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The goal of SB 405, known as the Montana Health and Economic Livelihood Partnership (HELP)
Act of 2015, was to extend health care coverage to
more than 70,000 uninsured Montanans, nearly a
As of September 1, 2016, the number
third of which were American Indian.1 As a result of
of newly eligible Montanans enrolled
the expansion, American Indians making less than
for Medicaid stands at 52,817 with
138 percent of the federal poverty level can now
American Indians numbering 6,737.
access a comprehensive range of health care
services at locations across the state without any
form of cost-sharing. Not only does this have the potential to begin closing the staggering
American Indian health disparities gap, but it also allows the state Medicaid program to recoup
100 percent of the cost of all Medicaid services provided through an Indian Health Service (IHS)
or tribal facility.
The state and enrollment assisters continue efforts to reach, inform, and enroll eligible American
Indians. In order to ensure success, it is important for those engaged in these efforts to
understand the intricacies of how American Indians access health care. For example, knowing
that American Indians have historically tended not to have health insurance, relying instead on
IHS, helps explain why American Indians may be less inclined to explore other coverage options.
Additionally, understanding the historical and contemporary basis of IHS and being able to
articulate the precise benefits of having Medicaid coverage are also necessary for ensuring the
success of outreach and enrollment efforts. Finally, it is important to understand the barriers the
eligible demographic faces in accessing information and completing the enrollment process.

The federal government has a unique trust obligation to provide health care to
American Indians
The obligation of the federal government to provide health care to American Indians stems from
what is known as its trust responsibility to tribes. This unique responsibility originated in
international law, which governs the interactions between foreign governments. According to
one of the theoretical foundations of international law called the Law of Nations, politically and
militarily “superior” nations had a moral obligation to protect the original inhabitants’ interests
as they established colonies and assumed control of indigenous homelands.
Both the form of protection and the range of interests have been defined by more than two
hundred years of Congressional acts and U.S. Supreme Court rulings. Today they include a
federal obligation to protect tribal lands, sovereignty, and resources, as well as the wellbeing of
individual tribal members, among other things. The federal responsibility for health care arises,
in part, from the definition of trust tied to this history.
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The U.S. Constitution also defined the federal-tribal trust relationship and the idea of federal
authority over Indian affairs, and these concepts were formalized in the treaties signed by the
American government and tribal nations.
Between 1778 and 1871, the United States negotiated over 400 treaties with American Indian
tribes, though Congress ratified only 375.2 Through these treaties, tribes ceded control of
millions of acres of their homelands to the U.S., in exchange for compensation that oftentimes
included medical services like providing tribes with doctors and hospitals. It was not until 1921,
however, that Congress passed the Snyder Act codifying the federal government’s trust
obligation to “protect” or ensure that the widespread health and welfare needs of all American
Indians in the U.S. were being met.
The Snyder Act authorized the continuation of federal programs designed “for the benefit, care,
and assistance of Indians throughout the United States.” It explicitly stated that the Bureau of
Indian Affairs was charged with overseeing Congressional appropriations for the “relief of
distress and conservation of health” and the employment of physicians, among other broad
quality of life and health improvement directives relating to American Indians.3
Congress created the Indian Health Service in 1955 when they authorized the transfer of all
Indian health-related facilities and management functions from the Interior Department to
Public Health and Human Services.4 Two decades later, in 1976, Congress passed the Indian
Health Care Improvement Act (IHCIA) “to implement the Federal responsibility for the care and
education of the Indian people by improving the services and facilities of Federal Indian health
programs and encouraging maximum participation of Indians in such programs.”5
IHCIA amended the Social Security Act of 1935 to allow reimbursement by Medicaid and
Medicare for services provided to American Indians in IHS or tribal health care facilities. This
was critical since many American Indians lived in rural locations so traveling to urban centers
for health care providers that accepted Medicare and Medicaid was often unfeasible. IHCIA also
provided for 100 percent Federal Medical Assistance Payments (FMAP) for services provided
through IHS or tribal facilities.6 Additionally, IHCIA mandated that all third-party revenue
collected by an IHS facility remain with that facility to help meet local needs like purchasing new
equipment and supplies, hiring more providers, and funding additional services.7
Since 1976, IHCIA has been temporarily reauthorized and amended multiple times before being
made permanent in 2010 by the passage of the Patient Protection and Affordable Care Act.8

American Indians lack access to quality health care in most circumstances
Today, IHS provides health care services to 2.2 million American Indians at nearly 650 hospitals,
clinics, and health stations in tribal communities and urban areas located in thirty-five states
containing Indian reservations. There are also two additional states without any reservations
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but with Indian populations significant enough to necessitate the presence of IHS facilities in
Chicago and Baltimore.9
IHS is organized into twelve regions each
administered by an office. The Billings Area
Office serves more than 70,000 American
Indians in Montana and Wyoming. In
Montana, services are delivered through:
•

•

•

Five IHS-operated Service Units (health
clinic or hospital) located on the Fort
Peck, Fort Belknap, Northern Cheyenne,
Crow, and Blackfeet reservations;
Two tribally owned and operated health
departments on Flathead and Rocky
Boy’s reservations;10 and
Five non-profit status urban Indian
health programs located in Missoula,
Great Falls, Billings, Helena, and Butte.11

Services generally consist of primary
medical care, though dental and some
specialized practice areas are also offered.
Availability of services varies widely from
one facility to the next and can be delivered
either directly at IHS, tribal or urban health
(I/T/U) facilities, or through services
purchased from private providers.

Who is eligible for IHS?
A person may be eligible for IHS if they:
• Are of Indian and/or Alaska Native descent
as evidenced by one or more of the
following factors:
(i) Are regarded by the community in which
they live as an Indian OR Alaska Native;
(ii) Are a member, enrolled or otherwise, of
an Indian or Alaska Native Tribe or Group
under Federal supervision;
(iii) Reside on tax-exempt land or owns
restricted property;
(iv) Actively participate in tribal affairs;
(v) Any other reasonable factor indicative
of Indian descent; or
• Are an Indian of Canadian or Mexican
origin, recognized by any Indian tribe or
group as a member of an Indian
community served by the Indian Health
program; or
• Are a non-Indian woman pregnant with an
eligible Indian’s child for the duration of
her pregnancy through post partum
(usually 6 weeks); or
• Are a non-Indian member of an eligible
Indian’s household and the medical officer
in charge determines that services are
necessary to control a public health hazard
or an acute infectious disease which
constitutes a public health hazard.

Purchased services were previously called
Contract Health Services but are now
referred to as Purchased/Referred Care
(PRC).12 The idea behind PRC is to enable
IHS beneficiaries to access care in instances
when a local IHS facility is incapable of
providing it.13 The contract health service
Source: Indian Health Manual, Part 2, Chp. 2, Sec. 2-1.2
delivery area consists of a county that
includes all or part of a reservation, and any
county or counties that have a common boundary with the reservation.14 For a breakdown of
services provided at select IHS facilities, see Charts 2 and 3 in Attachment A at the end of this
report.
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IHS is not a health insurance program and American Indians are not required to pay premiums,
co-payments, or meet deductibles, nor are they required to complete applications. Instead, they
simply register for services at a particular facility upon proving their eligibility.
An individual is eligible for direct care services at any IHS facility if they are a member or
descendent of a member of a federally recognized tribe. Descendents are generally not eligible
for PRC services, however. Eligibility for PRC services is much stricter and individuals must
reside within a contract health service delivery area and be a member of the local tribe on whose
reservation the referring IHS facility is located.15 On the other hand, eligibility for urban Indian
health programs is broader and includes service to state recognized tribes and Indians from
tribes whose federal recognition has been terminated.16
Due to severe and chronic underfunding of IHS, direct services are restricted by limitations on
medical supplies, equipment, and medical staff. All services are provided “as available at IHS
facilities or on a contractual basis when Contract Medical Care funds are available.”17 Services
obtained under PRC are limited as well. Life-or-limb illnesses and injuries are given the highest
priority and are often the only referrals approved. However, even high-priority referral requests
cannot be approved once funding has run out. IHS has acknowledged that this “renders the PRC
program to authorize care at restricted levels and results in a rationed health care system.”18
Additionally, IHS pharmacies generally do not carry all medications, only those proven to be
most cost-effective.19
Although efforts have been made to increase federal funding, IHS remains severely underfunded.
While other federal health programs, such as Medicaid and Medicare receive automatic funding
increases to cover the total eligible population, IHS funding is discretionary and is contingent
upon an annual appropriation by Congress. While Congressional appropriations for IHS have
increased 53 percent since 2008, current funding for IHS covers only 60 percent of the health
care needs of eligible American Indians.20
For comparison, the federal government paid approximately $9,523 per person eligible for
Medicare and Medicaid in 2014. The amount spent per person through IHS in the same year was
less than a third, at approximately $2,849.21
In addition to funding shortages and the resulting limitations on availability of services, the
location of where an eligible American Indian is living plays a role in their ability to access IHS
services. American Indians cannot take advantage of IHS services if IHS or tribal facilities are not
located within a reasonable distance from where they reside. Additionally, as noted earlier
American Indians who live off their own reservation and outside their IHS’s contract health
service delivery area often no longer qualify for PRC services.22 And if they do not reside in one
of the five urban centers with an Indian health facility, they will be unable to access health care
through IHS. In Montana, 57 percent of all American Indians were unable to access coverage
through IHS in 2013.23
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Compounding this issue is the fact that the majority of American Indians have historically tended
not to carry health insurance, thus seeking care outside of IHS has not been an option.24 In 2009,
Montana ranked first among states with the highest number of uninsured American Indians.25
Limited access to adequate health care through IHS coupled with a low occurrence of individuals
with private insurance has contributed to the staggering health disparities experienced by
American Indians today. This includes a highly disproportionate disease burden and lower life
expectancy when compared with all other Americans.26 In 2013, American Indians in Montana
lived 19-20 years less than the rest of the state’s non-Indian population, with American Indian
men expected to live to age 56 and women to 62. Additionally, a third of all American Indians in
Montana reported living in fair or poor health and 26 percent reported experiencing health
issues that limited their daily activities.27

Medicaid Expansion improves access to critical health care for American Indians and
offers new fiscal benefits to the state
In 2015, Montana expanded eligibility for Medicaid to include people earning less than 138
percent of the federal poverty level, extending critical health care coverage to an estimated
19,547 American Indians.28
Between November 2, 2015, when enrollment began, and September 1, 2016, the number of
newly eligible American Indians who had enrolled in Medicaid stood at 6,737.29 American Indian
enrollment steadily increases each month and now stands at 30 percent of the total number
eligible. However, the rate at which American Indians are enrolling is beginning to slow slightly,
demonstrating that a more concerted outreach and enrollment effort is needed.30
Medicaid is a critical resource for eligible American Indians who either have no insurance or
who are dealing with inadequate care through IHS’s rationed system. Further, due to the federal
trust obligation to provide health care, American Indians enrolled in Medicaid are exempt from
any form of cost sharing including paying premiums, co-pays, and deductibles. Additionally, care
is not restricted to IHS’s reservation or urban care facilities, and as with other Medicaid
beneficiaries, American Indians can access care at any provider participating in the state’s
Medicaid program. However, if services are accessed “through IHS,” the federal government will
pay 100 percent of the billed cost with no fiscal impact to the state.31
The federal Centers for Medicaid and Medicaid Services (CMS) recently expanded the services
that would be included in the 100 percent FMAP. Prior to February 2016, 100 percent FMAP
applied only to Medicaid services received on-site at an IHS or tribal facility. CMS expanded the
definition to include all services contracted out to non-IHS/tribal facilities, as long as the
following three criteria are met:
1. Both the IHS/tribal facility and the non-IHS/tribal provider must be enrolled in the state’s
Medicaid program.
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2. All care must be provided pursuant to a written care coordination agreement between
the IHS/tribal facility and the non-IHS/tribal provider.
3. The patient must have an established relationship with a qualified practitioner at the
IHS/tribal facility.
Montana Department of Public Health and Human Services has yet to release statewide
guidelines on how this will apply in Montana. However, this expansion could provide additional
state savings which could be used, in part, to assist the state, IHS, and tribes in improving the
delivery of health care to American Indians by increasing access, strengthening continuity of
care, and improving population health.32

The Need for Continued Outreach and Enrollment Efforts in Indian Country
Although American Indians continue to enroll for Medicaid, the rate at which they are signing up
is slowing and there are still thousands more who are eligible. Due to the nature of outreach
efforts, connecting with the remaining eligible population will likely require a more focused
approach. It is also important to remember that 43 percent of all American Indians in Montana
resided in urban areas in 2000. This means that those eligible for Medicaid are scattered
throughout the state, requiring a true statewide effort and not one solely focused on
reservations.33 The state and others engaged in enrollment efforts need to employ precise
targeting methods that are grounded in an understanding of the possible barriers this particular
demographic faces in accessing information and completing the registration process.
Some things to consider include the fact that online enrollment is not an option for people living
in many rural places in the state. Montana is the least connected state in the U.S. with only 18
percent of the population having access to broadband.34 Additionally, in 2014, about 10 percent
of American Indians in Montana self-reported that they did not have regular access to a working
telephone and roughly the same number reported not having access to a vehicle.35 This is the
same demographic most likely to be eligible for Medicaid and reaching them requires creativity
when designing outreach materials and enrollment campaigns.
It is also important to be aware that information may need to be delivered in another language
other than English, depending upon the tribal group. For example, although it has rapidly
declined over the past couple of decades, Crow language fluency is at about 28 percent. Likewise,
about 17 percent of the Northern Cheyenne tribe speak Cheyenne.36 This means that outreach
materials may need to be created for a tribal language-only or bilingual audience. Further, active
on-site registration efforts in areas like these may require the presence of an interpreter.
Those engaged in increasing access to coverage may also factor in specific language used. While
this report continues to use the term “enrollment” when discussing ways to expand access to
health coverage, the term “enrollment” has very different connotations in Indian Country. The
state and others engaged in expanding coverage might consider using terms like, “signing up” or
“registering” for Medicaid.
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Coverage Comparison
Outreach workers need to understand the stark limitations of services provided through IHS and
the real life benefits of having Medicaid coverage in addition to IHS. A primary message to
communicate to potentially eligible individuals is that Medicaid offers guaranteed access to
comprehensive health care. The variety of services available through IHS varies greatly from one
I/T/U facility to the next. However, the fact that all services—direct as well as PRC—are
provided “as funds are available” leaves much to be desired in terms of comprehensive health
care. Attachment A, found at the end of this report, depicts three charts that provide a stark
visual of the differences in services available through Medicaid and various I/T/U facilities in the
state. Chart 1 describes services that American Indians can access through Medicaid. Chart 2 lists
services provided at the Blackfeet Service Unit, and Chart 3 depicts services provided at the
urban Indian Health Board of Billings.
This type of side-by-side comparison can be very compelling in demonstrating the advantages of
having Medicaid coverage and is important for those engaged in outreach and enrollment
efforts, as well as the population of eligible American Indians, to understand.

Real Life Benefits of Having Medicaid
Not only does Medicaid enable beneficiaries to access comprehensive health care, it also
provides them with an important financial safety net. Say, for example, that an uninsured tribal
member residing on-reservation sustains a severe but non-life-threatening injury. They check
into the nearest clinic for treatment. The patient is uninsured but is an IHS beneficiary, so the
clinic bills IHS. However, because the clinic does not have a contract to provide care on behalf of
IHS, IHS will not pay. The clinic then bills the patient. The patient is unable to pay so the clinic
sends the bill to a collection agency and is ultimately forced to write off the cost of providing the
service. The patient then has to deal with collections, potential wage garnishment, impacts to
their credit score, and the negative long-term ramifications that go along with having bad credit.
However, if the uninsured individual has qualified and enrolled in Medicaid, the story has an
entirely different outcome. The patient receives the necessary treatment. The clinic bills
Medicaid. Medicaid pays and the patient incurs zero cost.
Likewise, if an uninsured tribal member living off-reservation is injured and seeks treatment at
the nearest clinic, they will be liable for the cost of treatment unless several variables are in
place: the patient happens to reside within their reservation’s IHS contract health service
delivery area, and the IHS happens to have a contract with that particular provider, and the IHS
is willing to approve the “referral” post-service, and they happen to have available funding to
cover the cost. If any one of the variables is not present, the patient will be liable for the bill. But,
if the patient has Medicaid coverage, the provider bills Medicaid, Medicaid pays, end of story.
In perhaps one of the most poignant demonstrations of the benefits of having Medicaid coverage,
a women’s health doctor specializing in gynecological surgery in Kalispell, who spoke to the
author, saw an influx of newly eligible American Indian women, many of whom had been dealing
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for decades with simple-to-correct issues that had not only impacted their quality of life but also
impaired their ability to work, recreate, and exercise. The necessary services were not available
at their IHS, nor were their medical issues considered “life or limb” illnesses and as a result did
not meet IHS’s general PRC criteria for a referral for surgery. Several of these women had
recently enrolled in Medicaid with the assistance of their local IHS benefits coordinator, who had
been compiling a list of eligible individuals since she first heard about the possibility of Medicaid
expansion in 2013.

Lessons Learned: Communication
What to Communicate
•
•

•
•
•
•

•

Medicaid is a critical resource for eligible American Indians who either have no insurance
or who are dealing with inadequate care through IHS’s rationed system.
Eligible individuals can access comprehensive health care services at any provider
participating in the state’s Medicaid program. See Chart 1 in Attachment A for the specific
services covered by Medicaid.
Medicaid provides American Indian beneficiaries with an important financial safety net.
American Indians are exempt from any form of cost sharing including paying premiums,
co-pays, and deductibles.
Access to medically necessary and preventative services is guaranteed and cannot be
denied due to a lack of available program funds.
American Indians living off-reservation and outside their IHS’s contract health service
delivery area can access important health care services without having to travel to the
nearest reservation-based IHS facility. Instead, they can access care through any provider
participating in the state’s Medicaid program.
American Indians living in urban areas can access health care outside of the urban health
facilities through any provider participating in the state’s Medicaid program.

How to Communicate
•

•

•
•

Eliminate confusion by excluding information about ACA and the health insurance
Marketplace on Medicaid-specific outreach print materials. For example, people will be
more likely to look into their eligibility and enroll for Medicaid if it is clear that they will
not be subject to cost-sharing of any kind (which is not the case with other forms of
insurance for American Indians).
Invest in the capacity of local IHS benefits coordinators, urban Indian community health
coordinators, and others similarly employed to do outreach and registration. These
individuals have a direct window into the needs of people in their communities.
Use local success stories to normalize Medicaid registration (i.e., help alleviate the stigma
of utilizing Medicaid coverage by showing the value of having coverage).
Be mindful of the fact that English may not be the first or only language of the targeted
audience and that outreach and enrollment materials will be most affective if delivered in
the primary language(s) spoken by a particular demographic.
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•

•

•

Remember that online enrollment may not be an option for people living in many rural
places in the state.37 Additionally, many American Indians may not have access to a
telephone or vehicle to help facilitate their enrollment.38
Maximize the impact of print materials by designing them to perform a function in
addition to providing information. (Example: mailers could contain a tear-away, preaddressed, stamped postcard that asks people for the best time and phone number to
reach them. These postcards could be completed and returned if an individual met the
eligibility criteria and wanted one of the many enrollment assisters to call them to enroll
over the phone.)
Consider creating larger (poster-size) informative print materials that contain minimal
content, just essential information about Medicaid, and post them at places the target
population frequents—tribal and public social services, grocery stores, post offices, and
other locations people tend to visit and/or wait in line.

How the state can help
•
•
•

Encourage DPHHS to find ways to provide more training, technical assistance, and
support of outreach and enrollment activities in Indian Country.
Find ways to support the collaborative efforts of non-state partners doing outreach and
enrollment in Indian Country.
Continue to legislatively support the goal of Medicaid expansion by maintaining the
current eligibility criteria and working to ensure that the rest of the eligible American
Indian population can access the critical health care they need.
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Attachment A: Depiction of Services Provided Through Medicaid, Blackfeet IHS, and
the Urban Indian Health Board of Billings
Chart 1: Services provided through Medicaid
Alcohol and Other Drug
Treatment (nonhospital)
Alcohol and Other Drug
Treatment (hospital
in/outpatient services)
Ambulance

Emergency Room
Services

Medical Supplies and
Equipment (DME)

Speech Therapy

EPSDT

Mental Health Services for
Adults

Eye Exams

Mental Health Services for
Children

Audiology Services

Eyeglasses

Nurse First Services

Autism Services
Birth Center Services

Family Planning Services
Foot Care (podiatry)

Nursing Homes
Nutrition Counseling

Birth Control
Blood Lead testing
Case Management
(Targeted)
Children’s Health Care
(EPSDT)
Chiropractic

Group Home Care
Group Medical Visits
Hearing Aids

OB (obstetric) Services
Occupational Therapy
Orthodontia (dental
braces)
Personal Assistant
Services
Pharmacy

Substance Dependency
Services (alcohol,
drug): day treatment
Substance Dependency
(alcohol, drug): nonhospital inpatient
Substance Dependency
(alcohol, drug): nonhospital outpatient
Surgery
Tobacco Cessation
Drugs and Counseling
Transplants
Transportation
Urgent Care

Clinic Services

Hearing Exams
HCBS (Home and
Community Based
Services)
Home Health Services

Physical Therapy

Community Health
Center Services
Dental

Home Infusion Therapy

Pregnancy and Childbirth

Hospice

Private Nursing Services

Denturist

Hospital: inpatient

Developmental
Disability Services
Dialysis

Hospital: outpatient

Professional Counselor
Services
Psychologist Services

Doctor Visits
Drugs: Prescription

Indian Health Services
Interpreter Services

Hospital: transitional

Public Health Clinic
Services
Respiratory Therapy
School-Based Services
(broad range of services)
Shots (immunizations)

Vitamins (for some
conditions)
Weight Scales

Well Child Checkup
(EPSDT)
X-Rays
PROVISIONALLY
covered:
Abortion
Circumcision
Cosmetic Surgery
Out-of-State Services

Drugs: Over-theLab (laboratory services)
counter
DME (durable medical
Lead Screening
Social Work Services
equipment)
Source: Montana Medicaid and Healthy Montana Kids Plus member guide, Section 4, “Services Covered”
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Chart 2. Services provided through the Blackfeet Service Unit
Behavior Health and Social
Services
Community Health Nursing
Contract Health Services

Diabetes Program

Medical Records

ENT Clinic
Emergency Care

Nursing Department
Office of Environmental
Health
Source: IHS website, “IHS Blackfeet Service Unit Services Covered”38

Physical Therapy
Risk Management
Utilization Review
and Compliance

Chart 3. Services provided through the Indian Health Board of Billings
Diabetic Clinic*

HIV Testing

Walk-in Clinic*

Dental Clinic*

Pregnant & Parenting
Teens
Medicine Wheel Television
Program
Outpatient Treatment

After Care
Anger Management

Women’s Health and
CHIPRA
Wellness
(*The medical walk-in clinic is open two days per week and the behavioral clinic is open five days per week.
Diabetic clinic and dental services are offered one time per week.) Source: IHBB website38
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