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The AIPRC Final Report (1977) and Indian Health
Self-Determination, the Commission's Health Assessment, and the 1999–2000 IHCIA Reauthorization Draft
Oct 19, 2026 · @Mr. Fox
Introduction
The 1977 Final Report of the American Indian Policy Review Commission (AIPRC) laid out, in its administration and health chapters, most of the ideas that later defined Tribal self-governance and the 1999–2000 Indian Health Care Improvement Act (IHCIA) reauthorization draft. This working paper traces that line in three parts: the Commission's self-determination framework, its assessment and recommendations on Indian health, and the correspondence between those findings and the provisions of the 1999–2000 draft.
The primary source is Volume One of the Final Report (Committee Print, U.S. Government Printing Office, 1977; 636 pages including the separate views). Page numbers cited are the report's printed page numbers. The IHCIA draft is cited through S. 2526 (106th Congress), the Indian Health Care Improvement Act Reauthorization of 2000, introduced May 9, 2000, by Senator Campbell for himself and Senator Inouye. S. 2526 is the introduced vehicle that carried the 1999–2000 National Steering Committee draft; section numbers below are those of the bill as introduced.
Sources are marked throughout:
· [AIPRC] — the Final Report itself, with page or recommendation number.
· [S. 2526] — the bill text as introduced.
· [Ed] — points drawn from Ed Fox's own account of the Title IV drafting work, to be checked against his published papers.
· [Other] — other sources or general knowledge, flagged for verification in the final section.
Part I. Self-Determination and the Roots of Self-Governance
The Commission never used "self-governance" as a term of art; that came with the 1988 demonstration. But it described, in 1977, the operating principles that Title III (1988), the IHS demonstration (1992) and Title V (2000) of the Indian Self-Determination and Education Assistance Act later put into law. For Indian health history, the report is the bridge between the 1975 Act and P.L. 93-638 contracting or compacting as Tribes know it today.
The Commission's starting point
The report opens by framing the question as whether the United States can let Indian people "determine their own lives now, and in the future" [AIPRC, p. 2]. It then sets two governing concepts for all future policy: Tribes are sovereign political bodies, and the federal relationship rests on a special trust [AIPRC, p. 4].
Three trust principles follow, and the first matters most for health [AIPRC, pp. 5–6]:
1. The trust extends beyond resources and self-government to "economic and social programs necessary to raise the standard of living and social well being of the Indian people to a level comparable to the non-Indian society."
1. The trust runs through the Tribe to the Indian member, on or off the reservation.
1. The trust binds all federal agencies, not only those charged with Indian affairs.
The first principle is a parity standard. It anticipates the IHCIA's later declaration that health status be raised to a level not less than that of the general population.
Federal administration as the obstacle
The Commission named the BIA and IHS together as "most serious" in failing to follow self-determination "as expressed by Indians and the law" [AIPRC, p. 6]. It found that the federal field structure competed with Tribes for the same appropriations. Its four conclusions on administration read as a self-governance charter [AIPRC, pp. 6–7]:
1. A consolidated Indian department or independent agency.
1. An Indian budget built from a "zero" base on long-range Tribal priorities, submitted to Congress without interference.
1. Tribes made eligible for federal domestic assistance on the same terms as state and local governments.
1. Appropriations delivered "directly to Indian tribes and organizations through grants and contracts."
Chapter Six turns these into design rules for program delivery [AIPRC, p. 235]. The rules call for direct grants and contracts, broad program parameters with "maximum latitude," minimal federal administrative cost, and — critically — separation of direct program costs from federal agency administrative support costs. That separation is the analytical root of what later became Tribal shares of Headquarters and Area office funds in compacts.
The Commission's critique of early P.L. 93-638 implementation
The report was written in the Act's first two years and is sharply critical of how both agencies handled it.
· Federal agencies "have failed to implement the mandates of Public Law 93-638," a finding supported by a special contracting study done for the Commission [AIPRC, p. 265].
· The early handling of 638 grant and technical assistance funds by IHS and BIA "suggests that Federal agencies often are not the best administrators of self-help mechanisms" [AIPRC, p. 261].
· Agencies "commandeer Indian appropriations for their own purposes," turning a mechanism meant for direct Tribal use into a BIA or IHS program [AIPRC, p. 261].
· Indirect evidence showed IHS using funds appropriated for 638 purposes to pay employee pay raises [AIPRC, p. 284].
The Commission also quotes a December 1976 House Appropriations investigative report: self-determination means Tribes "are entitled to establish their own priorities and goals without Federal domination" [AIPRC, pp. 280–281].
Where the money stopped
The IHS sections explain why Tribes would later want to compact for Headquarters and Area office functions. The Commission found:
· IHS ran through a central office, 4 program offices, 8 area offices and 88 service units, plagued by "poor management, lack of leadership" and poor communication [AIPRC, p. 282].
· Yearly allocations were "whittled away" by central and area office administrative costs before reaching the service unit [AIPRC, p. 283].
· IHS's accounting "precludes any tracking of the actual percentage of a dollar reaching the service unit level" or the share going to treatment [AIPRC, p. 282, n. 57].
The Commission's remedy was a Tribal needs-based budget. Each community would identify total health needs and a long-range plan; the service unit and Tribal representatives would build the budget from that plan; and program, treatment, equipment, and central and area office costs would be shown separately [AIPRC, p. 283]. This is the 1977 ancestor of today's Tribal budget formulation process.
Structural recommendations
· Rec. 47 — Congress reaffirm the permanence and viability of Tribal governments within the federal system.
· Recs. 48–49 — Tribal governments made eligible as prime sponsors and treated equal to States in federal domestic assistance.
· Rec. 56 — the executive branch provide for the direct administration of contract funds by Indian people.
· Rec. 57 — apply section 7(b) Indian preference across all federal agencies.
· Rec. 63 — a Department of Indian Affairs or independent agency built from the BIA, the Indian Health Service, and parts of Interior and Justice.
· Rec. 66 — a management study of IHS using public, private and Indian community experts.
· Rec. 162 — Congress repudiate House Concurrent Resolution 108 and commit federal Indian policy "specifically to Indian self-determination."
The Commission concluded that IHS "should be withdrawn from the Department of Health, Education, and Welfare" and join other Indian activities in a new department or agency [AIPRC, p. 284].
From the Commission to self-governance [Other]
	Year
	Law
	What it did

	2000
	P.L. 106-260, Tribal Self-Governance Amendments
	Created Title V of ISDEAA, making self-governance permanent in IHS

	1994
	P.L. 103-413
	Made self-governance permanent in Interior (Title IV)

	1992
	P.L. 102-573, Indian Health Amendments
	Extended the self-governance demonstration to IHS

	1988
	P.L. 100-472
	Created the Title III Tribal Self-Governance Demonstration Project in Interior

	1975
	P.L. 93-638
	Indian Self-Determination and Education Assistance Act


The IHS Title V authority was enacted August 18, 2000 — the same months the IHCIA reauthorization draft was before Congress as S. 2526. Self-governance and the IHCIA draft were moving in parallel.
Part II. The Commission's Assessment of Indian Health
The Commission's verdict was that in 1977 IHS "remains underfunded and understaffed," lacks flexibility to meet diverse Tribal needs, and is "culturally irrelevant" in its non-Indian focus [AIPRC, p. 376]. The health material sits in Chapter Eight, Community Services (pp. 371–401), drawing on the Task Force Six report (Report on Indian Health, July 1976) and Health Task Force hearings in Aberdeen, Billings, Navajo, Oklahoma City, Phoenix and Portland. Chapter Six adds an administrative critique of IHS (pp. 281–284).
Health status
The chapter's data cover 1970–1975 and reservation populations [AIPRC, pp. 371–374].
	Measure
	Indian
	Comparison

	Life expectancy, 1970
	65 years
	71 years nationally

	Infant deaths, 1971
	23.8 per 1,000
	19.2 general population

	Diarrheal disease deaths, 1971
	4.0× national rate
	—

	Tuberculosis deaths, 1971
	3.7×
	—

	Cirrhosis deaths, 1971
	2.9×
	—

	Accident deaths, 1971
	2.9×
	—

	Homicide, 1971
	2.4×
	—

	Suicide, 1971
	1.7×
	—

	Bronchitis, emphysema, asthma deaths, 1972
	5.4×
	—

	Tuberculosis incidence
	10× all other U.S. races
	—


The Commission identified alcoholism and cirrhosis as "the most severe and widespread health problem" [AIPRC, p. 373]. A 1973 GAO survey found about 60 percent of the caseload at six service units was directly or indirectly alcohol-related. Mental health services had no comprehensive needs assessment and were delivered "on a random basis" [AIPRC, p. 375]. The Commission singled out a Portland Area model suicide prevention program combining Indian counselors, CHRs, social workers and IHS mental health staff [AIPRC, p. 375].
Facilities
IHS ran 51 hospitals, 83 health centers and 300 field stations through 86 service units [AIPRC, p. 378].
· 35 of the 51 hospitals did not meet federal fire, safety and building codes.
· 29 did not meet federal accreditation standards.
· One Navajo facility with four examining rooms handled 60,000 outpatient visits a year; one X-ray machine made 27,500 exposures against a 5,000 safety standard [AIPRC, p. 379].
Contract care
IHS spent "about a third of its budget on contract care in private facilities" [AIPRC, p. 379]. The Commission found contract care sometimes uneconomical and unmonitored for discrimination, with IHS lacking "the formal means" or staff to oversee distant providers.
Staffing
Two-thirds of IHS hospitals, four-fifths of outpatient clinics and half of health centers met only 80 percent of staffing standards [AIPRC, p. 380]. IHS employed 3 Indian doctors out of 486, and 15 of 84 service units had Indian directors (April 1973) [AIPRC, p. 381, n. 29].
	Professional
	IHS ratio
	Recommended

	Physicians
	1 / 938
	1 / 700

	Dentists
	1 / 2,800
	1 / 1,650

	Registered nurses
	207 / 100,000
	458 / 100,000

	Public health nurses
	29 / 100,000
	40 / 100,000

	Pharmacists
	22 / 100,000
	65 / 100,000

	Social service workers
	1 / 7,283
	5 / 10,000

	Ophthalmologists
	1 / 54,200
	1 / 12,000

	Otolaryngologists
	1 / 120,000
	1 / 20,000


Source: AIPRC, p. 380, citing IHS Office of Program Statistics.
The Commission noted that the end of the physician draft removed IHS's traditional recruitment pipeline, and IHS offered no replacement incentives. A Health Task Force survey of 285 CHRs (June 1976) found most wanted more training — for example 78 percent in symptom identification and 74 percent in drug administration [AIPRC, pp. 381–382].
Budget and allocation
This is the section most relevant to Indian health finance [AIPRC, pp. 382–383].
· Appropriations were based "not so much on changing and diversified service unit needs, but rather on the amounts allocated in the previous year."
· Congress appropriated in four categories: patient care, field health services, construction and program management.
· Headquarters allocated to areas, and areas to service units, "according to their previous budgets, and, to some extent, their projected needs."
· Positions were fixed in the budget mechanism and distributed among areas.
The Commission concluded the system had "a deadening effect on service unit directors," leaving no flexibility to plan for patients' specific needs. Chapter Six adds that IHS received a fixed share of the HEW budget bearing "little relation" to needs at the service unit level [AIPRC, p. 283].
Indian involvement
The report describes the involvement structures of the mid-1970s and finds them weak [AIPRC, pp. 383–384].
· IHS's Division of Indian Community Development and Office of Tribal Affairs had no staff or budget at area or service unit level.
· Service unit advisory health boards, begun by Tribes in the early 1970s, had expanded to the area and national level on an IHS-supplied budget of $244,000 — funded by "the very body that boards are to evaluate, monitor and criticize."
· Board members were often unpaid volunteers with "no real authority vis-a-vis IHS."
· Tribal health departments were stronger: they had funds, staff, authority to hire and set policy, and a legal basis in the Buy Indian Act and the Self-Determination Act.
The Commission compared these to the Health Systems Agencies created by the National Health Planning and Resources Development Act of 1975. HSAs had direct HEW funding, professional staff, and review authority over federally funded programs; Tribal programs were exempted to protect sovereignty. The Commission concluded that Tribes "need a program comparable to HSA" [AIPRC, p. 384].
Alternate resources and Medicaid
This passage anticipates Title IV [AIPRC, pp. 385–386].
· Non-IHS providers — county hospitals, mental institutions, children's services, vocational rehabilitation — claimed Indians were IHS's sole responsibility.
· Indians were excluded from, or "discouraged from" using, Medicaid and Medicare "by complex reimbursement and eligibility barriers."
· With national health insurance "highly probable," the Commission urged that the Indian right to alternative health sources "now be firmly established and assured."
· A 1973 tri-agency memorandum of agreement among IHS, the Office for Civil Rights and the Medical Services Administration was meant to establish Indian eligibility for federally funded programs. IHS lacked the funding and staff to carry out its part; OCR and MSA did not act; urban Indian health centers had never been told it existed.
Chapter Six describes the same problem from the other side: IHS had become "a health care provider of last resort," asking patients to exhaust all other sources, while those sources refused Indians as IHS's responsibility [AIPRC, p. 281].
Environment, transport and nutrition
· Sanitation. Over 40,000 existing and 62,000 planned homes needed water and sanitation work. In a Task Force survey of 21 Tribal councils, over half reported contaminated water and 18 reported hauling water [AIPRC, p. 393]. Maintenance responsibility was unclear [AIPRC, p. 394].
· Housing. HUD, BIA and IHS ran a tri-agency arrangement with no lead agency and different budget cycles [AIPRC, pp. 390–391].
· Transportation. CHRs spent much of their time driving patients, paying $100–$200 a year of their own money without liability insurance [AIPRC, p. 394].
· Nutrition. Trading-post monopolies, incomplete commodity stocks and an unworkable food stamp program left malnutrition widespread [AIPRC, p. 395].
The Commission's assessment of P.L. 94-437
The Commission called the 1976 IHCIA "the most comprehensive Indian health legislation ever passed by Congress" but "not a design for comprehensive health care" [AIPRC, pp. 376, 396]. Its main criticisms [AIPRC, pp. 396–399]:
· Funding. The enacted Act provided $475 million over three years against the original Senate bill's $1.6 billion over seven, starting only in FY 1978 and ending in FY 1980.
· Personnel. It "fails to address the immediate and critical personnel shortage"; 425 positions and $10.0 million for FY 1978 "may be wholly inadequate."
· Management. It did not touch the budget and management system; IHS "is not monitored, is accountable to no one, and allocates its budget in a rigid, fixed manner."
· Title IV. It authorized Medicare and Medicaid reimbursement to IHS facilities, but "IHS is offered no guidance or funds" to set up, operate and monitor a reimbursement plan [AIPRC, p. 398].
· Urban (Title V). Language was vague and requirements on urban organizations "excessively demanding."
· Rural off-reservation. Only two pilot outreach projects, capped at 1 percent of the urban authorization.
· Traditional medicine. Support for the Rough Rock school was not continued; training funds for traditional practitioners in mental health were "disproportionately low."
The Title IV observation is the earliest contemporary statement found in this review of the implementation gap that the 1999–2000 Title IV drafting later addressed through consultation, managed care and cost-sharing protections (Part IV).
Part III. The Health Recommendations
The Commission made 19 numbered health recommendations (Recs. 122–140), plus health-related recommendations on administration, urban Indians and allocation equity elsewhere in the report. None calls for 100 percent Medicaid or Medicare reimbursement; that was already law under Title IV of P.L. 94-437. The emphasis is on implementing the 1976 Act, oversight, staffing and Indian control.
Chapter Eight: Recs. 122–140 [AIPRC, pp. 31–32, 399–401]
General
· 122. IHS establish a formalized mechanism through which IHS officials work closely with Indian people toward implementation of P.L. 94-437.
· 123. Congress fund existing urban Indian centers that help Indians obtain medical and social services, and encourage new centers in all urban areas where Indians live.
· 124. Congress create in the Office for Civil Rights a monitoring and enforcement division aimed at discriminatory urban health providers.
· 125. IHS receive supplemental funding for outreach care to isolated rural Indians.
· 126. Congress hold oversight hearings on IHS implementation of P.L. 93-638.
A. Facilities
· 127. Oversight hearings on Indian needs for health facilities, construction and maintenance, with sufficient appropriations.
· 128. Oversight hearings on the Navajo and Rosebud mobile health vans and the former Alaska TV satellite, to decide whether to expand them.
B. Staffing
· 129. Oversight hearings on high IHS personnel turnover, with remedies.
· 130. A medical paraprofessional corps for reservations, particularly in alcoholism and mental health.
· 131. Fund expansion of IHS training programs, located in service units and geared to their specific shortages.
· 132. Ongoing orientation of IHS employees in Indian culture, and Indian interpreters in all service units.
C. Budget and management
· 133. GAO conduct a management study of IHS and periodically audit all IHS services.
· 134. All federal agencies report to Congress on budget-cycle coordination problems and request reform if needed.
D–G. Housing, transportation, nutrition, alcoholism
· 135. One agency lead Indian housing; move it to the new consolidated Indian agency when created.
· 136. IHS report on Tribal needs for ambulances and nonemergency transport, followed by appropriations.
· 137. USDA revamp food supply, with emphasis on high-risk groups, and allow food stamps and donated foods together where Tribes want both.
· 138. BIA replace monopolistic trading posts with Indian-managed food stores.
· 139. Upgrade Tribal hygiene and nutrition education.
· 140. IHS upgrade the alcoholism demonstration projects previously run by the National Institute on Alcohol Abuse and Alcoholism.
Health recommendations elsewhere in the report
	Rec.
	Chapter
	Recommendation

	1
	2. Contemporary conditions
	Annual report on Indian conditions, including health statistics, compiled from all agencies serving Indians

	63
	6. Federal administration
	Department of Indian Affairs or independent agency including IHS

	65
	6. Federal administration
	Interior and HEW Secretaries plan the transfer of agencies to the new department or agency

	66
	6. Federal administration
	Management study of IHS using public, private and Indian community experts

	161
	9. Off-reservation Indians
	Fund urban Indian centers to administer, contract for, educate about, deliver on site, and monitor urban Indian health care

	163(i)
	10. Terminated Indians
	Interim extension of federal Indian services to terminated Indians pending restoration

	172
	11. Unrecognized Indians
	Set-aside for non-recognized groups in HEW's Office of Native American Programs

	192
	12. Special problems
	BIA review allocations among service areas and make immediate "equity adjustments" where underfunding exists

	193
	12. Special problems
	Past budgets not be rigidly enforced as floors or ceilings, especially where they underfunded the service population

	194
	12. Special problems
	IHS determine whether Indians in California receive care equivalent to Indians in other areas

	195
	12. Special problems
	Agencies report on past inequities among service areas and how future budgets will avoid them


What the recommendations add up to
Three themes run through the health recommendations when read with Chapter Six.
1. Implementation and oversight over new authority. Seven of the 19 health recommendations call for oversight hearings, studies or reports. The Commission treated P.L. 94-437 and P.L. 93-638 as adequate frameworks that IHS and HEW were not carrying out.
1. Indian control of the health program. Recs. 122, 126 and 63 together point toward Tribal participation in implementation, oversight of 638 in IHS, and removal of IHS from HEW into an Indian-led agency.
1. Allocation equity. Recs. 192–195, read with the budget critique on pp. 282–283 and 382–383, reject the historical base as the measure of need and ask for equity adjustments — California named specifically.
Part IV. Links to the 1999–2000 IHCIA Reauthorization Draft
Read side by side, S. 2526 answers most of the Commission's 1977 health findings point by point, and it does so through the self-determination framework the Commission called for. The bill rewrites the entire IHCIA in eight titles and adds Social Security Act amendments for Medicare, Medicaid and SCHIP. The draft came out of the Tribal consultation process that began with an IHS roundtable in June 1998 [Other]. Where only a section title has been checked, the text says so.
Findings and declaration of policy
· Trust from land cessions. The Commission traced the trust first to treaties in which the United States acquired land for a commitment of protection [AIPRC, p. 5]. S. 2526 § 2(3) finds that cession of over 400,000,000 acres in exchange for promises of health care secured "a de facto contract that entitles Indians to health care in perpetuity" [S. 2526].
· Parity. The Commission's trust principle called for social programs raising well-being to a level comparable to non-Indian society [AIPRC, p. 6]. Section 2(5) sets a health status goal "not less than that of the general population" [S. 2526].
· Tribal priorities. The Commission wanted budgets built on Tribal needs and priorities [AIPRC, pp. 235, 283]. Section 3(3) permits Tribes to "set their own health care priorities and establish goals that reflect their unmet needs" [S. 2526].
· Consultation. Rec. 122 asked for a formal IHS mechanism for working with Indian people. Section 3(5) requires "meaningful, active consultation" with Tribes, Indian organizations and urban Indian organizations to implement the Act and self-determination policy [S. 2526].
· Equal funding for Tribal programs. The Commission documented IHS diverting 638 funds and consuming allocations at headquarters and area level [AIPRC, pp. 261, 283–284]. Section 3(6) requires that Tribally operated programs be funded at not less than IHS-operated programs [S. 2526].
Title I — Indian Health, Human Resources and Development
The Commission's staffing findings (pp. 380–382) and Recs. 129–132 map onto Title I.
· Area allocation by formula with consultation (§ 102). Funds allocated to area offices by a formula developed in consultation and reflecting each area's needs; areas must consult "actively and continuously" on priorities [S. 2526]. This answers the Commission's objection to allocation by prior budgets.
· Community Health Representative Program (§ 109). Training standards, curriculum, continuing education, supervision and promotion of traditional health care practices [S. 2526]. Compare the 1976 CHR survey showing training gaps [AIPRC, pp. 381–382].
· Tribal culture and history (§ 116). Required instruction for IHS employees, in consultation with Tribes and through Tribally controlled colleges [S. 2526]. Compare Rec. 132.
· Recruitment, retention and loan repayment (§§ 110–113, 119). Retention bonuses, Tribal recruitment and retention projects, and equal consideration of Tribally operated programs in assignments [S. 2526]. Compare Rec. 129 and the Commission's finding that IHS offered no incentives once the draft ended.
· Tribal health program administration (§ 122). Training in administration and planning of Tribal health programs [S. 2526]. Compare the Commission's call for technical assistance to Tribes assuming control (pp. 235, 261).
· Mental health staffing (§ 127). A plan to add at least 500 mental health positions within five years, at least 200 for child, adolescent and family services [S. 2526]. Compare the Commission's finding of random, understaffed mental health services (p. 375) and Rec. 130.
Title II — Health Services
· Indian Health Care Improvement Fund (§ 201). Its purposes include "eliminating inequities in funding for both direct care and contract health service programs." It defines a "health status and resource deficiency" that counts all resources available to a Tribe, including other federal programs, private insurance and state and local programs. It requires a report on the methodology, each Tribe's deficiency and the amount needed to eliminate it, and makes Tribally operated programs eligible on an equal basis [S. 2526]. This is the most direct statutory answer to Recs. 192–195 and to the Commission's critique of base-budget allocation.
· Catastrophic Health Emergency Fund (§ 202). Equitable allocation by negotiated rulemaking, accounting for areas dependent on contract health services [S. 2526]. Compare the Commission's finding that contract care was a third of the budget and unmonitored (p. 379).
· Patient travel costs (§ 208, title only checked). Compare Rec. 136 and the CHR transportation finding (p. 394).
· California (§§ 217–218, and § 806 in Title VIII, titles only checked). A California contract health services demonstration, California as a contract health service delivery area, and eligibility of California Indians. Compare Rec. 194.
· Programs operated by Tribes and Tribal organizations (§ 220, title only checked).
Title III — Facilities
The Commission found 35 of 51 hospitals failing codes and called for oversight of facility needs and maintenance (Rec. 127).
· Consultation on construction and renovation (§ 301), safe water and sanitary waste disposal (§ 302), Indian preference (§ 303), small ambulatory care facilities (§ 306), the IHS/Tribal joint venture program (§ 312), maintenance and improvement (§ 314) and Tribal management of federally owned quarters (§ 315) [S. 2526, titles only checked].
· The Commission's specific concern about unclear sanitation maintenance responsibility (p. 394) and staff housing as a turnover factor (p. 397) fall within these sections.
Title IV — Access to Health Services
Title IV is where the 1977 findings on alternate resources and the 1976 Title IV implementation gap meet the 1999–2000 drafting work [Ed]. The Commission found that Indians were excluded from or discouraged in Medicaid and Medicare, that the 1973 tri-agency agreement went unimplemented, and that IHS got no guidance or funds to run reimbursement (pp. 386, 398).
S. 2526's Title IV addresses each of these [S. 2526, titles; content per Ed's account]:
· Direct billing of Medicare, Medicaid and other third parties (§ 405) and crediting of reimbursements (§ 407) — the operating capacity the Commission said IHS lacked.
· Purchasing health care coverage (§ 408), payor of last resort (§ 410) and right to recover from federal health care programs (§ 411) — the legal answer to non-IHS programs treating Indians as IHS's sole responsibility.
· Consultation and rulemaking (§ 414), Indian advisory committees (§ 425), and state consultation with Indian health programs (S. 2526 § 212, Social Security Act amendment) — a funded, standing successor to the 1973 tri-agency agreement.
· Limitations on charges (§ 415) — the Medicare-like rates provision.
· Co-insurance, co-payments, deductibles and premiums (§ 419) and estate recovery (§ 421) — removing the "complex reimbursement and eligibility barriers" the Commission described.
· Managed care protections (§ 423).
· 100 percent FMAP for services provided by Indian health programs (S. 2526 § 213) and SCHIP provisions (§§ 221–222).
· Navajo Nation Medicaid agency (§ 424).
Title V — Urban Indians
The Commission recommended funding urban Indian centers to administer, contract for and monitor health care (Recs. 123, 161) and criticized the 1976 Title V as vague (p. 398). S. 2526 adds an Office of Urban Indian Health (§ 510), consultation with urban Indian organizations (§ 514), Federal Tort Claims Act coverage (§ 515), and CHR and diabetes programs (§§ 518–519) [S. 2526, titles only checked]. Its definition of "urban Indian" includes members of Tribes terminated since 1940 [S. 2526, § 4(22)], which connects to Rec. 163(i).
Title VI — Organizational Improvements
The Commission wanted IHS removed from HEW into an Indian department or independent agency (Rec. 63; p. 284). S. 2526 § 601 establishes IHS as an agency of the Public Health Service headed by an Assistant Secretary for Indian Health [S. 2526, §§ 4(3), 601]. This is a narrower version of the same aim: elevation within HHS rather than removal from it.
The Commission found that IHS accounting could not track what share of a dollar reached the service unit (p. 282, n. 57). Section 602 authorizes an automated management information system [S. 2526, title only checked].
Title VII — Behavioral Health
The Commission's alcoholism and mental health findings and Recs. 130 and 140 correspond to Title VII: a comprehensive behavioral health program (§ 703), a mental health technician program (§ 704) close to the Commission's paraprofessional corps, Indian women's and youth programs (§§ 706–707), facilities assessment (§ 708) and training and community education (§ 709) [S. 2526, titles only checked]. The bill's definition of "traditional health care practices" [S. 2526, § 4(18)] answers the Commission's criticism that traditional medicine training was underfunded (pp. 385, 397–399).
Title VIII — Miscellaneous
· Reallocation of base resources (§ 808, title only checked). Relates directly to Recs. 192–193.
· Eligibility of California Indians (§ 806). Relates to Rec. 194.
· Regulations (§ 802) through negotiated rulemaking, referenced in § 202 [S. 2526].
· National Bi-Partisan Commission on Indian Health Care Entitlement (§ 814). The 1977 Commission never proposed entitlement, but its finding that the trust extends to social programs at comparable levels (p. 6) is the conceptual precursor.
Self-governance in the draft
S. 2526 was written to work through P.L. 93-638 contracting or compacting. Its definitions treat a Tribe or Tribal organization operating under a funding agreement as a "service unit" [S. 2526, § 4(17)], and "funding agreement" is defined by reference to the Self-Determination Act [§ 4(7)]. Across Titles I and II, Tribally operated programs receive equal eligibility and equal consideration with IHS direct programs. This is the Commission's "direct grants and contracts" principle (p. 235) built into the structure of the health law.
Concordance
Each 1977 finding below has a corresponding S. 2526 provision; the last column notes where it ended up, with uncertain items marked for checking.
	AIPRC finding or recommendation (1977)
	AIPRC cite
	S. 2526 provision (2000)
	Later disposition

	Appropriations delivered directly to Tribes through grants and contracts; separate program and agency administrative costs
	pp. 7, 235
	Tribal programs as "service units"; equal funding and eligibility (§§ 3(6), 4(17), 201(d))
	Title V of ISDEAA, P.L. 106-260 (Aug. 18, 2000)

	Formal IHS mechanism to work with Indian people on P.L. 94-437
	Rec. 122
	Meaningful, active consultation (§ 3(5)); consultation and rulemaking (§ 414); Indian advisory committees (§ 425)
	Consultation provisions in ARRA § 5006 (2009) [Ed]

	Trust extends to social programs at a level comparable to non-Indian society
	p. 6
	Health status not less than general population (§ 2(5)); entitlement commission (§ 814)
	Entitlement commission — verify

	Budgets built on Tribal needs and priorities, zero base
	pp. 7, 235, 283
	Tribes set own priorities (§ 3(3)); area formula with consultation (§ 102)
	Tribal budget formulation process [Other]

	Allocation by prior-year base; equity adjustments; base not rigid
	pp. 382–383; Recs. 192–193, 195
	Indian Health Care Improvement Fund (§ 201); reallocation of base resources (§ 808)
	IHCIA permanent reauthorization, 2010 [Other]

	California equity review
	Rec. 194
	California CHS provisions (§§ 217–218); California Indian eligibility (§ 806)
	Verify

	Contract care one-third of budget, unmonitored
	p. 379
	Catastrophic Health Emergency Fund (§ 202); limitations on charges (§ 415)
	Medicare-like rates, Medicare Modernization Act of 2003 — verify section

	Indians excluded or discouraged from Medicaid and Medicare
	p. 386
	Payor of last resort (§ 410); right to recover (§ 411); cost-sharing (§ 419); estate recovery (§ 421); managed care (§ 423)
	ARRA § 5006 (2009) [Ed]

	1973 tri-agency agreement unimplemented
	p. 386
	State consultation with Indian health programs (bill § 212)
	ARRA § 5006 (2009) [Ed]

	IHS given no guidance or funds to run Title IV reimbursement
	p. 398
	Direct billing (§ 405); crediting of reimbursements (§ 407)
	Direct billing made permanent, P.L. 106-417 (2000)

	IHS staffing below standards; no incentives after draft ended
	pp. 380–381; Rec. 129
	Recruitment, loan repayment, retention bonus (§§ 110–113, 119)
	2010 reauthorization [Other]

	Paraprofessional corps for alcoholism and mental health
	Rec. 130
	Mental health technician program (§ 704); 500 mental health positions (§ 127)
	Verify

	IHS employees oriented in Indian culture
	Rec. 132
	Tribal culture and history instruction (§ 116)
	Verify

	CHR training gaps; CHRs as patient drivers
	pp. 381–382, 394
	CHR program (§ 109); patient travel (§ 208)
	Verify

	Facilities failing codes; facility needs oversight
	p. 378; Rec. 127
	Title III, incl. joint venture (§ 312) and maintenance (§ 314)
	Verify

	Urban centers funded to administer and monitor care
	Recs. 123, 161
	Office of Urban Indian Health (§ 510); urban consultation (§ 514)
	Verify

	IHS out of HEW into Indian department or agency
	Rec. 63; p. 284
	IHS as PHS agency under an Assistant Secretary for Indian Health (§ 601)
	Elevation — verify

	IHS accounting cannot track dollars to service unit
	p. 282, n. 57
	Automated management information system (§ 602)
	Verify

	Traditional medicine underfunded
	pp. 385, 397–399
	Definition of traditional health care practices (§ 4(18)); CHR promotion of traditional practices (§ 109)
	Verify


Sources and Items to Verify
Sources
· American Indian Policy Review Commission, Final Report, Vol. 1 (Committee Print, GPO 92-185, 1977), submitted to Congress May 17, 1977. Copy supplied by Ed Fox.
· S. 2526, Indian Health Care Improvement Act Reauthorization of 2000, 106th Cong., introduced May 9, 2000. Sections 1–4 and §§ 101–203 read in full; other sections checked by title only.
· IHS legislation page and HHS ASPE, Tribal Self-Governance Demonstration Feasibility Study for the 1988, 1992, 1994 and 2000 self-governance chronology.
· Cornell LII note on 25 U.S.C. § 450f for the enactment date of P.L. 106-260 (Aug. 18, 2000).
To verify before use
· ☐ Confirm that S. 2526 as introduced matches the 1999–2000 National Steering Committee draft section by section, or substitute the NSC draft's own section numbers.
· ☐ Read the full text of the sections checked by title only, especially §§ 405–425, 601, 802 and 808.
· ☐ Check that § 808 (reallocation of base resources) protects the base or restricts its reallocation, and how that squares with Recs. 192–193.
· ☐ Confirm that the Medicare-like rates provision (§ 415) was enacted through the Medicare Modernization Act of 2003, and the section number.
· ☐ Confirm which provisions survived into the 2010 permanent reauthorization, including whether the Assistant Secretary elevation (§ 601) and the entitlement commission (§ 814) were dropped.
· ☐ Confirm the June 1998 IHS roundtable as the start of the reauthorization consultation.
· ☐ Locate the Task Force Six Report on Indian Health (July 1976) for the fuller health record, including who chaired it; the Final Report lists Dr. Everett Rhoades among task force members but does not assign chairs.
· ☐ Check the Title IV and alternate-resources links in Part IV against Ed's published papers on Title IV and ARRA § 5006.
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