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The U.S. Department of Health and Human Services (HHS) is the U.S. government’s principal agency for protecting the health of all Americans and providing essential human services through its administration of more than 100 programs serving children, families, and communities.  The Department’s programs protect the health and well-being of children, families, and communities through effective health and social services.  These services include mental and behavioral health services and supports, early childhood education and care, emergency response and preparedness, educational and training opportunities, and sustained advances in the sciences underlying medicine, public health, and research.  HHS accomplishes its mission through its operating and staff divisions and their components, including the Administration for Native Americans (ANA), which provide leadership, direction, and policy guidance.
HHS works closely with state, local, and U.S. territorial governments.  In addition, pursuant to the federal government’s government-to-government relationship with tribal governments, HHS works with tribal governments, urban Indian organizations, and other tribal organizations to facilitate greater consultation, consistent with the Department’s Tribal Consultation Policy,[footnoteRef:2] as well as coordination among tribes, states, and the Department on health and human services issues. [2:  See https://www.hhs.gov/sites/default/files/iea/tribal/tribalconsultation/hhs-consultation-policy.pdf
] 

The Native American Programs Act of 1974 (NAPA) created ANA for the purpose of promoting the economic and social self-sufficiency of all Native Americans, including federally recognized tribes, Alaska Natives, Native American organizations, Native Hawaiian organizations, and native populations throughout the Pacific Basin (including American Samoa, Guam, and the Commonwealth of the Northern Mariana Islands). Section 803B(c) (4) of NAPA (42 U.S.C. 2991b-2) requires ANA to:
…collect and disseminate information related to the social and economic conditions of Native Americans, and assist the Secretary in preparing an annual report to the Congress about such conditions 
Section 811A of NAPA (42 U.S.C. 2992-1) requires the Secretary to submit:
… an annual report on the social and economic conditions of American Indians, Native Hawaiians, other Native American Pacific Islanders (including American Samoan Natives), and Alaska Natives, together with such recommendations to Congress as the Secretary considers to be appropriate. 
This Report to Congress on the Social and Economic Conditions of Native Americans (Report) fulfills this statutory requirement.  The Report addresses select indicators of social and economic conditions of Native Americans relevant to the HHS mission, and HHS related activities in fiscal year (FY) 2015.  In addition, the Report reflects a topical focus on Native American health and wellness across the lifespan, highlighting the role of Native American cultural wisdom and traditional practices to support health and healing, and to improve the wellness of Native American children, youth, families, and communities. 
Part I of this Report provides a review of relevant literature, federal government data sources, and data from national and regional Native American organizations.  The literature reviewed is identified in the list of references at the end of the Report, and included such sources as:
Federal agencies with publicly available data sets
Native American research and data sets
Data from national or regional Native American organizations 
Publicly available data originating from studies of Native American communities
Department Tribal Consultation Reports
Quarterly Reports to the Secretary from the Interdepartmental Council on Native American Affairs and Summaries of the Department’s Secretary’s Tribal Advisory Committee
This part of the Report also presents evidence and indicators of Native American social and economic well-being, as specified in Section 811A of NAPA.
Part II of the Report reflects data received from the Department in response to ANA’s annual data call, publicly available funding data addressing the social and economic conditions of Native Americans, and administrative data related to Native American programming supported by the Department. 
Part III presents the conclusion.  The information presented in the Report is intended to be responsive to the NAPA requirements.    
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Part I of this Report contains synopses of well-being indicators that describe the social and economic conditions of Native Americans, which include the following highlights:
· Alaska Native children represent 17.7 percent of the child population in Alaska, but 51 percent of the foster care population.[footnoteRef:3] [3:  A. Summers. Disproportionality Rates for Children of Color in Foster Care; S. Wells. Disproportionality and Disparity in Child Welfare: An Overview of Definitions and Measurement in D. Green, K. Belanger, R. McRoy, L. Bullard (eds.), Challenging Racial Disproportionality in Child Welfare: Children and Youth Services Review  Volume 37, February 2014, Pages 15-27] 

· Tribal governments receive approximately 1 percent of the almost $13.5 billion in federal child welfare funding distributed to states, territories, and tribes each year. 
The school dropout rate for Native Americans is twice the national average.[footnoteRef:4] [4:  U.S. Department of Education. National Center for Educational Statistics, C. Chapman, J. Laird, A. KewalRamani. Trends in High School Dropout and Completion Rates in the United States. Updated - May 2015 ] 

There is a difference of $7,554 in the median family income between Native Hawaiian family income and the higher median family incomes of other families in Hawaii.[footnoteRef:5] [5:  U.S. Census Bureau, American Community Survey 1-year Estimates:  Selected Population Profile in the United States. September 15, 2016.] 

In 2014, the median life expectancy in South Dakota for white residents was 81 years, while Native Americans was 58 years.[footnoteRef:6] [6:  “2014 South Dakota Vital Statistics Report:  A State and County Comparison of Leading Health Indicators.”  p. 62  South Dakota Department of Health (2014).] 

Suicide rates are nearly 50 percent higher for Native Americans, than non-Hispanic whites.  And, Native youth are 2.5 times more likely to die from suicide than other American youths.[footnoteRef:7] [7:  “Trends in Indian Health 2014 Edition”  p. 63 U.S. Department of Health and Human Services, Indian Health Service, Office of Public Health Support, Division of Program Statistics (2014).] 

Over 90,000 American Indian families are homeless or under-housed.[footnoteRef:8]   [8:  Senate Committee on Indian Affairs Approves Reauthorization of Key Tribal Housing Bill, U.S. Senate Committee on Indian Affairs, (December 2013),  https://www.indian.senate.gov/news/press-release/senate-committee-indian-affairs-approves-reauthorization-key-tribal-housing-bill   ] 

Over 14 percent of homes on Indian reservations lack electricity, whereas the national average is 1 percent.[footnoteRef:9] [9:  Ibid.] 

Sixty-three percent of tribal lands and 68 percent of rural tribal lands do not have access to broadband access compared with the national average of 10 percent.[footnoteRef:10] [10:  Ibid.
] 
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[bookmark: _Toc491700482][bookmark: _Toc526501260]Part I.  Social and Economic Conditions Data
[bookmark: _Toc491686095][bookmark: _Toc491695580][bookmark: _Toc491700483][bookmark: _Toc526501261]Who are Native Americans?
For purposes of this Report, “Native American” refers to American Indians, Alaska Natives, Native Hawaiians, and other Native Pacific Islanders, as defined by the Native American Programs Act (NAPA) (42 U.S.C. 2992c).  
The term “other Pacific Islanders” includes indigenous Chamorro, Guamanian, and Samoan peoples living in the United States territories of American Samoa, Guam, and the Commonwealth of the Northern Mariana Islands.  
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There are 566  federally recognized sovereign tribal nations (227 in Alaska) referred to variously as tribes, bands, pueblos, nations, and native villages.  These nations are located across 35 states and share formal, legal government-to-government relationships with the United States.  In addition, there are 334 Indian tribes in the United States, recognized as Indian tribes by the states with which they share borders.
The Native American population is not evenly spread across the United States.  The majority of Native American peoples (43 percent) live in the Western regions of the United States, including Alaska (19.5 percent of the 43 percent).  The remainder live in the South (31 percent); the Midwest (17 percent); and the Northeast (9 percent).[footnoteRef:11]  In 2010, the ten states with the largest Native American populations were California, Oklahoma, Arizona, Texas, New York, New Mexico, Washington, North Carolina, Florida, and Michigan.   [11:  "The American Indian and Alaska Native Population: 2000 (2002): 4-12. The American Indian and Alaska Native Population 2000 US Census Bureau Web 15 Oct 2009" Retrieved 2013-02-17.] 

According to the 2010 Census, 25 percent of Native American people lived on reservations or other U.S. Census-defined tribal areas.[footnoteRef:12]  However, while Native American people represent the United States’ most rural population, a large and growing proportion of Native American people live and/or work in metropolitan areas.  This has implications for the provision of federally supported services, such as health care services, where funding to tribes or tribal organizations is allocated solely on Indian populations living on or near reservation land.   [12:  Ibid. ] 

[bookmark: _Toc488920561]According to the 2010 Census, 1.2 million people in the United States identified as Native Hawaiian or Pacific Islander, either alone or in combination with one or more other groups.[footnoteRef:13]  Over half (52 percent) lived in just two states:  Hawaii (356,000) and California (286,000).  In addition to Hawaii and California, the states with the next largest Native Hawaiian or Pacific Islander populations in 2010 were Washington (70,000), Texas (48,000), Florida (40,000), Utah (37,000), New York (36,000), Nevada (33,000), Oregon (26,000), and Arizona (25,000).[footnoteRef:14]
 [13:  According to OMB, the ‘Native Hawaiian or Other Pacific Islander’ population refers to a person having origins in any of the original peoples of Hawaii, Guam, Samoa; Polynesian populations such as Tahitian, Tongan, Tokelauan; Micronesian populations such as Palauan, Chuukese, and Marshallese; and Melanesian populations such as Fijian, Guinean, and Solomon Islander.  See http://www.census.gov/prod/cen2010/briefs/c2010br-12.pdf  at page 2.  However, the Native American Programs Act (NAPA) defines ‘Native American Pacific Islander’ as an individual who is indigenous to a United States territory or possession located in the Pacific Ocean, and includes such individual while residing in the United States.  See 42 USC 2992c (7).]  [14:  The Native Hawaiian and Other Pacific Islander Population: 2010, p.7. (May 2012) Retrieved from http://www.census.gov/prod/cen2010/briefs/c2010br-12.pdf] 
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There is no single source of definitive data on Native American populations within the United States and it is important to note some of the gaps and other issues presented in the available data regarding this population.  Among the federal sources of Native American data are:  the Indian Health Service (IHS),[footnoteRef:15] the Centers for Disease Control and Prevention (CDC),[footnoteRef:16] the Bureau of Indian Affairs (BIA) in the Department of the Interior (DOI),[footnoteRef:17] the United States Census Bureau in the Department of Commerce,[footnoteRef:18] the Department of Labor,[footnoteRef:19] and the Department of Housing and Urban Development (HUD).[footnoteRef:20]  Each of these different sources collect data for different purposes and use somewhat different processes for collecting information.   [15:  The IHS collects data through official records (births, deaths) and through health records.  Data is collected by tribe and by region.]  [16:  The CDC collects data for its annual Health Disparities and Inequalities Report providing analyses and reporting of recent trends and ongoing variations in health disparities and inequalities in selected social and health indicators.]  [17:  The BIA maintains the official list of federally recognized Indian tribes and official lists of enrolled members of tribes.  Each tribe establishes its own enrollment requirements for tribal membership.  The BIA produces population numbers that include enrolled tribal members living on a specific Indian reservation and general characteristics (age, date of birth, enrollment status).  The Indian Employment, Training, and Related Services Demonstration Act of 1992 (Pub. L. 102-477), mandates the BIA to publish, not less than biennially, a report on the Native Americans eligible for services.]  [18:  The U.S. Census Bureau provides a wide array of census reports and data, including data on American Indian/Alaskan Native populations and on American Indian reservations and trust lands. American Indian/Alaskan Native populations are typically undercounted on reservations and in rural and urban areas. To address this, the Census Bureau has established special programs and initiatives to work with tribal governments individually and regionally to develop methods to collect the most accurate data possible.]  [19:  The Bureau of Labor Statistics in the Department of Labor is the principal fact-finding agency for the federal government in the broad field of labor and employment statistics.  The Bureau relies on two main data sources, the BIA and Tribal Employment Rights Offices (TERO).]  [20:  HUD is responsible, under the Native American Housing Assistance and Self-Determination Act (NAHASDA), for assessing housing needs and conditions. Collecting data from multiple agencies on and near reservations, NAHASDA produces regularly updated population and related statistics.] 

Statisticians, researchers, and policy makers have long struggled to obtain complete and accurate data on Native American populations.[footnoteRef:21]  However, emerging developments in data collection activities may begin to provide better national and local data.  At the national level, the U.S. Census Bureau has implemented new practices to improve the accuracy of counts provided through the ongoing annual American Community Survey (ACS), which collects and reports on data every year.   [21:  See e.g., “More Than a Million New American Indians in 2000: Who Are They?” Carolyn A. Lieber and Timothy Ortyl. 2013. U.S. Census Bureau.] 

The ACS supplements the long-standing decennial census, surveys a sample of Americans to provide estimates every year, and captures a much broader range of data.  In comparison, the decennial Census attempts to survey the entire population every 10 years and asks just a few questions: name, sex, age, date of birth, race, ethnicity, relationship, and housing tenure.[footnoteRef:22] [22:  U.S. Census Bureau. “American Community Survey” (www.census.gov/history/www/programs/demographic/american_community_survey.html). ] 

Although the U.S. Census Bureau now collects information every year through the ACS, the ACS collects information from Native American communities over three years because the sample size estimates of small communities are too small to provide accurate estimates with data from a single year.     
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The following reflects synopses of Native American well-being indicators that describe the health and well-being, or social conditions of Native Americans.  The data in this subsection describe the social dimension of Native American health and well-being.  Such data is intended not only to reflect data about Native Americans but from Native American research, researchers, and community practices, which can serve as an empirical source for actionable policy analyses and service improvements.  
[bookmark: _Toc526501265]Poverty and Socio-Economic Challenges
Persistent poverty continues to be a substantial burden for many Native American communities.  As of the most current U.S. Census data approximately one in four Native Americans were living in poverty.[footnoteRef:23]  Western South Dakota is home to the three counties with the nation’s highest poverty rate, and four of the top ten—all of which encompass majority Native American populations.[footnoteRef:24]  Compared to other racial and ethnic groups, Native American communities both on and off of reservations face critically high-poverty rates.  Native American children were 30 percent more likely to live in high-poverty areas compared with the overall population.[footnoteRef:25] [23:  U.S. Census Bureau, 2015 American Community Survey at: https://www.census.gov/newsroom/facts-for-features/2015/cb15-ff22.html]  [24:  South Dakota Vital Statistics Report: A State and County Comparison of Leading Health Indicators. South Dakota Department of Health, 2014]  [25:  High poverty areas are defined by the U.S. Census as census tracts where the poverty rates of the total population are 30 percent or more. Poverty Areas: Statistical Brief, US Census Bureau, June 1995. https://www.census.gov/prod/1/statbrief/sb95_13.pdf ] 

In Hawaii, there was a difference of $7,554 in the 2015 median family income of Native Hawaiian families versus the median for other families in Hawaii.[footnoteRef:26]  When calculated on a per capita[footnoteRef:27] basis, the income disparity between Native Hawaiian communities and Hawaii as a whole becomes greater, indicating that substantially less income is supporting Native Hawaiian people.[footnoteRef:28] [26:  U.S. Census Bureau, American Community Survey 1-year Estimates (2005-2016):  Office of Hawaiian Affairs, Data book, Selected Population Profile for Native Hawaiians in the United States. http://www.ohadatabook.com/ACS.html.]  [27:  Per capita income is the mean income computed for every man, woman, and child in a particular group and is calculated by dividing the total income of the group by the total population of the group.  ]  [28:  Office of Hawaiian Affairs, Research Division, Income Inequality and Native Hawaiian Communities in the Wake of the Great Recession: 2005 to 2013.] 

While the average overall life expectancy is significantly less for all Native Americans than it is for other Americans, the disparity is much greater in certain tribal communities.[footnoteRef:29]  In Montana for example, the life expectancy of Native Americans is 20 years less than the general state population.[footnoteRef:30]  In South Dakota, as of 2014, the median age for the general population is 81 years compared with 58 for Native Americans.[footnoteRef:31] [29:  Trends in Indian Health 2014 Edition, U.S. Department of Health and Human Services
Indian Health Service, Office of Public Health Support, Division of Program Statistics.
https://www.ihs.gov/dps/includes/themes/responsive2017/display_objects/documents/trends2014book508.pdf]  [30:  The State of the State’s Health: A Report on the Health of Montanans. Montana Department of Public Health and Human Services. 2013. Page 11.]  [31:  South Dakota Vital Statistics Report: A State and County Comparison of Leading Health Indicators. South Dakota Department of Health. 2014, page 42.] 

Trauma 
Exposure to traumatic events such as recurring violence or threats of neighborhood violence can cause significant problems with health and development known as a toxic stress response. If trauma is left unaddressed, the risk of mental and behavioral health disorders and physical disease increase significantly.[footnoteRef:32]  Native children experience posttraumatic stress disorder at the same rate as veterans returning from Iraq and Afghanistan and triple the rate of the general population.[footnoteRef:33] [32:  Department of Health and Human Services, SAMHSA, SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach. HHS publication No (SMA) 14-4884.]  [33:  Holder, Eric. Jr., etal.  Attorney General’s Advisory Committee on American Indian/Alaska Native Children Exposed to Violence: Ending Violence so Children Can Thrive, U.S. Department of Justice (November 2014).  https://www.justice.gov/sites/default/files/defendingchildhood/pages/attachments/2014/11/18/finalaianreport.pdf] 

The intergenerational effects and impacts of historical trauma on long-term health and well-being are increasingly documented among Native American populations through adverse childhood experience (ACE) studies.[footnoteRef:34]  ACEs are stressful or traumatic events.  They include household dysfunction, such as witnessing domestic violence or growing up with family members who are incarcerated or have substance use disorders.  ACEs are strongly related to the development and prevalence of a wide range of health problems throughout a person’s lifespan, including those associated with substance misuse and other addictions.[footnoteRef:35]  ACEs include: [34:  Bullock, Ann, The Effects of Stress and Trauma on Mind, Body…and Health Care. Slides 3 & 7 (Indian Health Service, 2014.)]  [35:  See U.S. Department of Health and Human Services, SAMHSA: https://www.samhsa.gov/capt/practicing-effective-prevention/prevention-behavioral-health/adverse-childhood-experiences ] 

Household mental illness
Parental separation or divorce
Incarcerated household member
Mother treated violently
Physical neglect
Emotional neglect
Physical abuse
Sexual abuse
Emotional abuse
Substance misuse within household
A higher ACE “score” correlates with poorer long-term outcomes.  “Native Americans disproportionately experience ACEs and health disparities, significantly impacting long-term physical and psychological health.”[footnoteRef:36] [36:  T. Brockie, M. Heinzelmann, J. Gill, A Framework to Examine the Role of Epigenetics in Health Disparities among Native Americans, Nursing Research and Practice (2013)] 

Trauma takes many forms, including interpersonal violence.  Current rates of violent victimization for both Native American males and females in every age group are higher than for all other races.[footnoteRef:37]  Native Americans are victimized by violent crime at more than double the rate of all other U.S. citizens and at least 70 percent of violent victimization experienced is committed by non-Natives.  Nearly one-third of all Native Americans are victims of violence between the ages of 18 and 24 years, and about one violent crime occurs in every four persons of this age group.[footnoteRef:38]  The combination of interpersonal violence layered over historical trauma can compound the negative health effects for Native Americans.  [37:  K. Hess, M. Javanbakht, J. Brown, R.Weis, P. Hsu, P. Gorback, Intimate Partner Violence and Sexually Trans-
mitted Infections Among Young Adult Women, Sexually Transmitted Diseases 39 (5), 366-371, M. Laudenslager, C. Noonan, C. Jacobsen, J. Goldberg, D. Buchwald, J. Bremner, S. Manson, Salivary Cortisol Among  American Indians with and without posttraumatic stress disorder (PTSD): Gender and alcohol influences. Brain, Behavior, and Immunity 23 (5), 658-662. ]  [38:  L. Greenfield, S. Smith, American Indians and crime. Washington, DC: U.S. Department of Justice, February 1999. Retrieved from http://www.bjs.gov/content/pub/pdf/aic.pdf.] 

Higher morbidity and mortality rates, lower life expectancy, and higher rates of suicide and accidental death among Native Americans often result in the loss of one or more family members annually.[footnoteRef:39]  These deaths can have a severe impact on the health of family kinship members due to the quality and intensity of interpersonal attachments and connections within many Native American communities from extensive, complex, and close-linked clan networks.  The resulting grief may lead to depression or post-traumatic stress disorder (PTSD) and researchers have found that individuals who are grieving are also at increased risk of death due to accidents, violence, alcohol-related causes, and suicide (fatal and nonfatal).[footnoteRef:40]  [39:  S, Kunitz, Changing Patterns of Mortality Among American Indians, American Journal of Public Health 98 (3): 404-411.]  [40:  K. Hall, How Grief Affects the Body, The Atlantic, September 11, 2014. https://www.theatlantic.com/health/archive/2014/09/understanding-how-grief-weakens-the-body/380006/.   ] 

[bookmark: _Toc526501266]Hunger and Nutrition
Food insecurity is defined as uncertain or limited access to enough food for an active, healthy life because of a lack of money or resources.[footnoteRef:41]  Native American households are more likely than other households to be food insecure—the most recent available data showed 23 percent of Native American households were food insecure versus 15 percent of all U.S. households.[footnoteRef:42] [41:  A. Coleman-Jensen, M. Nord, M. Andrews, S. Carlson. Household Food Security in the United States. U.S. Department of Agriculture Economic Research Services, Economic Research Report No. ERR-125.]  [42:  A. Gordon, V. Oddo. Addressing Child Hunger and Obesity in Indian Country: Report to Congress. U.S. Department of Agriculture, Food and Nutrition Service, Office of Research and Evaluation, p. 5 (2012)] 

Food insecurity and the lack of regular access to healthy and affordable food are consistently associated with obesity, diabetes, and other chronic diseases.[footnoteRef:43]  In Native American communities, maintaining regular access to nutritious food can be very difficult.  Many such communities have significant food deserts, which are defined as low-income communities without ready access to healthy and affordable food.[footnoteRef:44]  Isolated communities create logistical and cost challenges that limit Native Americans’ ability to access affordable nutritious food because they live far from a large grocery store and do not have easy access to transportation.   [43:  E. Adams, L. Grummer-Strawn, G. Chavez. Food Insecurity is Associated with Increased Risk of Obesity in California Women. Journal of Nutrition: 133 (4): 1070-1074.]  [44:  M. Ver Ploeg, V. Breneman, T. Farrigan, K. Hamrick, D. Hopkins, P. Kaufman, B. Lin, M. Nord, T. Smith, R. Williams, K. Kinnison, C. Olander, A. Singh, E. Tuckermanty. Access to Affordable and Nutritious Food: Measuring and Understanding Food Deserts and Their Consequences. U.S. Department of Agriculture Economic Research Services, Economic Research Report No. AP-036.] 

A 2012 study found 40 percent of families living on the Pine Ridge Reservation were food insecure.[footnoteRef:45]  In the same study, parents reported experiencing multiple barriers to accessing healthful food.  Much of the food available in the home was purchased at convenience stores on or near the reservation.   [45:  K. Bauer, R. Widome, J. Himes, M. Smyth, B. Rock, P. Hannan, M. Story. High food insecurity and its correlates among families living on a rural American Indian Reservation. American Journal of Public Health 102(7), 1246-52.	] 

Food insecurity appears to be further compounded by poverty.  In 2015, 26.6 percent of Native American-alone[footnoteRef:46] households were estimated to live below the federal poverty line in comparison to 15.5 percent of all U.S. households.[footnoteRef:47]  While food insecurity is associated with diabetes and poverty,[footnoteRef:48] it is also associated with a food environment that promotes obesity in households with children.[footnoteRef:49]  Research suggests changing the food environment alone is insufficient to change healthful food intake among lower income families.[footnoteRef:50]  “Food environment” in this research was the density of healthful and unhealthful food suppliers in a specific area.  [46:  Native America-Alone households refer to households who classify themselves only as AI/AN and not to those who classify themselves as both AI/AN and of another racial/ethnic background.]  [47:  See https://www.census.gov/newsroom/facts-for-features/2015/cb15-ff22.html ]  [48:  H. Seligman, A. Bindman, E. Vittinghoff, A. Kanaya, M. Kushel, Food insecurity is Associated with Diabetes Mellitus: Results from the National Health Examination and Nutrition Examination Survey (NHANES), Journal of Internal Medicine 22:1018–1023. ]  [49:  L. Nackers, B. Appelhans, Food insecurity is Linked to a Food Environment Promoting Obesity in 
Households with Children, Journal of Nutritional Education Behavior 45(6), 780-784. ]  [50:  Ibid.] 

While unhealthful food environments in this study were associated with a higher prevalence of obesity, lower income participants living in healthful food environments were also more at risk for obesity.  Researchers suggest this inverse relationship might be explained by purchasing power.  In other words, families with limited income tend to purchase more processed and unhealthful foods from available suppliers because they are often more affordable per calorie than fresh, whole foods.[footnoteRef:51]   [51:  Ibid.] 

[bookmark: _Toc526501267]Sex Trafficking and Exploitation
Sexual exploitation and trafficking is not new to Native American communities.[footnoteRef:52]  In 2011, the Senate Committee on Indian Affairs reported that “non-Indian perpetrators are well aware of the lack of Tribal jurisdiction over them, the vulnerability of Indian women, and the unlikelihood of being prosecuted by the Federal Government for their actions.”[footnoteRef:53]  At the same time the clandestine nature of trafficking makes current and accurate data collection particularly challenging.  [52:  A. Pierce, S. Suzanne Koepplinger, New Language, Old Problem: Sex Trafficking on American Indian Women and Children, VAWNET.ORG 1 (Oct. 2011). http://www.vawnet.org/Assoc_Files_VAWnet/AR_NativeSexTrafficking.pdf.]  [53:  Tribal Law and Order Act One Year Later: Have We Improved Public Safety and Justice throughout Indian Country? Hearing Before the Senate Committee on Indian Affairs, 112th Congress 64 (2011) B. Greer, Hiding Behind Tribal Sovereignty: Rooting Out Human Trafficking in Indian Country, 16 J. GENDER RACE &JUST. 453, 468 (2013)] 

Data collection and research on trafficking is difficult due to a number of factors, including the invisibility of its victims.[footnoteRef:54] The limited Native American-specific research that has been done, combined with anecdotal local evidence, suggests that Native women and girls are over-represented in the sex industry and that sex trafficking disproportionately impacts Native women and girls.[footnoteRef:55]  Many crimes, including human trafficking, committed on tribal lands are not reported to federal or state law enforcement for several reasons including the belief that reports will not result in a beneficial outcome, law enforcement’s lack of cultural sensitivity, and complex criminal jurisdictional issues.[footnoteRef:56]   [54:  D. Hodge, Sex Trafficking in the United States: A Domestic Problem with Transnational Dimensions, 53 Social Work 143, 148. (“Traffickers deliberately seek out obscure venues to avoid detection. Victims often remain in the shadows because of the fear of arrest, reprisals from traffickers”)]  [55:  See S. Deer, Relocation Revisited: Sex Trafficking of Native Women in the United States, Faculty Scholarship Paper 157: 622-683.]  [56:  See generally Office of Native American Affairs and California Attorney General’s Office, American Indian Planning Grant Final Report 1 (2006)] 

As noted above, research is emerging.  Such research, so far, has been limited to specific regions such as Minneapolis, Minnesota and Austin, Texas.[footnoteRef:57]  Based on the Minneapolis study, there are findings that Native American women are significantly overrepresented in commercial sex and trafficking due to several factors.  First, Native women and girls suffer disproportionately from risk factors correlated with prostitution such as substance abuse.[footnoteRef:58]  Second, many tribal communities are targeted by criminal enterprises due to a variety of jurisdictional limitations and shortages of resources across Indian country.[footnoteRef:59]  These are the societal factors, but there are also individual factors.   [57:  Supra note 147. ]  [58:  S. Koepplinger, Sex Trafficking of American Indian Women and Girls in Minnesota, U. St. Thomas L.J. 129, 130. ]  [59:  C. Chaney, Overcoming Legal Hurdles in the War Against Meth in Indian Country, 82 N.D. Law Review, 1151, 1155 (noting that drug dealers are targeting Indian country jurisdictions for drug trafficking)] 

There are certain characteristics that most domestic trafficking victims share, but in combination can form a perfect storm that unequally affects Native American communities; making Native women and girls especially susceptible to sex trafficking.  The common characteristics shared among Native women who are involved in sex trafficking are that they were victims of sexual abuse as children, they have a history of family substance abuse, they are or were homeless, and/or they suffer from generational trauma.[footnoteRef:60]   [60:  A. Johnson, Note, A Perfect Storm: The U.S. Anti-Trafficking Regime’s Failure to Stop the Sex Trafficking of American Indian Women and Girls, 43 Columbia Human Rights Law Review, 617, 640-41.] 

According to a study conducted by the Minnesota Indian Women’s Resource Center, on average, prostituted Native American women are minors when first engaged in commercial sex (legally a severe form of sex trafficking); many as young as 12 or 13.[footnoteRef:61]  The study also found that for 63 percent of Native women first exposure to prostitution or pornography was before turning 18.[footnoteRef:62]  These experiences are present in many tribal communities where some of the highest crime rates in the nation are experienced[footnoteRef:63] against a backdrop where traffickers intentionally exploit social vulnerabilities.[footnoteRef:64]  For instance, there are high rates of sexual abuse and rape committed against Native American women and girls.[footnoteRef:65]  Prostitution is also strongly correlated with drug and alcohol abuse.  In one study, it was determined that 85 percent of women arrested for prostitution in 24 cities tested positive for drugs.[footnoteRef:66]  Women and girls who are addicted to an illegal drug may be coerced to engage in prostitution (sometimes called “survival sex”) both on and off the reservation in order to pay for their addiction.[footnoteRef:67]  Illegal drug dealers, for example, may put pressure on their customers to pay off debt through prostitution.  “Survival sex” is therefore commercial sex due to poverty, intimidation, and fear.  [61:  See A. Pierce supra note 135. ]  [62:  Ibid. ]  [63:  S. Perry, U.S. Department of Justice, American Indians and Crime, (“American Indians experience a per capita rate of violence twice that of the U.S. resident population.”)]  [64:  Supra note 147]  [65:  R. Bachman, Violence Against American Indian and Alaska Native Women and the Criminal Justice Response: What is Known. ]  [66:  U.S. Department of Justice, Fact Sheet: Drug-Related Crime 2.]  [67:  M. Baran, Trafficking of Native Women is Widespread, The Circle: Native American News and Arts.] 

Native American children are exceptionally vulnerable and “have been historically targeted and seasoned for prostitution and sex trafficking in the United States.”[footnoteRef:68]  Generational trauma exacerbates Native American women’s vulnerability to traffickers because “traffickers portray the sex trade as a quick path to empowerment and financial independence.”[footnoteRef:69] [68:  Ibid.]  [69:  Ibid.] 

Generational trauma may also account for the fact that some Native Americans traffic their own friends and family.[footnoteRef:70]  Family members traffic younger generations into commercial sex as a means of survival —“a way to get basic needs such as food, clothing, or lodging when no other economic opportunities are available.”[footnoteRef:71]  In addition to generational trauma, living conditions and remote locations of many Native American tribes create optimal conditions for sex trafficking.  Sex trafficking “hubs” include cities located near Native American reservations and Alaskan Native communities.[footnoteRef:72] [70:  Ibid.]  [71:  Ibid.]  [72:  Ibid.] 

[bookmark: _Toc526501268]Native American Elders
Among the 5.2 million people who identify themselves as either part or solely American Indian or Alaska Native, about 450,000 are age 65 or older.  In total, based on the ACS, approximately one percent of the U.S. population age 65 and over is American Indian or Alaskan Native, of whom about half report their race as solely American Indian or Alaska Native.  Women comprise a little more than half, 56 percent, of the elderly Native American population—a rate that mirrors the overall U.S. population age 65 and over.[footnoteRef:73]  [73:  C. Boccuti, C. Swoope, S. Artiga. The Role of Medicare and the Indian Health Service for American Indians and Alaska Natives: Health, Access, and Coverage.] 

The proportion of elderly people among American Indians and Alaska Natives is smaller compared with the proportion in the overall U.S. population.  Specifically, nine percent of American Indians and Alaska Natives are age 65 and older, compared with 14 percent in the overall U.S. population.  This difference reflects a younger median age and shorter life expectancy among American Indians and Alaskan Natives, attributable in large part to health disparities described in this Report.[footnoteRef:74]   [74:  U.S. Census Bureau. J. Ortman, V. Velkoff, H. Hogan. An Aging Nation: The Older Population in the United States: Population Estimates and Projections.] 

Older American Indians and Alaska Natives live throughout the country, but are concentrated in several specific geographic areas.  States with the highest concentration of American Indians and Alaska Natives among their 65 and older population are Alaska, Montana, New Mexico, Oklahoma, and South Dakota.  While about 40 percent of American Indians and Alaska Natives live in rural areas, only 22 percent currently live on reservations or land trusts.[footnoteRef:75]  The remaining 38 percent of American Indians and Alaska Natives live in metropolitan or rural areas that are located outside of reservations or land trusts. [75:  Reservations are areas that have been set aside for tribes through treaties, statues, or executive order. Within these territories, tribes have primary governmental authority. Tribes also have primary authority over land trusts, land held in trust by the federal government for a tribe. Land trusts may exist within reservations or off-reservation. Statistical areas are used by the Census Bureau to present data on recognized tribes that do not have a reservation U.S. Census Bureau, American Indian and Alaska Native Areas, Chapter 5 in Geographic Areas Reference Manual.] 

Data specific to the percentage of elderly American Indians and Alaska Natives living on reservations are difficult to verify, but 23 percent of Medicare beneficiaries report IHS as a source of health care delivery, which may reflect their proximity to reservations and land trusts.[footnoteRef:76]  [76:  The Role of Medicare and the Indian Health Service for American Indians and Alaska Natives: Health, Access and Coverage, Kaiser Family Foundation, December 2014.  Available at: http://edwardfox.homestead.com/report-the-role-of-medicare-and-the-indian-health-service-for-american-indians-and-alaska-natives-health-access-and-coverage.pdf  ] 

American Indians and Alaska Natives age 65 and older have higher rates of poverty, report poorer health, and report problems accessing care more often compared with the overall U.S. population age 65 and older.  Five times as many elderly American Indians and Alaska Natives report that cost issues made them forego medical care, compared with the overall U.S. population age 65 and older.[footnoteRef:77]  More than 50 percent of Native American people aged 65 or older have a disability.[footnoteRef:78]  [77:  Kaiser Family Foundation.  Analysis of National Health Interview Survey, 2013 (NHIS) and Identifying Our Needs: A Survey of Elders, Cycle V.  ]  [78:  U.S. Census Bureau, “Age by Disability Status (American Indian and Alaska Native Alone,” 2013 American Community Survey.] 

Analysis of the ACS shows that, among people age 65 and over, 16 percent of American Indians and Alaska Natives report income below the federal poverty level, compared with 10 percent of the overall population.[footnoteRef:79]  With regard to educational attainment, 27 percent American Indians and Alaska Natives age 65 and older did not complete high school, compared with 19 percent in the overall U.S. population age 65 and older.[footnoteRef:80]   [79:  Income and Poverty in the United States: 2014 Issued September 2015.  The report estimates that 10 percent of the US population, people age 65+ were living below 100 percent of poverty in 2014.  The data in the report are from the 2015 Current Population Survey (CPS) Annual Social and Economic Supplement (ASEC). https://jamesclear.com/wp-content/uploads/2015/12/Income-and-Poverty-in-the-United-States-2014.pdf]  [80:  Ibid.] 

Elderly American Indians and Alaska Natives report more frequently that they suffered depression at some point in their lives, consistent with other research showing higher rates of mental illness among non-elderly American Indians and Alaska Natives.[footnoteRef:81]  Limitations in activities of daily living are also more common among elderly American Indians and Alaska Natives compared with the overall U.S. population ages 65 and older.  For example:  [81:  S. Artiga, R. Arguello, P. Duckett, Health Coverage and Care for American Indians and Alaska Natives, Kaiser Family Foundation, October 2013 and American Psychiatric Association Office of Minority and National Affairs at http://www.integration.samhsa.gov/workforce/mental_health_disparities_american_indian_and_alaskan_natives.pdf ] 

· 32 percent report trouble walking compared with 18 percent for the overall population in this age group; 
· 17 percent report trouble difficulties with bathing/showering compared with 5 percent overall; 
· 14 percent report difficulties getting out of bed compared with 4 percent overall; 
· 12 percent report difficulties getting dressed compared with 4 percent overall; 
· 10 percent report difficulties using the toilet compared with 3 percent overall; and 
· 6 percent report difficulties eating compared with 2 percent overall.[footnoteRef:82]  [82:  Ibid.] 

A higher share of elderly American Indians and Alaska Natives report problems accessing needed health care than the overall population age 65 and older.  Given the health needs of elderly American Indians and Alaska Natives, access to timely quality care is especially important for treatment of chronic conditions and other medical needs.  As with the whole U.S. population age 65 and older, Medicare plays a key role for elderly American Indians and Alaska Natives in gaining access to health services.  Nevertheless, elderly American Indians and Alaska Natives report barriers to care more frequently than the overall population age 65 and older, particularly due to long wait times, lack of transportation, and cost.  Other related access problems are harder to identify.
[bookmark: _Toc526501269]Native American Youth
Not only is the Native American population diverse, growing, and changing, but it is also relatively youthful when compared with the non–Native American population.  Approximately 42 percent of the Native American population is under 24 years old compared to 34 percent of the total population.[footnoteRef:83]   [83:  U.S. Census Bureau: 2011-2013 American Community Survey] 

Studies to determine prevalence rates for mental health issues among Native American youth have demonstrated considerable variation across communities.[footnoteRef:84]  However, it appears that Native American youth may experience similar or higher-on-average mental health issues when compared with their non–Native American peers.[footnoteRef:85]  Research reflects marked increases between early and middle adolescence in the rates of anxiety disorders, personality disorders, and drug and alcohol dependence.  Other mental health issues contained in the studies include disruptive behavior disorders (21.4 percent to 32.7 percent), and major depressive disorder (3.2 percent to 7.8 percent).  These mental health issues affect fully one fourth of the Native American youth studied.[footnoteRef:86]   [84:  .  For the purpose of this discussion, youth refers to adolescence between the ages of 15-24 years.]  [85:  J. Gone, J. Trimble, American Indian and Alaska Native Mental Health: Diverse Perspectives on Enduring Disparities, Annual Review of Clinical Psychology 8: 131-160.  ]  [86:  L. Whitbeck, M. Yu, K. Johnson, D. Hoyt, M. Walls, Diagnostic Prevalence Rates from Early to Mid-Adolescence Among Indigenous Adolescents: First Results from a Longitudinal Study, Journal of the American Academy of Child & Adolescent Psychiatry, 47 (8): 890–900] 

Substance use tends to begin early and increase steadily among American Indians and Alaska Natives during the adolescent years.[footnoteRef:87]  In 2013, the rate of substance dependence or abuse among persons age 12 and older was highest among American Indians and Alaska Natives, at 14.9 percent, compared with rates reported for other ethnic groups, which were between 4.6 percent and 11.3 percent.[footnoteRef:88] [87:  K. Miller, F. Beauvais, F., P. Jumper Thurman, M. Burnside, A Comparison of American Indian and Non-Indian Fourth to Sixth graders’ Rates of Drug Use,  Journal of Ethnicity in Substance Abuse, 7 (3): 258–267 and M. Walls, K. Sittner Hartshorn, L. Whitbeck, North American Indigenous Adolescent Substance Use, Addictive Behaviors,  38 (5):  2103-2109.  ]  [88:  Center for Behavioral Health Statistics & Quality, U.S. Department of Health and Human Services, Results from the National Survey on Drug Use and Health: Summary of National Findings, (NSDUH Series H-48).] 

Native American youth do not demonstrate the highest rates of binge drinking.  However, emerging research suggests that they have the highest intensity of binge drinking (largest number of drinks consumed).[footnoteRef:89]  Based on 2009 IHS data, American Indians and Alaska Natives generally suffer from higher rates of death owing to alcohol.  The age adjusted alcohol-related death rate for American Indians and Alaska Natives was 43.7 per 100,000.  This is six times the U.S. all groups rate, with drinking taking a higher toll on Native American males compared with females.[footnoteRef:90]  [89:  D. Kanny, Y. Liu, R. Brewer, H. Lu, Binge drinking, Morbidity and Mortality Weekly Report, 62 (3): 77–80.]  [90:  Trends in Indian Health 2014 Edition, U.S. Department of Health and Human Services
Indian Health Service, Office of Public Health Support, Division of Program Statistics.
https://www.ihs.gov/dps/includes/themes/responsive2017/display_objects/documents/trends2014book508.pdf] 

A number of reasons have been offered to explain the persistence of the health disparities experienced by Native American youth.[footnoteRef:91]  However, the data in this Report reflect findings that Native Americans often live in highly stressful environments, which is associated with negative impacts on their behavioral health.[footnoteRef:92]  Research demonstrates that Native American youths are more likely than their non–Native American peers to experience a range of violent and traumatic events.[footnoteRef:93]  [91: P. Braverman, S. Egerter. Overcoming Obstacles to Health in 3013 and Beyond, Robert Wood Johnson Foundation.]  [92:  U.S. Department of Health and Human Services. Substance Abuse and Mental Health Services Administration,  Mental Health: Culture, Race, and Ethnicity- A Supplement to Mental Health: A Report of the Surgeon General ]  [93:  M. Sarche, P. Spicer, Poverty and Health Disparities for American Indian and Alaska Native Children: Current Knowledge and Future Prospects, Annals of the New York Academy of Sciences, 1136: 126-136.] 

Exposure to trauma is related generally to the development of later negative outcomes and to the development of post-traumatic stress disorder (PTSD) in particular.[footnoteRef:94]  Another study recently published in the American Journal of Human Biology finds that American Indian adults who were exposed to an early life trauma are more likely to develop post-traumatic stress disorder (PTSD) and poor physical health in adulthood.[footnoteRef:95]  [94:  R. Kessler, A. Sonnega,  E. Bromet, M. Hughes, C. Nelson, Posttraumatic stress disorder in the 
National Comorbidity Survey. Archives of General Psychiatry, 52 (12), 1048–1060 and D. Basset, D. Buchwald, S. Manson, Post-Traumatic Stress Disorder and Symptoms Among American Indians and Alaska Natives: A Review of the Literature, Soc Psychiatry Epidemiology, 49 (3): 417-33.]  [95: Z. Thayer, C. Barbosa-Leiker, M. McDonell, L Nelsson, Early life trauma, post‐traumatic stress disorder, and allostatic load in a sample of American Indian adults, American Journal of Human Biology, November 30, 2016.  
 ] 

[bookmark: _Toc526501270]Native American Veterans
Based on 2013 data, there are 140,828 Native American veterans of the armed services.[footnoteRef:96]  Of these 11.5 percent are female compared with eight percent of the overall population.  The largest living cohort (over one-third) of American Indian or Alaska Native veterans are those who served during the Vietnam War era.  As of 2013, a higher percentage of Native American veterans served in the Post-9/11 period, 18.6 percent, compared with 14 percent of veterans in the overall population.[footnoteRef:97]  [96:  U.S. Department of Veterans Affairs. American Indian and Alaska Native Veterans: 2013 American Community Survey. 2013.]  [97:  Ibid.] 

In 2013, approximately 44 percent of all Native American veterans lived in six states:  California (11.1 percent), Oklahoma (9.8 percent), Arizona (7.2 percent), Texas (5.9 percent), New Mexico (5.3 percent), and Washington (4.7 percent).[footnoteRef:98] [98:  Ibid.] 

In 2013, among veterans, Native American veterans had the lowest median personal incomes at $25,990.[footnoteRef:99]  The percentage of Native American veterans with no health insurance was over twice that of all other veterans in the general population (11.7 percent versus 5.3 percent).[footnoteRef:100]  [99:  Ibid.]  [100:  Ibid.] 

In 2010, Native Americans represented 0.7 percent of the total population of armed forces veterans, but 2.5 percent of veterans experiencing homelessness.[footnoteRef:101]  Native American veterans may be disproportionately at higher risk for homelessness than non-Hispanic, white veterans because they are more likely to be unemployed, less likely to have health insurance, and more likely to forego needed medical or mental health care.[footnoteRef:102]  In addition, for veterans living on Indian reservations, there is a severe lack of adequate and affordable housing.[footnoteRef:103] [101:  U.S. Department of Housing and Urban Development and the U.S. Department of Veterans Affairs. 
Veterans Homelessness: A Supplemental Report to the 2010 Annual Homeless Assessment Report to Congress.]  [102:  P. Johnson, F. Kathleen, M. Hearst. Healthcare Disparities for American Indian Veterans in the United States: A Population Based Study. Medical Care, 48 (6): 563-569. ]  [103:  U.S. Department of Housing and Urban Development. Assessment of American Indian Housing Needs and Programs: Final Report,  6/30/2016] 

[bookmark: _Toc526501271]Housing and Homelessness
While there is more than one statutory definition of homelessness, for the purpose of this Report, ANA uses the Health Center Program definition of “homelessness” because it specifies the individuals the conditions for which ANA and other HHS offices can include in housing or other economic empowerment programs.  HHS’s Health Center Program, funded under section 330 of the Public Health Service Act, has the following statutory definition:
The term “homeless individual” means an individual who lacks housing (without regard to whether the individual is a member of a family), including an individual whose primary residence during the night is a supervised public or private facility that provides temporary living accommodations and an individual who is a resident in transitional housing.  [Section 330(h) of the Public Health Service Act (42 U.S.C. 254b (h) (5) (A)][footnoteRef:104] [104:  It should be noted the programs funded by the U.S. Department of Housing and Urban Development (HUD) uses a different, more limited definition of ‘homelessness’ found in the Homeless Emergency Assistance and Rapid Transition to Housing (HEARTH) Act, reauthorizing and amending the McKinney-Vento Homeless Assistance Act. ] 

Under the Health Center Program, a homeless person is an individual without permanent housing who may live on the streets; stay in a shelter, mission, single room occupancy facilities, abandoned building or vehicle; or in any other unstable or non-permanent situation.  An individual may be considered to be homeless if that person is “doubled up,” a situation where individuals are unable to maintain their housing situation and are forced to stay with a series of friends and/or extended family members.  In addition, individuals who are to be released from a prison or a hospital may be considered homeless if they do not have a stable housing situation to which they can return.  Recognition of the instability of an individual’s living arrangements is critical to the definition of homelessness.[footnoteRef:105] [105:  U.S. Department of Health and Human Services. Health Resources and Services Administration (HRSA), Bureau of Primary Health Care, Program Assistance Letter 99-12, Health Care for the Homeless: Principles of Practice.] 

Homelessness can be described as an extreme manifestation of poverty, and homelessness is experienced by Native Americans of all ages.  Consequently, among the homeless there are elders, single adults, and parents with children.  In the United States, Native Americans disproportionately experience adverse socio-economic conditions, including high unemployment, educational disparities, and persistent and extreme poverty, which impact the housing conditions on reservations and other Native American communities.[footnoteRef:106]  Overcrowding, substandard housing, and homelessness are common in American Indian communities.[footnoteRef:107]  Overcrowding is one of the precarious housing conditions sometimes referred to as “near-homeless.” [footnoteRef:108]   [106:  U.S. Government Accountability Office. Report to Congressional Committees: Native American Housing. (GAO Publication No.10-326. ]  [107:  Ibid.]  [108:  Overcrowding is a designation used by the Department of Housing and Urban Development (HUD) to denote more than 1.01 persons per room.  ] 

Over 90,000 American Indian families are homeless or under-housed.[footnoteRef:109]  Over 30 percent of American Indian families live in overcrowded housing, with 18 percent severely overcrowded with 25 to 30 individuals sharing a single home.[footnoteRef:110]  These rates are over six times the national average.[footnoteRef:111]  According to the latest available data, 51.2 percent of Native Hawaiian renters reported spending at least 30 percent of their household income on housing costs.[footnoteRef:112]  This reflects that many Native American families have very small buffers against homelessness. [109:  Senate Committee on Indian Affairs Approves Reauthorization of Key Tribal Housing Bill, U.S. Senate Committee on Indian Affairs, (December 2013),  https://www.indian.senate.gov/news/press-release/senate-committee-indian-affairs-approves-reauthorization-key-tribal-housing-bill  ]  [110:  Senate Committee on Indian Affairs Approves Reauthorization of Key Tribal Housing Bill, U.S. Senate Committee on Indian Affairs, (December 2013), 
https://www.indian.senate.gov/news/press-release/senate-committee-indian-affairs-approves-reauthorization-key-tribal-housing-bill  ]  [111:  J. Reyhner , Plans for Dropout Prevention and Special School Support Services for American Indian and Alaska Native Students, U.S. Department of Education’s Indian Nations at Risk Task Force, (March 2015)]  [112:  Office of Native Hawaiian Affairs, 2010-2018 Strategic Results: Renters Indicator Sheet 2014. See Renters Indicator Sheet 2014   ] 

Recent data[footnoteRef:113] demonstrates that while only 1.2 percent of the national population self-identifies as American Indian or Alaska Native, self-identified American Indian or Alaska Native families are 2.4 times as likely as other families to be living in homeless shelters.  This data represents American Indian or Alaska Natives experiencing homelessness primarily off tribal reservation or trust lands, yet the problem of homelessness and unstable housing exists on tribal lands as well.   [113:  U.S. Interagency Council on Homelessness, 2015 and U.S. Department of Housing and Urban Development, Office of Native American Programs (ONAP) (2012) https://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian_housing/ih/ ] 

American Indian, Alaska Native, and Native Hawaiian people are all at high risk for many of the conditions that lead to and/or sustain homelessness, including disproportionately high rates of poverty, domestic and other violence, and behavioral health disorders.  As is true among other populations, homelessness among American Indians, Alaska Natives, and Native Hawaiians can be linked to poverty, substance use, behavioral health disorders, trauma, and violence.  However, American Indians, Alaska Natives, and Native Hawaiians all have traditions that can support resilience and recovery.[footnoteRef:114]   [114: Expert Panel on Homelessness among American Indians, Alaska Natives, and Native Hawaiians, Oct. 20, 2015: https://www.usich.gov/resources/uploads/asset_library/Expert_Panel_on_Homelessness_among_American_Indians2C_Alaska_Natives_and_Native_Hawaiians.pdf] 

According to the Director of Community Services at Waikiki Health Center, Native Hawaiians are overrepresented among homeless residents of Hawaii. [footnoteRef:115]  One factor is the disproportionately high rate of incarceration for Native Hawaiians, many who get out of prison without services or a place to live.  Among incarcerated women in Hawaii, 40 percent are Native Hawaiian.  [115:  U.S. Interagency Council on Homelessness. Expert Panel on Homelessness Among American Indians, Alaska Natives, and Native Hawaiians. (September 27, 2012)] 

According to the Cook Inlet Housing Authority in Alaska, the high cost of travel within Alaska (one-third the size of the continental United States) contributes to homelessness because it is difficult and more expensive to get back to the rural parts of Alaska once people leave their homes for more urban areas.  Because of the high costs of essential commodities in rural villages, Alaska Natives often are compelled to migrate to urban hubs where fuel, milk, fresh food, and other necessaries are affordable.  An estimated 85 percent of homeless people in the city of Anchorage are Alaska Natives.[footnoteRef:116]   [116:  Id.] 

[bookmark: _Toc526501272]Educational Outcomes and Challenges
Native Americans have the lowest high school completion rates in the nation when compared to other racial and ethnic groups, and dropout rates are 2.5 times those of non-Hispanic, white peers.[footnoteRef:117]  In 2015, of those ages 25 and older in the Native American population, 82 percent had a high school diploma compared to 86 percent of the U.S. population.  The data also indicate that 17 percent of this age group had a bachelor’s degree or higher, compared to 29 percent of the entire U.S. population.[footnoteRef:118]  The Native American high school graduation rate is 68 percent across all schools, the lowest of any racial/ethnic demographic group.  Native American students are the only student population that did not improve their reading and math-testing scores in grades 4 and 8 from 2005 through 2011.[footnoteRef:119] [117:  U.S. Department of Education. National Center for Educational Statistics, C. Chapman, J. Laird, A. KewalRamani. Trends in High School Dropout and Completion Rates in the United States.]  [118:  Id.]  [119:  The Education Trust, The State of Education for Native Students, 2013] 


Though many believe Native American students attend Bureau of Indian Education (BIE) schools, only approximately seven percent of such students attend BIE schools, while 93 percent attend local public schools.[footnoteRef:120]   The states of Oklahoma, Arizona, and California educate more Native American students each than the BIE does. [120:  Id. ] 


Seventy-six percent of Native American students have, through their schools, access to high school Advanced Placement courses, compared with 89 percent of African-American high school students, 91 percent of white high school students, 91 percent of Latino high school students, and 97 percent of Asian-American high school students.[footnoteRef:121]  [121:  C. Theokas, R. Saaris, Finding America’s Missing AP and IB Students, The Education Trust and Equal Opportunity Schools.] 

According to the report by the “Education Trust”, of all Native American college students, only 39 percent completed a Bachelor’s degree within six years compared with 62 percent of white college students.[footnoteRef:122]  Twenty-four percent of Native American high school graduates who took the American College Testing (ACT) college readiness assessment met math benchmarks compared with 54 percent of white high school graduates.  Thirty-six percent of Native American high school students who took the ACT exam met reading benchmarks compared with 62 percent of white students.[footnoteRef:123]  [122:  Education Trust, The State of Education for Native Students, 2013. https://edtrust.org/resource/the-state-of-education-for-native-students/ ]  [123:  ACT, The Condition of College and Career Readiness: National, Iowa City IA. ] 

Researchers studying Native American education have expressed concern that public schools do not sufficiently engage or motivate Native American students.[footnoteRef:124]  In high-density schools, 39 percent of Native American fourth graders had teachers who reported that in the past 2 years they implemented culturally specific instructional practices to a moderate or large extent to teach Native American students.  This compared with 67 percent of Native fourth graders in BIE schools, and 13 percent in low-density schools, with teachers reporting on the same measure.  Researchers also measured the percent of Native American eighth graders who had teachers that reported implementing, to a moderate or large extent, culturally specific instructional practices to teach Native American students in the past 2 years.  For high-density schools, 22 percent of eighth graders reported favorably, compared with 65 percent of eighth-grade students in BIE schools, and 3 percent of eighth graders in low-density schools.[footnoteRef:125] [124:  National Indian education Study 2015: American Indian and Alaska Native Students at Grade 4 and 8, The National Center for Education Statistics (NCES), Institute of Education Sciences of the U .S.  Department of Education. https://nces.ed.gov/nationsreportcard/pdf/studies/2017161.pdf]  [125:  Ibid] 

Some studies demonstrate that where students and their teachers share the same culture, learning is enhanced.[footnoteRef:126]  In high-density schools, 31 percent of Native American fourth graders had teachers who self-identified as Native American, compared with 51 percent of Native American fourth graders in BIE schools, and 4 percent of Native American fourth graders in low-density schools.  Among eighth graders in high-density schools 23 percent of Native American students had teachers who self-identified as Native American, compared with 48 percent of Native American eighth graders in BIE schools, and 3 percent of Native American eighth graders in low-density schools.  [126:  C. Pewewardy, P. Hammer, Culturally Responsive Teaching for American Indian Students,
ERIC Clearinghouse on Rural Education and Small Schools, Charleston, WV] 


Research on the formal education of Native American students has found that the traditional value orientation of many such students can be in regular conflict with the value orientation of standard school systems.[footnoteRef:127]  For example, traditionally, Native American children grow up as members of an extended family and are group oriented. Striving for individual achievement may be foreign to a Native American child's world outside of school. The teacher who pressures children for individual answers through the use of questioning in front of the entire class and gives rewards that are prominently displayed on a chart in the classroom may cause inner turmoil for the child who would like to succeed at school tasks but does not want to be singled out and embarrassed by having her efforts showcased.[footnoteRef:128] This is one of the reasons why Native American students often experience poor academic achievement, poor self-concept, low self-esteem, and high rates of educational attrition.  The data suggests that both the quality of relational interactions in schools and the content and presentation of curricula play important roles in the degree of cultural conflict experienced by Native American high school students.[footnoteRef:129] [127:  G. Charleston, Toward True Native Education: A Treaty of 1992 Final Report of the Indian, Journal of American Indian Education, 33: 1-56; C. Shutiva, Career and Academic Guidance for American Indian and Alaska Native Youth, ERIC Clearinghouse on Rural Education and Small Schools; and R. Garcia, J. Ahler, Indian Education: Assumptions, Ideologies, Strategies in J. Reyhner (ed.) Teaching American Indian Students:13-32 ]  [128:  Lee L. Soldier (1997) “Working with Native American Children” University of Texas. Available at: http://webapp1.dlib.indiana.edu/virtual_disk_library/index.cgi/4273355/FID840/eqtyres/erg/111362/1362.htm  ]  [129:  Ibid.] 

Data also suggests that, despite the between- and within-group diversity that exists among Native American tribes, there is a common core of traditional values that characterize Native American traditional culture across tribal groups and geographic regions.[footnoteRef:130]  Examples of such Native American traditional values include:  community contribution and connection, sharing, cooperation, non-interference, community and extended family, harmony with nature, a time orientation toward living in the present, preference for explanation of natural phenomena according to the spiritual, and a deep respect for elders.  These traditional values function as protective factors that, when present, mitigate or eliminate risk for negative outcomes and increase the health and well-being of Native American children, youth and families.[footnoteRef:131] [130:  D. Sue, DW Sue, Counseling the Culturally Diverse: Theory and Practice, John Wiley and Sons; R. Heinrich, J. Corbine, K. Thomas, Counseling Native Americans, Journal of Counseling and Development, 69: 128-133; and W. Dubray, American Indian Values : Critical Factor in Casework, Social Casework: The Journal of Contemporary  Social Work, 66: 30-37.]  [131:  L. Little Soldier, Building Optimum Learning Environments for Navajo Students, Childhood Education 61: 185-191; C. Locust, Wounding the Spirit: Discrimination and Traditional American Indian Beliefs, Harvard Educational Review 58: 315-330; D. Sanders, Cultural Conflicts: An Important Factor in the Academic Failures of American Indian Students, Journal of Multicultural Counseling and Development 15: 81-90; J. Garret, M. Garrett, The Path of Good Medicine: Understanding and Counseling Native Americans, Journal of Multicultural Counseling and Development 22: 134-144; M. D’Andrea, The Concerns of Native American Youth, Journal of Multicultural Counseling and Development 22: 173-181 and L. Whitbeck, D. Hoyt,  J. Stubben, T. LaFromboise, Traditional Culture  and Academic Success Among American Indian Children in the Upper Midwest, Journal of American Indian Education 40: 48-60. 	] 

While the research shows a clear negative impact from educational disparities, it also validates Native American culture and community support as a protective factor to mitigate the harmful effects.[footnoteRef:132]  Increasing amounts of research specifically indicate that knowledge of Native language and culture is correlated with academic success and retention.[footnoteRef:133]    [132:  T. LaFromboise, D. Hoyt,  L. Oliver, L. Whitbeck; Family, Community, and School Influences on Resilience Among Native American Adolescents in the Upper Midwest, Journal of Community Psychology 34 (2): 193-209 and K. Walters, J. Simoni, Reconceptualizing Native Women’s Health: An’ Indigenist’ Stress Coping Model, American Journal of Public Health 92 (4): 520-524. ]  [133:  G. Mosley-Howard, D. Baldwin, G. Ironstack, K. Rousmaniere, B. Burke, Niila Myaamia (I am Miami): Identity and Retention of Miami Tribe College Students, Journal of College Student Retention: Research, Theory, and Practice 17 (4): 437-461.] 

[bookmark: _Toc526501273]Behavioral Health
This Report uses the SAMHSA definition for the term “behavioral health.”  
“By behavioral health, SAMHSA refers to mental/emotional well-being and/or actions that affect wellness…  The phrase “behavioral health” is also used to describe service systems that encompass prevention and promotion of emotional health; prevention of mental and substance use disorders, substance use, and related problems; treatments and services for mental and substance use disorders; and recovery support.”[footnoteRef:134] [134:  Substance Abuse and Mental Health Services Administration (SAMHSA), National Behavioral Health Quality Framework: https://www.samhsa.gov/data/national-behavioral-health-quality-framework] 

As compared to the general U.S. population, the prevalence of adult mental illness is greater among American Indians and Alaska Natives.[footnoteRef:135] [135:  Native American Communities and Mental Health, Mental Health America (MHA). http://www.mentalhealthamerica.net/issues/native-american-communities-and-mental-health ] 

Many factors are associated with depression, including stress, adversity, and poverty.  Mood and anxiety disorders in many Native American communities may be further impacted by community-level trauma and historical trauma, in addition to inadequate access to health and mental health care, healthy nutrition, secure housing, safe physical environments, and educational and economic opportunities.  Research has shown this increased risk is correlated with disruption of cultural identity during a developmental period when identity is being formed.[footnoteRef:136] [136:  Ibid.] 

Suicide
Nationally, suicide tends to skew towards middle-aged and white males.[footnoteRef:137]  Among Native Americans, 40 percent of those who die by suicide are between the ages of 15 and 24.  Among young adults ages 18 to 24, Native American have higher rates of suicide than any other ethnicity, and higher than the general population.[footnoteRef:138] [137:  Chandler, M. J., & Lalonde, C. E. (2008). Cultural continuity as a moderator of suicide risk among Canada’s First Nations. In Suicide Prevention Resource Center (Ed.). Suicide among racial/ethnic populations in the U.S.:
American Indians/Alaska Natives (2013). https://www.samhsa.gov/capt/sites/default/files/resources/suicide-ethnic-populations.pdf]  [138:  Ibid] 

According to the CDC, the suicide rate was highest in the Native American population for both males and females. The suicide rate was 34.3 deaths for males and 9.9 deaths for females per 100,000 individuals in the population.  American Indian or Alaska Native males were more than twice as likely to die by suicide as all other males.  Despite such high rates of suicide, rates for Native American young adults are likely to be underestimated by up to 30 percent.[footnoteRef:139]  This is an estimate since individuals who self-identify as Native American may not be listed as such on their death certificate.[footnoteRef:140]  Current data demonstrates that for American Indians and Alaska Natives aged 10 to 34, suicide is the second leading cause of death annually.  The suicide rate for American Indians and Alaska Natives aged 15 to 34 years is 1.5 times higher than the national average.[footnoteRef:141] [139:  Ibid ]  [140:  U.S. Department of Health and Human Services, CDC, National Center for Health Statistics, E. Arias, W. Schauman, K. Eschbach, The Validity of Race Reporting on Death Certificates in the United States. Vital Health Stat. 2 (148).]  [141:  Ibid.] 

The causes of suicide are complex and include a range of factors and vary across diverse Native American communities.  In the case of Native American communities, mental health resources are in short supply and don’t always reach those most in need.[footnoteRef:142]   [142:  U.S. Department of Health and Human Services, SAMHSA, Mental Health Disparities:  American Indian and Alaska Natives. APA Fact Sheet, 2010. https://www.integration.samhsa.gov/workforce/mental_health_disparities_american_indian_and_alaskan_natives.pdf] 

Contributing factors to suicide risk for some American Indians and Alaska Natives may stem from persistent unemployment, poverty, poor educational outcomes, victimization, mental and substance use disorders, and/or exposure to violence.[footnoteRef:143]  In one study, 77 percent of Native American males who had attempted suicide (fatal and nonfatal) had incomes of less than $10,000 per year and 79 percent were unemployed.[footnoteRef:144]  Nationally, adults who attempt suicide (fatal and nonfatal) increase the suicide risk for their children by 20 percent.[footnoteRef:145]  Risks for Native American youth include exposure to multiple childhood traumas,[footnoteRef:146] sexual and physical violence,[footnoteRef:147] and family conflict.[footnoteRef:148] [143:  M. Taylor, E. Anderson, Bruguier, M. Zimmerman. Suicide Prevention in Rural, Tribal Communities: The Intersection of Challenge and Possibility. Journal of Rural Mental Health, 38 (2), 87-97.]  [144:  J. Strickland. Suicide Among American Indian, Alaska Native, and Canadian Aboriginal Youth: Advancing the Research Agenda. International Journal of Mental Health, 25 (4), 11-32.]  [145:  Ibid.]  [146:  R. Anda, A. Butchart, V. Felitti, D. Brown. Building a Framework for Global Surveillance of the Public Health Implications of Adverse Childhood Experiences. American Journal of Preventive Medicine, 39, 93-98.]  [147:  Supra at note 166.]  [148:  M. Walls, L. Whitbeck, D. Hoyt, K. Johnson. Early Onset Alcohol Use Among Native American Youth: Examining Female Caretaker Influence. Journal of Marriage and Family, 69 (2), 451-464.] 

Until recently, there were few studies looking at the question of why suicide rates are disproportionately high among Native American youth compared to the general U.S. population.  According to available data, approximately 30 percent of American Indian youth living on or near reservations had considered or attempted suicide, a rate about 2.5 times higher than that of the general population for the same age group.[footnoteRef:149]   [149:  M. Tirado, The Darkest Hour: Native American Youth and Suicide, American Indian Report, 12(1), pp.10-13 (2006).] 

“Suicide contagion” is where exposure to a suicide or suicidal behavior, influences others to commit or attempt suicide.[footnoteRef:150]  According to CDC, Native American teens and young adults are at the highest risk for suicide contagion.  This phenomenon has been compared to the spread of a deadly virus, and tends to be the trend across Native American communities.[footnoteRef:151]  Affected communities experience multiple deaths by suicide in a small amount of time, often a single season, or a single school year.  The crisis does not end there, as it is often followed by extreme numbers of suicide attempts and local communities are left scrambling to achieve stability and safety for their youth.[footnoteRef:152]  [150:  U.S. Department of Health and Human Services, CDC, Suicide Contagion and the Reporting of Suicide: Recommendations from a National Workshop. Morbidity and Mortality Weekly, 43, 9-13.]  [151:  Ibid.]  [152:  U.S. Department of Health and Human Services, Indian Health Service, Division of Behavioral Health, Office of Clinical and Preventive Services, American Indian/Alaska Native Behavioral Health Briefing Book.] 

To appreciate the impact of suicide contagion in the Native American communities, it is noted that a conservative estimate suggests that for every suicide in America there are at least six effected survivors.[footnoteRef:153]  The number of survivors for a Native American youth who dies of suicide would be in the range of 25 individuals to an entire community, given the tight-knit interconnectedness of relationships within the Native culture.[footnoteRef:154]  [153:  American Association of Suicidology, Survivors of Suicide Fact Sheet.]  [154:  Supra at note 254.] 

Native American leaders and youth have shared with HHS the importance of federal agencies pairing national suicide statistics and programming to address such statistics with real-life stories to illustrate the real-life impact of the Native American youth suicide crisis.  More importantly, sharing the details of the Native youth suicide epidemic in this manner “ensures the faces behind the numbers are always remembered.”[footnoteRef:155]  In addition to remaining mindful of the children, youth, parents, friends, and families affected by suicide in Native American communities, it is also important to know that there are models of success in addressing this public health problem. [155:  Supra at note 160 at Appendix C and L. Hummingbird, The Public Health Crisis of Native American Youth Suicide, Journal of Health Care of Poor and Underserved, 22 (3), 791-803.] 

For example, from 2001 to 2006, the suicide rate among members of the White Mountain Apache Tribe in Arizona between the ages of 15 and 24 was 13 times that of the general U.S. population, and 7 times the rate for all American Indians and Alaska Natives.  However, deaths by suicide among the White Mountain Apache dropped by nearly 40 percent between 2006 and 2012 compared to the previous six-year period.  This substantial reduction came after tribal leaders responded to the high number of suicides occurring in their community by passing legislation to develop a surveillance system and intensive prevention program, which tracks and triages those with suicide attempts and suicidal thoughts.[footnoteRef:156] [156:  Multi-tiered Youth Suicide Prevention Program, Center for American Indian Health, Johns Hopkins Bloomberg School of Public Health. http://caih.jhu.edu/programs/multi-tiered-youth-suicide-prevention-program ] 

Depression
In general, available data reflects American Indians and Alaska Natives have comparatively poorer behavioral health.  Although there is no large-scale depression concern among Native Americans, available data indicates that problems exist at disproportionately high rates for both urban and reservation American Indians and Alaska Natives.[footnoteRef:157]  For example, approximately 30 percent of Alaska Natives will suffer from depression at some point in their lifetimes.[footnoteRef:158] [157:  Urban Indian Health Institute, Addressing Depression Among American Indians and Alaska Natives (2012)]  [158:  Ibid. and Urban Indian Health Commission, Invisible Tribes. (2007)] 

The CDC depressive symptoms study indicates that the Native Americans age 12 to 20 demographic experiences the highest rate of major depression over the course of the lifetime.[footnoteRef:159]  Among the 9,464 children participating in the CDC depression study, Native American children had the highest self-reported depression rates, and depression increased with age, peaking between 16 and 17 years of age.  In the same study, race was analyzed as an independent risk factor, and results showed that being American Indian or Alaska Native, apart from any other factor, increased the rate of depression 2.6-fold.[footnoteRef:160] [159:  CDC, Depression in the U.S. Household Population, https://www.cdc.gov/nchs/data/databriefs/db172.htm]  [160:  K. Forrest, M. Leeds, A. Williams, Y. Lin, High Depression Rate in Native American Children.] 

Despite the clear need for mental health services to address depression, the utilization rates for such services remain low for American Indians and Alaska Natives.[footnoteRef:161]  This appears to be due to a combination of factors, including stigmatization, lack of culturally trained mental health providers, lack of accessible services, and discrimination by the larger society.[footnoteRef:162]  Low utilization rates may also be due to a misalignment between the worldviews of Native American peoples and that of the mainstream behavioral health field generally.[footnoteRef:163]  Other published reports suggest that when mental health services are based on culturally responsive systems of care, mental health service utilization increases.[footnoteRef:164] [161:  U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality (AHRQ), National Healthcare Disparities Report. (2010)]  [162:  C. Wolsko, C. Lardon, G. Mohatt, E. Orr, Stress, Coping, and Well-Being Among the Yup’ik of the Yukon-Kuskokwin Delta: The Role of Enculturation, International Journal Circumpolar Health, 66 51-61. ]  [163:  Ibid.]  [164:  Holden, K., McGregor, B., Thandi, P., Fresh, E., Sheats, K., Belton, A. . . . Satcher, D. (2014). Toward culturally centered integrative care for addressing mental health disparities among ethnic minorities. Psychological Services, 11(4), 357-368. http://dx.doi.org/10.1037/a0038122] 
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Part I.B. of this Report reflects major components of Native American economic development infrastructure that support the economic well-being of Native American communities, families, and individuals.  American Indian, Alaska Native, Native Hawaiian, and Native American Pacific Islander communities are making economic progress.  Such progress has included establishing Native American owned business enterprises and cultivating innovation in business partnerships.  Self-determination based on cultural values, community vision, and attention to sustainability is part of Native American economic development agent.
The Report’s synopses of economic indicators reflect a wide range of data describing both the challenges and opportunities in Native American communities and are intended to serve as key empirical sources for policy analysis and service improvement in the areas of economic development.  
[bookmark: _Toc526501275]Investments in Native American Infrastructure
Over 14 percent of homes on Indian reservations lack electricity, 10 times the national average of one percent.[footnoteRef:165]  Twenty percent of reservation households lack running water, compared to the national average of one percent.  Nearly 20 percent of reservation homes lack basic kitchen facilities (i.e., piped-in water, a range or a cook stove, and a refrigerator), compared to the national average of one percent.[footnoteRef:166]  More than half of households on reservations do not have phone service (53.4 percent)[footnoteRef:167] compared to the national average of five percent.  Fewer than 10 percent of reservation households have Internet access.[footnoteRef:168] [165:  R. Coulter, Include the Poor and Indigenous in Eradication of Poverty, Indian Law Resource Center, (October 2014) ]  [166:  Turning the Tide for Native American Children: Combatting Childhood Obesity and Type 2 Diabetes for Native American Children in New Mexico, NB3 Foundation, (November 2012).]  [167:  Echo Hawk Consulting. (2015). “Feeding Ourselves: Food access, health disparities, and the pathways to healthy Native American communities.” Longmont, CO: Echo Hawk Consulting.  Available at: https://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_475566.pdf]  [168:  Turning the Tide for Native American Children: Combatting Childhood Obesity and Type 2 Diabetes for Native American Children in New Mexico, NB3 Foundation, and (November 2012).] 

Clean Water
According to the Environmental Protection Agency (EPA), in FY 2015, 92 percent of the U.S. population served by community water systems received drinking water that met all health standards, compared with 85 percent of Native American people that received drinking water that met all health standards.[footnoteRef:169]  Forty-seven percent of Native American households were in need of repair to their sanitation facilities, and six percent did not have access to adequate sanitation facilities at all.[footnoteRef:170]  In addition, while one percent of the U.S. population lacks access to safe water, nine percent of Native American homes lack access to safe water.[footnoteRef:171] [169:  U.S. Environmental Protection Agency. Government Performance and Results Act (GPRA) Summary Report. https://www.epa.gov/ground-water-and-drinking-water/drinking-water-performance-and-results-report, 2015.  ]  [170:  Department of Health and Human Services, Indian Health Service, Justification of Estimates for Appropriations Committees.]  [171:  See National Indian Health Board. Federal Indian Trust Responsibility: The Quest for Equitable and Quality Indian Healthcare, p. 96.] 

Native American community water conveyance systems remain undeveloped across Native American lands.  For example, 40 percent of citizens of the Navajo Nation (approximately 70,000), the second largest federally recognized Indian tribe in the U.S., do not have access to clean water.[footnoteRef:172]  Such citizens are forced to haul water from sometimes remote water sources and are forced to subsist on 10 gallons of hauled water per day.  This compares with citizens in non-Navajo communities in the region who have access to more than 200 gallons of clean water per day.[footnoteRef:173]  The water sources that are tapped for the Navajo Nation are often non-potable and are rapidly depleting with many of the water sources having already exceeded their maximum sustainable withdrawal capacity.  This results in aquifers that contain no potable water and are subject to drought conditions.  Currently, 90 percent of all Navajo Nation water consumption comes from nearby wells that produce poor quality water including water that is not potable.[footnoteRef:174]  The Navajo Nation’s Tribal Utility Authority estimates that it will take approximately $5 billion and 50 years to bring clean, potable water into the homes of all Navajo Nation citizens.  [172:  See Navajo Nation Water Management Branch at http://www.frontiernet.net/~nndwr_wmb/water_monitoring__inventory.htm]  [173:  Ibid.]  [174:  Navajo Tribal Utility Authority, https://wrrc.arizona.edu/sites/wrrc.arizona.edu/files/pdfs/Water%20Resources%20of%20the%20Navajo%20Nation%20April%202014.pdf] 

Workforce Development
Workforce development is the cumulative education and training that provides individual workers with the skills necessary for gainful employment, while also supplying businesses with an adequate supply of qualified workers.  Depending on the workforce needs, workforce development can include anything from credentialing programs (such as in early childhood education), to vocational training and advanced post-secondary education.  Native American workforce development involves addressing the capacity-building needs of local communities in the areas where jobs exist.  Such solutions, when they are tailored to local conditions and resources, create and expand opportunities for Native American well-being and economic expansion.
A number of economic and behavioral factors affect the contemporary labor market in Native American communities.  Among the assumptions of standard free market labor system are:  most workers and jobs are to be found in urban settings; employment opportunities are primarily in private sector businesses; upward mobility depends on career development and specific career paths that move people out of poverty; matching job seekers with open jobs requires a wide circle of contacts and access to prospective employers; and job seekers must be willing to relocate from their homes to pursue work opportunities.
Such labor market presumptions do not always align with the realities of Native American communities, such as:[footnoteRef:175] [175:  Stephen Cornell and Joseph P. Kalt, What can tribes do? Strategies and institutions in American Indian economic development, American Indian Studies Center, University of California, 1992. Available at: https://www.researchgate.net/profile/Stephen_Cornell2/publication/237782299_What_Can_Tribes_Do_Strategies_and_Institutions_in_American_Indian_Economic_Development/links/5559f0ee08ae980ca6117238/What-Can-Tribes-Do-Strategies-and-Institutions-in-American-Indian-Economic-Development.pdf. ] 

The migration of Native Americans to urban areas in search for work is common, but ties to Native American communities, including family and other supports, remain strong for those who were raised there.
In many Native American communities employment opportunities are primarily in public sector government agencies or tribal enterprises, with tribal government being the dominant employer. 
Many Native Americans live in geographically remote areas that are also frequently resource poor as well. 
The lack of employment opportunities, and the nature of such opportunities where they exist, make ‘climbing the career ladder’ unattainable in many places.  Native American workers move from job to job from economic necessity based on the availability of jobs where they reside.
Research consistently demonstrates the link between higher education and economic benefits in tribal communities.[footnoteRef:176]  The most commonly measured economic benefit of higher education for individuals is the ability to find better paid employment—a tendency that holds true for American Indians and Alaska Natives as well as for the general population.  Higher education not only provides Native American economies with a more skilled workforce for existing businesses, but also attracts new businesses, reduces unemployment, and stimulates local economies through increased direct spending.  According to the U.S. Census Bureau, a worker who has a bachelor’s degree or higher earns almost four times as much as someone who did not graduate from high school, and more than twice as much as a person who has only a high school diploma.  [176:  Labor Force Characteristics by Race and Ethnicity, 2014, Bureau of Labor Statistics, September 2015.] 

Tribal governments are working to increase work preparedness, education levels, and employment rates in the communities they serve.  As tribes exercise self-determination and self-governance, tribal economies have seen increases in tribally-owned enterprises and individual citizen-owned enterprises, both serving local and off-reservation markets.  
Access to Capital and Credit
Access to credit and capital is essential to short- and long-term economic development.  In American Indian, Alaska Native, and Native Hawaiian communities, the lack of capital acts to limit economic development.
Unlike other communities, Native Americans are not generally served by a variety of financial institutions.  According to the Harvard University study on American Indian economic development, the lack of financial services impacts asset building, wealth development, financial literacy, social network, and general long-term economic development.[footnoteRef:177]  This exacerbates the capital access gap and increases the difficulty of starting new businesses and acquiring home mortgages. [177:  Ibid.] 

There are a number of barriers to improved access to capital in Native American communities.  These include:
The inability of trust land to be used for collateral
The lack of banking or other financial institutions on or near tribal lands
Limited experience of Native Americans with banking and finance
Inflexible bank rules and regulations[footnoteRef:178] [178:  U.S. Department of the Treasury Community Development Financial Institutions (CDFI) Fund. Report of the Native American Lending Study. ] 

Improved access to credit and capital is critical to the economic growth and development in Native American communities.  The need for improved access to credit is even more important, given that almost 20 percent of the on-reservation Indian population live where the per capita income shrank more during the early 2000s period than it did for the U.S. as a whole.[footnoteRef:179]  At recent rates of economic growth, it will take four decades for the per capita income of Native Americans to match with the per capita income of the rest of the U.S.[footnoteRef:180]  Since 2001, many Native Americans have better credit options through access to Native Community Development Financial Institutions (Native CDFI).[footnoteRef:181]  Native CDFIs provide financial services and loan products tailored to Native American communities and include loan funds, credit unions, banks, and depository institutions.  They provide a variety of services, including financial education, credit repair, Individual Development Account programs, homeownership training, and loans. [179:  R. Akee, J. Taylor. Social and Economic Change on American Indian Reservations: A Data Book for the U.S. Census and the American Community Survey, 1990-2010. (2014).]  [180:  Id.]  [181:  A Native CDFI is defined by the U.S. Treasury as a CDFI that focuses at least 50 percent of its business activities on American Indians, Alaska Natives, or Native Hawaiians.] 

Many Native American communities rely on a relatively narrow economic base.  Some are heavily dependent on gaming operations, natural resource extraction, or some other single economic activity, leaving them vulnerable to market shifts.  Citizen entrepreneurship and private sector growth—made possible through increased access to credit and capital—cannot completely overcome such dangers, but they can create a more diversified and, therefore, more resilient economy.[footnoteRef:182] [182:  P. Omerod. Resilience After Local Economic Shocks. Applied Economics Letters, 17 (5): 503-507.] 

Homeownership in the U.S. has long been credited with creating a middle class, serving as the primary capital for business start-ups, retirement, college, and other life events.  However, because of the conflicting status of reservation lands, land title restrictions, and jurisdictional issues, Native Americans have significantly lower rates of homeownership compared with the overall population.[footnoteRef:183]  While for most Americans, a home is a key source of wealth, Native Americans have a significantly lower homeownership rate than other Americans, and the homes Native Americans do own tend to be worth less than those of other Americans.[footnoteRef:184]  Access to capital for Native Americans is a matter of equal opportunity.   [183:  U.S. Department of the Interior, Office Indian Energy and Economic Development. Native American Economic Policy Report: Developing Tribal Economies to Create Healthy, Sustainable, and Culturally Vibrant Communities. ]  [184:  Insight Center for Community Economic Development, The Racial Gap in Homeownership and Home Lending.] 

Until recently, Native American governments lacked the same opportunities as states and local municipalities to finance physical infrastructure and economic development through the issuance of tax-exempt bonds.  Tribal Economic Development (TED) bonds were created by the American Recovery and Reinvestment Act of 2009, with a total issuance limit of $2 billion.  TED bonds are tax-exempt bonds that tribal governments (not state-recognized tribes) can issue to finance any project or activity for which State or local governments could issue tax-exempt bonds.  However, the limits attached to TED bonds reduce their utility given the scope of infrastructure needs across Native American communities.  For example, TED Bonds cannot be used to finance any portion of the building in which Class 2 or Class 3 gaming is conducted or housed, any other property actually used in the conduct of those classes of gaming, or any facility located outside the Indian reservation.[footnoteRef:185] [185:  U. S. Treasury Department Fact Sheet: Tribal Economic Development Bonds. https://www.treasury.gov/resource-center/economic-policy/tribal-policy/Documents/Tribal ] 

Investment capital fuels the U.S. economy, particularly where small businesses are the engine of sustained non-agricultural economic performance.  There are recent examples of successful business projects where tribes have gained access to capital and credit, which point the way forward to improving economic outcomes more broadly in Native American communities.  One example is the Pueblo of Laguna in New Mexico which began work in 2012 on a $70 million dollar water and wastewater project for its six villages.  The new system expands water availability and quality, addresses serious health concerns, provides improved fire protection, and helps the pueblo attract additional commercial development—all infrastructure improvements.[footnoteRef:186]  Diversified funding was the key to project finance.  To initiate the first two phases of the project, the Pueblo of Laguna Utility Authority received:  a grant and a loan from the U.S. Department of Agriculture (USDA) Rural Development (RD) agency; loans from several Community Development Entities (CDEs) that raise investment capital for low-income communities through the CDFI Fund New Markets Tax Credit (NMTC) Program; and funds from the Pueblo itself.  [186:  M. Borino, J. Yost, Open for Business: U.S. Bank’s Experience in Indian Country. Community Development Investments.] 

Both the USDA RD funding and NMTC-based finance required significant effort by the pueblo.  To win the USDA RD monies, the pueblo’s finance team had to become educated about broadly available federal government grant and loan programs, not just programs developed for tribal entities.  It then had to demonstrate why a native community was qualified for USDA RD program funding and why the proposed project was feasible.  To obtain the NMTC financing, the tribe had to become educated about how NMTCs work, package its investment need in a manner attractive to CDEs, and then market itself. 
The Deputy Comptroller from the U.S. Office of the Comptroller of the Currency has stated:
Banks that consider Indian Country for business stand to reap more than profits.  Loans and investments help create jobs, revitalize communities experiencing record unemployment, and open the door to local Native entrepreneurs seeking to build and grow businesses, pushing forward the wheel of growth.[footnoteRef:187] [187:  B. Wides, A Look Inside, Community Developments Investments (Special Issue: Extending Credit in Indian Country: How Bank Use Federal Programs to Promote Economic Development), 2013.] 

The challenge for tribes is to consistently and persuasively educate themselves, and the lenders about tribes’ significant and growing capacities and community assets.  The challenge for lenders is to recognize that there are a variety of risk-management methods for lending to tribes and tribal enterprises—which includes methods developed through the successful restructuring of once-troubled Indian country loans—and to use such tools. 
Native American Housing Needs
The central legal framework for housing assistance for American Indians and Alaska Natives, the Native American Housing Assistance and Self-Determination Act (NAHASDA) of 1996, gives the tribes primary responsibility for the use of federal and other assistance in addressing these problems and appears to be more effective than previous approaches.
The ongoing need for housing is critical for Native American families and communities due to housing overcrowding and shortages in housing stock.  A recent study from the U.S. Department of Housing and Urban Development (HUD) states that it would take approximately 33,000 new housing units to alleviate overcrowding in tribal communities and an additional 35,000 housing units are needed to replace existing homes that are in bad condition.[footnoteRef:188] [188:  U.S. Department of Housing and Urban Development, Office of Policy Development and Research. Housing Needs of American Indians and Alaska Natives in Tribal Areas—Executive Summary. (2017)] 

HUD conducted a household survey using a nationally representative sample of tribal areas between 2013 and 2015.  The HUD survey demonstrated that, while physical housing problems have declined enough to be negligible for the U.S. as a whole, this has not been the case for Native American housing.  For example, the share of all U.S. households with heating deficiencies was two percent, but 12 percent for Native American homes; the share of all U.S. homes that were overcrowded was two percent, compared with 16 percent for Native American homes.[footnoteRef:189]  The HUD survey also found that homelessness in tribal areas generally involves overcrowding, rather than people sleeping on the street.  The study estimates that from 2013 to 2015, between 42,000 and 85,000 people in tribal areas were staying with friends or relatives only because they had no place of their own.[footnoteRef:190] [189:  Ibid.]  [190:  Ibid.] 

High-Speed Internet and Telecommunications
The advanced telecommunications capability available in many parts of the U.S. is severely lacking on tribal lands.  The information technology industry could potentially provide many economic opportunities for tribal nations.  These include job creation; stimulation of local economic development through new Native-owned and operated technology companies; or by attracting outside high-tech companies onto tribally owned lands.  Although there are currently only a few technology companies that are owned and operated by Native Americans, the potential for considerable growth exists.[footnoteRef:191]  [191:  Native Nations, Federal Communications Commission, https://www.fcc.gov/general/native-nations.] 

In January 2015, FCC reported that Americans living in rural areas and on tribal lands disproportionately lacked access to high-speed Internet.  FCC’s data indicated that, as of December 2013, high-speed Internet was available to 37 percent of households on tribal lands —compared to 47 percent of U.S. households in rural areas and 92 percent of U.S. households in urban areas.[footnoteRef:192]  [192:  GAO Report, Additional Coordination and Performance Measurement Needed for High Speed Internet Access Programs on Tribal Lands, GAO-16-222, 2015 data published in 2016.] 

Increasingly, high-speed Internet service is a critical component of the U.S. physical infrastructure and a key driver of economic growth.  High-speed Internet access provides numerous social and economic benefits including essential communications service for e-commerce, telemedicine, financial transactions, online courses, and other educational tools.  The Internet holds great potential for tribal communities—which are generally located in remote, rural locations—as access to it offers new opportunities for growth, productivity, and innovation.  However, as of 2012, the FCC’s Office of Native Affairs and Policy reported that the lack of service in rural and tribal lands presented significant impediments to efforts of tribal nations to build their internal structures for self-governance, economic opportunity, education, public safety, and cultural preservation.[footnoteRef:193] [193:  Id.] 

In a GAO study on this issue, tribal leadership report Internet service availability at varying connection speeds, ranging from less than 1 Mbps to over 25 Mbps.  Some tribes have at least some fiber optic high-speed Internet connections while the others had slower copper lines, mobile service only, or satellite service only.  Of those tribes that have mobile Internet service, only a few tribal lands have 4G mobile high-speed Internet services.  Even where there is high-speed Internet access, limitations on Internet services include high costs, small data allocations, slow download speeds, and unreliable connections.  For example, officials from the Quileute tribe have reported that connection problems caused by heavily congested networks force them to upload required reports to federal grant agencies after regular business hours.[footnoteRef:194]  [194:  Id. at page 9.] 

The two most commonly cited impediments to service improvements are the interrelated barriers of rugged terrain and rural locations of many tribal lands; and tribal members’ limited ability to pay for high-speed Internet service.  FCC’s Office of Native Affairs and Policy reported in 2012 that rural, remote, and rugged terrain increase the cost of installing, maintaining, and upgrading Internet infrastructure.[footnoteRef:195]  It also reported that affordability of these services among tribal members is affected by persistent levels of poverty.  Internet providers report these barriers can deter private investment in infrastructure needed to connect remote towns and villages to a service provider’s core network —known as the middle mile.  Middle-mile infrastructure includes burying fiber optic or copper cables, stringing cable on existing poles, or erecting towers for wireless microwave links.  [195:  FCC Office of Native Affairs and Policy, 2012 Annual Report.  ] 

Tribal lands located far from urban areas typically do not have the middle-mile infrastructure necessary for high-speed Internet deployment.  This is complicated by the vastness of reservation lands; low population density; rugged terrain characteristics such as hills, forests, mesas, and rocks; and, in some places, a lack of basic services such as roads, addresses, and commercial power.  The remote village of Beaver, Alaska, which is not connected to a road network and is only accessible by plane, illustrates some of these characteristics.  There is no fixed or wireless Internet service in Beaver, and satellite Internet is a poor substitute for land-based middle-mile infrastructure because it is slower, less reliable, includes restrictive caps on data usage, and suffers from regular blackout periods.[footnoteRef:196] [196:  United States Government Accountability Office (GAO), Additional Coordination and Performance Measurement Needed for High-Speed Internet Access Programs on Tribal Lands, Report to Congressional Requesters, January 2016.] 

According to a GAO report to Congress on telecommunications on Tribal lands, the terrain and lack of basic services on tribal land increase the costs of building and maintaining middle-mile infrastructure, compared to costs in urban areas.  For example, the Lac du Flambeau and Menominee tribes in Wisconsin live on reservations with dense, tall forests, and microwave towers must be tall enough—sometimes as high as 250 feet to transmit the high-speed Internet signal above the tree canopies.  In Alaska, permafrost and seasonal thaw make it difficult to lay fiber optic cables.  In the Southwest, deployment of Internet service on the Navajo Nation, spanning more than 24,000 square miles, is extremely challenging because remote areas of the reservation are not served by commercial power.[footnoteRef:197] [197:  Ibid.] 

The GAO study reports that the lack of tribal members with sufficient bureaucratic and technical expertise is also a barrier to increasing high-speed Internet access on tribal lands because tribal members do not have the expertise required to apply for federal funds, which can lead to deficient funding applications or the need to hire consultants.  Officials of the Ute tribe, for example, described submitting application paperwork for federal funding several times before being accepted because of multiple federal officials asking for different edits.  Some tribes reported spending resources on outside consultants to manage the application process.  For example, the Mississippi Choctaw reported hiring a full -time grant writer to manage their E-rate application when they had difficulty applying for E-rate on their own.[footnoteRef:198]  Similarly, Lac du Flambeau officials reported spending funds on lawyers, consultants, and engineers who they must hire to assist them in applying for federal telecommunications funding. [198:  Ibid.] 
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This section discusses the Department of Health and Human Services’ (HHS) financial assistance, training, technical assistance, outreach, and other support to Indian Nations, Alaska Natives, Native Hawaiians, and Pacific Islanders located in Guam, American Samoa, and the Northern Mariana Islands (collectively referred to as Native Americans in this Report).  
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[bookmark: _Toc526501278]Administration for Children and Families (ACF)
Within HHS, ACF promotes the economic and social well-being of families, children, individuals, and communities with funding, strategic partnerships, guidance, training, and technical assistance.  The mission of ACF is to foster health and well-being by providing federal leadership, partnership, and resources for the compassionate and effective delivery of human services.  ACF-funded programs find safe and supportive families for abused children, help parents find jobs, and work with troubled teens to leave the streets and find a path toward hope and opportunity.  ACF administers programs carried out by state, territorial, county, city, and tribal governments as well as by private, non-profit, and community- and faith-based organizations designed to meet the needs of a diverse cross-section of society.  
Administration for Native Americans (ANA)
ANA supports Native American communities by providing financial assistance and capacity building, gathering and sharing data, and advocating for improved policies within HHS and across the federal government.  ANA grant funding is available for short-term project funding for project periods of one, two, and three years with a select number of special initiatives funded for 5-year project periods.  Training and technical assistance is available to funding applicants for project and proposal development and to grantees for project implementation and reporting.  ANA is committed to fostering economic and social development through grants in Native American communities through three primary program areas: Social and Economic Development Strategies (SEDS); Native Languages, through funding opportunities in Native Language Preservation and Maintenance (P&M) and Esther Martinez Native Language Immersion (EMI); and Environmental Regulatory Enhancement (ERE).  
In FY 2015, ANA provided grant funding to 193 grantees during the fiscal year: 118 grants under SEDS (including 29 under the Sustainable Employment and Economic Development Strategies (SEEDS) initiative, 13 under the Native Asset Building Initiative (NABI), and 4 grants under the Tribal Governance initiative; 60 grants under Native Language P&M and EMI; 14 grants under ERE; and one emergency direct award.  Of these, 75 were new grant awards and 118 were continuation grants.  The cumulative total of FY 2015 ANA funding for all active grants, new and continuations, was $42,797,032. 
Social and Economic Development Strategies (SEDS)
ANA promotes social and economic self-sufficiency in communities through SEDS grants.  These competitive financial assistance grants support locally determined projects designed to reduce or eliminate community problems and achieve community goals.  This approach to promoting self-sufficiency is intended to encourage Native American communities to shift away from programs that result in dependency on services and move toward projects that increase community and individual productivity through community development. 
SEDS grants fund social and economic development projects in on- and off-reservation Native communities and provide federal support for self-determination and self-governance among Native American people.  SEDS funding to support governance is only available to tribes and assists tribes with the development and implementation of projects that support and enhance tribal governing capabilities.  Special initiatives under SEDS have included NABI and SEEDS. NABI is a joint funding opportunity, offered through a partnership between the Office of Community Services (OCS) Assets for Independence (AFI) program and ANA's Social and Economic Development Strategies (SEDS) program. The Initiative's goal is to build capacity for Native communities to offer financial literacy, asset building, and related services to more families. 
Native Language Preservation and Maintenance and Esther Martinez Immersion Programs (P&M and EMI)
Congress established the Native American Languages Act (NALA) of 1992 to promote the use of Native American languages.  In 2006, Congress passed the Esther Martinez Native American Languages Preservation Act, which amended NALA to provide for the revitalization of Native American languages through native language immersion and restoration programs.  ANA grant awards under its P&M funding opportunity provides support to Native American grantees to assess, plan, develop, and implement projects to ensure the survival and continuing vitality of Native American languages.  Applicants for funding are encouraged to involve elders and other community members in determining proposed language project goals and implementing project activities.  
The EMI funding opportunity provides assistance to community-driven projects designed to preserve Native American languages through Native American language nests and Native American language survival schools reflecting specific, measurable, achievable, relevant, and time-bound outcomes. 
Native American Language Nests are site-based educational programs that provide child care and instruction in a Native American language for at least 10 children under the age of 7 for an average of at least 500 hours per year per child, provide classes in the same languages for parents or legal guardians of children enrolled in such language nests, and must ensure that a Native American language is the medium of instruction in the Native American language nest.
Native American Language Survival Schools are site-based educational programs for school-age students that provide at least 500 hours per year per student of Native American language instruction to at least 15 students for whom a Native American language survival school is their principal place of instruction, and that develop instructional courses and materials, provide teacher training, and work toward achieving Native American language fluency and academic proficiency in mathematics, reading, and sciences, and are located in areas that have high numbers or percentages of Native American students.
Environmental Regulatory Enhancement (ERE)
ANA awards grants under the ERE funding opportunity to support the costs of planning, developing, and implementing programs designed to improve the capability of tribal governing bodies to regulate environmental quality pursuant to federal and tribal environmental laws. 
Native Hawaiian Revolving Loan Fund (NHRLF)
Congress established NHRLF demonstration project in 1987 in amendments to the Native American Programs Act (NAPA).  The purposes of the NHRLF are to provide funding to Native Hawaiians not otherwise available from private sources to:
Promote economic activities in the state of Hawaii that result in expanded opportunities for Native Hawaiians to increase their ownership of, employment in, or income from local economic enterprise;
Assist Native Hawaiians to overcome specific gaps in local capital markets and to encourage greater private-sector participation in local economic development activities; and
Increase capital formation and private-sector jobs for Native Hawaiians.
Pursuant to the original legislation, the Commissioner of the ANA awarded the state of Hawaii’s Office of Hawaiian Affairs (OHA) a grant to establish OHA as the NHRLF Loan Administrator.  In 1998 through amendments to NAPA, Congress determined that FY 2001 would be the final year OHA would receive new appropriations to support the NHRLF.  At that time, federal funds and OHA contributions combined for a total of $23 million in loan capital. 
In FY 2015, the NHRLF disbursed 85 new loans.[footnoteRef:199]  At the end of FY 2015, there were 1,122 outstanding loans.  [199:  Forty-five loans in the island of Oahu, 15 loans to the island of Hawaii, 13 loans to the island of Maui, 6 loans to the island of Kaua’i, 4 loans to the island of Moloka’i,  and 2 loans to the island of Lanai.	] 

Administration for Children, Youth, and Families (ACYF)
ACYF oversees major federal programs that support:
Social services that promote the positive growth and development of children, youth, and their families
Protective services and shelter for children and youth in at-risk situations
Adoption for children with special needs
These programs provide financial assistance to states, community-based organizations, and academic institutions to provide services, carry out research and demonstration activities, and manage training, technical assistance, and information dissemination.  The work of ACYF is primarily accomplished through its two operational Bureaus: the Children’s Bureau (CB) and the Family and Youth Services Bureau (FYSB).
Children’s Bureau (CB)
Within ACYF, CB focuses on improving the lives of all children and families through programs that reduce child abuse and neglect; increase family preservation, adoptions, and guardianships; and strengthen foster care.  Historically, tribes have accessed much of their child welfare funding through the states, or through the BIA. However, CB also offers direct funding opportunities for tribes through several grant programs. Indian tribes, tribal organizations, and tribal consortia are eligible for federal funding to administer child welfare programs under title IV-B and title IV-E of the Social Security Act.
The Fostering Connections to Success and Increasing Adoptions Act of 2008 (Fostering Connections) amended title IV-E of the Social Security Act, and provided tribal entities the option to apply to operate a title IV-E program and seek federal reimbursement for a share of allowable expenditures made pursuant to an approved title IV-E plan for foster care, guardianship assistance, and adoption assistance for children with special needs.  
The Fostering Connections Act also authorized one-time grants of up to $300,000 to tribes, to assist in the development of a tribally operated title IV-E plan.  Grant funds may be used for the cost of developing a title IV-E plan, including costs for the development of data collection systems, a cost allocation methodology, agency and tribal court procedures necessary to meet the case review system requirements, or any other costs attributable to meeting any other requirement necessary for approval of a title IV-E plan.  Over the past seven years, 35 tribes or consortia of tribes have received title IV-E plan development grants.
Additional funds, under the Stephanie Tubbs Jones Child Welfare Services Program (Subpart 1 of title IV-B of the Social Security Act), are available to tribes to improve their child welfare services with the goal of keeping families together.  Tribes provide services in support of five purposes, which are: protecting and promoting the welfare of all children; preventing the neglect, abuse, or exploitation of children; supporting at-risk families through services which allow children, where appropriate, to remain safely with their families or return to their families in a timely manner; promoting the safety, permanence, and well-being of children in foster care and adoptive families; and finally, providing training, professional development and support to ensure a well-qualified child welfare workforce.  Funds are also available for certain eligible tribes under the Promoting Safe and Stable Families Program (Subpart 2 of title IV-B of the Social Security Act) to assist with family support, family preservation services, time-limited family reunification services, and services to support adoptions. 
In 2011, the Child and Family Services Improvement and Innovation Act allocated $1 million for the creation of new Tribal Court Improvement Program (TCIP) grants.  The purpose of the TCIP is to provide grants to tribal governments on behalf of tribal courts or courts for tribal consortia to improve the handling of child welfare cases by tribal courts, and increase and enhance the engagement of the entire family in court proceedings related to child welfare, family preservation, family reunification, and adoption.  TCIP funding provides tribal governments with the ability to conduct assessments of child welfare proceedings and to make improvements based on those assessments; ensure children's safety, permanence, and well-being needs are met in a timely and complete manner (through better collection and analysis of data); and provide training for judges, attorneys, and other legal personnel in child welfare cases.  There have been two rounds of grants under this program, with seven awards in the first round, and nine awards in the second.  The second three-year grant began in FY 2015, with each grantee receiving up to $150,000 for each of three years.
CB provides and technical assistance through the Capacity Building Center for Tribes (CBCT).    With guidance from a group of national Native child welfare experts, the CBCT provides culturally responsive materials and tools for tribal social service professionals and Native American communities.  To improve services to Native American children, families, and communities, the CBCT created the Tribal Information Exchange as a complement to the Capacity Building Collaborative website.  The Tribal Information Exchange provides easy-to-access content that focuses on Indian child welfare topics, creates a space for tribes to share and learn from each other, and organizes tribal resources from the CBCT and elsewhere.  In addition, the CBCT has developed Our Children, Our Sovereignty, Our Culture, Our Choice: ICWA Guide for Tribal Governments and Leaders, to provide recommendations for tribal leaders.[footnoteRef:200] [200: https://icwaguide.tribalinformationexchange.org/ ] 

Family and Youth Services Bureau (FYSB)
ACYF’s FYSB supports organizations and communities that work every day to put an end to youth homelessness, adolescent pregnancy, and domestic violence. 
Through the Tribal Personal Responsibility Education Program (PREP), FYSB awards grants to promote proven and culturally appropriate methods for reducing adolescent pregnancy, delaying sexual activity among youths and increasing abstinence and contraceptive education among sexually active youth in native communities.  FYSB conducted extensive consultation with Tribes in the development of Tribal PREP in a culturally appropriate manner.  Tribal PREP grants require a planning period in which the funded tribes and tribal organizations conduct a comprehensive needs assessment to determine how best to implement the Tribal PREP program in their communities.  Grantees are encouraged to interview key stakeholders in the community, including teachers, elders, parents, young people who may be involved in programming, and many others.  The needs assessment is designed and implemented by the grantee in a way that works for their community, and the feedback gathered is used to inform the development of an implementation plan for their teen pregnancy prevention program.  The program works collaboratively with the grantees, respecting sovereignty, self-determination, and autonomy, to finalize a plan that meets programmatic requirements and also incorporates the unique cultural attributes and identity of each tribal grantee.
In FY 2015, FYSB awarded 15 discretionary grants to Native Americans organizations under Competitive PREP grant announcement.  These 15 grants funded projects promoting proven and culturally appropriate methods for reducing adolescent pregnancy, delaying sexual activity among youths, and increasing condom use and other contraceptives among sexually active youth in Native communities. 
Through the Runaway and Homeless Youth Program, FYSB supports street outreach, emergency shelters and longer-term transitional living and maternity group home programs to serve and protect young people, including Native American youths.  
FYSB also supports targeted funding for tribes for family violence prevention.  The Family Violence Prevention and Services Act (FVPSA) is the primary federal funding source dedicated to providing immediate shelter and supportive services for victims of family violence, domestic violence, or dating violence and their dependents.  FVPSA grants to Native American tribes (including Alaska Native villages) and tribal organizations are formula grants funded through a 10 percent set aside in the FVPSA appropriation, totaling $13.5 million in FY 2015.  The purpose of these grants is to assist tribes in efforts to increase public awareness about, and primary and secondary prevention of, family violence, domestic violence, and dating violence, and to provide immediate shelter and supportive services for victims of family violence, domestic violence, or dating violence, and their dependents.  Local tribal domestic violence programs served 33,553 victims of domestic violence and their children in 2015.  
Office of Head Start (OHS)
OHS administers grant funding and oversight to the over 1,700 public and private nonprofit and for-profit agencies that provide Head Start services.  Head Start promotes school readiness of children under 5 from low-income families through education, health, social and other services.  OHS has 12 regional offices that support the administration of grants, oversight, and training and technical assistance, including a regional office for American Indian and Alaska Native programs (Region XI).  OHS supports services for approximately 44,000 Native American children and families, of which approximately 20,000 are served by Region XI programs and the remaining are served through non-tribal programs in the other regions.[footnoteRef:201]  In FY 2015, Region XI funded 150 Head Start and Early Head Start programs in 26 states.[footnoteRef:202]  OHS also provides federal policy direction and a training and technical assistance system to assist grantees in providing comprehensive services to eligible young children and their families.  A total amount of approximately $205 million in federal grant funds supports approximately 12,000 Native American children and their families.  [201:  https://eclkc.ohs.acf.hhs.gov/programs/article/american-indian-alaska-native-programs]  [202:  Office of Head Start, American Indian and Alaska Native Early Head Start Expansion and Early Head Start-Child
Care Partnerships, HHS-2016-ACF-OHS-HI-R11-1182, Page 4. https://ami.grantsolutions.gov/files/HHS-2016-ACF-OHS-HI-R11-1182_0.pdf ] 

The rich cultural heritage of American Indian and Alaska Native children, families, and communities is central to American and Alaska Native Head Start and Early Head Start programming.  Based on the needs of local communities, Head Start programs support traditional language and cultural practices to provide high-quality services to young children and their families.  Targeted tools and resources are available to assist in the planning, development, and organization of Native American programs and other programs serving American and Alaska Native communities. 
Relevant to American Indian and Alaska Native communities, OHS has developed: 
Five Steps to Community Assessment for American Indian Alaska Native Head Start Programs 
Annual Head Start Tribal Consultation Reports 
An OHS Tribal Languages Report
The Report on Tribal Language Revitalization in Head Start and Early Head Start 
Head Start Cultural and Linguistic Responsiveness Resource Catalogue on Native and Heritage Language Preservation, Revitalization, and Maintenance 
As community assessment is a key component of program planning, the Five Steps to Community Assessment[footnoteRef:203] resource has helped American Indian and Alaska Native programs to conduct a meaningful community needs assessment and then develop corresponding goals and objectives that correspond to the individual needs, strengths, and resources of local communities.  This step-by-step, user-friendly resource guides programs through the course of planning, designing, and gathering their assessment information, and then assists them in the process of analyzing their data and using results to make important programmatic decisions. [203:  HeadStart/ECLKC, Report on Tribal Language Revitalization in Head Start and Early Head Start. https://eclkc.ohs.acf.hhs.gov/publication/five-steps-community-assessment] 

The OHS Tribal Consultation Reports[footnoteRef:204] reflect consultations as forums for discussing how to better meet the needs of Native American children and families.  Such reports include comments and recommendations raised by tribal leaders and their representatives; comments and responses from OHS; and areas identified at the ACF Tribal Consultations as requiring follow-up by OHS.  OHS is committed to consultation with tribes through which elected officials and other authorized representatives of tribal governments have the opportunity to provide meaningful and timely input on the development of policies or regulations, the interpretation of existing regulations, or other policies or procedures that affect Indian tribes.  OHS is committed to seeking input from American Indian and Alaska Native governing bodies, leaders, and individuals designated by tribal leaders and incorporating such input into its decision-making process related to all matters that significantly affect tribes and American Indian and Alaska Native children and families.   [204: OHS 2015 Tribal Consultation Reports.  https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/aian-tribal-consult-report-20150817-mt.pdf] 

Since 2010, OHS has undertaken efforts to learn about the successes, progress, and challenges faced by large and small tribal communities in various stages of preserving, revitalizing, or reclaiming their tribal language.  The OHS Tribal Languages Report provides illustrative examples of tribal language efforts around the country and discusses the recommendations and implications for OHS. 
OHS has long supported the cultural and linguistic diversity of the families and children in Head Start and Early Head Start programs.  This commitment includes support for Native American language revitalization in American Indian and Alaska Native programs reflected in the Report on Tribal Language Revitalization in Head Start and Early Head Start.  This report demonstrates the cognitive and other benefits of exposure to more than one language.  Head Start and Early Head Start programs report that children learn their tribal language quickly and with pride, including Native children with special needs.  They also report that children learning their tribal language continue to develop strong English skills.  Staff and parents need to understand the course of child language development and recognize that children may initially show uneven progress in two languages.  They also need to know that young children learn language by hearing and using it in the course of everyday life, instead of through didactic, lesson-based approaches. 
In addition to the Report on Tribal Language Revitalization in Head Start and Early Head Start, OHS supported the development of the Native and Heritage Language Preservation, Revitalization, and Maintenance Resource Catalogue designed to provide programs with evidence-based materials, research, promising practices, and other information to help develop culturally and linguistically responsive systems and services.  The catalogue includes books, articles, videos, and other useful resources—most of which are available free of charge.
OHS has taken a leadership role in supporting early childhood programs, states, and tribes to promote the development and learning of Native American young children who are dual language learners learning both English and heritage languages.  For example, the OHS commissioned the Cultural and Linguistic Responsive Resource Catalog: Volume Two – Native and Heritage Language Preservation, Revitalization, and Maintenance.[footnoteRef:205] [205:  See https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/resource-catalogue-main-book-4.pdf] 

Office of Child Care (OCC)
OCC supports low-income working families through child care financial assistance and promotes children's learning by improving the quality of early care and afterschool programs.  OCC administers the Child Care and Development Fund (CCDF) and works with tribal governments to provide support for children and their families juggling work schedules and struggling to find child care programs that will fit their needs and that will prepare children to succeed in school. 
In FY 2015, CCDF provided funding to approximately 260 tribes and tribal organizations that, either directly or through consortia arrangements, administer child care programs for approximately 520 federally-recognized Indian tribes.  CCDF improves the quality of care to support children’s healthy development and learning by supporting child care licensing, quality improvements systems to help programs meet higher standards and support for child care workers to attain more training and education.
The Child Care and Development Block Grant (CCDBG) Act of 2014 (Pub. L. 113-186) reauthorized and amended the CCDF program.  Under the new law, tribes are to receive no less than two percent of the discretionary CCDF funding.  Tribal CCDF funding is comprised of two funding sources: 1) discretionary funds, which are provided under the CCDBG Act, as amended; and 2) Tribal mandatory funds provided under Section 418 of the Social Security Act. Recognizing the needs of tribal communities, OCC increased the Tribal CCDF discretionary set-aside from 2 percent to 2.5 percent for FY 2015, which increased the total tribal CCDF Funding from $107 million to $119 million.  The increase gives tribes access to an additional $12 million.  Specifically, in FY 2015 Tribal CCDF allocations totaled $58.3 million in mandatory awards, and $60.8 million in discretionary awards including targeted funds.[footnoteRef:206]   [206:  https://www.acf.hhs.gov/occ/resource/guidance-on-ccdbg-act-of-2014-relevant-to-tribes] 

Tribal Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program
The Tribal MIECHV program is designed to develop and strengthen tribal capacity to support and promote the health and well-being of Native American families; expand the evidence-base around home visiting in tribal communities; and support and strengthen cooperation and linkages between programs that serve American Indian and Alaska Native children and their families.  Tribal MIECHV provides five-year grants to tribal entities to develop, implement, and evaluate home visiting programs in Native American communities.  The Tribal MIECHV program is funded by a three percent set-aside from the larger Federal Home Visiting program.  Grants are awarded to Indian tribes, consortia of tribes, tribal organizations, and urban Indian organizations.
The goals of the Tribal MIECHV program include: 
Supporting the development of happy, healthy, and successful American Indian and Alaska Native American children and families through a coordinated home visiting strategy that addresses critical maternal and child health, development, early learning, family support, and child abuse and neglect prevention needs. 
Implementing high-quality, culturally-relevant, evidence-based home visiting programs in Native American communities. 
Expanding the evidence base around home visiting interventions with Native populations. 
Supporting and strengthening cooperation and coordination and promoting linkages among various programs that serve pregnant women, expectant fathers, young children, and families, resulting in coordinated, comprehensive early childhood systems in grantee communities. 
Recipients of five-year grants under the Tribal MIECHV program must collect, analyze, use, and report data on program implementation and improvements for eligible families participating in the program in the legislatively mandated benchmark areas.  In addition, grantees are also expected to engage in continuous quality improvement and learning activities that support the ongoing use of performance and implementation data to optimize program outcomes, facilitate cultural and contextual adaptations of evidence-based models to meet community and program needs.  ACF awarded 25 Tribal MIECHV grants totaling $55.6 million in three cohorts between FY 2010 and FY 2015. 
Tribal Early Learning Initiative (TELI)
In fall 2012, ACF began the Tribal Early Learning Initiative (TELI), a partnership between ACF and ECD funded American Indian and Alaska Natives to support better outcomes for Native children and families.  TELI’s objective is for tribes and their communities to continue to grow and sustain critical early childhood systems to meet the needs of young children, families, and the community as a whole and increase the number of children in quality early care and education settings.  ACF works closely with TELI tribes to identify obstacles to collaboration and systems improvement, and to help them develop and carry out plans to address these obstacles that are in line with tribal community values, traditions, and priorities.  ACF also hopes that the TELI tribes will serve as models for other tribes and communities that are trying to work across traditionally siloed programs to build stronger early childhood systems to support their youngest and most vulnerable citizens. 
The goals of TELI are to:
Support tribes to coordinate tribal early learning and development programs 
Create and support seamless, high-quality early-childhood systems 
Raise the quality of services to children and families across the pregnancy-to-kindergarten entry continuum 
Identify and break down barriers to collaboration and systems improvement. 
The TELI Collaborative Success Report [footnoteRef:207] highlights the innovative work of the first cohort of four TELI grantees, which began in 2012.  A second cohort of six TELI grantees was awarded in 2015. [207:  See https://www.acf.hhs.gov/sites/default/files/ecd/teli_collaborative_success.pdf ] 

Office of Child Support Enforcement (OCSE)
OCSE oversees the national Child Support Program under Title IV-D of the Social Security Act, in partnership with state, tribal, and local child support agencies and others.  The goal of the program is to encourage parental responsibility so that children receive financial, medical, and emotional support from both parents, even when they live in different households.  The program functions in 54 states and territories, and 62 tribes.  OCSE assures that assistance in obtaining support is available to children by locating parents; establishing paternity; establishing and modifying support obligations; and monitoring and enforcing these obligations.
In recent years, the program has shifted its focus from welfare cost reimbursement to family support, with an emphasis on obtaining regular support for children and removing barriers to consistent payment.  OCSE Program is one of the largest income support programs for families, contributing money to family budgets to help pay for the basics—shelter, food, child care, transportation, and school clothes.
OCSE’s Tribal Child Support Program provides grants to Indian tribes and tribal organizations to operate child support programs, as authorized in title IV-D, section 455(f) of the Social Security Act.  A final regulation setting forth the requirements for tribes and tribal organizations to apply for and receive direct funding for operation of tribal child support programs pursuant to 45 CFR 309 was published on March 30, 2004.  According to the 2004 regulation, in order to demonstrate the capacity to operate a tribal child support program, tribes or tribal organizations must include the following tribally determined performance targets in a tribal IV-D plan: paternity establishment, support order establishment, amount of current support to be collected, amount of past-due support to be collected, and any other performance measures a tribe or tribal organization may want to submit.
In FY 2015, the Tribal Child Support Program oversaw 59 comprehensive tribal IV-D child support programs and an additional 3 start-up tribal programs.  Comprehensive tribal child support programs provide full child support services including establishment of paternity and support orders, modification and enforcement of support orders, and location of noncustodial parents and their assets.  Start-up tribal programs are in the developmental stages of operation and are working to demonstrate their capacity to operate as a comprehensive program. 
In FY 2015, 59 of the comprehensive tribal programs reported collections of over $50 million, which was a 7 percent increase over tribal collections in FY 2014.  In FY 2015, there were 53,000 tribal cases.  In addition to formula mandatory funding described above, OCSE offers two competitive funding opportunities typically available every other year depending on appropriations funding.  
Office of Community Services (OCS)
OCS partners with states, tribes, communities, and agencies to eliminate causes of poverty, increase self-sufficiency of individuals and families and revitalize communities.  OCS’s main goals are to:
Serve the economic and social needs of low-income individuals and families
Provide employment and entrepreneurial opportunities
Promote individual self-sufficiency through the creation of full-time, permanent jobs
Assist community development corporations in utilizing existing funding for neighborhood revitalization projects
Provide financial and technical resources to state, local, public and private agencies for  economic development and related social service support activities
Provide energy assistance to low-income household
Assets for Independence
OCS administers the Assets for Independence (AFI) grant program that uses a community-based approach to address poverty in the community and meet the needs of community members for economic independence and stability.  AFI grants support local demonstration projects that provide matched savings accounts called Individual Development Accounts (IDAs) to eligible individuals.  AFI participants use their IDAs and project matching funds for one of three allowable assets: purchase a first home, capitalize or expand a business, or fund post-secondary education or training. 
AFI grantees also assist participants in obtaining the skills and information necessary to achieve economic self-sufficiency.  Grantees are encouraged to tailor the strategies and services they offer to the needs of their project participants and the opportunities in their community.  Grantees often work with a variety of partners (e.g., financial institutions, community-based organizations, etc.) in order to implement their project successfully. 
AFI grantees serving American Indians, Native Hawaiian and Alaskan Native communities have regional attributes that contribute to high levels of poverty, including geographic isolation and few asset development resources (e.g., financial institutions or financial education).  AFI has provided resources to these grantees to promote asset building within their communities.  The IDAs and related services offered by AFI projects provide an opportunity for Native communities to cultivate their existing assets and expand asset building services within their communities.  
In FY 2015, AFI granted two awards to tribes or tribal organizations through ANA’s Native American Asset-Building Initiative (NABI) funding opportunity announcement.  The awards, totaling $374,000, went to Choctaw Nation of Oklahoma ($320,000) and the Northwest Native Development Fund ($54,000). NABI is a partnership between the Administration for Native Americans (ANA) and OCS.  The Initiative focuses on building the capacity of tribes and Native organizations to effectively plan projects and develop competitive applications for funding under the Office of Community Services’ AFI program. 
Community Economic Development (CED)
CED is a federal grant program that awards funds to Community Development Corporations that address the economic needs of low-income individuals and families through the creation of sustainable business development and employment opportunities.  Community Development Corporations must be governed by a tripartite board of directors that consists of residents of the community served, and local business and civic leaders.  Community Development Corporations must have as their principal purpose “planning, developing or managing low-income housing or community development projects”.  In FY 2015, OCS awarded two CED grants to tribal organizations, totaling $1,087,821.  The two tribal organizations are Northwoods NiiJii Enterprise Community, Inc. in Lac du Flambeau, Wisconsin for $300,000 and Pacific Gateway Center in Honolulu, Hawaii for $787,821.  
Community Services Block Grant
OCS administers programs authorized under the Community Services Block Grant (CSBG) Act of 1981, which provides communities assistance for the reduction of poverty; revitalization of low-income communities; and the empowerment of low-income families and individuals, in order for them to become fully self-sufficient.
While CSBG is administered at the state level, and funds distributed to eligible entities, the CSBG Act contains special provisions pertaining to payments to Indian tribes and tribal organizations.  As sovereign nations, Indian tribes and tribal organizations may receive CSBG funds directly from OCS if it is determined that the members would be better served through direct federal funding than through state CSBG funding.  Tribes and tribal organizations must be state or federally-recognized in order to receive CSBG funding.  In such situations, the governing body of a tribe or tribal organization applies for direct funding under the CSBG Act by submitting a request to OCS and completing a CSBG application and plan that meet statutory requirements.  
State CSBG allocations are based, in part, on the population eligible for services.  Tribal grants are calculated based on eligible population size relative to the eligible population within the state, and the state CSBG allocation is reduced by the share awarded directly to tribes.  The allocation for each tribe and tribal organization is based on the population figures from the most recent Census, unless there is an agreement between the state and tribe about current population figures.  OCS encourages the state and newly funded state or federally-recognized tribes to negotiate and agree on current population figures.  The negotiated agreement between the respective state and tribe is submitted as part of the application process.
Indian tribes and tribal organizations receiving direct CSBG funds provide services and activities addressing employment, education, better use of available income, housing, nutrition, emergency services and health care services to low-income Native American elders, adults, families, adolescents and young children.  Tribes and tribal organizations interested in direct CSBG funding submit a model plan and application to the Office of Community Services annually or biannually for review and acceptance.  In FY 2015, 60 tribes and tribal organizations received direct CSBG funding.  A combined $5,750,397 was awarded to 54 tribes and 6 tribal organizations across 23 states, some serving multiple tribes.  
In addition, OCS also provided $33,086,079 in Low Income Home Energy Assistance Program (LIHEAP) Block Grant Funds to Indian Tribes and Tribal Organizations through Continuing Appropriations Resolution in 2015 (P.L. 113-164). LIHEAP helps low-income families pay their heating bills.  LIHEAP is a grant that offers assistance in the form of a cash grant, sent directly to the utility company, or a crisis grant for households in immediate danger of being without heat.
Office of Family Assistance (OFA)
OFA administers several key federal grant programs, including Temporary Assistance for Needy Families (TANF), Healthy Marriage and Responsible Fatherhood, Health Profession Opportunity Grants, and tribal programs.  The three tribal programs give federally recognized Indian tribes flexibility to design welfare, jobs, and child welfare programs that promote work and responsibility and strengthen families. OFA also provides program guidance and technical assistance to tribal TANF, NEW, Tribal TANF-Child Welfare. 
Tribal TANF
Federally recognized Indian tribes can apply for funding to administer and operate their own TANF programs, under section 412 of the Social Security Act.  TANF gives federally recognized Indian tribes flexibility in the design of welfare programs that promote work and responsibility and strengthen families.  Such flexibility includes development of allowable tribal work activities that may contain traditional subsistence activities such as hunting and fishing. 
Similar to states, tribes receive block grants to design and operate tribal TANF programs that accomplish one or more of the four purposes of the TANF program.  The four statutory purposes of all TANF programs are:
Provide assistance to needy families so that children can be cared for in their own homes or in the homes of relatives.
End the dependency of needy parents on government benefits by promoting job preparation, work, and marriage.
Prevent and reduce the incidence of out-of-wedlock pregnancies.
Encourage the formation and maintenance of two-parent families.  
As of January 1, 2015, there were 70 approved tribal TANF programs.  These programs served 284 federally recognized tribes and Alaska Native villages.  In FY 2015, a total of 9,679 total adults participated in tribal TANF program work-related activities, including 22 percent in unsubsidized work activities, 18 percent in job search/job readiness activities, 14.9 percent in community service activities, and 8.4 percent in job skills training.  Of the types of families receiving tribal TANF assistance, 48 percent were one-parent families, 17.9 percent were two parent families, and 33.9 percent were child-only cases.  Of the 21,593 children receiving tribal TANF assistance, 43.5 percent were aged 6-11, 20.6 percent were aged 2-5, and 17.1 percent were aged 12-15 years.
	Native Employment Works (NEW)
The NEW program provides annual funding to 78 grantees for a variety of work-related activities to support job readiness, job placement, and job retention for Native Americans.  NEW funding enables grantees to serve their designated service populations through these work activities and supportive services.  NEW program funding supports education, training, and employment activities.
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IHS is the agency within HHS responsible for providing federal health services to American Indians and Alaska Natives in fulfillment of the U.S. government’s responsibility to provide health care services to American Indians and Alaska Natives, regardless of whether or not they have health insurance coverage, such as Medicare.  
IHS' Division of Behavioral Health focuses on the strength and resiliency of Native American communities in the implementation of strategies that integrate and adapt various types of behavioral health techniques.  The vision of the Division of Behavioral Health is integrated health and wellness that is holistic, encompassing all aspects of the mental, physical, emotional, social, and spiritual needs of Native American individuals, families and communities.  
In the ongoing effort to meet behavioral health challenges in Indian Country, there is also a trend toward tribal management and delivery of behavioral health services in their communities.  Particularly in the last decade, tribes have increasingly contracted or compacted via the ISDEAA, to provide these services themselves.  In 2015, over 50 percent of the mental health programs, and over 80 percent of the alcohol and substance abuse programs, were tribally operated.  This evolution in behavioral healthcare delivery and management is changing the face of behavioral health services in Indian Country.  Where IHS was previously the principal behavioral healthcare delivery system for Native Americans, there is now a less centralized and more diverse network of care provided by federal, tribal, and urban Indian health programs.
IHS combines preventive measures involving environmental, educational, and outreach activities with medical interventions to form a single national health care delivery system.  Most IHS funds are appropriated for Native American people who live on or near reservations or Alaska Native villages.  Congress also has authorized funding to support programs that provide some access to care for Native American people who live in urban areas.  
In addition to the projects identified previous paragraphs, IHS provided financial assistance for the evidence-based and practice-based projects to build resiliency, promote positive development, and increase self-sufficiency behaviors among Native youth in culturally appropriate ways to prevent methamphetamine use and other substance use disorders that contribute to suicidal behaviors. 
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ACL funds programs that support Native Americans in the areas of nutrition and supportive services for older adults, and caregiver services.  The nutrition and supportive services grants include congregate and home-delivered meals, information and referral, transportation, personal care, chores, health promotion and disease prevention, and other supportive services.  The caregiver services grants include assisting families in caring for older relatives with chronic illness or disability, and grandparents caring for grandchildren.  There are other necessary services provided by ACL grants, so the people served have meaningful support to help them live independently in their communities.
In 1978, the Older Americans Act was amended to include Title VI which, established programs for the provision of nutrition and supportive services for Native Americans (for the purposes of this program, defined as American Indians, Alaska Natives, and Native Hawaiians).  The program has since expanded to include caregiver support services.  Eligible Native American organizations receive grants in support of the delivery of home and community-based supportive services for their elders, including nutrition services and support for family and informal caregivers.  
Formula grants for the Services for Native Americans are allocated to tribal organizations based on their share of the Native American population aged 60 and over in their services area.  To be eligible for funding, Native American organizations of federally recognized tribes must represent at least 50 Native American elders, age 60 and over.  There is no requirement for matching funds.  Separate formula grant awards are made for nutrition and supportive services and caregiver support services.
Native American organizations coordinate with other programs, including the Volunteers in Service to America (VISTA) program, to help support and create sustainable caregiver programs in Native American communities, many of which are geographically isolated.  VISTA was conceived by President John F. Kennedy as a domestic counterpart to the Peace Corps but started during President Lyndon Johnson administration as part of the War on Poverty programs. A core value of the Native American Caregiver Support Services is that the program should not replace the tradition of families caring for their elders.  Rather, it provides support to strengthen the family's caregiver role.

[bookmark: _Toc526501281]Substance Abuse and Mental Health Services Administration (SAMHSA)
SAMHSA is the federal public health agency charged with improving the quality and availability of substance use prevention, addiction treatment, and mental health services.  SAMHSA’s mission is to reduce the impact of substance abuse and mental illness on America’s communities. 
In order to achieve this mission, SAMHSA has identified six strategic initiatives to focus the agency’s work on improving lives and capitalizing on emerging opportunities, which are woven throughout SAMHSA’s policy and budget priorities.  The six strategic initiatives focus on prevention of substance abuse and mental illness, health care and health systems integration, trauma and justice, recovery support, health information technology, and workforce development.  
In 2014, SAMHSA created the Office of Tribal Affairs and Policy (OTAP) to serve as SAMHSA’s primary point of contact for tribal governments, tribal organizations, and other government agencies on behavioral health issues facing Native Americans.  Establishing OTAP supports SAMHSA’s efforts to advance development and implementation of data-driven policies and innovative practices that promote improved behavioral health for Native American communities and populations.  OTAP brought together SAMHSA’s tribal affairs, tribal policy, tribal consultation, tribal advisory, and other responsibilities to improve agency coordination and meaningful progress.  OTAP leads and supports SAMHSA-wide actions that facilitate efficient and effective delivery of resources and services to tribal communities.  
Within OTAP, the Office of Indian Alcohol and Substance Abuse (OIASA) is responsible for implementing the Tribal Law and Order Act of 2010 (TLOA).  Under TLOA, SAMHSA is obligated to coordinate the federal response to substance misuse among Native people.  OIASA is charged with, among other things, aligning, leveraging, and coordinating federal agencies and departments in carrying out specific responsibilities delineated in TLOA.  OIASA oversees these efforts through the Indian Alcohol and Substance Abuse Coordinating Committee, which is comprised of three federal partners who are responsible for carrying out specific responsibilities:
HHS - prevent substance abuse and promote behavioral health (SAMHSA); treatment and rehabilitation (IHS).
Department of the Interior (DOI) – support programs in education, social services, and law enforcement.
Department of Justice (DOJ) – address public safety and law enforcement issues critical to tribal communities.
The primary federal partner responsibilities under TLOA include:
Determine the scope of the substance abuse problems faced by Native Americans.
Identify the resources each agency can bring to bear on the problem. 
Set minimum standards for applying those resources.
Encourage development of Tribal Action Plans.
Continue respect for tribal sovereignty embedded in all TLOA activities.
The responsibilities are intended to create efficiency and overall effectiveness in addressing tribal substance abuse and subsequent behavioral health concerns.  
In FY 2015, SAMHSA posted 43 funding opportunity announcements, of which 5 restricted eligibility based on meeting specific entity requirements to implement specific treatment or other services. 
Approximately two-thirds of SAMHSA’s funding goes to states through two block grants, the Substance Abuse Prevention and Treatment Block Grant (SABG) and the Community Mental Health Services Block Grant (MHBG).   Under SABG provisions, the Red Lake Band of Chippewa Indians is the only tribe that receives SABG funds directly.  Discretionary funds are dispersed through open competition, and awards are generally made through cooperative agreements.  Project periods vary per competitive program and can span from one to five years in length.  SAMHSA has two programs that exclusively fund tribes and tribal organizations:  the Circles of Care Program and the Tribal Behavioral Health Grant Program.   Circles of Care is a program that supports children with severe emotional disturbances and their families in American Indian and Alaska Native communities.  Similarly, the purpose for the Tribal Behavioral health program is to prevent and reduce suicidal behavior and substance abuse and promote mental health among American Indian/Alaska Native young people up to and including age 24 years.
In 2015, SAMHSA made 110 awards to 81 tribes and tribal organizations totaling $62,476,806 -- 22 new awards ($11,875,617) and 88 continuation awards ($50,601,189).  The SAMHSA tribal grant portfolio is managed by 32 project officers across three SAMHSA Centers.  The tribal portfolio consists of 81 tribes or tribal organizations in 18 states.
[bookmark: _Toc488920569][bookmark: _Toc491443176][bookmark: _Toc491443765][bookmark: _Toc491677509][bookmark: _Toc491686102][bookmark: _Toc491695587][bookmark: _Toc491700490][bookmark: _Toc526501282]B.  Technical Assistance, Training, and Outreach 
[bookmark: _Toc526501283]Administration for Children and Families (ACF)
Administration for Native Americans (ANA)
The Native American Programs Act of 1974 (NAPA) provides for training and technical assistance (T/TA) to prospective applicants and current grantees.  ANA provides T/TA in planning, developing, conducting, and administering ANA projects; short-term in-service training for personnel working on ANA-funded projects; and upon denial of a grant application, technical assistance in revising a grant proposal.  ANA contracts with T/TA providers for coverage across four geographic regions: East, West, Alaska, and Pacific
ANA, in collaboration with regional T/TA providers, implements three types of free T/TA to prospective applicants across the U.S. and the Pacific territories: 
1. Project planning and development training
2. Pre-application training
3. Pre-application electronic technical assistance
Project Planning & Development Training 
Project planning and development trainings are designed to provide prospective ANA applicants with skills to plan successful community development projects. 
Participants learn how to: 
Work with community and key partners to identify and document specific problems that stand in the way of meeting community goals.
Create a project work plan to address those problems and attain community goals.
Develop measurable outcomes and impacts to the community.
Determine the level of resources and funding needed to implement the project.
Training sessions are offered to tribes and Native American non-profit organizations.  Each participant is responsible for paying their own travel costs to attend.  Unsuccessful ANA applicants are strongly encouraged to attend project planning and development training in order to learn more ANA’s grant application process and to improve their chances of being successful in future grant applications.  
Pre-Application Training
Pre-application trainings are designed to provide prospective ANA applicants with information on the federal application process and ANA funding opportunity announcements for Social and Economic Development Strategies, Native Language Preservation and Maintenance, and Environmental Regulatory Enhancement. 
Participants learn how to:
Register and apply for funding opportunities on grants.gov
Understand the ANA funding opportunity announcement evaluation criteria
Format, package, structure and submit an application for ANA funding consideration
As with the development training, these sessions are also offered to tribes and Native American non-profit organizations, with participants responsible for their own travel.  Participants are asked to submit a summary of the proposed project, including goals and objectives. 
Pre-Application Electronic Technical Assistance (ETA)
Pre-application ETA is designed to provide individualized assistance to prospective ANA applicants through phone, email, and fax.  To be eligible for pre-application ETA, applicants must have completed 75 percent of the ANA application. 
Technical Assistance
In addition to T/TA in support of prospective applicants for funding, ANA provides technical assistance on project implementation and implements regional post-award training for all ANA grantees.
ANA technical assistance includes webinars on reporting requirements and one-on-one assistance in the administration and implementation of an ANA funded project. 
Post-Award Training
Post-award trainings are designed to provide ANA grantees with information on how to effectively administer, manage, track, and report their ANA projects. 
Training sessions are offered to new ANA grantees and the travel costs are included in the financial award.  Grantees attend post-award trainings within their T/TA region.  Participants learn: 
The roles and responsibilities of ANA, the ACF Office of Grants Management, and the Division of Payment Management, 
How to read their Notice of Grant Award, 
How to complete and submit the required quarterly reports (Objective Progress Report and SF 425), 
How to submit a timely non-competing grant continuation application, 
How to submit requests for non-routine grant actions, 
Techniques to enhance participation of youth and elders in project activities, and 
How to build and document community support. 
The training sessions are offered to new ANA grantees and the travel costs are included in the financial award.  Grantees typically attend post-award trainings within their T/TA region. 
On-Site Mid-Term Reviews: 
In addition to T/TA, ANA Program Specialists conduct on-site “mid-term visits” to grantees in their respective portfolio at approximately the mid-point of grantee project periods to build relationships, increase understanding of project implementation, and to provide support and technical assistance.  Typically, a program specialist may visit two or three of their grantees as part of their mid-term visits.  
Office of Child Support Enforcement (OCSE)
OCSE supports child support programs to move towards more holistic service delivery, linking clients with employment and fatherhood services.  In particular, OCSE supports tribal child support programs incorporating cultural and customary values where allowable by tribal law.  The child support program positively impacts the social and economic conditions of tribal children by providing them with much needed monetary and other essential support.
Office of Community Services (OCS)
OCS offers T/TA to tribes through conferences, on site meetings, one-on-one teleconferences, webinars, and written guidance.  Written guidance includes the Low Income Home Energy Assistance Program (LIHEAP) information for tribes on how to apply for LIHEAP funds, and design and administer their own LIHEAP.  Guidance also is provided through the LIHEAP website.
Additionally, OCS staff provides routine individual technical assistance with all directly funded tribal grantees via teleconferences, meetings, and email.  This one-on-one assistance is provided throughout the year, but is primarily concentrated between August and December each year when OCS staff review grantee LIHEAP plans and reports.  When new tribal LIHEAP grantee coordinators are hired, OCS staff offer one-on-one new coordinator training to cover the basic federal program requirements.
In an effort to increase the quantity and quality of ANA Native Asset Building Initiative (NABI) applicants, OCS and ANA collaborated to conduct three outreach webinars to coincide with the FY 2015 NABI funding opportunity announcement.  The presentations provided an overview of the NABI announcement and offered information for prospective applicants.  The webinars were organized in collaboration with First Nations Oweesta Corporation, and Dry Creek Rancheria, which was operating a NABI project.  Over 100 individuals participated in the webinars.  
OCS provides technical assistance to Tribal Community Services Block Grant (CSBG) grantees through quarterly conference calls, Dear Colleague emails, Information Memoranda, webinars and workshops at national and regional training events hosted by organizations serving significant tribal populations.  OCS maintains a CSBG Tribal Technical Assistance Newsletter to support information sharing on best or promising practices, funding opportunities, technical assistance products, training events and collaborations with other federal social services programs.
Office of Family Assistance (OFA)
OFA provides program guidance and technical assistance to tribal TANF, NEW, Tribal TANF-Child Welfare, Health Professional Opportunity Grants (HPOG), and Healthy Marriage Responsible Fatherhood grantees.  Where appropriate, OFA also provides general and specific information, guidance, and technical assistance to tribes, tribal organizations, and state and federal agencies on issues relating to these programs, related legislation, and other initiatives affecting these programs.  
Technical assistance is provided to current grantees and applicants on a continuing basis via telephone conversations, e-mails, webinars, direct meetings, site visits, regional TANF grantee T/TA conferences, and periodic grantee meetings.  For example: site visits were conducted to tribes to assist in the development of a tribal TANF plan and provide case management training; HPOG held a series of three Virtual Tribal Forums for tribal grantees to engage with their peers around the topics of sustainability, partnerships, and best practices.  In addition, a Tribal TANF Summit brought together Tribal TANF program administrators and leaders from more than 40 tribes to discuss key issues facing Tribal TANF programs. 
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ACL, through the Office of Elder Justice and Adult Protective Services, leads the development and implementation of comprehensive Adult Protective Services (APS) systems.  ACL’s goals are to provide a coordinated and seamless response for helping adult victims of abuse and to prevent abuse before it happens.  ACL’s approach incorporates data collection to guide current practice and future research, development of evidence-based practices and uniform system standards, and provision of technical assistance to APS jurisdictions.  The purpose of the APS Technical Assistance Resource Center is to enhance the effectiveness of APS programs.  It serves as a focal point for ACL’s overall approach to leading the development of comprehensive APS systems.  
ACL administers programs authorized through a variety of statutes including the Workforce Innovation and Opportunity Act of 2014 (Pub. L. 113-128), which provides training and technical assistance to ACL grantees.  In 2015, ACL awarded a two-year cooperative agreement to Memorial Hermann Health System to operate a Statewide Independent Living Council (SILC) T/TA Center.  The SILC T/TA Center provides training and technical assistance to improve the performance of the SILC program and its 55 projects nationwide through access to timely and relevant training and technical assistance regarding SILC operations, duties, and responsibilities, including states and local governments, Indian tribal governments and organizations.  States are required to establish a SILC in order to receive federal funding to support and coordinate independent living services in the state.
Through established activities and responsibilities in the cooperative agreement, it is the goal of SILCs to improve independent living outcomes for persons with significant disabilities statewide.  The purpose of independent living services is to maximize the independence, productivity, empowerment, and leadership of individuals with significant disabilities and to integrate these individuals into the mainstream of society.  SILCs provide a forum for all independent living stakeholders in the state to set policy for the state’s independent living program.
ACL’s Administration on Aging currently funds three Resource Centers for Older Indians, Alaska Natives, and Native Hawaiians.  These centers provide culturally competent health care, community-based long-term care, and related services.  They serve as the focal points for developing and sharing technical information and expertise for Native American organizations, Native American communities, educational institutions, and professionals working with elders.  The primary goals of the centers are to enhance knowledge about older Native Americans and thereby increase and improve the delivery of services to them.  Each center addresses at least two areas of primary concern, including: health, long term care (including in-home care), elder abuse, mental health, and other issues facing Native communities.
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AHRQ created the Consumer Assessment of Health Professionals Survey (CAHPS) American Indian Survey to achieve two purposes: to assess patients' experiences with tribal outpatient clinics or other clinics with similar settings; and to support the clinics in their efforts to evaluate the need for internal quality improvements.  Through FY 2015, AHRQ used CAHPS as part of on-going outreach and customer service.  
In addition, AHRQ and the RAND Corporation developed a survey instrument in collaboration with the Choctaw Nation Health Services (CNHS) that would allow the CNHS to assess patients' experiences within Choctaw Nation health care facilities.  While this survey was created to meet the needs of the CNHS, it has been slightly revised to work for other tribal populations.  Like all CAHPS surveys, it is in the public domain[footnoteRef:208] and available for use by other organizations.   [208: American Indian Survey and analysis programs. http://www.ahrq.gov/cahps/surveys-guidance/american-indian/about/index.html.] 

In FY 2015, AHRQ supported efforts that focus on Native Americans, including CMS' "From Coverage to Care Roadmap" initiative to promote enrollment in health insurance and effective utilization of healthcare services.  A pilot study of the CMS initiative was conducted in Native American communities around the country.  
Throughout FY 2015, AHRQ provided consumer-focused resources to assist informed decision-making in health insurance coverages, including assisting newly enrolled Native Americans in the Medicare, Medicaid or other healthcare insurance programs to effectively use preventive services, find a usual source of care, and improve patient/provider communication.
[bookmark: _Toc526501286]Centers for Disease Control and Prevention (CDC)	
Throughout FY 2015, the CDC provided training assistance in a number of ways, including:
Data for action:  American public health organizations can use data provided through CDC’s National Center for Health Statistics to inform program development, implementation, and evaluation and make the case for programmatic and funding needs.  Other data sources include CDC’s Sortable Stats 2.0, Prevention Status Reports, and Community Health Status Indicators.
With respect to data-related training program, the CDC-supported Data Into Action 101 training for tribes/Urban Indian programs, in partnership with Association of American Indian Physicians (AAIP) and the University of Oklahoma, to train tribal health departments, tribal epidemiology centers, and Native-serving organizations on how to access and use available data for local level public health action.  The course fills a need for Native American data—as well as ways to access available data from federal, states and other sources for program planning and surveillance.
Workforce development resources: Native American public health organizations can use CDC’s free online workforce development resources.  For example, CDC offers free, 24/7 access to CDC (TrainingFinder Real-time Affiliate Integrated Network) TRAIN, a learning resource for public health training.  Trainings are offered on a wide range of topics, such as: HIV/AIDS, public health surveillance, and program plan development.  
Office for State, Tribal, Local and Territorial Support (OSTLTS): CDC’s OSTLTS provides assistance and support to health officials, including connecting health officials to CDC programs and staff when needed.  Within OSTLTS, the Tribal Support Unit (TSU) affirms the government-to-government relationship between CDC and Native American tribes by advancing connections, providing expertise, and increasing resources to improve tribal communities’ public health.  TSU staff function as the principal advisors to policy-level officials about Native American public health issues, serve as the agency’s contacts for all public health activities affecting Native American communities, and coordinate the CDC and Agency for Toxic Substances and Disease Registry (ATSDR) programs and policies that benefit or affect Native Americans. 
Publications:  CDC offers publications and other educational materials free of charge.  These materials include:
· CDC-INFO on Demand: Native American organizations or individuals can order or download books, fact sheets, pamphlets, and educational materials.
· CDC Content Syndication: Native American organizations can import content from CDC websites directly into their own websites or applications. 
· Clinician Outreach and Communication Activity (COCA): Native American health officials can sign up for COCA updates.  COCA prepares clinicians to respond to emerging health threats and public health emergencies.  COCA communicates relevant, timely information related to disease outbreaks, disasters, terrorism events, and other health alerts.
· Health Alert Network (HAN): Native American health officials can sign up for email updates from HAN, which is CDC’s primary method of sharing cleared information about urgent public health incidents with federal and public health practitioners, clinicians, public health laboratories, and public information officers.
· Epidemic Information Exchange (Epi-X): Epi-X is CDC’s web-based communications solution for public health professionals.  Through Epi-X, CDC officials, public health officials, poison control centers, and other public health professionals can access and share preliminary health surveillance information—quickly and securely.  
In addition to the above, CDC provides extramural funding for scholarship and training opportunities targeting Native Americans and other minorities, as well as programs designed to prepare non-Native public health professionals to work in Indian Country.  CDC hosts numerous internal public health training and mentoring programs, including research skills.  CDC staff members also provide their professional expertise by presenting at national conferences and trainings, serving on doctoral committees, and enhancing science curricula in educational settings such as tribal colleges and universities.
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The CMS Division of Tribal Affairs is responsible for creating and disseminating informational materials to Native American beneficiaries, providers, and relevant health professionals on CMS programs.  This includes multimedia (video and radio), printed materials, webinars, and training materials.  Many of these materials were developed in collaboration with CMS’ Office of Intergovernmental External Affairs, the CMS Tribal Technical Advisory Group (TTAG), the Indian Health Service, and National Indian organizations.
In addition, TTAG was formed to provide advice and input to CMS on policy and program issues affecting the delivery of health services to Native Americans served by CMS-funded programs.  Although TTAG is not a substitute for formal consultation with tribal leaders, TTAG enhances the government-to-government relationship and improves increased understanding between CMS and tribes.  The TTAG holds monthly conference calls and three face-to-face meetings each year, to support in-depth analysis of the tribal implications of Medicare, Medicaid, CHIP, and Marketplace policies.
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IHS participated in a wide range of outreach activities in FY 2015.  Leadership participated in listening sessions in all 12 IHS areas, in conjunction with national meetings such as the National Indian Health Board’s Annual Consumer Conference, and the Annual Self Governance Tribal Consultation Conference.  The agency also met with the tribal advisory committees, including, but not limited to, the Direct Service Tribal Advisory Committee, Tribal Self-Governance Advisory Committee, National Budget Formulation Workgroup, and Tribal Leaders Diabetes Committee.  In addition, IHS also met with Tribal and Urban Indian Health Program leadership during tribal and urban delegation meetings to discuss the social and economic conditions and related issues facing tribal and Urban Indian communities.
In FY 2015, IHS held over 380 technical assistance sessions to address telemedicine in tribal communities.  The telemedicine technical assistance included sessions on policy and procedures, deployment, connectivity, quality assurance, and sustainability.  
IHS also provided many training sessions that impacted Native American behavioral and mental health.  For example, IHS provided 30 training sessions on opioid misuse and management within Native populations and provided 32 training sessions addressing suicide.  Below is a list of outreach activities that IHS participated in to support Native American behavioral and mental health in FY 2015: 
· On January 20-24, 2015, IHS conducted a site visit to the Desert Visions Youth Regional Treatment Center in Gila River, Arizona, to hear from staff about the challenges facing Native youth with substance use disorders.
· On May 27-29, 2015, the IHS Office of Clinical and Preventive Services (OCPS), Division of Behavioral (DBH) attended the Fort Peck Health and Resilience Symposium: Creating a Trauma Informed Tribal Community.  This symposium reached out to Indian communities suffering from trauma, and was attended by seven tribal organizations.  The goal was to educate and to identify working resources for communities affected by alcohol, drug abuse, suicide, domestic violence, and sex trafficking.  This remote area has been affected by the Bakken oil boom.  The resulting influx of people, drugs, and increased violence has shaken Native communities; not one community has been left unharmed.  During this exercise, four resource groups were identified and plans were developed to use resources within respective communities to resolve conflicts or other situations as they arise.  
· On June 1, 2015, IHS deployed behavioral health clinical professionals to assist the Oglala Sioux Tribe with suicide prevention and intervention efforts.  
· On July 14-15, 2015, IHS participated in the National Indian Health Board Alaska Area Methamphetamine and Suicide Prevention Initiative (MSPI) Gathering, and presented best and promising practices to address the critical issues within Indian Country.  Seventeen Alaska IHS MSPI pilot projects participated in this two-day event to discuss methamphetamine and suicide issues across Alaska Native communities.  
[bookmark: _Toc526501289]Substance Abuse and Mental Health Services Administration (SAMHSA)
SAMHSA provides a variety of technical assistance opportunities through webinars, and written materials to help communities improve their applications for funds to prevent and address mental and substance use disorders and promote emotional health among youth.  Once funded, SAMHSA provides technical assistance workshops for grantee program directors, coordinators, principal investigators, evaluators, and community-based organization representatives.  
There are two SAMHSA technical assistance centers specifically devoted to tribal issues:
SAMHSA Tribal Training and Technical Assistance (T/TA) Center.  The Tribal T/TA Center uses a culturally relevant, evidence-based, holistic approach to support Native communities in their self-determination efforts through infrastructure development and capacity building, as well as program planning and implementation.  The Tribal T/TA Center provides T/TA on mental and substance use disorders, suicide prevention, and the promotion of mental health.  It offers broad, focused, and intensive T/TA to federally recognized American Indian tribes, Alaska Native villages, SAMHSA tribal grantees, and Native American organizations serving Indian Country.  The Tribal T/TA Center offers national and regional trainings, Gathering of Native Americans, learning communities, Tribal Action Plan development assistance, intensive community engagement, onsite and virtual technical assistance, as well as production/dissemination of resources.  
National American Indian and Alaska Native Addiction Technology Transfer Center (ATTC).  The ATTC facilitates the adoption of culturally legitimate evidence-based practices among professionals working with Native American clients with substance use disorders.  Additionally, it seeks to increase the number of Native Americans in the substance abuse treatment workforce by working with tribal colleges, and other universities and colleges to increase the availability of courses necessary for certifications and licensure.  The T/TA activities are planned through collaboration with a national advisory council of Native American stakeholders.  
In 2015, SAMHSA’s Tribal Technical Advisory Committee (TTAC) developed a tribal behavioral health agenda that guided internal operations and resources with regard to Indian country.  The TTAC solicited input on behavioral health and related priorities through facilitated sessions.  Information included the nature of behavioral health service delivery challenges, and considerations for advancing behavioral health among Native American people and communities.  As a result of these efforts, tribal leaders and representatives agreed to the importance of the Tribal Behavioral Health Agenda (TBHA), its foundational elements, and considerations for the development of the TBHA.  
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Throughout 2014-2015, HHS funded projects in Native American communities to address and improve the social and economic well-being of Native Americans.  The following reflects some of the HHS funded programs and projects in Native American communities with demonstrated success.
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The Tribal Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program:
The Tribal MIECHV Program administered by ACF’s Office of Early Childhood Development (ECD) has provided an invaluable opportunity for Native American grantees to develop as well as build upon evidence-based home visiting models that leverage tribal cultural assets to support families by promoting healthy development for themselves and their children through five-year home visiting cooperative agreements.  The 25 Tribal MIECHV grantees have developed and implemented local home visiting programs.  In addition, they each developed local evaluations that are underway.  

Tribal MIECHV grantees have substantially built and expanded their capacities for implementation of evidence-based practices, data collection, performance measurement, continuous quality improvement, and rigorous evaluation in ways specifically designed to meet their individual community needs.  They have also demonstrated the potential and abilities of tribal communities and organizations to meet and exceed high standards for measurement of family outcomes and demonstrated performance improvements that are meaningful at the local community level. 
Key to the successful implementation of Tribal MIECHV cooperative agreements has been the joint federal-grantee partnership based on principles of implementation science, including planning, development, and implementation of rigorous program evaluations.  Over time grantees have increased their internal capacities to implement and assess approaches to family and early childhood development, contributing to a growing evidence base.  While most grantees entered the Tribal MIECHV Program without experience implementing home visiting services, all 25 now have extensive experience implementing programs that support local decision-making and sustainability.  The following is an example of Tribal MIECHV grantee that has increased program capacity and services for children and families in cost effective and meaningful ways. 
Project Katishtya Eh-wahs Valued Always (KEVA), New Mexico (2011-2016)
The primary purpose of Project KEVA grant was to support the Pueblo of San Felipe in creating a healthy and happy community where parents and families act to help their children become successful members of the Pueblo.  Primary risk factors included a high rate of families with children under five living in poverty, low median family income, high unemployment, low levels of education attainment, and a high rate of teen births.  Project KEVA selected the Family Spirit[footnoteRef:209] model and curriculum.  The Circle of Security curriculum is used to supplement the Family Spirit model. [209:  Family Spirit® is an evidence-based, culturally tailored home-visiting program of the Johns Hopkins Center for American Indian Health to promote optimal health and wellbeing for parents and their children. Family Spirit combines the use of paraprofessionals from the community as home visitors and a culturally focused, strengths-based curriculum as a core strategy to support young families. Parents gain knowledge and skills to promote healthy development and positive lifestyles for themselves and their children. This program has been developed, implemented, and evaluated by the Johns Hopkins Center for American Indian Health in partnership with the Navajo, White Mountain Apache, and San Carlos Apache Tribes since 1995. http://www.jhsph.edu/research/affiliated-programs/family-spirit/index.html ] 

The Circle of Security curriculum focuses on the parent‐infant dyad attachment relationship.  It presents methods that can be used to nurture healthy attachment between the caregiver and infant.  Family Spirit focuses on practical lessons to parenting and Circle of Security provides parents with support in fostering strong and healthy behaviors for closeness.  Project KEVA staff, in partnership with the San Felipe tribal elders, have developed the Cultural Parenting Curriculum comprised of lessons based on San Felipe traditions, practices, and customs to support healthy child development with traditional parenting.  The Cultural Advisory Committee provided oversight to ensure cultural appropriateness and elders of the San Felipe Pueblo were actively engaged in the development of the curriculum.
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IHS is responsible for providing federal health services to Native Americans. Specifically, IHS activities are designed to raise the physical, mental, social, and spiritual health of Native Americans to the highest level by providing comprehensive, culturally acceptable personal and public health services.  In order to ensure quality health care services to Native American populations, IHS funds research projects that are culturally relevant to the Native populations.
With respect to behavioral health, in FY 2015 IHS awarded eight grants to Native American Research Centers for Health grantees to conduct research pertaining to mental and behavioral health.  Research projects included genetics and tobacco cessation treatment in an Alaska Native community ($268,337); perceptions of alcohol use and sobriety among Alaska Native people ($152,000); promoting protective factors against Apache youth substance use  ($188,000); reducing availability and misuse of prescription drugs on California reservations ($236,261); mental health and diabetes among older American Indians ($116,661); reducing sexually transmitted infection behavioral risk factors and promoting screening among Apaches ($221,516); examining social network influences on suicidal Apache youth ($222,182); and promoting cultures of recovery in tribal communities ($178,140).
Methamphetamine & Suicide Prevention Initiative
In FY 2015, IHS funded 42 projects under the Methamphetamine and Suicide Prevention Initiative (MSPI) to provide youth-specific services.  The projects promoted early intervention strategies and implemented positive youth programming aimed at reducing risk factors for suicide-related behaviors and substance abuse.  The projects focused on working with 8 to 24 year old Native youth to address three broad objectives: (1) implement evidence-based and practice-based approaches to build resiliency, promote positive development, and increase self-sufficiency behaviors among Native youth; (2) promote family engagement; and (3) increase access to prevention activities for youth in culturally appropriate ways to prevent methamphetamine use and other substance use disorders that contribute to suicidal behaviors.  
The following five IHS-funded projects are examples of strategies and approaches that fostered mental and behavioral health and wellness in Native American communities through the development of best practice models and innovative cultural practice-based models.  
The Copper River Native Association in Alaska implemented a community engagement model, the Wellness Program that directly engaged Alaska Native parents and community members in identifying and addressing issues of concern in their community.  The process began with a regional conference on healthy people and healthy communities, which brought together youth and elders to identify strengths, areas of concern, and action plans.  The Wellness Program extends this process to individual communities, as Alaska Native parents and community members are directly involved in identifying areas for change and recommending specific wellness activities to lead to the healthy development of youth and families. 

In New Mexico, the Eight Northern Indian Pueblos Council Peacekeepers program implemented the American Indian Life Skills program created in collaboration with students and community members.  This course teaches life skills in communication, problem‑solving, depression and stress management, anger regulation, and goal setting.  Aimed at 14 to 19 year old Native American adolescents, the curriculum includes 28 to 56 lesson plans covering topics such as building self-esteem, identifying emotions and stress, increasing communication and problem-solving skills, recognizing and eliminating self-destructive behavior, learning about suicide, role-playing for suicide prevention, and setting personal and community goals.  The curriculum is typically delivered over 30 weeks during the school year, and students participate in lessons three times per week.

In California, the Pinoleville Pomo Nation Healing Native Youth Minds program implemented best practices through the Applied Suicide Intervention Skills Training (ASIST) program, an internationally recognized youth suicide prevention program.  ASIST is a gatekeeper and skills-building training program that aims to prevent suicide by raising awareness of societal attitudes about suicide; enhancing communication, identification, and intervention skills; and increasing knowledge of resources for caregivers and people at risk.  ASIST is included on the SAMHSA supported Suicide Prevention Resource Center’s Best Practices Registry.  ASIST training prepares participants to integrate intervention principles into daily practice.

The Aroostook Band of Micmacs in Maine implemented the “Healthy Micmac Youth Means a Healthy Future” project as part of the Skills Mastery and Resistance Training- (SMART)-Moves family of programs.  MethSMART is a curriculum that teaches youth about the dangers of consuming methamphetamines (meth), how to recognize signs of meth use among friends and family, and how to avoid using meth.  The program used a team approach involving Boys & Girls Club staff, peer leaders, parents, and community members.  The program taught Micmac youth aged 6 to15 years old coping skills by involving them in discussion and role playing, practicing resistance and refusal skills, developing assertiveness, strengthening decision‑making skills, and analyzing media and peer influence.  The ultimate goal was to promote abstinence from substance abuse and adolescent sexual involvement through the practice of responsible behavior.

The Tohono O’odham Nation in Arizona implemented a Native youth wellness project, Wecij Hemajkam Apedak (Helping Our People Endure), to prepare individuals to successfully replicate a curriculum that is designed to reduce suicide among Native American youth.  The overall goal was to strengthen the capacity of teens and young adults to help each other, their families, schools, and communities by using their sources of strength, including culture and spirituality, to break the code of silence and unhealthy multi‑generational cycles.  The overall outcome of the project is to create a call-to-action among Native youth and adults in their communities to develop and implement a strategic action plan that greatly reduces suicide and contributing factors, including depression, substance abuse, violence, and exposure to trauma.
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[bookmark: _Toc488920572]HHS is the U.S. government’s principal agency for protecting the health of all Americans and providing essential human services through its administration of more than 100 programs serving children, families, and communities.  HHS programs protect the health and well-being of children, families, and communities through effective health and social services.  The report describes HHS activities in support of Native Americans in FY 2015.
This report also describes the social and economic conditions Native American communities face and the Department’s response to those conditions.  HHS is responding to the needs of Native American people through a number of programs, including language and cultural revitalization programs that have been developed with the objective to enhance a sense of connection to their tribes and cultures that is protective in aspects of health and wellbeing.  Exposure to language and culture influences young children’s developing sense of self and community, serving as a protective factor for well-being through adolescence and into adulthood. 
Federal funding agencies, including those in HHS, are working in the areas of early childhood, education, care and emergency preparedness response, education, and training.  HHS is also working with Native communities to strengthen protective factors, which include language, culture, and traditional knowledge.  In particular, research and programming focuses on the role of language and cultural knowledge which serves as a protective factor that buffers the impact of trauma on Native American communities.  HHS is also supporting wellness to assist Native communities in their efforts to improve physical, mental, and behavioral health outcomes embodied in Native American ethos.  
HHS programs also include mental and behavioral health services and support.  Many factors influence Native Americans’ risks for developing a mental and/or substance use disorder.  Effective prevention focuses on reducing those risk factors, and strengthening protective factors, which are most closely related to the problem being addressed and are, intended to improve the lives of Native Americans who are suffering from those disorders. 
HHS is striving to meet the needs of Native communities through its eleven operating divisions by working closing with both tribal and state governments.  HHS acknowledges the federal government’s government-to-government relationship with tribal governments.  HHS is continually working with tribal governments to improve the lives of tribal citizens.
As reflected in this Report, Native American research and knowledge have emerged and are making significant contributions to the development of an evidence-based data informing both federal and Native American policy makers and stakeholders in their efforts to answer key questions about the effectiveness of programs and services for Native American populations.  HHS will continue to support research-based programming that takes into consideration American Indian and Alaska Natives’ experiences. 
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	TANF 
	Temporary Assistance for Needy Families Programs 

	TASC 
	Training and Advocacy Support Center 

	TBI 
	Traumatic Brain Injury 

	TCAC 
	Tribal Consultation Advisory Committee 

	TCP 
	Tribal Consultation Policy 

	TEC 
	Tribal Epidemiology Centers 

	TECC 
	Tribal EpiCenter Consortium 

	TELI 
	Tribal Early Learning Initiative 

	TIHA 
	Tribal Initiatives on HIV/AIDS 

	TIMS 
	Technical Information Management Section 

	TLC 
	Tribal Leaders Council 

	TLDC 
	Tribal Leaders Diabetes Committee 

	TMG 
	Tribal Management Grant 

	TPP 
	Teen Pregnancy Prevention Program 

	Tribal CIP 
	Tribal Court Improvement Program 

	Tribal MIECHV 
	Tribal Maternal, Infant, and Early Childhood Home Visiting

	UCEDD 
	University Centers for Excellence in Developmental Disabilities 

	UIHO 
	Urban Indian health organizations 

	UIHPs 
	Urban Indian Health Programs’ 

	UMKC 
	University of Missouri at Kansas City 

	UNHS 
	Universal Newborn Hearing Screening 

	USET 
	United South and Eastern Tribes, Inc. 

	USICH 
	U.S. Interagency Council on Homelessness 

	USPHS 
	U.S. Public Health Service 

	UTTC 
	United Tribes Technical College 

	VAPIHCS 
	Veterans Affairs Pacific Island Health Care System 

	VFC 
	Vaccines for Children 

	WIC 
	Women, Infants, and Children Program 

	WINCART 
	Weaving an Islander Network for Cancer Awareness, Research and Training 

	WINS 
	Washington Internships for Native Students 

	WISEWOMAN 
	Well-Integrated Screening/Evaluation for Women across the Nation 

	WRIR 
	Wind River Indian Reservation 

	YEP 
	Youth Empowerment Program 
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