala@mail.ihs.gov
IHS Tucson, AZ 85746-
7012
I]?;gicfg’{a ; 7474 S Camino De
Director v qu Oeste, Tucson, AZ 520-883-5020 Not Available

Health
Program

85746
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Tucson Indian Center

Name Title Address Telephone E-mail Address
Executive Tucson Indian Center,
Jacob Bernal Director P.O. Box 2307, 520-884-7131 tucsonindiancent@gqwest.net
Tucson, AZ 85702
Wellness Tucson Indian Center,
Susan Kunz Director P.O. Box 2307, 520-325-6392 skunz54@AOL.com
Tucson, AZ 85702
Tucson Indian Center,
Taryn Kaye WElIness P.O. Box 2307 520-884-7131 tkaye@ticenter.or
Y Y Coordinator e y Y OTs

Tucson, AZ 85702

Phoenix Indian Medical Center

Name Title Address Telephone E-mail Address
Patient Phoenix Indian
. Medical Center .
Herlinda Acedo Beneﬁts 4212 North 16th St. 602-263-1511 herlinda.acedo@PIMC.IHS.GOV.
Coordinator

Phoenix, AZ 85016
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CHAPTER IV. MICHIGAN
BACKGROUND
Overview

This Case Study Report presents background information and findings from a three-day
site visit to Michigan conducted from October 14 to October 16, 2002. The site visit team
consisted of Sally Crelia (Site Coordinator) and Erika Melman of BearingPoint, and Rebecca
Baca of Elder Voices, project consultant. The team visited the Sault Ste. Marie Tribe of
Chippewa Indians in Sault Ste. Marie, Michigan, the Grand Traverse Band of Ottawa and
Chippewa Indians in Suttons Bay, Michigan, and the American Indian Health and Family
Services of South East Michigan in Detroit, Michigan, conducting interviews with individuals
and groups in each location. The rationale for selecting the sites visited and description of the
sites is provided in the following section.

An earlier version of this Case Study Report was reviewed by the CMS Project Officer
and other CMS staff for accuracy and clarity. Subsequently, a Draft Case Study Report was sent
to each of the Michigan organizations that participated in the site visit, with a request that the
draft be reviewed for accuracy and notification that comments and additions would be
incorporated into the Case Study Report. Follow-up telephone contacts were made with all of
these organizations. Comments and corrections were received from all of the organizations
interviewed and are incorporated into this report.

The comments and recommendations contained within this report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services (CMS), the Indian Health Service (IHS), or the State.

Michigan AI/AN Population and Location

The AI/AN population of Michigan is proportionally one of the largest among States east
of the Mississippi River. Approximately 70,194 AI/ANs live in Michigan (identified as AI/AN
race alone on the U.S. Census), representing 0.7 percent of the State’s total population.®’
Michigan has 12 Federally Recognized Tribes.*® Historically, the three major Tribes in Michigan
have been the Chippewa, Ottawa and Potawatomi.®’ Over 42 percent of the AI/AN population

6 Urban Institute and the Kaiser Commission on Medicaid and the Uninsured, estimates based on pooled March
2001 and 2002 Current Population Surveys.

6 The 12 tribes are: Bay Mills Chippewa Indian Community, Grand Traverse Bay Band of Ottawa and Chippewa
Indians, Hannahville Potawatomi Indian Community, Huron Potawatomi-Nottawaseppi Huron Band of Potawatomi,
Keweenaw Bay Indian Community, Lac Vieux Desert Band of Lake Superior Chippewa Indians, Little River Band
of Odawa Indians, Little Traverse Bay Band of Odawa Indians, Match-e-be-nash-she-wish Band of Potawatomi
Indians of Michigan, Pokagon Band of Potawatomi Indians, Saginaw Chippewa Indian Tribe, and Sault Ste. Marie
Tribe of Chippewa Indians, http://www.michigan.gov/fia/0,1607,7-124-5452 7124 7209-15452--,00.html accessed,
March 19, 2003.

67 http://www.itcmi.org/aihm.html, accessed March 19, 2003.
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lives on Reservations in Michigan.68 About 32 percent of the AI/AN population in Michigan is
under the age of 18, compared to 20 percent of the overall Michigan population under age 18.%

As in many other States, poverty is prevalent throughout Michigan’s AI/AN population.
Twice as many AI/AN households in Michigan have incomes under $10,000 as compared to
households of all races.”” Eighty-two percent of female heads of households on Reservations
compared with 58 percent of off-Reservation heads of households live at or below the poverty
level.”! This is due, in part, to the high level of unemployment among AI/AN members of
Michigan’s population, estimated at 54 percent in 1999 by the Bureau of Indian Affairs (BIA).
Additionally, the BIA estimated that another 25 percent of Michigan AI/ANs were employed but
living below Federal poverty guidelines, because the bulk of AI/AN employment is concentrated
in low paying service jobs.”” Education levels among AI/AN residents of Michigan are also
lower, with 68 percent having a high school diploma or higher education in 1990 compared with
77 percent of the rest of the State’s population.”

AI/AN Health Services in Michigan

The Bemidji Area Office of the IHS, located in Bemidji, Minnesota, provides health care
and funding to support health services for about 93,000 AI/ANs residing in five States, with
Tribal facilities in Minnesota, Wisconsin, Michigan and Indiana, and urban centers in Minnesota,
Wisconsin, Michigan, and Illinois.”* Ojibwe (Chippewa) Indians are the most numerous of the 34
Tribes served by the Bemidji Area. Still occupying areas today where they earlier settled are the
Ottawa, Potawatomi, Menominee, Ho-Chunk, and Sioux. Only the Oneida, a member of the
Iroquois of upState New York and the Stockbridge-Munsee Mohican Band (originally from
Massachusetts), were resettled in the area from greater distances.

The Bemidji Area office supports two IHS-operated short-stay hospitals, two health
centers, and five health stations in three IHS Service Units. The Bemidji Area is unique,
however, in that nearly all of the annual IHS funding allocation is distributed among the 34
Federally Recognized Tribes through contracts and self-governance compacts (97.4 percent as of
FY 1998). Each Tribe contracts or compacts with IHS for health services ranging from outreach
and contract health care to fully comprehensive health delivery systems, including environmental
health services and sanitation facilities, and health facilities construction.

Under Public Law 93-638 contracts, Bemidji area Tribes run 24 health centers and 33
health stations. Health centers are open 40 or more hours per week with primary care providers
on staff who also offer comprehensive ancillary services. Health stations are open less than 40

% U.S. Census Bureau, 2000 Census, Summary File 1.

% http://mi.profiles.iaState.edu/census/census.aspx? Table=race&Fips=26000, accessed April 28, 2003.

" The Great Lakes EpiCenter. Community Health Profile Minnesota, Wisconsin & Michigan Tribal Communities
2001.

! http://www.msue.msu.edu/msue/imp/modii/ii493006.html, accessed 4/28/03.

> The Great Lakes EpiCenter, 2001; http://www.msue.msu.edu/msue/imp/modii/ii493006.html, accessed April 28,
2003.

3 The Great Lakes EpiCenter, 2001.

™ The population is based on the official 2001 Headquarters User Population data of Federally Recognized Indians
who use IHS services (http://www.ihs.gov/FacilitiesServices/AreaOffices/Bemidji/index.asp, accessed January 15,
2003.
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hours per week, some with primary care providers and limited ancillary services.”” The most
common arrangement for AI/ANs living on a Reservation in Michigan is to have clinical services
provided on the Reservation by the IHS or the Tribe, with contract services available in local
communities for more complex care.’®

The Bemidji Area’s IHS budget is divided into direct service expenditures and Contract
Health Service (CHS) dollars, used when care is not available on-site at IHS or Tribally operated
facilities. Non-Indian community hospitals and referral centers are used, along with alternative
resources that may be available, i.e., private health insurance, Medicare, Medicaid, and Veterans
Affairs benefits.”’

There are also other health and health insurance programs to address the health care
needs of the AI/AN population in Michigan. Michigan’s Family Independence Agency (FIA),
which will be discussed in the next section of this report, administers many such programs.

Overview of Michigan State Government

Based on information provided on its official State website, Michigan’s public assistance,
child, and family welfare agency (FIA) has collaborated with Michigan’s Federally Recognized
Tribes to develop a service delivery system that focuses on the pReservation of AI/AN families.
The program, called Indian Outreach Services, strives to meet the needs of AI/ANs by serving as
a liaison between State and Federal programs and Michigan’s AI/AN communities. FIA has also
established an advisory body known as the Implementation Team, which meets regularly to
discuss child welfare issues such as foster care and adoption with respect to AI/ANs.”® This
partnership includes representatives from the FIA, Michigan’s 12 Federally Recognized Tribes,
the State’s historic Tribes, AI/AN organizations, the Federal government, and other community
and State organizations.”

Act 195, P.A. 1972 (Sections 16.711 - 16.720 of the Michigan Compiled Laws),
established the Michigan Commission on Indian Affairs within the Executive Office of the
Governor as an independent unit. The Commission’s responsibility is to investigate problems
common to AI/AN residents of Michigan and to assist Tribal governments, and AI/AN
organizations and individuals with problems involving education, employment, civil rights,
health, housing, treaty rights, and any other right or service due the AI/ANs of Michigan.®

Michigan State Medicaid Program

The Michigan Department of Community Health (MDCH) oversees the Michigan
Medicaid program. The Michigan program includes all of the services permitted under Federal
law and regulations, as well as mental health and substance abuse services to persons with
developmental disabilities; managed care services; and home and community-based care for

7 http://www.ihs.gov/FacilitiesServices/AreaOffices/Bemid;ji/Bem.asp, accessed January 22, 2003.

7% http://www.senate.leg.State.mn.us/departments/scr/report/bands/RESTABLE.HTM, accessed January 22, 2003.
7 http://www.ihs.gov/FacilitiesServices/AreaOffices/Bemidji/index.asp, accessed January 15, 2003.

" http://www.michigan.gov, accessed March 12, 2003.

7 http://www.michigan.gov/fia/0,1607,7-124-5452 7124 7209-15443--,00.html, accessed April 25, 2003.

% http://www.michigan.gov, accessed March 12, 2003.
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children, the aged, and the disabled.®’ The FIA conducts Medicaid eligibility determinations for
MDCH through an inter-agency agreement.*

Michigan requires certain Medicaid beneficiaries to enroll in managed care organizations
known as qualified health plans (QHPs). Sixty-six percent of Medicaid recipients are currently
enrolled in QHPs.83 AI/ANs can be exempt from enrolling in QHPs by filling out and
submitting by mail an exemption form to the MDCH. Other policies affecting the way Medicaid
services are provided in Michigan include prior authorization, use of a prescription drug
formulary, and an allowable imposition of a deductible of up to $2.00 per family per month.
Michigan also permits the imposition of co-payments for particular services ranging from $0.50
to $3.00.84

Other Medicaid programs that cover children and adults in Michigan include:

Group 2 Pregnant Women. A pregnant woman who has income that exceeds the income limit
for Healthy Kids for Pregnant Women may be eligible for Medicaid under the Group 2
Pregnant Women program. If household income is over the income limit, persons may incur
medical expenses that equal or exceed the excess income and still qualify for this program.

Maternity Outpatient Medical Services (MOMS). The MOMS program provides immediate
outpatient prenatal coverage while a Medicaid application is pending. Other women who
may be eligible for MOMS include teens who, because of confidentiality concerns, choose
not to apply for Medicaid, and non-citizens who are eligible for emergency services only.
The woman must use Medicaid benefits once she qualifies for the program under other
guidelines. Prenatal health care services are covered by MOMS and/or Medicaid for the
entire pregnancy and for two months after the pregnancy ends. An income test is imposed for
all persons except teens.

Caretaker Relatives. Through the Caretaker Relatives program, Medicaid is available to
eligible parents and people who act in the capacity of parents by caring for a dependent child
who is not their biological or adopted child. There is only an income test for this program. If
household income is over the income limit, persons may incur medical expenses that equal or
exceed the excess income and still qualify for this program.

Two forms can be used to apply for Medicaid in Michigan: the FIA-1171 application,
which can be used by any applicant; and the joint four-page Healthy Kids/MIChild application
(the MIChild program is described in the next section) that can only be used by children and
pregnant women. The FIA-1171 is a six-page, combined application for FIP, Medicaid, Food
Stamps, State Emergency Relief and Child Day Care.™

81 “Medicaid Health Care Services”, Citizens Research Council of Michigan, CRC Memorandum No. 1072, March
2003.

%2 Michigan Medicaid Eligibility Process Review Report, CMS Chicago Regional Office, October 2001.

% Bernasek, C. et. Al. Case Study: Michigan’s Medicaid Prescription Drug Benefit. The Henry J. Kaiser Family
Foundation: The Kaiser Commission on Medicaid and the Uninsured, January 2003.

84 “Medicaid Health Care Services,” Citizens Research Council of Michigan, CRC Memorandum No. 1072, March
2003.

% Michigan Medicaid Eligibility Process Review Report, CMS Chicago Regional Office, October 2001.
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To apply for Medicaid or Healthy Kids, eligible persons must complete and submit an
application by mail or visit their local FIA office, County public health department, or one of the
MDCH authorized contract agencies (QHPs). The joint Healthy Kids/MIChild application is also
available on-line on MDCH’s website. Once an e-application has been submitted, the computer
will determine the applicant’s eligibility for the appropriate program. Eligible applicants receive
a printed summary of the information provided for the application along with a signature page
that must be signed and returned to the MIChild Office by mail or in person. Both Medicaid and
Healthy Kids require annual redetermination.

The Michigan Assistance and Referral Service (MARS) is an on-line tool that allows
Michigan residents to pre-screen themselves and identify programs offered by the State of
Michigan that may help them with medical, nutritional, food, day care, temporary cash or other
expenses. The screening tool provides the user with program information, and income estimator,
application requirements, and where to find the appropriate office to apply for a program. FIA
offices process applications for any program except the Women, Infants and Children (WIC) and
MIChild programs; WIC offices handle Healthy Kids, Healthy Kids for Pregnant Women,
MIChild, and WIC. In addition, the MDCH website allows applicants to apply on-line for
MIChild, Healthy Kids, and Healthy Kids for Pregnant Women.

Michigan SCHIP Program

MIChild is Michigan’s State Children’s Health Insurance Program (SCHIP), intended for
low-income uninsured children of families with incomes higher than the limit for Healthy Kids.
MIChild is a separate Title XXI program rather than a Medicaid expansion program. Like
Healthy Kids, there is only an income test and coverage is provided for children who are under
age 19. The child must be enrolled in a MIChild health and dental plan in order to receive
services. While children can have other insurance coverage and still be eligible for the Healthy
Kids program, most eligible for MIChild cannot have any other source of health insurance.
AI/ANs, however, can have coverage through a Federal insurance program and still be eligible
for MIChild.

MIChild, implemented in 1998, provides coverage to children under age 19 in families
with incomes between 150 and 200 percent of the FPG. Michigan does not impose any co-
payments for the MIChild program but does charge a premium of $5 a month for children in
families with incomes between 151 and 200 percent of the Federal Poverty Level, regardless of
the number of children in the family. Since 2001, however, AI/ANs have been exempt from
paying premiums. Beginning in 2000, Michigan has allowed self-declaration of income for the
re-enrollment process. The benefit package for MIChild is the same as the Medicaid benefits
package that includes a variety of hospital and physician services, including vision, dental, and
mental health services.

MIChild is administered by MDCH, which makes eligibility determination and contracts
with multiple managed care providers to provide MIChild benefits. All enrollees are required to
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be enrolled in a QHP. AI/ANs eligible for MIChild cannot “opt out” to be in a fee-for-service
program. ™

DESCRIPTION OF SITE VISIT
Overview

Prior to conducting the site visit, the team contacted Pam Iron (National Indian Women’s
Health Resource Center, Oklahoma), and Spero Manson (Division of American Indian and
Alaska Native Programs, University of Colorado Health Sciences Center), Technical Expert
Panel (TEP) members; David Baldridge (National Indian Council on Aging), and Ralph
Forquera (Seattle Indian Health Board), Project Consultants; Jo Ann Kauffman (Kauffman &
Associates), Project Consultant (who also sought suggestions from Glen Safford from the Great
Lakes Inter-Tribal Council of Michigan and Kathleen Annette, Director, Bemidji Area IHS
Office); Pam Carson and Ruth Hughes, CMS Native American liaisons in the Chicago CMS
Regional Office (Region V); and Jenny Jenkins, Assistant to the Area Director for the Bemid;i
Area IHS Office. The team solicited advice on which communities the site visit team should visit
in Michigan, who initial key contacts might be, and which issues specific to the State should be
addressed in the study. According to the Case Study Design Report approved by CMS, the team
solicited input on one Tribal area with Tribally managed health facilities, one Tribal area with
direct IHS facilities, and one urban area with an Urban Indian Health Center that delivers
medical services. The team also stressed that travel distances were an important consideration in
recommending sites.

The goal of the three-day site visit was to meet with approximately 10 to 12 key
organizations/people per State. Also, as noted in the Case Study Design Report, if the urban area
recommended was located in the State capital, the team would also try to schedule in-person
discussions with State Medicaid and SCHIP staff and IHS Area Office staff.

Representatives from the CMS Region V office said that all of the Federally Recognized
Tribes in Michigan have either contracted or compacted with IHS. There is no IHS program in
which direct health services are provided, but the IHS does fund programs administered by the
Health Services Division of the Inter-Tribal Council of Michigan (ITC), which is based not far
from Bay Mills in Sault Ste. Marie. Michigan is a difficult State to visit due to the great distances
between Reservations. They recommended a combination of sites consisting of the Detroit Urban
Clinic and two of the following Reservations: Bay Mills, Grand Traverse Band of Chippewa
Indians, Little Traverse Band of Chippewa Indians, Saginaw Chippewa, and Sault Ste. Marie
Tribe of Chippewa Indians.

In addition, CMS Region V staff noted that Grand Traverse Band has an established
health program while the Little Traverse Band is less established, but developing a health
program. In terms of enrollment outreach, Sault Ste. Marie and the Saginaw Chippewa have the
most experience. Little Traverse Band has limited experience with outreach, as it is a newly
Federally Recognized Tribe. Little Traverse is currently involved, however, in a joint IHS/CMS
project to use Community Health Representatives (CHRs) to conduct outreach. For the project,

% http://www.michigan.gov/mdch/, accessed March 12, 2003.
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CMS provided training to the CHRs in early 2002 on eligibility for Medicare, Medicaid and
SCHIP. There has been no evaluation of the program, so it is unknown how well the outreach
project is being implemented or how successful it has been in raising awareness and program
enrollment. The Tribe’s involvement in the project, however, is an indication that it considers
outreach important and visiting the Tribe could be helpful in that members would be able to
communicate any difficulties they are experiencing in their outreach activities.

Finally, CMS staff recommended a site visit to the Detroit Urban Indian Clinic because it
provides a great deal of direct care and conducts outreach. CMS staff said clinic does minimal
third-party billing but does assist patients with accessing State services. CMS staff also said that
the clinic has a good understanding of the results of their outreach on Medicaid and SCHIP
enrollment.

Representatives from the Bemidji Area Office of the IHS suggested five Tribes for a site
visit: Sault Ste. Marie, Little Traverse Bay Band, Saginaw Chippewa, Bay Mill, and Grand
Traverse. The Area Office noted that because Bay Mills and Sault Ste. Marie are located close to
each other (in fact, some staff members are contracted part-time by both Tribes’ health facilities),
it might be redundant to visit them both. They also noted that visiting one site on the Upper
Peninsula and one in the Lower Peninsula would provide valuable diversity. The Area Office
reiterated that all of Michigan’s Tribes contract or compact with IHS to provide services to
Tribal members so the site visit team would not be able to visit a fully IHS-run facility in the
State.

The Area Office also added some information about the Detroit Urban Clinic. The clinic
has four physicians who work on a part-time basis, providing direct medical services and alcohol
and mental health programs. The clinic is primarily grant-focused, but generally considers third-
party resources when making referrals. Area office staff said the clinic does engage in
considerable third-party billing. Ralph Forquera of the Seattle Indian Health Board was also
contacted regarding the urban program in Detroit, but he was not familiar with the program. He
did mention that if the program only consists of referral services, the project team might benefit
from selecting a third Tribe to visit rather than go to the Detroit clinic.

David Baldridge added that Sault St. Marie is very progressive and creative in terms of
outreach and enrollment, and that they would be valuable to visit. Jo Ann Kauffman suggested
the Saginaw Chippewa, Bay Mills, and Sault Ste. Marie as possible sites. She noted the
importance of visiting Tribes that are experienced with third-party billing, as the site visit team
should get a richer description and history of the obstacles and barriers with respect to third-party
billing. Spero Manson suggested that the Little Traverse Band might not have enough history to
obtain substantial information about their experience with third-party billing. As such, Grand
Traverse Bay Band may be a better choice for the site visit. He also said that the Saginaw
Chippewa Tribe is similar to Sault Ste. Marie in size and establishment but not as sophisticated
with respect to outreach and billing. The goal for our site visit was to achieve a dichotomy in
Tribal experience with Medicaid, SCHIP, and Medicare enrollment and billing by visiting a site
on both the Upper Peninsula and the Lower Peninsula. In this respect, Spero Manson suggested
that Sault Ste. Marie, Grand Traverse, and the Detroit urban clinic would be a good combination.
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Based on the advice and information provided from the various sources, the team selected
the Sault Ste. Marie Band of Chippewa Indians, the Grand Traverse Band of Ottawa and
Chippewa Indians, and the American Indian Health and Family Services of South East Michigan
(Detroit Urban Indian Clinic) for the site visits. This combination would enable to the team to
visit Tribes with substantial experience in outreach and enrollment, visit Reservations on both
the Upper and Lower Peninsulas, and visit an urban clinic that conducts outreach and assists
patients with accessing State services. Initially the site visit team wanted to select one Tribe with
gaming and one without in order to include examples of one Tribe with lower revenue and fewer
resources, and one Tribe with higher revenue and more resources. However, because most Tribes
in Michigan have a casino, the site visit team eliminated that criterion from the selection process.

After receiving CMS approval for the sites selected, the site visit team relied heavily on
local Tribal and Urban Indian Health Center key contacts to determine which groups and
individuals the team should speak with and at which places and times, in accordance with the
Case Study Design Report. The team sent a list of people the site visit team would like to
interview to an identified key contact at each site. The list included Tribal leaders, Tribal Health
Directors and Tribal Health Board members, IHS Service Unit Directors, Contract Health
Services Directors, Community Health Representatives/Community Health Aides, Title VI
Directors/elder organization leaders, IHS hospital and clinic staff including alternative resource
specialists, case managers, billing specialists, and patient benefits coordinators and counselors,
urban Indian center and clinic staff, and other organizations that serve the AI/AN community
(e.g., Area Agencies on Aging, out-stationed or County Medicaid/SCHIP eligibility workers,
Indian Alcohol Treatment Centers, Indian Education Programs, and Tribal or County social
services agencies).

Because the MDCH was not within feasible travel distance for the three-day site visit, the
site visit team interviewed this organization by telephone following the site visit. The individuals
and organizations with whom the site visit team met in Michigan or conducted follow-up
telephone interviews are listed in Appendix [V.A.

Description of the Sault Ste. Marie Tribe of Chippewa Indians

The Sault Ste. Marie Tribe of Chippewa Indians has about 31,000 enrolled members
living throughout Michigan and the United States, and is the largest of all of the Federally
Recognized U.S. Tribes in the Midwest/Great Lakes area. The Tribe, headquartered in Sault Ste.
Marie, operates under a constitution and bylaws approved in November 1975 by the U.S.
Secretary of the Interior, and is governed by an elected 12-member Board of Directors
representing five geographic units in the eastern Upper Peninsula.

In 1984, the Board of Directors voted to open Kewadin Casinos. Kewadin’s rapid success
provided the funds to expand the Tribe’s business holdings from one to five casinos and take
ownership of 15 non-gaming businesses. In 1998, these businesses employed nearly 2,500
people, making the Tribe northern Michigan’s largest employer. Revenues from the Tribe’s
casino and non-gaming businesses have been spent to purchase lands to increase Reservation
holdings, finance the construction of new health centers, and pay for additional housing. It also
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supports satellite offices in nine Michigan communities, extending membership services
throughout the Tribe’s seven-County service area of the eastern Upper Peninsula.”’

Despite the success of these businesses in employing Tribal members, the overall
economic picture of the Reservation is improving at a slow pace. For those not employed by the
casinos, there is a high rate of unemployment, and wages are extremely low for Tribal members
who do find employment outside of the casinos. The 1999 Bureau of Indian Affairs (BIA)
National Labor Force Report indicates an overall unemployment rate of 71 percent for the
Reservation with 22 percent of those employed living below the Federal Poverty Level.

The Sault Tribe is the largest Tribal health care provider in the Bemid;ji area. The Sault
health program is Tribally operated under contract with the IHS. The Sault Tribal Health
Division includes environmental, community and rural health programs, contract health services,
elder care and meal programs, and traditional medicine.*® The Sault Tribe Health Division
operates 10 health clinics in its seven-County service area, serving approximately 10,500
patients, 95 percent of whom are AI/AN. The main clinic, the Sault Ste. Marie Tribal Health
Clinic, provides comprehensive outpatient services to Sault Tribe members, staff, and others.
These services include medical, dental, pharmacy, laboratory, radiology, optical, audiology,
physical therapy, community health services, contract health services, enrollment, eldercare
services, environmental health, and Anishnabek Community and Family Services. Traditional
medicine is also available at the clinics. Full time clinic providers include family practice,
pediatrics, internal medicine, and family nurse practitioners. Specialty services are provided on a
part-time basis and include podiatry, audiology, and minor surgery. The other nine clinics
provide primarily general family practice services.

Contract Health Services (CHS) are available for Sault Tribe members residing in the
Tribe’s seven-County service area, providing services beyond those available through Tribal
health facilities. Tribal members must have a referral from a Tribal provider to use CHS
contracted providers. CHS funds are also used to provide financial assistance to Tribal members
in the form of payment to the individual to cover co-pays, deductibles, spend downs, partial
payments, and full payments for specialty services that the clinic cannot provide, for both public
and private health insurance programs. Tribal members must apply for CHS yearly to be eligible
to use CHS funds.*

Description of the Grand Traverse Band of Ottawa and Chippewa Indians

The Grand Traverse Band of Ottawa and Chippewa Indians was officially recognized as
an Indian Tribe on May 27, 1980. The members are descendants of the various Ottawa and
Chippewa villages who have inhabited northern Michigan for centuries. The Grand Traverse
Band’s Federal land base is approximately 1,100 acres with 3,500 members and 1,450 residing in
its service area. The organizational structure of the Tribe’s governmental services includes a
governing body consisting of a Tribal chair and six other Tribal Council members, all of whom
are elected by the Grand Traverse Band membership.

*7 http://saulttribe.org/history.htm, accessed March 12, 2003.
% http://www.saulttribe.org/directory/page24.htm, accessed March 12, 2003.
89 http://www.saulttribe.org/health/healtha.htm, accessed March 12, 2003.
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The Grand Traverse Band is among the largest employers in northern Michigan. The
organization has been in the casino gaming business since 1984. In addition to Leelanau Sands
Casino in Peshawbestown and Turtle Creek Casino in Williamsburg, the Band owns and operates
two hotels, restaurants, a conference center and a convenience store.””

The Grand Traverse Band operates one health clinic under contract with IHS, the Grand
Traverse Band Family Health Clinic that serves its six-County service area. While non-Grand
Traverse AI/ANs use the clinic (about 11 to 13 percent of its service population), the clinic’s
service population of 1,700 persons represents a 50 percent penetration of total Grand Traverse
Band members. The clinic provides family practice, pediatric, and obstetrician/gynecology
services. Because there is no IHS hospital nearby, the Clinic has a referral relationship with
Munson Medical Center in Traverse City, which is approximately 20 miles from the Reservation.
The clinic makes referrals to subspecialty providers at the hospital whose services are beyond the
scope of those of the clinic. CHS funds are available for Tribal members residing in the six-
County séelrvice arca of Leelanau, Antrim, Benzie, Grand Traverse, Manistee and Charlevoix
counties.

Description of The American Indian Health & Family Services of Southeast Michigan

The American Indian Health & Family Services of Southeast Michigan clinic is located
in southeastern Detroit and serves primarily AI/ANs. The total user population of the clinic is
approximately 3,300 individuals. Over one-half of the population the clinic serves is largely
uninsured (56 percent) and, according to staff interviewed, are eligible for public benefits
programs such as Medicaid. The only significant groups of uninsured clinic users not generally
eligible for such programs are single adult female and male patients. According to those
interviewed, virtually none of the clinic’s patients have access to private health insurance; the
primary potential sources of coverage for clinic users are Medicaid, and Medicare. Medicare
enrollment is rare, however, because of the age composition of the clinic-user population. Most
clinic patients are families and children (70 percent), with a smaller proportion of elderly (20
percent) and single adult men and women (10 percent).

The clinic receives no direct contract care funding from any of the Tribes its patients
represent, although the Tribes do work with the clinic on several issues. The clinic is a Federally
Qualified Health Center (FQHC) and as such receives some Federal grant money from the
Health Resources and Services Administration’s Bureau of Primary Health Care through Section
330 of the Public Health Service Act. As part of the FQHC requirements, the clinic is required to
serve all the residents in their service area without regard to income or insurance status; provide
services on a sliding fee scale basis (i.e., charges are assessed based on family income); be
located in a designated medically underserved area or serve a medically underserved population;
and, maximize all sources of patient and third-party payment in order to limit use of the 330
grant funds to cover any operating deficit. As such, the clinic pursues funding through a variety
of sources including Federal, State, and private grants and contracts, third party reimbursements;

% http://news.corporate.findlaw.com/prnewswire/20030305/05mar2003075941.html, accessed March 12, 2003
! http://www.narf.org/nill/Codes/gtcode/travcode I health.htm, accessed March 12, 2003.
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private donations; and patient fee collections. The clinic is an IHS Urban Program contractor and
thus receives limited financial support from IHS.

FQHC’s have requirements from the Federal government as to the types of services they
must provide. Each FQHC is required to provide, either directly or through contracts or
cooperative arrangements, basic primary health services. Primary health services include clinical
care by physicians and nurses; diagnostic laboratory and radiology; perinatal services; preventive
dental; immunizations; well-child exams; pediatric eye, ear and dental screening; family
planning; and, pharmacy services as appropriate. They must also provide services that improve
utilization and access such as case management; referrals for substance abuse and mental health
services; outreach; transportation; translation services; and, patient education including nutrition
counseling. In addition to these services, the clinic also offers traditional healing and
acupuncture. For specialty services not offered at the clinic, patients are referred to local
providers and hospitals. The Executive Director of the clinic is active in the ITC, and regularly
raises issues pertaining to her clinic at these meetings.”

Description of Other Organizations Interviewed”’

Staff from the Health Services Division of the Inter-Tribal Council of Michigan,
referenced earlier in the report, provide technical assistance, consultation and some direct
preventive health care services to all Tribal communities, including urban communities, in the
State of Michigan. The Health Services Division’s preventive health care components consist of
environmental health, health education, mental health, behavioral health, nursing, nutrition, and
epidemiology. Staff also provide coordination for chronic and communicable disease prevention,
with an emphasis on diabetes, cardiovascular disease, and HIV/AIDS. Maternal and child health
programming, with an emphasis on high-risk families, is also provided.

In addition, the ITC provides technical assistance for Tribal health and human services
systems development, maintenance, and expansion. The Health Services Office has been
instrumental in developing quality assurance and health systems evaluation programming at the
Tribal level. An additional component consists of Patient Registration and Health Insurance
Portability and Accountability Act consultation services. The ITC also coordinates and serves as
a liaison for training on public benefits eligibility and enrollment issues at the request of the
Tribes. Finally, the Health Services Division of ITC functions as a health program resource
developer, often seeking out State, Federal, university and other philanthropic organization
resources that may be used by Tribes for health and human services systems development and
service delivery.”

The Robert Wood Johnson Foundation (RWJF) has also been a facilitator for public
benefits outreach in Michigan. Michigan was selected as a site for a pilot project under a $47
million RWIJF grant for Covering Kids, a nationwide initiative focused on enrolling the nation’s

%2 http://ohiopca.org/what_is fghcl1.htm#Requirements, accessed May 1, 2003.

% An interview with staff from the Great Lakes Inter-Tribal Epidemiological Center (EpiCenter) was also completed
as part of the Michigan case study. While the EpiCenter does conduct public benefits outreach, this activity is
conducted with Wisconsin tribes in conjunction with BadgerCare (Wisconsin’s SCHIP program) and did not appear
to pertain to this State report.

94 http://itcmi.org/healthservices.html, accessed March 12, 2003.
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hard-to-reach, uninsured children in public benefits programs. This pilot project had a particular
component targeted at AI/AN children in the Upper Peninsula (UP), which formed an advisory
coalition for the project. The coalition included small hospitals, Tribal representatives, and health
departments. To identify and enroll AI/AN children, the UP coalition collaborated with Tribal
chairmen and the IHS to present information about public health insurance programs at
powwows, naming ceremonies and other AI/AN activities; access informal networks for
AI/ANSs; and engage human resource directors of casinos to initiate communication with AI/ANs
employees and customers.

FINDINGS: MICHIGAN MEDICAID AGENCY
Overview

Following the site visit to Michigan, the project team conducted a telephone interview
with the Director of the Managed Care Support Division of the Michigan Department of
Community Health (MDCH). In general, the Director said he believes the MDCH maintains a
strong and collaborative relationship with the Tribes in Michigan. The State has a designated
Tribal Liaison who attends Tribal health meetings, provides training on Medicaid and MIChild
eligibility, and consults with Tribal leaders when program/policy changes are being
implemented. The MDCH also has an established consultative process between the Tribes and
the State. Tribes are given the opportunity to learn of upcoming policy and program changes and
to provide feedback to the State regarding these changes.

The MDCH interviewee feels that there is less of an under-enrollment problem for
AI/ANs in Michigan’s Medicaid and MIChild programs than for the rest of the State’s
population. The Director believes the main reason for this is the successful outreach efforts of the
Tribal health centers in Michigan, particularly the Sault Ste. Marie clinic, in identifying and
educating potential eligible individuals and families and assisting Tribal members with
completing applications.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

Although AI/AN under-enrollment in Medicaid and SCHIP was not perceived to be a
large problem, the MDCH interviewee did report several barriers to initial enrollment in
Medicaid and MIChild arising out of the application process.

As noted earlier in the report, two applications can be used for Medicaid in Michigan: the
six-page FIA-1171 application, which can be used by any applicant; and the four-page joint
Healthy Kids/MIChild application, which can only be used by children and pregnant women.
Despite the availability of these applications on-line and at locations other than an FIA office, the
application process presents barriers for some AI/ANs. First, many AI/ANs are not aware of
alternate methods of applying for the programs other than physically going to a local FIA office.
This lack of awareness presents several problems (e.g., transportation and issues of privacy and
pride). The fact that some AI/ANs believe they have to go into an FIA office intensifies this
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reluctance. This stigma also presents a barrier for some AI/ANs who may be eligible for the
Medicare Savings Programs but are reluctant to enroll.

Second, even for AI/ANs who know it is not necessary to go into an FIA office and are
aware of how to access the application on-line or at a non-FIA location, not all are able to fill out
their applications without assistance.

Finally, the MDCH interviewee said that some AI/ANs, whether or not they know that
they can apply for a program without physically going to an FIA, are hesitant to enroll because
they know they cannot secure reliable transportation to actually use Medicaid services. That is,
even if they are enrolled, they do not have access to reliable transportation methods that would
allow them to regularly visit their assigned primary care physician’s office.

Barriers to Maintaining Enrollment

The transportation barrier is particularly exacerbated when AI/ANs who are not aware
that Michigan exempted AI/ANs from being required to enroll in a managed care program think
that they must specify that they want to enroll in managed care. They are then assigned to a
managed care provider. However, these members then may not want to go to their assigned
provider or that provider may be geographically inaccessible to them given the extent of their
access to transportation. The result is that they continue to access the Tribal facility as a managed
care enrollee. As a result, the facility is not able to bill for services provided.

Finally, the MDCH director also said that, because some Tribal members (two out of the
twelve Tribes in Michigan make per capita payments to Tribal members) receive dividend
payments from gaming revenues on a monthly basis, fluctuating income causes these AI/AN
recipients to cycle on and off Medicaid.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings
Programs95

The MDCH Director did not document any barriers to Medicare or the Medicare Savings
Programs.

Strategies to Increase Enrollment in Medicaid and SCHIP

The MDCH Director suggested several strategies to increase AI/AN enrollment in
Medicaid:

e Tribal Liaison. MDCH’s Tribal Liaison regularly attends Tribal health meetings to stay
aware of current issues and to provide updates to the Tribes on policy changes. For

% The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”

IV-13



example, upon request from Tribes, Michigan exempted AI/ANs from the mandatory
enrollment in a managed-care organization (with the exception of MIChild enrollees).
AI/ANs in Michigan have also been exempted from having to pay MIChild premiums.

e Regular Training. The Tribal Liaison also provides regular training on Medicaid
eligibility throughout the State. In addition to the regularly scheduled training, the Tribal
Liaison provides additional training to Tribes on request. This training is provided to
Tribal staff who regularly assist Tribal members in completing applications.

o Knowledgeable Tribal Staff. The MDCH director felt having Tribal staff members who
are knowledgeable about eligibility issues, the enrollment process, and are able to help
Tribal members complete applications is key to increasing and maintaining enrollment in
Medicaid/MIChild. He stated that the presence of trained Tribal members who can
identity and assist AI/AN potentially eligible persons through the enrollment process is
more effective then having FIA workers out-stationed on Reservations. He believes that
Tribal members will always be more accepted and trusted than “outsiders” and can,
therefore, more effectively encourage Tribal members to enroll in these programs.

FINDINGS: SAULT STE. MARIE TRIBE
Overview

During our site visit to Sault Ste. Marie, the site visit team discussed program enrollment
barriers and solicited strategies to increase enrollment in Medicaid, MIChild/Healthy Kids, and
Medicare with the Tribal Health Director, the Contract Health Services Director, the Elder Meal
Program Director, the Community Health Director, the Business Office Manager, medical staff,
Patient Benefits Coordinators, the Health Board Chairman, and the Agency for Children and
Family Services Director of the Sault Ste. Marie Health Center. In addition, two representatives
from the Health Services Division of the Inter-Tribal Council of Michigan (ITC) were present at
the meeting. As such, findings from conversations with the ITC staff have been folded into the
findings from discussions with Sault Ste. Marie health staff. Following the site visit, the site visit
team also conducted telephone interviews with the Eldercare and the Elder Meal Program
Directors.

In general, staff of the Sault Ste. Marie Health Center did not perceive under-enrollment
in Medicare, Medicaid, or MIChild to be a large problem for the Sault Ste. Marie Tribe. The
Sault Ste. Marie Department of Health and Human Services, the largest Tribal health care
provider in the Bemidji area, is well organized and benefits from revenues earned from the
Tribe’s casino and non-gaming businesses.

Tribal health staff interviewed did not know the actual number of Tribal members
eligible but not enrolled in Medicare, Medicaid, and MIChild. However, they estimated that most
who are eligible for Medicare Part A are enrolled and that only a small portion of those who are
eligible for Medicare Part B, Medicaid, and MIChild are not enrolled in those programs.

While under-enrollment may not be a large problem, some Tribal members still face
barriers to enrolling in health programs. The primary barriers, as reported by health staff, are lack
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of outreach, resulting in a lack of knowledge and understanding of the programs and their
benefits; lack of reliable transportation; and, a general feeling that members do not need to enroll
in these programs because they have access to Tribal facilities that provide comprehensive health
and medical services.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Under-enrollment in Medicaid for the Sault Ste. Marie Tribe, although estimated to be
low, is more of a problem than under-enrollment in Medicare according to those interviewed.
Interviewees said that the main reason for under-enrollment in Medicaid is lack of awareness,
followed, or exacerbated by, lack of outreach to this population. The second primary reason is
that some eligible Tribal members feel that they do not need to enroll in the Medicaid and
MIChild programs because the Tribal clinic offers comprehensive services.

Barriers to Initial Enrollment

Interviewees most frequently reported the following barriers to initial enrollment in
Medicaid and MIChild:

e Many Tribal members are not aware that these programs exist. Health staff interviewed
believes the main reason for this lack of awareness is limited outreach targeting Tribal
members.

o Staff also believe that some Tribal members may actually be aware of the programs but
do not understand their benefits, and some are not motivated to go through the effort of
enrolling when clinic and Contract Health Services are available and comprehensive.

e Securing transportation to the County FIA office presents a challenge for many members.
Some AI/ANs are not aware that there are alternate methods to applying for the programs
other than in person at a local FIA office. This lack of awareness presents several
problems. Along with the difficulties for many AI/ANs in securing reliable transportation
to an FIA office, some AI/ANs are reluctant to visit an FIA office due to issues of privacy
and pride and a hesitancy to disclose personal information to strangers.

e The need for application assistance is also a barrier to enrollment. For those AI/ANs who
know it is not necessary to go into an FIA office and are aware of how to access the
application on-line or at a non-FIA location, not all are able to complete an application
without assistance. Because the applications bears the FIA name or because they do not
know where else to seek help, many AI/ANs feel that they need to go into an FIA office
to obtain help in filling out the application. As such, they face the same enrollment
barriers as do AI/ANs who believe the only way to apply for a program is to physically
visit an FIA office.

e Lack of transportation to visit providers’ offices presents another barrier to enrollment.
Some AI/ANs, whether or not they know that they can apply for a program without
physically going to an FIA, are hesitant to enroll because they know that they do not have
the ability to secure reliable transportation to actually utilize the program. The
transportation barrier is particularly exacerbated when AI/ANs who are not aware that
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they can opt out of Medicaid/MIChild managed care fail to specify that they want to opt
out of managed care at the time of enrollment and are automatically assigned to a
managed care provider. Members may not want to go to that provider or that provider
may be geographically inaccessible to them given the extent of their access to
transportation.

There is a stigma associated with enrollment in Medicaid and MIChild. According to the
interviewed health staff, many Tribal members associate Medicaid and MIChild with
welfare and, thus, are often reluctant or too proud to enroll in these programs. This barrier
is compounded by some Tribal members’ perceptions of negative experiences at County
FIA offices involving an attitude of presumed ineligibility from FIA eligibility workers.

Many Tribal members feel the enrollment requirements are confusing and the enrollment
process is difficult, particularly due to the relatively high level of illiteracy among the
Tribe’s population. Some also feel the requirements are too burdensome. One example
given was that if a person was denied enrollment, regardless of the reason for denial , the
person would likely not attempt to re-apply.

Barriers to Maintaining Enrollment

Interviewees most frequently reported the following barriers to continuing enrollment in
Medicaid and MIChild:

Interviewees noted that redetermination for Medicaid is required every six months
(although Medicaid staff indicated that redetermination is only required once a year),
requiring eligible persons to have to complete the application process so frequently that
they generally will not do so unless they are experiencing acute care needs.
Consequently, by the time the member gets through the redetermination process, they
have already received the services for an acute medical situation. These services cannot
be billed to Medicaid, since the individual was not on Medicaid at the time of the service.

Due to seasonal and lack of steady, full-time employment, some Tribal members’
incomes fluctuate, often on a monthly basis. Thus, an individual can be eligible for
Medicaid and/or MIChild one month and be ineligible the next month, resulting in the
need to re-apply or re-certify more than once a year.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

According to those interviewed, under-enrollment in Medicare Part A is a small problem

for the Tribe. There are several Tribal members who are not enrolled in Part B, however, because
they feel they cannot afford to pay the premiums. Many members are also unaware of the penalty
applied by Medicare for not enrolling in Part B at the time of initial eligibility. Of those who feel
they cannot afford the Part B premium, most probably do not meet the income requirements for
Medicare Savings Programs eligibility according to the health staff. Of those eligible for the
Medicare Savings Programs, they are generally either unaware of the programs or are “too
proud” to enroll because of the social stigma associated with welfare. Also, at the time of the site
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interviews, many staff members indicated they were not aware of the Medicare Savings
Programs and, therefore, not able to educate those who may be eligible.

The interviewees reported the following reasons for under-enrollment in Medicare and
the Medicare Savings Programs:

e Many elders are not aware that they may be eligible for the Medicare Savings Programs.
Staff mentioned that there is a lack of outreach targeting elders about the programs. Also,
some clinic staff themselves indicated they are not familiar with the Medicare Savings
Programs and, therefore, are not able to educate or inform members of the programs and
benefits of enrolling.

o Staff noted that the welfare stigma associated with Medicaid coverage discourages some
elders from enrolling in the Medicare Savings Programs.

e One of the primary barriers for elders not enrolled in Medicare Part B is that they feel
they cannot afford to pay the Medicare Part B premium. In addition, of those who are not
enrolled in Part B, many are not aware of penalties for enrolling in Part B after their
initial eligibility period. When they realize they need to enroll on Part B, they are not able
to afford the penalty, which accrues yearly.

e While there are elderly AI/ANs who are aware of the programs, many still choose not to
enroll for a variety of reasons. The Federal Trust Responsibility is particularly important
with respect to understanding why some elder AI/ANs do not want to enroll. While much
of the younger population has accepted the idea of public health insurance programs,
many elders feel very strongly that the Federal government promised them health care
and that they should not have to enroll in programs intended for the non-AI/AN
population or for individuals who fall within certain income guidelines to receive that
care. In addition, many elder AI/ANs also have a general feeling of mistrust towards the
government because of the historical tension between AI/AN governments and the U.S.
government.

Strategies to Increase Enrollment in Medicaid, SCHIP. and Medicare

The Sault Ste. Marie Tribe is currently working with the MDCH to develop a process that
will allow the Tribe to determine eligibility and enroll members in Medicaid directly. Many
interviewed feel this would greatly increase enrollment for the small group who are eligible but
not enrolled in Medicaid. When the Tribe began directly administering the WIC program,
enrollment in this program increased substantially. Interviewed staff members had additional
suggestions for increasing enrollment in the three programs:

o Comprehensive Process for Identifying Eligible Tribal Members. The Tribe would
like to develop a comprehensive process for identifying members who are eligible for
these programs and assisting them through the enrollment process. This process would
include a “tickler” system to identify Tribal members due soon for program
redetermination. To develop such a comprehensive process, the Tribe would like
assistance from the State in receiving regular and updated training for staff on program
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eligibility and enrollment issues. Although the State currently provides some training,
staff overwhelmingly felt more training was needed.

e Additional Patient Benefits Coordinators. The Tribe would also like to receive
additional IHS or other source of funding to hire more Patient Benefits Coordinators or
other similar positions so it can provide more outreach and one-on-one assistance to
Tribal members, something they feel is key to increasing program enrollment. Currently,
the Tribe is undertaking efforts to develop alternative resources to hire more outreach
staff.

e Additional Transportation Options. Because transportation was considered by the
Tribe to be a major barrier to enrollment, they would like assistance in providing
transportation options to their members. The Tribe currently funds a medical
transportation program for members 60 years and older. However, for those Tribal
members not eligible for this transportation program, many feel that even if they are
enrolled in a program, lack of transportation makes it difficult for them to access the
services available to them under the program. For this reason, they may be reluctant to
even go through the enrollment process at all, even if they know they are likely eligible
for a program. One example given was additional funds to either purchase or contract for
handicapped-accessible vans or drivers to provide transportation services for Tribal
members.

e Indian Outreach Worker at County Medicaid Offices. Some County FIA offices have
a designated Indian Outreach Worker, but not all do. For those that do have designated
outreach workers, they usually have high caseloads and little time to commit to outreach
activities. The health staff suggested that if the State could increase the number of Indian
Outreach Workers, particularly those who serve as liaisons with the Tribes, they would
be able to reach more program-eligible members.

Other Issues

ITC staff raised an additional issue during the meeting: the fact that there are people in
the Tribal community who are not officially enrolled Tribal members, such as Indian and non-
Indian spouses and non-eligible descendants. Although not enrolled members, these people still
look to the Tribe for their health care. These individuals are often the most in need of coverage.

FINDINGS: GRAND TRAVERSE BAND OF OTTAWA AND CHIPPEWA
Overview

The Grand Traverse Band operates one health clinic under contract with IHS, which
serves its six-County service area’s population of 1,700 persons. The site visit team discussed
program enrollment barriers and solicited strategies to increase enrollment in Medicaid,
MIChild/Healthy Kids, and Medicare with the Reservation’s Clinic Administrator, several
Community Health Representatives, a Patient Benefit Coordinator, representatives from Contract
Health Services, and a representative from the Tribe’s Accounting Office.
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Overall, third party reimbursement at Grand Traverse’s clinic has increased since the
Tribe was Federally Recognized 17 years ago, according to clinic staff interviewed. Before that
time, the health clinic operated primarily on CHS funds. According to those interviewed,
currently the clinic’s total budget is made up of IHS base funding, third-party billing, and Tribal
contributions (5 to 10 percent). At the time of the interview, staff were unaware how much of the
clinic budget came from third-party billing. They estimated that 60 percent of the funds for CHS
services comes from the Tribe, while 40 percent comes from Federal IHS base funding.
Currently, Blue Cross Blue Shield (BCBS) administers the Tribe’s CHS program so members are
able to access services anywhere. When possible, the Tribe bills for Medicare, Medicaid, and
MIChild, with the Tribe being the payer of last resort.

Overall, the consensus of those interviewed was that enrollment in Medicaid, MIChild,
and Medicare is a moderate problem on the Grand Traverse Reservation. In general, there is
more of a problem with under-enrollment in Medicaid and MIChild than in Medicare. Current
efforts to enroll members in these programs have primarily focused on reaching and educating
people who visit health facilities. Tribal members who do not access medical services tend to be
the largest group of under-enrolled.

Clinic staff noted that the current one-page redetermination form for MIChild has been
helpful in increasing Tribal enrollment. Previously, the form was over 20 pages, extremely
complicated, and served as the same form for many diverse public benefit programs.
Additionally, the new form assumes presumptive eligibility for MIChild and Healthy Kids, and
at some local FIA sites, is available on-line. In these cases, applicants can receive a presumptive
eligibility determination within a minute of electronically submitting a completed application.
While this is helpful, AI/ANs mistrust of FIA workers is still often an issue. Most AI/ANs feel
more comfortable talking to another Tribal member at a Tribal health facility, where they can
later mail in the application if they feel comfortable applying.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

Interviewees most frequently reported the following barriers to initial enrollment in
Medicaid and MIChild:

e A persistent welfare stigma associated with Medicaid and MIChild. AI/ANs continue to
view them as welfare programs because of Medicaid’s past association with cash
assistance programs.

e FIA workers have told some Band members that they are ineligible for Medicaid or
MIChild prior to the start of the application process. This attitude reportedly dissuades
many from going to County offices to apply for programs or to seek help in filling out
applications. (While it is not necessary to go to an FIA office to apply for these programs,
interviewees said that some AI/ANs are not aware of alternate methods (e.g., by mail, on-
line, or seeking help from a patient benefit coordinator at a Tribal or IHS health facility)).
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o Clinic staff feel that a lack of information about their service population is a barrier to
increasing enrollment. They do not have a grasp on how many eligible persons are not
enrolled due to the fact that they only encounter individuals if they come into the clinic.
Because there is little outreach outside of the clinic, staff does not know how many
members may be eligible but are not coming into the clinic.

e Many AI/ANs do not understand that they can opt out of Medicaid/MIChild managed
care. Because of this lack of awareness, members often do not specify that they want to
opt out of managed care at the time of enrollment and are automatically assigned to a
managed care provider. However, members often do not want to go to that provider and
continue accessing the Tribal facility as a managed care enrollee. As a result, the facility
is not able to bill for services provided and has less of an incentive to encourage patients
to enroll in Medicaid.

o Lack of transportation was identified by staff as a major barrier to enrollment in
Medicaid, SCHIP, and Medicare. In fact, the clinic conducted its own survey on
enrollment barriers. Some AI/ANs are hesitant to enroll in programs because they know
that they do not have the ability to secure reliable transportation to access program
services. The transportation barrier is particularly exacerbated when AI/ANs who are not
aware that they can opt out of Medicaid/MIChild managed care fail to specify that they
want to opt out of managed care at the time of enrollment and are automatically assigned
to a managed care provider. Members may not want to go to that provider or that
provider may be geographically inaccessible to them given the extent of their access to
transportation.

Barriers to Maintaining Enrollment

Interviewees discussed the following specific barriers to maintaining enrollment in
Medicaid and MIChild:

o Interviewees said that the redetermination process itself causes many Medicaid and
MIChild AI/AN recipients to be dropped from the programs.

e While the FIA sends the clinic a list of patients due for redetermination, as well as a
notice to the individual, these systems are “hit or miss.” Tribal members will sometimes
call or come in to see Patient Benefit Coordinators at the clinic if they need assistance
with the redetermination paperwork, but this is based on their own initiative. More often
than not, the member will allow enrollment to lapse rather than deal with the paperwork
if they do not have a health situation that requires immediate medical care.

e In addition, the fact that Medicaid enrollees are faced with disenrolling and re-enrolling
on a monthly basis if their income changes creates periodic spells of uninsurance.
MIChild, on the other hand, uses a 12-month continuous eligibility period, which means
that enrollees may stay enrolled in the program regardless of changes in income for a 12-
month period.
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Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Because clinic staff only encounters Tribal members who come into the clinic for
services, they do not have a good idea of how many Tribal members may be eligible but not
enrolled in the Medicare Savings Programs. Clinic staff interviewed said they believe that the
primary barrier to enrollment in the Medicare Savings Programs is a lack of awareness of their
existence. In fact, at the time of the interview, several clinic staff indicated they were not aware
that the State’s Medicaid program would help pay Medicare Part A and B costs for Tribal
members who are dually eligible for both programs.

Interviewees discussed the following barriers to maintaining enrollment in Medicare:

e Clinic staff stated that most members eligible for Medicare who visit the clinic are
already enrolled in Part A. There is, however, a moderate level of under-enrollment in
Part B, primarily because Tribal members feel they cannot afford the Part B premium.
Staff, particularly Patient Benefit Coordinators, indicated they have developed and
maintained a good relationship with the local Social Security office. As a result, they feel
they are able to coordinate well with Social Security to address the issue of under-
enrollment in Part B. In addition, the Tribe has considered reimbursing all Tribal
members for Part B premiums because they believe it might be less expensive in the long
run for members were they able to receive preventive care services provided under Part
B.

e Another issue with respect to Medicare and the Medicare Savings Programs is that many
Tribal elders feel that AI/ANs should not have to apply to the State for health programs
because of “the Federal Trust Responsibility.” This attitude is much more prevalent
among elder AI/ANs, who are both more traditional and more cognizant of some of the
historical tensions betweens AI/ANs and the U.S. government. As such, one of the
significant enrollment barriers for elder AI/ANs who are aware of Medicare and the
Medicare Savings Programs is the belief that, because the Federal government is
obligated by treaty and law to pay for health care for AI/ANs, they should not have to
enroll in programs designed for the non-AI/AN population or be required to pay out-of-
pocket for any type of medical care.

Strategies to Increase Enrollment in Medicaid, SCHIP. and Medicare

The interviewees discussed the following strategies, currently in place, for increasing
Tribal member enrollment in the three public programs:

e Screening Process. A screening process that begins at patient registration, which
interviewees perceive to be the most effective method the clinic employs. Patients who
list no alternative resource for paying for medical care upon screening by a registration
clerk are directed to one of the clinic’s Patient Benefits Coordinators for additional
screening and application assistance for Medicaid, MIChild, and/or Medicare.

e Clinic staff assistance with application enrollment at health fairs. Health fairs,
organized by clinic staff, provide a “one-stop shop” in the community where members
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can receive outpatient services and information on applying for public benefits programs.
This was originally a one-day, one-time event, but because it was effective, staff have
conducted several and would like to make them regular events.

e The “Caregiver Program” — a clinic-sponsored program for Tribal elders. This
program assists elders with a variety of financial, daily life, and health issues. Elders
having problems accessing medical care or Social Security are referred to the clinic,
where they are able to meet with a Patient Benefits Coordinator. The interviewees said
that elders are often a very difficult population to reach, and require a great deal of
outreach, home visits, and one-on-one interaction. Through this program, Caregiver staff
is able to develop a relationship of trust. As a result, elders are more likely to be willing
to talk with Benefits Coordinators and other clinic staff about public benefits programs.

e Community Health Representative support. CHRs play a particularly important role in
increasing Tribal members’ awareness of public benefits programs because they regularly
go into members’ homes. Currently, the Tribe employs four CHRs. Increasingly, CHRs
are becoming aware of the issue of public benefits and will notify the clinic when they
think someone is eligible, allowing clinic staff to follow up.

Despite the Tribe’s current enrollment strategies, interviewees felt there is a need for
additional activities to ensure that all eligible Tribal members are enrolled in public insurance
programs. These include:

e Additional State/IHS resources to hire supplemental clinic staff for enrollment
assistance activities. Interviewees said this is particularly important because the clinic’s
service area is composed of six far-reaching counties. Also, because many Tribal
members distrust the government, particularly those who have had negative experiences
with FIA case caseworkers, they are reluctant to go to the FIA office to enroll. Therefore,
staff spends a lot of time explaining to members the benefits of enrolling and how third-
party reimbursement will benefit the Tribal member and the Tribe as a whole. Because
this one-on-one assistance requires substantial staff time, additional resources to hire
more staff would allow for more effective education and outreach.

o Interviewees identified the need for additional State-based training. This should
include updates and follow-on training regarding program enrollment processes and
eligibility verification for Medicaid and MIChild. While FIA conducted initial training on
the MIChild program when it was first established, no subsequent training has been
initiated by the State. The State has been willing to provide training to Patient Benefits
Coordinators at the clinic’s initiative, providing that the clinic coordinates the logistics of
the training. Staff mentioned that it would be helpful to have more of this training at
regular intervals.

o Raise Awareness of Programs. Clinic staff said they could include information on
eligibility and enrollment issues in their Tribal newsletter to raise awareness about the
importance of enrolling in Medicaid, MIChild, and Medicare, and how the Tribe as a
whole would benefit.
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Other Issues

Interviewees suggested that health clinic staff should receive compensation for the FIA
services they provide. Staff expressed resentment that they are doing the job of the FIA but are
not being compensated by the State. Essentially, the Tribe’s health dollars are being used to do
the job that FIA should be doing. Although Tribal health staff believes they are more successful
at enrolling AI/ANs than FIA staff at an FIA office, the Tribe is losing out because the State
should be reimbursing them for doing the State’s job. However, payment by the State cannot be
rendered to the clinic for application assistance.

FINDINGS: AMERICAN INDIAN AND FAMILY SERVICES OF SOUTH EAST
MICHIGAN

Overview

The site visit team interviewed the Executive Director of the American Indian and Family
Services of South East Michigan health clinic. The Executive Director indicated significant
under-enrollment existed in the public insurance programs among urban area AI/ANs,
particularly in Medicaid. The primary reason reported is AI/AN discrimination at FIA offices.
She estimated there is not as much under-enrollment in Medicare because of other outreach
programs that address enrollment in Medicare (e.g., programs sponsored by the Saginaw
Chippewa). However, many of the clinic’s AI/AN patients are not eligible for Part A because of
the 40 quarters work rule. Currently, she believes there is very limited use of the Medicare
Savings Programs because outreach to this population is such a challenge.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

The Executive Director reported the following specific barriers to initial enrollment in
Medicaid and MIChild:

e Many AI/ANs feel they have been discriminated against at FIA offices. The Executive
Director said this was a major barrier and the main reason for AI/ANs not wanting to
enroll in Medicaid or MIChild. Despite the availability of the applications on-line and at
locations other than an FIA office, many AI/ANs are not aware of alternate application
methods other than in person at an FIA office.

e Even for AI/ANs who know that it is not necessary to go into an FIA office and are aware
of how to access the application on-line or at a non-FIA location, many require in-person
assistance in completing the form. Because the applications bear the FIA name, they do
not know where else to seek help. Or, because AI/ANs traditionally prefer (or “have been
conditioned by the I/T/U system into preferring”) one-on-one and face-to-face assistance,
many feel they need to go into an FIA office for application assistance.

o The State does not provide general staff training specific to AI/ANs because of their low
numbers in the State. The clinic’s staff feels this population is ignored and that AI/ANs
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are not of interest to the State. This lack of training, coupled with the fact that the clinic is
very resource constrained, prevents staff from being able to provide adequate education
and assistance to patients who may be eligible for these programs.

AI/ANs who are “working poor” generally believe that it is typical for them not to have
health insurance. Because of the low expectations of this population, clinic staff is
challenged with motivating these individuals to seek health care, as well as with
providing enrollment assistance.

Another barrier is the reluctance on the part of, and lack of help for, AI/ANs who are
denied benefits for which they have applied. Many AI/ANs do not realize that a denial
can be appealed and overthrown. In fact, sometimes a denial from one program is
necessary to pursue enrollment in another. Denials are especially difficult for clinic staff
to address, because many AI/ANs do not question denial letters. For those who wish to
appeal denials, the clinic does not have the capacity to provide legal assistance. For those
who choose to challenge a denial, the closest legal aid clinic specializing in AI/AN issues
is the Michigan Indian Legal Fund Association in Traverse City.

Lack of awareness and understanding of program benefits is another enrollment barrier
cited by the Executive Director. Clinic staff finds that AI/ANs, in general, are not aware
of the public benefits programs for which they are eligible. Those that do know about the
programs are hesitant and fearful to apply for a variety of reasons including
discrimination, fear of eState recovery, etc. Walking an AI/AN client through the
enrollment process can be successful, but requires a lot of time and one-on-one
assistance, which clinic staff often do not have the time to provide.

Barriers to Maintaining Enrollment

The Executive Director reported the following barriers to maintaining enrollment in

Medicaid and MIChild:

The State’s six-month redetermination process causes many patients to be dropped from
Medicaid. (According to the Medicaid office, however, the redetermination process takes
place once a year.) Some patients bring redetermination forms to the clinic for help and
successfully re-certify. Others, however, get disenrolled because they ignore the mailing
from the Medicaid office; are not experiencing an acute medical need at the time the
redetermination forms arrive; misplace the forms; fail to seek assistance with the forms,
or are unable to find appropriate assistance. Each time a disenrollment occurs, clinic staff
must start the process from the beginning to help these people get back on the programs.
This is a labor-intensive process which is inefficient for the staff, clinic, and patients.

Women are often disenrolled from Medicaid after they give birth because they are no
longer eligible based on pregnancy criteria. While many of these women could stay on
Medicaid through other eligibility criteria, they often do not pursue this in time to stay on
the program without a period of disenrollment. The clinic used to have an OB/GYN
program through which clinic staff assisted re-enrollment efforts, but had to stop
providing prenatal care due to the financial risk.
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Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

The Executive Director believes there is not as much under-enrollment in Part A
Medicare as there is in Medicaid because of other outreach programs address enrollment in
Medicare (e.g., programs sponsored by the Saginaw Chippewa). However, some patients are not
eligible for Part A because of the 40 quarters work rule. In this case, clinic staff pursues SSI and
Medicare Part B coverage for the patient through the Medicare Savings Programs. Part B
Medicare enrollment remains a problem because many AI/ANs feel they cannot afford the Part B
premium. The Executive Director discussed the following factors as limiting AI/AN use of the
Medicare Savings Programs:

e Outreach to this population is a very large challenge. While AI/ANs generally experience
the same problems as other dual eligible populations in that some are not aware of the
programs, some do not know where to go for more information, and some need additional
one-on-one assistance to help them through the enrollment process, AI/AN dual-eligible
populations have unique communication needs. For example, they may be wary of
government programs due to the historical tension between the U.S. government and
AI/AN Tribes. They may also fear loss of what they already have, invasion of privacy, or
discrimination. Also, Tribal oral traditions, lack of education, and English as a second
language, may mean that print materials that work for the non-AI/AN population are
ineffective for many AI/ANs, particularly the elderly.

e Also, AI/AN elders in general are especially distrustful of “mainstream systems and
programs.” Whether they are members of tightly knit AI/AN families or live alone, elders
often remain separated from the mainstream by an array of linguistic, educational, and
cultural barriers. Some particularly relevant obstacles include the fact that AI/AN
traditional ways of life are learned through experience. Word of mouth travels quickly
and many positive experiences may be necessary to overcome just one negative
experience, such as perceived discrimination at County FIA offices. Also, elder AI/ANs
may lack an understanding of health care provision outside of the IHS/Tribal/Urban
health care system.

o Urban AI/ANs are often very difficult to locate, and, if located, traditional AI/AN elders
tend to be reserved and may not readily talk about health issues until they experience a
medical crisis. Successful outreach is time-consuming, and thus costly, because the elder
must develop trust and confidence before he/she will share sensitive information.

e The Executive Director also stated that AI/ANs are resistant to going through the
enrollment process on their own. She felt the main reasons for this reluctance are fear of
discrimination and lack of awareness and understanding of the programs. As a result,
unless clinic staff provides individual assistance though the enrollment process, many of
their patients will not enroll. Currently, the clinic does not have enough staff or resources
to provide this one-on-one assistance.

e The urban clinic staff feels that there is very little support from the State to enroll
individuals (all, not just AI/ANs) in the Medicare Savings Programs. Their perception is
that the State offers the programs because it is a requirement to receive Medicaid
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matching funds from the Federal government, but purposely fails to market the programs
to their intended recipients in an effort to save money.

Strategies To Increase Enrollment in Medicaid, SCHIP, and Medicare

The American Indian and Family Services of South East Michigan clinic’s primary
activity to increase program enrollment consists of patient screening and enrollment assistance.
If someone comes to the clinic who is not enrolled in any program, an outreach worker screens
the person, first evaluating the likelihood of eligibility. Outreach workers then provide assistance
with completing forms and even accompany applicants to the appropriate FIA office if needed.
Clinic staff felt that while this method is time consuming, it is more effective than simply
distributing information about programs and leaving individuals to follow through with the
application process themselves. While staff encourages patients to enroll in programs for which
they are eligible, they also stress that it is ultimately the patients’ decision to enroll in all the
programs for which they are eligible or no programs at all.

Because the clinic is unable to screen and assist all patients that may be eligible for
programs, the Executive Director suggested that additional funds for the clinic to hire additional
program-trained clinic staff and provide additional program training for existing clinic staff
would increase program enrollment. Clinic staff overwhelmingly feel they need additional,
trained staff to provide the needed outreach and assistance to their patients. Staff noted that there
is very little outreach for the non-clinic user AI/AN population in Detroit, so it is particularly
important to increase outreach efforts to target AI/ANs in the community who do not already
come into the clinic. They believe the key to reaching eligible AI/ANs, as well as convincing
them and assisting them to enroll, is having well qualified outreach workers to provide the
necessary one-on-one interaction. Clinic staff stressed it would be particularly useful to train
more AI/AN staff, who would likely be more trusted by AI/AN individuals.

The Executive Director discussed the following strategies that the urban clinic uses to
increase AI/AN enrollment in the Medicaid, MIChild (SCHIP), and Medicare:

e OQOutreach in the community and in-reach in the clinic. Currently, clinic staff regularly
conducts outreach in the clinic itself (i.e. by identifying program and referral needs for
patients who come into the clinic) as well as conducting outreach in homes and
communities in Detroit. Both of these types of outreach have been very successful,
particularly because clinic staff takes care to reach out to AI/ANs in culturally
appropriate ways. This type of outreach draws AI/ANs into treatment more readily than
outreach targeted at the non-AI/AN population. In addition, the clinic offers traditional
healing services certain days of this week, which attracts elders to the clinic. Once elders
come in to the clinic for traditional healing, they are often more open to learning about
other medical services and programs for which they may be eligible. The Executive
Director noted that sending flyers and manuals is not a viable or effective communication
method in the AI/AN community.

e Visibility and Word of Mouth. Visibility and word of mouth have also been important

in increasing enrollment in the public programs. The fact that outreach workers go out
into the field increases the visibility of the clinic within the community, and word of
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mouth from current patients has helped to increase the number of AI/AN in Detroit who
use the clinic. As more individuals hear about the clinic and come in to the clinic for
services, outreach staff can work with these individuals to apply for programs relevant to
their needs. The clinic has also made its presence known in the community by organizing
health fairs or health booths at tri-city pow-wows. Participation in these pow-wows is
important because a cross-section of AI/ANs attend, representing diverse Tribes and
communities, which helps spread information about the clinic to a farther-reaching
audience.

e Coordination with Social Security Staff. The clinic works with the local Social
Security office, which has been very successful in increasing Medicare enrollment,
particularly among those qualifying under Social Security Disability Income (SSDI).
Because the SSDI application process is complicated and lengthy, few people are
persistent enough to complete the application process without help. The clinic sponsors
weekly application assistance, where Social Security representatives are available on-site
to assist with the application process. In addition to helping with paperwork, these Social
Security representatives work with individuals to identify routes for establishing
eligibility.

The Executive Director suggested that the following strategies would likely increase
AI/AN enrollment in the public insurance programs in the Detroit urban area if they were
implemented:

o Large, well-trained outreach team. The Executive Director identified a large, well-
trained outreach team as the most useful method to increase enrollment in Medicaid,
SCHIP, and Medicare at the Detroit clinic. While the clinic already employs a staff of
outreach workers, the director suggested that funds to hire additional trained clinic staff
and additional program training for existing clinic staff would increase program
enrollment. She felt that they need additional, trained staff to be able to provide the
needed outreach and assistance to their patients. The key to reaching eligible AI/ANs, as
well as convincing them and assisting them to enroll, is having well-qualified outreach
workers to provide the necessary one-on-one interaction

e More Patient Benefits Staff. Increased patient benefits coordinator staff would be
helpful for patient program education and enrollment assistance. Once an increasing
number of patients are registered for programs, she believes these extra positions would
pay for themselves. While the clinic could use its FQHC money to hire additional patient
benefits coordinators, they would need the money up front to do so.

Other Issues

The Executive Director discussed several issues that, while not directly related to
enrollment barriers, pose problems for the clinic. Both the evolution of managed care and the
increasing cost of prescription drugs have had a strong impact on the clinic.

As a small clinic with limited staff and funds, it has been a burden for the clinic to adapt
to the Medicaid/MIChild managed care environment, and little training and technical assistance
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from the local, State, or Federal government has been forthcoming to ease this transition. As an
FQHC, the clinic survives in part on grants. Currently, the Executive Director researches and
writes these grants herself. This was a difficult job before managed care. With the advent of
managed care, it has become even more challenging, as she must conduct extensive research to
gain an understanding of Medicaid, SCHIP, and Medicare reimbursement issues with respect to
the grants she pursues. Funds for more staff to help her with grant writing or a professional
grant-writer on staff would help her to both obtain more funding, and to increase staff knowledge
of reimbursement issues.

Second, the transition to managed care has also required new billing systems that are
equipped to handle third-party reimbursement. While the clinic’s billing system, HealthPro, is
automated, the clinic staff is under-trained on the software. This is due partly to the difficulty of
finding skilled employees and partly to the fact that there is not enough knowledgeable staff to
adequately train other staff on the billing system. Again, the clinic faces this stress because of the
transition to managed care.

The director also perceives that the State has been forceful in encouraging AI/AN
families to enroll in Medicaid managed care, even though it is not mandatory for AI/AN
Medicaid recipients. Many AI/ANs do not understand they have the option of choosing, or not
choosing, a managed care plan. Once enrolled in a managed care plan, they fear they will lose
Medicaid altogether if they disenroll from that plan. As a result, they are often reluctant to
disenroll, even if they would like to. Instead, they choose to use the clinic, which cannot receive
reimbursement when it is not designated as the primary care site for a patient.

A related point is that it is difficult to for the urban clinic to obtain reimbursement when
services are rendered at IHS or Tribal health facilities. Currently, the clinic subcontracts with
four HMOs. The capitation rates, however, for the contracted HMOs are very low. In fact, the
clinic often does not even receive a check from any of the HMOs at all. According to the
Executive Director, this is due in large part to the fact that many AI/ANs who are in a Medicaid
HMO would rather receive care at the clinic than at their assigned provider’s office because of
cultural reasons, because the clinic does not charge co-payments, or because of the persistent
stigma associated with public assistance programs. But, if a patient is enrolled in an HMO but
chooses to receive services at the urban Indian clinic, the clinic cannot bill for any of these
services. Also, it costs the clinic a great deal to treat HMO patients, creating more paperwork and
referrals, a need for more training, and more qualified, college-educated staff who are able to
develop the knowledge necessary to use the required software systems. As a result, while the
clinic is supposed to receive reimbursement from the contracted HMOs, these contracts in reality
shift a high percentage of the costs of managed care back to the clinic.

The Executive Director noted that while managed care money may have helped other
care systems, it has not spread proportionally to AI/AN health care systems. In fact, some urban
Indian health clinics do not even have enough resources or strong enough infrastructure to
provide direct medical services to its clients due to the complexities of administering managed
care contracts. Instead, these clinics end up serving as a source of health care information and
referral. She expressed the opinion that if the State were to invest more in AI/AN delivery
systems, the State would benefit in the long run. As it stands, the State’s health care system will
have to absorb the costs of AI/ANs later in their lives because they may be sicker and require
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costlier treatment than if they had received preventive care. The director feels that the failure of
Michigan to offer good models for urban Indian health programs has, in itself, caused harm by
making it difficult for people to receive care and difficult for the clinic to provide care within the
boundaries of managed care regulations. She would like to see a model of care that funds the
clinic directly, rather than requiring third party reimbursement.

The cost of prescription drugs for chronic health and mental illness also has hit the clinic
hard due to the health status of the urban population it serves. A large percentage of the AI/ANs
living in Detroit suffer from poor health and mental illness, a phenomenon she believes is
common in urban Indian populations. Generally, urban AI/ANs not only share the same health
problems as the general AI/AN population, but their health problems are exacerbated by mental
and physical hardships. She believes that urban AI/AN youth also face problems at a higher rate
than their non-Indian counterparts. They have a greater risk for serious mental health and
substance abuse problems, suicide, increased gang activity, teen pregnancy, abuse, and neglect.
In a recent instance, the Centers for Disease Control and Prevention became involved in a
hepatitis outbreak involving numerous fatalities associated with IV drug use in a young urban
Indian population. She noted that recent studies of the urban Indian population documents the
fact that poor health status and the lack of adequate health care services are serious problems for
most families. She further stated that this poor health status might be tied to the effects of
practicing native traditions in an urban setting.

FINDINGS: OTHER ORGANIZATIONS
Covering Michigan’s Kids
Overview

Michigan’s RWIJF pilot project, Covering Michigan’s Kids (described earlier in the
report), had a particular component targeted at AI/AN children in the Upper Peninsula. Some of
the barriers pilot project outreach workers encountered and the outreach strategies the pilot staff
successfully employed were discussed in the site visit’s interview with the Senior Associate for
the pilot project’s Program and Policy Development and the Outreach Coordinator for the Upper
Peninsula.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

e Many AI/ANs will decide to enroll or not enroll in a program based on the rapport an
outreach worker is able to build with the individual. The way an outreach worker dresses
can have a tremendous effect on the way their message is received. Formal business attire
can very quickly and quite effectively alienate the very people who need the most
assistance. Although to some it may seem counterintuitive, “dressing down” can enhance
both the rapport of the outreach worker and the credibility of the message they are trying
to convey.

e Some Tribes insist that members who are seen at IHS facilities apply for SCHIP and/or
Medicaid; others are not as strict with this requirement. In fact, one Tribe insists that the
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member must show a formal letter of denial from the State Medicaid or SCHIP office
prior to receiving services at the IHS facility.

e Medicaid data generated by the State is often out of date. Local outreach workers do not
have access to enough detailed information to make targeted follow-up contacts when
enrollment anniversary dates approach. Presumptive eligibility, although an effective
enrollment tool, also limits the amount of data collected and thus, reported.

Strategies To Increase Enrollment in Medicaid and SCHIP

o Self-Declaration of Income. Pilot project staff interviewed believe that self-declaration
of income on Medicaid and MIChild applications has been the State’s most successful
strategy for increasing program enrollment among all State population groups. They said
this operational decision was made because for many in the target populations, income
often changes from month-to-month.

e Streamlined Application Process. One particular effort of the pilot project was to use
the streamlined joint Healthy Kids/MIChild application soon after its development by a
State Steering Committee. The application was also modified to allow AI/ANs to identify
themselves, helping to facilitate their cost sharing exemption. Interviewed pilot project
staff also stated that the creative use of white space on the form helps to make it look less
intimidating and much easier to read. The income verification section and documenting
requirements were also removed, as was a question about whether the father was still
living in the home.

DISCUSSION

Overall, Michigan site visit interviewees consider under-enrollment in Medicaid,
MIChild and Medicare Savings Programs as only a low to moderate problem for Reservation-
based AI/ANs, while under-enrollment in Medicare does not appear to be a significant problem.
The two Tribes the site visit team met with, however, both benefit substantially from revenues
earned from casino and non-gaming businesses and have been able to use these revenues to
strengthen health care services. In contrast, the urban area interviewees perceive a serious under-
enrollment in all of the public insurance programs among urban AI/ANs in the Detroit area.

Despite low to moderate under-enrollment for Reservation-based AI/ANs, interviewees
still cited several barriers to enrollment in Medicare, Medicaid and MIChild. Urban-area-based
interviewees also cited a number of program enrollment barriers, including:

e Limited outreach to potentially eligible Tribal members. This lack of outreach outside
of Tribal or urban area AI/AN health clinics results in a general lack of knowledge and
understanding of the programs and their benefits for AI/ANs. As such, there is little
motivation for them to enroll. In addition many of the Tribal health staff interviewed are
not familiar with the programs and, therefore, are not able to provide accurate
information to clinic users who may be eligible.

e Lack of incentive to enroll. Among those AI/ANs who are aware of the programs, many
choose not to enroll because they feel they already have access to Tribal health services
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and therefore perceive no added benefit to enrolling. Some also believe that because the
Federal government has promised them health care that they should not have to enroll in
programs intended for the non-AI/AN population population or for individuals who fall
within certain income guidelines. Many AI/ANs also have a general feeling of mistrust
towards the government. All of these factors combined result in disincentives for
members to enroll.

Perceived bias and discrimination. All interviewees — Tribal, urban area, and State
agencies — stated that many AI/ANs feel they have been discriminated against when
visiting County FIA offices. This, coupled with the stigma that AI/ANs associate with
welfare programs, often creates an additional barrier to the enrollment process. Despite
the availability of the applications on-line and at locations other than an FIA office, many
AI/ANs continue to visit FIA offices for a variety of reason. First, many AI/ANs are not
aware that there are alternate methods to applying for the programs other than in person
at an FIA office. Second, even for those that know it is not necessary to go into an FIA
office and are aware of how to access the application on-line or at a non-FIA location, not
all are able to fill out their applications without one-on-one assistance. Because the
applications bears the FIA name, because they may not know where else to seek help, or
because AI/ANs traditionally prefer one-on-one interaction, interviewees said that many
AI/ANs feel they need to go into an FIA office to obtain help in filling out the
application.

Lack of reliable transportation for Tribal members. Lack of transportation prevents
Tribal members from being able to travel to County FIA or local Social Security offices
to enroll in the programs, which many believe they must still do. Other AI/ANs know
that they can apply for a program by mail or on-line and have the ability to complete the
application one of these ways, but are still hesitant to enroll because they know that they
do not have the ability to secure transportation to actually access the program’s benefits.
The transportation barrier is particularly exacerbated when AI/ANs who are not aware
that they can opt out of Medicaid/MIChild managed care fail to specify that they want to
opt out at the time of enrollment and are automatically assigned to a managed care
provider. Members may not want to go to that provider or that provider may be
geographically inaccessible to them given the extent of their access to transportation.

Federal Trust Responsibility. According to interviewees, many AI/ANs perceive that
the Federal Trust Responsibility implies that all AI/ANs should have access to medical
care through the THS based on their status as a Tribal member. They should not have to
prove eligibility for services by filling out enrollment forms that may require income,
asset, and social security information, face-to-face meetings with eligibility staff, and
periodic paperwork to re-verify eligibility. For many AI/ANs, the requirement to provide
such information conveys an attitude of presumed ineligibility to them. Also, enrollment
in programs may actually penalize the beneficiary in some cases. Medicare Part B, for
instance, imposes a penalty for every year that the beneficiary waits to initiate services
after the age of Medicare eligibility. Interviewees said that the concepts of presumed
ineligibility and penalties for enrollment are philosophically opposed to the Federal Trust
Responsibility, which is perceived to guarantee health care without the need for coping
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with the bureaucracy of public insurance programs designed for the non-AI/AN
population.

e Perceived stigma. According to those interviewed, the persistent stigma associated with
the use of Medicaid and SCHIP programs is also an issue. Medicaid and SCHIP
eligibility are based on income criteria and viewed by some as welfare programs. Many
AI/ANs do not want to accept health care through a means-tested program intended for
low-income populations when they believe that the obligation of the Federal government
is to provide health care to them based on their AI/AN status. While the resulting health
care may be the same whatever the source and whatever the funding mechanism, the
financial origin of care is an issue of principle and pride for many AI/ANs. Interviewees
said they are accustomed to receiving services based on their status as a member of a
Tribe, which is a source of pride. Once they are required to enroll in a public health
insurance program, income and socioeconomic status become part of the health care
delivery system. While this may be common in the non-AI/AN population, it is not as
familiar or acceptable a concept in Indian culture, according to interviewees.

e Income fluctuation. Health staff from several clinics stated that it is often difficult for
AI/ANs to qualify or remain qualified for Medicaid because the program divides annual
income by twelve months and averages across months. Therefore, while an individual
may be eligible for Medicaid eleven months out of the year, their income for one month
averaged with those other eleven months may make them ineligible for the whole year.

e Medicare Part B premium. Elders who did not sign up for Medicare Part B during their
initial eligibility period present a financial challenge for Tribal and urban clinics. Many
AI/ANs feel that they are not able to afford Part B premiums. When they choose to
postpone enrollment in Part B and then enroll later, not only do they pay a penalty that
accrues every year, but they also present a financial barrier for the clinics. When these
members access Contract Health Services, the clinic is not able to bill Medicare for these
services. While the Medicare Savings Programs are a solution for some, other elders do
not qualify for any of these programs because of incomes above the eligibility thresholds.

Based on the reported enrollment barriers, key recommendations provided by the
interviewees include:

e Program Training. Almost all of those interviewed agreed there is a need for more
State-based training to increase program awareness and information for Tribal and urban
health clinic staff members and their ability to identify eligible members and facilitate
enrollment. This training should include regular and frequent training sessions that keep
Tribes informed of impending policy and program changes. Although the MDCH
mentioned that training is currently in place, all interviewees indicated the need for more.
Training could also include assistance in developing/implementing effective
identification and screening tools for identifying potential eligible AI/ANs, either at the
point of entry into a Tribal or urban health facility or at other possible sites in order to
capture those who may not access health facilities on a regular basis. Both Tribal and
urban clinic staff interviewed have such systems in place, but mentioned they would like
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to strengthen and improve these systems to ensure identification of all potentially
eligible.

Outreach and Education. Nearly all interviewees agreed that there is a need for more
consumer and community outreach and education about all of the programs. The majority
of the Tribal members do not understand that enrolling in these programs will result in
increased financial resources, or more efficient use of Tribal resources, and will benefit
their Tribe as a whole. Tribal staff felt that if members understood this concept better,
they might be more motivated to enroll. All clinic staff interviewed — both in Tribal and
urban facilities — said they could benefit from additional resources to hire more Patient
Benefits Counselors and CHRs, which would support more one-on-one assistance both
within and outside of health facilities to eligible AI/ANs. Benefits counselors and CHRs
could spend more time educating AI/AN communities about the programs and the
benefits of enrolling, assisting with transportation issues, and facilitating and providing
follow-up with enrollment and redetermination processes.

Relationship building between Tribes and the State/FIA offices. Those interviewed
emphasized the importance of developing and maintaining good relationships with State
and County offices. Some also mentioned that increasing the number of FIA outreach
workers in Michigan (currently, not all counties have an outreach worker), particularly
designated Indian Outreach Workers, would be a good strategy for increasing enrollment.

On-site determination. Tribal staff from the Sault Ste. Marie Health Center suggested
that their ability to determine eligibility on-site (either by their own staff or by a County
FIA eligibility worker) would likely result in a marked increase in Medicaid enrollment.
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APPENDIX IV.A: MICHIGAN SITE VISIT CONTACT LIST

Sault Ste. Marie Health & Human Services

Name Title Address Phone Email address
Sault Ste. Marie Health
Deputy Director & Human Services,
Mary Beth Tribal Health | Lnoal Healthand Human o6 635 5500 | mbskupien@saute.net
Skupien, PhD Director Services Bldg., 2864
Ashmun Street, Saute
Ste. Marie, MI. 49783
Sault Ste. Marie Health
Former Vice & Human Services,
Chairman/Assista | Tribal Health and Human . .
Aaron Payment nt Government Services Bldg,, 2864 Not Available Not Available
Director Ashmun Street, Saute
Ste. Marie, MI. 49783
Sault Ste. Marie Health
& Human Services,
Contract Health Tribal Health and Human .
Bev Bouscher Services Director | Services Bldg,, 2864 906-632-5220 chsbev@saultTribe.net
Ashmun Street, Saute
Ste. Marie, MI. 49783
Sault Ste. Marie Health,
. ElderCare Headquarters, 523 .
Holly Kibble Director Ashmun St., Sault Ste. 888-711-7356 jnuk@30below.com
Marie, MI 49783
Elder Meal Elder Meal Program,
Theresa LaPoint erviea 2076 Shunk Road, Sault | 906-6325-4971 | Not Available

Program Director

Ste. Marie, MI. 49736

Sault Ste. Marie Health

Agency for & Human Services,
Christine Childen and Tribal Health and Human ?:)(6;#69362;5623()29’ cmepherson@saultTribe.net
McPherson Family Services Services Bldg., 2864 5276 D :
Director Ashmun St., Saulte Ste.
Marie, MI. 49783
Sault Ste. Marie Health
& Human Services,
Insurance Tribal Health and Human . .
Cathy Bunker Director Services Bldg,, 2864 Not available Not available
Ashmun St., Saulte Ste.
Marie, MI. 49783
Sault Ste. Marie Health
& Human Services,
Marilyn Community Tribal Health and Human . .
. . . - - .
Hillman Health Director Services Bldg., 2864 Sty mhillman@saultTribe.net
Ashmun St., Saulte Ste.
Marie, MI. 49783
Sault Ste. Marie Health
Business Office & Human Services,
Jackie McLean Tribal Health and Human | 906-632-5200 Not Available

Manager

Services Bldg., 2864
Ashmun St., Saulte Ste.
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mailto:cmcpherson@saulttribe.net
mailto:mhillman@saulttribe.net

Name

Title

Address

Phone

Email address

Marie, MI. 49783

Dr. Scott
Aldrige

Medical Staff

Sault Ste. Marie Health
& Human Services,
Tribal Health and Human
Services Bldg., 2864
Ashmun St., Saulte Ste.
Marie, MI. 49783

906-632-5200

saldrige@saultTribe.net

Dr. Rebecca
Werner

Medical Staff

Sault Ste. Marie Health
& Human Services,
Tribal Health and Human
Services Bldg., 2864
Ashmun St., Saulte Ste.
Marie, MI. 49783

906-632-5200

rwerner@saultTribe.net

Ken Ermittinger

Health Board
Chairman

P. O. Box 478, Sault
Ste.Marie, MI 49783

906-635-7018

kenermittinger@saultTribe.net

Jennie Harter

Contract Health
Services

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7202

jharter@GTBIndians.com

Chirs Holtz

Accounting

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7189

choltz@GTBIndian.com

Grand Traverse Band of Ottawa/Chippewa

Name Title Address Phone Email address
Grand Traverse Band of
Clinic Ottawa/Chippewa, 2605
Megan Raphael - N.W. Bayshore Drive, 231-271-7234 mraphael@GTBIndians..com
Administrator
Peshawbestown, MI.
49682
Grand Traverse Band of
Community Ottawa/Chippewa, 2605
Gail Lookabill | Health N.W. Bayshore Drive, 231-271-7860 glookabill@GTBIndians.com
Representative Peshawbestown, MI.
49682
Grand Traverse Band of
Community Ottawa/Chippewa, 2605
Sandy Jacko Health N.W. Bayshore Drive, 231-271-7205 sjacko@GTBIndians.com
Representative Peshawbestown, MI.
49682
Grand Traverse Band of
Community Ottawa/Chippewa, 2605 231-271-882-
Liz Irish Health N.W. Bayshore Drive, 4116, fax#231- lirish@GTBIndians.com
Representative Peshawbestown, MI. 882-4194
49682
Theresa Community Grand TraYerse Band of .
Shananaquet Health . Ottawa/Chippewa, 2605 231-935-3602 tshananaquet@GTBIndians.com
Representative N.W. Bayshore Drive,
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Name

Title

Address

Phone

Email address

Peshawbestown, MI.
49682

Lou Scott

Community
Health
Representative

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7748

Iscott@GTBIndians.com

Carolyn
Fotehman

Patient Benefit
Coordinator

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7731

cfotchman@GTBIindians.com

Jennie Harter

Contract Health
Services

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7202

jharter@GTBIndians.com

Chirs Holtz

Accounting

Grand Traverse Band of
Ottawa/Chippewa, 2605
N.W. Bayshore Drive,
Peshawbestown, MI.
49682

231-271-7189

choltz@GTBIndian.com

American Indian Health & Family Services of South East Michigan

Name Title Address Phone Email address
American Indian Health
Executive & Family Services of
Lucy Harrison Director South East Michigan, 313-846-3718 aihfs@aol.com

P.O. Box 810, Dearborn,
MI. 48121

Michigan Department of Community Health

Name Title Address Phone Email address
Michigan Department of
. Community Health,
Robert Former Director, | . yicaiq Eligibilit
Managed Care EOULY Not Available Not Available
Stampfly Support Division Department, 400 South
PP Pine St., 6th Floor,
Lansing, MI. 48913
Michigan Department of
Community Health,
Bridget Managed Care Medicaid Eligibility
Heffron Support Division | Department, 400 South >17-335-3526 heffronb@OLBA.DSS

Pine St., 6th Floor,
Lansing, MI. 48913
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State-Wide Organizations

Name Title Address Phone Email address
Mateal Child Michigan Inter-Tribal
Health Program .
Coordinator Council, Inc., Health
Sandi King o Services Inc., 2956 906-632-6896 sandik@itcmi.org
Inter-Tribal
Council of Ashmun Street, Sault Ste.
un Marie, MI. 49783
Michigan
Evaluation and Michigan Inter-Tribal
Program ?
Elizabeth Development Council, Inc., Health . .
Services Inc., 2956 906-632-6896 Elizabeth@itcmi.org
Knurek Consultant, Inter-
Tribal Council of Ashmun Street, Sault Ste.
10al LOUNCILOL | Marie, MI. 49783
Michigan

Covering Michigan’s Kids (Robert Wood Johnson Pilot Program)

Name Title Address Phone Email address
i?::;;ielfg?r Covering Michigan's
Kids (Robert Wood

Program and .

Ann L Poli Johnson Pilot

<y oney Program), 2438 517-324-8311 amemill@MPHLorg

McMillan Development .
(currently Woodlake Circle,
Program Suite 200, Okemos,
Coordinator) MI. 48864
Former
Outreach

Nancy Nora Coordinator in | Not Available Not Available Not Available
the Upper
Peninsula
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CHAPTER V. MINNESOTA
BACKGROUND
Overview

This Case Study Report presents background information and findings from a three-day
site visit to Minnesota conducted from October 9 through October 11, 2002. The site visit team
consisted of Mary Laschober (Site Coordinator), Sally Crelia, and Erika Melman of
BearingPoint, and Rebecca Baca of Elder Voices, a consultant to the project. The team visited
the Fond du Lac and Mille Lacs Reservations (both located in the central eastern part of the
State), and organizations in the Minneapolis/St. Paul urban area. Interviews were conducted with
the Great Lakes Inter-Tribal Epidemiological Center, the Bemidji Area Office of the Indian
Health Service (IHS), Minnesota Board of Aging’s Indian Elder Desk, Minnesota’s Department
of Human Services, Tribal Health Directors and health clinic staff that included patient benefit
coordinators, social workers, eligibility caseworkers, and Contract Health Services, Title VI
Senior Services Directors, Tribal members on the Fond du Lac and Mille Lacs Reservations, an
Elder Advocate of the Leech Lake Elders Division, housing manager of the Elders Lodge in St.
Paul, staff from the Minneapolis Indian Health Board, the administrator of the Hennepin County
Medical Center, and the program manager for the Senior Linkage Line and Health Insurance
Counseling (Metropolitan Area Agency on Aging).

An earlier version of this Case Study Report was reviewed by the CMS Project Officer
and other CMS staff for accuracy and clarity. Subsequently, a Draft Case Study Report was sent
to each of the Minnesota organizations that participated in the site visit, with a request that the
draft be reviewed for accuracy so that comments and additions could be incorporated into the
final Case Study Report. Follow-up telephone contacts were made with all of the above
mentioned organizations. Comments and corrections were received from the director of the
Minnesota Board of Aging’s Indian Elder Desk, Fond du Lac Tribal health staff, and Mille Lacs
Tribal health staff.

The comments and recommendations contained within this report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services (CMS), the Indian Health Service, or the State.

Minnesota AI/AN Population and Location

Minnesota has several densely-populated urban areas but is largely a rural State, with
about one-third of the State’s population living in rural counties.”® Minnesota’s 2000 population
was approximately five million people, of whom 1.1 percent, or roughly 55,000, identified
themselves as AI/AN.”” Almost one-fourth of Minnesota’s AI/AN population lives on one of the
11 Indian Reservations in the State, which together comprise about 5 percent of Minnesota’s

% http://mn.profiles.iaState.edu/, accessed January 31, 2003.
°7 http://mn.profiles.iaState.edu/census/, accessed January 31, 2003.
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land mass. The Tribal affiliation of seven of these Reservations is Ojibwe (also called
Anishinabe or Chippewa); the other four are Dakota (also called Sioux).”®

Approximately one-third of Minnesota’s AI/AN population lives in the central city areas
of Minneapolis and St. Paul with an additional 15 percent living in the Twin Cities suburbs,
accounting for 1 percent of metro area residents. An estimated 25,957 AI/ANs lived in the
Seven-County Metro Area in 1997. Most AI/ANs living in the metro area live in census tracts
where they account for less than 2.5 percent of the population. However, AI/ANs account for
almost 50 percent of the population in one census tract in South Minneapolis in the area that
contains Little Earth, the AI/AN controlled housing program. Twin Cities area AI/ANs have ties
with Minnesota Reservations as well as AI/ANs living in North and South Dakota and
Wisconsin.”

About 38 percent of the AI/AN population in Minnesota is under the age of 18, which is
almost 15 percentage points higher than the overall Minnesotan population under age 18.'"
Approximately one-third of AI/AN children live with both parents in a married couple family,
but nearly one-half live in single parent homes. Officially, 10 percent of AI/AN children live
with blood relatives other than a parent, such as a grandparent or aunt. Another six percent live
with non-relatives in foster care, group quarters, or institutions.'*'

Poverty is prevalent throughout Minnesota’s AI/AN population. Most AI/ANs receive
less than one-half of the income of White households, with 44 percent estimated to be living in
poverty. According to the 1990 U.S. Census, 49 percent of AI/ANs in Minnesota made less than
$15,000 compared with 23 percent of all Minnesotans.'®® This is due, in part, to the high level of
unemployment among members of this population, estimated at 38 percent in 1999 by the
Bureau of Indian Affairs (BIA).'” The BIA estimated that another 30 percent of Minnesota
AI/ANs were employed but living below poverty guidelines.'™ Education levels are also lower,
with 62 percent of Minnesota AI/ANs having a high school diploma or higher education in 1990
compared with 82 percent of all Minnesotans.'”” Poverty is also more prevalent among the
AI/AN population than other minorities in Minnesota, especially with regard to children.
According to the 1990 Census, 12 percent of all children living in Minnesota lived in poverty. Of
AI/AN children, however, 55 percent lived in poverty, compared to 50 percent of African
American children, 32 percent of Asian Pacific children, and 26 percent of Hispanic children.'®

Additionally, AI/ANs in Minnesota experience significantly higher rates of disease and
premature death than the overall Minnesota population. Large disparities exist in rates of infant
mortality, high birth weight births, injury and violence, diabetes, cardiovascular disease, cancer,

% http://www.health.State.mn.us/divs/chs/pdf/gdlinebkgrd7.pdf, accessed April 18, 2003.

% http://www.senate.leg.State.mn.us/departments/scr/report/ bands/TC.HTM, accessed January 29, 2003.

1% http://mn.profiles.iaState.edu/census/, accessed January 31, 2003; The Great Lakes EpiCenter. Community Health
Profile Minnesota, Wisconsin & Michigan Tribal Communities 2001. Great Lakes Inter-Tribal Council, Inc., 2001.
1 http://www.cdf-mn.org/ChildHealthMN.htm and http://www.airpi.org/livingar.html, accessed January 15, 2003.
192 The Great Lakes EpiCenter, 2001.

"% Tbid.

"% Ibid.

"% Tbid.

1% http://www.cdf-mn.org/ChildHealthMN.htm and http://www.airpi.org/ livingar.html, accessed January 15, 2003.
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and other conditions.'”” For example, compared to the White population, the diabetes death rate
is 4.9 times higher among AI/ANs, and complications from the disease are greater for AI/ANs in
Minnesota: lower-limb amputations are four times greater for AI/ANs compared with White
individuals with diabetes and diabetes-complicated birth is five times greater in AI/ANs.'®
Eliminating health disparities is a national (Healthy People 2010) and State (Healthy
Minnesotans 2004) goal. In 2001, the Minnesota legislature provided specific funds to
implement the Eliminating Health Disparities Initiative.'®

AI/AN Health Services in Minnesota

The Bemidji Area Office of the IHS, located in Bemidji, Minnesota, provides health
services to about 93,000 AI/ANs residing in five States with Tribal facilities in Minnesota,
Wisconsin, Michigan and Indiana, and urban centers in Minnesota, Wisconsin, Michigan, and
Mlinois."" Ojibwe (Chippewa) Indians are the most numerous of the 34 Federally Recognized
AI/AN Tribes served by the Bemidji Area. Still occupying areas today where they earlier settled
are the Ottawa, Potawatomi, Menominee, Ho-Chunk, and Sioux. Only the Oneida, a member of
the Iroquois Confederacy of upState New York and the Stockbridge-Munsee Mohican Band
(originally from Massachusetts) were resettled in the area from greater distances.

The Bemidji Area office supports two IHS-operated short-stay hospitals, two health
centers, and five health stations in three ITHS Service Units. The Bemidji Area is unique,
however, in that nearly all of the annual IHS funding allocation (97.4 percent as of FY 1998) is
distributed among the Federally Recognized Tribes through contracts and self-governance
compacts. Each Tribe contracts or compacts with IHS for health services ranging from outreach
and contract health care to fully comprehensive health delivery systems, including environmental
health services and sanitation facilities and health facilities construction.

Under Public Law 93-638 contracts, Bemid;ji area Tribes operate 24 health centers and 33
health stations. Health centers are open 40 or more hours per week with primary care providers
on staff who can also offer comprehensive ancillary services. Health stations are open less than
40 hours per week, some with primary care providers and limited ancillary services.''' The most
common arrangement for AI/ANs living on a Reservation in Minnesota is to have clinical
services provided on the Reservation by the IHS or the Tribe, with contract health services
available in local communities for more complex care.''

In addition to providing health care for AI/ANs in the Bemidji Area through IHS and
Tribal facilities, a number of public health care programs include funding specifically set aside to
meet the needs of AI/ANs. For example, the State’s Consolidated Chemical Dependency
Treatment Fund formula includes allocations for AI/ANs living on and off Reservations. The

197 The Great Lakes EpiCenter, 2001.

1% http://www.health.State.mn.us/ommbh/diabetes.html, accessed April 18, 2003.

19 http://www.health.State.mn.us/divs/chs/pdf/gdlinebkgrd7.pdf, accessed April 18, 2003.

"% The population is based on the official 2001 Headquarters User Population data of Federally Recognized Indians
who use IHS services (http://www.ihs.gov/FacilitiesServices/AreaOffices/Bemidji/index.asp, accessed January 15,
2003.

" http://www.ihs.gov/FacilitiesServices/AreaOffices/Bemidji/Bem.asp, accessed January 22, 2003.

"2 http://www.senate.leg.State.mn.us/departments/scr/report/bands/RESTABLE.HTM, accessed January 22, 2003.

V-3



Federal Alcohol, Drug Abuse and Mental Health block grant includes an allocation for AI/AN
services. The State law establishing community health boards also authorizes special grants to
these boards to provide services to AI/ANs living off Reservations. The grants are administered
by the Minnesota Department of Health and are awarded on a competitive basis. Current
grantees serve the Bemidji area and the cities of Duluth, Minneapolis, and St. Paul.'"?

Overview of Minnesota State Government

Public Law 280, passed in 1953, gave Minnesota and certain other States criminal and
civil jurisdiction in Indian Country. It also provided a mechanism by which the States could
assume permanent jurisdiction over Indian nations. All Tribes in Minnesota are subject to this
law except for Red Lake Reservation. The Red Lake Reservation is the only “closed”
Reservation in Minnesota, meaning that this Tribal land was never allotted and continues to be
held in common by Tribal members.'"*

In 1963, Minnesota became the first State to create an Indian Affairs Council as an
official liaison between the State and the State’s 11 Tribal Reservation governments. The
Council membership consists of the elected Tribal chair of the 11 Reservations throughout the
State, two at large members from Federally Recognized Tribes not based in Minnesota but who
are Minnesota residents, and several ex officio members representing State agencies.'” The
Council also provides a forum for, and advises the State government on, issues of concern to
urban AI/AN communities through the Urban Indian Advisory Council as an active
subcommittee of the Indian Affairs Council. The Indian Affairs Council plays a significant role
in the development of State legislation. It also monitors programs that affect Minnesota’s AI/AN
population and Tribal governments. Additionally, Minnesota’s Department of Human Services
(DHS), which oversees the State’s health care programs, employs a Native American liaison,
which has been filled by an American Indian since 1994.''°

Minnesota State government includes the Minnesota Board on Aging (MBA), established
under DHS in 1956 (more description is provided below). The MBA administers funds from the
Older Americans Act that provide a spectrum of services to seniors, including Senior LinkAge
Line®, Insurance Counseling, and more. MBA includes an Indian Elder Desk that serves AI/AN
elders on the State’s 11 Reservations and in urban communities.''” An American Indian has
staffed the Indian Elder Desk since 1994.'"® Additionally, begun in 1999 as a partnership among
Minnesota’s AI/AN communities and the MBA, the Wisdom Steps program encourages Tribal
elders to take simple steps toward better health. The program was designed by and for Tribal
elders and others in AI/AN communities.' "

'3 http://www.senate.leg.State.mn.us/departments/scr/report/bands/, accessed January 23, 2003.

14 http://www.indians.State.mn.us/tribes.html, accessed April 18, 2003.

3 http://www.auditor.leg.State.mn.us/fad/1995/fad95-48.htm, accessed April 18, 2003.

% Interview with Mary Snobl, Minnesota Board on Aging Indian Elder Desk; Wisdom Steps Coordinator, October
2002.

"7 http://www.mnaging.org/ services/iep.html, accessed January 29, 2003.

"8 Interview with Mary Snobl, Minnesota Board on Aging Indian Elder Desk; Wisdom Steps Coordinator, October
2002.

"9 http://www.wisdomsteps.org/wisdomsteps.htm, accessed January 29, 2003.
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Minnesota’s DHS oversees four publicly funded health care programs in the State as
described previously. DHS employees work closely with employees from Minnesota’s 87
counties, which provide most of the direct services to Minnesotans in need. In addition to
application simplification, including the ability to mail in applications, the State has conducted
other efforts designed to increase AI/AN enrollment. For example, two 2003 recipients of State
outreach grants directly target AI/ANs. A $125,000 grant to the Lake Superior Community
Health Center, which includes the Bois Forte Reservation in its service area, provides for
screening, referrals, public education, and application assistance. The Red Lake Band of
Chippewa received a $28,000 grant to provide outreach and application assistance on the Red
Lake Reservation.'*

According to the State, there is a great deal of ongoing interaction between DHS staff,
Tribal directors, and Tribal health directors from each of the 11 Federally Recognized Tribes in
Minnesota. For instance, Tribal health directors meet quarterly to discuss planning,
implementation and other policy issues related to Minnesota’s health care programs. DHS has
several staff assigned specifically to serve as liaisons to AI/AN Tribes.

The Minnesota Board on Aging (MBA), under DHS, is the gateway to services for
seniors and their families in Minnesota. MBA administers funds from the Older Americans Act
that provide a spectrum of services to seniors, including Senior LinkAge Line®, Insurance
Counseling (although no Federal Insurance Counseling Agency funds are dedicated to Indian
County), and more. First established in 1956, the MBA works closely with its Area Agencies on
Aging, which are located throughout the State, to provide services that seniors need. MBA
includes an Indian Elder Desk that serves all AI/AN elders living in the State. The Indian Elder
Desk focuses on building awareness of, and improved accessibility to, services for Indian elders;
training and educating Indian elders and their communities about aging programs; weaving a
web of support for Indian elders using a variety of resources, including national, Tribal, State and
regional; providing information about available Indian and non-Indian resources for the aging,
including the “Indian Elder Community Resource Guide;” and helping communities develop
model programs that help Indian elders. For example, the Indian Elder Desk has worked with the
Mille Lacs Band of Ojibwe to create “Migizi Elderly Services,” which developed service
directories for each of their three government services; with Indian elders in Duluth,
Minneapolis, and St. Paul to build the “Urban Indian Elder Services Network” to improve
communication among agencies providing services to urban Indian elders and to encourage
seniors to be active in program development; and participates in the organization of the
Midwestern AI/AN Elder Program Network.'?! The MBA also helps administer the Wisdom
Steps program, described previously.

Minnesota State Medicaid Program

More than 400,000 Minnesotans receive health care coverage through Minnesota’s
Medicaid program (Medical Assistance (MA))'** which is the largest of the State’s three health

120 Comments from CMS, March 2003, based on language obtained from the approved Minnesota SCHIP State plan.
12! http://www.mnaging.org/services/iep.html, accessed January 29, 2003.

122 A separate report being submitted under this project’s contract will address the number of AI/ANs — children and
adults — who receive coverage through MA.
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care programs that include MA, MinnesotaCare, and General Assistance Medical Care
(GAMC).'” The Federal and Minnesota governments jointly fund the MA program, local
County governments determine program eligibility, and DHS oversees the three programs. A
wide variety of services are covered under the MA program including physicians’ services,
inpatient and outpatient hospital care, hospice care, dental services, and prescription drugs. '**

Eligibility requirements consist of meeting income and asset guidelines, being a
Minnesota resident, and being a U.S. citizen or “qualified” non-citizen. For example, some
American Indians born in Canada are eligible under the same conditions as U.S. citizens.'”> MA
eligibility categories include pregnant women whose income is at or below 275 percent of the
Federal Poverty Level (FPL), children below age 2 living in households with incomes at or
below 275 percent of FPL, children ages 2-18 with household incomes at or below 170 percent
of FPL, children ages 19-20 with household incomes at or below 100 percent of FPL, adults with
children in households at or below 100 percent of FPL, and aged, blind, or disabled persons at or
below 100 percent of FPL."*® Applicants who make more than the MA income limits may still
qualify if they meet “spend down” criteria in which their medical bills exceed the difference
between their income and the MA standard. There are no asset limits for children under age 21
and pregnant women; asset limits equal $3,000 for a single person and $6,000 for a household of
two, plus $200 for each additional household member for people 65 or older, who are blind, or
who have disabilities; and $15,000 for a household of one and $30,000 for a household of two
for families with children."”’

Applicants complete a four-to-six page Minnesota Health Care Programs application,
which can be mailed or brought to their County human services agency. The application,
available in 10 languages, can be used for MA, MinnesotaCare (described below), GAMC,
and the State’s Prescription Drug Program.'”® As of December 2002, 55 percent of the 433,294
MA recipients were children and 45 percent were adults.'?

MA recipients receive services from fee-for-service providers or prepaid health plans
through the Prepaid Medical Assistance Program Plus (PMAP+), depending on the recipient’s
resident County. Under a Medicaid 1115 waiver since 1995, PMAP+ provides comprehensive
health coverage to approximately 170,000 low-income and medically needy children, families,
and seniors in 69 of the 87 counties in the State through contracts with managed care

12 GAMC is a State/County-funded, County-based program that covers low-income individuals who do not qualify
for MA. The vast majority of beneficiaries are adults between ages 21 and 64 without dependent children
(http://medicaidmanagedcare. naralny.org /States/mn.htm, accessed April 18, 2003.

124 http://www.dhs.State.mn.us/healthcare/, accessed January 29, 2003.

125 http://www.dhs.State.mn.us/HealthCare/reportsmanuals/manual County/chapter06.htm#0906.03.11.21, accessed
January 30, 2003.

126 http://edocs.dhs.State.mn.us/live/DHS-3461-2002-ENG.pdf, accessed April 19, 2003.

127 http://www.dhs.State.mn.us/healthcare/asstprog/mmap.htm, accessed January 29, 2003.

128 The State’s Prescription Drug Program helps Minnesota seniors and people who are certified as disabled pay for
prescription drugs. Those who qualify pay the first $35 of their prescription drug costs each month and the
Prescription Drug Program pays the rest. As of December 2002, 84 percent of the 6,345 enrollees were 65 or older
and 16 percent were under age 65 (Minnesota Department of Human Services, HCEA Division,
http://www.dhs.State.mn.us /HealthCare/enrollment/, accessed January 29, 2003).

12 Minnesota Department of Human Services, Reports and Forecast Division, http://www.dhs.State.mn.us/
HealthCare/enrollment, accessed April 19, 2003.
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organizations (MCQOs). Enrollees may request to change MCOs one time in the first year of
enrollment and thereafter during a 30-day open enrollment period during the fourth quarter of the
year. A recent Minnesota law allows any AI/AN — including those enrolled in PMAP+ — to
receive health services at any Tribal clinic, for which the Tribal clinic receives Medicaid
payment based on an all-inclusive rate negotiated by the CMS and IHS. Additionally, any Tribal
clinic can be a primary care provider for AI/ANs enrolled in the PMAP+ program.

Minnesota SCHIP Program

Minnesota has a Medicaid expansion SCHIP program that uses Federal SCHIP funds to
provide health care coverage for children up to age 2 living in households with incomes between
275 and 280 percent of the FPL (children below 275 percent of FPL are eligible for MA).
Moreover, Federal SCHIP monies fund several health services initiatives that include mental
health screenings of children in the court system, outreach and mental health screenings for
homeless children, comprehensive services for children with special health care needs, and
family planning services. The State also uses SCHIP funds through a Section 1115
demonstration to cover uninsured parents and caretaker relatives of Medicaid and SCHIP eligible
children living in households with incomes between 100 and 200 percent of FPL.'°
Additionally, Minnesota created a seamless system by integrating the SCHIP program with the
State’s PMAP+ program to form MinnesotaCare, administered by Minnesota’s DHS. All
children covered at that time by the State-sponsored Children’s Health Plan program were
converted to MinnesotaCare. This coverage assures health insurance for children, their parents,
and other adults, which helps reduce the rate of uninsured persons living in Minnesota and
improves upon State programs.

There are no health condition barriers to MinnesotaCare application, but applicants must
meet income and program guidelines to qualify. Additionally, qualifying adults must not have
had other health insurance for the past four months or have access to employer-based insurance
in which the employer pays at least 50 percent of the insurance premium. There is considerable
overlap in income eligibility guidelines for MA and MinnesotaCare and consumers are able to
make an “informed choice” about which program to apply."' For example, MinnesotaCare is
available to adults 21 years old or older who are pregnant or have children in households with
incomes at or below 275 percent of FPL. Many pregnant women, therefore, can choose whether
they want to apply to MA or to MinnesotaCare. Other MinnesotaCare eligibility categories
include single adults and couples 21 years old or older without children whose income is at or
below 175 percent of FPL. Children ages 2 through 21 living in households with incomes up to
275 percent of FPL are eligible for MinnesotaCare (and many are eligible for MA)."*

All MinnesotaCare enrollees pay a premium that is determined on a sliding scale, ranging
from $4 to more than $400 per month, depending on household size, income, and number of
people covered. However, Minnesota exempts SCHIP-eligible children who are members of
Federally Recognized Tribes from premium payments. MinnesotaCare is funded through

1% Comments from CMS, March and August 2003.

B! Comments from CMS, August 2003.

132 http://www.dhs.State.mn.us/HealthCare/MinnesotaCare/eligibility.htm, accessed April 19, 2003, and comments
from CMS, August 2003.
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enrollee premiums, State of Minnesota general revenues, a tax on health care providers, and
Federal matching SCHIP dollars.'*

MinnesotaCare covers outpatient medical services, inpatient hospital benefits,
orthodontia for children, and transportation services for children and pregnant women to and
from medical appointments through PMAP+ providers. As of December 2002, 54 percent of the
153,986 Minnesotans enrolled in MinnesotaCare were adults and 46 percent were children.'*

DESCRIPTION OF SITE VISIT
Overview

Prior to conducting the site visit, the team contacted Pam Iron (National Indian Women’s
Health Resource Center, Oklahoma), and Spero Manson (Division of American Indian and
Alaska Native Programs, University of Colorado Health Sciences Center), Technical Expert
Panel (TEP) members; Dave Baldridge (National Indian Council on Aging (NICOA)), and Ralph
Forquera (Seattle Indian Health Board), Project Consultants; Jo Ann Kauffman (Kauffman &
Associates), Project Consultant (who also sought suggestions from Glen Safford from the Great
Lakes Inter-Tribal Council and Kathleen Annette, Director, Bemidji Area IHS Office); Pam
Carson and Ruth Hughes, CMS Native American liaisons in the Chicago CMS Regional Office;
and Jenny Jenkins, Assistant to the Area Director for the Bemijdi Area IHS."’ The team
solicited advice on which communities the site visit team should visit in Minnesota, who initial
key contacts might be, and which issues specific to the State should be addressed in the study.
Interviewees were asked to recommend two Tribes/Reservations and one urban area with a
facility that provides direct medical services and to provide background information on the sites
recommended. The project team also emphasized that, given that only three days were budgeted
for visiting two Reservations and an urban area, travel distances were of some importance.

Advisors strongly suggested the team concentrate on visiting Chippewa rather than Sioux
Tribes in Minnesota, as Sioux issues would be addressed during the North Dakota and South
Dakota site visits. Additionally, Chippewa Indians are the most numerous of the 34 Tribes served
by the Bemidji Area IHS. Because we were advised that it is difficult to avoid gaming in
Minnesota, we did not use it as a site selection criterion for Minnesota. Based on our discussions,
the project team selected the Fond du Lac Reservation, the Mille Lacs Reservation, and
Minneapolis/St. Paul (the Minneapolis Indian Health Board) as visit sites.

Advisors unanimously recommended we visit Fond du Lac. Fond du Lac Ojibwe was
characterized as a fairly progressive Tribe that operates its own health facilities under the Indian
Self-Determination Act of 1975 (P.L. 93-638 as amended), and has developed model elder and
health services programs. The Tribal health director, Phil Norrgard, was characterized as being
extremely knowledgeable and proactive about AI/AN health services for Fond du Lac as well as
for the rest of the State.

133 http://www.dhs.State.mn.us/HealthCare/MinnesotaCare/default.htm, accessed January 17, 2003.

% Minnesota Department of Human Services, Medicaid Management Information System (MMIS),
http://www.dhs.State.mn.us/HealthCare/enrollment/, accessed April 19, 2003.

133 For the Minnesota site visit, we did not contact the Covering Kids State director because no Covering Kids State
pilot projects focus on the AI/AN population in the State.
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While the Mille Lacs Band of Ojibwe also contracts with IHS to run its own health
facilities, is fairly progressive, and has successful gaming — similar to Fond du Lac — it was
strongly recommended for a site visit because of its uniqueness among AI/AN Tribes in
administering its own Temporary Assistance for Needy Families (TANF) and MA programs
under a CMS waiver.

Minneapolis/St. Paul was unanimously recommended for the urban area site visit in the
State. It ranked 12" in the United States in terms of urban AI/AN population.'*® The Minneapolis
Indian Health Board (MIHB) has a very good reputation for successful third-party billing and
might provide a good model for other Urban Indian Health Centers."”’ Additionally, one of our
project consultants had good contacts at a St. Paul residential center for AI/AN elders. Advisers
also recommended that we talk with staff at the Hennepin County Medical Center, which is a
primary point of referral for the Twin Cities urban area’s AI/AN population.

Because the Bemidji Area IHS office and the Great Lakes Inter-Tribal Epidemiological
Center were not within feasible travel distances for the three-day site visit, and because we could
not schedule a time with the Minnesota Department of Human Services (MA and
MinnesotaCare) central office that was compatible with the rest of the site schedules, we
interviewed these organizations by telephone following the site visit. The individuals and
organizations with whom the site visit team met in Minnesota or conducted follow-up telephone
interviews are listed in attached Appendix V.A.

Description of Fond du Lac Band of Ojibwe

Fond du Lac, a Federally Recognized Tribe 20 miles west of Duluth, Minnesota, has a
Reservation population of approximately 3,200. Tribal members live on a total of 100,000 acres,
with 17,034 allotted acres and 4,800 Tribally owned acres.'® According to the 1990 Census,
Fond du Lac had the fourth highest number of AI/AN children living outside of the Greater
Minnesota metro regions at 520.

Fond du Lac Reservation is one of six Reservations inhabited by members of the
Minnesota Chippewa (Ojibwe) Tribe. The Chippewa Nation is the second largest ethnic group of
AI/ANSs in the United States.*” Major sources of revenue for Fond du Lac Band members are
derived from two Tribally-owned casinos: the Fond du Luth located in Duluth and the Black
Bear Casino located near Cloquet. The Tribe and the city of Duluth cooperated in building and

1% Forquera, R. Urban Indian Health. Prepared by The Seattle Indian Health Board for The Henry J. Kaiser Family
Foundation, November 2001.

7 Subsequent to site selection, but prior to our site visit to Minnesota, project consultants informed us that the
MIHB was experiencing significant turmoil and recommended we not visit it. We did try to contact the MIHB prior
to our visit, but were not successful. However, we were able to conduct follow-up telephone interviews with MIHB
staff following the site visit.

138 http://www.oakhills.edu/cim/fonddula.html, accessed January 2, 2003.

139 http://www.fdlrez.com/government.htm, accessed January 16, 2003.
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sharing in the profits of the Fond du Luth Casino.'* Annual revenues are substantial and about
one-half of the casinos’ employment is Tribal and the rest is comprised of local non-Indians.""!

Tribal human service and health programs located on the Reservation are based in the
Tribally operated Min-No-Aya-Win Human Services Center in Cloquet. The Tribe also operates
a similar Indian health program in Duluth at the Center for AI/AN Resources (CAIR).
Additionally, Mash-Ka-Wisen, located in Sawyer, is the nation’s first Indian-owned and operated
residential primary treatment facility for chemical dependency.'** Under a Public Law 93-638
contract with IHS, the Tribal Human Services Division receives about $2 million a year from the
Tribe for mental health, prescription drugs, domestic violence, and other programs.'* The
closest IHS hospitals are at Leech Lake and Red Lake, both approximately a four- to five-hour
drive from Fond du Lac. For FY 2001, THS user population statistics for the Fond du Lac
Tribally operated service unit included 8,852 Indian registrants, with 5,218 active Indian
registrants and estimated user population.'**

Description of Mille Lacs Band of Ojibwe

Mille Lacs, a Federally Recognized Tribe located in east central Minnesota, has a
Reservation population of approximately 1,150 living on 61,000 acres.'*® Of the total estimated
Tribal enrollment of 2,900, 1,094 are age 21 or younger and 272 are elders age 55 or older. The
Tribe owns approximately 16,000 acres of land located within four townships on the south end of
Mille Lacs Lake. Additional communities exist in Aitkin and Pine counties and three islands.'*
According to interviewees, ownership of only a few small, widely scattered parcels of land often
presents difficulties for Mille Lacs in bringing together all Tribal members. However, unlike
some more isolated Reservations, Mille Lacs is located on the shores of a large lake with good
highway access to the nearby Twin Cities metro area.

The Reservation has a community center, schools, a health clinic, museum, casino/hotel
complex and a government center. Mille Lacs owns two casinos. The Tribe distributes very little
of the revenues realized, but casino money has made it possible to reduce unemployment to
approximately three percent. This is accomplished through jobs in a variety of Tribally
conducted programs including a new school. A major benefit of casino revenues is also the
Tribe’s ability to increase its land base.'*’

The Reservation’s health program is Tribally run under a Public Law 93-638 contract
with THS. The Mille Lacs Ne-Ia-Shing and Aazhoomog clinics on the Reservation provide
mainly primary care and some telemedicine. Secondary and tertiary care is provided through
referral to THS or private hospitals in the Mille Lacs area.'*® The closest IHS hospitals are at

10 http://www.indians.State.mn.us/fondlac.html, accessed January 15, 2003.

14 http://www.oakhills.edu/cim/ fonddula.html, access January 2, 2003.

2 http://www.indians.State.mn.us/fondlac.html, accessed January 15, 2003.

'3 Interviews with clinic staff.

144 Final User Population Estimates, FY 2001, DHHS Memorandum dated March 1, 2002.
3 http://www kstrom.net/isk/maps/mn/millelac.htm, accessed January 2, 2003.

146 http://www.indians.State.mn.us/millelac.html, accessed January 15, 2003.

7 http://www kstrom.net/isk/maps/mn/millelac.htm, accessed January 17, 2003.

8 Interviews with clinic staff.
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Leech Lake and Red Lake, both approximately four- to five-hour drives from Mille Lacs. Clinic
services are also offered at the East Lake Community Center two days a week and traditional
healers come to the Center twice a month. The Center will also soon begin filling prescriptions
through a tele-pharmacy machine. Tribal health services include chemical dependency and
mental health services.'*” In FY 2001, THS user population statistics for the Mille Lacs Tribally
operated service unit included 2,841 Indian registrants, with 2,164 active Indian registrants and
2,175 estimated user population.'

Outside of Mille Lacs Reservation, access to public welfare programs in Minnesota is
attained through County human service agencies. The 1996 Federal welfare reform legislation,
however, authorized Federally Recognized Tribes to operate the employment and training
services component, as well as the income maintenance portion, of MFIP-S (Minnesota Family
Investment Program-Statewide, which replaced the Aid to Families with Dependent Children
(AFDC) program on January 1, 1998). The Mille Lacs Tribal government has chosen to operate
MFIP-S for families with an adult enrolled in the Band who resides in the six County area of
Aitkin, Benton, Crow Wing, Mille Lacs, Morrison, and Pine counties. The Tribal government is
one of only 12 in the nation that have chosen to assume responsibility for operating an income
maintenance program since Tribes were authorized to do so in 1996, according to the Minnesota
DHS. Other Minnesota Tribes have expressed an interest in operating MFIP-S but have not yet
made a final decision, according to DHS. Since 1999, the Mille Lacs Tribal government has also
administered the Food Stamp and MA programs for these clients. The Tribe utilizes the
Statewide computer system and State forms for ease of administration."’

Mille Lacs also has a unique Tribally funded program called “Circle of Health.” In
existence for about three years, Circle of Health is an endowment fund derived from casino and
other successful Mille Lacs Band investments that pays health care premiums, co-payments, and
deductibles for all Tribal members, irrespective of income, residence, or source of health
insurance coverage (including employer-sponsored coverage).

Description of the Minneapolis/St. Paul Urban Area

A number of public health clinics, such as the MIHB and the Model Cities Health Center
in St. Paul, provide services to AI/ANs through PMAP+."> MIHB staff serves AI/ANs from
approximately 25 different Tribes.'>> MIHB is a private nonprofit organization in operation since
1971 with a mission to provide health care services to the AI/AN population as well as the
general public. The combined medical, dental, and mental health clinics see some 2,000 patient
visits per month. MIHB also administers a WIC clinic, HIV/AIDS management program, and a
wide-variety of health education services."™

19 Mille Lacs Band directory.

150 Final User Population Estimates, FY 2001, DHHS Memorandum dated March 1, 2002.

1 http://www.senate.leg.State.mn.us/ departments/scr/report/bands/, accessed January 23, 2003.

132 http://www.senate.leg. State.mn.us/departments/scr/report/bands/, accessed January 23, 2003.

'3 During the time of our site visit to Minnesota, the MIHB was experiencing considerable conflict between the
administration and staff, with substantial recent turnover in both.

13 http://www.thecirclenews.org/032002/news 1 .html, accessed January 25, 2003.
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The Elders Lodge of St. Paul, whose staff was interviewed during the site visit, is
supported mainly by the Amherst H. Wilder Foundation in St. Paul as an independent living
community made up of 42 subsidized one-bedroom apartments. Elders Lodge provides service-
enriched housing for low-income adults age 62 and older and people with qualifying mobility
impairments. For an additional fee, residents may also arrange home health or personal care,
meal delivery, and other services. Elders Lodge is designed with many American Indian themes
to welcome its predominantly AI/AN resident population. Of Elders Lodge’s residents, about 90
percent are female, 70 percent are people of color, with an average age of 64, and 100 percent
have incomes below 125 percent of poverty level.'”

The Metropolitan Area Agency on Aging (MAAA) is one of 14 Minnesota Area
Agencies designated and funded by the Minnesota Board on Aging to link people to information;
assist community groups and service providers with planning, coordination and development;
and improve the quality of life for seniors and their families through local and regional
initiatives. In addition to many other programs, MAAA administers Minnesota’s Senior LinkAge
Line® and the State Health Insurance Assistance Program (SHIP) for the Twin Cities area.'®

Hennepin County Medical Center (HCMC) is a comprehensive academic medical center
and public hospital located in the heart of the Twin Cities of Minneapolis and St. Paul,
Minnesota. Their health care campus includes a 360-bed acute care hospital and primary care
and specialty clinics; a multi-specialty group practice; the third-largest nonprofit medical
research organization in Minnesota; and the Metropolitan Health Plan (Hennepin County’s
licensed health maintenance organization). HCMC also operates four primary care clinics in
Minneapolis and suburban Hennepin County."”’

Description of Other Organizations Interviewed

The Great Lakes Inter-Tribal Epidemiological Center, located in Wisconsin, is one of six
partially-IHS funded Epidemiology Centers (EpiCenters) throughout the United States, serving
Tribes in Minnesota, Michigan, and Wisconsin. The Great Lakes EpiCenter is an
Epidemiological Cooperative Agreement Project working through the Great Lakes Inter-Tribal
Council in partnership with Federally Recognized AI/AN Tribes of Ojibwe, Ottawa, Menominee,
Mohican, and Potawatomi. The EpiCenter assists Tribes in the collection, interpretation, and
analysis of health information to help them more effectively administer their health programs
and plan for healthier communities.'*®

133 http://www.wilder.org/programs/AffordableHousing/elderslodge.html, accessed January 25, 2003.
136 http://www.tcaging.org/home.htm, accessed January 25, 2003.

57 http://www.hcme.org/, accessed January 25, 2003.

18 http://www.ihs.gov/medicalprograms/epi/ accessed on January 29, 2003.
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FINDINGS: MINNESOTA MEDICAID AGENCY AND OTHER STATEWIDE
AGENCIES"’

Great Lakes Inter-Tribal Epidemiological Center, Leech Lake Elders Division, Minnesota
Board of Aging, Minnesota Department of Health Services

Overview

To obtain a statewide perspective on AI/AN barriers to enrollment in the MA,
MinnesotaCare, and Medicare programs, we interviewed by telephone two staff from the Great
Lakes Inter-Tribal Epidemiological Center, staff in the Bemidji Area IHS office by telephone,
and an Elder Advocate of the Tribally-based Leech Lake Elders Division in-person. To obtain
the State government’s perspective, we also interviewed by telephone the director of the
Minnesota Board of Aging’s Indian Elder Desk (who is also the Statewide Wisdom Steps
coordinator), and several staff from Minnesota’s DHS, including the Tribal Relations
Representative, Tribal Relations Specialist, Manager of CMS Relations, Manager of
Negotiations, Tribal, and Waiver Relations, an Indian Programs Specialist and the Special
Assistant to the Director for Chemical Dependency, the American Indian Programs Specialist for
Mental Health, and staff from the Health Care Eligibility and Access Division.

According to DHS interviewees, DHS has taken substantial steps over the past decade to
improve State-Tribal government relations through the funding and hiring of dedicated American
Indian staff (e.g., Native American liaisons, the Board on Aging’s Indian Elder Desk), and to
provide MA, MinnesotaCare, and Medicare training and education to professionals and
consumers across the State. However, those interviewed from the State government said they are
aware that greater efforts and resources are needed to address serious AI/AN under-enrollment in
these programs. They noted that there is a substantial lack of Tribal and urban AI/AN
professionals or lay people who can help with one-on-one application assistance, which they feel
is needed to increase program enrollment. Like other States, however, Minnesota is facing
significant budget shortfalls.

Statewide organization interviewees also acknowledged that Tribal operation of public
benefits programs would greatly improve program enrollment, but, again, said that the lack of
funds for Tribes to set up the infrastructure and systems needed to run their own programs, as
well as CMS waiver support, are serious obstacles.

Interviewees generally believed AI/AN under-enrollment in MA and the Medicare
Savings Programs'® to be a serious problem Statewide but relatively small problem for

'3 Although the Great Lakes Inter-Tribal Epidemiological Center serves Michigan, Minnesota, and Wisconsin, their
outreach funds only extend to Wisconsin. Therefore, staff comments are represented in a very limited way in this
report as they specifically relate to Minnesota AI/ANs.

10 The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”
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MinnesotaCare. They believe that most AI/ANs in Minnesota are aware of Medicare, but do not
have detailed knowledge about the program. Barriers to MA, the Medicare Savings Programs,
and MinnesotaCare enrollment include resistance to applying in-person at County human
services offices due to a lack of reliable transportation and short-term daycare assistance to visit
these offices, as well as mistrust of government programs. Although mail-in application is
allowed, there is a perception that many AI/ANs do not realize this, or they need assistance
completing the simplified application, as it is still too complicated for them to complete alone.
MinnesotaCare also requires a premium, which is either financially prohibitive or objectionable
on Federal Trust Responsibility grounds, for some AI/ANs. AI/AN elders, in particular, object to
being required to pay a premium or actively apply for government programs due to the Federal
Trust Responsibility to provide health care to AI/ANs.

The State of Minnesota has undertaken a variety of activities to increase enrollment in the
public insurance programs, but statewide interviewees said there is always room for
improvement in ensuring that all eligible AI/ANs in the State are enrolled. Their suggestions to
increase enrollment include targeted funding for Tribal advocacy positions to provide one-on-
one assistance and case management, easier application process for Tribes wanting to administer
their own MA program, more transportation assistance, additional program training at the local
level for Tribal professionals, and greater provider and consumer education about the benefits of
the programs. Some even suggested that the Federal Trust Responsibility to provide health care
be fully extended to urban AI/AN populations

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

According to Minnesota’s DHS and Indian Elder Desk, there is serious AI/AN under-
enrollment in the MA program Statewide. They believe, however, that most AI/AN families and
children eligible for MinnesotaCare are enrolled. They also think that most AI/ANs in Minnesota
are aware of the two programs but do not have detailed knowledge of them, although DHS stated
that substantial program information is provided to both Reservation and urban-based AI/ANs.
DHS interviewees also noted that many Minnesota Tribes have satellite health clinics and/or
offices in urban areas which are valuable for helping to raise program awareness and enrollment.

Barriers to Initial Enrollment

State-level agencies and organizations reported the following barriers to initial enrollment
in MA and MinnesotaCare:

e AI/ANs in Minnesota (except for Mille Lacs Band members) — particularly those who
live on Reservations — are unwilling to apply at County human services offices. Main
reasons include lack of reliable transportation modes, substantial transportation distances,
and significant office waiting times. DHS felt this was not as much of an issue with urban
Indians. Although application for MA and MinnesotaCare can be accomplished through
the mail (and over the telephone in a few pilot areas), DHS thought that many AI/ANs in
the State think they still need a face-to-face interview at County offices.

o Even with mail-in application and a recently simplified application form, many AI/ANs
still need assistance completing forms and providing required documentation. One of the
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primary reasons is language and cultural barriers. According to interviewees, AI/ANs
may not understand the language used in the application documents (either because of
literacy issues or terminology used in the forms) and the government may not understand
AI/AN cultural nuances when interacting with AI/ANs. For example, County workers
may misinterpret an AI/AN’s inability to provide a birth certificate as reticence on the
individual’s part to comply with the application’s documentation requirements.

e There is substantial mistrust among AI/ANs of government programs, according to the
non-DHS Statewide interviewees.

e A significant number of AI/AN grandparents are raising their grandchildren and may
need short-term daycare assistance to travel to County human services offices (not
realizing they can mail in the application if they can complete it without assistance).

e MinnesotaCare charges an enrollee premium except for AI/AN-enrolled children.
Because many AI/ANs view the provision of health care as a Federal Trust
Responsibility, they do not feel they should have to pay premiums and some will not
enroll.

Barriers to Maintaining Enrollment

MinnesotaCare requires annual, and MA requires bi-annual, redetermination. Minnesota
has attempted to streamline the redetermination process over the past several years.
Redetermination forms are mailed directly to an enrollee’s home from one central location or can
be downloaded from the Internet. The form is now a single page, is provided in 10 languages (as
is the initial application form), and does not require a face-to-face interview. The only
redetermination barrier cited by statewide interviewees concerned loss of MinnesotaCare by
some AI/ANs due to their failure to pay premiums. For instance, according to DHS interviewees,
the most frequent reason that people in general (not just AI/ANs) lose MinnesotaCare coverage
is failure to pay the premium.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Interviewees universally said that most AI/ANs in Minnesota are aware of Medicare but
lack detailed knowledge about the program. For example, elders often do not understand the
difference between the Medicare and MA programs or between Medicare Parts A and B.
Additionally, DHS interviewees think there is serious under-enrollment in the Medicare Savings
Programs among AI/ANs statewide. They said that under-enrollment in the Medicare Savings
Programs is caused mainly by the same factors previously described that lead to under-
enrollment in the MA program, with the following additional limitations:

o DHS interviewees believe that elder AI/ANs are perhaps even more likely than younger
AI/AN populations to resist enrolling in government-sponsored health care programs due
to belief that there is a Federal Trust Responsibility to provide health care to AI/ANs in
exchange for the land their ancestors ceded to the Federal government. DHS interviewees
noted that AI/AN elders often do not understand why they do not currently receive a



more comprehensive range of health care services (e.g., long-term and preventive care)
through IHS or other AI/AN-targeted programs.

o Elder AI/ANs for the most part have never had to pay health insurance premiums before
age 65 and do not understand why they must start paying Part B premiums when they
turn 65, particularly when their incomes are likely to be more limited.

e Income from work provided under the Older Americans Act (the Senior Service
Community Employment Program) is counted as cash income for the Medicare Savings
Programs, but not for food stamps and many other social welfare programs. Interviewees
said this is not only confusing to many elders, but makes them ineligible for the Medicare
Savings Programs. Social welfare programs also have varying eligibility age
requirements, which is also confusing to elders.

Strategies To Increase Enrollment in Medicaid, SCHIP. and Medicare

Interviews with Statewide agencies, particularly with DHS and Indian Elder Desk staff,
indicated that the State of Minnesota appears to be very active in ensuring that all AI/ANs in the
State are aware of, and enrolled if eligible, in the three public insurance programs. Following are
the current activities the State undertakes to promote enrollment:'®!

e Outreach by Minnesota Board of Aging Staff. Almost continual travel by the Minnesota’s
Board of Aging Indian Elders Desk staff to Tribal communities builds trust and
relationships and to provide IHS and Tribal patient benefit coordinators with materials
and training. Indian Elders Desk staff also works through Wisdom Steps to educate and
assist AI/AN elders.

e Medicare and MA program training for Minnesota State Health Insurance Assistance
Program (SHIP) staff and volunteers. Indian Elders Desk hold regularly-scheduled
Medicare and MA program training for Minnesota State Health Insurance Assistance
Program (SHIP) staff and volunteers, using Wisdom Step training materials specifically
developed by and for AI/AN elders. Indian Elders Desk staff also continues to work
through the State’s Senior Linkage program to raise program awareness.

e Coordinated and Integrated AI/AN Outreach Effort. The State is planning for a
coordinated and integrated AI/AN outreach effort among all related State agencies for
one month this year.

o DHS and other associated State agency quarterly meetings with Tribal health directors to
inform them about State health insurance program changes. The State relies on the Tribal
health directors to relay the information to their Tribes (but did not elaborate about the
specific mechanisms health directors use to distribute information to Tribal members or
on how effective this is). The State is also in the process of establishing regular meetings
with the Metropolitan Urban Indian Directors organization, which consists of directors
from all (not only health) urban AI/AN organizations in the State.

1! The site visit team did not collect information on length of time the activities have been occurring or whether the
State or others have reported or published measurable results for the activities.
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Exemption of Tribal member enrollment in MA or MinnesotaCare managed care plans
(except for Mille Lacs Band members). The State does not require Tribal enrollment until
a Tribe has funding for outreach and enrollment assistance. DHS is trying to obtain State
funding for these activities for additional Tribes.

Program Training. The provision of program training to Tribal clinics or other Tribal staff
upon request if the State has available resources would help to increase enrollment.

State participation in several grant-funded outreach programs, although none are focused
exclusively on AI/ANs:'®

The State has a Robert Wood Johnson Foundation (RWIJF) grant, “Supporting Families,”
that funds State initiatives to reduce administrative barriers to Medicaid and SCHIP
enrollment.

For the sixth year, the State has provided $750,000 for the MinnesotaCare Health Care
Programs Outreach Grant Project for community-based organizations. Although the
grants initially targeted outreach for MinnesotaCare, they have expanded to include MA
outreach because families may have members eligible for both programs. The grantees
initially relied on general outreach and education approaches, such as television, radio,
and newspaper advertising, but through experience have narrowed down outreach
activities to one-on-one efforts because they feel these work best. The Red Lake Band of
Chippewa and the Lake Superior Band of Chippewa currently have outreach grants.'®’

The State Solutions Grant, funded through The Commonwealth Fund and RWIJF, is
designed to increase enrollment of Medicare/Medicaid dually-eligible persons. Last year,
the State also received a CMS-sponsored grant for the same purposes.

The State supports Minnesota’s “Covering Kids” grant by working with the State’s
grantee administrator, The Children’s Defense Fund. In particular, State staff participates
in the Statewide steering committee for the grant, and is currently working with The
Children’s Defense Fund to place an eligibility worker in one of Minneapolis’ new
Family Centers.

Statewide interviewees said there is always room for improvement in ensuring that all

eligible AI/ANs are enrolled in public insurance programs. Following are a number of the
specific strategies they suggested could be implemented to facilitate enrollment:

Targeted funding for Tribal advocacy positions to provide one-on-one assistance
and case management when needed. The director of the Indian Elder Desk believes that
this is the most, and perhaps only, effective way to increase AI/AN program enrollment.
Tribal advocates must be people who are trusted in their community. She suggested that
Tribal advocacy funds should be appropriated specifically for this reason.

12 The site visit team did not collection information from the State about the effectiveness of the outreach programs
or whether data are available to assess effectiveness, as these issues were outside of the project’s scope of work.
19 http://www.dhs.State.mn.us/HealthCare/pdf/grant-fact-sheet-8-6-02.pdf, accessed on January 25, 2003.
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CMS should make it easier for Tribes to administer their own MA programs. The
State waiver application to allow the Mille Lacs Band to administer its own MA program
took a very long time to negotiate with CMS. State respondents believe that the Mille
Lacs Band’s experience has been very successful in increasing Band member enrollment,
and other Minnesota Tribes would probably have the same experience if they were to do
likewise. However, the respondents noted several reasons why other Minnesota Tribes
have not applied for MA self-administration: lack of infrastructure (e.g., for coding,
billing, auditing, and follow-up systems), lack of development funds, and lack of
administrative resources. Mille Lacs has a very sophisticated health care system and was
also able to use its gaming money to address these issues. Additionally, Tribes outside of
Minnesota may not have AI/AN representation in their State’s government (e.g.,
Minnesota DHS has had an AI/AN Native American liaison and an AI/AN at the Indian
Elders Desk since 1994) to support Tribes with the waiver process. Respondents
recommended increased funding for Tribes to address infrastructure, development, and
administration issues.

Transportation Assistance. All interviewees agreed that greater transportation
assistance for AI/ANs is needed.

Program Training at the Local Level. According to Indian Elder Desk staff and
EpiCenter interviewees, Tribal professionals, including those who work at Elder
Nutrition Centers and Elder Advocates, need program training at the local level. There
should also be provider and consumer education about the benefits of the programs,
including increased awareness that greater enrollment in MA, MinnesotaCare, and
Medicare and the Medicare Savings Programs frees up Tribal funds for additional
services. IHS and CMS should increase their respective commitments to work with
Tribes to provide information and education to them regarding the availability and
benefits of these programs. The information should emphasize that the programs are an
extension of the Federal Trust Responsibility to AI/ANSs.

Include Urban AI/AN Population in Federal Trust Responsibility. Several
interviewees suggested that the Federal Trust Responsibility should be fully extended to
urban AI/AN populations.'® Urban areas have large pockets of program under-
enrollment.

Other Issues

According to DHS staff interviewed, the State of Minnesota is currently facing a budget

deficit that prohibits it from addressing many of the issues that affect AI/AN program under-
enrollment. Also, States are confused about the IHS/CMS Memorandum of Understanding,
stating that inconsistent policies are applied across States.

1% According to one of our project’s consultants, the Federal Trust Responsibility already applies to individual
AI/ANs, rather than to tribes or Reservations. The shortfall is in funding for urban Indian health programs, not in the
scope of the legislation’s provision for who is eligible.
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FINDINGS: FOND DU LAC RESERVATION
Overview

During our site visit to Fond du Lac, we interviewed the Director and Associate Director
of Tribal health services, as well as staff from the Min-No-Aya-Win Clinic, the Title VI Senior
Services Director, the Tribal Executive Director, and the Tribal Community Services
Administrator. Subsequent to our site visit, we also interviewed by telephone the Medical Social
Workers from the Min-No-Aya-Win Clinic on the Fond du Lac Reservation and the Center for
AI/AN Resources in Duluth.

The Fond du Lac Band of Ojibwe funds many of its new community programs, housing,
and community facilities from casino revenues and income from other Tribally owned
enterprises. These revenues have assisted the Tribally operated health clinics to markedly
increase third-party billing through investments in sophisticated accounting and billing systems
and staff. The Tribe also pays Medicare Part B premiums for those eligible for Medicare but
ineligible for the Medicare Savings Programs. These strategies have been coupled with a very
strong and continual emphasis in the Tribally operated health clinics on provider, staff, and client
education about the individual and community benefits and importance of third-party revenues,
as well as consistent leadership to sustain these education efforts over the past several years.
These strategies have markedly increased enrollment in MA and Medicare, and associated
revenues, according to those interviewed.

It was a general consensus of those interviewed that under-enrollment in MA is a bigger
problem than in Medicare on the Fond du Lac Reservation and is a somewhat serious problem.
Enrollment barriers cited include resistance to divulging personal information at County human
services offices and a general distrust of government programs. This includes fear that
application information will be shared with the State’s child support enforcement agency.
Interviewees also said enrollment barriers include a general reluctance to fill out paperwork for
government programs that should be automatic through treaty rights, a highly transient
population, lack of transportation and telephones, low literacy skills, and lack of awareness of
programs and/or program benefits. Another barrier concerns the ability of a health facility to
successfully bill third-party insurance with lack of ability lowering the facility’s incentive to
screen and enroll patients in third-party insurance programs.

Interviewees said that Band members who do not access medical services tend to be the
largest group of under-enrolled in MA. Interviewees said there is little Tribal or State-assisted
outreach, program benefits education, or one-on-one application assistance for non-Tribal clinic
clients. In addition, there is limited training and use of other Tribal members who might be able
to provide this education and application assistance to non-clinic clients. The clinic’s strategies
to date have focused on reaching and educating people who visit health facilities.

Health facility staff said they generally do not discuss MinnesotaCare with clinic patients,
as most are not eligible for the program.

Tribal health facility staff stated that the only way to maximize enrollment in MA,
MinnesotaCare, and Medicare among Tribal members is to ensure that the “whole system” works
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together, and there is consistency of awareness and purpose from Tribal leadership on down.
Along these lines, those interviewed recommended increased funding for hiring Tribal
employees to assist with program application, Tribal staff training and consumer education,
program and systems development, and investments in third-party billing technologies. They
also suggested that exempting Medicare and MA certification for Tribally-operated health
facilities would allow more Tribes to be able to bill third-parties, increasing their incentives to
screen for third-party insurance and provide program application assistance.

According to several interviewees, most AI/ANs who live on Reservations have incomes
too low to qualify for MinnesotaCare, or have private employer-sponsored insurance, so health
facility staff generally does not discuss this program with clients.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

It was a general consensus of those interviewed that under-enrollment in MA on the Fond
du Lac Reservation is a somewhat serious problem. Min-No-Aya-Win Clinic staff workers
estimated that about 25 percent of the Reservation population is enrolled in MA, and about 12
percent are eligible but not enrolled. AI/ANs who do not visit health facilities on a regular basis
or at all are the most likely to not be enrolled in MA. Interviewees agreed that the Tribally
operated clinics do a pretty thorough job of screening for third-party eligibility and providing
enrollment assistance.

Barriers to Initial Enrollment

Interviewees most frequently reported the following barriers to initial enrollment in MA:

o Health care is a treaty right and a Federal government responsibility. AI/ANs, therefore,
should not have to divulge personal information to others, particularly at a County human
services office. Additionally, many AI/ANs have a general distrust of government
programs. Although applicants in Minnesota do not need to apply or re-certify for MA at
a County human services office, several interviewees said that many AI/ANs do not
realize this.

e A highly transient AI/AN population, especially among economically disadvantaged
persons, is another issue that makes it difficult for people to enroll and stay enrolled in
MA due to movement to other States and lack of a permanent address.

e There is a welfare stigma associated with having MA coverage.

o Illiteracy is a big problem for Fond du Lac AI/ANs, causing difficulty in completing
applications and understanding the benefits of the programs.

o Some lack access to a telephone that would enable them to obtain assistance from the
clinic or the County human services office in completing applications.

e Some Tribal members have a perception that MA providers are insensitive to AI/AN

health care needs or ways of having those needs met, causing disincentives to enroll in
MA.
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There is fear that MA application information will be shared with the State’s child
support enforcement agency, which will cause the absent parent to be contacted for child
support if in arrears.

Tribal clinic staff felt that billing issues could represent a substantial barrier to enrollment
because many clinics outside of Fond du Lac will have no incentive to encourage patients
to enroll in Medicare, MA, or MinnesotaCare if they are not able to bill for these
services. The two Tribal clinics in Fond du Lac, therefore, placed a high priority on
building a well-functioning electronic billing system, which they stated has led to a large
increase in third-party revenues. Clinic staff felt, however, that some Tribal clinics
outside of Fond du Lac are reluctant to change their current billing system for fear of
doing something wrong and inviting trouble from the government for fraud, or would feel
ashamed if they made a mistake. They said many clinics’ budget systems are based on
IHS grants and would need a lot of work to transform them into a sophisticated
encounter-based billing and accounting system.

Another billing issue that arises, even when AI/ANs are enrolled in MA or Medicare, is
that some beneficiaries balk at having to provide their MA/Medicare number to the clinic.
According to interviewees, some patients feel that the Indian clinic is “their” clinic and
they should not have to do this.

Barriers to Maintaining Enrollment

Redetermination for MA is every six months, requiring recipients to go through the
application process too frequently, according to those interviewed. The redetermination
process itself is not very complicated but MA program communications with consumers
are often difficult for them to understand. For example, a denial or acceptance letter may
be five or six pages long.

Some Tribal members do not understand the value of MA benefits if they have not
needed to access them much in the past, and feel that the “cost” of filling out the
redetermination forms outweighs the program’s potential benefits.

Fluctuating income causes some AI/AN recipients to cycle on and off MA.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Medicare Part B under-enrollment for the past three years is a very small problem for

Fond du Lac Tribal members living on the Reservation. This is because the Tribe has used
revenues from its casino and other Tribal businesses to pay the Medicare Part B premium for all
eligible elder Tribal members, irrespective of income and place of residence, if the Tribal
member is not eligible for the Medicare Savings Programs. The lack of Part B enrollment, if any,
is usually discovered at a Tribal clinic when the patient comes in for a particular service.
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The most frequently stated reasons for under-enrollment in Medicare Part B include:

AI/AN elders in general are not aware of the benefits of Part B coverage, and therefore
do not understand why they should enroll in Part B. Many elders have very limited
incomes and do not want to pay the Part B monthly premium, feeling that it is too costly
for the perceived benefits.

According to those interviewed, the mentality in much of Indian County is that health
services will be, and should be, covered by the Federal government. Therefore, AI/ANs
should not have to pay the Part B premium to access Part B benefits.

AI/ANs are generally unaware of the availability of the Medicare Savings Programs.

Strategies To Increase Enrollment in Medicaid, SCHIP, and Medicare

Tribal health facility staff stated that the only way to maximize enrollment in MA,

MinnesotaCare, and Medicare among Tribal members is to ensure that the “whole system” works
together and that there is consistency of awareness and purpose from Tribal leadership on down.
Interviewees noted, however, that it is not possible to design a single systematic approach that
will work best for each Tribe or community. They believe that the best way to develop one is to
find the cultural norms in each community that are consistent with good stewardship of
resources, develop a rationale for this stewardship, then integrate the rationale into the existing
“business” process. They suggested, however, that the following components are important to
any systematic approach to increasing enrollment and third-party revenues:

A sophisticated billing office staff and good billing, accounting, and medical
information computerized systems. Billing is still done by hand in many Tribally
operated facilities outside of Fond du Lac according to the interviewees.

Funding that allows Tribal employees (of health clinics, social services programs, senior
centers, etc.) to work directly with Tribal members to assist them with enrollment and re-
enrollment. One-on-one assistance is crucial in many cases to successfully enroll Tribal
members. Clinic staff and other Tribal employees are in the best position to ensure that
Tribal members become enrolled.

Accurate and frequent training for Tribal employees and easy access to program
information. At present, Tribal employees who provide application or redetermination
assistance need to make numerous phone calls to find someone who has detailed
knowledge about the specific program with which they need help. The medical social
workers at the Tribal clinics said they have good contacts at their County human services
offices although County workers can be difficult to reach. Clinic staff also sometimes
rely on the Lake Superior Health Access staff for information and client enrollment
assistance (see description below).

Aggressive screening and incentive systems in health facilities.

For example, the two Fond du Lac clinics recently began requiring patients to provide
their MA, MinnesotaCare, or Medicare card or number (or proof of private insurance) at
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registration to obtain services. At each point of their visit, clinic staff has agreed not to
provide services if this has not been done. If a patient cannot show proof of third-party
insurance or has not been screened for third-party eligibility in the past, the patient is
referred to one of the clinic’s medical social workers for screening. The clinics also
require proof of MA/Medicare application before the patient can receive Contract Health
Services. Clinic leadership said that they spent considerable time educating staff — from
physicians on down — and the community on the importance of patients providing this
information so the clinic can get more funds to provide better health services. Since they
started requiring proof of application, some AI/ANs with large medical expenses have
not been able to have their expenses paid, which has “provided a lesson to other
community members about the importance of third-party enrollment.”

The medical social workers at the two Tribally operated clinics are “aggressive” about
screening patients for MA, Medicare, and Medicare Savings Programs eligibility. The
clinics recently designed a screening questionnaire, based on their own acquired
knowledge, to screen clinic patients for all third-party insurance programs. This reduces
wasted time and negative word-of-mouth from persons who might complete applications
but are not likely to be eligible for a program. All clinic patients, if needed, are screened
for eligible programs at registration and are sent to the medical social workers if they
cannot provide proof of application to these programs.

The medical social workers help people complete the paperwork for initial application or
redetermination for MA or Medicare, try to educate people about the benefits of all third-
party insurance programs, send reminders to home addresses that redetermination for MA
is required if designated as a representative on the MA application,'® conduct home
visits to help with the application or redetermination process if someone requests
assistance, and will even accompany the person to the County human services office if
needed.

Effective consumer education to raise awareness of the availability of third-party
insurance programs and their benefits, with benefit education encompassing both
individual and Tribal/community benefits. Clinic staff feels it is vitally important to stress
the community-sharing aspects of program enrollment to help AI/ANs understand why
they should enroll in the programs. Clinic staff employs messages such as “If you don’t
sign up for these programs, you are squandering Tribal resources,” or “Program
enrollment ensures that the administrators of the Tribe’s health care are being good
stewards of the Tribe’s money and are not treating some members better than others.”
Another message that seems to be effective is “Every other hospital gets to bill for MA
and Medicare-covered services, why shouldn’t we?”

Consumer education is best done during Tribal meetings, held for any purpose (e.g., foot
clinics for diabetics). Brochures, posters, etc., are not generally effective communication

19 The medical social workers at the two Tribally-operated clinics said they usually only encourage frail elderly to
designate the social workers as representatives on the MA application so the social workers will also receive
redetermination notices. Social workers said they will serve as representatives for others if requested. They said,
however, that although some frail elderly will list them as representatives, many are too proud to do so. They also
said they try to maintain a manual tickler file to help remind patients when their redetermination forms are due.
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methods. Instead, information has to be integrated into the Tribe’s existing system. The
most effective form of communication with AI/ANs is through face-to-face discussions,
which can be accomplished by partnering education activities with other Tribal activities.
In addition, consumer education needs to be frequent and on going. Aspects of the MA
and Medicare programs often change and consumers need to be informed of these
changes on a frequent basis. However, it is most important that Tribal staff understand
the changes so they can explain them to patients.

e A Tribal leader who continually focuses on a systematic approach, Tribal staff training,
and consumer education. As well, the approach requires continuity of staff and
leadership.

Besides taking a community-based systematic approach to ensuring maximum program
enrollment, Fond du Lac relies on several other strategies.

e Use Revenues from Casino to Pay the Medicare Part B premium for Tribal
Members. Fond du Lac is relatively unique in that for the past three years, the Tribe has
used revenues from its casino and other Tribal businesses to pay the Medicare Part B
premium for all eligible elder Tribal members, irrespective of income and place of
residence, if the person is not eligible for the Medicare Savings Programs (about 25
percent of elders are enrolled). The Tribe decided it would save money in the long run by
ensuring that all Medicare-eligible Tribal members were enrolled in Part B. If a person is
not eligible for the Medicare Savings Programs, the person receives a check four times a
year equal to the amount of the Part B premiums paid. The Tribe does not yet have data
to show that its strategy is effective, but it believes the data eventually will indicate this.

e Training for Home Health Nursing Aides. The medical social workers at the Tribally
operated clinics have recently begun to train home health nursing aides (funded through
Federally-Qualified Health Center funds) to assist their patients with the application and
redetermination processes for Medicare and MA and to explain the benefits of the
programs. Many AI/AN elderly at Fond du Lac use home health nursing aides. Currently,
CHRs will assist with outreach in the community when their time allows (which is not
often).

o State Grants. The State has provided several grants to Tribes to do more aggressive
outreach and enrollment assistance for MA and MinnesotaCare (described previously).
The medical social workers at the clinics are aware of such a program in St. Louis
County and sometimes refer non-enrolled patients to them.

e Wisdom Steps. Interviewees unanimously lauded the Wisdom Steps program (described
previously), in which the State uses it regularly scheduled conferences to provide
education about Medicare and the Medicare Savings Programs to elders and other
attendees. The medical social workers at the two Tribal clinics find these sessions very
helpful for elders and themselves.
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Indian Legal Aid, for which eligibility is income-determined, is available to help AI/ANs
with program denials or other legal issues. Public health nurses and Community Health
Representatives provide very limited medical transportation.

Interviewees discussed additional ways that CMS, THS, or the State can help them, and

particularly other Tribally-operated clinics with less Tribal revenue assistance, to improve
AI/AN program enrollment:

Increased Funding. Increased funding would allow more Tribal employees (of health
clinics, social services programs, senior centers, etc.) to work directly with Tribal
members to assist with enrollment and re-enrollment processes.

Program Training for Tribal Staff. More program training for Tribal staff that explains
all three programs, as well as program interaction with other public benefits programs, is
necessary to increase enrollment.

Support for Program and Systems Development. Increased support for program and
systems development would increase Tribal and clinic staff support of the education,
screening, application assistance, and third-party billing processes, thereby providing
greater incentive for program enrollment.

Improved Communications. Interviewees noted that improved communications through
additional funds directed to Tribes would be helpful so that Tribes can hire Tribally-
based staff to conduct increased home visits, provide direct mail to homes, place articles
in local Tribal papers, and conduct awareness campaigns on the Reservation’s web page
targeted at AI/ANs who do not come to the Tribal clinics. Additionally, interviewees
suggested that the Senior Linkage Line that provides classes for elders regarding
prescription drugs could be expanded to include MA, Medicare, and Medicare Savings
Programs education.

Transportation. Increasing funding for transportation assistance for medical
appointments and program application.

Computer Access and Education. Computer access and education to allow Tribal
members to enroll in insurance programs on-line. While there is currently a resource
library at the Tribe’s Elder Center, most staff and elders do not know how to use the
computer.

Additional Funds to Improve Billing and Accounting Systems. Provide additional
funds to IHS contracting/compacting Tribes to help make their billing and accounting
systems compatible with IHS’ Resource and Patient Management System (RPMS), and to
help ensure that Tribes can effectively bill third parties through investments in the
appropriate technologies, including those for medical information systems. These initial
investments are likely to be paid for over the longer term through increased third-party
revenues. Until this is done, health clinic staff recommended that the IHS/Tribal/Urban
(I/T/U) system be exempted from Medicare and MA systems, which require sophisticated
billing systems.
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o Exemptions to Medicare and MA Certification. Health clinic staff also suggested
exemptions to Medicare and MA certification be granted for Tribally operated health
facilities. They believe many facilities cannot meet these requirements and cannot bill for
covered services.

Other Issues

Additional issues not directly related to enrollment in the MA, Medicare, and
MinnesotaCare programs surfaced during our discussions with Tribal health staff:

There are 547 distinct, sovereign governments comprised of Tribal governments across
the United States. According to those interviewed, all Federal agencies should understand this in
working with Tribes.'® Interviewees also noted that CMS needs to appreciate that it is a “partner
in the Federal obligation” to pay for health care for Federally Recognized Tribes. One way the
agency can help do this is by simplifying the billing system between the I/T/U system and the
Medicare and Medicaid programs.

The Federal Trust Responsibility is a special condition for the AI/AN population
compared with all other minority or special populations. One way to signal this recognition, as
recommended by the health clinic staff interviewed, is through higher visibility of CMS’s
“Indian Desk” activities at its headquarter offices in Baltimore (i.e., the Intergovernmental Tribal
Affairs Office) and through CMS’s National Tribal Technical Advisory Group (TTAG)
activities.

CMS should not leave CMS policy interpretation to its Regional Offices due to
inconsistent interpretation by region. This is confusing to Tribes, as well as sometimes divides
Tribes and pits them against each other in their attempts to increase their share of funding.

CMS could examine and honor “bests State practices” with Tribes. The agency could, for
example, highlight how a State effectively addressed some health disparities.

FINDINGS: MILLE LACS RESERVATION
Overview

During our site visit to Mille Lacs Reservation, we discussed program enrollment barriers
and solicited strategies to increase enrollment in MA, MinnesotaCare, and Medicare with Mille
Lacs’ Tribal health director, the Title VI senior services director, the director of Tribal
community support services, staff from Contract Health Services, patient benefit coordinators at
the Ne-Ia-Shing Health Clinic, and five elders residing at the Mille Lacs AI/AN Assisted Living

1% For example, health clinic staff interviewees said that Minnesota’s MA program did not consult with tribes when
it submitted its first 1115 Medicaid waiver to CMS. The tribes complained to CMS about this and CMS rejected the
waiver. The State now consults tribes before waiver submissions.
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Center. Following the site visit, we also conducted telephone interviews with the Circle of Health
director and a medical social worker and elder advocate from Mille Lacs.'¢’

The consensus of those interviewed was that under-enrollment (or redetermination) in
Medicare, MA, and MinnesotaCare does not appear to be a problem for the Mille Lacs Band of
Ojibwe members. The primary reason stated is the substantial revenues the Band receives from
gaming, which has allowed them to expand health services, employ more clinic and outreach
staff to provide screening, application assistance, and establish redetermination systems, and to
initiate the Circle of Health program that pays for Band members’ health insurance premiums
(including Medicare Part B premiums), co-payments, and deductibles. Also of substantial
importance according to those interviewed, since 1999, the Mille Lacs Tribal government has
administered its own TANF, Food Stamp, and MA programs for Band members. According to
Tribal interviewees, this has significantly increased MA and Medicare Savings Programs
enrollment and billings. It was pointed out repeatedly by Tribal and State interviewees, however,
that gaming revenues — in combination with Tribal willingness and participation — enable Tribal
self-administration of these programs. Gaming revenues have allowed the Tribe to build the
infrastructure needed (e.g., for coding, billing, auditing, and follow-up systems) and provided
development and administration resources, to which many Tribes outside of Mille Lacs do not
have access.

Despite the above advantages, some Mille Lacs Band members living on the Reservation
still face barriers to accessing health programs and health services, according to interviewees.
The primary barriers noted are lack of reliable transportation and a lack of understanding of why
Band members should enroll in third-party insurance programs when they have, and should have,
access to Tribal facilities and the Circle of Health program.

As with Fond du Lac, Mille Lacs Band interviewees reported that few members are
eligible for MinnesotaCare, due to either insufficient incomes (making them MA eligible) or
because they have employer-sponsored insurance.

Mille Lacs Band interviewees said there are few problems with Medicare eligibility for
Band members. Most elderly members have Medicare Part A due to work eligibility. Of the 275
to 300 elders living on the Reservation, almost all are enrolled in Medicare Parts A and B and the
Medicare Savings Programs, if eligible. Most are not eligible for the QMB or SLMB programs
because their income is too high (the interviewees had not heard of the QI-1 or QI-2 programs).
Band members receive bonuses from Tribal profits related to their casinos and other enterprises,
which can make them ineligible.

Band members can obtain MinnesotaCare applications and application assistance from
the Tribally operated MA program (as well as from the Tribal health clinics and other Tribal
offices) but most Band members are not eligible for MinnesotaCare. Band members seem to
either have low incomes that make them eligible for MA, or are working and have employer-
sponsored health coverage. Many Band members are employed at the Tribally owned casinos.

17 We also tried to schedule a follow-up telephone interview with the Benefits Issuance Director for the Tribal
TANF program, based on recommendations from Mille Lacs interviewees, but were not able to contact her to
schedule a time.

V-27



Tribal clinic staff said they had not invested much time in understanding program requirements
for MinnesotaCare, and there was general lack of Tribal familiarity of the program among all
interviewed.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

It was the general consensus among those interviewed that under-enrollment of the Mille
Lacs Reservation population in MA and MinnesotaCare is low and that consumer awareness of
the MA program is high. Interviewees agreed that the Tribally operated health clinic does a fairly
thorough job of screening for third-party eligibility and providing enrollment assistance. As
important as clinic screening for increasing program enrollment, Mille Lacs is unique in that it
runs its own TANF and MA programs (described in further detail below).

Barriers to Initial Enrollment
The most frequently reported barriers to initial enrollment in MA include:

e The lack of reliable transportation, particularly for handicapped, younger adults. This is
the largest barrier, which the Tribe has not addressed. (Many Tribal members do not have
a driver’s license.) Although mail-in application is possible, Tribal staff interviewed did
not mention it as a possibility for overcoming transportation barriers.

e The Tribal leadership and Tribal health staff experience communication difficulties with
Tribal members who move frequently and/or who move without providing a new address.
The Tribe’s enrollment office does pro-actively try to track down a new address.

e A few Band members are reluctant to apply for any State or Federal government program
due to mistrust or privacy issues. Many do not want to deal with any non-Reservation
government agencies.

e A few Band members do not want to make the effort to enroll in MA because they have
easy and free access to Tribal health services.

o There is a welfare stigma of being on MA.

e Some Band members, particular the elderly, lack access to or are uncomfortable with
several technologies for pursuing information or communications, including answering
machines, “voice trees,” and the Internet.

e Application difficulties sometimes arise from illiteracy, being asked the same question
over and over, privacy issues, and lack of ability to provide all documentation required
(such as birth certificates and bank Statements).

Barriers to Maintaining Enrollment

e Redetermination for MA and MinnesotaCare is not much of a problem according to those
interviewed. The Tribally operated health clinic in each Mille Lacs Reservation district
has established a system for redetermination notices to be mailed directly to Tribal
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offices. The claims processor at Circle of Health also helps track redeterminations for
MinnesotaCare. Clinic staff reported that Minnesota’s MA agency has been fairly
cooperative and willing to send redetermination notices to authorized Tribal
representatives.

e Redetermination problems, when present, occur most often among eligible younger
adults who do not have as much access to application assistance as elders. Younger
applicants also tend to move more often and more frequently need to deal with family
crises that take precedence over the six-month redetermination procedure. Also,
according to one respondent, “Indian people are not paperwork oriented.”

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Those interviewed agreed that under-enrollment of Band members in Medicare and the
Medicare Savings Programs is low and that consumer awareness of the programs is high. The
most serious under-enrollment occurs in the more remote areas of the Reservation due to
transportation problems and lack of access to current technologies, and for Band members who
do not live on the Reservation — particularly those who do not live in the State.

High program enrollment is primarily due to a good system for health clinic screenings
for third-party insurance eligibility, and the Circle of Health program. The Circle of Health
director estimated that about 80 percent of eligible Tribal members are enrolled in Medicare Part
B. Even if Medicare-eligible Tribal members do not want to apply for the Medicare Savings
Programs, Circle of Health will pay their Medicare Part B premiums (although staff encourage
and help them apply). Circle of Health may even pay part of the Medicare Part A premium for
Band members without enough work experience to qualify for free. The Circle of Health
program, however, causes some people not to enroll in Medicare Part B (and MA) because they
think it is a primary insurance program.

Without Circle of Health, interviewees suggested that under-enrollment in Part B would
be a much larger problem as many elderly Band members would not want to pay the Part B
premium either due to financial reasons, because they do not understand the benefits of Part B
coverage, or because they have access to the I/T/U system. Due to Tribal health clinic outreach
efforts (described below), most elders have heard about Medicare and the Medicare Savings
Programs, according to those interviewed.

The most frequently stated reasons for under-enrollment in Medicare Part B include:

e Lack of reliable transportation was reportedly the biggest problem Band members face in
enrollment in Medicare Part B and MA. Some members live some distance from the
center of their Reservation district making it difficult for them to visit a health clinic or
attend community meetings. Lack of good transportation also makes it difficult for them
to travel to a Social Security office to enroll in Social Security or Medicare if in-person
enrollment is required due to a complicated situation or needed application assistance.

e A basic fear among some AI/AN elders of sending documents to a government agency,
particularly if they have to reveal personal information such as income.
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e A general lack of understanding by Band members as to why they should enroll in MA
when they already have Medicare coverage.

e The perception among some interviewees that County human services offices sometimes
think that Band members do not need MA or MinnesotaCare because they have Circle of
Health coverage.

Strategies To Increase Enrollment in Medicaid, SCHIP. and Medicare

The Mille Lacs Band interviewees discussed several current activities and efforts that
have helped them to successfully increase program enrollment among Band members. They were
happy to share their strategies with others, which include:

e Band administration of its own TANF and MA programs. Before the Tribe began
operating its MA program, interviewees said that Band members did not want to apply at
the County human services offices because of perceived bias. The Tribe has detected a
marked increase in MA enrollment since it began managing the program.

e “Circle of Health” coverage of premiums, co-payments, and deductibles for all Tribal
members, irrespective of income or source of health insurance coverage (including
employer-sponsored coverage). The program staff also assists Tribal members in
applying for the insurance programs for which they are likely to be eligible.

e Tribally operated health clinic screening system for third-party insurance eligibility.
The clinics also have computer systems connected to the State’s MA enrollment database
that allow clinic staff to verify enrollment or non-enrollment in MA (and
MinnesotaCare). In addition, patients at all of the Tribally operated clinics are required to
show proof of MA or other third-party coverage, or a proof of denial, to receive a
Contract Health Services referral.

e Tribal maintenance of an office in Minneapolis for Band members, which includes a
case manager who assists with program enrollment. Interviewees said the urban office
has substantially helped to increase urban Band member enrollment in all three public
insurance programs. According to interviewees, urban office staff has a pretty good
relationship with the County human services office.

o Tribal sponsorship of a Band newsletter, direct mail-outs, and community meetings, all
of which regularly provide information about the three programs. Community meetings
include speakers invited by the Tribe’s Senior Services and Community Services
directors. The clinic staff felt that the newsletter is well received and is read, particularly
as it is designed for and focuses on the community. Community and elder meetings are
held in each Reservation district once a month. The Tribally-operated TANF program
staff offer classes on Medicare and MA, visits people’s homes to provide program
information and application assistance, and is active in other ways to disseminate
program information (e.g., attendance at health fairs). Interviewees felt that TANF
outreach is very effective for Medicare and MA program enrollment.
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Elder Advocate Program. The Tribe is sponsoring a new Elder Advocate program, in
which Tribal advocates will be trained to screen for MA, Medicare, and MA Savings
Programs eligibility and provide application assistance. In additional to Elder Advocates,
Band members can receive application assistance from the Tribal TANF program, any
Tribal clinic benefits coordinator, Circle of Health staff, or Tribal social workers. Tribal
social workers are also available in the Minneapolis/St. Paul area to assist with
enrollment.

(MOA) signed by CMS and IHS in 1996. According to those interviewed, the
Memorandum of Agreement (MOA) signed by CMS and IHS in 1996 (including the
retroactive provisions of the MOA), has been a tremendous help in providing extra funds
so the Band can create new staff positions including the hiring of the first social worker
specifically for elders.'® The social worker assists elders with health and financial issues
upon receiving referrals from CHS, nursing homes, County offices, and the Tribe’s urban
office.

Transportation. CHRs and ElderCare aides are sometimes available to help with Band
member transportation needs. However, their primary responsibilities are to provide
home assistance.

Legal assistance for program denials. Currently, there is limited legal assistance for
program denials.

Although Mille Lacs Band interviewees feel they have been very successful in increasing

program enrollment by effectively applying casino and other Tribal revenues to this goal, they
provided the following additional recommendations to help achieve 100 percent enrollment
among eligible Band members:

Increased funding to hire two or more additional CHRs or ElderCare aides. These
additional staff could provide transportation services to Band members who live in the
Reservation’s outer districts as well as in-person program application and assistance.

Transportation vehicles. Funds to purchase a handicapped-accessible van and two full-
time drivers to provide transportation services to Band members.

Simplification of program eligibility criteria, program rules, and explanation of
programs. (Examples of complex rules include: If a person misses applying for MA
during an open enrollment period, he/she has to wait another six months to apply;
Medicare beneficiaries do not understand why they have to pay a penalty on the Part B
premium if they do not enroll shortly after initial eligibility). Interviewees noted that
complicated rules and applications can cause AI/ANs to give up, especially after one bad
experience.

1% The MOA States that States can be provided 100 percent Federal MA percentage (FMAP) for payments made by
the State for services rendered through an IHS owned or leased facility or a Tribal facility with funding authorized
by Title I or III of the Indian Self-Determination and Education Assistance Act (Public Law 93-638, as amended).
The MOA, signed December 19, 1996, notes that this FMAP is retroactive for services provided on or after July 11,

1996.
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e Provide Band leadership with CMS- and SSA-produced materials about Medicare
and the Medicare Savings Programs for Tribal use that specifically focus on benefits of
the programs. Materials are best distributed through Tribal systems. Direct mail to
households, even from Tribal offices, is not very effective. It is more effective to share
these materials at community meetings, which are fairly well attended, and through the
Tribe’s outreach systems currently in place. One-on-one or small group education and
assistance is most effective, which can be done at the health clinics or by Tribal human
and social services staff.

o Separate application for TANF and MA. Use a separate application for TANF and MA
to help reduce the welfare stigma of applying for and using MA. A different name for
MA might also help reduce the stigma.

e Cross-training. Provide cross training for all public benefits programs, as well as annual
update on programs. Currently, Tribal staff said they attend State training when offered,
but for the most part need to invest their own time and efforts in understanding program
details. Tribal staff often learns about available State training through the State’s
quarterly meetings (described previously).

e Better Data. The State, IHS, and CMS could provide data to the Tribe on program
eligibility and enrollment at the individual level so the Tribe can better target their
outreach resources.

Other Issues

Tribal interviewees discussed other issues not directly related to program enrollment that
they felt were important to share with CMS, THS, and others. First, the Tribal health director
related that nationwide funding for CHRs was nearly lost recently because so many CHRs only
have time to provide transportation assistance, which is a great need in their and other AI/AN
communities. However, these services were not their intended goal.

Second, the Tribal health director said the Minnesota DHS and the Minnesota Board on
Aging work well with the Tribes. They hold quarterly meetings that have good Tribal
representation and CMS staff presence. The State has good and frequent communication with
Minnesota Tribes, soliciting input into State health care planning. As an example of the
relationship, the State first approached the Mille Lacs Band to be a pilot site for self-
administration of the TANF/MA programs. The Tribes have achieved this level of
communication by working with the DHS through Minnesota’s Indian Health Board since 1990.
The Board is now starting to hold discussions with the Minnesota Department of Health, which
runs the State’s public health programs, to improve communications and cooperation with
Tribes. Mille Lacs Band, however, often has communication problems with County governments
so members try to bypass the County level whenever they can. The two primary problems that
AI/ANs face at local County offices are “unadulterated bias” and a general caseworker attitude
that the County should not be spending “their” dollars on AI/ANs who already receive a lot of
health care funding from casinos and the Federal government.
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Finally, Tribal staff interviewed wanted to ensure that CMS recognizes that there are
significant cultural differences, Tribal uniqueness, and a history of government relations that are
important to understand when working with Tribes or on health programs that affect Tribal
members. These also include Tribal sovereignty and Tribal-control issues. They emphasized that
AI/AN Tribes are willing to work with all levels of government to help promote program
enrollment among their members, but County, State, and Federal governments should work
through Tribal governments to disseminate information.

FINDINGS: MINNEAPOLIS/ST. PAUL URBAN AREA AI/ANs
Overview

While in the Minneapolis/St. Paul urban area for our site visit, we interviewed in person
the housing manager of the Elders Lodge in St. Paul. After our return, we held telephone
interviews with the director and a licensed social worker from the MIHB, the administrator at the
Hennepin County Medical Center, and the program manager for the Senior Linkage Line and
Health Insurance Counseling, Metropolitan Area Agency on Aging.

According to all interviewed, under-enrollment in MA, MinnesotaCare, Medicare Part B,
and the Medicare Savings Programs appears to be a much more serious problem in the Twin-
Cities area than in the two relatively financially well-off Tribes we visited (Mille Lacs and Fond
du Lac). Although the MIHB has enjoyed a national reputation for good third-party billings,
there appear to be many urban area AI/ANs who do not visit the clinic and are not members of
the Minnesota Tribes that have Twin Cities urban offices, and are therefore not enrolled in
programs for which they may be eligible. This seems to be due to a general lack of outreach to
AI/ANs in urban areas to inform them of the programs, educate them about the benefits of the
programs, and provide application assistance. Additionally, training for professional people who
might assist with education and applications, such as at non-Indian health facilities, elder
residences, and senior centers, is lacking, according to those interviewed. Even at the MIHB,
there is a need for additional staff to provide one-on-one application assistance. There are also
significant transportation barriers in the urban area.

Recommendations from interviewees to increase program enrollment included increased
training for all service providers and urban AI/AN Tribal offices staff on all public benefits
programs available to low-income AI/ANSs, offered on a consistent and frequent basis. They also
recommended IHS/State funding for an on-site MA/MinnesotaCare eligibility worker at the
MIHB, or at a minimum, a dedicated outreach position to help with program screening and
application assistance, preferably of AI/AN descent, as well as funding for an urban area Indian
advocate to help with application assistance and education. Interviewees also said that
community education could be accomplished through funds for program advertising in AI/AN
urban-area newspapers.

According to all interviewees, many elderly AI/ANs, similar to many elderly people in
general, go without prescription medications if they do not have MA coverage, especially those
whose income is a bit too high for them to qualify for MA. MIHB’s social worker refers patients
to drug company discount programs when she is aware of them. Some AI/ANs used to travel to
Mille Lacs Reservation to acquire prescription drugs, if they could find transportation, since
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Mille Lacs filled prescription medications for any AI/AN. However, in the last few years, Mille
Lacs discontinued this practice as it became too costly, currently restricting coverage to Mille
Lacs Band members.

MIHB interviewees noted that AI/ANs ages 62 to 65 are often the worst off in terms of
health insurance coverage because they are not yet eligible for Social Security or Medicare but
are not employed. (Those interviewed did not discuss whether these individuals might be eligible
for Medicaid coverage and did not give a sense of the number of AI/ANs who might be a part of
the 62 to 65 age group in this situation.)

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Under-enrollment in MA and MinnesotaCare is a somewhat serious problem in the
Minneapolis/St. Paul urban area for those who visit the MIHB clinic or other areca AI/AN
centers, such as the Minneapolis American Indian Center. However, interviewees said it is a
more serious problem for those who never visit the clinics or centers or do so on an irregular
basis.

Respondents said they have never had any patients tell them that they were treated badly
at the Hennepin County human services office, although the wait can be very long. Because of
the barriers listed below, however, many people only apply for MA in a medical crisis or if they
feel they may need substantial health care services during the year. Otherwise, urban AI/ANs
know they can use the MIHB clinic or urban area hospital emergency rooms for much of their
care.

Barriers to Initial Enrollment
The main reported barriers to initial enrollment in MA and MinnesotaCare were:

o Little formal or regularly scheduled State- or County-sponsored training for service
providers (e.g., health facility staff and staff at elder group residences) who could assist
AI/ANs with applications. Service providers often have to spend a substantial amount of
time gathering the necessary information on their own, in a piece-meal fashion. Their
information is often obtained through networking and/or identifying a particular contact
in a State or County agency who will help them with details. As a result, often only one
staff person has detailed knowledge of a single program that is lost when that individual
finds other employment.

o Little knowledge among service providers of places where AI/ANs can regularly go for
program application assistance.

e Lack of a permanent address for many urban AI/ANs, making it difficult for them to
receive redetermination forms or for MIHB staff to keep track of their program
enrollment status.

e Too much and too confusion application paperwork that requires considerable personal
information (e.g., income and asset information, family member information, U.S.
citizenship) that AI/ANs sometimes feel is meant to “catch them.” (The Hennepin County
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Medical Center uses the older 14-page form.) If a person does not follow through on just
one section or piece of documentation, which happens frequently, the person will be
denied coverage. There was a general feeling, particularly by the Hennepin County
Medical Center interviewee, that the State is more concerned with “screening out”
ineligibles than “screening in” eligible persons. Illiteracy in both English and their native
language often exacerbates problems with completing applications.

Although MA and MinnesotaCare application can be done through the mail (or by
telephone in pilot counties), many AI/ANs need one-on-one assistance. If the application
is too complicated, MIHB and Elders Lodge staff refers the patient to Hennepin County’s
human services office.

Many AI/ANs do not follow through on application documentation because they cannot
afford to acquire it (such as a birth certificate).

Some AI/ANs live in multiple-family dwellings, but their name may not be on the lease.
These individuals are reluctant to report this in a public program insurance application for
fear of being evicted.

Some AI/ANs get angry when they find out that the MIHB is not a fully funded IHS
clinic and do not feel they should have to sign up for MA.

Even for the few urban Indians who might be able to obtain services from facilities
located on their Tribal Reservation, finding reliable and consistent transportation to the
Reservation is often very difficult. Transportation within the urban area is also often a
challenge. For instance, most of the residents of the Elders Lodge of St. Paul rely on
Medicare, MA, Veterans Affairs, and private insurance to meet their health care needs as
the MIHB clinic is too far away. It also operates on a sliding fee scale rather than being
free, which some residents feel they cannot afford.

Barriers to Maintaining Enrollment

Many AI/ANs are dropped from the programs because they do not follow up on

redetermination (although respondents did not know why or how many are disenrolled).
169

The Elders Lodge encourages residents to list a third-party for redetermination notice,
either the Lodge or their family, but families are often not very responsive.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Most elderly patients who come to the MIHB and who live at the Elders Lodge are

enrolled in Medicare Part A, but many are not enrolled in Part B. The main reported reasons for
under-enrollment in Medicare Part B were:

' It was beyond this project’s scope of work to contact the State’s certifying authority to obtain AI/AN
redetermination data or to ascertain whether the State has analyzed AI/AN redetermination drop-out rates.
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o Elderly patients feel that the Part B premium is too expensive and not worth its benefits
(but they generally have little understanding of Part B benefits).

e Available literature to explain the programs is at too high a reading level and contains
acronyms that lay people do not understand.

e “Indian people do not like to be asked personal questions,” partially out of fear of
government. However, at the MIHB and Elders Lodge, interviewees said AI/ANs are
more open to answering such questions because they trust staff with whom they may
have developed a relationship and/or AI/AN themselves. The MIHB social worker
respondent said elderly patients particularly trust her because she is elderly herself.

Strategies to Increase Enrollment in Medicaid, SCHIP. and Medicare

Urban area interviewees related the following activities that either they pursue or are
aware of for increasing AI/AN enrollment in Minnesota’s public insurance programs:

e Formal screening process. MIHB has a formal system for screening clinic patients for
MA, the Medicare Savings Programs, MinnesotaCare, and a special program available at
the Hennepin County Medical Center. It includes patient registration upon admission to
the central or any associated clinics; screening by a trained admission clerk; and referral
to a licensed social worker at the clinic who can help with the application and required
documentation.'” However, the social worker reported that only about one-half of
patients referred to her become enrolled in a program for which they are eligible, mainly
because she is only employed half-time and has additional duties. The social worker does
not have enough time to help track redeterminations and follow-up on non-enrollments
for all who need it, although she refers some people to the outreach worker at Hennepin
County’s Community Health Department for assistance. She is not aware of others in the
urban area who can help with enrollment or of any County or State program or person
dedicated to application assistance.

e Application assistance. Although not a part of her formal duties, the Housing Manager
at the Elder Lodge in St. Paul assists residents with program screening and application
when she has time to do so. The Elder Lodge recently hired a social worker, mainly
funded through HUD, who is attending program training sessions sponsored by the State
(primarily from Minnesota Board of Aging funds). She has developed her own screening
and needs assessment form.

e Training on eligibility and enrollment issues. About four years ago, the State
approached MIHB staff for training. Six staff members were trained, although only two
of these staff still work at the clinic. The social worker tries to attend training updates
when she learns of them and has the time. In addition, Minnesota’s Board of Aging
Indian Elder Desk staff has led Indian elder meetings once a month since 1999 where

7" Hennepin County Medical Center has a similar system of screening for patients who present at the hospital,
where potentially eligible but non-enrolled patients are sent to one of the hospital’s Patient Benefit Coordinators for
application assistance.
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training is sometimes provided by State agencies. The State has also produced pamphlets
on how to work with AI/ANs which have proven useful.

Although urban area interviewees are pursuing several strategies for improving program
enrollment, their budgets appear to be stretched thin, particularly for hiring professional staff
who can screen for program eligibility and then provide one-on-one program application
assistance for the many AI/ANs who appear to need it. Their recommendations reflect their lack
of funds as follows:

e Training and cross-training. Interviewees emphasized the need for increased training
and cross-training, on a consistent and frequent basis, for all service providers and urban
AI/AN Tribal offices staff on all Federal, State, and County public benefits programs
available to low-income AI/ANs.

e Funding for an on-site MA/MinnesotaCare eligibility worker at the MIHB, or at a
minimum, a dedicated outreach position to help with program screening and application
assistance. MIHB interviewees said it collects a substantial amount of third-party
revenues, but could collect much more with extra enrollment and redetermination
tracking assistance. Ideally, they said the eligibility or outreach worker would be AI/AN
as this is most effective for working with AI/AN populations due to greater respect and
patience with clients. MIHB respondents said the Board has never requested an out-
stationed eligibility worker from the State or County.

e Dedicated funds for MIHB to advertise the programs in AI/AN newspapers in their urban
area.

e Funding for an urban area Indian Advocate to conduct program outreach,
education, and one-on-one application assistance. Although many of the Minnesota
Tribes have offices in the Minneapolis/St. Paul urban area, their services are restricted to
their Tribal members.

Other Issues

MIHB interviewees believe the clinic has a good relationship with the State because
clinic staff has spent a substantial amount of time establishing good internal contacts between the
clinic and State employees.

DISCUSSION

Minnesota’s AI/AN population constitutes 1.1 percent of the State’s entire population,
comprising 34 Federally Recognized Tribes residing on 11 Reservations and in several urban
areas of the State. Similar to the overall AI/AN population in the United States, more AI/ANs
live in urban areas in Minnesota than on Reservations. Approximately one-third of Minnesota’s
AI/AN population lives in the central city areas of Minneapolis and St. Paul (“the Twin Cities”),
with an additional 15 percent living in the Twin Cities suburbs.

As in many other areas of the country, poverty is prevalent throughout Minnesota’s
AI/AN population. On average, AI/ANs in Minnesota receive less than one-half of the income of
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White households, with 44 percent living in poverty. This is due, in part, to the high level of
unemployment among members of this population. Poverty is also more prevalent among the
AI/AN population than other minorities in Minnesota, especially with regard to children.
Additionally, AI/ANs in Minnesota experience significantly higher rates of disease and
premature death than other population groups. Large disparities, for example, exist in rates of
infant mortality, injury and violence, diabetes, and cardiovascular disease.

The Bemid;ji Area IHS office supports two IHS-operated short-stay hospitals, two health
centers, and five health stations in three ITHS Service Units. The Bemidji Area is unique,
however, in that nearly all of the annual ITHS funding allocation is distributed among the 34
Federally Recognized Tribes through self-governance contracts and compacts (97.4 percent as of
FY 1998). The Minneapolis Indian Health Board is located in the Twin Cities area, which
several of our TEP members and Project Consultants hailed as a model for other urban Indian
clinics with respect to third-party billing procedures. However, because of recent staff changes
during our site visit timeframe, we were unable to interview a larger number of staff to obtain
more in-depth information about the clinic’s Medicare and MA billing procedures and revenues.

The State of Minnesota appears to have invested in improving Tribal-State government
relations through the funding and hiring of dedicated American Indian staff (e.g., Native
American liaisons, the Board of Aging’s Indian Elder Desk), establishing the Minnesota Indian
Affairs Council, creating the Wisdom Steps program through the Minnesota Board on Aging,
holding quarterly Tribal health directors meetings, working with Area Agencies on Aging, and
participating in CMS-and foundation-funded outreach for MA and SCHIP programs. The Tribes
we visited seem to have good relations with State health agencies, particularly the Indian Elders
Desk staff. Both the State and Mille Lacs interviewees noted the successes of Mille Lacs
Reservation in administering its own MA program for Band members, but they also all noted the
relatively unique financial position of the Mille Lacs Tribe that has allowed it, in part, to
accomplish this.

The State has also conducted several activities to help make it easier for all Minnesotans
to apply for MA and MinnesotaCare, for example, by adopting a simplified four-to-six page
application that can be mailed to a County human services office. According to the State’s
website, County staff will also help complete the application if needed. Additionally, the
application is available in 10 languages. The State has also adopted rules that make it easier for
AI/AN MA and MinnesotaCare recipients enrolled in managed care organizations to obtain their
care through IHS and Tribally operated health facilities. A recent Minnesota law allows any
AI/AN — including those enrolled in PMAP+ — to receive health services at any Tribal clinic on a
fee-for-service basis. Additionally, any Tribal clinic can be a primary care provider for AI/ANs
enrolled in the PMAP+ program.

There appears to be little relationship between County human services staff and Tribal
staff in the sites we visited, except in isolated instances where AI/AN health facility staff have
said they have made extensive effort to establish DHS County contacts. Tribal representatives
generally said they would rather side-step County governments and work with the State to run
their own programs, although Tribal resources are unavailable for most Minnesota Tribes to
accomplish this.
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Based on our interviews, there appears to be “serious” under-enrollment of AI/ANs in
Minnesota in the MA and Medicare Savings Programs, as well as in Medicare Part B. Most of
those interviewed, except for the State DHS interviewees, did not discuss the MinnesotaCare
program because they felt AI/AN populations in their area would not qualify. Interviewees stated
most ineligibility was due either to low incomes that would qualify AI/ANs in their area for MA
instead or because AI/ANs in their area have employer-sponsored insurance. DHS interviewees
believe that most AI/ANs in Minnesota are aware of the MA and MinnesotaCare programs but
that eligible persons do not have detailed knowledge of them. Mille Lacs Band members
constitute an exception to MA and Medicare Savings Programs AI/AN under-enrollment in the
State, primarily because Mille Lacs administers its own MA program. Additionally, both Mille
Lacs and Fond du Lac pay Medicare Part B premiums for Tribal members who cannot, or will
not, pay the premiums, substantially reducing under-enrollment in Medicare Part B among Tribal
members.

The most common enrollment barrier themes among those interviewed include a belief in
the Federal Trust Responsibility to provide health care; lack of consumer education about the
benefits of the public insurance programs for individuals and communities; lack of continuing
professional staff training about details of, and changes to, the programs; and resistance to
sharing information with strangers (particularly at County DHS offices). Also, as in many other
States, lack of reliable transportation was often mentioned as a significant barrier to program
enrollment and health care services. Interviewees said that AI/ANs living in urban areas, and in
the more isolated rural areas, appear to be more likely than those living in other areas of
Minnesota to have pockets of program under-enrollment in large part due to transportation
barriers.

Tribes such as Fond du Lac and Mille Lacs, which are relatively financially well-off
because of casino and other business revenues, have had the will and resources to invest in health
facility screening, application assistance, billing, and accounting systems that interviewees said
have significantly increased third-party revenues. However, many Tribes in Minnesota do not
have such resources. In addition, we were told that program outreach outside of health facilities
is very limited by any organization, including the State. Interviewees generally believe that
AI/ANs who do not regularly use health facilities — either IHS, Tribally operated, or Contract
Health Services — may constitute another group of under-enrolled people in the State.

Despite State-funded provision of training and consumer education about MA,
MinnesotaCare, and Medicare, all interviewees agreed that there is substantial additional need
for this across the State, as well as for Tribally-directed application assistance and case
management through Tribal advocates. The State currently provides few regularly scheduled
training and is facing significant budget shortfalls. Some exceptions are Wisdom Steps program
training and a new project beginning this year by the Children’s Defense Fund-Minnesota under
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a Robert Wood Johnson Foundation “Covering Kids” grant.171 The State, Tribes, and urban-area

health care providers interviewed all stated that CMS and IHS need to take a much larger role in
providing funds for professional training and consumer education, as well as support for Tribal
and urban-area AI/AN advocates which they said would be most effective for providing one-on-
one application and case management assistance. Statewide organization interviewees also
acknowledged that Tribal operation of public benefits programs would likely improve program
enrollment to a significant extent. However, they also agreed that the lack of funds for most
Tribes to establish the infrastructure and systems needed to run their own programs, as well as
CMS waiver support, are serious obstacles to accomplishing this.

According to nearly all interviewees, consumer education — including outreach outside of
IHS- and Tribally-operated health facilities in the State — needs to focus on why AI/ANs should
sign up for MA, MinnesotaCare, Medicare Part B, and the Medicare Savings Programs in spite
of their belief in the Federal Trust Responsibility to provide health care to AI/ANs. This
education should focus on both benefits to individuals and to communities.

"' The Beltrami County Covering Kids and Families pilot project is a cooperative of health care, educational,
Tribal, and County organizations developed to address issues related to access to health care coverage. The pilot is
planned to be operated out of the Bemidji IHS Area Office. A pilot outreach worker will provide information and
application assistance to families interested in Minnesota’s public programs at locations throughout the County.
Specific attention will be paid to the County’s AI/AN population and to rural families. In addition to providing
application assistance, the Beltrami pilot will coordinate enrollment and retention efforts with County and Tribal
programs and work with other organizations in the County to disseminate information about health coverage
programs and educate parents about the importance of coverage in keeping their families healthy (http://www.cdf-
mn.org/ CKAFpilot.html#Anchor-Minneapolis-49575, accessed January 31, 2003).
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APPENDIX V.A: MINNESOTA SITE VISIT CONTACT LIST

Fond du Lac Band of Ojibwe

Name Title Address Phone Email address
Director, Human Fond du Lac Band
. Services Division, of Ojibwe, 927
Ilz]k(l)lir ard Fond du Lac Lake Trettle Lane, fé§;879— phil.norgard@fdlrez.com
& Superior Band of Cloquet, MN.
Chippewa 55720
Associate Director,
Human Services 927 Trettle Lane, 218-879-
Chuck Walt | Division, Fond du Cloquet, MN. 1227 chuck.walt@fdlrez.com
Lac Lake Superior | 55720 ’
Band of Chippewa
Min-No-Aya Win 927 Trettle Lane,
éarzie;te; ¢ | Clinic Billing Cloquet, MN. %;5_7879_ janette.sudderquist@fdlrez.com
uaderquis Department 55720
Medical So.01a1 Fond du Lac Band
Worker, Min-No- of Ojibwe, 927
Rod King A}{a—.Wln Health Trettle Lane, 218-878- rodking@fdlrez.com
Clinic, Cloquet; 2131
. Cloquet, MN.
Wisdom Steps
; 55720
Representative
. . Fond du Lac Band
%f)fl‘gl z‘;flltfr wor | ofOjibwe,927 | 218-726-
Chuck Ells ! Trettle Lane, 1370 ext. chuckellis@fdlrez.com
AI/AN Resources
Diluth Cloquet, MN. 4130
55720
Norma Title VI Senior . Not .
Blake Services Director Not Available Available Not Available
Jean Tribal Executive 1720 Big Lake 218-879- .
Mulder Director Road, Cloquet, 4593 jeanmulder@fdlrez.com
MN. 55720
Velvet Tribal ' ' 1720 Big Lake 218-879- '
Linden CommunityServices | Road, Cloquet, 4593 Velvet Linden
Director MN. 55720
Mille Lacs Band of Ojibwe
Name Title Address Phone Email address
Mille Lacs Band
. of Objibwe,
Sharon Tribal Health | 43408 Oodena | 320-532-4163 | Not Available
Gislason Director . .
Drive, Onamia,
MN. 56359
Ci'rcle of Health Mille Lacs Band
Director ..
Connie f ly Social of Objibwe,
. (formerly Social | 43408 Oodena | 320-532-5358 | connie@micircleofhealth.com
Saaristo worker at Fond

du Lac, MN
Medicaid and

Drive, Onamia,
MN. 56359

V-41



mailto:phil.norgard@fdlrez.com
mailto:chuck.walt@fdlrez.com
mailto:janette.sudderquist@fdlrez.com
mailto:rodking@fdlrez.com
mailto:chuckells@fdlrez.com
mailto:jeanmulder@fdlrez.com
mailto:connie@mlcircleofhealth.com

Name Title Address Phone Email address
Dept. of Health
Employee)
Mille Lacs Band
Medical Social | of Objibwe,
Cathy Easter Worker, Elder | 43408 Oodena 320-532-4163 | N0 Available

X7537

Nora Benjamin

Advocate Drive, Onamia,
MN. 56359
Mille Lacs Band

Title VI Senior | of Objibwe,

Services
Director

43408 Oodena
Drive, Onamia,

320-532-7494

norab@millelacsojibwe.nsn.us

MN. 56359
Director of Mille Lacs Band
Tribal of Objibwe,
Pam Pewash Community 43408 Oodena 320-532-4163 Not Available
Support Drive, Onamia,
Services MN. 56359
Mille Lacs Band
of Objibwe,
Frances Davis | ContractHealth 3 60 00dena | 320-532-4163 | Not Available
Services . .
Drive, Onamia,
MN. 56359
Mille Lacs Band
Patient Ne-Ia-Shin of Objibwe,
Benefits ng 43408 Oodena 320-532-4163 Not Available
. Health Clinic . .
Coordinators Drive, Onamia,
MN. 56359
Mils Lacs Band
. Mille Lacs of Objibwe,
Five AVAN |\ /AN Assisted | 43475 Oodena | 320-532-4163 | Not Available
Elders L . .
Living Center Drive, Onamia,
Mn. 56359
Minneapolis/St. Paul Urban Area
Name Title Address Phone Email address

Sue Bowstring

Housing Manager,
Elders Lodge, St.

Elders Lodge, St. Paul

651-778-2501

Sue Bowstring

Paul Minnesota
. . Indian Health Board of
Licensed Social . .
Margaret Worker Minneapolis, 1315 E.
. T . 24th Street, 612-721-9873 Margaret Monroe
Monroe Minneapolis Indian . :
Health Board Minneapolis, MN.
55404
Indian Health Board of
Director, Minneapolis, 1315 East
Judy Azure Minneapolis Indian | 24th Street, 612-721-9800 Judy Azure
Health Board Minneapolis, MN.
55404
CEO, Hennepin County
Jeff Spartz Administrator, Medical Center. 701 612-347-2340 Jeff Spartz

Hennepin County

Park Avenue,
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Medical Center

Minneapolis, MN.
55415

Pam
Zimmerman

Program Manager,
Senior Linkage
Line and Health
Insurance
Counseling,
Metropolitan Area
Agency on Aging

Metropolitan Council
on Aging, 1600
University Avenue
West, Suite 300,
Minniapolis, MN.
55104

651-641-8612

Pam Zimmerman
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Statewide Organizations

Name Title Address Phone Email address
Minnesota . Minnesota Board
Board on Aging on Aging, 444
Mary Snobl gg;ﬁ?\iilj(gm Lafayette Road, St. 5645518_ 297- Mary Snobl
’ Paul, MN 55155-
Steps 3843
Coordinator
Elder's .
Helen Advocate, 6530 Highway 2, 218-335- .
. NW, Cass Lake, Helen Cummings
Cummings Leech Lake 3792
oL MN 56633
Elders Division
Leech Lake Service
Jenny Bemidji [HS Unit 317 7th Street | 218-335- Jenny Jenkins
Jenkins Area Office NW, Cass Lake, 3205 Y
MN 56633
Minnesota Minnesota
Department of
Department of .
Vernon Human Services | |uman Services, 651-296- vernon.laplante@State.us
LaPlante . . 444 Lafayette Road | 4606 =ap :
Tribal Relations
Representative North, St. Paul,
P Ve | MN. 055155
Minnesota Minnesota
Department of Department of
Kathleen Hulfnan Services | Human Services, 651-282- kathleen.vanderwall@State.mn.us
Vanderwall . . 444 Lafayette Road | 3720 : —
Tribal Relations
Specialist North, St. Paul,
p MN. 055155
Manager, CMS Minnesota
. Department of
Relations, .
Ann Ber Minnesota Human Services, 651-296- ann.berg@State.mn.us
& 444 Lafayette Road | 0642 -0C1E S
Department of
Human Services North, St. Paul,
MN. 055155
Manager,
Negotiation, Minnesota
Tribal, and Department of
Sandy Waiver Human Services, 651-296- sandy.burge@State.mn.us
Burge Relations, 444 Lafayette Road | 7429 Y-OUIE —
Minnesota North, St. Paul,
Department of | MN. 055155
Human Services
Indlap I"rograms Minnesota
Specialist,
. Department of
Chemical )
Norby Denendenc Human Services, Not Not Available
Blake P Y 444 Lafayette Road | Available
Minnesota
Department of North, St. Paul,
. MN. 055155
Human Services
Special Minnesota
Donna Assistant to the | Department of 651-582 donna.isham(@State.mn.us
Isham . ) 1842
Director, Human Services,
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Name Title Address Phone Email address
Chemical 444 Lafayette Road
Dependency, North, St. Paul,
Minnesota MN. 055155
Department of
Human Services
Amerlcan Minnesota
Indian Programs
.l Department of
Specialist, Human Services 651-582-
Betty Poitra M;ntal Health, 444 Lafayette Road | 1826 betty.poitra@State.mn.us
Minnesota
Department of North, St. Paul,
p . MN. 055155
Human Services
Health Care .
Eligibility and | M0nesota
Department of
. A.cc.e 59 Human Services 651-297- . .
Jane Martin D1y1s1on, 444 Lafayette Road | 1183 jane.martin@State.mn.us
Minnesota
Department of North, St. Paul,
P ' | MN. 055155
Human Services
Great Lakes Inter-
Tribal
Great Lakes Epidemiological
Gretchen Inter-Tribal Center, P.O. Box 9, | 715-588- hau lite.or
Haug Epidemiological | 2932 Hwy. 47 3324 :
Center North, Lac du
Flambeau, WI.
54538
Great Lakes Inter-
Tribal
Great Lakes Epidemiological
Paul Inter-Tribal Center, P.O. Box 9, | 715-588- reynolds@elitc.or
Reynolds Epidemiological | 2932 Hwy. 47 3324 prey se.ols
Center North, Lac du

Flambeau, WI.
54538
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CHAPTER VI. MONTANA
BACKGROUND
Overview

This Case Study Report presents background information and findings from a seven-day
site visit to Montana conducted in Billings, the Crow Reservation, the Fort Belknap Reservation,
and the Rocky Boy’s Reservation. The site visit team included Kathryn Langwell and Tom Dunn
of Project HOPE and Mary Laschober of BearingPoint (who attended only the Crow
Agency/Billings portion of the site visit). Interviews were conducted with the Montana
Department of Public Health and Human Services (DPHHS), DPHHS eligibility and enrollment
staff, urban Indian health facility staff, Tribal health directors and staff, Tribal council members,
Indian Health Service (IHS) Billings Area Office and THS Service Unit staff, and Tribal
members on the three Reservations.

An earlier version of this Case Study Report was reviewed by the Centers for Medicare &
Medicaid (CMS) Project Officer and by CMS staff, for accuracy and clarity. Subsequently, the
Draft Case Study Report was sent to each of the Montana organizations that participated in the
site visit, with a request that the draft be reviewed for accuracy and that comments and additions
would be incorporated into the Case Study Report. Comments were received from the
representatives from the Fort Belknap Reservation, representatives from the Rocky Boy’s
Reservation, and from staff at the IHS Crow Agency Service Unit. In addition, State Government
staff provided comments on the Draft Report. These comments have been incorporated into this
Revised Draft Case Study Report.

The comments and recommendations contained within this Report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this Report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services, the Indian Health Service, or the State.

Montana AI/AN Population and Location

Within its borders, Montana has 10 Federally Recognized Tribes on seven Reservations
and one Tribe that has applied for Federal recognition (Table 1). Montana is part of the IHS
Billings Area Office that serves Montana and Wyoming. In 2000, 66,320 AI/ANs resided in
Montana,' "> comprising 7.4 percent of the State’s total population.

With a Statewide population density of 6.2 people per square mile,'” much of Montana is
classified as rural/frontier, with 54 percent of the population residing in urban areas and 46

172 U.S. Census Bureau, Census 2000 Summary File, http://factfinder.census.gov/bf/
_lang=en_vt name=DEC 2000 SF1_U DP1 _geo id=04000US30.html, accessed 6/6/03.

173 U.Ss. Census Bureau, Census 2000 Summary File, http://factfinder.census.gov/
bf/ _lang=en vt name=DEC 2000 SF1 U GCTPH1 US9 geo id=01000US.html, accessed 6/6/03.
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percent residing in rural areas of the State.

174

The geography, travel distances between

communities, and harsh winters in Montana affect health services accessibility and create a

number of impediments to enrollment in Medicaid, SCHIP, and Medicare.

Tribally Total AI/ANs as a Percent of
Tribe Reservation Enrolled Reservation Total Reservation
Population '” Population Population
14,000 enrolled
Blackfeet Blackfeet 8,507 live on 10,100 84%
Reservation
. 6,950 enrolled,
Confederated Salishand | o) g 4,500 live on 26,172 17%
Kootenai )
Reservation
2,500 enrolled,
Chippewa-Cree Rocky Boy’s 1,542 live on 1,605 96%
Reservation
o 5,000 enrolled
Assiniboine and the Fort Belknap | 2,790 live on 2,959 95%
Gros Ventre .
Reservation
Sioux divisions of
f‘; ss:ton(Wahge&i)nst tthe 10,700 enrolled,
amronais, and the Leton Fort Peck 6,391 live on 10,321 62%
Hunkpapa, plus the R i
Assiniboine bands of Canoe eservation
Paddler and Red Bottom
6,757 enrolled,
Crow Crow 5,165 on 6,894 75%
Reservation
Northern Cheyenne Northern 4,029 hV.e on 4,470 90%
Cheyenne Reservation

Source: U.S. Census Bureau, Census 2000 Redistricting Data (Public Law 94-171) Summary File, Matrices PL1 and
PL2, http://factfinder.census.gov/bf/ lang=en vt name=DEC 2000 PL U GCTPL ST5 geo id=04000US30.html
(accessed May 23, 2003).

Source: http://indiannations.visitmt.com/ (accessed May 21, 2003).

Data on the proportion of the population that is AI/AN in each of the primary counties
where Reservations are located in Montana are presented in Table 2. Some Reservations extend
over two or more counties. Table 2 presents data for the Reservation County that has the highest
number of people who reported race as AI/AN only or in combination with another race.'” The
proportion of the County population who report AI/AN race ranges from 64 percent on the

7 Census 2000 Summary File 3, http://ceic.commerce.State.mt.us/C2000/UA_UC/urban_rural cty sf3.xls
(accessed June 6, 2003).

' Enrolled is the number of AI/ANs officially recognized as members of the tribe by Tribal leadership; the
requirements and mechanism for recognition vary by tribe.

176 Race is self-identified in the Census and a substantial number of people who indicate AI/AN as their race also
self-identify as being of one or more other races. Currently available Census data do not permit identification of
individuals who are members of a Federally Recognized Tribe, although these data will be available within the next
year. For purposes of Table 2, we chose to include all people who identified themselves as AI/AN, either solely or in
combination with other races, in the 2000 Census in order to estimate the maximum proportion of the County
population that would be affiliated with the Tribes residing on the specific Reservation.
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Blackfeet Reservation (located next to Glacier National Park near the Canadian border) to 19
percent on Rocky Boy’s Reservation (located in north central Montana). Median age of the total
population in Montana is 37.5 years. The median age in primary Reservation counties is several
years younger, with the exception of the County where the Flathead Reservation is located.

Table 2. Percent AI/AN Population and Median Age in Primary Reservation Counties in Montana

Black- Rock Fort Fort Northern

feet Flathead Boy’z’ Belknap | Peck Crow Cheyenne mT Us
Total
AI/AN 63.9% 26.8% 19.0% 46.7% 57.8% 62.0% 34.1% 74% 1.5%
population
Median age | 30.6 38.2 34.5 344 323 29.8 345 37.5 353

Source: U.S. Census Bureau, Census 2000 Redistricting Data (Public Law 94-171) Summary File, Matrices PL1,
PL2, PL3, and PL4.Note: Some Reservations extend over multiple counties. The data in this Table is drawn from the
Reservation County that has the largest number of persons who reported AI/AN race, alone or in combination with
one or more other races, on the 2000 Census. The Census Bureau had not yet released public use files providing data
on Reservation populations, at the time this report was prepared, and it was not possible to construct population
profiles for individual Reservations. It is anticipated that 2000 Census data on Reservation areas will be released in
December 2003.

Per capita income in Montana counties with Reservations is lower than average per capita
income in the State. The Crow Reservation had the lowest per capita income, among Reservation
counties, at $10,792; the Flathead Reservation had the highest per capita income at $15,173,
compared with an average per capita income in Montana of $17,151.

The percent of households with incomes below the Federal Poverty Level (FPL) in 1999
was highest on the Fort Peck and the Northern Cheyenne Reservations, which had 27.6 percent
of households below the FPL. Fourteen percent of households on the Flathead Reservation had
incomes below the FPL, compared with 10.5 percent for all of Montana.

Households with children under age 18 had the highest rates of income below the FPL,

while individuals aged 65 and older had the lowest rates, both for Reservation counties and for
Montana’s overall population.
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Table 3. Economic Characteristics in Primary Reservation Counties in Montana, 2000

Black- Rocky Fort Fort Northern

feet LG Boy’s | Belknap | Peck (0w Cheyenne MT US
1999 Per $11.34
Capita $11,597 $15,173 $14,935 | $12,101 7 ’ $10,792 | $11,347 $17,151  $21,587
Income
Percent below poverty level 1999
All Families | 23.5% 14.0% 15.3% 23.4% 27.6% | 23.7% 27.6%
Families
With related
children 29.2% 23.1% 22.9% 32.4% 359% | 31.2% 35.9% 13.6%
under 18
years
i‘;dg“.d“als 24.3% 16.0% 163% | 23.9% | 27.4% |24.7% | 27.4% 13.1%  10.9%
Individuals
65 and 20.1% 8.3% 9.0% 19.9% 15.1% | 20.1% 15.1% 9.1% 9.9%
older:

Source: U.S. Census Bureau, Census 2000 Redistricting Data (Public Law 94-171) Summary File, Matrices PL1,
PL2, PL3, and PL4.Note: Some Reservations extend over multiple counties. The data in this Table are drawn from
the Reservation County that has the largest number of persons who reported AI/AN race, alone or in combination
with one or more other races, on the 2000 Census. The Census Bureau had not yet released public use files
providing data on Reservation populations, at the time this report was prepared, and it was not possible to construct
population profiles for individual Reservations. It is anticipated that 2000 Census data on Reservation areas will be
released in December 2003.
Note: Poverty data in this table isolates AI/AN statistics from the rest of the Reservation County’s population.

AI/AN Health Services in Montana'”’

The Billings Area IHS provides services to over 60,000 AI/ANs who reside in Montana
and Wyoming. There are seven IHS Service Units in Montana, located on the Blackfeet
Reservation, Flathead Reservation, Fort Peck Reservation, Northern Cheyenne Reservation, and
Rocky Boy’s Reservation. The Confederated Salish and Kootenai Tribes have chosen to manage
the Service Unit on the Flathead Reservation and the Chippewa Cree Tribe manages the Service
Unit on the Rocky Boy’s Reservation under self-governance compacts. The other five Service
Units in Montana are operated under IHS direct service arrangements.

All Service Units provide ambulatory, emergency, dental, environmental health,
community health, and preventive services. Hospital inpatient and outpatient services are
provided at the Blackfeet, Crow, and Fort Belknap Service Units. The Flathead Service Unit
provides pharmacy, dental, and some physician services and has contractual arrangements with
physicians and hospitals in local communities for all other services.

The Billings Area IHS also provides some funding for five Urban Indian Health Centers
located in Billings, Butte, Great Falls, Helena, and Missoula. Three of the Urban Indian Health
Centers provide primary medical services and limited mental health services; all five provide
outreach and referral, health education, transportation, and substance abuse services. The urban

7 www.ihs.gov, accessed May 20, 2003.
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centers’ transportation services are structured to provide access both to Urban Indian Health
Centers and to Reservation-based health programs that are within a reasonable travel distance.

Overview of Montana State Government

The State of Montana does not have a Tribal office and/or an AI/AN liaison. However,
the Governor’s Office does address Tribes in a Statement of “Strategic Objectives.””® Specific
reference to the Tribes include:

e Expand economic development opportunities on Montana’s seven Reservations in
partnership with Tribal Governments and the Federal Government.

e Build and expand relationships between the State and Tribal Governments:

e Encourage and enhance communications between State programs and Tribal
governments;

e Work with Native American Veterans through visits from Montana’s Department of
Military Affairs to assist in obtaining entitlements and benefits.

e Continue to develop and encourage advisory councils within departments to work with
Tribal governments.

e Work with Tribal economic development commission to strengthen economic
opportunities on Reservations;

o Travel to Montana’s Reservations and meet with Tribal leaders; and
e Encourage Native American representation on advisory councils and boards.

In 2003, the Montana legislature passed House Bill 608. This Act relates to government-
to-government relationships between Montana Indian Tribes and the State of Montana. It
provides for Tribal consultation in the development of State agency policies that directly affect
Indian Tribes, authorizes certain State employees to receive annual training on history and legal
issues relating to Tribes, provides for annual meetings between State and Tribal officials, and
requires an annual report by State agencies on policy and regulatory changes that affect Montana
Indian Tribes.

Overview of Montana State Medicaid Program'”

The largest of Montana’s medical assistance programs is Medicaid, which covers an
average of 60,000 people a month.'™ Medicaid is especially important for children and pregnant
women; each month Medicaid covers one in ten Montana children. Medicaid also pays for
almost 40 percent of the births in Montana. Currently, over 11,000 providers are enrolled in
Medicaid, including every Montana hospital and almost every physician. Income eligibility

'8 http://www.discoveringmontana.com/gov2/css/goals/govstrategy.asp, accessed June 6, 2003.
"http://www.dphhs.State.mt.us/hpsd/medicaid/pdf/sfy 2003_budget.pdf, accessed May 22, 2003.
'8 http://www.dphhs.State.mt.us/hpsd/medicaid/pdf/general.pdf, accessed May 22, 2003.
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levels for the major Montana Medicaid programs and Montana’s State Children’s Health
Insurance Program (SCHIP) are shown in Table 4, below.

Table 4. Annual Income Eligibility Levels Montana Medicaid and SCHIP Programs, 2003'"'

Medicaid Medicaid
. 100% FPL | 133% FPL | SCHIP SSI CSHS . .
Fg‘i‘z‘gy (children | (children | 150% | 175% | 200% Ca;sf;’;;cf“y M;‘:zc(fy“y
age 6 and age 5 and FPL FPL FPL
older) under)
1 $8,980 $11,943 $13,470 | $15,715 $17,960 $6,624 na
2 12,120 16,120 18,180 21,210 24,240 9,948 $6300/couple
3 15,260 20,296 22,890 26,705 30,520 Na na
4 18,400 24,472 27,600 32,200 36,800 Na na
5 21,540 28,649 32,310 37,695 43,080 Na na
6 24,680 33,318 37,020 43,190 49,360 Na na
7 27,820 37,557 41,730 48,685 55,640 Na na
8 30,960 41,796 46,440 54,180 61,920 Na na
9 34,100 46,035 51,150 59,675 68,200 Na na
10 37,240 50,274 55,860 65,170 74,480 Na na

*The Categorically Needy Income Standards are the benefit amounts paid by the Social Security Administration to
Supplemental Security Income (SSI) cash recipients

The Montana Medicaid program offers two distinct levels of coverage categorized as

either “FULL” or “BASIC,” and each has different eligibility requirements and coverage levels

as follows:

182

FULL benefits are provided to enrollees who are eligible for all services that Medicaid
covers if medically necessary. The following individuals may be eligible for FULL
benefits: pregnant women, children age 20 and under, and adults who are blind, age 65 or
older or disabled and anyone receiving Supplemental Security Income (SSI).

BASIC benefits are provided to enrolled people in other Medicaid categories who are
eligible for some, but not all, services. Medicaid does NOT pay for services not covered,
except in the case of an emergency or where a job requires the services. The following
individuals may be eligible for BASIC benefits: adults receiving Medicaid over age 20
who are not pregnant, not blind, under age 65, and are not disabled or receiving SSI.

BASIC benefits do not pay for, for example, audiology (hearing aid exams and hearing
aids) * EFE; dental services (except emergencies) * EFE; durable medical equipment and
supplies (except for insulin-dependent diabetics, ostomy supplies, home infusion therapy,
oxygen and prosthetics) * EFE; eyeglasses and routine eye exams * EFE; or personal
assistance services * EFE. '®

812003 data table faxed from the director of the Montana SCHIP program.

82 Source http://www.dphhs.State.mt.us/hpsd/medicaid/medrecip/medinfo/medinfo.pdf (accessed May 22, 2003).

' EFE means “Essential For Employment™: This service may be covered under BASIC benefits if it is “essential for
employment.”
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The PASSPORT To Health Program is the primary care case management (PCCM)
program for Montana Medicaid. Clients choose a primary care provider who manages the
client’s health care needs. Approximately 70 percent of all Montana Medicaid clients are on this
program. Medicaid clients who are not enrolled into PASSPORT To Health are those who: are in
a nursing home or other institution; have both Medicare and Medicaid coverage; are classified as
medically needy; are receiving Medicaid for less than three months; are on the Restricted Card
Program; live in non-PASSPORT counties; are in subsidized adoption; have only retroactive
eligibility; and/or are receiving Home and Community-Based Waiver Program services.

Medicaid ID cards are issued monthly and list all eligible family members (up to five
clients per card). Providers are reminded that Medicaid eligibility may change from month to
month and, therefore, it is important to check the card during each visit to ensure the client is
eligible for services that day.'®*

Care rendered to newborns can be billed under the newborn’s temporary Medicaid ID
number (assigned by the mother’s local office of public assistance) until a permanent ID number
(social security number) becomes available. The hospital or the parents may apply for the child’s
social security number. Parents are responsible for notifying their local office of public
assistance when they have received the child’s new social security number.

To encourage prenatal care, uninsured pregnant women may receive “presumptive
eligibility” for Medicaid. If the client presents a Presumptive Eligibility Notice of Decision, the
provider is instructed to call a 1-800 number to confirm presumptive eligibility. Presumptive
eligibility does not cover inpatient hospital services, but does include all other applicable and
covered Medicaid services. Designated providers determine presumptive eligibility and give the
client a Presumptive Eligibility Notice of Decision.

The medically needy program provides coverage for people who have an income level
that is higher than Medicaid program standards but who have high medical expenses relative to
income and who spend down to Medicaid eligibility on a monthly basis. Eligible individuals are
responsible for paying for services received before eligibility begins and Medicaid pays for
remaining covered services for that month or part of the month. Those eligible for this program
also have a “cash option” where they can pay a monthly premium to Medicaid instead of making
payments to providers, and have Medicaid coverage for the entire month.

The Montana Breast and Cervical Cancer Treatment Program provides Basic Medicaid
coverage for qualified women who have been screened through the Montana Breast and Cervical
Health Program (MBCHP) and diagnosed with breast and/or cervical cancer or a pre-cancerous
condition. Clients enrolled in this program are provided a Medicaid ID card showing “Basic”
coverage.

'8 http://www.dphhs.State.mt.us/hpsd/medicaid/pdf/general.pdf,accessed May 22, 2003.
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For Qualified Medicare Beneficiaries (QMB) under the Medicare Savings Programs,'™
Medicaid pays Medicare premiums and some or all of their Medicare coinsurance and
deductibles. Montana QMB clients may or may not also be eligible for Medicaid benefits.'*
QMB Only enrollees receive payments only toward Medicare coinsurance and deductibles.
QMB/Medicaid enrollees receive full Medicaid coverage that supplements and expands
Medicare coverage. If a service is covered by Medicare but not by Medicaid, Medicaid will pay
all or part of the Medicare deductible and coinsurance. If a service is covered by Medicaid but
not by Medicare, then Medicaid is the primary payer. Specified Low-Income Medicare
Beneficiaries (SLMB) receive coverage from Medicaid only for the cost of the Medicare Part B
premium. Income levels to qualify for QMB and SLMB coverage are shown in Table 5.

Table S. Medicare Savings Programs, Annual Income Eligibility, 2003

Family Size QMB SLMB
Qualified Individual $8,868 Between $8,868.01 and $10,632
Qualified Couple $11,940 Between $11,940.01 and $14,328

In November 2002, the State utilization reports suggested that Medicaid enrollment and
Medicaid costs were rising and that spending at the current rate would lead to a deficit before the
end of the fiscal year, June 30, 2003. To avoid a deficit situation, program and policy changes
were designed to reduce Medicaid expenditures to the appropriated funding level. In addition to
changes in Medicaid services, the Department also limited eligibility for some individuals in the
Aged, Blind and Disabled category. Eligibility changes became effective February 1, 2003.

Montana SCHIP Program187

Montana’s SCHIP program is a low-cost, private health insurance plan that provides
health insurance coverage to eligible Montana children who have no insurance and who are not
eligible for Medicaid."® Financial eligibility is based on a family’s gross income, with no asset
or resource test requirement. Due to the FY2003 enrollment cap of 9,550 children imposed by
funding levels of the State legislature, eligible children may be placed on a waiting list when
eligibility is determined. As of May 22, 2003, 704 children were on this waiting list.

Applications for SCHIP are available in all Montana communities through a variety of
sources, including County health departments, health care facilities, WIC offices, Head Start
facilities, IHS facilities and other community locations, or are available by mail through calling a
toll-free number.

"85 The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”

' http://www.dphhs.State.mt.us/hpsd/medicaid/pdf/general.pdf,accessed May 22, 2003.

87 http://www.dphhs.State.mt.us/hpsd/pubheal/chip/index.htm, accessed May 22, 2003.

'8 Children become disenrolled when they reach the age of 19 years, receive other health care coverage (including
Medicaid), move away from Montana, or if parents do not renew their children’s SCHIP insurance.
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Eligibility is determined according to the following criteria:
e Children under age 19.
e Montana residents.
o United States citizens or qualified aliens.

e Not currently insured or covered by health insurance in the past three months (some
employment-related exceptions apply).

e Not eligible for Medicaid.
o Parents not employed by the State of Montana.
e Household meets income guidelines (see Table 4, above).

Parents share in the cost of their children’s health care by making a co-payment when
services are received. Total co-payments for any family may equal no more than $215 per family
per “benefit year” (Oct. 1 through Sept. 30). The following lists co-payment criteria and
amounts:

e No co-payment for well-baby or well-child care, including age-appropriate
Immunizations.

e No co-payment for dental services.

e §$25 each inpatient hospital visit.

e $5 each emergency room visit.

e $5 each outpatient hospital visit.

e $3 each physician visit.

o $3 each generic prescription drug.

e $5 each brand-name prescription drug.

o The State does not require cost-sharing for AI/AN children.

Montana’s Department of Public Health and Human Services contracts with Blue Cross
Blue Shield (BCBS) to provide health insurance to children enrolled in SCHIP. The Department
pays a per member per month premium to BCBS for each enrolled child. BCBS provides SCHIP
enrollees with an insurance identification card, an enrollee handbook describing how to use the
insurance, and a list of network doctors, dentists, and other health providers.

Another source of medical assistance in Montana is the Children’s Special Health
Services (CSHS) program. This program is designed to assist families by paying medical costs
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and finding resources for children with special health care needs. However, a child must first
apply for Medicaid and/or SCHIP. If the child does not meet either program eligibility
requirements, then a child’s CSHS eligibility is based on 1) family income and 2) the child’s
diagnosis. Covered conditions include: heart, orthopedic, cleft/craniofacial, neurologic (such as a
seizure), Spina bifida, urological, developmental delay (limited assistance), and preventive care
for chronic conditions including diabetes, asthma and cystic fibrosis.

DESCRIPTION OF SITE VISIT
Overview

Prior to conducting the site visit to Montana, the site visit team contacted Jonathan
Windy Boy, a member of the project’s Technical Expert Panel and a Tribal Council member of
the Chippewa Cree Tribe from Rocky Boy’s Reservation in Montana, to discuss the Montana site
visit and obtain recommendations of specific Tribes to visit. Mr. Windy Boy urged that we visit
Rocky Boy’s Reservation and recommended the Fort Belknap Reservation as a site. Discussions
were also conducted with the Executive Director of the Montana-Wyoming Tribal Leaders
Council to obtain background information on communities the site visit team were considering in
Montana, potential key contacts, and specific issues that should be addressed in the site visit.
Further advice and suggestions were obtained from Jim Lyon, the CMS Native American
Contact for Region VIII, and from Frank Ryan, project consultant and a member of the Gros
Ventre Tribe from the Fort Belknap Reservation. For each of these discussions, the project team
initially provided the individual(s) interviewed with a copy of the project description and
summarized the goals of the site visits. Interviewees were then asked to recommend two
Tribes/Reservations and one urban area with a facility that provides direct medical services. In
addition, the site selection criteria included, where possible, one Tribe/Reservation served
directly by an Indian Health Service facility and one served by a Tribally managed health
facility. The project team also emphasized that, given that only three days were budgeted for
visiting two Reservations and an urban area, travel distances were also of some importance.

Based on these discussions and the recommendations received, the project team selected
the Rocky Boy’s Reservation (with a Tribally managed health facility) in north central Montana
and the Crow Reservation (with an Indian Health Service health facility) in eastern Montana as
visit sites. However, after we had initiated contact with Tribal Chairmen at these two sites, Mr.
Jonathan Windy Boy again strongly urged us to expand the site visit to include Fort Belknap.
Because Fort Belknap is geographically close to Rocky Boy’s Reservation, and with the CMS
Project Officer’s approval, we agreed to include Fort Belknap in the site visit.'® The Billings
Indian Health Board was selected as the urban Indian health facility visit site. In Billings, the site
visit team also met with the Montana-Wyoming Tribal Leaders Council and with staff from the
Billings Area Office of the IHS.

'% Unfortunately, we were unable to visit Rocky Boy’s Reservation and Fort Belknap Reservation together because
the Tribal liaison at Rocky Boy’s Reservation postponed our site visit a few days before it was to occur. We
conducted the Fort Belknap and Crow Reservations site visits during one trip and, several weeks later, made a
second trip to Rocky Boy’s Reservation for that site visit. As a result, the site visit to Montana took seven days,
including travel time.
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Because of the distances involved, the site visit team did not travel to the Montana State
Capital to meet in-person with State Medicaid and SCHIP staff. Instead, telephone interviews
were conducted with these individuals after the site visit team returned home. In addition, the
project team also conducted a telephone interview with the Montana director of the Robert Wood
Johnson Foundation Covering Kids program. The Covering Kids program was a three-year grant
to the State of Montana to develop innovative outreach and enrollment strategies to increase
enrollment in the SCHIP program. The Montana Covering Kids program had ended in 2002,
before the site visit was conducted.

The process for recruiting participation in the site visit included: 1) a letter was sent to the
Tribal Chairmen at Crow, Rocky Boy’s, and Fort Belknap Reservations to inform them of the
study and that their Tribe had been selected to participate; 2) follow-up telephone calls to the
Tribal Chairmen were made to confirm their willingness to participate and to identify a
coordinator from the Tribe to assist in scheduling and coordination of the site visit; 3) the project
team then worked closely with the Tribal coordinator to determine the individuals who would
participate in the scheduled meetings and to obtain background information on unique issues and
programs at each site; and 4) a formal agenda was developed for each site visit. For the Billings
Indian Health Board, a similar process was followed. Project team members had worked with the
Montana-Wyoming Tribal Leaders Council and with the Billings Area Office of the IHS on
previous projects, which facilitated the scheduling and coordination of the visit to those
organizations. A complete list of individuals who were interviewed during the site visit is
provided in Appendix VI.A to this report.

The Montana site visit was the first of ten conducted for this project. Because it was the
first, both Mary Laschober and Kathy Langwell, site visit Team Leaders, participated in the site
visit. This permitted them to observe the effectiveness of the site visit protocol and to develop a
consistent interview and information collection approach that was used in subsequent site visits
that they conducted separately.

Description of Rocky Boy’s Reservation

The Rocky Boy’s Reservation is located in north central Montana, near the Canadian
border. It was the last Reservation to be established in Montana (1916) and is home to the
Chippewa-Cree. The Chippewa and Cree were the last Tribal groups to settle in Montana,
arriving in the late 19™ century. The two Tribes are intermixed and use the name “Chippewa-
Cree” today."”

About 2,500 members of the Chippewa-Cree Tribe reside on the Rocky Boy’s
Reservation. Employment on the Reservation is primarily with government agencies and offices,
including BIA, IHS, and the public school system. There is also some farming and ranching
employment.

1% http://www.lewisandclark.State.mt.us/indianHistory.html, accessed May 24, 2002.
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The Chippewa-Cree Tribe has operated its health care system under a self-governance
compact with THS since 1995. The Chippewa Cree Health Center offers medical, dental, and
optometry clinics and is a JCAHO-accredited facility."’

Description of Fort Belknap Reservation

The Fort Belknap Reservation is located in north central Montana, about 40 miles east of
the Rocky Boy’s Reservation, near the Canadian border. Approximately 2,800 members of the
Assiniboine and the Gros Ventre Tribes reside on the Reservation. Major employers on the
Reservation are government agencies, both Federal and Tribal.'”

The THS provides direct services to the Fort Belknap AI/AN population. The IHS facility
provides both ambulatory services and hospital inpatient and outpatient services.

Description of the Crow Reservation

The Crow Reservation is home to the Crow Tribe. The Reservation is located in south
central Montana, bordered by Wyoming on the south. Billings, the largest city in Montana, lies
about 50 miles north west of the Reservation. Approximately 7,000 enrolled members of the
Crow Tribe live on or near the Reservation.'”

The Crow Tribe has the lowest per capita income of any of the Tribes in Montana.
Unemployment is high and the economy depends primarily on government employment. There
are large coal deposits in the eastern portion of the Reservation, but these have been exploited on
a limited basis. One mine is in operation and provides royalty income and employment to Tribal
members. Farming and ranching also provide employment.'**

The THS provides health services on the Crow Reservation. IHS facilities include both
ambulatory services and hospital inpatient and outpatient services. Because of the close
proximity of the Crow Reservation to Billings, the IHS facility also serves a substantial number
of urban Indian people who travel around 50 miles to obtain care.

Description of the Indian Health Board of Billings

The Indian Health Board of Billings (IHBB) is one of five Montana Urban Indian Health
Centers. It is a non-profit organization under contract to the Billings Area IHS to provide health
services to AI/ANs who live in the Billings area. IHBB provides outreach and referral, health
education, transportation, and substance abuse treatment services. The transportation component
of the program provides services within Billings and from Billings to the Crow Service Unit,
which is approximately 50 miles away, to assist AI/ANs in Billings to obtain a range of medical
services that are not provided at IHBB.

! http://rbelinic.rockyboy.org/NewFiles/tour.html, accessed May 24, 2002.

192 http://lewisandclark.State.mt.us/indianHistory.html, accessed May 24, 2002.
193 http://tlc.wtp.net/crow.htm, accessed May 24, 2002.

9% http://www.lewisandclark.State.mt.us/crow.htm, accessed May 24, 2002.

VI-12



Description of Other Organizations Interviewed

The project team visited two additional organizations in Billings, Montana: The Billings
Area Office of the IHS and the Montana-Wyoming Tribal Leaders Council.

The Montana—Wyoming Tribal Leaders Council (TLC)"” is comprised of Tribal leaders
from nine Federally Recognized and one non-Federally Recognized Tribes in Montana and
Wyoming. The TLC’s operational and governing philosophy is summarized by the following:
“In order to preserve and maintain our homelands, defend our Tribe’s rights under our Indian
Treaties with the United States, to speak in a unified voice, to offer support to our people, to
afford ourselves a forum in which to consult each other, to enlighten each other about our
peoples, and to otherwise uniformly promote the common welfare of all of the Indian
Reservation peoples of Montana and Wyoming.” The Montana-Wyoming Tribal Leaders
Council also includes the Montana-Wyoming Indian Health Board, with representation on the
Board of Directors of the National Indian Health Board.

The Billings Area Office of the Indian Health Service'*® provides services to over 60,000
AI/ANs living on eight Reservations in Montana and Wyoming. Seven IHS Service Units are
located in Montana. Five of these Service Units are IHS direct service facilities and two are
operated under self-governance compacts.'”’ Administrative offices of the Billings Area IHS are
located in Billings, Montana.

FINDINGS: MONTANA MEDICAID AND OTHER STATEWIDE AGENCIES
Montana Medicaid Office and Montana SCHIP Office
Overview

The project team conducted telephone interviews with Montana Medicaid Office and
Montana SCHIP Office staff. Additionally, the project team met in person with two additional
organizations in Billings: the Montana-Wyoming Tribal Leaders Council and the Billings Area
Office of the IHS.

Montana Medicaid and SCHIP Offices

The director of the Montana SCHIP program noted there is currently very limited
outreach and enrollment activities underway. Because SCHIP program enrollment has been
capped and there is already a waiting list, additional outreach and marketing of the program
would only add to the waiting list. In addition, the State’s budget situation in the Fall of 2002 put
the SCHIP program at risk of termination. While the program continues, funds are limited and
there is some uncertainty about its future.

193 http://tlc.wtp.net, accessed May 25, 2003.

1% http://www.ihs.gov, accessed May 25, 2003.

17 The Confederated Salish and Kootenai Tribes compact the Flathead Service Unit and the Chippewa-Cree Tribes
compact the Rock Boy’s Service Unit.
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The director also noted that AI/AN children comprise about 6 to 7 percent of total

enrollment and that this was approximately the proportion of AI/ANs in the State. However, she
did say that it is possible that this proportion suggests some under-enrollment of AI/ANs, since
they may be more likely to be eligible for the program due to lower incomes on average.

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

When asked about barriers to enrollment for AI/AN children, the SCHIP director said

that the following issues contribute to under-enrollment:

The Medicaid eligibility resource test is complex and particularly difficult for AI/AN
people who live in multiple family households, where it is difficult for caseworkers to
determine whose income to include when determining eligibility.

AI/ANs who live in multiple family households may also be concerned that applying for
Medicaid may draw the State’s attention to unrelated members of the household and
result in loss of benefits for some household members.

There is also a “myth” prevalent among AI/AN people that the State can apply liens
against Federal Trust Lands owned by AI/ANs and as a result some AI/ANs are reluctant
to apply for Medicaid.

The relationship between the Tribes and the Medicaid Office, at the State level, has
sometimes been strained and this may affect individual AI/AN decisions about
application for Medicaid.

Many AI/AN families rely on IHS and do not consider enrolling in SCHIP until a
medical crisis arises and they discover that IHS does not have sufficient funds to cover
the cost of the necessary care.

There is a lack of awareness and understanding of the SCHIP program and of how
enrolling children in SCHIP could increase resources available to the IHS.

When SCHIP funds were first made available, the Tribes in Montana argued that they
should receive their share of these funds to administer their own programs. This did not
happen'”® and there may be some residual unhappiness leading to reluctance on the part
of some Tribes to endorse and market SCHIP.

In some areas, IHS does not encourage people to enroll their children in SCHIP.

The facts that the program is capped and that there is a waiting list for eligible children to
enroll are barriers to enrollment. First, the waiting list causes a delay in enrollment and

1% A CMS reviewer notes that the Federal government, through Title XXI, is unable by statute to make payments to
any entity other than a State.
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receipt of services by children who are eligible. Second, some AI/ANs are aware that the
program is capped and do not apply because they do not think they will be approved.

e Although SCHIP is a State program, eligibility determinations are carried out by County
caseworkers and there may be variation across counties in how caseworkers interpret the
regulations and eligibility criteria.

Barriers to Maintaining Enrollment

e Many children “drop out” of SCHIP when their parents/guardians do not complete the re-
application process, and this is a major factor in low enrollment rates among some
groups. There is no personal follow up with families on re-application and the States does
not supply outreach staff with a list of anniversary dates of current enrollees. The State’s
reason for not sharing information with advocates or with THS or Tribes is that
confidentiality rules do not permit this.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

e Elderly people — AI/AN and non-AI/AN alike — have difficulty understanding and
completing enrollment forms and often do not have anyone available to assist them with
this process and, as a result, do not apply for Medicaid/Medicare Savings Program
enrollment.

Strategies To Increase Enrollment in Medicaid, SCHIP, and Medicare

The SCHIP director said that the Robert Wood Johnson Foundation’s Covering Kids
project in Montana was valuable and effective at designing outreach and enrollment assistance
programs, including ones that were targeted to AI/AN families. However, funding ended in 2002
and the State does not have the resources to continue the programs that were developed under
Covering Kids.

An interview was also conducted with staff from the Montana Medicaid program. They
noted that AI/AN enrollment is about 24 percent of total Montana Medicaid enrollment — almost
four times the share that AI/ANs represent of the total Montana population. The Medicaid
director stated that she did not think there are significant variations across counties and
caseworkers in the interpretation of Medicaid eligibility requirements. There is a detailed
resource manual available to every County caseworker that provides eligibility determination
information. In addition, Regional Policy Specialists assigned to specific geographic regions act
as a resource for caseworkers handling cases that may have unique aspects that are not addressed
in the manual. The Regional Policy Specialists also hold training seminars on specific topics and
update caseworkers when there are legislative changes in Medicaid.

e One-to-one outreach and enrollment assistance. This type of assistance would require
more funding for the program.

e Culturally appropriate outreach and assistance. Culturally appropriate outreach and
assistance, both in terms of materials and in terms of the locations where outreach occurs
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and assistance is provided. For example, pow-wows and health fairs located on
Reservations could be good locations for outreach.

e Advocacy for SCHIP. Tribal leaders, community members, and IHS could advocate for
SCHIP and this would likely be more effective than non-AI/AN people advocating for
the program.

e Develop targeted media strategies that take into account the situation on different
Reservations. For instance, television ads may not be effective in locations where most
people have satellite dishes and do not pick up local television stations where these ads
run.

o Legal assistance. One suggestion made by the Montana Medicaid office staff that would
increase enrollment was directed to providing legal assistance to AI/AN people who are
applying for SSDI. The Montana Medicaid office has a small contract with Montana
Legal Services to assist to AI/ANs who are applying for SSDI and/or who have been
denied SSDI.

Montana-Wyoming Tribal Leaders Council

The Executive Director of the Montana-Wyoming Tribal Leaders Council stressed that
enrollment of AI/ANs in Medicaid, SCHIP, and Medicare is critical because Congress has
directed that the IHS must generate at least one-third of its revenues from third-party billing.
However, most Indian Health Service Units are not able to aug