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This report contains the descriptions of Staff Divisions and Operating Divisions under the Office of the Secretary who have made a significant impact on Native Americans (Indian tribes, both federally recognized and state recognized, Alaska Natives, Native Hawaiians and indigenous populations in Guam, American Samoa and the Northern Mariana Islands).  The report provides data specific to awards made to Native Americans and agency highlights of Native American projects that were impacted by the Department of Health and Human Services (HHS) funding.  

Some of the highlights of this report are:  

· The Office of the Assistant Secretary for Health, with support from its Region IX Public Health Advisor, reports that the Commonwealth of the Northern Marianas Islands, which has multiple indigenous populations, joined Let's Move! Cities, Towns and Counties, First Lady Michelle Obama's comprehensive initiative that is dedicated to reversing the childhood obesity epidemic within a generation.

· The Office of Minority Health reported on the Minneapolis American Indian Center’s (Minneapolis, MN) (FY 2013 funding $250,000) QUICWA Compliance Collaborative project. The Minneapolis American Indian Center is a national consortium of tribes, urban organizations, and advocacy groups that work on Indian child welfare issues.  Primary activities of the project include: 1) train, empower, and support tribal groups and governments across the country charged with monitoring compliance of state child welfare systems with the Indian Child Welfare Act (ICWA); and 2) support discussion aimed at improving Indian child welfare policy and practices on a national level by aggregating compliance data across participating communities.  

· The Administration for Children and Families, Administration for Native Americans, funded Environmental Regulatory Enhancement (ERE) projects in Alaska, Michigan, Maine, and Washington State.  Although these projects were primarily focused on environmental concerns, it should be noted that each of these projects intersected with broader social and economic conditions in Native communities.  Review of the applications for financial assistance under the ERE project area makes clear that the environment has a considerable impact on the cultural, social, and economic conditions of Native American communities.  For example, the grant application of the Yukon River Inter-Tribal Watershed Council in Alaska described the Yukon watershed as ecologically rich and culturally diverse with 47 tribes residing within the area.  

· The Administration on Children, Youth and Families, Children’s Bureau reported that since 2009, 22 tribes have received grants to assist them in developing title IV-E plans, to prepare to operate their own title IV-E foster care, adoption assistance and guardianship assistance programs.  The five tribes that were awarded tribal Title IV-E Plan Development grants FY 2013 were all participants in the 2012 National Child Welfare Resource Center for Tribes (NRC4Tribes) Fostering Connections to Success Tribal Gathering. This gathering provided a number of tribes a chance to learn more about the expectations and responsibilities of operating a title IV-E program.  

· The Administration on Children, Youth and Families, Family and Youth Services Bureau reported in FY 2013 that the sixteen Tribal PREP grantees continued the implementation phase of their projects with a total funding level of $3.2 million across all grants.  Tribal PREP programs, first funded in FY 2011, continue to provide an array of services to their communities, including education in adolescent pregnancy prevention, adulthood preparation subjects, and HIV/STI prevention.

· The Office of Child Care reported in March 2013 that it sponsored the Peer Learning and Leadership Network (PLLN) Leadership Fellows training.  Fifteen tribal early childhood program administrators were selected to participate as PLLN Fellows.  These emerging leaders in early childhood education made a two-year commitment to work diligently to develop their own leadership skills for the benefit of tribal children and families.  The training consisted of one-on-one coaching, individual and group projects, and building communication skills to help the Fellows maximize their ability to succeed in their jobs, advance their careers, and take on increased leadership roles at the tribal, state, and national level.  Successful PLLN Fellows will help strengthen the national profile of tribal childcare and help policymakers at all levels better understand the needs of the tribes’ youngest members.

· The Model Tribal System (MTS) developed by the Office of Child Support Enforcement (OCSE) is a modular, open-sourced case management system developed in collaboration with tribal child support programs.  The MTS continues to be enhanced and improved over time as new features and capabilities are identified by the MTC Change Control Board (CCB).  The MTS CCB is made up of one representative from each Consortia Lead tribe, any tribe that is installed and using the MTS but not as part of a consortia, and OCSE.  The latest enhancements made to the MTS in 2013 include: automated direct deposit, support for debit cards, automated bank reconciliation of bank accounts with payments issued, and an automated case conversion program to convert tribal cases records from a state’s child support system to the MTS, substantially reducing the amount of time and effort needed to transfer tribal child support cases from a state’s system to a tribe’s copy of the MTS.   

· The Office of Community Services (OCS) partnered with the Administration for Native Americans (ANA) to provide the Native American Asset-Building Initiative (NABI), an agency-wide effort to bring financial literacy, IDAs, and related services to more families across the nation, and to create interoperability across ACF program offices.  The purpose of this initiative is to increase access to and awareness of asset building opportunities in Native American communities.  

· Under the Head Start program, Region XI Program Specialists completed on-site visits to the majority of the 150 Region XI American Indian and Alaska Native (AI/AN) Head Start programs.  The purpose of the site visits were to meet with Tribal leadership and to collaborate with the Head Start program staff to enhance the quality of services provided to the children and families being served.

· In August 2013, the Administration for Community Living (ACL) sponsored the FY2013 National Title VI Training and Technical Assistance Forum.  With nearly 275 Tribal program staff and elders participating, the Forum provided participants with practical information and tools needed to develop and strengthen Title VI programs and to help their communities respond to the needs of older Indians. The 2013 Forum continued to support a long-term care direction with several workshops and discussions around issues of long term care in Indian Country.  Title VI directors are continually supported as part of the critical long-term services and supports network for tribal elders.

· Under the Centers for Disease Control and Prevention’s Public Health Associate Program (PHAP), future public health professionals with undergraduate or graduate degrees and a passion for public service and public health are identified.  Throughout the two-year program, associates receive training and experiential learning in public health settings that serve as a foundation for potential public health careers.  There are four PHAP associates currently serving in tribal (2) and tribal-serving organizations (2).

· The Food and Drug Administration and the National Congress of American Indians cohosted two informational webinars in May 2013 and in August 2013.  The goal of these webinars was to provide interested Tribes and Tribal organizations opportunities to express their views, in addition to providing formal comment to the administrative docket on the Produce Safety and Preventive Controls for Human Food proposed rules.  Tribal participation in these webinars included: Manzanita Band of the Kumeyaay Nation, Indigenous Food and Agriculture Initiative, Choctaw Nation of Oklahoma, Ione Band of Miwok Indians, Lummi Nation, Seminole Nation of Oklahoma, Pueblo of Laguna, Muskogee Creek, Oneida Tribe, and Chemehuevi Indian Tribe.

· The Health Resources and Services Administration (HRSA) reported the following about the Affordable Care Act.  The Affordable Care Act permits Indian health facilities that serve only Tribal members to qualify as NHSC sites, extending the ability of IHS/Tribal facilities to recruit and retain primary care providers by utilizing NHSC scholarship and loan repayment incentives.  As of September 30, 2013, 30 percent (186) of the 621 NHSC-approved Tribal facilities had completed NHSC Jobs Center site profiles and listed 122 job vacancies for which they were recruiting primary care providers.  HRSA welcomes the opportunity to work with Tribal leaders to assure that all NHSC-approved sites complete their NHSC Jobs Center site profile and make use of this no-cost recruitment tool.  

· In FY 2013, the Indian Health Service’s Division of Grants Management (DGM) provided 42 training sessions to over 550 IHS project officers, Tribes, and non-Tribal grantees. Training topics included: Grants.gov systems user training, the funding opportunity announcement process, the objective review process, HHS/IHS financial management requirements, pre- and post-award requirements, carryover requirements, GrantSolutions training for project officers and grantees, the discretionary grants process, project officer training, and various other policy and agency/HHS grant related topics.  

· The Substance Abuse and Mental Health Services Administration’s Center for Mental Health Services reported on its Project Linking Actions for Unmet Needs in Children’s Health (LAUNCH).  Project LAUNCH is a cooperative grant program that seeks to ensure that all young children, especially those at increased risk for developing social, emotional, and behavioral problems, receive the support they need to succeed.  Project LAUNCH works in states and tribes to improve coordination and build infrastructure to promote the wellness of young children, and implements best practices in early childhood mental health promotion.  Project LAUNCH has awarded six of its 35 grants to tribes and has AI/AN technical assistance (TA) and evaluation staff who can provide culturally sensitive and appropriate TA.





[bookmark: _Toc430620480][bookmark: _Toc440014311]Health and Human Services
The mission of the Department of Health and Human Services (HHS or the Department) is to enhance the health and well-being of Americans by providing effective health and human services and by fostering strong, sustained advances in the sciences, underlying medicine, public health, and social services. 

The Department administers more than 300 programs, covering a wide spectrum of services and activities, to protect the health of all Americans and provide essential human services, especially for those who are least able to help themselves.  Examples of programs include the following: 

· Health and social science research
· Preventing infectious diseases
· Assuring food and drug safety
· Medicare (health insurance for elderly and disabled Americans) and Medicaid (health insurance for low-income people) 
· Health information technology
· Financial assistance and services for low-income families
· Improving maternal and infant health
· Head Start (pre-school education and services)
· Faith-based initiatives and community initiatives
· Preventing child abuse and domestic violence
· Substance abuse treatment and prevention
· Services for older Americans, including home delivered meals
· Medical preparedness for emergencies, including potential terrorism

Within the Federal Government, HHS is the largest grant-making agency and represents nearly a quarter of all federal outlays.  With a budget of $932 billion and 76,341 employees in Fiscal Year (FY) 2013, HHS administers more grant dollars than all other federal agencies combined.  HHS works closely with state, local, and tribal governments, and many HHS-funded services are provided at the local level by state, county, or tribal agencies, or through private sector grantees.  The Department has 11 operating divisions, including eight agencies in the U.S. Public Health Service and three human service agencies that administer programs.  In addition to the services they deliver, the HHS programs provide for equitable treatment of beneficiaries nationwide and enable the collection of national health and other data.    

This report to Congress summarizes the social economic conditions of Native American communities and the accomplishments of the Department in the delivery of programs and support to meet the needs of Native American communities in the United States, Guam, the Commonwealth of Northern Mariana Islands, and American Samoa.
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The Intradepartmental Council on Native American Affairs (ICNAA), authorized by the Native American Programs Act of  1974,as amended, serves as the focal point within the Department for coordination and consultation on health and human services issues affecting the American Indian, Alaska Native and Native American (AI/AN/NA) population, which includes more than 560 federally recognized tribes, approximately 60 tribes that are state recognized or seeking federal recognition, Indian organizations, Native Hawaiian communities, and Native American Pacific Islanders, including Native Samoans.

It brings together HHS leadership to ensure consistency on policy affecting American Indians, Alaska Natives and Native Americans, and to maximize limited resources.  The major functions of the ICNAA are to:

· Develop and promote HHS policy to provide greater access for Native Americans
· Assist in the tribal consultation process
· Develop both short and long term strategic plans
· Promote self-sufficiency and self-determination
· Develop legislative, administrative, and regulatory proposals to benefit Native Americans
· Promote the government-to-government relationship as reaffirmed by the President

[bookmark: _Toc394313018]Membership
The ICNAA membership consists of each of the HHS Operating Divisions heads, Staff Division heads, the Office of Intergovernmental Affairs Director, Center for Faith-Based and Community Initiatives Director, the Executive Secretary to the Department, and two HHS regional representatives.

Direction and Oversight
The ICNAA is located in the Office of Intergovernmental Affairs and External Affairs (IEA), Immediate Office of the Secretary and provides executive direction and coordination with the Council Chairperson on all Council activities.

The Commissioner of the Administration for Native Americans (ANA) is the Chairperson and the Director of the Indian Health Service (IHS) is the Vice-Chairperson. The Chairperson is charged with the overall direction of the Council and shall preside over all Council activities, including Council meetings and Executive Committee meetings.

The Executive Committee, comprised of the Chairperson and Vice-Chairperson, the Assistant Secretaries for Children and Families, Aging, Health, and Financial Resources and the IEA Resources Director, is authorized to act on behalf of the Council, and is responsible for overseeing Council functions and recommending subjects and actions for consideration by the full Council.

[bookmark: _Toc394313019]Management and Administration
IEA’s principal advisor on tribal affairs serves as the principal management officer for all Council functions, including management and administration of Council activities, the administration of funds provided for Council activities, and in consultation with the Executive Committee, preparation of agendas for Council meetings, and maintaining records of Council business, including minutes from Council meetings.  The principal advisor is the primary liaison between Council members, and other federal agencies, and reports directly to the Council Chairperson and Vice-Chairperson.  The Council meets no less than twice a year.  At least one Council tribal liaison has been appointed by each ICNAA member to work with IEA on special projects, and on the implementation of Secretarial initiatives and policies affecting AI/AN/NAs.

A key element of the Office of Intergovernmental and External Affairs (IEA) mission is to facilitate communication regarding health and human services (HHS) initiatives as they relate to state, local, and tribal governments.  The Office of Tribal Affairs within IEA coordinates and manages IEA's tribal and native policy issues, assists tribes in navigating through HHS programs and services, and coordinates the Secretary's policy development for tribes and national native organizations.  The ten regional offices housed in IEA are one of the key components in the ongoing relationship building HHS has with all federally recognized tribes in the United States.

The ten regional offices (ORD) are the lead organizers of the annual regional tribal consultations.  In this responsibility the ORD in conjunction with the tribal leaders in their respective region plan, coordinate, and conduct consultation meetings.  At these meetings, the tribal leaders meet with HHS Regional Operating Division staff as well as HHS leadership to discuss policy changes that impact their respective tribal community.  This true government-to-government conversation reaffirms and promotes the sustaining relationships the ORD has with the tribal leaders.

Throughout the year, the ORD continues these exchanges and addresses all the ICNAA priorities.  ORD bi-monthly report document this activity, but the constant and consistent interaction the ORD has with the tribal leaders cannot be overlooked.  The priorities of Emergency Preparedness, Health Promotion and Disease Prevention, and Increased Access to HHS Programs and Grants are areas that the ORD is able to positively impact.  From the wildfires in California, the flooding in the Plains, to the distribution of educational materials, and the face–to-face technical assistance from Regional Operating Division personnel to tribal leaders and their councils are just a few examples of cooperative work between HHS and tribal nations.  These interactions are often held on a weekly basis.  The meetings, phone calls, and emails represent the groundwork of the relationship that the ORD has with the tribes.  The ORD and the work of ICNAA go hand in hand.  The tribal consultations and the daily connections with tribal leaders allow the ORD to deepen the connections with Indian Country.

Status and Activities
Tribal consultation activities across HHS, is an ICNAA priority and is required by Presidential Order 13175. The annual two day HHS Tribal Budget Consultation sessions as well as the regional HHS tribal consultations have proven to be very successful in assuring that AI/AN communities have an opportunity to communicate their health and human services needs and priorities to HHS leadership.

Although, the Indian Health Service serves as the main conduit for the provision of federally supported health care for federally recognized tribal nations, this responsibility is shared with all HHS agencies because of the overarching government-to-government relationship between the federal government and the 566 tribal nations.  ICNAA serves to support this relationship across all of HHS, which fosters a more meaningful provision of health and human services for AI/AN/NA communities.

Accomplishments are expected to continue in order that more HHS resources are made available to AI/AN/NAs communities by analyzing and instituting the next level of recommendations of the Barriers Study; to continue to support HHS-wide tribal consultation; support new initiatives and to continue to serve as the HHS focal point for Native American health and human services.

The 2013 priorities of the Council were:
1. Access and Availability
2. Grants Eligibility Review
3. Data

[bookmark: _Toc262226737][bookmark: _Toc291763298][bookmark: _Toc293916989][bookmark: _Toc262226740][bookmark: _Toc291763299]

[bookmark: _Toc430620482][bookmark: _Toc440014313]Office of the Secretary
[bookmark: _Toc430620483][bookmark: _Toc440014314]Assistant Secretary for Health (OASH)
 (
Assistant Secretary for Health (OASH)
Office of the Secretary
a Staff Division of the
Department of Health and Human Services
http://www.oash.hhs.gov/
) (
Assistant Secretary for Health (OASH)
Office of the Secretary
a Staff Division of the
Department of Health and Human Services
http://www.oash.hhs.gov/
) (
Assistant Secretary for Health (OASH)
Office of the Secretary
a Staff Division of the
Department of Health and Human Services
http://www.oash.hhs.gov/
) (
Assistant Secretary for Health (OASH)
Office of the Secretary
a Staff Division of the
Department of Health and Human Services
http://www.oash.hhs.gov/
) (
Assistant Secretary for Health (OASH)
Office of the Secretary
a Staff Division of the
Department of Health and Human Services
http://www.oash.hhs.gov/
)The Office of the Assistant Secretary for Health (OASH) oversees 12 core public health offices—including the Office of the Surgeon General and the U.S. Public Health Service Commissioned Corps—as well as 10 regional health offices across the nation and 10 presidential and secretarial advisory committees.

OASH promotes the development and utilization of best practices, program and policy development, and capacity-building for direct care services for American Indians, Alaska Natives (AI/AN), Native Hawaiians (NH), and Pacific Islanders (PI).

OASH awarded more than $7.9 million to provide training to 80,000 AI/AN youth at-risk for poor health and social outcomes and behavioral health dysfunction and behavior modification methods for improved health outcomes.  To advance the goals of the White House National HIV/AIDS Strategy, OASH provided prevention education, screening, and treatment best practices to 20,000 AI/AN, NH and PI.  OASH provided 74 multi-disciplinary health professionals for a total of 81 days in-kind at three AI/AN community healthcare facilities to address primary care, behavioral health, immunization, dental, optometry, and public health services during periods of critical community and facility need.

OASH public health offices awarded $7,575,145 to address health disparities, improve data collection and research ethics, set and measure national health improvement goals, develop HIV/AIDS research and programming, address the unique health promotion and disease prevention needs of women and adolescents, improve pregnancy outcomes through awareness programming, and ensure the emergency preparedness of the nation’s first responders. 

Support Provided to Native American Communities 

Office of the Regional Health Administrator
The Regional Health Administrator (RHA) co-chaired the Commonwealth of the Northern Marianas Islands (CNMI) Task Force, comprised of several HHS agencies, to strategize plans/action items to assist CNMI within legislative authorities, budgets, and expertise to address their health system crisis.  This led to the deployment of a Commissioned Corps Hospital Assistance Team and additional plans with the CDC to strengthen their health system.

With support from the Region IX OASH Public Health Advisor, Commonwealth of the Northern Marianas Islands joined Let's Move! Cities, Towns and Counties, the First Lady Michelle Obama's comprehensive Let's Move! Initiative that is dedicated to reversing the childhood obesity epidemic within a generation.

Office of Pacific Health 
The Office of Pacific Health addresses Native Hawaiian and Pacific Islander issues in Hawaii and the six U.S.  Affiliated Pacific Island (USAPI) jurisdictions (American Samoa, Guam, Commonwealth of the Northern Mariana Islands, the Marshall Islands, Palau, and the Federated States of Micronesia (FSM)—Pohnpei, Chuuk, Kosrae, and Yap).  Types of technical assistance (TA) and consultation in FY 2013 are described below: 
· Provided TA and consultation as part of a federal team to address the chikungunya epidemic in Yap, Federated States of Micronesia (FSM),),),),), and to address the Hansen’s disease (leprosy) epidemics in the Marshall Islands and the FSM.
· Worked with HHS’ Office of General Counsel on the interpretation and implementation of the Omnibus Territories Act that provides for consolidation and simplification of Pacific grants and reporting requirements.
· Provided TA and consultation to USAPI health departments on building capacity for more effective grants management and financial accountability systems.
· Compiled and distributed the annual report, Grants to the Outer Pacific FY 2013 that provided detailed information on federal grant programs, eligibility, and funding amounts for the Pacific jurisdictions.
· Participated in annual Pacific Island Health Officer Association meetings to provide technical assistance on available federal resources and assistance programs.
· Developed an HHS/Pacific communications mechanism to enhance coordination with the Pacific health departments.
· Participated in the White House Initiative on Asian Americans and Pacific Islanders meetings to develop strategies for enhancing AA and PI communities' access to federal resources.
· Collaborated with the HHS Supply Service Center on development and implementation of a regional strategy to enhance pharmaceutical procurement for the Pacific.
· Provided TA and consultation to Hawaii’s Fair Share Initiative’s grants.
· Provided technical assistance to Pacific Island collegiate nursing program directors regarding two grants and two contracts to address nursing education in the Pacific.  Held workshops and conducted follow-up on the implementation of a regional nursing education strategic plan as well as collaboration on a Department of Interior/HHS nursing education initiative.
· Provided ongoing TA and consultation to the Veterans Administration’s Pacific Island Health Care System (Hawaii and the Pacific) to improve access to culturally appropriate care.
· Provided ongoing technical assistance and consultation to the ministers of health in the freely associated states, the secretaries of health in the territories, the Pacific Island Health Officers Association, and the HHS Native Hawaiian and Pacific Islander Stakeholders Group on strengthening public health and hospital systems and preventing non-communicable disease as well as building the healthcare workforce in the USAPI.

Office of Adolescent Health 
The Office of Adolescent Health (OAH) was established in the HHS Office of the Assistant Secretary for Health in FY 2010 to improve the health and well-being of adolescents to enable them to become healthy, productive adults.  OAH coordinates HHS efforts related to adolescent health promotion and disease prevention and communicates adolescent health information to health professionals and groups, those who serve youth, parents, grantees, and the general public.  OAH is the convener and catalyst for the development of a national adolescent health agenda.  OAH’s funding for Native Americans and tribes supports the office’s mission by coordinating adolescent health promotion and disease prevention with all groups in the United States, including Native Americans and tribal entities.

Teen Pregnancy Prevention Program  
The Consolidated Appropriations Act of 2010 (Public Law 111-117), Division D, Title II, granted funding to the Teen Pregnancy Prevention Program, which supports Tier 1 (evidence-based) and Tier 2 (research and demonstration) grant programs.  The five-year Teen Pregnancy Prevention Program grants, totaling $105,000,000, were awarded in September 2010, and were funded through September 2015. 

Tier 1 programs have been proven effective through rigorous evaluation to reduce teen pregnancy and address behavioral risk factors underlying teen pregnancy or other associated risk factors.  The grantees are replicating a range of identified evidence-based program models.  In Tier 1, OAH funded two grantees whose efforts are focused on serving Native American Youth:  
· Rural America Initiatives of Rapid City, SD, is implementing Project AIM with Native American Lakota Indian youth ages 12 to14; and  
· Capacity Builders, Inc. in Farmington, NM, is implementing the Teen Outreach Program with 11to19 year old Navajo youth, at five high schools and three middle schools.

Tier 2 grantees research and demonstration programs that develop, replicate, refine, and test models and innovative strategies for preventing teenage pregnancy.  Tier 2 grantees’, which focused on Native American youth, included: 
· The University of Denver, CO, is working with 13 to 15 year olds enrolled in after-school programs at Native Boys and Girls clubs located in rural tribal reservation areas in North Dakota and South Dakota.  The grantee is implementing and evaluating Circle of Life, a sexual risk reduction program for Native youth ages 10 to 12 that uses familiar symbols, stories, and learning styles to build knowledge and skills to bring about behavior change; 
· The National Indian Youth Leadership Project in Gallup, NM, is working with Native American youth ages 12 to 17 in rural McKinley County.  The grantee is testing Web of Life, a development program for middle school Native American youth that includes 26 curriculum sessions, after-school activities, one weekend activity, and a summer session; 
The Rural America Initiatives of Rapid City, SD, is adapting Project AIM for Lakota American Indian youth ages 11 to 14 by adding culturally specific activities, a personal Vision Quest, and culturally significant field trips; and
· The State of Alaska, Division of Public Health, Section of Women’s, Children’s and Family Health in Anchorage is working with youth ages 11 to 19 in the Matanuska-Susitna Valley, the Kenai Peninsula Borough, Kotzebue, and Bethel.  The grantee is adapting Promoting Health Among Teens – Comprehensive Curriculum to train peer educators.

During FY 2013, OAH continued to provide technical assistance and training to the Teen Pregnancy Prevention Program grantees, including a webinar on the Teen Pregnancy Prevention Program and Native American communities on May 9, 2013, titled, Preventing Teen Pregnancy among Native American Youth.  This webinar can be accessed on OAH’s website at http://www.hhs.gov/ash/oah/resources-and-publications/webinars.html.

Pregnancy Assistance Fund (PAF)  
The Affordable Care Act (Public Law 111-148) provided funding for Pregnancy Assistance Fund (PAF), a $25 million competitive grant program for states and tribal entities to provide expectant and parenting teens, mothers, fathers, and their families with a seamless network of supportive services to help them complete high school or postsecondary degrees and gain access to health care, child care, family housing, and other critical supports.  

The second cohort of PAF grants was awarded in August 2013, and will be funded through July 2015.[footnoteRef:2]  During the second PAF cohort, OAH received 12 applications from tribes or tribal councils and consortiums, and funded the following three AI/AN grantees:  [2:  The first cohort was awarded in September 2010.  ] 

· Riverside-San Bernardino County Indian Health, Inc.  
The Pregnant and Parenting Teen Program is a combination of in-school prevention education and out-of-school home visiting and case management.  The project targets the provision of services to expectant and parenting teenagers of any race/ethnicity but with a particular emphasis on AI/AN expectant and parenting teen families from the ten local tribes.  A home visiting/case management component will target expectant and parenting teens, fathers, and their families in tribal reservations and in urban areas.
· Confederated Salish and Kootenai Tribes
The Best Beginnings Pregnant and Parenting Teens Program will provide services to expectant and parenting teens and young women, their partners, and families who are members or descendants of the Confederated Salish and Kootenai Tribes or members of other Indian Tribes on the Flathead Indian Reservation in northwestern Montana.  A sub-award to Salish Kootenai College will provide educational attainment services to members of the target population who are students or prospective students.  Program outcomes include improved educational attainment and pregnancy planning.  Services will be provided via home visiting services, tribal social services department facilities, and other locations throughout the reservation, or on the Salish Kootenai College campus. 
· Choctaw Nation of Oklahoma 
This grantee was also funded in the first PAF cohort in 2010.  With the second cohort grant, the Choctaw Support for Pregnant and Parenting Teens Program will serve expectant and parenting AI/AN teens (ages 13-19) throughout the Choctaw Nation’s 11 county tribal service area in southeastern Oklahoma.  The Support for Pregnant and Parenting Teens Program will provide high quality, evidence-based curriculum for community center and home-based services and evaluation.  A strong fatherhood component for male clients will utilize the Native American Fatherhood and Families Association’s Fatherhood is Sacred curriculum. 

Office of the Surgeon General  
The Office of the Surgeon General (OSG) provides Americans the best scientific information available on how to improve their health and reduce their risk of illness and injury.  The Office also manages the operations of the 6,700 Commissioned Officers of the U.S. Public Health Service Commissioned Corps and the Division of the Civilian Volunteer Medical Reserve Corps’ 993 volunteer units.

The Division of the Civilian Volunteer Medical Reserve Corps (DCVMRC) provides support and assistance to the Medical Reserve Corps (MRC) national network.  The MRC network is comprised of local groups of volunteers, commonly referred to as MRC units, with a mission to engage in activities that strengthen public health, emergency response, and community resilience.  MRC volunteers include medical and public health professionals as well as others interested in improving the health and safety of their local jurisdictions.  MRC units identify, screen, train, and organize volunteers and utilize them to support routine public health activities and augment preparedness and response efforts.

Each MRC unit has its own sponsoring organization, many of which are local health departments.  Currently there are 11 MRC units housed by AI/AN tribal entities as their sponsoring organizations:
· Catawba Indian Nation MRC (SC)
· New Mexico Native Health Initiative (NM)
· Jemez Junior MRC (NM)
· San Juan County MRC (NM)
· California Tribal Nations MRC (CA)
· Northwest Tribal Emergency Management Council MRC (WA)
· Tulalip Tribes MRC (WA)
· Palau Medical Reserve Corps (PW)
· Commonwealth of the Northern Mariana Islands MRC (MP)
· Guam Medical Reserve Corps (GU)
· Federated States of Micronesia MRC (FM)

In addition, 24 states containing tribal lands have MRC units that either serve the tribal lands or partner with the tribes.  Six states or U.S. territories have MRC units serving Alaska Natives and Pacific Islanders, namely: Alaska, Hawaii, Palau, Mariana Islands, Guam, and Micronesia.

Office on Women’s Health  
The Office of Women’s Health (OWH) mission is to provide leadership to promote health equity for women and girls through sex/gender-specific approaches.  The strategy OWH uses to achieve its mission and vision is through the development of innovative programs by educating health professionals and motivating behavior change in consumers through the dissemination of health information.

Through Project Connect 2.0, OWH funded four new tribes and one tribal domestic violence coalition grantee to improve the health care response to violence against Native women.  As part of a national initiative comprised of state and tribal teams of domestic violence and health care partnerships, these AI/AN grantees received ongoing technical assistance (monthly calls, as well as email and phone assistance, as needed), on-site training for health care providers working in tribal health centers, and culturally specific patient education materials.  In addition, leadership teams from each site participated in group learning and networking at the Project Connect 2.0 grantee bi-yearly meetings and via quarterly webinars.  Yearly site visits, which include a leadership team meeting and provider training, were also conducted.  Funding was also provided to a tribal domestic violence coalition to develop and implement two-day in-person training for AI/AN domestic violence advocates increasing their capacity to meet the health needs of their clients.   

The five health sites that received funding in FY2013 were:
· Little Traverse Bay Band of Odawa Indians (MI) 
· Nooksack Tribal Health Clinic (WA) 
· Passamaquoddy Health Center (ME)  
· Washoe Tribe of Nevada and California (NV)
· Southwest Indigenous Women's Coalition (AZ)

The Health and Wellness Initiative for Women Attending Minority Institutions.  Northeastern State University (Tahlequah, OK) via the National Indian Women’s Health Resource Center and Northwest Indian College (Bellingham, WA) were awarded funds for a three-year project.  The collaborative with student organizations, academic and administrative departments, local health service providers, and community- and faith-based organizations is to foster a culture of health, wellness, and safety for the entire campus community.  Each institution conducted at least six student-driven women’s health activities in the areas of sexually transmitted infections, violence against women, overweight/obesity, heart disease, diabetes, reproductive health, substance use and abuse, autoimmune diseases, nutrition, and dental health.  Each school also conducted several student-driven events for National Women and Girls’ HIV/AIDS Awareness Day and National Women’s Health Week.  The initiative engaged men to be partners in the prevention of violence against women.  Moreover, Northwest Indian College added violence and sexual assault prevention language to the housing handbook and the student conduct code.  

Addressing Violence Against Women (OWH Region X) Confederated Tribes of Siletz Indians - Camp #inTENTSity was a two-day, overnight conference for Lincoln County youth ages 12 to 17.  During the conference, participants attended workshops and educational experiences on topics such as healthy relationships, consent, gendered media messages, drug and alcohol use, feelings, and body image.  All had the goal of increasing awareness of violence against women and preventing violence against women and girls.

[bookmark: h]National Women’s Health Week (NWHW) (OWH Region X) Confederated Tribes of Chehalis Reservation - The Native Women’s Wellness Multi-Generational Health Fair raised awareness of Native American women’s health issues and disease prevention, with a focus on diabetes, cancer, and cardiovascular diseases.  Healthy living habits were stressed, and most booths addressed health promotion through discussion and distribution of printed information.  Resource booklets and links to additional information were given to all participants.  Health fair attendees also received health screenings and services that included blood pressure, random blood glucose, height, weight, body mass index, cholesterol, triglycerides, high density lipids, and low density lipids.  

In Community Spirit - HIV Prevention for Native Women Living in Rural and Frontier Indian Country In Community Spirit is a gender-specific HIV prevention education project that integrates the strengths of traditions, values, culture, and spirituality indigenous to the targeted communities.  Each grantee provided support to the Native American rural and frontier communities via HIV testing and counseling and HIV prevention education to high-risk AI/AN women and men.  Referrals were made to services, such as mental health, traditional healing, social services, emergency financial assistance, Medicaid enrollment, and case management.  The HIV educational sessions used the CDC’s SISTA curriculum. 

The following grantees were supported in FY 2013 through the In Community Spirit Initiative:
· National Indian Women’s Health Resource Center (OK)
· The Center for Prevention and Wellness, Salish Kootenai College – Nursing Department (MT)
· The Inter Tribal Council of Arizona, Inc. (ITCA) (AZ)
· Planned Parenthood Minnesota, North Dakota, and South Dakota, Education and Outreach Department (MN)
· The National Native American AIDS Prevention Center (CO)
· First Nations Community HealthSource (NM)

Office of Population Affairs  
The Office of Population Affairs (OPA) serves as the focal point to advise the Secretary and the Assistant Secretary for Health on a wide range of reproductive health topics, including adolescent pregnancy, family planning, and sterilization, as well as other population issues.  The OPA Title X program hosted a technical assistance meeting for the Pacific Basin grantees in conjunction with the Title X National Director’s meeting. Sessions included discussions on training needs; collaborations to offer/share training resources within the region; and, culturally appropriate methods for serving adolescents.  The Teen Peer Mentor Program in American Samoa was highlighted, and the meeting concluded with an in-depth discussion on data collection capabilities, barriers, and possible solutions to improving data capacity.  

[bookmark: _Toc430620484]Office of Minority Health
 (
Office of Minority Health
A Staff
 
Div
ision
 of the 
Department of Health and Human Services
http://minorityhealth.hhs.gov/
) (
Office of Minority Health
A StaffDiv of the 
Department of Health and Human Services
http://minorityhealth.hhs.gov/
) (
Office of Minority Health
a
 Staff
 
Div
ision
 of the 
Department of Health and Human Services
http://minorityhealth.hhs.gov/
) (
Office of Minority Health
A StaffDiv of the 
Department of Health and Human Services
http://minorityhealth.hhs.gov/
) (
Office of Minority Health
A StaffDiv of the 
Department of Health and Human Services
http://minorityhealth.hhs.gov/
)The Office of Minority Health (OMH), created in 1986, is dedicated to improving the health of racial and ethnic minority populations through the development of health policies and programs that will help eliminate health disparities.

OMH provided continued support in FY 2013 to 13 AI/AN organizations and to those providing services to AI/AN populations that specifically address disease prevention and health promotion.

Listed below are the five programs providing FY 2013 continuation funding. 
· National Umbrella Cooperative Agreement Program 
· National Umbrella Cooperative Agreement Program II 
· Youth Empowerment Program 
· AI/AN Health Disparities Program 
· Minority Youth Tobacco Elimination Project

National Umbrella Cooperative Agreement Program 
The National Umbrella Cooperative Agreement Program is a five-year program initially funded in September 2010; the program ends August 31, 2015.  In FY 2013, OMH provided continuation funding to support the following four projects.  

Seattle Indian Health Board, Seattle, WA 
The Seattle Indian Health Board project titled Promoting Health Equity for Urban AI/AN improves health outcomes of AI/AN populations living in an urban area, specifically outcomes related to cardiovascular disease, depression, and chemical dependency and substance abuse, which have been identified as three of the most immediate health risks to AI/AN urban communities.  Through collaborations, surveys, literature reviews, and key informant interviews, best practices were identified for use in fact sheets and manuals, webinars, and technical assistance.  

Outcomes: Healthcare outreach and referral-related services were provided to urban AI/AN populations across 19 states and 102 counties.  The network served 150,725 patients; of those, 59 percent were living in poverty, 83 percent were identified as racial and ethnic minorities, and 60 percent were AI/AN.  Reported program results included workshops with nearly 96 individual representing 30 organizations, focusing on partnering to improve depression treatment and outcomes in their local communities; and data for a chemical dependency and substance abuse environmental scan and report. 

Minneapolis American Indian Center, Minneapolis, MN 
The QUICWA Compliance Collaborative project of the Minneapolis American Indian Center is a national consortium of tribes, urban organizations, and advocacy groups that work on Indian child welfare issues.  Primary activities of the project include: 1) train, empower, and support tribal groups and governments across the country charged with monitoring compliance of state child welfare systems with the Indian Child Welfare Act (ICWA); and 2) support discussion aimed at improving Indian child welfare policy and practices on a national level by aggregating compliance data across participating communities.  

Outcomes: Eighteen participants completed compliance training, 43 individuals participated in informational meetings, several staff presented at the Continuing Legal Education seminar hosted by the Indian Child Welfare Law Center, and 1,200 compliance checklists were completed.  

Alaska Native Tribal Health Consortium, Anchorage, AK 
The Alaska Native Epidemiology Center’s National Umbrella Cooperative Agreement Project addresses the disproportionately high prevalence of intimate partner violence and sexual violence in the AI/AN population.  This project works to fill gaps in knowledge and data and disseminate the results to Tribal and national leaders, program planners, and program directors in Alaska.  The Alaska Native Epidemiology Center is partnering with the Alaskan Native Tribal Health Consortium, Centers for Disease Control and Prevention (CDC), Epicenter, University of Alaska's Justice Center, and the State of Alaska's Council on Domestic Violence and Sexual Assault to conduct a comprehensive overview of existing data on intimate partner violence and sexual violence affecting AI/AN.  Based on the information collected, the project team is developing a program of research on violence against AI/AN women, building evaluation capacity by assisting partners with the evaluation of an intimate partner violence prevention curriculum for Alaskan schools, and writing and disseminating reports in order to increase awareness of intimate partner violence and sexual violence in AI/AN populations.

Outcomes: To date, 537 hard copies of the first edition Healthy Native Families: Preventing Violence at All Ages bulletin have been distributed to media, academic institutions, and domestic violence advocates across the U.S., Canada, and Australia.  The second edition of the bulletin has been completed and is in tribal review.  

Great Plains Tribal Chairmen’s Health Board, Rapid City, SD 
The Northern Plains Tribal Epidemiology Center’s Mapping Pathways into a Healthier Future/Geographic Information System (Mapping Pathways/GIS) project enhances local and regional capacity for data activities and increases understanding of health issues affecting Northern Plains American Indian communities.  The objectives of the project are to: 1) develop the regional infrastructure for data collection, analysis, and dissemination; 2) increase access and use of health data relevant to AI/AN; and 3) increase the quality and volume of health information dissemination to tribal communities and their partners.  
 Outcomes: Forty-seven individuals received training during four Geographic Information System webinar sessions and forty individuals were recruited to receive project materials.  Two hundred thirty-four individuals received instructional and educational documents or other project materials, addressing communication campaigns and outreach.  Additionally, 1,347 individuals visited the grantee website (http://gptchb.org ). 

National Umbrella Cooperative Agreement Program II
The National Umbrella Cooperative Agreement Program II was initially funded in September 2012 and ended in August 2015.  The National Umbrella Cooperative Agreement Program II demonstrates the effectiveness and efficiency of collaboration between federal agencies and national organizations as they address: 1) improved access to health-related services for racial and ethnic minority populations; 2) increased movement towards achievement of health equity; 3) reduced  youth and gang-related violence among at-risk populations; 4) increased diversity within the health care workforce; and 5) increased availability of data for health disparities and health equity activities.  In FY 2013, OMH provided continuation funding to support the following AI/AN-focused project under this program.

Association of American Indian Physicians, Oklahoma City, OK 
The mission of the Association of American Indian Physicians project Advances in Indian Health Care is to promote health and improve health equity for AI/AN populations by providing workforce development programs for AI/AN students and health care professionals.  The goals of the project are to: 1) address health disparities by improving healthcare workforce development and cultural and linguistic competency in AI/AN healthcare; and 2) increase the diversity of the health professions workforce by recruitment and training for AI/AN students.    

Outcomes: The Cross-Cultural Medicine Workshop was hosted with 74 AI/AN physicians, health care providers, medical students, and individuals that provide services in the AI/AN communities in attendance.  The grantee hosted a pre-admission workshop at the University of Arizona College of Medicine and provided information on applying for medical school, tips for writing and taking exams, mock interviews, and panel presentations.  The Association of American Indian Physicians received 78 student applications and selected 25 to participate in the National Native American Youth Initiative held in Washington, DC.    

Youth Empowerment Program 
The Youth Empowerment Program is a five-year program, which began in September 2012 and will end in August 2017, that seeks to address unhealthy behaviors in at-risk youth ages 10 to 18 and to provide opportunities to learn skills and gain experiences that contribute to positive lifestyles and healthier life choices.  A multi-partner approach involving institutions of higher education, primary and secondary schools, community organizations and institutions, and the community at large was utilized in testing the effectiveness of innovative approaches in promoting healthy behaviors among youth at risk for poor health and life choices outcomes.  Program goals include reduced or eliminated high-risk behavior; strengthened protective and resiliency factors; acquired sustainable basic life skills; and, attained behaviors leading to healthier lifestyle choices.  In FY 2013, OMH continued to support an AI/AN focused grantee, as described below.  

College of Menominee Nation, Keshena, WI 
The target population for the Menominee Youth Empowerment Program is AI/AN youth living on the Menominee Reservation.  In the first year, the College of Menominee Nation recruited a cohort of 40 middle school students in grades six through nine on the Menominee Reservation.  Program goals include providing the cohort with intervention services over a five-year period that address risks for unintentional violence (availability of firearms, high crime rates); substance abuse (drugs); and failing or leaving school (poor academic achievement and truancy).  
 
Outcomes:   
· Implemented weekly activities from March through August 2013;
· Provided after-school tutoring in April and May 2013;
· Carried out a three-week summer program;
· Attended Circle of Courage training in Rapid City, SD, and incorporated the philosophies of the course into the Menominee Youth Empowerment Program);
· Collected baseline data for the Developmental Asset Profile+ (DAP+) and Youth Risk Behavior Surveillance System surveys from Youth Empowerment Program participants; and
· Conducted one-on-one activities with 57 participants and operated 30 group activities for 50 Youth Empowerment Program participants per group.

American Indian/Alaska Native Health Disparities Program 
The American Indian/Alaska Native (AI/AN) Health Disparities grant program awarded $1.2 million to six organizations in FY 2013 to address the health disparities identified in tribal communities.  This five-year program began September 1, 2012 and ends August 31, 2017.  The funding supports Tribal Epidemiology Centers and Urban Indian Health Programs’ efforts to handle data collection and management, develop linkages between public health problems and behavior, socioeconomic conditions, and geography, and create a pipeline program for students to increase racial and ethnic diversity in the public health and biomedical sciences profession.

The following organizations were awarded funding beginning FY 2013: 

Alaska Native Tribal Health Consortium
The Yagheli ch’tsizlan Program (translated as “We are getting healthier”) will examine and address health disparities among AI/AN in a collaborative community-based approach with Alaska regional tribal health organizations and the tribal communities they represent.  The program’s four objectives include: 1) improve cultural competency for Tribal Epidemiology Center staff through continuous incorporation of collaborative community-based approach principles for program design and implementation; 2) collect, manage, and disseminate health data to increase awareness of health disparities; 3) improve coordination and utilization of research and outcome evaluations in programs addressing health disparities; and 4) provide training and support pathways into public health or biomedical careers for tribal members.

Outcomes:
· The Yagheli ch’tsizlan Program presented information about the Kenai region’s health status to the Seldovia Village Council and provided information on chronic diseases to Maniilaq Association healthcare providers.
· Three Yagheli ch’tsizlan Program staff members were trained in community-based participatory research and facilitated a meeting with AI/AN experts on trauma and culture.
· The Yagheli ch’tsizlan Program staff presented information on adverse childhood experiences in Alaska to the Kodiak Area Native Association Health Advisory Committee, Alaska Native Tribal Health Consortium, Alaska Native Elders Health Advisory Committee, and to tribal clinical directors.
· Alaska Native Tribal Health Consortium’s website was updated with state and regional health profiles featured on a dashboard.  The website had 961 unique visitors. 
· The Yagheli ch’tsizlan Program began using social media as a method for information dissemination. 
· The Yagheli ch’tsizlan Program staff developed a webpage of the AI/AN communities to showcase a successful story pilot project; the Healthy Portraits webpage received 286 unique visits and the video was viewed 205 times.

Inter-Tribal Council of Arizona, Inc. 
The Inter-Tribal Council of Arizona, Inc. developed the Tribal Motor Vehicle Crash Injury Prevention Project to reduce the incidence of motor vehicle crashes related injuries within tribal communities in Nevada, Utah, and Arizona.  The Inter-Tribal Council of Arizona, Inc. has identified four primary objectives: 1) strengthen tribal government infrastructure, policies, and activities that address disparities and decrease motor vehicle crashes related injuries;  2) design, implement, or revise existing tribal motor vehicle crashes injury surveillance systems; 3) increase and sustain tribal capacity to reduce motor vehicle crashes related injuries and fatalities through promotion and implementation of evidence-based prevention strategies; and 4) promote  career pathways for AI/AN health care professionals, paraprofessionals, researchers, and students through knowledge and skill-building training, technical assistance workshops, and internships. 

Outcomes:
· Inter-Tribal Council of Arizona, Inc. participated in an Arizona Department of Transportation safety program and assisted the Tribal Technical Assistance Program at Colorado State University and the Arizona Division Office of the Federal Highway Administration in promoting their tribal safety summits.  
· Two road safety audits were conducted with tribes in Nevada, where they assessed road conditions, pavement markers, guardrails, culverts, signage, lighting, and the movement of vehicles, pedestrians, and bicyclists.
· Child safety seats and video instructions were provided to four caregivers.
· Motor vehicle crashes near the Elko Colony Head Start resulted in five signs being installed to direct traffic in one direction.
· Project coordinators and tribal coalition members participated in workshops with a focus on data management, survey development, and program evaluation.
· The first Traffic Incident Management Training was conducted for the Hualapai Tribe.
· The Te-Moak Tribe of Western Shoshone Tribal Council adopted an ordinance to decrease the speed limit in the colony business districts and around school bus stops.
· Pedestrian safety was taught through educational classes and videotapes, aimed at adults, teens, and youths. 
· The Te-Moak Tribe of Western Shoshone, Hualapai Tribe, Duckwater Shoshone Tribe, and the Kaibab Band of Paiute Indian joined the Inter-Tribal Council of Arizona, Inc. as partners.

Northwest Portland Area Indian Health Board 
The Improving Data and Enhancing Access Project will complete probabilistic record linkages with external datasets in a three-state region to identify and correct inaccurate race data for AI/AN.  The project aims to address the issue of inaccurate AI/AN data by: 1) identifying and correcting misclassified/missing race data for AI/AN within a range of existing surveillance systems; 2) providing epidemiologic data at regional, state, and local levels; and 3) developing and implementing training on epidemiology and data interpretation to increase tribal capacity to use epidemiologic data.  The expected long-term outcomes of the project are: 1) improved quality and availability of health-related data among northwest tribal populations; 2) increased tribal health data literacy throughout the northwest; and 3) increased numbers of AI/AN students who receive hands-on experience in public health and epidemiology. The result will be more accurate rates and trends in specific health conditions affecting northwest AI/AN, which will inform local and regional efforts to eliminate health disparities.

Outcomes:
· A data linkage of Washington State’s Cancer Registry was completed.  The annual linkage with the Oregon State Cancer Registry and the Northwest Tribal Registry was conducted and 1,554 matches were identified as well as an additional 88 cases of cancer among the AI/AN population.
· The grantee completed a draft of the Washington Tribal Health profile and shared it with all of the Northwest Portland Area Indian Health Board member tribes.
· The grantee shared project information and Oregon hospital discharge data via a webinar hosted by the Agency for Healthcare Research and Quality’s Healthcare Cost and Utilization Project.
· The grantee calculated the life expectancy for the Northwest AI/AN population as 72.9 years (which is 6.8 years lower than non-Hispanic Whites), by using linkage-corrected death certificates from the states of OR, ID, and WA.  The findings were presented at the Oregon Public Health Association conference.
· The Northwest Portland Area Indian Health Board received approval from the Washington State Institutional Review Board to conduct birth certificate linkages and infant mortality analysis.
· An analysis of the Washington State Department of Health Trauma Registry data was completed.
· The grantee conducted two workshops on learning basic epidemiology and understanding regional data for tribal health professionals in Spokane, WA, and Portland, OR.
· The grantee established new partnerships with the NATIVE Project in Spokane and the Native American Rehabilitation Association of the Northwest in Portland.  Data sharing agreements were completed with both clinics to obtain patient registration data for inclusion in the Northwest Tribal Registry.
· The grantee completed the indicator list for state-level profiles and analysed data for each of the 50 noted indicators.
· The Northwest Portland Area Indian Health Board received approval from the Washington State Institutional Review Board to conduct data linkages for hospital discharge records, death certificates, and cancer statistics.  Data linkage approval was also received from the states of Oregon and Idaho for vital statistics and cancer registries.  Oregon’s annual death records linkage was completed.
· The grantee presented information on the state of Washington’s trauma data linkage at the Council for Territorial and State Epidemiologists annual conference.  The grantee presented program information and data at a workshop that was sponsored by the International Group on Indigenous Health Measurement.

Oklahoma City Area Inter-Tribal Health Board 
The project’s three long-term goals are: 1) improve dissemination and utilization of patient research and evaluation data to identify priority health disparity objectives and services needed; 2) improve cultural competency for professionals working with the AI/AN population; and 3) provide prevention activities for major health disparities.  The Oklahoma City Area Inter-Tribal Health Board has also identified the need to: 1) increase the quality and availability of research, evaluation, and surveillance data through reporting and dissemination; 2) create career opportunities in public health practices and prevention research for AI/AN; 3) provide training to all levels of leadership in the areas of cultural competency and issues specific to AI/AN health disparities; and 4) promote individuals to be more proactive in their own health for cardiovascular disease and cancer prevention.

Outcomes:
· The grantee established a contract for program evaluation and consultant services with the University of Oklahoma, College of Public Health and held two planning meetings.  
· Three applications were received for the Native American student public health internship opportunity and a candidate was selected.
· The Oklahoma City Area Inter-Tribal Health Board developed a cultural orientation curriculum for use in the AI/AN communities.  The intended audience includes Indian Health Service, Tribal Health Service, and Urban Indian Health Clinic employees; tribal employees; tribal advisory board members; and, health providers in the general population that work with the AI/AN population.  The curriculum includes a set of four presentations, a how-to guide, and a technical assistance manual.  The online version of the cultural orientation course was developed and includes a voice narration for the introductory module.  The course is now accessible via the internet at http://ophtc.ouhsc.edu/CCC.html 
· The grantee’s epidemiologist analyzed data received from the state tobacco helpline. 

Seattle Indian Health Board 
The Demystifying Data: Eliminating AI/AN Health Disparities through Information, Partnership and Training will increase awareness of health disparities and improve the health and well-being of urban AI/ANs.  The three program objectives are: 1) increase the Urban Indian Health Institute’s access, utilization, and analysis of critical sources of public health data in order to identify priority health status objectives and specific services needed to achieve those objectives; 2) improve access to and coordination of quality healthcare services for urban AI/ANs by offering partnership awards in support of Urban Indian Health Institute development of sustainable key stakeholder collaborations over the course of the program; and 3) increase the representation of AI/ANs in public health professions by providing training in public health practice and professional mentorship to at least two AI/AN students or emerging professionals for each year of the program. 

Outcomes:
· The grantee provided a variety of training to the Urban Indian Health Institute staff related to data collection and utilization.
· The grantee responded to 17 data, information, and technical assistance requests from academia and medical organizations as well as from the Urban Indian Health Institute.  The requests included topics such as maternal and child health, demographics, substance and alcohol abuse, and survey development, as well as requests for technical assistance.
· The Urban Indian Health Institute published a communication broadcast that focused on the use of motivational interviewing in Native communities and on training for the Urban Indian Health Institute.  Thirteen Weekly Resource and Opportunity Emails were distributed by the Urban Indian Health Institute.  Information in the Weekly Resource and Opportunity Emails included items such as funding opportunities, upcoming training and conferences, current resources, and fellowship announcements.  The total number of unique subscribers to the email listserv was 903. In addition, the grantee’s website received 1,298 unique visits, as reported by Google Analytics.
· The Urban Indian Health Institute presented at the following meetings: 1) REACH Coalition Kick-off (on workplace wellness); and 2) the American Public Health Association annual meeting (on depression and diabetes management).  The grantee presented the information on the Urban Indian Health Institute to healthcare professionals and community members. 
· The Urban Indian Health Institute will serve as a practicum placement site for the University of Washington’s School of Social Work; a formal affiliation agreement was signed between the two organizations.
· Five of the grantee’s staff served as mentors to six individuals, augmenting AI/AN leadership and promoting interest in AI/AN health issues.
· The Urban Indian Health Institute presented program information and data related to the National Health Interview Survey at the Council of State and Territorial Epidemiologists conference and at the 8th Annual National Urban Indian Health conference.
· The grantee facilitated an agreement with the University of North Dakota and North Dakota State University to offer a Native American health track for their graduate-level public health programs. 

United South and Eastern Tribes, Inc. 
Building an AI/AN Population Health Data Portal for Enhanced Tribal Decision Making and Outreach will address the United South and Eastern Tribes, Inc.’s need to increase its capacity to more effectively partner with the Indian Health Service Nashville Area Tribes to monitor health status and improve public health infrastructure to better address significant AI/AN health disparities that plague Indian Country.  The United South and Eastern Tribes, Inc. program objectives include: 1) develop an interactive secure Population Health Data Portal that includes the Data Monitoring Center and the Resource Center;,, 2) develop a tribal community partner network by forming and linking Tribal Population Health Data Portal Advisory Councils to use the Population Health Data Portal to help define, implement, and monitor health disparity reduction actions;,, and 3) increase interest among tribal students in health careers by involving them with using the Population Health Data Portal and participating in the tribal portal advisory efforts.

Outcomes:
· The Population Health Data Portal security system and processing power was configured and added to the system by the Software Technology Group contractor and the grantee.
· The Population Health Data Portal was launched internally in September and three tribes were selected to test the site in November for evaluation purposes.  A demonstration of the portal was provided to Tribal Health Directors at the 2013 the United South and Eastern Tribes, Inc. meeting.
· The grantee updated the datasets for the Mortality and Birth Query section of the portal.
· The Population Health Data Portal data structure and prototype were completed along with the programs needed for the system to adequately function. 
· The grantee made a presentation of the Population Health Data Portal at the National Indian Health Board Public Health Summit.
· Instructions on how to extract information from the Resource and Patient Management System for tribal data collection were developed.

Minority Youth Tobacco Elimination Project
The Minority Youth Tobacco Elimination Project was a three-year funded grant program that started September 1, 2011 and ended on August 31, 2014.  The project was designed to demonstrate the effectiveness and scalability of evidence-based tobacco prevention and cessation strategies among racial and ethnic minority youth and low socioeconomic status women ages 13-26.  Project goals were to: 1) synthesize and identify the most promising smoking cessation and prevention strategies in racial and ethnic minority groups and low socioeconomic status women within targeted communities; 2) increase knowledge of tobacco prevention and cessation strategies that are most effective in reducing smoking behavior in racial and ethnic and low socioeconomic status female populations; 3) increase the number of racial and ethnic minority youth, young adults, and low socioeconomic status women of child-bearing  age that access and use evidence-based tobacco cessation and prevention services; 4) assess the benefit of providing local/community grantees with pooled implementation and evaluation expertise to successfully implement smoking-related community interventions; 5) develop innovative and collaborative strategies among racial and ethnic minorities; and 6) create and evaluate culturally and linguistically appropriate guidelines and tools for tailoring recommended strategies to the targeted racial and ethnic minority groups.  

Indigenous Peoples Task Force, Minneapolis, MN 
While not an AI/AN organization, the Indigenous Peoples Task Force does focus its work on Native youth.  The First Medicines Project is to develop, pilot-test, and evaluate culturally supportive commercial tobacco cessation models for AI youth ages 11 to 18 and young adults ages 19 to 26 living in Minnesota and commercial tobacco prevention models for AI ages 11 to 18.  These projects, if effective, will provide replicable models to lower the highly disproportionate rates of tobacco use among AIs in Minnesota and across the country and reduce the consequent and disparate tobacco-linked health impacts, such as heart disease, stroke, cancers, lung disease, and infant mortality.  Among AIs in Minnesota, four of the five leading causes of death are related to tobacco misuse.  Within the state, higher rates of cancer are attributable to smoking for AIs than other racial and ethnic groups in the state, and compared to AIs in other parts of the country.  

The grantee noted that over half (52 percent) of AIs in the Twin Cities and 61 percent of children were living in poverty in 2000 (200 percent of federal poverty guidelines, 2000); poverty rates were even higher in many reservation communities.  Additionally, many Native youth are not engaged by schools and the educational systems have the lowest levels of educational attainment and graduation rate of any racial/cultural group.  The abuse of commercial tobacco starts at an early age for AIs.  Rates of heavy smoking increase sharply between sixth and ninth grade, which signals that prevention efforts must begin early in grade school.

Outcomes:
The project utilizes the input of elders, youth, Native tobacco specialists, and spiritual leaders to develop approaches that focus on educating about and promoting the cultural traditions of tobacco as a sacred medicine that should be respected and only used for prayer and ceremonial purposes.  These teachings, coupled with information about the harm caused by commercial tobacco and the exploitation of Native communities by the tobacco industry, promote knowledge and attitudes, which help, prevent AI youth from smoking or encouraging them to quit.  Youth and young adults will also be involved in activities, such as pledges, peer education, and advocacy efforts that promote positive identity formation as a non-smoker and will help support abstinence from commercial tobacco.   

Partnerships Active in Communities to Achieve Health Equity 
The Partnerships Active in Communities to Achieve Health Equity was a three-year grant program, which began September 1, 2010 and ended August 31, 2013.  The program was designed to improve health outcomes among racial and ethnic minorities through the establishment of community-based networks that employ evidence-based disease intervention strategies; address social determinants and environmental barriers to healthcare access; and, increase access to and utilization of preventive health care, medical treatment, and supportive services.  The overall goal of the Partnerships Active in Communities to Achieve Health Equity program was to demonstrate the effectiveness of community-based networks in improving health outcomes among racial and ethnic minorities.  

Indian Health Care Resource Center of Tulsa (IHCRC) 
The Healthy Tulsa Pathways is a three-year project that began September 2010 and ended August 2013.  The project sought to improve health outcomes for racial and ethnic minorities through established community-based networks that employ evidence-based disease intervention strategies, address social determinants of health and environmental barriers to healthcare access, and increase utilization of preventive healthcare, medical treatment, and supportive services.  The project focused on the health outcomes related to obesity, diabetes, and cardiovascular disease in young adults from urban intertribal AI communities, as well as African American and Latino communities located in the city and county of Tulsa, Oklahoma.  The grantee selected ten Tulsa zip codes for the Healthy Tulsa Pathways project, which included eight of the country’s 37 zip codes with the poorest overall health.  The health disparities most commonly associated with Tulsa (in the north) affect other racial and ethnic minority areas, including zip codes in west Tulsa where a large segment of AI population resides and east Tulsa that has a significant Hispanic population.  The selected zip codes are also designated as food deserts, i.e. geographical areas severely lacking in grocery stores that have fresh produce and healthy food choices.  

IHCRC collaborative partners include the Tulsa Health Department; Kendall Whittier, Inc.; the Metropolitan Tulsa Urban League; YMCA of Greater Tulsa, Inc.; YWCA of Tulsa, Inc.; and YWCA Paseo de Salud.  Goals of the program include  providing youth and family with preventive programs, nutrition, and fitness education; collaborating with farmers and food organizations to provide nutritious food; allowing opportunities for physical activity; developing culturally appropriate social marketing; and ensuring medical care for obesity, diabetes, and cardiovascular disease.  Long-term goals are improved health outcomes in the targeted minority communities, increased access to health referral and support services, and increased affordability of nutritious food.  

Outcomes:
· Served a total of 10,121 participants over the three years;
· Screened 3,985 clients for diabetes and cardiovascular disease risks;
· Created 18 school and community health gardens to teach children about healthy food choices and to explore a variety of fresh fruits and vegetables; 
· Provided individual diabetes education to 994 diabetic patients to encourage them to increase their physical activity; and 
· Enrolled over 2,000 children into Sooner Care (Oklahoma’s Medicaid).
  

OMH Regional Reports

Region V 
Healthcare Marketplace Enrollment Activities
OMH [Region V via an inter-agency agreement with Indian Health Service Bemidji Area] provided funding to increase access to healthcare services for AI/AN by increasing enrollment in the Healthcare Marketplace through outreach initiatives and activities in the Indian Health Service Bemidji Area.  Indian Health Service Bemidji Area awarded funding to three sites to conduct outreach activities and assist with enrollment.  The funded sites were Cass Lake Hospital, Cass Lake, MN; Red Lake Hospital, Red Lake, MN; and, White Earth Health Center, White Earth, MN.  

Outcomes: 
There were seven outreach events with 310 participants.  Assistance was available for participants who wanted to enroll in the Healthcare Insurance Marketplace website.

Tribal Data Quality Workgroup
Region V Minority Health Interstate and Tribal Data Quality Workgroup met monthly (January through November 2013).  The mission of the Region V Minority Health Interstate and Tribal Data Quality Workgroup is to: 1) identify data gaps and challenges to collecting, analyzing, and reporting accurate and reliable health status data on all racial and ethnic minority populations including AIs; and 2) work collaboratively to improve the availability and quality of indigenous, racial, and ethnic minority health data.  

Outcomes: Representatives from state health departments are aware that: 1) American Indian Tribal governments have criteria that define AI/AN; and 2) Tribal governments must be included in meetings when developing plans to address AI/AN health status data gaps.  

Region IX

Outcomes:
· Provided planning support to the Office of the Regional Director (ORD) for the annual ORD Tribal Consultations and the Federal Regional Council Tribal Affairs Committee. Efforts included updates on National CLAS Standards and facilitation of the Tribal Support on Rocky Mountain Spotted Fever for specific Tribal Consultation (March 26-28, 2013, Yagheli ch’tsizlan, in Chandler, AZ, and April 19, 2013, Navajo, in St. Michaels, AZ).
· On April 10, at Stanford University, CA, regional representatives facilitated the Stanford Native American Pre-Law Group and spoke on “Tribal Law and Order: How State, Tribal and Federal Relations are Evolving to Address Justice and Health Disparities in Native American Communities.”  The purpose of the panel was to highlight the advances that California’s tribal justice and health care community have achieved over the past decade and to demonstrate the effectiveness of tribal, state, and federal collaboration at Comparative Studies in Race and Ethnicity.
· On July 25, 2013, regional representatives provided an overview on HHS resources and funding opportunities at the Environmental Protection Agency’s (EPA’s) Region IX Tribal Operations Committee summer meeting for over 150 tribal leaders and project attendees.
· Provided technical assistance to the conference planner at the 3rd Annual Healing Circle Red Rising Native Women’s Conference, held October 22-24.  Speaker recommendations focused on behavioral health and health disparities in AI/AN populations, for the Fresno American Indian Health Project, CA.
· Coordinated with the OMH Resource Center Capacity Building Specialist for a “meet and greet” opportunity between HHS and the HIV/AIDS Asian Pacific Islander collaborative of Alameda County to increase awareness of and attention to the Affiliated Pacific Islands’ (APIs’) HIV-positive concerns, which is the mission of HIV/AIDS Asian Pacific Islander.  The Asian Health Services, AIDS Project East Bay, Asian American Recovery Services, Community Health for Asian Americans, and the Alameda Office of AIDS were represented along with the Office of the Assistant Secretary for Health and the Health Resources and Services Administration Region IX staff at the San Francisco Federal Building, March 4, 2013.
· Hosted five national telephone conferences in partnership with the Envision the Future Native Hawaiian and Pacific Islander (NHPI) Steering Committee, which is composed of 16 members, including representatives from U.S. API.  The Steering Committee  accomplished: 1) the launch of the Pacific Research and Discourse website (prd.psc.isr.umich.edu); 2) the expansion of the NHPI network mailing list (NHPI.Network@umich.edu); 3) the development of audio/video communications and social networking activities; 4) the promotion of NHPI leadership in national advisory committees; 5) the announcement of scholarship opportunities and NHPI mentoring programs; 6) the identification of training, mentoring, and funding opportunities in research; and, 7) the development of fact sheets, based on the Pacific Islander Health Study.
· Supported the ORD with strategic planning for outreach and education on the Affordable Care Act, particularly for the California Marketplace community outreach event in Santa Ana, CA on February 19, 2013.
· Served as keynote speaker at the Office of Language Access 6th Annual Hawaii Conference on Language Access in the community health setting on the National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care, in Honolulu, HI, August 7 and 8.
· OMH Region IX and the Office of Pacific Health (OPH) Senior Public Health Advisor co-hosted five NHPI Envision the Future Steering Committee teleconferences to facilitate on-going conversation to address priorities and take action steps and to provide relevant updates on the Affordable Care Act (ACA) and Compact of Free Association migrants, among other issues. This is an on-going activity.

Funding for Native American Communities

OMH awarded 14 Cooperative Agreements totaling $4,217,707 and 3 interagency agreements, for Healthcare Marketplace Enrollment Activities, totaling $3,000. 
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)The Administration for Children and Families (ACF), within HHS, had a budget of $ 49.4 billion in FY 2013ACF is responsible for Federal programs that promote the economic and social well-being of families, children, individuals, and communities.  

ACF works in partnership with American Indian tribes; Alaska Native villages; state and local governments; community organizations; non- and for-profit organizations; the U.S. Territories of Guam, American Samoa, and the Mariana Islands; other Native communities in the United States; and other HHS Agencies. 
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)The Administration for Native Americans (ANA) was established by the Native Americans Programs Act of 1974 (NAPA).  ANA has two broad responsibilities under NAPA: (1) the award and programmatic oversight of discretionary grants for short-term community-based projects, and (2) policy development and advocacy on behalf of American Indians, Native Hawaiians, other Pacific Islanders, and Alaska Natives within the Department of Health and Human Services.  

ANA grants are awarded for short-term community based projects that are intended to respond to the specific social and economic conditions identified by Native American tribes and Native American organizations.  Such grants fall under three broad project areas: Social and Economic Development Strategies, Native Language, and Environmental Regulatory Enhancement.   

It is important to note that ANA data provided here expands upon what has been provided in prior Reports to Congress on the Social and Economic Conditions of Native Americans.  In particular, in addition to information on the funding amounts for new 2013 ANA-funded projects, ANA has analyzed funding application data—as self-reported by applicants for financial assistance—reflecting descriptions of the social and economic conditions in local Native American communities to identify what community conditions newly funded projects intend to address.  This approach is intended to more effectively facilitate government, non-government, and individual stakeholders’ development of appropriate responses to the actual conditions faced by Native Americans now and over time.  In addition, ANA believes this broader approach furthers three key self-governance themes:  (1) evidence-informed policymaking  affecting Native Americans; (2) catalyzing the private sector, including researchers, to partner with the federal government and with Native Americans to analyze data originating in Native American communities to formulate appropriate and responsive policies; and (3) pursuit of  an all-government and all-agency approach to addressing the unique issues affecting Native Americans consistent with existing law and trust responsibilities.

Throughout the nearly 40 years since the Native American Programs Act was enacted, ANA data analysis has demonstrated that achieving sustained, self-determined social and economic development in Native American communities is a complex task.  This data, however, also suggests Native American communities, empowered through ANA project grants, can improve and transform Native Americans’ opportunities to achieve self-determined social and economic development success. 

Social and Economic Conditions of Native American Communities 

The following data is intended to provide a foundation for actions and policies to address those social and economic conditions that Native Americans themselves have identified as barriers to social and economic self-sufficiency and self-determination.  Better understanding of Native Americans’ social and economic well-being is critical to identifying factors and interventions that will most effectively contribute to resiliency at both the individual and community levels. 

Historically, the majority of annual new ANA project funding has been awarded in the form of grants under the broad Social and Economic Development Strategies (SEDS) project area.  The SEDS project area includes Sustainable Employment and Economic Development Strategies (SEEDS) and Native Asset Building Initiative (NABI).  SEEDS and NABI are treated separately in this section.  SEDS projects are intended to be flexible and responsive to community needs inclusive of a wide range of focus areas, including growing local economies, increasing the capacity of tribal governments, strengthening families, preserving Native cultures, and increasing community well-being. 

In 2013, ANA awarded 22 SEDS grants across 12 states, Guam, and the Northern Mariana Islands in the following focus areas: Economic Development (29 percent of new SEDS awards), Strengthening Governance (24 percent of new SEDS awards), Cultural Preservation/ Intergenerational Learning/Celebrating Culture (19 percent of new SEDS awards), Youth Development (14 percent of new SEDS awards), and Health (14 percent of new SEDS awards).  Despite the diversity of new 2013 SEDS grantees, ANA identified several common themes related to the underlying social and economic conditions proposed to be addressed by ANA-funded SEDS projects.  In applications for SEDS funding, the most frequent areas for which funding was requested were unemployment/need for job and entrepreneurship training (24 percent, support for at-risk youth (19 percent), response to identified health risks (19 percent), and loss of cultural identity (14 percent).  

The descriptions of the social and economic conditions faced by new 2013 SEDS grantees echo persistent economic development challenges faced generally by Native American populations, such as lack of employment opportunities, community members that face multiple barriers entering or staying in the employee pool for available jobs, lack of actionable data necessary for long-term planning, small pools of community members with program management experience, increasingly aging populations, and other factors that challenge economic and social self-sufficiency.  For example, Elim Pacific Ministries’ Dream Project in Guam cited the need to provide wrap-around social services for at-risk women seeking employment.  This SEDS project was intended to address the barriers to employment caused by chronic homelessness, mental health conditions, developmental disabilities, substance use, low educational levels, and lack of workforce training.  

The Bois Forte Band of Chippewa Indians in Minnesota described conditions under which over 50 percent of community members did not have access to affordable credit and approximately 40 percent were unable to maintain any financial savings.  With at least 2,300 community members identifying the lack of culturally competent financial education as a significant obstacle to financial and economic success, the Bois Forte Band of Chippewa Indians proposed a SEDS project to address the need for training in financial literacy so that community members could meaningfully access affordable credit and establish savings.  

Lakota Funds, in South Dakota, identified limited local infrastructure on the Pine Ridge Reservation to help Native entrepreneurs acquire business expertise as well as under-developed business planning and management skills among current business operators on the Reservation as significant obstacles to both short- and long-term economic success.  Lakota Funds sought SEDS funding to support Native entrepreneurs to acquire business expertise necessary to create, maintain, and expand private businesses on the reservation.  

Grantees also emphasized the critical need to address challenges faced by at-risk youth.  To address conditions under which there was no after-school programming for at-risk youth coupled with approximately 40 percent of crime reported in Pottawatomie County Oklahoma involving youth, the Citizen Potawatomi Nation in Oklahoma applied for SEDS funds to establish after-school community support and mentorship programs for at-risk Native youth.  

Mana Maoli, in Hawaii, sought SEDS funding in order to address deficiencies in academic achievement and career readiness among Native Hawaiian youth by establishing a culture-based music and multimedia education program to bring music industry professionals and students together to capitalize on community talent.  Among the objectives of the SEDS project was the creation of a mobile learning lab through which youth would be mentored, gain new skills, and encourage academic achievement as a pathway to long-term success.  

In its funding application, the Minnesota Indian Women’s Resource Center identified significant community safety issues that resulted in high rates of sexual and other violence against American Indian youth.  Such violence increases risks for homelessness, exploitation, substance addiction, high school dropouts, involvement in child protection system, and other indicators of trauma.  SEDS funding will be used by the Minnesota Indian Women’s Resource Center to support Native youth gain work preparedness skills and improve college readiness using a cultural strengths-based set of interventions.     

The dire health conditions faced by Native American men, women, children and elders are a familiar, yet persistently intractable problem.  The Hannahville Indian Community in Michigan reported that almost no food was cultivated on its reservation because agricultural practices that were once integral to the culture were now nearly lost.  Partially, this is due to the Hannahville Indian Community residing nearly 400 miles north of its historical homeland in an area not suitable for conventional farming, as well as loss of traditional plant cultivation techniques.  The application for funding reflected that, on average, food travels over 1500 miles before being consumed, leading to higher prices, limited fresh produce, and lower nutritional value.  The lack of access to healthy, fresh food has led to higher rates of obesity and diabetes.  This SEDS grantee sought ANA funding to tackle these health issues in addition to cardiovascular disease and cancer through a scalable aquaponics project, located within the Youth Services Department, capable of raising fish and crops together.  Traditionally, fish produced the fertilizer that plants needed to grow and plants kept the water clean so that fish could flourish.  By the end of the three year SEDS project period, the  Hannahville Indian Community intend to have an operational youth-run greenhouse aquaponics facility that is capable of growing and distributing nutritious plant and fish based produce to the local reservation community, including the tribal school, tribal enterprises and tribal households. 

While the 22 new SEDS projects funded by ANA in 2013 addressed a number of social and economic conditions, common threads running through each—and all of ANA-funded projects—were sovereignty and culture: Native Americans making their own decisions about what development approaches to take and the centrality of culturally grounded community structures, policies, and priorities.  

Beginning in 2013, ANA began publishing a separate Funding Opportunity Announcement for a new initiative under SEDS, called Sustainable Employment and Economic Development Strategies (SEEDS).  In an effort to reduce unemployment and under-employment and stimulate local Native American economies, ANA has established four key priorities through the SEEDS initiative.  These are (1) creation of sustainable employment opportunities, (2) professional training and skill development that increases participants’ employability and earning potential, (3) creation and development of small businesses and entrepreneurial activities, and (4) a demonstrated strategy and commitment to keeping the jobs and revenues generated by project activities within the Native communities being served.

In 2013, the first year of SEEDS awards, ANA awarded 14 grants across 9 states, American Samoa, and Guam. The primary conditions addressed by new SEEDS grantees in 2013 were extreme and persistent levels of unemployment and poverty.

Among SEEDS grantees, the unemployment rate of Native Americans was markedly higher than their non-native counterparts in the same geographic area.  For example, the reservation of the Oneida Tribe of Indians of Wisconsin is located in Brown and Outagamie counties, where the unemployment rates were 6.1 percent and 6.3 percent, respectively.  By contrast, the unemployment rate on the Oneida reservation was a staggering 22 percent, over three times that of the general bi-county area.  This categorical disparity was also true in relation to poverty rates.  For example, the Native Nations Education Foundation is located in Hawai’i County, where 15.8 percent of all residents live below the federal poverty level, compared to 22.4 percent of Native Hawaiians in the same county.  Additionally, the vast majority of applicants stated that even when household incomes were above the official poverty level, significant income disparities and very low annual household earnings were prevalent.

In most cases, SEEDS grantees report a variety of underlying and related conditions that contribute to high unemployment and low incomes.  One of the most common of these related conditions is low educational attainment.  For example, the Office of Samoan Affairs of California  reported that,  in American Samoa,  48.3 percent of Native American Samoans 25 years or older have earned a high school diploma or the equivalent, and just 15 percent have completed 2 or 4-year college degree programs.  Geographic isolation is another common challenge SEEDS grantees face related to income and employment.  Many Native communities are located in extremely rural areas where there is a lack of diverse job markets, which also makes it difficult to establish viable businesses.  Moreover, even when employment opportunities are available, a largely untrained, unskilled labor force makes it difficult for many Native Americans to obtain employment.  For example, the Smith River Rancheria in California has a total of 279 Tribal employment opportunities available within their Tribal Government and Tribal business enterprises.  However, due to Tribal members’ lack of training and professional experience, just 80 of these positions (28 percent) are held by Tribal members or members of their families.

In most cases these social and economic conditions are fundamentally interconnected, and have been prevalent for many years.  Unfortunately, it does not seem likely that they will change in the absence of targeted interventions.  ANA SEEDS funding is one such intervention that emphasizes Native Americans making their own decisions about what approaches to take to increase economic self-sufficiency based in culturally grounded community structures, policies, and priorities.  It is ANA’s hope that the SEEDS initiative will serve to at least ameliorate the extreme and persistent poverty and unemployment in the communities being served.

ANAs Native Asset Building Initiative (NABI) was launched in fiscal year 2011 as a special funding initiative under SEDS.  NABI is a partnership between ANA and the Office of Community Services (OCS).  The partnership 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’ Assets for Independence (AFI) program.  The AFI focus of each funded project requires that eligible Native American participants be provided access to matched savings accounts, called Individual Development Accounts (IDA), in which participants save earned income for the purchase of a home, for business capitalization, or to attend higher education or training.  Participants are also given access to other supportive services that enable them to become more financially secure. The IDA portion of the project is funded by OCS.  ANA funds may be used to pay for costs associated with the administration of the AFI-funded IDA project and the provision of other asset building activities, such as financial literacy education and coaching on money management and consumer issues.  Applicants submit one application identifying a single work plan with two budgets, reflecting OCS-AFI funding and ANA-SEDS funding separately.  Each successful application receives two awards; one from OCS, and one from ANA.

In 2013, ANA funded two NABI projects, one in Nebraska and one in South Dakota.  First Ponca Financial, in Nebraska, described its 15-county service area where 40.2 percent of the Native American population lives below the poverty level compared to just 12.5 percent for the total population. With the majority of the Native population living in two counties, Douglas and Lancaster Counties, the Native poverty rate is 46.9 percent and 44.6 percent, respectively. These households generally have negative credit and no savings.  Young people from these households lack sufficient savings to cover the costs of post-secondary education, which, according to a 2012 survey, is a priority for Native youth from these families.  The Ponca Education Department confirmed that a significant number of young tribal members, who are enrolled in post-secondary degree or certification work, cannot afford the cost of that education based on resources available to them.  Limitations on the resources available to the Ponca Tribe have required reductions in the level of aid provided to tribal members resulting in reduced funding for books, summer school, graduate programs of tribal members served.  First Ponca Financial’s funding application also reported that many tribal members will not even consider approaching a traditional lending institution to apply for a loan.  A total of 72 percent of the service population reported they had missed a business opportunity because they were uncomfortable applying for a loan.  The lack of cultural competency and understanding of Native American communities at available lending institutions often leaves tribal members feeling either intimidated or unwilling to approach traditional lenders.  High levels of economic distress among Native people in the First Ponca Financial service area were correlated to lower levels of education and home ownership.  First Ponca Financial sought ANA/OCS NABI funding to improve the standard of living and economic stability of Ponca Tribe members through credit repair, small business development, and access to post-secondary education.  

While the national poverty rate is 13 percent and the South Dakota poverty rate is 14.4 percent, the Pine Ridge Reservation poverty rate is approximately 40 percent.  The high school dropout rate on the Pine Ridge Indian Reservation is 26.8 percent compared with the national dropout rate of 9.8 percent.  The dropout rate on the Reservation is approximately 3 times higher than the National average. The current unemployment rate for the Pine Ridge Indian Reservation is 77 percent compared with a national unemployment rate of 9.5 percent.  The Oglala Sioux Tribe Partnership for Housing sought ANA/OCS NABI funding in order to assist tribal members to develop asset building plans that will enable them to meet their financial, homeownership, and other family support needs and to move towards greater economic self-sufficiency.  The Oglala Sioux Tribe Partnership for Housing will be using its NABI grant to provide financial education, credit repair services and counseling, employment assistance, home ownership support, and comprehensive goal building strategies for tribal members. 

ANA NABI funding is a targeted intervention intended to increase individual economic self-sufficiency through the creation of opportunities for the accumulation of savings and the purchasing of long-term assets.  It is ANA’s hope that the NABI initiative will continue as an effective anti-poverty strategy and approach.

Native Language Grants
ANA Native Language grants, through both its Preservation and Maintenance (P&M) and Esther Martinez Immersion (EMI) focus areas provide financial assistance for Native communities to assess, plan, develop and implement projects to ensure the survival and continuing vitality of Native languages.  ANA believes that language revitalization and continuation is necessary to preserve and strengthen Native American community cultures and that use of Native language builds identity and encourages communities to move towards social unity and self-sufficiency.  Additionally, language is often recognized as a symbol of culture and group identity, and a main vehicle for cultural transference.  Therefore, without one’s language, individual and collective identity is significantly weakened, resulting in the loss of not only traditions, but of cultural identity.  

ANA, as well as the grantees awarded Native Language grants in 2013, understand the consequences of language loss in their communities, and how previous federal policies, which were often centered on assimilation and therefore language loss, continue to have an impact on the social and economic conditions within Native communities.  Recognizing that the history of federal policies toward Indian and other Native American people has resulted in a dramatic decrease in the number of Native American languages that have survived over the past 500 years, Congress enacted the Native American Languages Act (Public Laws 101-477 and 102-524).  The intent of this legislation is to assist Native communities to reverse this decline.  Additionally, Congress passed the Esther Martinez Native American Languages Preservation Act (Public Law 109-394) in 2006, a law amending the Native American Program Act to provide for the revitalization of Native American languages through native language immersion and restoration programs.  

In 2013, ANA awarded a total of 19 Native language grants across 11 states and Guam, including 13 preservation and maintenance grants (68 percent), and 6 Esther Martinez Immersion grants (32 percent).  The social conditions described by these 19 grantees touch upon a variety of factors and conditions.  Thirty-two percent of new 2013 Native Language grantees expressed concern about their culture and identity being at risk for loss due to the declining level of language speakers in the community, with 26 percent specifically stating that their Native language was in danger or was facing risk of extinction.  Additionally, concerns about the lasting effects that the boarding school era had with regards to language loss were specifically expressed by 21 percent of grantees.  Moreover, 21 percent of grantees expressed challenges with the public school’s lack of incorporation of cultural and linguistic education.  Moreover, when languages are being offered in school or classroom settings, 53 percent of grantees stated that additional challenges are presented when children and youth cannot extend their Native language learning back into their homes due to the lack of adult Native language learners combined with very few fluent family members.  

Due, in part, to the previously identified factors, all new 2013 Native Language grantees emphasized that language loss is exacerbated by the fact that so many fluent Native speakers are passing away.  For example, the Sac and Fox Nation of Oklahoma reported only three remaining conversationally fluent Sauk speakers, all of whom were over the age of 80.  Additionally, recruiting and training language teachers was identified as a challenge for 42 percent of new 2013 grantees, as are financial constraints, funding issues, and therefore sustainability.  Lastly, an overwhelming majority of grantees (68 percent) cited the lack language specific curriculum and training materials, as a critical issue to address through ANA Native Language grants.

ANA 2013 Native Language grantees frequently cited, in their applications for financial assistance, that positive cultural identity and confidence go hand in hand with language gains.  For example, the Lower Elwha Klallam Community Council expressed that ANA language programs provide a safe place, rooted in Native culture, where connection to extended and intergeneration family is highly valued.  Additionally, ANA language grantees state that the language programs build up children’s protective factors, mitigating negative influences and buffering their emotional strength to handle crises, therefore positively addressing social conditions and challenges within the community.  

In addition to descriptions of the social and economic conditions their communities face, 2013 Native Language grantees also provided information on the particular challenges they face to sustain, over the long-term, positive outcomes of preservation, maintenance, and immersion efforts.  Such challenges include the lack of on-going funding for Native language immersion programs that last longer than ANA’s short-term project funding; fear from parents that children enrolled in Native language immersion classrooms will be disadvantaged in public school settings; a ‘brain drain’ where college education Native language speakers who could be language instructors leave the community for better paying jobs.  

Across the new 2013 Native Language grantees, as is the case across all of ANA’s grants, the common threads of sovereignty and culture run through each and ANA believes that, given the high value it places on community driven projects, the ANA Native Language projects exemplify Native Americans making their own decisions about what approaches to take to address critical community needs based explicitly on culturally grounded community structures, policies, and priorities.  

Environmental Regulatory Enhancement Grants
ANA Environmental Regulatory Enhancement (ERE) grants are limited, by statute, to federally recognized tribes and are intended to improve the ecological conditions of tribal lands and to strengthen tribal sovereignty. ERE grants, provide tribes with resources to develop legal, technical, and organizational capacities to protect their natural environments. 

In 2013, ANA funded four ERE projects in Alaska, Michigan, Maine, and Washington State. Although these projects are primarily focused on environmental concerns, it should be noted each of these projects intersect with broader social and economic conditions in Native communities.  Review of the applications for financial assistance under the ERE project area makes clear the environment has a considerable impact on the cultural, social, and economic conditions of Native American communities.  For example, the grant application of the Yukon River Inter-Tribal Watershed Council in Alaska described the Yukon watershed as ecologically rich and culturally diverse with 47 tribes residing within the area. Moreover, many people depend on the environment for their livelihoods. 

One of the significant considerations underlying projects proposed by new 2013 ERE grantees is the practice of taking fish, wildlife, or other wild resources for the sustenance of families, communities, and culture.  These traditions contribute to the social, cultural, and spiritual richness of many of Native communities.  These natural resources are viewed as more than just food, but rather as an integral component of the culture with great significance to the communities.  For example, the Lower Elwha Klallam Tribe in Washington identified the Columbian black-tailed deer as critical to providing sustenance to tribal members for generations as well as important to ceremonial harvests.  Currently the deer are in decline due to habitat loss, predation, and ectoparasites.  Because of this, the Lower Elwha Klallam Tribe sought ANA financial assistance in order to provide important baseline information on deer populations to develop a longer term monitoring strategy that can be incorporated into a comprehensive Wildlife Management Plan for the Tribe.  The Yukon River Inter-tribal Watershed Council in Alaska sought ANA ERE funding to address the degradation of environmental health along the Yukon River in order to realize “the shared vision to once again drink clean water directly from the Yukon River as our ancestors did for thousands of years before us.” 

New ERE grantees’ funding applications, demonstrate the link between the natural environment and Native Americans’ economic stability.  For example, the Gun Lake Tribe applied for ERE funding to respond to the risk to Black Ash trees caused by over harvesting and the Emerald Ash borer.  The Black Ash tree is used in traditional basket making but is at risk for extinction.  The Tribe intends to use ERE funds to develop biological methods to limit future infestation and to survey Ash trees and seeds.     

The inter-relationship among the social, economic, and environmental conditions faced by Native American communities makes ANA ERE projects critical not only to for the conservation of natural resources for their own sake, but also to continue Native American cultural traditions and ways of life. 

Support Provided to Native American Communities 

Training and Technical Assistance (T/TA) 
Section 804 of NAPA requires ANA to provide training and technical assistance (T/TA) to Native communities.  ANA contracts with T/TA providers in four geographic regions: East, West, Alaska, and Pacific.  T/TA providers are experts in project management, training, and community development, as well as knowledgeable of ANA policies, programs, and the communities served.  Additionally, ANA T/TA providers are well-informed of other funding opportunities and partnerships to address the particular conditions in their local communities.  This support has proven to be very helpful to support sustainability of ANA-funded projects.  Through these providers, 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.  The T/TA providers conducted three types of training for ANA:
· Pre-Application
· Post Award
· Project Planning and Development (PPD)

TA is provided to communities served by ANA both electronically and through on-site visits and is provided during the pre-application stage to review proposed projects and provide feedback.  Technical assistance as well as outreach to unsuccessful applicants for funding is provided to increase the capacity of Native American tribes and organizations.  Through the end of 2013, ANA provided 517 instances of T/TA.    

Funding Provided to Native American Communities 
ANA funded 22 new grant awards under its Social and Economic Development Strategies project area totaling $5,089,819; 14 new grant awards under its Sustainable Employment and Economic Development Strategies project area totaling $4,396,620; 19 new grant awards under its Native Languages project area totaling $3,973,844; 4 new grant awards under its Environmental Regulatory Enhancement totaling $684,534; and 2 new grant awards under its Native Asset Building Initiative totaling $414,483.  The grand total of new grant awards made by ANA was $14,559,300.  

In FY 2013, ANA received 365 applications for new funding, of which 298 were paneled for peer review and from which 61 new grants were awarded (20 percent of those reviewed).  

The total amount of FY 2013 funding for the 61 new project grants was $14,559,300 while the total amount of ANA funding inclusive of new awards and grants for multi-year projects that continued into 2013 is $39,586,877.  The project periods for the new grants awarded in 2013 varied from 1 to 5 years.
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)The Administration on Children, Youth and Families (ACYF) is a part of ACF.  ACYF administers major Federal programs that support social services promoting:

· positive growth and development of children, youth, and their families; 
· protective services and shelter for children and youth in at-risk situations;
· child care for working families and families on public assistance;
· adoption for children with special needs; and
· Early childhood education. 

ACYF is divided into two bureaus, each of which is responsible for different issues involving children, youth, and families, as well as a cross-cutting unit responsible for research and evaluation.  The following discusses the efforts each ACYF Bureau made regarding Native American communities.
[bookmark: _Toc293916991]
[bookmark: _Toc430620487][bookmark: _Toc440014317]Children’s Bureau 
 (
Administration for Children and Families
Administration on Children, Youth and Families
Children’s Bureau (CB)
http://www.acf.hhs.gov/programs/cb
) (
Administration for Children and Families
Administration on Children, Youth and Families
Children’s Bureau (CB)
http://www.acf.hhs.gov/programs/cb
) (
Administration for Children and Families
Administration on Children, Youth and Families
Children’s Bureau (CB)
http://www.acf.hhs.gov/programs/cb
) (
Administration for Children and Families
Administration on Children, Youth and Families
Children’s Bureau (CB)
http://www.acf.hhs.gov/programs/cb
) (
Administration for Children and Families
Administration on Children, Youth and Families
Children’s Bureau (CB)
http://www.acf.hhs.gov/programs/cb
)The Children’s Bureau partners with federal, state, tribal and local agencies to improve the overall health and well-being of our nation’s children and families.  With an annual budget of almost $8 billion, CB provides support and guidance to programs that focus on:
· Strengthening families and preventing child abuse and neglect;
· Protecting children when abuse or neglect has occurred; and
· Ensuring that every child and youth has a permanent family or family connection.

Social and Economic Conditions of Native American Communities[footnoteRef:3] [3:  Findings from the NRC4Tribes Technical Assistance Needs Assessment: Guidance for the Children’s Bureau T/TA Network; National Child Welfare Resource Center for Tribes; July 2011, pp 11-12] 


Although some of the challenges confronting tribal communities in rural and urban areas are similar to those found in other communities across the United States, tribes may also face unique challenges related to geography and climate difficulties in accessing resources because of lack of transportation, jurisdictional uncertainties, historically strained relations with the surrounding counties, and/or social, health, and economic challenges, including high unemployment rates and high rates of health conditions (e.g., diabetes and alcoholism). Many tribes are located in areas where a tribal child welfare case manager must drive an hour or more just to reach a family’s home.  Families, too, must travel great distances to access needed services such as mental health care, substance abuse treatment, or medical services for a child with special needs. Tribes and tribal people must also contend with cultural differences and non‐Indians’ unfamiliarity with cultural practices.

Climate and housing also impact the lives of members of some tribal communities.  For tribes located in the northern regions of the United States and Alaska, roads are often closed or impassable for days at a time due to inclement weather, and ready access to the community is possible only during certain seasons.  Severe housing shortages also provide their own unique challenges in the provision of child welfare services in tribal communities.  It is not uncommon to find members of several related families living in a 2 or 3 bedroom home. Often these dwellings are clustered together in a housing area with 75‐100 inhabitants, who together may own only 3 or 4 vehicles that are in working condition.  Community members rely on these automobiles in order to obtain basic survival items such as groceries, clothing, and water.  In turn, someone with a car may not be readily available to transport another person to a meeting with a child welfare worker or to an appointment in a town a considerable distance away.

Multifamily housing environments also impact the ability of tribal child welfare programs to license foster and kinship families to provide care for children.  Because household members over the age of 18 must pass a criminal background check, the failure of any person living in the home to meet this requirement typically prevents a child from being placed in the home.

Some of the strengths exhibited by tribal communities include cohesive and supportive extended‐family systems, intricate social and ceremonial systems that rely on and value community members, strong spiritual and religious institutions, versatility in adapting to changing circumstances, and strong expectations including respect for elders.

Support Provided to Native American Communities 

The Children’s Bureau provides technical assistance to tribes both through our Regional Office staff and the Children’s Bureau Training and Technical Assistance (T/TA) Network.  Within the T/TA Network, the National Resource Center for Tribes (NRC4Tribes) serves as the focal point for coordinated and culturally competent child welfare T/TA for Tribes. The NRC4Tribes works collaboratively with tribes and the T/TA Network to assist tribes in the enhancement of child welfare services and the promotion of safety, permanency and well-being for American Indian/Alaska Native children and families.  After four years of providing outreach, general training events, technical assistance, regional tribal gatherings and national webinars, the NRC4Tribes has had a presence and involvement in 28 states and with more than 150 tribes. 

The NRC4Tribes regularly sponsors webinars and provides many resources on a range of child welfare topics through its website: http://www.nrc4tribes.org/...  

Other examples of training and technical assistance that have been provided to the Native American community by the NRC4Tribes include:

Tribal Child Welfare Program Assessments
An assessment of a tribal child welfare program offers tribal child welfare staff, management and tribal leaders an opportunity to consider their current practices and procedures and how they would like their program to function in the future.  Tribes may also use an assessment as an initial step to determine if they are ready to begin developing a Tribal-State title IV-E agreement or apply for direct title IV-E funding to support operation of foster care, adoption assistance and guardianship assistance programs.  An assessment can help identify the tasks and create a plan for what needs to be completed so that a tribe is ready to begin a Tribal-State title IV-E agreement or a federal Title IV-E application process. 
Assessments initiated in FY 2013 included:
· Spirit Lake Tribe, ND
· Fort Peck Tribes, MT
· Grand Ronde Tribe, OR
· Northern Arapaho Tribe, WY
· Prairie Band Potawatomi, KS

On-going TA for previous assessments included:
· Red Lake Nation, MN
· Quileute Nation, WA
· Oglala Sioux Tribe (LOWO), SD
· Choctaw Nation, OK
· San Felipe Pueblo, NM
· Winnebago Tribe, NE
· Red Lake Tribe, MN
· Washoe Tribe, NV
· Sicangu Child and Family Services, Rosebud Sioux Tribe, SD
· Chippewa-Cree, MT
· Quileute Nation, WA

Support Provided to Tribal Title IV-E Plan Development Grant Projects

Since 2009, 22 tribes have received grants to assist them in developing title IV-E plans, to prepare to operate their own title IV-E foster care, adoption assistance and guardianship assistance programs.  The five tribes that were awarded Tribal Title IV-E Plan Development grants in in FY 2013 were all participants in the 2012 NRC4Tribes Fostering Connections to Success Tribal Gathering.  This gathering provided a number of tribes a chance to learn more about the expectations and responsibilities of operating a title IV-E program.  

During FY 2013, the NRC4Tribes continued to provide assistance to current grantees and past development grantees in the following activities:

· Hosting peer-to-peer calls with the grantee group to identify technical assistance needs, provide a forum for discussion and question/answers about the IV-E program development; 
· Collaboration with National Resource Center for Child Welfare Data and Technology to provide on and off-site technical assistance related to management information systems development;
· Collaboration with the National Resource Center for Diligent Recruitment in assisting title IV-E program development on foster care program improvement; and
· Collaboration with the National Resource Center for Organizational Improvement in conducting organizational assessments that provide tribal leaders an opportunity to consider their current practices and procedures and how they would like their program to function in the future.
 
Child Welfare Policies and Procedures Development
The goal of the policy and procedures development is improved agency efficiency and delivery of culturally-based services to the families served through a clear and strategic framework focused on safety, permanency, and wellbeing outcomes for children and families.
· Policies and Procedures TA Initiated:
· Zuni Pueblo, NM
· Standing Rock Tribe, ND
· Peer to Peer National Webinar on Policies and Procedures Development
· On-going TA for Previous Policies and Procedures Development:
· Bristol Bay Native Association, AK
· Choctaw Nation, OK

Foster Care Program Development
Technical assistance offers assistance to design a recruitment, training and retention plan that will support the development and sustained participation of Native resource families.
· Foster Care Program Development TA Initiated:
· Cherokee Nation, OK
· Creek Nation, OK
· On-going TA for Previous Foster Care Program Development:
· Osage Nation, OK 

Tribal Child Welfare Systems Improvement
Responding to general requests to assist with program improvements, this technical assistance explores a range of program needs.  For example, improved collaboration between tribal court and social services, improving protocols for tribal child protective services, including aligning with child welfare practice with tribal code.
· Tribal Child Welfare Systems Improvement TA initiated:
· Jemez Pueblo, NM
· Penobscot and Passamaquoddy Tribes, ME
· Yakama Nation, WA
· On-going TA for previous Tribal Child Welfare Systems Improvement work:
· Wampanoag Tribe, MA
· Yurok Tribe, CA
· Washoe Tribe of California and Nevada

State-Tribal Collaboration Efforts
Technical assistance addresses successful strategies that have been implemented in various jurisdictions to improve collaborative efforts for improving outcomes for Native children in state or county foster care systems.
· State-Tribal Collaboration Efforts TA Initiated:
· Nevada – Tribal consultation development
· On-going TA for Previous State-Tribal Collaboration Efforts:
· California DSS ICWA Work Group, CA
· North Carolina ICWA Compliance/Tribal-State Collaboration

Tribal Court Improvement Project
The Children's Bureau made awards to ten tribes for the purpose of: conducting assessments of how tribal courts handle child welfare proceedings making improvements to court processes to provide for the safety, permanency, and well-being of children as set forth in the Adoption and Safe Families Act (ASFA) increasing and improving engagement of the entire family in court processes relating to child welfare, family preservation, family reunification, and adoption; ensuring children's safety, permanency, and well-being needs are met in a timely and complete manner (through better collection and analysis of data);  providing training for judges, attorneys, and legal personnel in child welfare cases.  The National Resource Center for Tribes has provided technical support, in conjunction with the National Resource Center for Legal and Judicial Issues, to assist in coordinating technical assists for these Tribal Court Improvement grantees: Confederated Salish and Kootenai Tribes, MT; Pokagon Band of Potawatomi Indians, IN; Navajo Nation, AZ; White Earth Nation; MN; Washoe Tribe, CA/NV; Pascua Yaqui Tribe, AZ; Nooksack Tribe, WA.

Grant Funding Provided to Native American Communities 

The Children’s Bureau awarded 184 grants totaling $6,093,899. 

Formula Grants
Federally-recognized tribes, tribal organizations and tribal consortia are eligible to apply to receive direct funding for several formula grant programs, authorized under title IV-B of the Social Security Act and under the Chafee Foster Care Independence program (section 477 of title IV-E of the Social Security Act).  The largest number of tribes participate in the title IV-B programs.

The Stephanie Tubbs Jones Child Welfare Services Program (title IV-B, subpart 1 of the Social Security Act) assists states and tribes to improve their child welfare services with the goal of keeping families together.  States and tribes provide services in support of the following purposes: (1) protecting and promoting the welfare of all children; (2) preventing the neglect, abuse, or exploitation of children; (3) 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; (4) promoting the safety, permanence, and well-being of children in foster care and adoptive families; and (5) providing training, professional development and support to ensure a well-qualified child welfare workforce.  Services are available to children and their families without regard to income. 

In FY 2013, ACF/CB received applications from 184 tribes for funding under Title IV-B subpart 1, Stephanie Tubbs Jones Child Welfare Services.  Of those applications, ACF/CB was able to make 184 awards totaling $6,093,899. 

The Promoting Safe and Stable Families (PSSF) Program (title IV-B, subpart 2 of the Social Security Act) provides grants to state and eligible tribes to support operation of a coordinated program of family preservation services, community-based family support services, time-limited reunification services, and adoption promotion and support services.
  
In FY 2013, ACF/CB received applications from 141 tribes for funding under title IV-B subpart 2, Promoting Safe and Stable Families. Of those applications, ACF/CB was able to make 134 awards totaling $10,473,496.  Three tribes were not awarded funding as a special provision in the Social Security Act at section 432(b)(2)(B) prohibits making grant awards to Tribes whose allotment under the statutory formula is less than $10,000 for Title IV-B Subpart 2.

Chafee Foster Care Independence Program (CFCIP) & Education Training Vouchers (ETV) provide funds to states and eligible tribes to help youth in foster care and former foster youth ages 18 to 21 make a successful transition from foster care to self-sufficiency by providing educational, vocational and other services and supports.  The ETV program provides funds for vouchers for postsecondary education and training.  Tribes with an approved title IV-E plan to directly operate a title IV-E program or tribes that have a title IV-E Tribal/State cooperative agreement or contract have the option to apply to receive a grant directly from ACF.   

In FY 2013, ACF/CB received applications from 4 tribes for funding under title IV-E Chafee Foster Care Independence Program. Of those applications, ACF/CB was able to make 4 awards totaling $86,684.  

In FY 2013, ACF/CB received applications from 3 tribes for funding under title IV-E Educational Training Vouchers Program. Of those applications, ACF/CB was able to make 3 awards totaling $23,360.  

Other Grants and Supports to Tribes:

Title IV-E Plan Development Grants:  

Since FY 2009, ACF has published an annual Funding Opportunity Announcement (FOA) for title IV-E Plan Development Grants.  The purpose of the FOA is to make one-time grants to tribes, tribal organizations, or tribal consortia that are seeking to develop, and within 24-months of grant receipt, submit a plan to HHS to implement a title IV-E foster care, adoption assistance and, at tribal option, guardianship assistance program.  Tribes may use grant funds for purposes such as developing code and policies to meet IV-E requirements; developing a cost allocation methodology; developing capacity to collect and report data; developing or strengthening case planning and case review systems; and training agency staff and stakeholders.  Grantees may apply for up to $300,000.  
In FY 2013, seven applications were received and the following five tribes were funded: 
· Penobscot Nation, Indian Island, ME 
· Coleville Confederated Tribes:  Children and Family Services, Nespelem, WA
· Eastern Band of Cherokee Indians, Cherokee, NC 
· Pascua Yaqui Tribe, Tucson, AZ 
· Rosebud Sioux Tribe, Rosebud, SD 

Comprehensive Support Services for Families Affected by Substance Abuse and HIV/AIDS 
In FY 2013, eight grantees were funded for up to $475,000 per year for up to three years. An Indian child welfare agency was awarded a grant:
· Denver Indian Family Resource Center, Denver, CO             

Diligent Recruitment of Families for Children in the Foster Care System 
In FY 2013, seven grantees were awarded funding up to $400,000 per year for up to five years.  One tribe was funded:
· Winnebago Tribe of Nebraska, Winnebago, NE   

Planning Grants to Develop a Model Intervention for Youth/Young Adults with Child Welfare Involvement At-Risk of Homelessness 
In FY 2013, 18 grantees were awarded funding up to $360,000 per year for up to two years. 
One tribe was funded:
· Confederated Salish and Kootenai Tribes, Pablo, MT
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)The mission of the Family and Youth Services Bureau (FYSB) is to promote safety, stability, and well-being for people who have experienced or been exposed to violence, neglect or trauma.  FYSB achieves this through supporting programs that provide shelter, community services and prevention education for youth, adults and families.  FYSB is made up of two divisions that house three major grant programs:
· Division of Adolescent Development and Support (DADS)
· Runaway and Homeless Youth Program
· Adolescent Pregnancy Prevention Program
· Division of Family Violence Prevention and Services (FVPSA)
· Family Violence Prevention and Services Program

In addition, FYSB supports nationwide crisis hotlines for runaway youth and victims of domestic violence.

Social and Economic Conditions of Native American Communities 

Runaway and Homeless Youth (RHY)
American Indian and Alaska Natives (AI/AN): Many homeless youth in the U.S. come from troubled backgrounds and face multiple challenges.  Homelessness often occurs due to poverty, family conflict, child abuse, chemical dependency and mental illness among youth and/or adults in the home.  Youth are often homeless because the entire family is homeless.  Other reasons for youth experiencing homelessness include inadequate housing for the family and gender identity.  Two of FYSB’s RHY grantees serving primarily Native youth who have runaway and/or are homeless are Ain Dah Yung Center (ADYC) and Evergreen Youth and Family Services (Evergreen YFS) – both located in Minnesota.  Some of the following information on RHY Native youth below is national or regional; other information is Minnesota-specific in describing social and economic conditions of Native communities as related to homelessness.

A study by the Kaiser Foundation in 2009 states that the American Indian poverty rate is higher than any other racial or ethnic group and about twice as high as the poverty rate of the overall non-elderly population.  While some American Indian families have benefited from strong tribal economies, many still remain negatively affected by patterns of behaviors learned to survive generations of poverty.  

Runaway and homeless youth are at much greater risk of violence and sexual exploitation; many have reported traumatic events before leaving home which exposes them to re-traumatization while trying to survive on the streets and leaves them vulnerable to the sex trade.  Most describe access to safe shelter as one of their most critical needs.  We also know that AI/AN youth are overly represented in the juvenile justice system for status offenses, including truancy, curfew and running away.  

Hopelessness, and the difficulty in believing in a positive future, contributes to higher rates of suicide among Native youth.  Beltrami County, where Evergreen YFS is located, has the second largest Indian population in Minnesota (20 percent compared to the State average of 1 percent).  Close to 38 percent of children in Beltrami County are American Indian.  Beltrami County leads the state in suicide rates for adolescents and young adults.  The Minnesota State Department of Health found that the annualized rates of suicide attempts and self-inflicted harm among Beltrami youth to be more than 50 percent higher than that of other Minnesota youth or U.S. youth.  

Use and abuse of drugs and alcohol among American Indian youth is greater than the general population. Alcohol-related deaths among American Indians ages 15 to 24 are 17 times higher than the national average for the same age group.

Regarding educational disparities, American Indian youth graduate high school at lower rates than the overall high school population.  In Minnesota, for example, according to a 2009 state report, only two of five American Indian high school students graduated within four years, compared to four out of five white students.  

Native Hawaiian and Other Pacific Islanders – Hawaiians and other Pacific Islanders experience a myriad health, economic, educational and social disparities.  Unfortunately, some of the federal data systems group Pacific Islanders with Asians, providing data that is not representative of the status of Pacific Islanders, given that there are 15 times as many Asians (compared to Pacific Islanders) in the United States.  

The following are concerns related the social and economic conditions of Native Hawaiians and Pacific Islanders:

· Compared to the U.S. average, Pacific Islanders have higher rates of smoking, alcohol consumption, diabetes, obesity, hepatitis B, HIV/AIDS, and TB.
· Pacific Islanders have lower than average education and income and therefore fewer resources to address problems.
· Culturally for Pacific Islanders, asking for help is acceptable and expected; however, exposing the weakness of the family’s ability to care for their own is considered shameful.
· In Hawaii, 40 percent of the adult and juvenile prison population is Native Hawaiian/Pacific Islanders.
· Native Hawaiians and Pacific Islanders in Hawaii have the highest high school drop-out rates suicide rates, highest representation in homeless family shelters and lowest life expectancy.
 
Adolescent Pregnancy Prevention (APP)
AI/AN: According to the National Campaign to Prevent Teen and Unplanned Pregnancy, AI/AN teens have significantly higher teen birth rates compared to their non-Hispanic white counterparts.  In fact, Native teens have the third highest teen birth rate in the United States among the five major racial/ethnic groups.  Between 2005 and 2007, the birth rate among AI/AN teen girls increased 12 percent - more than twice the national rate.  Native youth experience disproportionately higher teen birth rates compared to teens overall. Unfortunately, data on the sexual and contraceptive behavior of Native youth are often not available, making it more challenging to determine which behavioral risk factors are most important. Data from the Add Health Survey indicate that Native youth are more likely to have sex at a younger age compared to their peers and are less likely to have used contraception the last time they had sex compared to their peers. This suggests that adolescent pregnancy prevention programs should focus both on delaying sexual initiation and improving contraceptive use among sexually experienced teens.

The lack of a single, rigorously evaluated adolescent pregnancy prevention program designed specifically for Native youth suggests that more resources are need both to develop culturally appropriate programs and to evaluate current programs.  Given the increase in the teen birth rate among AI/AN youth, it is critical to focus on this important population.

There are additional challenges that face Tribes and tribal organizations that are grantees through the Personal Responsibility Education Program (PREP), legislatively mandated through the Affordable Care Act.  In managing their projects to address adolescent pregnancy and prepare youth for their transition to adulthood, grantees must overcome a number of obstacles. For example, many projects are providing services in extremely rural communities.  This presents travel challenges for staff implementing the program and makes recruitment and retention of youth particularly difficult.  Additionally, some rural communities experience communication challenges, particularly those in locations where extreme weather, such as floods and tornadoes, can cause severe disruptions to services.  Projects find it difficult to engage parents in the program as many parents work multiple jobs or work greater distances from home in order to address some of the economic barriers in communities in which they live.  Many tribal PREP grantees also experience challenges within their agencies related to staff capacity and retention.  Often, small agencies are unable to hire the skilled facilitators that they may need to implement an evidence-based teen pregnancy prevention program or they are only able to train a small number of staff in using a new, evidence-based curriculum due to rising training costs.  Cultural barriers, such as historical and inter-generational trauma, also continue to present challenges. 
  
Native Hawaiian and other Pacific Islanders: Native Hawaiians and other Pacific Islanders represent 20 percent of the population in Hawaii but experience significant ethnic and cultural disparities, especially in the area of adolescent sexual health.  According to the 2011 Youth Behavioral Risk Survey, use of condoms and/or birth control at last intercourse is substantially lower than the U.S. average in the Pacific jurisdictions eligible for federal funds (Guam, Commonwealth of the Northern Mariana Islands (CNMI), Marshall Islands, Palau, and American Samoa).  Of the youth surveyed, 77 to 93 percent did not use birth control; 47 to 68 percent did not use condoms at last intercourse.  Use of alcohol or drugs prior to intercourse is significantly higher in some Pacific Island regions–30 percent in Palau and CNMI.  This results in higher than average teen birth rates and a high rate of Chlamydia (Hawaii is 8th, Guam 4th highest in U.S.) and HIV infections.  Birthrates by ethnic group were available only available for Hawaii where the birthrate among Native Hawaiian and Pacific Islander teens (145.4 births) is nearly three times higher than the teen birthrates for Hispanic (49.4 births) and African-American (47.4 births) youth.

In addition to the disparities above, APP grantees serving Native Hawaiian and Pacific Islander youth face varying and distinct challenges, many of which are related to physical geography, capacity and infrastructure.  A chronic challenge is related to infrastructure and the remote and rural settings in which their projects are implemented.  For example, the Federated States of Micronesia are serving youth on three separate islands that can only be accessed by a small plane that has limited flights per week.  This makes it difficult for state staff to provide support to facilitators and educators. Grantees may also have difficulty communicating with their staff across these distances due to frequent electric outages and communication technology failures.  Another significant challenge for many grantees is related to staff hiring. The number of public health professionals available to a project may vary widely from community to community or from territory to territory.  A program may have few options for staffing if there are shortages of certified or licensed personnel with the needed background.  Securing additional training for any professionals that are available is made more difficult by the extremely high cost of traveling to or from the United States, where most trainers are located. 

Conditions in the islands may also tend towards social and cultural isolation.  Although some of these grantees may have implemented similar programs in the past, the lack of access to consistent training and peer support limits their ability to test new innovations in programming. Grantees often find themselves having to make culturally appropriate adaptations as there are very few programs tailored for Native Hawaiian and Pacific Islanders in the area of teen pregnancy prevention.  Finding evidence-based interventions that are specifically tailored to local needs remains a challenge.  

Family Violence Prevention and Services (FVPSA)
According to the National Network to End Domestic Violence’s report: Domestic Violence Counts 10: A 24-hour census of domestic violence shelters and services across the United States, (January 2011),American Indian and Alaska Native women are battered, raped and stalked at more than twice the rate of any other group of U.S. women.  The tribes and tribal organizations that applied for FY2013 FVSPA funding described ways in which this epidemic has impacted the safety and well-being of individuals and their communities. For example, many tribes are remotely located on reservations and in villages.  Though there is a great need for shelter services, most tribes do not have domestic violence shelters. Getting victims of domestic violence and their children to safety often requires transporting them to a shelter or safe home off reservation or away from their village.  It is not uncommon for them to travel across state lines or two to four hours away within their state to get to the nearest non-native shelter.  In Alaska, where cars and roadways are not available, they must travel by boat or snow mobiles to get to the nearest shelter.  Transport for one family may cost the program over $1,000.  An expense such as this greatly limits the programs’ capacity to help all that come to them in need. Relocating is also a hardship on the victims and their children because they are forced to leave behind their homes, communities, and support systems.  

Support Provided to Native American Communities 

Runaway and Homeless Youth (RHY)
AI/AN: The Runaway and Homeless Youth Act calls for services to runaway, homeless, and street youth that ensure young people’s sense of safety and structure, belonging and membership, self-worth and social contribution, independence and control over their lives, and closeness in interpersonal relationships.  FYSB also requires that programs use a positive youth development approach when working with young people.  Grantees must provide services to runaway, homeless and street youth that increase their safety, well-being, self-sufficiency and help the build permanent, positive connections with caring adults.

Each year, Ain Dah Yung Center (ADYC) provides culturally relevant and cost-effective social services to more than 2,660 American Indian youth and families. The agency provides numerous services to youth, including:
· Street outreach to American Indian runaway and homeless youth through membership in the 11-organization StreetWorks Collaborative;
· Emergency shelter which provides up to ten youth (ages 5-17) with emergency shelter for up to 21 days;
· Oyate Nawajin (Stand With The People), which encompasses ADYC’s mental health counseling and support, family preservation and reunification services, and  Indian Child Welfare (ICWA) Legal Advocacy and Compliance Project;
· Ninijanisag (Our Children), which teaches problem-solving, leadership, and communication skills to youth ages 10-21, offering weekly cultural activities such as drum and dance groups, sweat lodges, traditional crafts, talking circles, elders’ teachings, traditional storytelling, and intergenerational language tables;
· In 2012, the ADYC served 120 youth in the Emergency Shelter Program, of which 59 (50 percent) were American Indian runaway and homeless youth.  Our Street Outreach Program reached 2,211 RHY, of which 463 (23 percent) were American Indian;
· The ADYC Youth Lodge provided 17 RHY with transitional supportive housing and provided 128 American Indian at-risk and runaway/homeless youth with culturally-based prevention and after-care activities through its Ninijanisag Program; 
· [bookmark: _Toc295854097]Through the Oyate Nawajin Program, ADYC provided case management and assistance coordinating resources to 19 American Indian families whose at-risk children had mental health needs, and provided family preservation and reunification services to 32 families with 88 children; 
· ADYC’s six-bed licensed, culturally-based Transitional Living Program has a primary goal of helping young people (ages 16 through 22 through) who are homeless make a successful transition to independence and self-sufficient living; and
· ADYC also provides case management, advocacy, information and referrals, and access to medical/dental care, individual and group counseling, educational and employment support, and recreation and cultural enrichment.

The Evergreen YFS provides an array of support services to a large geographic area of northern Minnesota (primarily in Beltrami and Cass counties).  Between 2010 and 2013, more than 60 percent of youth served through street outreach were American Indian.  The following are examples of the types of support given to youth who access assistance through RHY programming at Evergreen YFS:

· Basic fundamental services for youth such as hot meals daily, shower and laundry facilities;
· Mental and physical health services for youth entering programs, including on-site counseling and referrals;
· Trauma-informed care for all youth who have experienced, or been exposed to, trauma such as sexual abuse and violence;
· Assist youth with finding shelter, housing or family re-unification when safe and appropriate;
· Help youth with educational opportunities through GED, traditional schooling, technical schools and college applications; coordinate with McKinney-Vento liaison; and
· Provide resources to visit area tribal events.

Native Hawaiian and Pacific Islanders:  Hawaii Youth Services Network (HYSN) provides a statewide coordinated system of care through a coalition of youth service providers that provide a safe environment for runaway and homeless youth; reunite families with youth, if appropriate; strengthen family relationships; and help young people transition to safe and appropriate living arrangements.

The following highlights some of the supports and services provided by HYSN:

· Provides shelter, food, recreation and other basic necessities;
· Conducts outreach activities to runaway and homeless youth, at-risk youth, and families and service providers;
· Ensures access for ethnic and cultural minorities, LGBTQ youth, and those with limited English speaking ability;
· Partner with schools to enroll youth in schools in keep them current with their work; coordinate efforts with the McKinney-Vento school district liaison;
· Provide discharge planning and aftercare services;
· Increase youth well-being through access to evidence-based counseling (including trauma-informed care), case management support, and social connectedness;
· Work with youth to develop at least five critical, independent living skills;
· Help youth complete educational goals, apply for employment, and improve inter-personal skills; and 
· Ensure that youth dealing with mental health or substance abuse issues have the appropriate services available to them within the RHY program or through referral; staff will engage youth in harm reduction plans, as appropriate, and assist some youth to develop and/or maintain a recovery plan.

In order to support these and all RHY grantees in their agency work, FYSB funds the Runaway and Homeless Youth Training and Technical Assistance Center (RHYTTAC) the T/TA provider for all FYSB-funded RHY programs.  RHYTTAC delivers T/TA in a variety of ways, including but not limited to conferences, on-site targeted trainings, one-on-one TA for grantee-specific issues, and on-line resources such as webinars, tools and the community of practice.  

Adolescent Pregnancy Prevention (APP)
AI/AN: Tribal PREP grantees continue to address the unique social and economic conditions and challenges that they identified in their original grant applications, as well as any additional needs that they identified in the planning phase of their projects in 2011-2012.  Each of the grantees has incorporated strategies into their programs that help address the challenges and barriers that exist around teen pregnancy prevention—many of which relate to those issues ancillary to the essence of adolescent sexual health.  Isolation, chemical dependency, family dysfunction, poverty, and other factors must also be addressed in order to effectively reduce teen pregnancy rates in the community.  A number of grantees are taking a multi-faceted, culturally-grounded approach to the sexual health of their youth.  For example, Tewa Woman United (TWU) proposed a project that is the first of its kind in Tewa-speaking Pueblo communities. It will serve a diversity of Native youth (each of the six Tewa speaking pueblos is unique) and will be seen through the lens that TWU uses for all their work: the burden of unresolved grief from historical and intergenerational trauma that makes Native American youth vulnerable to risks and causes barriers to healthy behaviors.  In another example, the Turtle Mountain Band of Chippewa have developed an approach that ensures, wherever possible, that adherence to the values and norms of the Chippewa culture will be adapted into determined evidence-based program models.  

Tribal PREP projects and the FYSB staff work to address their “on the ground” conditions and the challenges of serving Native American youth in a wide array of settings.  PREP Tribal organizations such as the California Rural Indian Health Board, Inc.  (CRIHB) and the Inter Tribal Council of Arizona, Inc. frequently have coalition-based efforts and can address multiple locations.  In this way, they overcome distance and the constraints of small staffs by coordinating across regions and settings. 

Native Hawaiian and Pacific Islanders:  HYSN, a subcontractor to the Public School system of the CNMI, is working on a PREP project that provides culturally appropriate and evidence-based pregnancy and STI/HIV prevention to youth in every elementary, junior high and high schools in the Commonwealth.  In addition, student summits and parent-child communication training will support efforts in the area of adulthood preparation.
 
Targeted, technical assistance is provided to all PREP grantees through on-site trainings, on-line tools and webinars, and regional/cluster trainings.  Examples of the type of webinars provided to Tribal PREP grantees through T/TA contracts include: 
· Mathematica Policy Research: data collection using surveys, Performance Measures – structure and cost, attendance, reach and dosage
· RTI sub-awardees (NAMS or JSI):  mandatory reporting and the law, working with the schools, and project sustainability 
Tip sheets and e-updates covered a wide range of topical areas such as intimate partner violence and teen pregnancy prevention; education and career success; and financial literacy.

Family Violence Prevention and Services (FVPSA):
FVPSA awarded grants to 224 tribes to address domestic violence in their communities.  Additionally, targeted technical assistance was provided to the programs by webinars hosted by the National Indigenous Women’s Resource Center (NIWRC), an Alaska statewide technical support and collaboration meeting (attendees included FVPSA funded Alaska Native domestic violence programs, the Alaska Native domestic violence coalition, the State domestic violence coalition, the state administrator, FVPSA staff, and NIWRC), a national grantee conference, two peer mentoring meetings, and multiple site visits.
  
NIWRC is a native nonprofit organization that was created specifically to serve as the National Indian Resource Center Addressing Domestic Violence and Safety for Indian Women.  NIWRC provides national training and technical assistance, public awareness and resource development, policy development and research activities to enhance the capacity of American Indian and Alaska Native tribes, Native Hawaiians, and Tribal and Native Hawaiian organizations to respond to domestic violence.  For more information, webinar schedules and other resources please visit www.niwrc.org.

Funding Provided to Native American Communities 

Runaway and Homeless Youth (RHY)
ADYC, a Native American organization located in St. Paul, MN was awarded funding in FY 2013 for Basic Center and Transitional Living Program grants.  Another grantee, Evergreen YFS, serves a very remote area of northern Minnesota with their location in Bemidji as the “geographic hub.”  Over the years, Evergreen YFS has consistently held a number of RHY grants. In FY 2013, they were funded for a BCP grant program.  In recent years, grantees have made a priority in their programs to address issues of trauma-informed care as well as the issue of human trafficking.

Native Hawaiian and Pacific Islanders:  Hawaii Youth Services Network (HYSN) has served Hawaii through a coordinated effort across the islands.  In FY 2012, HYSN had both BCP and TLP grants. These grants will result in the increased safety, well-being, self-sufficiency and the formation of permanent connections with caring adults.

There have been a few grants awarded to tribes and Native American organizations over the years, but it is a challenge to consistently be awarded these grants, as they are competitive and discretionary in nature.  The funding is extremely competitive and the grants must be re-competed in three- and five-year cycles.  In the past, Lummi Nation, Oglala Sioux, and Cherokee Nation have received RHY funding, sometimes in multiple grant cycles.  Under the RHY program, FYSB awarded $787,443 to five grantees.  

Adolescent Pregnancy Prevention (APP)  
In FY 2013, the sixteen tribal PREP grantees continued the implementation phase of their projects with a total funding level of $3.2 million across all grants.  Tribal PREP programs, first funded in FY 2011, continue to provide an array of services to their communities, including education in adolescent pregnancy prevention, adulthood preparation subjects, and HIV/STI prevention.  Both tribes and tribal organizations have been awarded these projects and represent great variation in size, geography, governance and traditions in Indian Country.  All of the curricula used by the tribal PREP grantees are evidence-based and have been culturally-adapted to best serve the communities.  The type and structure of evaluation of tribal PREP projects is currently under consideration.  Under the APP program, FYSB awarded $5,342,636 to 19 grantees.   

Family Violence Prevention and Services (FVPSA)
FVPSA grants are primarily designed to assist tribes in their efforts to support the establishment, maintenance, and expansion of programs and projects: 1) to prevent incidents of family violence, domestic violence, and dating violence; 2) to provide immediate shelter, supportive services and access to community-based programs for victims of family violence, domestic violence, or dating violence, and their dependents; and 3) to provide specialized services for children exposed to family violence, domestic violence, or dating violence. 

In FY 2013, ACYF received approximately 200 applications on behalf of 224 tribes requesting funding for their domestic violence shelter programs.  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.  Funding amounts ranged from $14,071 - $1,583,043.  The size of awards is dependent upon the tribal census and the number of tribes applying. Funding is available to all federally recognized tribes and tribal organizations.  A total of $12,059,203 was awarded to tribes and tribal organizations under this program.

Other funding opportunities 

Adolescent Pregnancy Prevention (APP)
APP funded T/TA contracts in support of all grantees, including tribal PREP.  RTI provides T/TA support to tribal PREP grantees primarily through its sub-grantee, Native American Management Services (NAMS).  Funding directed specifically to Tribal projects is estimated at $218,800.  

Family Violence Prevention and Services (FVPSA)
FVPSA also continued its 5-year cooperative agreement with NIWRC.  In FY2013 NIWRC was awarded $1,154,169. 
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)The Office of Child Care (OCC) within the Administration for Children and Families (ACF) supports low-income working families by providing access to affordable, high-quality early care and afterschool programs.  OCC administers the Child Care and Development Fund (CCDF) and works with state, territory, and 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.

Child Care and Development Fund (CCDF) authorized by the Child Care and Development Block Grant Act (CCDBG) and Section 418 of the Social Security Act, makes block grants available to states, territories, and tribes to assist low-income families, families receiving temporary public assistance, and those transitioning from public assistance in obtaining child care so they can work or attend training or receive education.

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.  To support CCDF services, OCC establishes and oversees the implementation of child care policies and provides guidance and technical assistance to states, tribes and territories as they administer CCDF programs.

This report is a response for FY 2013 Report to Congress on the Social and Economic Conditions of Native Americans.  For purpose of this report, Native Americans include tribes, Native Hawaiians and the Pacific Island Territories.  The Pacific Island Territories include American Samoa, Guam, and the Commonwealth of Northern Mariana Islands.

CCDF - Native American Funding Formulas

The CCDBG Act reserves “not less than 1 percent and no more than 2 percent” of the aggregate CCDF funds for Indian tribes.  The Secretary has elected to reserve a 2 percent set-aside.  Annually, OCC serves approximately 520 federally-recognized tribes by awarding 260 tribal grants directly to tribes and tribal consortia. 

OCC also may reserve up to $2 million from the aggregate tribal funds for two competitive grants for a Native Hawaiian and an American Indian non-profit organization for the purpose of serving youth who are Native Americans or Native Hawaiians.

In FY 2011, OCC awarded a three-year discretionary grant to Keiki O Ka ‘Aina, a Native Hawaiian non-profit organization, to increase the availability, affordability, and quality of child care programs in areas that have been previously underserved and/or have unmet needs for Native Hawaiian youth.  The project is awarded $1 million each year until the end of FY 2013.  

In FY 2013, OCC held a grant competition for the two Native American and American Indian Non-Profit Child Care grants.  Only one grant was awarded.  Keiki O Ka ‘Aina will receive funding from FY 2014 to FY 2016.

The CCDBG Act reserves an amount up to one-half of one percent of the amount appropriated for the U.S. territories of Guam, America Samoa, the Virgin Islands, and the Commonwealth of the Northern Mariana Islands.  For the purpose of this report, only the Pacific Island Territories data and activities are reported. 

In addition, since 2010, ACF, in partnership with the Health Resources and Services Administration (HRSA), has administered the Tribal Maternal, Infant, and Early Childhood Home Visiting Program (Tribal MIECHV).  Through grants to tribes, consortia of tribes, tribal organizations, and urban Indian Organizations, this program supports the development of healthy, happy, and successful AI/AN children and families, allows for the implementation high-quality, culturally-relevant, evidence-based home visiting programs in AI/AN communities, works to expand the evidence base around home visiting interventions for Native populations, and supports and strengthens cooperation and coordination and promotes linkages among various programs that serve pregnant women, expectant fathers, young children, and families in tribal communities.  In FY 2013, ACF awarded approximately $11.6 million in non-competing continuation grants to the three “cohorts” of Tribal MIECHV grantees to implement high-quality home visiting programs, collect data on child and family outcomes in legislatively mandated benchmark areas, conduct rigorous local program evaluations, and engage in activities to support stronger early childhood systems in their communities.

Social and Economic Needs and Conditions of Native American Communities 

The CCDF program plays a crucial role in offering child care options to parents as they move toward economic self-sufficiency, and in promoting learning and development for children.

Every two years (in odd numbered calendar years), as part of the CCDF application process, each eligible tribe or consortium of tribes submit a Tribal CCDF Plan.  In May 2013, OCC released the Tribal CCDF Plan Preprint for FY 2014-2015.  

· The CCDF Plan serves as the tribe’s application for CCDF funds by providing a description of the child care program and services available to eligible families.
· The Plan provides information about the overall management of CCDF services, including information regarding income eligibility guidelines, provider payment rates, service priorities, parental rights and responsibilities, program integrity and accountability, and quality improvement activities.  
· The CCDF Plan also presents an opportunity for Tribal Lead Agencies to demonstrate the many activities and services they are providing to meet the needs of low-income children and families.
· Tribal applicants submitted their CCDF Plans to their Regional Office by July 1, and on September 30, OCC approved 259 FY 2014-2015 Tribal Plans.

Support Provided to Native American Communities 

OCC provides a variety of support including technical assistance and professional development services targeted to support CCDF administrators and their staff in identifying and implementing effective policies and practices that build integrated child care systems to help parents work and to promote the healthy development of young children.  

Through OCC’s Child Care Technical Assistance Network (CCTAN) and federal leadership, OCC provides training and technical assistance to states, territories, tribes, and local communities.  This involves assessing CCDF grantees' needs, identifying innovations in child care administration, and promoting the dissemination and replication of solutions to the challenges that grantees and local child care programs face.  OCC technical assistance helps states, territories, tribes, and local communities build integrated child care systems that enable parents to work and promote the health and development of children.

	Federal regulations [45 CFR Section 98.60(b)(1)] provide a set-aside of one-fourth of 1 percent (.25 percent) of the Child Care and Development Fund (CCDF) for the purpose of providing technical assistance (TA) to CCDF grantees.  In fiscal year 2013, approximately $13 million was provided to meet the TA needs of State, Territorial, and Tribal CCDF grantees.  



Examples of CCTAN’s activities in 2013 include: 

March 2013 - OCC and tribes worked together to promote the Let‘s Move! Child Care Initiative across tribal communities.  Early education and child care providers in centers and homes have joined Let‘s Move! Child Care, the First Lady‘s effort to promote children‘s health by encouraging and supporting healthier physical activity and nutrition practices.  

· In Region VI, the Cherokee Nation collaborated with OCC and presented the cross-regional training I am Moving, I am Learning (IMIL) during the Oklahoma Tribal Child Care Association meeting in March 2013.  OCC continues to encourage other tribal grantees to receive training and development for healthy initiatives and to increase tribal CCDF participation in Let’s Move! Child Care.

March 2013 – OCC sponsored the Peer Learning and Leadership Network (PLLN) Leadership Fellows training.  Fifteen tribal early childhood program administrators were selected to participate as PLLN Fellows.  These emerging leaders in early childhood education have made a two-year commitment to work diligently and develop their own leadership skills for the benefit of tribal children and families.  The training consisted of one-on-one coaching, individual and group projects, and building communication skills to help the Fellows maximize their abilities to succeed in their jobs, career advancement, and take on increased leadership roles at the tribal, state, and national level.  Successful PLLN Fellows will help strengthen the national profile of tribal child care and help policymakers at all levels better understand the needs of the tribes’ youngest members.

May 15, 2013 - OCC released the final Tribal Child Care and Development Fund Plan Preprint for FY 2014-2015, which will serve as tribes’ application for funding in 2014.  Tribal applicants must submit their CCDF Plan to the ACF Regional office on or before July 1 In preparation for the July 1 submission of the Tribal Plan Preprints, OCC held a series of six webinars to assist grantees to respond to Plan Preprint questions.  Each webinar was made interactive through the use of a number of tools built into the Adobe Connect webinar software.  Participants were able to “chat,” pose questions to the presenters, staff/consultants, and other participants; to answer narrative and multiple choice poll questions; and to show their reactions to the presented material using a status icon.

During FY 2013 (January 22-24, April 23-25, July 16-18, and September 30, 2013), OCC worked with the California tribes to promote quality improvement activities in tribal CCDF programs.  Region IX facilitated quarterly meetings with the Tribal Child Care Association of California (TCCAC) to provide tribal CCDF Administrators and other tribal child care professionals with an opportunity to discuss common issues affecting tribal child care in California and to advance goals related to improving the quality of child care in Indian country in California.  The TCCAC meetings were held in conjunction with Tribal Quality Rating and Improvement System (QRIS) Development meetings in which participants developed standards that will form the base of a QRIS for tribal child care programs in California.  During FY 2013, the Tribal QRIS workgroup completed a draft of health and safety standards and program administration standards.  The tribes are beginning to tackle some of the more controversial topics, including staff ratios and group sizes, staff qualifications, staff training and professional development, and staff compensation.

May 20, 2013 - OCC proposed new regulations to strengthen standards to better promote the health, safety, and school readiness of children in federally funded child care.  Under the proposed rule, tribes would require that all CCDF-funded child care providers: receive health and safety trainings in specific areas; comply with applicable state and local fire, health and building codes; conduct comprehensive background checks (including fingerprinting); and receive on-site monitoring.  Recognizing the critical importance of school readiness, OCC is also proposing that all tribes set-aside 4 percent of their grants to improve the quality of child care, which modifies current regulations that only require grantees over $500,000 to spend money on quality.  On July 8, OCC held a Tribal Consultation session on the NPRM in order to receive testimony and comments from tribal leaders and their designated officials.  OCC also encouraged tribes to submit comments before the end of the comment period on August 23 (and 29 tribes/ tribal organizations submitted comments).  OCC is working to analyze the public comments and develop appropriate steps to move forward with the rulemaking process.  

June 2013 - The OCC Director, along with several OCC staff and contractors, participated in a TA visit to the Navajo Nation, in response to their CCDF program’s request for a review of their internal controls procedures.  Using a Tribal Self-Assessment of Internal Controls Instrument, participants spent three days reviewing processes related to Navajo Nation’s CCDF application: determining eligibility; developing policies and procedures; monitoring and enforcement of health and safety requirements; and ensuring documentation and verification.  Program integrity and accountability has recently been a priority of Navajo Nation CCDF, with a FY 2012 independent audit documenting no adverse findings.  Follow-up TA has been scheduled to focus on information systems and fraud prevention and detection.

August 21, 2013 - OCC released the Summary of Tribal Child Care Activities.  The summary represents a snapshot of information collected during FY 2011-2012.  Tribal CCDF programs offer a range of quality improvement activities and support for health and safety standards.  The summary specifically highlights tribal successes in:

•	Training and professional development activities for providers;
•	School-age child care activities; 
•	Culturally-relevant activities; and
•	Coordination and collaboration with other early childhood organizations, including Head Start. 

A copy of the Summary of Tribal Child Care Activities is available on the OCC website at: https://www.acf.hhs.gov/sites/default/files/ecd/summary_of_tribal_lead_agencies_2012_2013.pdf.  The summary will be updated with information collected from the newly approved FY 2014-2015 Tribal Plans.

September 2013 - Region V, along with OCC’s Child Care State Systems Specialist Network, hosted a tribal webinar in September 2013 on emergency preparedness, which included an on-line training and discussion.  OCC worked with tribes on strategies for disaster planning and emergency preparedness.  Natural disasters can often occur on tribal reservations, and by being prepared, tribal CCDF programs will be better able to respond to children’s and families’ needs.

September 2013 - OCC approved 259 Child Care and Development Fund (CCDF) FY 2014-2015 Tribal Plans.  The CCDF Plan serves as a tribe’s application for CCDF funds by providing a description of the child care programs and services available to eligible tribal families.  The plan provides information about the overall management of CCDF services, including information regarding income eligibility guidelines, provider payment rates, service priorities, parental rights and responsibilities, program integrity and accountability, and quality improvement activities.   

OCC Activities to Support Pacific Territories
OCC has provided T/TA to the outer Pacific territories of Guam, American Samoa, and the Commonwealth of the Northern Marianna Islands primarily through the work of the Child Care Technical Assistance Network (CCTAN) contractors.  The CCTAN partners have included the Territories in various Health and Safety calls and webinars.  

OCC Region IX office conducts monthly calls that included the Pacific Island Territories.  These calls provide an opportunity to share updates regarding the administration of their programs including best practices, resources, events, etc. a dialogue to address issues and concerns and to the grantees to identify technical assistance needs.  Examples of the calls include: 

April 22, 2013 – the OCC State System Contract Specialist and the Commonwealth of the Northern Marianna Islands (CNMI) had a kick-off summit with multiply disciplines—child care licensing, child care subsidy, health including mental health, emergency management agency, etc. to begin planning and development of a comprehensive child care emergency plan.  CNMI has received ongoing consultation from approximately 6 technical assistance contractors on the development of their comprehensive plan.  The CNMI Plan is now in draft form.  

April 24-25, 2013 – the OCCs State System Contract Specialist (SSS) conducted an onsite visit to support Guam’s work on developing their market rate survey and to discuss issues relating to licensing and professional development.  Guam has made significant strides in completely redesigning its market rate survey, increasing its accuracy and response rate, and further rationalizing its payment rates for providers resulting in a new payment structure for regulated care.

July 29 - August 1, 2013 – the OCC held the 2013 State and Territory Administrators meeting in Washington DC.  Technical assistance was provided to the Pacific Island Territories on numerous topics including reporting requirements and use of the data track.  The data tracker is a comprehensive case management tool designed to support the collection, management, and utilization of the case-level information needed for the generation of the CCDF reporting requirements.

September 17-19, 2013 - the CCDF Tri-Regional Roundtable composed of Regions VIII, IX and X focused on professional development systems.  This meeting brought together representatives form 13 States and the 3 Pacific Island Territories (Guam, American Samoa, and the Commonwealth of Northern Marianna Islands) to strengthen child care professional development systems.  Professional development systems include core knowledge and competencies (CKCs), career pathways, professional development capacity assessments, accessible professional development opportunities, and financial supports for child care practitioners.

Grant Funding Provided to Native American Communities 
OCC awarded $102,101,162 to 261 tribes and tribal organizations and $9,050,890 to three Pacific Island Territories.  
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)The mission of the Child Support Enforcement Program is to enhance the well-being of children by assuring that assistance in obtaining support, including financial and medical, is available to children through locating parents, establishing paternity, establishing support obligations, and monitoring and enforcing those obligations.  Child Support programs are moving towards more holistic service delivery, linking clients with employment and fatherhood services.  In addition, tribal child support programs recognize cultural and customary values as evidenced by the ability to accept in-kind rather than cash payments, where allowable by tribal law.

Federally recognized tribes may apply for, and upon approval, receive funding to operate Child Support Enforcement programs meeting the requirements of 45 CFR Part 309.  The Tribal Child Support program authorized under part IV-D of the Social Security Act is a federally-funded entitlement program.  Tribes submit an annual budget and must contribute a non-federal share of the costs of the program.  The amount of non-federal share is dependent upon how long the program has been in operation.  Tribes operating for 3 years or less must contribute 10 percent of the cost of the program and those in operation for more than three years must contribute 20 percent of the cost of the program.

Social and Economic Conditions of Native American Communities 

In FY 2013, there were 50 tribes receiving funding to operate comprehensive Tribal Child Support Enforcement Programs.  There were 8 tribes receiving start-up funding, for a total of 58 tribes receiving Child Support funding.  This amounted to $42.4M in grant awards for tribal programs.  
· Central and regional office staff met with tribal child support grantees and prospective child support grantees at the National Tribal Child Support Association Annual Training Conference and at the National Tribal Child Support Director’s Association meeting in Arizona.   
· OCSE leadership and staff participated in the HHS Annual Tribal Budget Consultation Session; the ACF Annual Tribal Consultation and held an additional conversation with Tribal Child Support Directors in conjunction with the consultation.

Other activities:  
· Instituted a process by which Tribal Child Support Program Directors received copies of notice of grant awards, which reduced wait time to have funds available immediately.
· Formed workgroup with Tribal Directors to update the Tribal IRG, a tool on the OCSE website.
· Led conversations with Tribal Directors to inform our work.  Two important topics this year included the changes to the Annual Report to Congress and the OCSE 75.
· Worked with tribal agencies to help facilitate communication with the Garden City Group, for offset of Cobell Payments for child support obligations.
· Commissioner Turetsky and Tribal Coordinator attended Traditional Tribal Justice meeting at DOJ.
· Facilitated a call between BIA and FMS to help BIA request an exemption to the offset of general assistance payments.  FMS was intercepting several hundred general assistance payments to tribal members.  This worked stopped the offsets and the payments went to the tribal members.
· Hosted a webinar to show case tribal programs collaborating on the delivery of Tribal TANF and Tribal Child Support.
· Sent out an Annual Dear Tribal Leader letter as part of her outreach efforts to the tribal community.
· Hosted several calls with Tribal Child Support-Directors.

Support Provided to Native American Communities 

Model Tribal System (MTS) Technical Assistance 
The MTS is a modular, open-sourced case management system developed by OCSE in collaboration with tribal child support programs.  The MTS continues to be enhanced and improved over time as new features and capabilities are identified by the MTC Change Control Board (CCB).  The MTS CCB is made up of one representative from each Consortia Lead tribe, any tribe that is installed and using the MTS but not as part of a consortia, and OCSE.  The latest enhancements made to the MTS in 2013 include: automated direct deposit, support for debit cards, automated bank reconciliation of bank accounts with payments issued, and an automated case conversion program to convert tribal cases records from a state’s child support system to the MTS, substantially reducing the amount of time and effort needed to transfer tribal child support cases from a state’s system to a tribe’s copy of the MTS.

· Forest County Potawatomi Community of Wisconsin (FCPC) successfully completed their MTS installation effective April 1, 2013.  FCPC’s APD is now closed and no further claims under it are allowed.  
· Modoc Tribe successfully completed their MTS Installation effective January 1, 2013.  Modoc will remain under their APD, now an APD Update, through the end of the FFY 2014, but all of these operations and maintenance expenditures are at the 80 percent FFP rate.  
· Other tribes receiving funding through an Advance Planning Document to install the MTS (always reimbursable at 90 percent FFP)  include: 
· Lac Courte Oreilles began MTS installation activities on September 1, 2013 at the 90 percent FFP rate through January 2014 (Consortia Lead is FCPC).
· Mille Lacs Band of Ojibwe begins installation of the MTS on November 1, 2013 at the 90 percent FFP rate through April 2014 (Consortia Lead is FCPC).

Funding Provided to Native American Communities 
OCSE awarded $42,456,531 to 59 tribes and tribal organizations.

Other Funding Opportunities 

OCSE posted a grant forecast for Tribal Child Support Innovation Grants.  The forecast is advance notice about our planned grants and notes that eligibility for this grant program is open to tribal child support agencies operating comprehensive programs.  OCSE expects the full funding opportunity announcement to post by May 1, 2014.  Applicants will have the opportunity to compete for funds to develop and administer innovative, family-centered child support services that help parents provide reliable support for their children as they grow up.  In addition, OCSE held two listening sessions to gather background information and tribal input in planning for the Tribal Innovation Grants.  The forecast anticipates that these grants will be awarded no later than September 30, 2014.
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)The Office of Community Services (OCS) partners with states, communities and agencies to eliminate causes of poverty, increase self-sufficiency of individuals and families and revitalize communities.  Our social service and community development programs work in a variety of ways to improve the lives of many. 

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 households.

OCS administers the following social service and community development initiatives:::::

Assets for Independence (AFI) is a community-based approach for giving low-income families a hand up out of poverty.  Utilizing existing individual and community assets, AFI strengthens communities from within through the use of matched savings accounts called Individual Development Accounts (IDAs).  Through financial education, AFI demonstrates the use and impact of IDAs to help low-income individuals move toward greater self-sufficiency.  AFI’s main initiatives include:
· Awarding grants to non-profit organizations and government agencies that provide IDAs.
· Managing a national resource center to support AFI grantees and develop information on the use of IDAs and related asset-building strategies.
· Providing grantee technical assistance and best practices for successful grant implementation of their AFI projects at the community level.
· Collecting data on the progress of the AFI demonstration program to successfully report the progress and management of the program

Community Economic Development (CED) is a federal grant program funding Community Development Corporations (CDCs) that address the economic needs of low-income individuals and families through the creation of sustainable business development and employment opportunities.  Eligible organizations are required to be private, non-profit organizations that are CDCs, including Tribal and Alaskan Native organizations.  CDCs must be governed by a tripartite board of directors that consists of residents of the community served, and local business and civic leaders.  CDCs must have as their principal purpose planning, developing or managing low-income housing or community development projects.

In addition to the traditional CED projects, in FY 2013, grant awards were made for CED- Healthy Food Financing Initiative (HFFI).  The HFFI promotes a range of interventions that expand access to nutritious foods, including developing and equipping grocery stores and other small businesses and retailers to sell healthy food in communities that currently lack these options.  Residents of these communities are often found in economically distressed areas, which are sometimes called “food deserts,” and are typically served by fast food restaurants and convenience stores that offer little or no fresh produce.  Lack of healthy, affordable food options can lead to higher levels of obesity and other diet-related diseases, such as diabetes, heart disease, and cancer.

The Community Services Block Grant, administered by OCS’s Division of State Assistance, provides assistance to states, tribes, territories and local communities working through a network of Community Action Agencies and other neighborhood-based organizations for the reduction of poverty, revitalization of low-income communities, and the empowerment of low-income families and individuals in rural and urban areas to become fully self-sufficient.

The Low Income Home Energy Assistance Program (LIHEAP) assists low income households, particularly those with the lowest incomes that pay a high proportion of household income for home energy, in meeting their immediate home energy needs.  A portion of the funding may also be used for low cost residential weatherization assistance to improve a home’s energy efficiency, such as through caulking, insulation, etc.

Directly funded LIHEAP grantees may also apply for two optional programs funded by LIHEAP, if funding is available.  The Leveraging Incentive Program provides an additional grant based on how much additional, non-federal resources the grantee received and coordinated with its federal LIHEAP funding.  Such resources can be cash such as tribal funds, or in-kind donations such as free or discounted air conditioning units.  The Residential Energy Assistance Challenge Program (REACH) provides a supplemental grant based on a grantee’s proposal to run a pilot project relating to home energy assistance and the health and safety of the household.  Both Leveraging and REACH grants are to be administered by the end of the federal fiscal year following the year of the grant. 
 
Rural Community Development (RCD) is a federal grant program that addresses the safe infrastructure need by providing training and technical assistance for small water and wastewater systems in low-income rural communities to ensure that residents have access to safe water systems.   

Social and Economic Conditions of Native American Communities 

AFI currently has grantees that are serving the Native American, Native Hawaiian and Alaskan Native American communities.  Each grantee has diverse and specific regional attributes that contribute to high levels of poverty including geographically isolated communities with few asset development resources such as financial institutions and access to financial education.  

AFI has provided resources to these grantees to promote asset building within their communities.  The grant stipulates that 85 percent of the grant funds must match participant savings for acquiring an asset, either purchasing a first home, capitalizing a small business, or funding post-secondary education or training.  The remaining grant funds may be used to support financial literacy and coaching, assisting AFI participants with budgeting limited resources, and access to tax services related to the Earned Income Tax Credit.  Individual Development Accounts and financial literacy training—offered by AFI projects—provide an opportunity for Native communities to cultivate their existing assets and expand asset building services within their communities.  Although Native communities continue to face a variety of barriers to asset development, these challenges also present an opportunity for expanding asset building services.    
   
Core CSBG services address barriers to economic security in Tribal communities.  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.  Examples of these services include:  

· Employment programs, including support for job placement, vocational and skills training, job development, and eliminating barriers to work were funded with CSBG funds by 41 tribal grantees.
· Education programs, including adult education, literacy programs, scholarships, Head Start enhancement, child development programs, and anti-drug education were funded with CSBG funds by 36 tribal grantees.
· Income Management services, including assistance with budgeting, tax preparation and tax credit information, and medical and other benefit claims assistance for elders were supported with CSBG funds by 14 tribal grantees.
· Housing programs, including homeownership counseling and loan assistance, counseling/advocacy in landlord/tenant relations and fair housing concerns, housing assistance, shelters and services for the homeless, and home repair and rehabilitation were supported with CSBG funds by 38 tribal grantees.
· Emergency Services programs, including temporary housing, rent or mortgage assistance, cash assistance/short-term loans, energy or utility assistance, emergency food, clothing and medical services, and disaster response were supported with CSBG funds by 46 tribal grantees.
· Nutrition programs, including organizing, operating and assisting food banks, counseling and public education regarding nutrition and food preparation, community gardening, water, and food production programs, preparing and delivering meals, especially to homebound elders, and providing meals were supported with CSBG funds by 42 tribal grantees.
· Support for Improved Service Linkages, including eligibility coordination, interagency partnerships, tribal/states partnerships, and public/private partnerships were supported with CSBG funds by 44 tribal grantees.
· Self-sufficiency programs that offer a continuum of services to assist families in becoming more financially independent, including assessing family needs and resources, developing a plan of support, and identifying resources were supported with CSBG funds by 44 tribal grantees.
· Health programs, including diabetes and other health education and treatment, emergency medical services, and transportation to medical services for elders were supported with CSBG funds by 36 tribal grantees.

Given the severe economic crisis affecting tribal communities across the country, in FY 2013, the majority of tribal grantees prioritized the provision of Emergency Assistance with CSBG funding to meet the basic self-sufficiency needs of low-income tribal members.  Emergency Services include temporary housing, rent or mortgage assistance, cash assistance/short-term loans, energy or utility assistance, as well as emergency food, clothing and medical services.

The structure of the CSBG allows tribes and tribal organizations that receive funding to participate in a broad range of activities to meet the unique needs of their communities.  Each tribe captures outcome data specific to its individual goals and priorities.  In 2013, Indian tribes and tribal organizations reported on the results of their use of CSBG funds, as outlined below.

FY 2013 CSBG Tribes and Tribal Organizations’ Goals and Outcomes 

	Goal 1: Low income people become more self-sufficient.
	· 82 percent (47) of tribal grantees invested CSBG funds in specific programs that result in greater self-sufficiency for low-income people, including employment services, education and training, financial management and reducing barriers to work.


	Goal 2: The conditions in which low-income people live are improved.
	· 82 percent (47) of tribal grantees invested CSBG funds in community improvement and revitalization, increased community Quality of Life assets, and community engagement and volunteerism. 


	Goal 3: Low-income people own a stake in their community.
	· 54 percent (31) of tribal grantees invested CSBG funds in programs to increase community engagement, including community decision-making activities, community outreach and communication and support for home and business ownership.

	Goal 4: Partnerships among supporters and providers of services to low-income people are achieved.
	· 74 percent (42) of tribal grantees invested CSBG funds in programs that facilitate interagency, tribal/state, and public/private partnerships.

	Goal 5: Agencies increase their capacity to achieve results.
	· 75 percent (43) of tribal grantees invested CSBG funds to increase their capacity to serve their most needy families and achieve results.

	Goal 6: Low-income people, especially vulnerable populations, achieve their potential strengthening family and other supportive environments.
	· 67 percent (38) of tribal grantees invested CSBG funds in strengthening family and other supportive environments to help vulnerable populations achieve their potential.



As a block grant, tribal grantees have a great deal of flexibility and discretion in the policies and procedures they set in administering their LIHEAP in order to meet the unique needs of the Native Americans in their service territory.  For example, grantees can provide certain assistance with LIHEAP funding to assist households affected by natural disasters, such as temporary housing if they are without home heating or cooling.  The federal LIHEAP statute expects that grantees will target LIHEAP assistance to the most vulnerable members, such as low income households that pay the highest proportion of their income towards their home heating or cooling bills and have an elder, person with a disability, and/or a young child.  The federal statute also sets a range for grantees to establish their income eligibility threshold (the greater of 150 percent of federal poverty guidelines, FPG, or 60 percent of state median income, but no lower than 110 percent of FPG).  LIHEAP grantees are allowed to add other eligibility criteria beyond the income threshold if they wish.  LIHEAP grantees also have discretion in how they set their LIHEAP benefit levels, provided they vary the benefit levels by at least three factors including household income, the number of eligible household members, and one or more factors about the household home energy need (such as the dwelling type, primary fuel source, or other similar factor).  All LIHEAP grantees must provide some type of crisis assistance through at least March 15 each year, and such assistance must be provided within 48 hours for a regular crisis or 18 hours if it is a life-threatening crisis.

The RCD program provides grants to multi-state, regional, and tribal private, non-profit organizations that provide training and technical assistance to small, rural communities for the purpose of improving access to safe water through creating new systems, bringing existing systems up to standard or connecting an unserved community with neighboring systems.  According to the 2000 Census,[footnoteRef:4] more than one million Americans live without water and waste water facilities and another five million are served by small systems (accommodating less than 3,300 residents) that are inadequate to meet the needs of their communities. Unlike the other funding sources that strengthen existing systems, the RCD funds create the path for these communities to develop new safe water systems and in the process preserve and expand jobs, attracting additional public and private investment and building property values.  The RCD funds two tribal organizations that help member tribes achieve and maintain compliance with the Safe Drinking Water Act, Clean Water Act, and other applicable state and tribal regulations. OCS does not have any particular data on the needs of Native American Communities.   [4:  While Census 2010 data could be analyzed to update this figure, there is no standard table for this information.] 


Support Provided to Native American Communities 

The Assets for Independence (AFI) program competitively awards discretionary grants to tribal 501c3 non-profits, tribal community development financial institutions, and other tribal entities that meet AFI's eligibility and cost-sharing requirements.  AFI grantees enroll low-income individuals to save earned income in special-purpose, matched savings accounts called Individual Development Accounts (IDAs).  Every dollar that a participant deposits into an AFI IDA is matched (from $1 to $8 in combined federal and non-federal funds) by the AFI project, promoting savings and enabling participants to acquire a lasting asset.  AFI participants use their IDAs and matching funds to purchase a first home, capitalize or expand a business for self-employment, or fund post-secondary education or training. AFI grantees also provide training and support services to participants, such as financial education, debt and credit counseling and repair, and guidance in accessing refundable tax credits.  
The Office of Community Services partnered with the Administration for Native Americans (ANA) to provide the Native American Asset-Building Initiative (NABI), a joint funding opportunity, offered through a partnership between OCS's AFI program and ANA's Social and Economic Development Strategies (SEDS) program under the auspices of the ACF ASSET Initiative, an agency-wide effort to bring financial literacy, IDAs, and related services to more families across the nation, and to create interoperability across ACF program offices.  The purpose of this initiative is to increase access to and awareness of asset building opportunities in Native American communities.  Through the AFI program, OCS enables community-based nonprofits and government agencies to implement and demonstrate an assets-based approach for giving low-income families a hand-up out of poverty.  Through the SEDS program area, ANA promotes the goal of economic and social self-sufficiency for American Indians, Alaska Natives, Native Hawaiians, and Native American Pacific Islanders.
AFI facilitated Learning Cohorts for all current NABI grantees in 2013.  The Learning Cohorts are a peer-learning series designed to give grantees an opportunity to work with similar NABI and AFI IDA programs to tackle common challenges, share experiences and best practices, and learn from IDA experts in serving Native American communities.  The sessions were conducted over four one-hour webinar discussions over several months, and discussed such topics as: raising non-federal matching funds, strategies for enrolling eligible participants, and financial education for project participants.  The Learning Cohort consisted of four one-hour webinar discussions over several months.

OCS provides technical assistance on Community Services Block Grant issues to tribes 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.  
 
LUX Consulting Group, Inc. serves under contract with OCS as the Tribal Technical Assistance provider for tribes and tribal organizations receiving direct CSBG funding.  In consultation with tribal representatives, OCS and LUX collaborated to publish the Tribal Resource Guide that provides technical assistance specifically targeted to tribal anti-poverty and program accountability efforts.  The Guide contains technical assistance tools to help Tribal grantees meet CSBG program goals and objectives. 

· LUX publishes a monthly CSBG tribal technical assistance newsletter, manages a Tribal training and technical assistance website to support information sharing, and hosts a webinar on “How to Apply for CSBG Direct Tribal Funding.”
· For the first time, on September 10-13, 2013, the Office of Community Services partnered with the National Association for State Community Services (NASCSP) to offer a Tribal Technical Assistance Tract at NASCSP’s Annual Conference in Phoenix, Arizona.  Twenty tribes participated.
· OCS sponsored a panel of experts to lead discussions on strategies CSBG tribes could adopt for working with other organizations to support programs, address tribal members’ needs and create resources to build and sustain tribal communities.

Approximately 152 tribes and tribal organizations received direct LIHEAP grants each year.  State and federally recognized tribes (including Alaska native corporations) may apply for direct LIHEAP funding.  Tribes that do not apply to ACF for direct LIHEAP funding are served through the state LIHEAP.

RCD grant awards are five years grants with annual budget periods that provide services to tribal communities.  The RCD program assists tribal communities to develop, preserve, improve, expand, or operate affordable, safe water and wastewater treatment facilities through training and technical assistance grants.  The current grant awards have project period from September 29, 2010 through September 30, 2015. FY 2013 is the fourth budget period of the five year project period.  Seven hundred and three Tribal personnel from fifty-seven tribes, from Arizona, California, Nevada and New Mexico, participated in 49 training/certification examination events held by Inter Tribal Council of Arizona (ITCA), Incorporated.  In addition, ITCA provided technical assistance to 17 tribes resulting in regulatory and worker safety issues resolved.  The United South and Eastern Tribes, Inc., hosted a Tribal Utility Summit attended by 18 Tribes.  The topics included Backflow and Distribution, Energy Efficiency, Water and Solid Waste and Wastewater training, construction and project management, Chemical Feed Pumps and Asset Management Workshop.   

Funding provided to Native American communities (Grants): 

In FY 2013, AFI reviewed 5 applications requesting $1,258,748 from tribes/tribal and Native American applicants.  Of those applications, AFI made 3 awards totaling $428,057 to tribes/tribal and Native American organizations.  First Ponca Financial and the Oglala Sioux Tribe Partnership for Housing, Inc. were both provided an AFI grant under the Native American Asset Building Initiative funding opportunity announcement.  The Catawba Indian Nation received a grant under the Assets for Independence funding opportunity announcement.

The CED program provides discretionary grant funds to tribes and Native Hawaiians and/or Pacific Islanders-center organizations that are CDCs.  CED has awarded grants to the following CDCs that provide support to Native communities.  

In FY 2013, OCS received 8 applications requesting $3,123,080 from tribes/tribal and Native American applicants.  Of those applications, OCS was able to make one CED and one HFFI awards totaling $900,000 to tribal organizations: 

· Capacity Builders, Inc. (CBI) is collaborating with the Navajo Nation.  CBI is creating the physical training business which will recruit individuals be certification private fitness trainers and exercise instructor.  They business owners will promote healthy physical fitness throughout communities of the Navajo Nation, spanning northeastern Arizona, northwestern New Mexico, and Southeastern Utah.

· Tohono O'odham Community Action (TOCA) is a community action agency that collaborates with the Tribe.  TOCA created a Desert Rain Food Services (DRFS), which is a local food service "social enterprise" to sustain the healthy food traditions and meet the local economic needs of the Tohono O’odham tribe in Southern Arizona.  DRFS provides healthy, locally grown nutritious meals for school and institutional customers in the Tohono O’odham Nation, which is categorized as a food desert.  This project proposed to create 15 jobs.

In FY 2013, OCS reviewed 61 applications for CSBG from tribes and tribal organizations.  A combined $4,790,070 was awarded to 51 tribes and six tribal organizations, some serving multiple tribes.  In total, 127 Indian Tribes living across 21 States received direct CSBG funding. 

In FY 2013, ACF had $3.255 billion in funding available for LIHEAP.  This amount did not provide contingency funds for energy assistance emergencies.  That year, 152 tribal grantees received funding totaling $36,357,503 in direct LIHEAP funding, consisting entirely of regular LIHEAP block grants.  A table of these awards is as follows:

*Note that certain tribal grantees consist of multiple tribes in a consortium.  Also, some tribal grantees received multiple grant awards based on the number of states that their service territory crosses.

In FY 2013, Rural Community Development (RCD) program received two applications from tribes/tribal and Native American applicants: Inter-Tribal Council of Arizona and United South and Eastern Tribes, Inc.  RCD awarded a total of $525,947 to Tribal organization for use during a 12-month budget period.  

Other Funding Opportunities (Cooperative Agreement/Contracts): 

OCS staff and its training and technical assistance providers, offer technical assistance to tribes through conferences, on site meetings, one-on-one teleconferences, webinars, and written guidance.

Written guidance includes the LIHEAP Tribal Manual, which provides in-depth information for tribes on how to apply for LIHEAP funds, design and administer their own LIHEAP.  Guidance also is provided through the ACF/OCS/LIHEAP web site through Action Transmittals, Information Memoranda, and Dear Colleague Letters.

In June 2013, ACF/OCS convened a national conference of all LIHEAP grantees in San Diego, CA.  Staff and other speakers gave presentations on key federal requirements of the program, such as the administrative cost cap, and facilitated tribal roundtable discussions.  Additionally, ACF/OCS provided several webinars such as on common monitoring findings in LIHEAP grantees’ programs and setting eligibility and benefit levels for LIHEAP.  In FY 2013, began to provide on-site training and technical assistance for LIHEAP grantees to focus on the most critical monitoring findings and the initial group of grantees selected for this supplement technical assistance included the Fort Belknap Tribe.  This type of technical assistance is planned to continue in future years.  Additionally, ACF/OCS staff provided routine technical assistance one-on-one with all directly funded tribal grantees via teleconferences, meetings, and email.  This one-on-one assistance is provided throughout the year, but is most concentrated between August-December each year when ACF/OCS staff are reviewing grantee LIHEAP Plans (applications for funding) and reports (such as the LIHEAP Carryover and Reallotment Report, the LIHEAP Household Report, and the LIHEAP Program Integrity Assessment).  When new tribal LIHEAP coordinators are hired, ACF/OCS staff offers to provide one-on-one new coordinator training to cover the basic federal program requirements.

[bookmark: _Toc376788046][bookmark: _Toc430620492][bookmark: _Toc440014322]Office of Family Assistance (OFA)
[bookmark: _Toc376788047][bookmark: _Toc430620493][bookmark: _Toc440014323][bookmark: _Toc293916998]Temporary Assistance for Needy Families (TANF) 
 (
Office of Family Assistance
Administration for Children and Families
http://www.acf.hhs.gov/programs/ofa/
) (
Office of Family Assistance
Administration for Children and Families
http://www.acf.hhs.gov/programs/ofa/
) (
Office of Family Assistance
Administration for Children and Families
http://www.acf.hhs.gov/programs/ofa/
) (
Office of Family Assistance
Administration for Children and Families
http://www.acf.hhs.gov/programs/ofa/
) (
Office of Family Assistance
Administration for Children and Families
http://www.acf.hhs.gov/programs/ofa/
)The Office of Family Assistance (OFA) is responsible for providing program guidance and technical assistance to: (1) federally recognized American Indian tribes and certain statutorily identified Alaska Native entities in development, implementation, and administration of tribal Temporary Assistance for Needy Families (TANF) programs; (2) federally recognized tribes and tribal organizations in implementation and administration of Native Employment Works (NEW) programs; (3) tribes and tribal organizations administering TANF programs in implementation and administration of Tribal TANF – Child Welfare Coordination projects; (4) tribal entities in implementation and administration of Health Profession Opportunity Grants; and (5) where appropriate, providing 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.

TANF provides assistance and work opportunities to needy families by providing tribal grantees the federal funds and flexibility to develop and implement their own welfare programs.  Federally recognized American Indian tribes and certain Alaska Native organizations may elect to operate their own TANF programs to serve eligible tribal families.  

Support Provided to Native American Communities 

Technical assistance is provided to current grantees and applicants by ACF Regional TANF Program staff and OFA Central Office (Division of Tribal TANF Management) staff on a continuing basis via telephone conversations, e-mails, fax, webinars, direct meetings, site visits, regional TANF grantee training and technical assistance conferences and regularly scheduled grantee meetings.  Technical assistance also is provided by peers, and through the TANF TA contract upon request.

Funding Opportunities Available to Native Americans 

Fourteen Tribal TANF grantees administer discretionary grants for Coordination of Tribal TANF and Child Welfare Services to Tribal Families at Risk of Child Abuse or Neglect.  These grantees are: Association of Village Council Presidents, Central Council of the Tlingit and Haida Indian Tribes, Chippewa Cree Tribe of the Rocky Boy’s Reservation, Coeur d’Alene Tribe, Confederated Salish and Kootenai Tribes, Confederated Tribes of Siletz Indians, Cook Inlet Tribal Council, Forest County Potawatomi Community, Hoopa Valley Tribe, Nooksack Tribe, Port Gamble S’Klallam Tribe, Quileute Tribe, South Puget Intertribal Planning Agency, and Tanana Chiefs Conference.  

The total FY 2013 annual funding for the Tribal TANF – Child Welfare Coordination grants was $2,000,000.  The project period for these grants was three years, from September 30, 2011, to September 29, 2014.

Five tribal grantees administer discretionary Health Profession Opportunity Grants (HPOG) that provide education and training to TANF recipients and other low-income individuals for occupations in the health care field that pay well and are expected to experience labor shortages or be in high demand.  The grantees consist of four tribal colleges and one tribal organization:  Blackfeet Community College in Montana, Cankdeska Cikana Community College in North Dakota, College of Menominee Nation in Wisconsin, Cook Inlet Tribal Council in Alaska, and Turtle Mountain Community College in North Dakota.  Total annual funding for these tribal HPOG cooperative agreements in FY 2013 was $9,045,494.  The project period for these grants is five years, from September 30, 2010, to September 29, 2015.

The NEW program began July 1, 1997; it replaced the Tribal JOBS program.  In FY 2013, there were 78 NEW grantees.  This included all of the entities eligible by law for NEW program funding.  By law, only federally recognized Indian tribes and Alaska Native organizations that operated a Tribal JOBS program in FY 1995 are eligible for NEW program funding.  NEW grant awards are set at FY 1994 Tribal JOBS funding levels.  The purpose of the NEW program is to make work activities available to grantees’ designated service populations and service areas.  Allowable work activities include: job creation, educational activities, training and job readiness activities, and employment activities.  NEW funds may also be used for supportive and job retention services that enable participants to prepare for, obtain, and retain employment.

In FY 2013, the Office of Family Assistance provided $183,321,694 in TANF funding to 68 tribes and tribal organizations and $7,558,020 in NEW funding to 78 tribes and tribal organizations. 
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)The Office of Head Start (OHS) provides leadership and coordination for the activities of the Head Start program.  Early Head Start promotes healthy prenatal outcomes, enhances the development of infants and toddlers, and promotes healthy family functioning.  Head Start Agencies are to improve school readiness outcomes and promote long-term success by enhancing the social and cognitive development of primarily low-income children.  This is accomplished through the provision of early childhood development and educational services including health, nutritional, social and other services to enrolled children and their families.  

The OHS has increased its focus on building partnerships with states and local Head Start Programs, including those Tribal Head Start Programs on reservations, in Alaska Native Villages and in the Native Hawaiian and Pacific Islander communities to ensure all children are prepared to successfully transition to local schools.  One of the cornerstones of Head Start is family engagement.  Foundational to this is supporting the leadership role of parents in guiding their child’s learning to accomplish educational and literacy goals.  In addition, parents and other community members have significant roles in governance of their community’s Head Start Program. 

Social and Economic Conditions of Native American Communities 

The Administration for Children and Families, OHS, awards grants to tribes (meaning any tribe, band, nation, pueblo or other organized group or community of Indians, including any Native village described under the Alaska native Claims Settlement Act or recognized as eligible for the special programs and services provided by the United States to Indians because of their status as Indian) and Tribal Organizations.  Tribal Head Start and Early Head Start agencies receiving grants are located in 26 states and are administered primarily through Region XI American Indian and Alaska Native (AI/AN) located in Washington, DC.

Head Start has been the most important and often, on or near reservations, the only avenue for infants and toddlers to attend an early childhood development program.  

OHS funds ten (10) public and private non-profit organizations to provide comprehensive early child development services in the territories of American Samoa, CNMI, Guam, Republic of Palau, and Hawaii.  FY 2013 PIR data shows that about 67 percent of children and families receiving Head Start and Early Head Start services are Native Hawaiian or Other Pacific Islanders (NHOPI).       
They are U.S. territories made up of hundreds of small islands and atolls spread across about 5 million square miles of ocean—nearly half the size of the United States—with a total population of 469,356  (1999 and 2000 estimates).

Native Hawaiians and other Pacific Islanders are more likely to live in poverty (21.5 percent), less likely to be college graduates or hold graduate degrees (14.5 percent), and less likely to be employed in management, business, science, and arts occupations (24.0 percent) compared with the total U.S. population (15.9 percent, 28.5 percent, 36.0 percent, respectively). 

Support Provided to Native American Communities 

Tribal Consultation:
The OHS convenes tribal consultation sessions as required by Section 640(1)(4) of the Head Start Act and in conformity with the Department of Health and Human Services Tribal Consultation Policy. The consultations provide a forum for discussing how to better meet the needs of American Indian and Alaska Native children and families.  Tribal consultation reports reflect comments and recommendations raised by tribal leaders and their representatives; comments and responses from OHS; and areas identified at the tribal consultations as requiring follow-up by OHS.  Consultation sessions held during FY 2013 included:

· October 15, 2012	Oct. 15 – Portland, OR — Final Report [PDF, 470KB] 
· October 17, 2012	Oct. 17 – Anchorage, AK — Final Report [PDF, 534KB
· March 19, 2013	March 19 – Albuquerque, NM – Final Report [PDF, 369KB] 
· June 11, 2013	June 11 – Spokane, WA – Final Report [PDF, 590KB] 
· July 26, 2013	July 26 – Tulsa, OK – Final report [PDF, 348KB] 

Major areas of discussion included:
· Feedback from OHS on issues raised during previous tribal consultationsconsultationsconsultationsconsultationsconsultations.
· Collaboration with partners.
· Decrease in federal funding due to sequestration and the associated effects on the tribes and communities.

Areas of improvement in the quality of our services include:  
Communication
· There are now monthly conversations with tribal grantees to hear about their challenges, e-mail exchanges to offer immediate updates on important matters, and the consultations to identify unaddressed problems.  Program specialists are now making routine annual site visits to learn more about their grantees in their environment.  The Regional Program Manager speaks with tribal leaders regularly regarding their Head Start program.

Culture and sovereignty
· Tribal Grantee Review Teams are now composed of AI/AN reviewers.
· As part of a new protocol, teams meet with tribal leaders or their representatives prior to start of the review to ensure the review team understands the culture of that specific tribal community.
· On July 19, 2013, a webcast training “Understanding Our Culture” was held for review team members who would be conducting reviews in tribal communities.  The training focused on tribal sovereignty, government-to-government relationships, the monitoring process, and traditionalisms.  It was presented by Region XI AI/AN staff and the National AI/AN Head Start Collaboration Director.

Support Provided to Native American Communities

The Head Start Technical Assistance System includes:
· Six national centers including: 
· National Center for Cultural and Linguistic Responsiveness
· Early Head Start National Resource Center
· National Center on Health and Mental Health
· National Center on Parent, Family and Community Engagement
· National Center on Program Management and Fiscal Operations
· National Center on Quality Teaching and Learning
· Region XI AI/AN and Region XII Migrant and Seasonal T&TA Contractor is FHI 360.
· National American Indian State Collaboration Office
· State T&TA Centers
· Direct funding to grantees to address their identified TA/T priorities.  Over 50 percent of all funding appropriated for technical assistance is awarded directly to grantees to address their identified needs.  

Examples of technical assistance/training provided include:
· The National AI/AN Head Start Collaboration Office hosted three AI/AN Head Start National Collaboration Advisory Council meetings. The meetings were held to primarily discuss collaboration with tribal, community, and state groups on language immersion, services to children with special needs, and college access for Head Start teachers.
· School Readiness summits were provided for tribal grantees in Alaska, California, Wisconsin, Maine, Arizona, New Mexico, Mississippi, Montana, Oregon, and Washington.
· The OHS National Center on Quality Teaching and Learning provided intensive T&TA to Region XI AI/AN Head Start programs in DRS to support professional development around teacher/child interactions to improve classroom quality.  There were onsite visits, web-based coaching efforts as well as comprehensive resources.

Designation Renewal System (DRS): 

The DRS requires all Head Start and Early Head Start agencies to be evaluated against seven quality benchmarks that are transparent, research-based, and include standards for health and safety and fiscal integrity.  Those agencies that do not meet these quality thresholds will compete, for the first time ever, with other potential providers for designation as a Head Start or Early Head Start agency and continued Head Start funding.   

While non-tribal programs that meet one of the conditions in the final rule will be required to compete for Head Start/Early Head Start agency designation and a five-year project period, American Indian and Alaska Native agencies meeting one or more of the conditions triggering the designation renewal process enter a two-part program improvement process. The year-long process will include government to government consultation and training and technical assistance.  After the consultation and assistance process tribal grantees will be reevaluated to determine whether or not they continue to meet one of the conditions requiring competition for renewed funding. 

Forty-nine of 150 grantees in Region XI AI/AN are in DRS. Out of the seven conditions that trigger DRS, two conditions (deficiencies and CLASS) have been found in Region XI AI/AN. Captain Bialas has spoken with all 49 Governments and has begun video conferencing with Tribal leadership. Each Tribal Head Start agency also received a copy of the Final Rule stated in 45 CFR 1307 for the Designation Renewal of Head Start programs, a copy of a Guide for Plan Development showing requirements for each of the seven conditions identified at 1307.3, a Plan to Improve Quality template, and a link (http://eclkc.ohs.acf.hhs.gov/hslc/mr/monitoring) to the Tribal DRS Policy webcast.

All of these programs are moving forward to improve program quality.  The Plan to Improve Quality and the intensive training and technical assistance (T&TA) from FHI360 (AI/AN T&TA contractor) and the National Center on Quality Teaching and Learning (NCQTL) are beneficial.  All Cohort I AI/AN grantees successfully completed their reevaluations.  The status of Cohort II reevaluations will be finalized by August 1, 2014. 

The OHS goal throughout this process is to work in partnership with each tribe to develop a Plan to Improve Quality that addresses the Head Start and Early Head Start agency’s needs. Tribes will implement their improvement plan with support from T&TA resources to strengthen systems and improve the overall quality of Head Start and Early Head Start programs.  At the end of this process, each Tribe will undergo a reevaluation to verify that none of the seven conditions are present.  Upon a successful reevaluation, of which none of the seven conditions are present within the Head Start and Early Head Start agency, OHS will award the Tribe their first five year grant at their next refunding date.  Should one or more of the conditions be present at the time of the reevaluation, that Head Start agency will be required to compete for continued funding in accordance with the regulations at 45 CFR 1307.6 (b) and (c), 45 CFR 1302.30 (b) and (d), 1302.31, and 1302.32. 

During FY 2013, Hawaii or Outer Pacific grantees did not meet a DRS benchmark and were therefore, not required to re-compete their Head Start or Early Head Start grant.  During FY 2013, American Samoa and Palau were awarded non-competitive five-year project period grants.  

Research/evaluation:

· Report to Congress on Dual Language Learners in Head Start and Early Head Start Programs.  This study on the status of limited English proficient children and their families participating in Head Start programs (including Early Head Start, Migrant and Seasonal Head Start, and Tribal programs), as required in the “Improving Head Start for School Readiness Act of 2007” (P.L. 110-134; hereafter the Head Start Act) was published.  The OHS has long required programs to support children who speak languages other than English at home in ways that are culturally and linguistically responsive, including promoting both their home language and English language development, and providing comprehensive services in ways that are culturally responsive.  These requirements are consistent with provisions of the Head Start Act, which emphasizes improving outreach, enrollment, and quality of services to children with limited English proficiency.  The current report utilizes three datasets to describe the children and families enrolled in Head Start programs and their experiences in the programs: the Head Start Program Information Report (PIR), the Head Start Family and Child Experiences Survey (FACES), the Early Head Start Family and Child Experiences Survey (Baby FACES).  This report provides a summary of the key findings pertaining to Dual Language Learners (DLLs), followed by a discussion of the key differences between DLLs and children from homes where only English is spoken.

· The Tribal Early Childhood Research Center (TRC) (www.tribalearlychildhood.org) was awarded in 2011 with on-going planning and start-up work during 2012 and was flourishing during 2013.  Its’ purpose is to advance the field of early childhood research through partnership with American Indian and Alaska Native communities, programs, practitioners, and researchers to advance research into young children’s development and early childhood programs and to facilitate the translation of research findings to inform early childhood practice with American Indian and Alaska Native children and families.  The primary focus is on Tribal Home Visiting, Head Start and Child Care programs.  The work of the TRC is focused on five interrelated areas: Consultation, Collaboration and Community; Research & Measurement; Evaluation & Research to Practice; Information Dissemination; and Research Training.  

· The TRC, in collaboration with the Johns Hopkins Center for American Indian Health and Michigan State University’s Office of Outreach and Engagement, hosted a Summer Institute from July 22-26, 2013 at Johns Hopkins University, Bloomberg School of Public Health.  Over 40 students completed the 2-credit course “Early Childhood Research with Tribal Communities” (course number221.665).  Fifteen students received tuition and travel scholarships that were awarded on a competitive basis. The course will be offered again in the summer of 2014.  

The Administration for Children and Families, Region IX is responsible for services provided to Native Hawaiians and the Pacific Islands.  Regional program specialists conduct monthly or more frequent contacts with every assigned grantee to share current regulatory and program information, assess grantee progress in meeting performance goals, and provide technical assistance resources to enable grantee accomplishment of program goals.  Regional management also participates in quarterly grantee State association meetings to provide regional and national information that impacts grantees.  The regional office convenes a week-long training for grantee teams to receive Training and Technical Assistance (TA/T) from National TA Centers, state TA/T, and regional staff.  The week-long TA/T was held at the San Francisco Regional Office, June 24 – 28, 2013, with an agenda focused on School Readiness to enable grantees to improve child outcomes prior to entering kindergarten or first-grade.    

Over 50 percent of all funding appropriated for technical assistance is awarded directly to grantees to address their identified needs.  The regional T&TA State of Hawaii and Outer Pacific support includes three on-site contractors including a State Early Childhood Education Manager and a Grantee Specialist, located on-site in Hawaii and an Early Childhood Education Specialist located on-site in Guam.  The contractors provide the full range of on-site T&TA and draw upon regional support for financial management and other specialized areas of support.   

Funding Provided to Native American Communities 

During FY 2013, Head Start awarded supplemental one-time funds of approximately $1.1 million to 17 tribal Head Start grantees to address unmet health and safety needs.  OHS awarded 159 tribes and tribal organizations a total of $211,420.520.  This amount was composed of $168,260,604 of Head Start funding and $45,126,604 of Early Head Start funding.  Ten Native Hawaiian and Pacific Islanders organizations received a total of $32,299,164 in Head Start and Early Head Start funding.  
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Administration for Community Living (ACL)
The Administration for Community Living (ACL) brings together the efforts of the Administration on Aging, the Administration on Intellectual and Developmental Disabilities, and the HHS Office on Disability to serve as the Federal agency responsible for increasing access to community supports, while focusing attention and resources on the unique needs of older Americans and people with disabilities across the lifespan.  All Americans, including people with disabilities and older adults, should be able to live at home with the supports they need and participate in communities that value their contributions. To help meet these needs, the U.S. Department of Health and Human Services (HHS) created the Administration for Community Living.
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Administration on Aging (AoA)
The mission of the Administration on Aging (AoA) is to help elderly individuals maintain their dignity and independence in their homes and communities through comprehensive, coordinated, and cost effective systems of long-term care, and livable communities.  The agency does this by serving as the Federal agency responsible for advancing the concerns and interests of older people and their caregivers, and by working with and through the national aging services network to promote the development of a comprehensive and coordinated system of care that is responsive to the needs and preferences of older people and their family caregivers.

Administration on Intellectual and Developmental Disabilities (AIDD)

The Administration on Intellectual and Developmental Disabilities (AIDD) supports approaches that shape attitudes, raise expectations, change outdated or broken systems and empower individuals with developmental disabilities to pursue the lives they imagine for themselves.  AIDD provides financial and leadership support to specific types of organizations in every state and territory.  These bodies assist individuals with developmental disabilities of all ages and their families obtain the support they need to achieve all aspects of a life envisioned and defined by the Developmental Disabilities Assistance and Bill of Rights Act of 2000. 

Support Provided to Native American Communities (AoA)

The Office of American Indian, Alaska Natives, and Native Hawaiian Programs (OAIANNHP), has statutory responsibility to provide training and technical assistance to Tribal organizations receiving funds under Title VI of the Older Americans Act (OAA).  The purpose of Title VI is to promote the delivery of supportive and nutrition services to American Indian, Alaska Native and Native Hawaiian elders.  AoA carries out this responsibility by conducting a national training forum, monthly webinars, maintaining a website, providing on-going training and technical support as needed, and other technical assistance forums.  

AoA also provides support to Title VI grantees through a website where technical assistance is provided via training manuals, presentations from training sessions and resource links.  Timely information is posted on the website, including availability of grants, and monthly web chats.  

The FY2013 National Title VI Training and Technical Assistance Forum was held in Washington, D.C. August 5-8, 2013.  The 2013 National Forum also consisted of four days of activities, including plenary sessions, workshops, guest speakers and exhibits.  Nearly 275 Tribal program staff and elders participated in the Forum.  The 2013 National Title VI Training and Technical Assistance Forums again provided participants with practical information and tools needed to develop and strengthen Title VI programs and help their communities respond to the needs of older Indians.  The 2013 Forum continued to support a long term care direction with several workshops and discussions around issues of long term care in Indian Country.  Title VI Directors are continually supported as part of the critical long term services and supports network for tribal elders.

A Tribal Listening Session is held during each annual National Title VI Training and Technical Assistance Forum to allow tribal leaders and Title VI staff to present issues and concerns to the Assistant Secretary on Aging.  Dr. Yvette Roubideaux and Assistant Secretary Kathy Greenlee presided over the 2013 Listening Session.  Issues brought forth included increased funding to provide adequate and needed services, increased funding and direction in Long Term Services and Supports, the need for volunteer involvement, need for additional training and funding for training, direct funding Navajo as a State Unit on Aging, increased funding for transportation assistance, increased funding for home renovations and repairs, home health care assistance, and issues related to global warming and subsistence fishing and hunting.

Support Provided to Native American Communities (AIDD)

· State Councils on Developmental Disabilities.  The Developmental Disability Network works through State Councils.  They do not work directly with tribes unless tribes have developed a collaborative agreement with a particular State around disabilities issues and have tribal goals and tasks included in that State plan.

There are 56 State Councils in the United States and its territories.  Councils are independent, self-governing organizations that work at the state level to advance the interests of individuals with developmental disabilities and promote policies and practices that fully meet the needs of all Americans.   

State Councils are committed to the advancement of public policy that helps individuals with developmental disabilities gain more control over their lives.  They are composed of individuals with developmental disabilities, family members, advocates and state agency representatives.  In part because of their diverse membership, these State Councils analyze and improve systems, services and trends within a state, and ensure that the voices of people with developmental disabilities and their families are heard.

· Empowerment through self-advocacy.  State Councils often focus on empowering individuals with developmental disabilities through activities that teach self-advocacy skills.  By empowering individuals and their families to advocate not only for themselves, but also to seek long-term solutions through systems change, these State Councils are creating an environment of self-sufficiency and self-determination, inclusion and acceptance, both today and for future generations.

· State-level planning and goal implementation.  To serve their communities, State Councils design 5-year state plans that address new ways of improving service delivery so that individuals with developmental disabilities have the opportunity to exercise their rights and reach their personal goals.  To carry out the state plans and their respective missions, State Councils work with different groups in many ways, to include: 
· Involving and supporting people with disabilities and family members in leadership roles
· Educating communities to welcome individuals with developmental disabilities
· Informing policymakers about disability issues
· Funding projects to show new ways for people with disabilities to work, play and learn
· Seeking information from the public and from state and national sources

Protection and Advocacy (P&A) Systems

Each P&A works to empower, protect and advocate on behalf of individuals with developmental disabilities and their families.  There are 57 P&As in the United States and its territories, and each is independent of service-providing agencies. 

Protecting individuals with developmental disabilities from abuse and neglect is at the core of the P&A mission.  Along with the other AIDD grantees, P&As are dedicated to the ongoing fight for the personal and civil rights of individuals with developmental disabilities.  P&As provide legal support to traditionally unserved or underserved populations, such as individuals with developmental disabilities, to help them navigate the legal system to achieve resolution.  P&As ensure that individuals with disabilities have the ability to exercise their rights to make choices, contribute to society and live independently.

AIDD funds one P&A (Native American Disability Law Center, Inc., Farmington, NM) which covers the Four Corners region of Arizona, New Mexico, Utah, and Colorado, and services individuals of the Navajo Nation and the Hopi Reservation.  The issues the Native American Disability Law Center addresses include civil rights, special education, health care, and rights to public and private services. NADLC staff investigates abuse and neglect in care facilities, and provides rights-based training for people with disabilities, their families, educators and service providers.

It currently focuses on the following areas:
1. Community Based Services: 
a. Advocate for increased access to public buildings and services.
b. Advocate for appropriate services & accommodations to increase access for people with disabilities.

2. Abuse and Neglect:
a. Monitor the investigation by the appropriate agency of all reported incidents of abuse and neglect.
b. Represent children in abuse & neglect cases as appointed by relevant courts.
c. Provide information regarding rights and services to individuals living in group homes & institutions on the reservation by visiting them on a quarterly basis.

3. Employment:
a. Increase awareness of vocational rehabilitation services by: distributing informational brochures and providing training on employment opportunities and supports for 30 people receiving Social Security benefits.
b. Research Navajo and Hopi Tribal policies regarding employment of people with disabilities and advocate for preferential hiring.
c. Provide direct assistance to individuals with disabilities, who are currently receiving Social Security benefits, in their efforts to obtain appropriate vocational rehabilitation services.

4. Special Education:
a. Provide two trainings on education rights to parent support groups or parents of children with disabilities reaching 100 individuals.
b. Provide technical assistance to the parents or guardians of 20 children with disabilities to empower them to advocate for their children to obtain and receive appropriate education services in their community and in the least restrictive environment.
c. Provide direct representation in meetings and other informal settings for 15 children with disabilities who are not receiving a free appropriate public education in the least restrictive environment.
d. Provide direct representation in administrative proceedings for 10 children with disabilities who are not receiving a free appropriate public education in the least restrictive environment.

5. Community Awareness:
a. Work with other disability advocacy organizations to address systemic discrimination toward individuals with disabilities and to increase the awareness of their needs and services.
b. Develop a stakeholders group & work with group to draft & pass a Navajo Guardianship Act that protects the due process rights of adults with disabilities facing guardianships.

6. Government Benefits:
a. Assist individuals with disabilities with understanding and completing the application process for benefits provided by the Social Security Administration.
b. Provide direct representation for 30 individuals with disabilities in their efforts to obtain benefits provided by the Social Security Administration.

7. Housing:
a. Advocate for simplified Navajo and Hopi housing application procedures and policies that accommodate the needs of people with disabilities.
b. Assist five individuals with disabilities in their efforts to obtain public housing, when they have been denied housing or reasonable accommodations because of their disability.

FY 2013, the NADLC served 43 individuals with developmental disabilities.  AIDD funds four more P&As that serve Native American communities.

University Centers for Excellence in Developmental Disabilities 

In FY 2013, AIDD provided funding through discretionary grants awarded to public service units of universities or public or not-for-profit entities associated with universities.  The grants are used to support the operation and administration of the center and additional funds are leveraged to implement the core activities of: 
· interdisciplinary training
· community service (e.g., training, technical assistance, exemplary services)
· research
· information dissemination.

The University Center supports activities that address various issues such as early intervention, competitive integrated employment, community living, and health. 

Several UCEDDs work directly with the Native American community, including the UCEDDs in Arizona, New Mexico, Oklahoma, Alaska, Oregon, Montana, Washington, and South Dakota. 

ACL employs training and technical assistance to help meet and advance ACL’s mission as mandated by both the Older Americans Act and the Developmental Disabilities Act.  Training
and technical assistance can be used when a grantee needs to address an issue it cannot handle 
independently. It may wish to tackle a problem that crosses state lines, or may need assistance to
carry out its work in a manner that is both responsive to the needs of its clients and efficient in its
use of taxpayer dollars. 

Training and technical assistance can take many forms.  TA providers can help build capacity for greater service, provide training to personnel, improve inter-grantee communication, facilitate cross-grantee collaboration, streamline administrative processes, collect information, implement technology advances and provide expert advice in a wide range of areas.  Technical assistance provides a greater ability for ACL and its grantees to meet ongoing needs and sustain progress toward more successful, fulfilling lives for individuals with developmental disabilities.

In the past fiscal year, ACL provided training and technical assistance to each of its grantee programs through contracts with a number of organizations:
· AoA funded the Native American Resource Centers on Aging at the Universities of Alaska, Hawaii and North Dakota.
· AoA funded the National Indigenous Elder Justice Initiative (NIEJI) at the University of North Dakota.
· On-going training and technical assistance provided by both regional and central office staff.
· Monthly Title VI webinars.
· Postings on www.olderindians.aoa.gov.
· The National Title VI Training and Technical Assistance Forums.
· UCEDD Resource Center, implemented by the Association of University Centers on Disabilities (AUCD), which provides technical assistance to UCEDDs.

Funding Provided to Native American Communities 

The Native American (Title VI) Grants are a combination of discretionary and formula grants.  Title VI grants to Native American tribes and Hawaiian Americans require that, like discretionary grants, grantees must submit an application that meets the requirements if they wish to be considered for funding.  A population-based formula is used to distribute the funds available to grantees under this title.  Title VI Part A Grants are awarded to Indian Tribes and Title VI Part B Grants are awarded to Native Hawaiians.  The purpose of these grants is to promote the delivery of supportive and nutrition services to American Indian, Alaska Native and Native Hawaiian elders in order for them to be able to remain healthy, active and independent in their homes and communities as long as possible.  Title VI Part C Grants are for the Native American Caregiver Support Program.  This program provides support for unpaid family members caring for their elders.

The Nutrition Services Incentive Program (NSIP) is another grant program funded under Title III of the OAA, and is also available to Native Americans, Alaska Native, and Native Hawaiian tribal entities.  NISP is an incentive program to encourage and reward effective performance in the efficient delivery of nutritious meals to older individuals.  Tribes can chose to receive NSIP in the form of all cash, all agricultural commodities from the Department of Agriculture, or a combination of cash and agricultural commodities.

In FY2013, ACL was able to offer Title VI programs $1000 funding from Section 119 of the Medicare Improvements for Patients and Providers Act of 2008 (MIPPA).  These awards were granted through a separate application.  The awards were for outreach to elders about benefits available to them through Medicare Part D, the Low Income Subsidy or the Medicare Savings Program.  Each Title VI program coordinated at least one community announcement and at least one outreach event to inform eligible elders about these programs.

In FY 2013 the Older American Act (OAA) awarded more than $31,000,000/year in Title VI grants to 256 organizations serving American Indians, Alaska Natives, and Native Hawaiians in over 400 tribal communities. 

Other Funding Opportunities or Contracts Awarded

In FY 2013 the Older American Act (OAA) Title IV discretionary grants were awarded to the following organizations serving American Indians, Alaska Natives, and Native Hawaiians: 

Three Tribes were funded under the Elder Abuse Prevention/Intervention Program Option Two:  Native American Elder Abuse Prevention Grants to test interventions designed to prevent elder abuse, neglect, and exploitation.  Funding originated from the Prevention and Public Health Fund (PPHF).  This initiative helps to implement the Elder Justice Act, which was enacted as part of the Affordable Care Act.  These prevention projects will draw on existing research and promising practices, while building a stronger evidence base and improving data collection systems that are needed to more effectively address this troubling issue in Tribal communities. 

National Resource Centers on Native American Elders

ACL/AoA 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. 

· National Resource Center for American Indian, Alaska Native and Native Hawaiian Elders
Grantee: University of Alaska, Anchorage
Audience: Alaska Native Elders organizations working with this population, Tribal Councils and Title VI programs in the State of Alaska
Goal:  The goals of this project are to assess the current status of Native Elders in Alaska; develop an understanding of the cultural values that drive expectations and perceived needs for care; document “best, promising and emerging practices” that are in current use; solicit recommendations for community responses to elder abuse, exploitation and violence that are appropriate to Alaska Native cultures; and provide education to medical providers.

· National Resource Center for Native Hawaiian Elders (Hā Kūpuna)
Grantee: University of Hawaii
Audience: Native Hawaiian Elders and family caregivers
Goal:   The center’s goal is to develop and disseminate knowledge on health and long-term care to increase and improve the delivery of services to Native Hawaiian elders and their family caregivers.

· National Resource Center on Native American Aging
Grantee: University of North Dakota
Audience: Tribes, community-based and other organizations who deal directly with American Indians, Alaska Natives and Native Hawaiians in their communities.
Goal:  The goal of the program is to improve the quality of life for Native elders through research, training, and technical assistance.  UND seeks to identify and increase awareness of evolving Native elder health and social issues and to empower Native people to develop community based solutions to meet their most pressing needs. 
· National Center on Elder Abuse 
[bookmark: _Toc425500674][bookmark: _Toc430620496][bookmark: _Toc440014326][bookmark: _Toc403987923]Grantee: University of North Dakota School of Medicine and Health Sciences
[bookmark: _Toc425500675][bookmark: _Toc430620497][bookmark: _Toc440014327]
Audience: Tribes, care providers, stakeholders, law enforcement
[bookmark: _Toc403987924][bookmark: _Toc425500676][bookmark: _Toc430620498][bookmark: _Toc440014328]Goal:  The National Indigenous Elder Justice Initiative (NIEJI) was created to address the lack of culturally appropriate information and community education materials on elder abuse, neglect and exploitation in Indian Country.  Some of the undertakings of the initiative include:
· Establishment of a resource center on elder abuse to assist tribes in addressing indigenous elder abuse, neglect, and exploitation;
· Identification and making available existing literature, resources and tribal codes that address indigenous elder abuse; and
· Developing and disseminating culturally appropriate and responsive resources for use by tribes, care providers, law enforcement and other stakeholders.  

These programs, technical assistance and supports, although limited, work together with Tribes to improve the quality of life for American Indians.  We are working collaboratively with CMS and IHS to broaden our impact and to positively influence the overall health and well-being of our elders and persons with disabilities.



[bookmark: _Toc430620499][bookmark: _Toc440014329]Agency for Healthcare Research and Quality (AHRQ)
 (
Agency for Healthcare Research and Quality, 
an Operating Division of the
Department of Health and Human Services
http://www.ahrq.gov
) (
Agency for Healthcare Research and Quality, 
an Operating Division of the
Department of Health and Human Services
http://www.ahrq.gov
) (
Agency for Healthcare Research and Quality, 
an Operating Division of the
Department of Health and Human Services
http://www.ahrq.gov
) (
Agency for Healthcare Research and Quality, 
an Operating Division of the
Department of Health and Human Services
http://www.ahrq.gov
) (
Agency for Healthcare Research and Quality, 
an Operating Division of the
Department of Health and Human Services
http://www.ahrq.gov
)The mission of the Agency for Healthcare Research and Quality (AHRQ) is to improve the quality, safety, efficiency, and effectiveness of health care for all Americans.  The Agency works to fulfill this mission through health services research.  Health services research examines how people get access to health care, how much care costs, and what happens to patients as a result of the care they receive.  The principal goals of health services research are to identify the most effective ways to organize, manage, finance, and deliver high quality care, reduce medical errors, and improve patient safety.  AHRQ conducts and supports health services research, both within AHRQ as well as in leading academic institutions, hospitals, physicians’ offices, health care systems, and many other settings across the country.

Social and Economic Conditions of Native American Communities 
In FY 2013, AHRQ continued support for numerous efforts that focus on American Indian/Alaska (AI/AN) Native populations.  Among those were three that focused on improving health care data for AI/AN.  These efforts are identified below. 
 
· AHRQ is represented in CMS's "From Coverage to Care Roadmap" Initiative to promote ACA enrollment and effective utilization of healthcare services.  A pilot study was conducted in Native American communities around the country.   

· AHRQ assembled and shared the most relevant resources to assist consumers make the most of the health care experience, and assist newly enrolled members under the ACA to effectively utilize preventive services, find a usual source of care, and improve patient/provider communication.

· To date, CMS has included AHRQ materials in English and Spanish as part of the training curriculum for ACA Navigators during the Health Exchanges enrollment phase, and more recently on the Coverage to Care  Roadmap pilot demonstration initiative, including:
· Care Planning (costs of health care, how to choose a healthcare provider, and preventing errors), 
· Patient Involvement (get involved in your health care,  and  learn what questions to ask your doctor, “Questions are the Answer Campaign”), 
· Diagnosis and Treatment (Information for Patients and Consumers about getting diagnosed, having surgery, taking medications, following-up on treatments, and using hospitals and clinics)

· In addition, AHRQ is supporting the following projects to improve health care data on AI/AN:
Improving Data and Enhancing Access (#R01 HS19972):  
Summary:  Using the most complete roster of Northwest AIs/ANs available, this project of the Northwest Portland Area Indian Health Board is conducting record linkages with an array of health-related data systems in a three state region to identify and, in some cases, augment racial misclassification and improve disease/mortality estimates.  Thus far, the project has: 
· Identified racial misclassification in hospital discharge systems (Oregon and Washington), cancer registries (three states), death certificates (three states), Medicaid (Oregon), STD/HIV/CD (Oregon and Idaho), childhood blood lead registry (Oregon), and trauma registries (Washington and Idaho); 
· Engaged in meaningful discussion with state data managers about race data quality and usefulness of their surveillance systems for minority health assessment; several partners have implemented rules to correct race classification of AI/AN people based on linkage findings.  Completed a first series of local-level data reports for Northwest tribes; 
· Completed assessment of the Northwest Tribal Registry linkage dataset; and 
· Greatly improved collaboration between the Tribal Epidemiology Center and the Departments of Health in Idaho, Oregon, and Washington. 

The team focused on the generation of tribal-level health profile reports, disseminating results and developing concrete methods by which other states and Tribal Epidemiology Centers can implement similar programs.

New Mexico Race and Ethnicity Data (#R01 HS20033): 
The New Mexico Department of Health is improving the quality of race and ethnicity data in hospital discharge and emergency department databases by revising the New Mexico administrative code to mandate race, ethnicity, and tribal identifier data reporting.  Specific goals include: improving patient race and ethnicity data in the New Mexico Hospital Inpatient Discharge Data; collecting tribal identifier data and establishing methods and procedures for tribal identifiers as a model for other states; evaluating the quality of race and ethnicity data; and sharing methods, tools, and procedures with other states.  The project has: 
· Changed state regulations to align with 1997 U.S.  Office of Management and Budget standards; 
· Developed a systematic method to identify and target institutional factors influencing data collection; and 
· Increased awareness of the need to improve data quality at the hospital level through presentations and webinars.
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)The Centers for Disease Control and Prevention (CDC[footnoteRef:5]) works 24/7 to protect America from health, safety, and security threats, both foreign and in the United States.  Whether diseases start at home or abroad, are chronic or acute, curable or preventable, human error or deliberate attack, CDC fights disease and supports communities and citizens to do the same. [5:  References to CDC also include ATSDR.] 


CDC increases the health security of our nation.  As the nation’s health protection agency, CDC saves lives and protects people from health threats.  To accomplish its mission, CDC conducts critical science and provides health information that protects our nation against expensive and dangerous health threats, and responds when these arise.

Social and Economic Conditions of Native American Communities 

American Indians/Alaska Natives (AI/ANs) have a unique relationship with the federal government due to historic conflict and subsequent treaties.  Tribes exist as sovereign entities, but federally recognized tribes are entitled to health and educational services provided by the federal government. 

Although the Indian Health Service (IHS) is charged with serving the health needs of these populations, more than half of AI/ANs do not permanently reside on a reservation and therefore have limited or no access to IHS services.  Geographic isolation, economic factors, and suspicion toward traditional spiritual beliefs are some of the reasons why health among AI/ANs is poorer than among other groups.  Other factors that contribute to poorer health outcomes for AI/ANs include cultural barriers, geographic isolation, inadequate sewage disposal, and economic factors.

Support Provided to Native American Communities[footnoteRef:6]In FY 2013, more than $55.7 million in total funds were awarded through grants and cooperative agreements to Native American communities, including AI/AN tribes and Native American (including Native Hawaiian and Pacific Islander) serving institutions.    [6:  CDC has implemented a new, financially rigorous approach that delivers greater accuracy and richness of data.  As a result, dollar amounts reported in prior-year submissions may differ from those found here because they were derived from a manual, rather than a financial system, approach.] 


In FY 2013, more than $41.7 million in total funds were awarded through contracts to Native American communities, including AI/AN tribes and Native American (including Native Hawaiian and Pacific Islander) corporations or firms. 

CDC provides extensive technical assistance to the public, including Native Americans, to fulfill its mission.  Highlights of such activities can be found in the next section, which also includes select descriptions of contracts, grants, in-kind contributions, and cooperative agreements.  In many cases, due to the nature of cooperative agreements, support and technical assistance are intertwined. 

Capacity Building, Support, and Performance Improvement

Tribal Public Health Capacity Building and Quality Improvement  
Under this new, five-year cooperative agreement, FOA OT13-1303, which began in FY 2013 and provides funding for six tribes and Native-serving organizations, activities will focus on strengthening and improving the infrastructure and performance of tribal public health agencies and tribal health systems through capacity building and quality improvement.  To reduce health concerns within AI/AN populations, Priority Area 1 awardees (Bad River Band of Lake Superior Tribe of Chippewa Indians, Inter-Tribal Council of Michigan, Pascua Yaqui Tribe, Kalispel Tribe of Indians, and Toiyabe Indian Health Project) will develop disease interventions, strengthen and build organizational infrastructure, and cultivate community partnerships.  The Priority Area 2 awardee (Native American Cancer Research Corporation) will conduct monitoring and evaluation for all Priority Area 1 awardees for quality improvement and disseminate lessons learned. 

Tribal Public Health Workgroup 
Under this new, five-year umbrella cooperative agreement, FOA OT13-1302, which began in FY 2013, the National Indian Health Board (NIHB) has been funded to coordinate a tribal public health workgroup to provide subject matter expertise and advice to the Tribal Advisory Committee and CDC.  NIHB is preparing its continuation application for budget year 2, which started July 1, 2014. 

Building Capacity of the Public Health System to Improve Population Health through National, Non-Profit Organizations 
Under this new, five-year umbrella cooperative agreement, FOA OT13-1302, which began in FY 2013, the Association of American Indian Physicians (AAIP) will complete several capacity-building projects affecting AI/AN tribes and people.  These initiatives include Native Specimens Policy Consultation; Compendium of Evidence-Based Intervention Success Stories from Indian Country; Data into Action Training—101 for Tribes/Urban Indian Programs in How to Access and Utilize Available Data for Local Level Public Health Action; Native Public Health Courses for Schools of Medicine; and Tribal Grant Writing Training—Enhancement, Evaluation, and Promotion. AAIP is preparing its continuation application for budget year 2, which started July 1, 2014.  

Public Health Associate Program (PHAP) 
PHAP, managed by OSTLTS, is designed to identify future public health professionals with undergraduate or graduate degrees and a passion for public service and public health. Throughout the two-year program, associates receive training and experiential learning in public health settings that serve as a foundation for potential public health careers.  There are four PHAP associates currently serving in tribal (2) and tribal-serving organizations (2).

Public Health Law 101: National Indian Health Board Public Health Summit Presentation 
On June 18, 2013, PHLP presented “Public Health Law 101” at the National Indian Health Board Public Health Summit and highlighted examples of tribal public health law relating to the 10 great public health achievements of the 20th century. PHLP also gave an overview of a tribal technical assistance request PHLP received on tribal hunting and fishing rights. 

Tribal Specimens Policy Memo 
PHLP received a technical assistance request to explore the legal landscape pertaining to the collection, use, storage, disposal, and return of tribal laboratory specimens to be used in the development of a CDC model policy on the issue. 

Accreditation Support Initiative 
· The Eastern Band of Cherokee completed two of three accreditation prerequisites: a first-ever tribal health assessment and an agency strategic plan. 
· The Ponca Tribe of Nebraska received funding to 1) develop a mechanism for TribalTrack communications; 2) train content area experts to use TribalTrack with tribal health departments; 3) complete outreach sessions and train 17 tribal health department representatives; and 4) modify and deliver an assessment tool to capture tribal health department education needs. 
· The Intertribal Council of Arizona, Inc. increased the accreditation readiness of tribal health departments in Arizona, Utah, and Nevada by providing a readiness and technical assistance needs assessment, an accreditation readiness workshop series, and a tribal stakeholders roundtable. 

National Public Health Improvement Initiative (NPHII) 
A total of $7,240,348, over three years, has been awarded to eight tribal governments and organizations funded through NPHII that support approximately 250 federally recognized tribes. In the third year, seven tribal governments or organizations were funded (four tribes and three tribal organizations). 
· Alaska Native Tribal Health Consortium (ANTHC), Division of Community Health Services is collaborating with the state of Alaska on a statewide health assessment—the Healthy Alaskans 2020 (HA2020) initiative—and actively participates in the initiative’s working groups and advisory team.  The HA2020 advisory team has used a variety of technological solutions (including instant polling systems, SharePoint, and Adobe Connect interactive meetings) to overcome travel and funding obstacles and large geographical dispersion.  An online survey tool was deployed to obtain community of interest input on leading health indicators (LHIs) for HA2020, with two surveys capturing more than 3,300 respondents.  These helped generate a list of HA2020 LHIs, target measures, and evidence-based strategies to meet LHIs and ultimately a HA2020 report for dissemination and posting online.  ANTHC participates in the State of Alaska Indicator-Based Information System for Public Health, providing input on the development of performance tracking for HA2020 indicators. Additionally, the Healthy Alaskans 2010—Health Status Progress Report of Leading Health Indicators was completed in January 2013.  ANTHC has also performed an organizational self-assessment to determine conformity with national public health standards.  ANTHC continues working in the area of tobacco cessation, increasing referrals and services to reduce tobacco use among Alaska Natives.  ANTHC is also expanding dissemination of Alaska Native health status information through the Alaska Native Epidemiology Center data website. 
· American Samoa established an Evidence-Based Practices Advisory Group and completed the first-ever inventory of evidence-based practices in use by the Department of Health.  Pilot projects are under way to increase the use of evidence-based practices in the diabetes prevention, tobacco cessation, and immunization programs.  The Department of Health made progress toward completing a community health assessment and a health department strategic plan. 
· Cherokee Nation (CN) Health Services was able to hire a surveillance coordinator and complete the tribal health assessment, tribal health improvement plan, and tribal strategic plan.  CN submitted its application to the Public Health Accreditation Board (PHAB) in May 2013. The first-ever “State of the Nation” health report is available on CN’s new public health website, www.cherokeepublichealth.org. 
· Commonwealth of the Northern Mariana Islands (CNMI) developed and adopted a corporate quality and performance management charter encompassing both the hospital and public health to lead to improved health outcomes via an integrated approach.  The new Corporate Quality and Performance Management Office works with the hospital as well as with the public health and infection control units.  The office is responsible for quality management, prevention, compliance, and utilization review (including discharge-planning programs).  Health information technology assessment efforts are also improving data capture and contributing to the integration of public health and health care in CNMI. 
· Federated States of Micronesia (FSM) adopted a Laboratory Information System and has been implementing it across all four states (Yap, Chuuk, Pohnpei and Kosrae), with the goal of reducing turnaround time for laboratory samples from seven days to two days or less.  The FSM Department of Health and Social Affairs has also been providing training on the Ten Essential Public Health Services to health department staff in all states and hosted a Performance Management Institute in the capital.  $5,000 was awarded to each of four state health departments to implement a quality improvement project. 
· Gila River Indian Community (GRIC) is transitioning from a manual disease surveillance system to an electronic system, which is expected to result in reduced staff time required for data entry and more accurate reports.  GRIC has also begun developing standardized protocols for disease investigation and follow up. 
· Guam completed a PHAB self-assessment, an organizational self-assessment, and a Human Resources for Health assessment to identify public health workforce training needs. Guam also drafted a territorial health assessment.  Opportunities for performance and quality improvement projects were identified in several categorical programs and are currently under way. 
· The Hawaii Department of Health partnered with the Healthcare Association of Hawaii to complete a statewide and four-county community health assessment.  A total of 223 staff members were trained on design thinking, cultural competency, and Public Health 101.  Hawaii Department of Health staff members regularly visit the Pacific Island jurisdictions to discuss vital records issues, including ongoing cause of death training. The Hawaii Department of Health implemented a high-performance, high-capacity virtualized server (VS) system.  The VS system has allowed the state to eliminate a number of redundant server systems, which has saved maintenance costs and reduced the need to purchase new servers while reducing IT staff workload.  The Hawaii Department of Health has reserved space in the VS for the Pacific Island jurisdictions of American Samoa, CNMI, and Guam to use the Hawaii Department of Health as a back-up and/or remote location for their vital records data systems.  In September 2013, the Hawaii Department of Health hosted the first NPHII Western Regional Symposium.  The idea was to have peer-to-peer training with experienced performance improvement managers (PIMs) from the mainland to assist PIMs from Hawaii and the Pacific Islands who were just starting on the journey of quality improvement, performance management, and accreditation. In addition to the PIMs, representatives from the Association of State and Territorial Health Officials (ASTHO), PHAB, and the National Association of County and City Health Officials (NACCHO) gave presentations about the technical services their programs could offer. NACCHO also provided training on the Mobilizing Action through Planning and Partnerships process.  PIMs and staff members from Hawaii, Federated States of Micronesia, Guam, Palau, American Samoa, and Republic of the Marshall Islands, Utah, Washington, California, Alaska, and Idaho attended. 
· Mille Lacs Band of Ojibwe Public Health Department (MLBO) is completing a tribal health assessment and has begun using software to track clinical services that are provided.  By using the software, MLBO decreased the amount of staff time spent on case management and reduced duplication of services.  MLBO has also been developing emergency preparedness and response policies and procedures for the health department. 
· Montana Wyoming Tribal Leaders Council (MWTLC) is helping to strengthen tribal public health capacity by supporting the development of health codes on each reservation in Montana and Wyoming.  A model health code has been developed for use by tribes, and nine of ten tribes have each formed teams for overseeing development and implementation of health codes.  MWTLC staff members and consultants have also collaborated with Montana and Wyoming tribal health departments in conducting a feasibility study on workforce improvement, showing the continued need for workforce development and workspace improvement. They are also working towards the implementation of the PHAB assessment among all tribes. Seven tribes are participating in updating their National Public Health Performance Standards Program Local/Governance assessment tools, conforming to the PHAB Standards.  A total of $160,000 in mini-grants were distributed to eight area tribes for capacity building towards accreditation.  MWTLC has also completed and disseminated baseline tribe-specific community health profiles for Montana and Wyoming tribes (2006–2009) and is beginning data collection, cleaning, and analysis for the next report in 2014/2015 (2010–2013).  MWTLC has a long-term goal of developing a final lessons learned document to disseminate among all Montana and Wyoming tribes, other American Indian tribes, and funding agencies. 
· Navajo Nation Division of Health (NNDOH) developed a standardized protocol for sharps disposal in the HIV clinic.  NNDOH has also succeeded in decreasing the amount of time required to classify new positions before personnel can be hired, developed a quality improvement plan, and made progress toward transitioning from a division to a department of public health within the Navajo Nation government. 
· Northwest Portland Area Indian Health Board (NPAIHB) provides culturally competent training and technical assistance to 43 member tribes in support of the development, implementation, and completion of tribal community health assessments, health improvement plans, and agency strategic plans.  NPAIHB continues to offer public health accreditation training and disbursed $90,000 in mini-grants to nine area tribes to support tribal health departments working on accreditation-readiness activities and quality improvement projects.  Technical assistance on PHAB standards and lean management principles is also offered to support performance management.  NPAIHB maintains cross-jurisdictional partnerships with the Idaho, Oregon, and Washington PIMs, as well as the Northwest Center for Public Health Practice, and participates regularly in tribal, board, national, and regional network steering committee meetings. 
· Pacific Islands Health Officers’ Association (PIHOA) serves as the bona fide agent for American Samoa, Commonwealth of the Northern Mariana Islands, Guam, the Republic of the Marshall Islands, and the Republic of Palau.  PIHOA hosts a quality improvement/quality assurance/performance management workgroup for its member states and provides technical assistance and training on quality improvement, community health assessment/improvement planning, and health information technology. 
· Republic of the Marshall Islands established a performance management office, decreased wait times in outpatient clinics by adopting an appointment scheduling system, and began using an electronic form for vital records information from the main hospital that increased on-time submissions from 20 percent to 80 percent.  
· Republic of Palau continued working to update all policies and procedures maintained by the health department and began working on a community health assessment. 

Infectious Diseases

CDC/IHS AI/AN Health Analyses Collaborations 
Ongoing epidemiologic/analytical collaborative projects with IHS, Alaska Native Tribal Health Consortium (ANTHC), CDC Arctic Investigations Program, other agencies and CDC divisions to detect and describe disease burden and health disparities for overall and specific infectious diseases among the AI/AN population.  Analyses provide information for developing prevention strategies, vaccination policies, and reducing health disparities related to infectious diseases. Findings increase awareness of specific infectious diseases and highlight disease, person, and geographic target areas to further investigate health disparities.  For example, the identification of disparities in lower respiratory tract infections among Alaska Native children led to more in-depth respiratory studies and educational efforts to reduce disease among young children in Alaska.  Highlights of relevant FY 2013 accomplishments are described below. 
· Infectious diseases: An analysis of overall and specific infectious disease hospitalizations among the AI/AN infant population was conducted using IHS data to determine recent infectious disease hospitalization rates, high-risk diseases, and high-risk areas.  The goal of the analysis was to focus further study and prevention measures to reduce infectious diseases in the AI/AN population.  The findings were presented at the International Meeting on Indigenous Child Health. In addition, an analysis of overall and specific infectious disease hospitalizations among the Alaska Native population was conducted to determine recent infectious disease hospitalization rates, high-risk diseases, and high-risks areas to focus further study and prevention measures for the reduction of infectious diseases in Alaska Native communities.  The findings were presented at the International Congress on Circumpolar Health and are now published. 
· IHS/National Death Index Linkage Project: CDC served as a committee member on the Project and as an investigator on studies analyzing deaths among AI/AN infants and infectious diseases among all AI/AN deaths.  The studies used a newly created death dataset with IHS AI/AN race-corrected data, which allowed for more accurate calculation of death rates among AI/AN people. Health disparities were examined by comparing death rates for non-Hispanic AI/ANs with those for non-Hispanic whites.  Studies on infectious diseases mortality and infant mortality were completed and accepted for publication; the infant mortality findings were presented at the American Public Health Association annual meeting. 
· Molluscum contagiosum virus (MCV): A case/control study was analyzed to describe the epidemiology and identify risk factors contributing to the high incidence of MCV among children in two specific AI/AN communities.  This work will help target outreach and education activities, with the long-term goal of reducing disease incidence in these communities. A presentation of a description of MCV cases in the communities was given at the Native Health Research Conference. A paper is ready to be submitted for publication. 
· Dog bite injuries and rabies: 1) AI/AN hospitalizations and outpatient visits for dog bite injuries, with a focus on effect related to tick-borne diseases and rabies, were analyzed.  Dog bites were found to be a significant public health threat among AI/AN children living in the Alaska, Southwest, and Northern Plains West regions, which indicate that enhanced animal control and education efforts should reduce dog bite injuries and emerging infectious diseases. An analysis of the occurrence of rabies prophylaxis in the Navajo Nation was conducted.  The analysis also included dog and cat bites, cat scratches, and exposure to rabies virus. The findings will be prepared for publication.
· Encephalitis: A study of encephalitis-associated hospitalizations was conducted to describe the trend and occurrence of specified and unspecified encephalitis.  A paper describing the findings has been submitted for publication. 
· Neurologic diseases: Analysis of mortality data for AI/ANs with prion disease as a cause of death is being conducted on an ongoing basis.  Current data are used to determine the occurrence of the disease among this population, including in chronic wasting disease endemic areas for presentation at Prion conference.  In addition, an analysis of amyotrophic lateral sclerosis (ALS)-associated IHS inpatient and outpatient patient-based data was conducted to describe occurrence of ALS among AI/AN people.  A paper on ALS was published. An analysis was also performed on the occurrence of Parkinson’s disease in the Navajo Nation, and a draft of a paper was completed for publication. 
· Respiratory diseases: An analysis of lower respiratory tract infection and respiratory syncytial virus-associated hospitalizations among AI/AN children under age 3 years was conducted to describe trends and high-risk areas for presentation and publication.  CDC participated in a study of non-cystic fibrosis chronic suppurative lung disease/bronchiectasis-related occurrence and risk factors among indigenous children in Australia, New Zealand, and Alaska.  The first study paper was published and the second paper has been prepared for clearance. A study of asthma-associated hospitalizations among AI/AN people was also conducted to describe the recent occurrence of asthma among AI/AN children and to identify high-risk groups.  A draft paper has been prepared for clearance. Finally, an analysis of influenza hospitalizations among AI/AN people was conducted to describe the occurrence during seasonal periods over time in comparison with a select US population.  The analysis was completed, and a paper has been prepared for publication. 
· Varicella: An analysis of varicella-associated hospitalizations among AI/ANs was completed. The findings were presented at the International Meeting on Indigenous Child Health and published. 
· Vitamin D deficiency: An analysis of inpatient and outpatient visit data was conducted to examine the occurrence of vitamin D deficiency among AI/AN children.  A case-control study was completed to describe factors involved among AN children. A draft of a paper for publication is prepared. 
· Diabetes: CDC assisted in a chart review analysis of diabetes-coded inpatient and outpatient visits among the AI/AN population.  A paper summarizing the findings was submitted for publication. 
· HPV/warts: A protocol was developed for a collaborative study of HPV-associated hospitalizations among AI/AN people.  Evaluation of National Patient Information Reporting System HPV-related immunization data is being conducted with CDC/IHS immunization staff. 
· STD adverse outcomes: Inpatient and outpatient visit analysis on select adverse events was provided.  A detailed study of ectopic pregnancies using these data was completed to examine the occurrence.  Consultation and requests for specific IHS inpatient/outpatient visit analysis for specific diseases are conducted as appropriate. 

Hansen’s Disease Training and Education and Surveillance System Development 
During FY 2013, through a partnership between CDC, the National Hansen’s Disease Program, and the Western Pacific Region Office’s Bacterial Special Pathogens Branch (BSPB) trained more than 300 healthcare workers in the US-affiliated Pacific Islands on Hansen’s disease diagnosis, treatment, complications, and surveillance and reporting.  In addition, BSPB developed, and conducted training on, a Hansen’s disease electronic surveillance and patient information system, which has been deployed to all six US-affiliated Pacific Island jurisdictions and has been in use in these jurisdictions since August 2013. 

Routine Testing for Leptospirosis Diagnosis and Isolate Characterization, Hawaii State Public Health Laboratory 
CDC tests serum specimens using microscopic agglutination testing for leptospirosis confirmation in human patients from Hawaii and characterizes Leptospira isolates using pulsed-field gel electrophoresis and/or multi-locus sequence typing. 

Proficiency Testing for IgM Antibodies against Leptospira, Hawaii State Public Health Laboratory 
Hawaii State Public Health laboratory shares serum specimens with CDC twice a year to fulfill Clinical Laboratory Improvement Amendment requirements for proficiency testing for leptospirosis screening in humans. 

Routine Testing During Dengue Outbreaks, Yap, Micronesia 
CDC tested a large number of samples from humans in Yap, Micronesia, for evidence of leptospirosis during dengue outbreaks. 

Molecular Sub-typing of Burkholderia pseudomallei 
BSPB has an active collaboration with researchers at the University of Hawaii. The collaboration focuses on improving the molecular sub-typing of Burkholderia pseudomallei, the bacteria that cause the disease melioidosis, which naturally occurs in many tropical areas, including many South Pacific islands.  The ability to more rapidly detect and characterize B. pseudomallei will better inform authorities in making appropriate public health decisions. 

Melioidosis Investigation, Yap, Micronesia 
BSPB has assisted in the characterization of Burkholderia pseudomallei isolates from the island of Yap in Micronesia, which were routed to CDC via Guam.  The isolates were associated with three cases of melioidosis.  CDC also provided serological testing for people associated with these cases. These bacteria appear to be endemic to this area and may pose an emerging threat to the Pacific Islanders in this region. 

Arctic Investigations Program 
The mission of the Arctic Investigations Program (AIP) is to prevent infectious diseases in people of the Arctic and Subarctic regions, with particular emphasis on the health of indigenous populations.  AIP coordinates disease surveillance and operates one of only two Laboratory Response Network labs in Alaska.  Highlights of AIP’s FY 2013 accomplishments are described below. 
· Sanitation services and infectious disease risk in rural Alaska: AIP assessed increased infectious disease risk due to lack of in-home sanitation services.  These studies have been used to advocate for increased funding for water and sanitation services in Alaska.
· Response to emergence of replacement pneumococcal disease in Alaska Native infants: AIP supported introduction of a new pneumococcal vaccine, PCV 13, in southwest Alaska.  Usage results clarified that it provides protection for up to 75 percent of serious pneumococcal illnesses.  Since routine use of this vaccine began in 2010, rates of serious pneumococcal infections have decreased in rural Alaska Native children. 
· High rates of pediatric dental caries in Alaska Native children: Dental caries among Alaska Native children represent a substantial and long-standing health disparity.  Results of an AIP investigation concluded that pediatric dental caries are approximately five times more common in the region than for the general US childhood population. NCEZID’s Division of Preparedness and Emerging Infections, along with two Alaska Native tribal health organizations, conducted a cost-effectiveness study of caries prevention strategies.  AIP is also evaluating a caries surveillance system using electronic health records in collaboration with a tribal health organization in southwest Alaska.
· Support for Alaska Native health research: AIP promotes research activities by tribal health organizations and supports AI/AN health researchers. 
· Responding to pandemic H1N1 influenza in AI/AN populations: AIP has been addressing the increased influenza mortality among AI/AN people by leading a five-state investigation into risk factors for influenza-related death.  Risk factors included older age, prior medical conditions, delayed start of anti-viral medication, decreased access to care, and smoking.  AI/AN race was not an independent risk factor for death. Among AI/AN persons, the risk factors for death were pre-existing medical conditions, obesity, and smoking.  A report is circulating among tribal groups and agencies for approval prior to submission for publication in 2014. 
· Skin and soft tissue infections in rural Alaska: In 2012, the Yukon Kuskokwim Health Corporation, a tribal health organization in southwest Alaska, requested CDC assistance through an Epi-Aid mechanism to improve prevention and control of skin and soft tissue infections caused by methicillin-resistant Staphylococcus aureus.  AIP responded with a three-week field investigation in the villages with the highest rates of infection.  The results of a knowledge, attitudes, and behaviors survey are being used to develop a pilot intervention for 2014. 

Partnerships for Prevention of Rocky Mountain Spotted Fever on Tribal Lands 
Rocky Mountain Spotted Fever (RMSF) is a serious and potentially fatal disease that appeared on Arizona tribal lands in the last decade, infecting more than 250 tribal residents, and causing the deaths of 20 residents since 2003.  Epidemic transmission of RMSF is linked to the brown dog tick and free-roaming dog populations on Arizona reservations and some parts of northern Mexico.  Preventing RMSF and tick bites is an important goal for Arizona tribal communities, and understanding and preventing the spread of infection to new areas is an important goal for state and federal partners.  During FY 2013, the Rickettsial Zoonoses Branch (RZB) participated in an RMSF state partners planning meeting, held November 9, 2012, in Camp Verde, Arizona. Outcomes of the meeting included providing partner updates on progress toward RMSF control in the region, sharing new scientific findings related to RMSF, and the start of development of a framework for a statewide model RMSF control plan.  During 2013, RZB assisted with surveillance for RMSF on tribal lands by providing laboratory support to test canine blood specimens collected during some routine tribal rabies clinics for RMSF. Testing showed that several tribes (Colorado River Indian Tribes, Salt River Indian Community, Havasupai, Yavapai Apache) had little evidence of RMSF circulating among reservation dogs, but that another tribe (San Carlos Apache) continued to have evidence of RMSF in dogs.  RZB participated in monthly planning and data-sharing calls with three tribal RMSF Task Forces (San Carlos Apache Tribe, White Mountain Apache Tribe, Tohono O’odham Nation).  During 2013, RZB provided RMSF continuing medical education to healthcare providers serving Navajo Nation and consulted on methods to improve tribal surveillance methods.  The project, which began in 2003, is ongoing.

The RMSF Rodeo: A Demonstration Prevention Project on the San Carlos Apache Reservation, 2012–2013 
The RMSF Rodeo began in 2012 as a pilot tick prevention project with the San Carlos Apache Tribe. A collaborative project involving NCEZID, NCEH, tribal staff, the state of Arizona, USDA, and various private donors, the RMSF Rodeo aimed to improve human health and reduce human RMSF on the reservation by improving the health of community dogs.  The project delivered appropriately timed and integrated pet care and tick control techniques to participating homes, including: (1) placing a long-acting tick collar on all dogs; (2) treating every house in the project area once a month for four months with a tick-killing pesticide product; (3) creating a dog licensing and traditional collaring program to track dogs in the neighborhood; (4) providing free stakes and tethers to encourage owners to reduce pet dog roaming; and (5) providing free spay or neuter services to promote dog population control. The first year of the project (2012) was highly successful and reduced tick infestations to less than 1 percent of dogs, compared with 63 percent of dogs with ticks in non-project areas. In year 2 of the RMSF Rodeo project (2013), the project attempted sustained tick control using long-acting tick collars alone.  Tick counts were sustained at low levels (less than three percent) in the project community. As a result of this successful pilot, the San Carlos reservation expanded strategies of the RMSF Rodeo reservation wide in 2013 and achieved a 50 percent reduction in tick counts.  Two other tribes (White Mountain Apache and Tohono O’odham) are considering using strategies from the RMSF Rodeo during 2014. 

Evaluating the Possible Effects of Doxycycline on Developing Teeth when Prescribed for Suspected RMSF 
Doxycycline is recommended by both CDC and the American Academy of Pediatrics as the treatment of choice for suspected RMSF in patients of all age.  Although older tetracyclines cause staining of permanent teeth when administered to children under the age of eight, doxycycline is a newer antibiotic in this class and has not been shown to stain teeth.  Despite lack of evidence, the current FDA warning label for doxycycline states that it should not be used in children under the age of 8 years due to possible staining of developing permanent teeth.  The current label likely contributes to increased mortality from rickettsial infections among pediatric patients by encouraging healthcare provider avoidance.  More than two-thirds of US healthcare providers said they would not use doxycycline to treat suspected RMSF in kids younger than eight years old.  The rickettsial case fatality rate among US children aged 09 years is six times higher than that for adults.  On Fort Apache, RMSF is a significant public health issue, and suspected RMSF patients of all ages are routinely treated with doxycycline.  The teeth of White Mountain children aged 8 to 16 years who had received doxycycline before age 8 and who now had permanent teeth erupted were examined during 2013.  Children were examined with a parent’s permission, and examinations were conducted by licensed dentists in school settings.  No evidence of dental staining was observed in the permanent teeth of more than 75 children who had received doxycycline during the years of tooth development.  Furthermore, there was no significant difference in tooth color between children who received doxycycline and those who did not.  These results may be used in future clinical education campaigns and to seek changes in the FDA label for doxycycline.  This project is ongoing. 

Surveillance, Epidemiology, and Laboratory Support

Considerations for Managing Laboratory Specimens from Native Americans 
Leaders from CSELS and OSTLTS presented “Considerations for Managing Laboratory Specimens” to the CDC Tribal Advisory Committee during its February 2013 meeting, giving an overview of CDC’s approach for addressing policy considerations specific to Native American specimens. 

Epi-Aid 2013-018: Tuberculosis Outbreak among American Indians (North Dakota) 
In October 2012, cases from a tuberculosis outbreak began appearing among American Indians in Grand Forks County, North Dakota.  Risk factors identified include homelessness, incarceration in a local jail, and substance use. This Epi-Aid provided recommendations for tuberculosis control and prevention in this population. 

Epi-Aid 2013-035: Group A Streptococcal Disease among Navajo Nation Citizens of Apache County, Arizona 
During January 8–February 23, 2013, six laboratory-confirmed invasive Group A Streptococcal (iGAS) infections and one suspected iGAS infection were identified among Navajo Nation citizens who sought care at a single IHS facility in Chinle, Arizona, which serves approximately 45,000 persons.  A two-week Epi-Aid investigation was conducted in March 2013. The Epi-Aid team assisted the Navajo Epidemiology Center (NEC) and IHS/Chinle staff with identifying persons infected with iGAS, evaluating current iGAS surveillance and procedures, determining epidemiological or microbiological links between cases, developing prevention and control measures, and assisting the NEC and public health nurses with communication messages concerning iGAS infections.  The team documented a two–three-fold increase in iGAS infections compared with similar months in previous years.  However, no significant epidemiological or microbiological links were identified that would suggest a common source or sources. 

Epi-Aid 2013-57: Healthful Nutrition in Navajo Nation Stores 
Leadership in the Navajo Nation is growing increasingly concerned about the rise of obesity among the youth and adult Navajo Indian populations, and comprehensive information about the nutritional quality of food sources in the region is scarce.  An Epi-Aid investigation was conducted in July 2013 in Window Rock, Arizona, to assist the Navajo Division of Health with a baseline assessment of the nutrition environment in grocery and convenience stores across the Navajo Nation, and to evaluate risk factors associated with poor nutrition and obesity in this population.  In addition, the Navajo Nation plans to create policy and wellness changes to address the rising obesity concern. 

Epi-Aid 2013-077: Rapid Assessment of Emergency Tick Prevention Efforts on the San Carlos Apache Reservation Following an Epidemic of RMSF 
RMSF is a severe and potentially fatal tick-borne bacterial disease that has recently emerged as a significant public health threat on some tribal lands in Arizona.  The public health problem posed by RMSF is amplified by dog overpopulation and a lack of veterinary support and animal control programs.  Since 2003, human RMSF cases have been reported in six reservations, with over 250 human cases and 19 deaths.  A significant proportion of these cases have occurred on the San Carlos Apache Reservation in eastern Arizona. The objective of this Epi-Aid was to inform and strengthen RMSF control measures on the San Carlos Apache reservation.  Team members from CDC, USDA, IHS, and the Arizona Department of Health Services conducted about 650 home visits and 400 surveys assessing tick activity and attitudes and acceptance of tick control measures around the reservation.  Within the intervention area, ticks were observed on only 2 percent of dogs, while outside the intervention area, ticks were observed on 33 percent of dogs, significantly lower than previously measured, but still above the target of  less than 10 percent.  Preliminary results were provided to the tribe in early October and were presented at a state RMSF partners meeting held December 3–5, 2013. 

EIS Officer Placed at the Northwest Tribal Epidemiology Center 
The Epidemic Intelligence Service (EIS) matched an EIS officer to a newly-created EIS assignment at the Northwest Tribal Epidemiology Center (NWTEC) of NPAIHB in Portland, Oregon.  The NWTEC is one of 12 tribal epidemiology centers across the country and receives funding from multiple sources, including CDC and IHS.  NPAIHB is a non-profit tribal organization and represents 43 tribes in Idaho, Oregon, and Washington.  The EIS officer will work with the tribes to develop and conduct projects that serve the interests of the tribes while meeting the EIS program Core Activities for Learning. 

Evaluation of IHS’s National Data Warehouse (NDW) System as a Method for Communicable Disease Surveillance in AI/AN Communities of the Portland IHS Area (Idaho, Oregon, Washington) 
Currently, no system provides aggregate health data of Portland IHS Area AI/AN communities to tribal public health authorities, who do not have ready access to state health department data. The NDW—a repository of clinical data from IHS, tribal, and urban Indian clinics—is a rich source of health data for AI/ANs and might be useful as a disease surveillance system.  The EIS officer, at the request of the IHS area medical epidemiologist and with NPAIHB member approval, will evaluate the NDW as a surveillance system for six communicable diseases: hepatitis A, B, and C, gonorrhea, chlamydia, and pertussis.  Preliminary findings indicate that while there are limitations to using the NDW as a surveillance system, it could prove useful for AI/AN-specific public health surveillance to detect trends in reportable communicable diseases, guiding development of future AI/AN-specific public health surveillance systems. 

Epi Info Technical Assistance 
On January 23, 2013, the Albuquerque Area Southwest Tribal Epidemiology Center (AASTEC) requested technical assistance with using Epi InfoTM 7 to collect tribal Behavioral Risk Factor Surveillance System (BRFSS) survey data using Android tablets.  BRFSS is a system of health-related telephone surveys that collect state data in all 50 states, the District of Columbia, and three US territories regarding health-related risk behaviors, chronic conditions, and use of preventive services.  The data are used to help states establish and track state and local health objectives, plan health programs, implement disease prevention and health promotion activities, and monitor trends.  An AASTEC epidemiologist traveled to Atlanta to participate in Epi Info 7 training (May 14–15, 2013).  The Epi Info team also provided technical assistance while in Atlanta and ongoing assistance with troubleshooting when the AASTEC representative returned to New Mexico. AASTEC successfully administered the BRFSS using Android tablets in October 2013 and plans to start the analysis phase of the project using Epi Info 7 in January 2014. 

HIV/AIDS, Viral Hepatitis, Sexually Transmitted Diseases

Capacity Building Assistance (CBA) to Improve the Delivery and Effectiveness of HIV Prevention Services for High-Risk and/or Racial/Ethnic Minority Populations 
In FY 2013, 34 training sessions were provided by the 33333 main CBA provider grantees who work with Native American populations, according to the Training Events Calendar (TEC). Because the TEC dataset is rather limited, and there is no variable available to indicate target population, the trainings provided by these three providers have been selected as the most likely to represent trainings provided to Native American populations.  These three CBA provider grantees are Colorado State University—Fort Collins CA7AE Project, Great Plains Tribal Chairmen’s Health Board, and National Native American AIDS Prevention Center.

Building Capacity of the Public Health System to Improve Population Health through National, Non-Profit Organizations – STD Prevention and Control 
Through this funding announcement, which sought to ensure the provision of capacity building assistance for governmental and nongovernmental components of the public health system to optimize the quality and performance of public health systems, the public health workforce, public health data and information systems, public health practice and services, public health partnerships, and public health resources, CDC funded the Association of American Indian Physicians to support needs assessment and community engagement efforts to develop culturally competent, client-centered, and community-based interventions to prevent and control STDs among AI/AN populations in the US.

Improving HIV Surveillance Among AI/ANs in the United States 
A report entitled Improving HIV Surveillance Among American Indians/Alaska Natives in the United States (www.cdc.gov/hiv/pdf/policies_strategy_nhas_native_americans.pdf) was completed in January 2013.  It was produced by HIV Incidence and Case Surveillance Branch (HICSB) representatives with extensive (FY 2012) CDC-state (HIV surveillance shop) collaboration and was showcased at the HICSB Branch Meeting in June 2013. 

Support for Lead Public Health Advisor 
DSTDP continues to support STD/HIV prevention efforts of the Navajo Nation through the assignment of a lead public health advisor to the New Mexico Department of Health who serves as the designated STD/HIV technical advisor to the Navajo Division of Health.  The lead public health advisor serves as a liaison between state, tribal, and local health programs, provides guidance, and supports epidemiological follow up, disease management, and program development and training.

Get Yourself Tested (GYT) Campaign at Tribal Colleges and Universities (TCUs) 
For the fourth consecutive year, DSTDP has partnered with IHS to promote the national GYT campaign across Indian Country.  Since 2009, the effort across Indian Country has focused on strengthening relationships with TCUs in an effort to reach and educate Native young adults on TCU campuses.  DSTDP staff reached out to 32 TCUs to share information and encourage participation in the 2013 campaign and facilitate an evaluation of Native GYT efforts held during STD Awareness Month.

Support for Epi-Aid, Phoenix, Arizona 
DSTDP staff supported an Epi-Aid to investigate recent increases in gonorrhea among American Indians attending Phoenix Indian Medical Center (PIMC).  Gonorrhea rates in Arizona have been increasing since 2010. Particularly large increases have been seen among American Indians, with a 150 percent increase in cases from 2010 (218 cases) to 2012 (538 cases).  PIMC, a 127-bed hospital that serves Phoenix-area American Indians, reported a 96 percent increase in gonorrhea seen at their facility during the same period. CDC spent five days at PIMC gathering data to assist PIMC and the Arizona Department of Health in characterizing gonorrhea cases among American Indians attending PIMC from 2012 to 2013.  The cases were characterized by demographics and geography. CDC described trends in gonorrhea case counts, evaluated the possible impact of PIMC interventions, and characterized PIMC gonorrhea screening practices to make recommendations for improved screening and detection.  CDC also made determinations on whether case patients and partners were appropriately treated. Data analysis is ongoing. 

Quality Improvement Project to Enhance HIV/STD/Hepatitis C Screening among AI/AN 
DSTDP funding, awarded through a CDC/IHS interagency agreement, was provided to the Northwest Portland Area Indian Health Board to develop, implement, and assess a continuous quality improvement project to enhance HIV/STD/hepatitis C virus screening among AI/ANs. The 12-month project partnered with four IHS and tribal healthcare facilities that focused on identifying, testing, and evaluating innovative practices to increase screening rates among AI/ANs.

STD/HIV Prevention Training Center AI/AN Workgroup 
The STD/HIV Prevention Training Centers (PTCs), supported by CDC funding, have a long-standing AI/AN workgroup, currently co-chaired by staff at Denver PTC and California PTC. The workgroup continues to support numerous training and capacity building activities among tribes and tribal-serving organizations. 

Birth Defects and Developmental Disabilities

Implementation of CHOICES in South Dakota 
In 2010, CDC and IHS entered into a three-year interagency agreement to adapt and implement CHOICES, an intervention to prevent alcohol-exposed pregnancies, among non-pregnant women in AI communities. This project targeted settings serving American Indian women of reproductive age of the Oglala Sioux Tribe in South Dakota to determine the feasibility of implementing CHOICES in various IHS settings and the acceptability of the intervention by American Indian women.  In 2013, the National Institute of Minority Health awarded a three-year cooperative agreement to Sanford Health to support broader implementation of CHOICES among American Indian women in South Dakota. 

Disseminating CHOICES among Tribal Communities: A Partnership with the National Organization on Fetal Alcohol Syndrome and Tribal Serving Organizations 
In 2013, CDC worked with the National Organization on Fetal Alcohol Syndrome (NOFAS) to develop a plan to disseminate the CHOICES intervention broadly among settings serving tribal populations.  During this year-long effort, NOFAS identified AI/AN stakeholders and received recommendations and feedback from them on topics pertinent to development of the plan (e.g., existing screening and brief intervention practices, implementation barriers/facilitators), as well as recommendations of individuals to serve in an advisory capacity to NOFAS.  The final CHOICES Tribal Dissemination Plan resulting from this work was completed in December 2013. 

Advancing Alcohol Screening and Brief Intervention in AI/AN Populations through Training and Technical Assistance 
In 2013, CDC awarded two cooperative agreements to Denver Public Health and the University of Wisconsin to advance alcohol screening and brief intervention and CHOICES in AI/AN populations through training and technical assistance.  The purpose of these awards is to build capacity among the recipient organizations to serve as training and technical assistance centers on the two interventions in settings serving AI/AN populations.  Each grantee will do this by initially working with three AI/AN-serving primary care clinics. These awards are for a four-year period. 

Alaska Disability and Health Program 
The Alaska Disability and Health Program is working with the Breast and Cervical Health Check Program to ensure that preventive screening efforts for Alaska Natives include acknowledgment of potential disability-related barriers and concerns.  Understanding of Alaska Native disability issues will be enhanced by a second round of needs assessment focus groups in rural/remote Alaska. 

North Dakota Disability and Health Program 
The North Dakota Disability and Health Program is a collaboration among the North Dakota Center for Persons with Disabilities at Minot State University, the Center for Rural Health at the University of North Dakota, and the North Dakota State Health Department, Division of Chronic Disease, Office for the Elimination of Health Disparities.  Tribal activities include a collaboration meeting with the Amputee Coalition and the project’s tribal liaison, specific to the areas of limb loss and diabetes among North Dakota tribal communities.  A workshop, Healthy Lifestyles for People with Disabilities, was held in the North Dakota tribal community Three Affiliated Tribes, located on Fort Berthold Indian Reservation in New Town, North Dakota.  Air time was purchased for running project-produced diabetes/limb loss videos in waiting areas of Indian Health clinics in North Dakota reservation communities.  A March 2012 meeting among project staff, Amputee Coalition staff, and tribal members was coordinated and facilitated by a project tribal liaison. 

Limb Loss Public Health Practice and Information Resource Center 
Today, almost two million Americans have experienced amputations or were born with limb difference.  Another 28 million people in the United States are at risk for amputation.  The Amputee Coalition is the nation’s leading organization on limb loss, dedicated to enhancing the quality of life for amputees and their families, improving patient care, and preventing limb loss.  Over the last few years, the Amputee Coalition has developed a healthy partnership with the Plains Indians tribes in North Dakota by working with researchers at Minot State University and Okiciya Consulting, an American Indian- and woman-owned business.  These efforts have led to the development of culturally appropriate peer support programs for the Plains Indians tribal community.  

Paralysis Resource Center (PRC) 
PRC’s mission is to promote the health and well-being of people living with paralysis by providing comprehensive information, resources, and referral services.  PRC’s Multicultural Outreach Program, located at the University of New Mexico (UNM) through the PRC–UNM Cooperative Agreement, has expanded its activities on the Navajo Nation to target Native American communities throughout the United States.  The core elements of the Navajo Nation Project—a Navajo Nation Peer and Family Support Program and the dissemination of alternate-format materials on key public health topics for use by Community Health Representatives—continue.  In the current project year, these activities will be expanded to other Native American communities through the national Community Health Representative Program of the IHS.  This expansion is funded through the Christopher and Diana Reeve Foundation.

Chronic Disease

Summer Institute Course on Developing a Tribal Health Survey and Understanding the CDC BRFSS Survey in Your Community 
The Division of Cancer Prevention and Control (DCPC), in collaboration with the Northwest Portland Area Indian Health Board (NPAIHB), developed a course on conducting tribal health surveys for the Native American Research Center for Health Summer Institute training program.  The course provided tribal public health managers and epidemiologists with concrete steps they can use in developing their own tribal health surveys.  Epidemiologists involved with the NPAIHB and Albuquerque Area health survey projects discussed with students how they designed, implemented, and analyzed their in-person survey or analyzed existing BRFSS data for specific tribes.  DCPC helped students develop a draft health survey proposal and project plan for their tribe or Tribal Epidemiology Center through interactive sessions.  

Using Traditional Foods and Sustainable Ecological Approaches for Health Promotion and Type 2 Diabetes Prevention in AI/AN Communities 
· Traditional Living Challenge in Contemporary Times; Indigenous Knowledge for Community Wellness – Salish Kootenai College is building on programming that focuses on physical activity in relation to traditional foods gathering efforts.  The overall project activities are blending the ancestral wisdom of traditional foods and lifestyles with contemporary realities.  Two major components regarding traditional foods will be used to support active healthy lifestyles and physical activities based on traditional activities with a focus on youth: 1) activities surrounding the permaculture of indigenous plants, and 2) continuation of the Ancestors’ Choice social marketing campaign to promote a healthy diet and lifestyle for the prevention of type 2 diabetes.
· Cherokee Nation Healthy Nation Healthy Foods Project – The Cherokee Nation Healthy Nation project incorporates a variety of activities, including community and school gardens, traditional foods gathering trips, traditional Cherokee foods cultivation, gathering, preparation, and preservation, traditional Cherokee foods education, and incorporation of the traditional Cherokee games Stickball and marbles into community and school activities.  More than 55,000 members of the Cherokee Nation and their families benefited from the initiative’s focus on nutrition, fitness, personal responsibility, and a renewed awareness of their shared heritage. 
· Empowering Ramah Navajos to Eat Healthy (ERNEH) by Using Traditional Foods – This project provides materials, training, and technical assistance to families to help them grow fresh vegetables in their own yards by using conventional in-ground gardens, developing raised bed gardens, or planting in commercially-viable garden boxes.  The project also encourages physical activity and works to improve access to a greater variety of physical activities through community support.  The project also provides technical assistance and training regarding food use, preservation, and selling excess produce.  Finally, the book Traditional Navajo Foods & Cooking, first published by the Ramah Navajo School Board in 1983, will be updated.  Forty-five community members participating in the gardening project have increased access to healthy traditional food fully as a result of the efforts of the ERNEH Project; another 59 have increased access partially as a result of project efforts.  Sixty-seven Honor Walk participants have increased access to information about traditional food fully as a result of the ERNEH Project.
· Siletz Healthy Traditions – The Confederated Tribes of Siletz Indians’ (CTSI) Siletz Healthy Traditions Project promotes health and prevention of diabetes through traditional foods and sustainable ecological approaches in the Siletz Indian community, engaging the local communities in identifying and sharing healthy traditional ways of eating, physical activity, communicating healthy messages and supporting efforts for diabetes prevention and wellness.  The project emphasizes traditional foods education; growing, harvesting, and preserving locally grown or caught foods; engagement of community leadership to facilitate food behavior changes; and preserving wisdom through collection of traditional stories.  The Steering Committee is working on developing healthy policies for CTSI and suggestions to be included in the 2015–2025 Comprehensive Plan. 
· WISEFAMILIES Through Customary and Traditional Living – WISEFAMILIES Traditional Foods Program, funded through the SouthEast Alaska Regional Health Consortium (SEARHC), supports community-driven programs that help people adopt healthy lifestyles.  The program builds on traditional ways of eating, being active, and communicating by storytelling.  All activities are developed with the goal to prevent chronic illness.  Prior to the CDC Traditional Knowledge Program, tribal members expressed concern that the “old ways” of gathering and preparing traditional foods were being lost.  The Wrangell Program has impacted 85 percent of Alaska Native families in the community and the media exposure has included near weekly newspaper articles and numerous stories on the local radio station. 
· Food is Good Medicine – This project, funded through United Indian Health Services, offers a model that embraces traditional foodways, physical activity, and community empowerment.  Featuring the local traditional staple food, tanoak acorn, the Got Acorns campaign was developed and launched to promote the health benefits of traditional foods and foodways.  Young adults participating in the Leadership Program were empowered to explore their identity, interview elders and youth significant in their lives, and create digital stories that will be shared at community events. 
· Native Gardens Project: An Indigenous Permaculture Approach to the Prevention – By reclaiming cultural knowledge and traditions of companion gardening through their Native Gardens Project, the Standing Rock Sioux Tribe strives to prevent diabetes and contribute to a better quality of life for individuals and families living with diabetes.  The Nutrition for the Elderly Program Advisory Council, the Standing Rock Special Diabetes Program, the state and county Extension Service, Sitting Bull College, and other partners support the Native Gardens’ efforts to make local foods from farms and family gardens available and accessible.  In collaboration with the USDA Nutrition for the Elderly Program, the program documented that 60 percent of 3,000 vouchers distributed to elders generated $9,000 in 2010, encouraging local, certified farmers to keep growing.  Through 4-H and Boys and Girls Clubs, youth are engaged, gathering berries and other wild edibles on hikes.  Well-advertised winter and summer markets operate consistently, providing opportunities to preserve food and share stories through the cold months of winter. 
· Building Community—Strengthening Traditional Ties – This program, funded through the Indian Health Care Resource Center of Tulsa, encourages American Indian families to eat nutritious diets and adopt healthy active lifestyles.  Families participate in school-based health, nutrition, and physical education programs, including summertime wellness camps and a theatrical production.  The program also engages in policy advocacy, and educational programs that emphasize healthy lifestyle choices within the context of traditional cultural practices, such as expanding existing and creating new neighborhood and school-based gardening projects.  Building Community established gardening partnerships with two local elementary schools, summer camp programs featuring the Coordinated Approach to Child Health curriculum, and worked with state policy makers in Oklahoma on healthy food initiatives to address the problem of food deserts. 
· The Return to a Healthy Past Project (RTHP) – RTHP has reintroduced traditional foods and physical activities in the Prairie Band of Potawatomi Nation to promote health and prevent diabetes, among other chronic conditions.  Serving as a model for rural and urban communities, RTHP has established gardens, increasing production and access to traditional produce.  Through partnerships with the Land Department, Tribal Council, local hunters, and the Diabetes Prevention Program, a wider variety of indigenous produce and meats were offered in diabetes education courses, Elders’ Center and Language Department gatherings, and the Fall Harvest Feast.  Traditional forms of physical activity have been broadened through nature hikes, camping trips, and gardening activities.  Community members have increased access to traditional and other physical activities due to their exposure to the project’s activities, such as hiking to identify wild plants and traditional foods, including wild onions, milk weeds, etc., and individual or family gardens. 
· Healthy Roots for Healthy Futures (Eastern Band of Cherokee Indians) – This program works to increase the availability and accessibility to healthy, local, traditional foods and traditional forms of physical activity.  The availability and access to local, traditional, healthy foods have been increased through the creation of entrepreneurial training and gardening programs, revision of the school wellness policy, and development of a farm-to-school system.  Physical activity is promoted through gardening and trail use.  Revitalization of trails reconnects communities to the traditional paths of their ancestors, while increasing options for physical activity. 
· Uniting to Create Traditional and Healthy Environments – The Sault Ste. Marie (SSM) Tribe of Chippewa Indians Uniting to Create Traditional and Healthy Environments project serves seven county service units.  Partnership and collaborations with other tribal programs and surrounding health services help the project organize, support, and serve SSM tribal members.  The project has created a Healthy Traditions Advisory Council, which will help the project to carry out traditional foods, social support, and physical activities or events, such as berry-picking camp, workshops, training master preservers, implementing garden projects, building a Hoop House, implementing the harvest feast celebration, involvement in the local farmer’s market, fitness promotion, policy change for healthier food fundraising event, and digital storytelling. 
· Listen to the Elders: Healing Nooksack Health through History – The Nooksack Indian Tribe’s project involves gardening and planting, distributing garden-related materials, increasing community knowledge, awareness and use of traditional foods, and increasing physical activities, such canoeing and hunting. 
· Using Traditional Foods for Health Promotion and Diabetes Prevention – The Aleut Diet Program includes sustainable, hands-on activities focusing on the healthy preparation and use of local traditional foods.  The purpose of these activities is to promote health and prevent type 2 diabetes in the Aleutian and Pribilof Islands Region of Alaska.  The program’s focus is to improve the nutritional health of people in the region through increased awareness of the benefits of traditional foods and the important role these foods play in reducing rates of dietary-related diseases, such as diabetes, obesity, cancer, heart disease, hypertension, and dental caries.  The program encourages increased consumption of traditional foods from the land and sea by all members of the community as part of a healthy diet.  The activities of the program are centered on culturally relevant information dissemination and development of written resources that speak to the nutritional benefits of traditional foods. 
· Old Ways for Today’s Health: Red Lake Traditional Foods Project – This project works to reinstate the consumption of a traditional healthy diet at the Red Lake Nation using family and community gardens; traditional food gathering encampments such as fishing, berry picking, hunting; wild ricing and maple sugar gathering; and cooking camps.  The project will collaborate with partners, including the tribal diabetes programs, Chemical Health, and community center boards, to provide community education through media, demonstrations, and community participation.  Through the traditional foods gathering activities, Red Lake Nation members have an increased opportunity to be physically active.  With a total of 120 participants in activities during the first six months of year 2, there has clearly been an increase in community members being physically active. 
· Catawba Lifestyle And Gardening Project – The Catawba Cultural Preservation Project (CCPP) is increasing awareness and the use of traditional foods and food practices by supporting individual and community gardens, and increasing fruits, vegetables, beans, and herbs in tribal members’ diets by providing access to local gardens and a tribal farmer’s market.  The tribe is adopting policies that include preferred ecological methods for gardens using traditional growing methods to encourage a new generation of environmental stewards to care for the reservation ecosystem.  The tribe is increasing physical activity with gardening, fishing, and traditional dancing and drumming.  Innovative partnerships among the tribal Senior Center, CCPP, the Catawba Tribal Offices, and a master gardener have yielded a successful community garden project that is increasing local access to fresh, locally grown, and, in some cases, traditional foods.  Elevated box gardens have been constructed for the senior center that mitigates the effects of aging on being able to fully participate in gardening.  Additionally, changes in local practice within the children’s programs are becoming a precursor to policy change.  Emphasis is on elimination of sugar-sweetened beverages, incorporation of fresh, locally grown produce into lunch menus, and healthy snack alternatives. 
· O’odham Ha’icu Ha-Hugi c Duakog: Tohono O’odham Food, Fitness, and Wellness Initiative – The Tohono O’odham Food, Fitness, and Wellness Initiative increases knowledge of and access to traditional foods, while engaging the Indian-Oasis Baboquivari Unified School District (IOBUSD) and tribal legislation in policy change to improve school health environments.  Through strengthened partnerships with IOBUSD and Head Start, traditional foods were offered in meals and snacks at least weekly during the 2010–2011 school year.  Trainings and educational workshops were offered to teachers and cooks.  Young O’odham United Through Health members continue to demonstrate leadership and innovative approaches to education, youth engagement, and other Tohono O’odham Community Action endeavors.

AI/AN Diabetes Resource Materials (NCCDPHP/DDT)
Available resource materials include: Eagle Books print set for young children and youth novels; Eagle Books Toolkit; Diabetes Education in Tribal Schools (DETS) K-12 “Health Is Life in Balance” curriculum; 30-second, 60-second, and 8-minute “Our Cultures Are Our Source of Health” public service announcements; “Living a Balanced Life with Diabetes: A Toolkit Addressing Psychosocial Issues for American Indian and Alaska Native Peoples”; and the “American Indian/Alaska Native Fat and Calorie Counter.”

Funding for Six US-Affiliated Pacific Islands to Address Non-Communicable Diseases (NCCDPHP/DDT)
CDC provided funding and technical assistance for the US-affiliated Pacific Islands, integrated with other non-communicable diseases programs in NCCDPHP, under grant opportunity CDC-RFA-DP14-1406. 

Pilot Non-Communicable Disease (NCD) Collaborative Project with Five Teams (NCCDPHP/DDT)
Pilot NCD Collaborative Project with five teams (four states of Federated States of Micronesia (FSM) and Majuro, Republic of the Marshall Islands [RMI]).  Collaborative Chronic Care Model in improving health systems, CDC and the Department of Interior (DOI) supported the Pacific Chronic Disease Council to coordinate the implementation of a pilot program to help reduce health disparities in NCD risk factors and morbidity/mortality by attending to six elements: (1) self-management; (2) decision support; (3) clinical information system; (4) delivery system design; (5) organization of health care; and (6) community linkages.  A cyclical process (plan, do, study, act) with four learning sessions (over an 18-month period) engaging 3- to 5-member health teams (physician, nurse, community health worker) from each site was conducted, reporting at each session on progress in tracking preventive care practices (e.g., blood glucose control (A1C), blood pressure control, foot exams, TB screening) using a registry (Chronic Disease Electronic Management System, CDEMS) to enable tracking of preventive care practices.  The fourth session held in September 2013 in Palau demonstrated impressive gains in the majority of preventive care practices tracked in the five teams.

National Program to Reduce Diabetes Related Health Disparities in Vulnerable Populations (NCCDPHP/DDT)
The Association of Asian American/Pacific Islander Community Health Organizations partnered with its member community health center—Ebeye Community Health Center—to convene, mobilize, fund, and provide technical assistance to the Kwajalein Diabetes Coalition to implement evidence-based interventions to address the management and prevention of complications of type 2 diabetes (i.e., nutrition, physical activity and health management—e.g., care coordination) that will reduce morbidity and premature mortality of diabetes in Ebeye, Republic of the Marshall Islands. 

National Program to Reduce Diabetes Related Health Disparities in Vulnerable Populations (NCCDPHP/DDT)
The Association of American Indian Physicians collaborates with local partners to convene/mobilize the United Houma Nation Diabetes Coalition.  Funding and technical assistance to United Houma Nation Diabetes Coalition is provided to implement evidence-based interventions to address the management and prevention of complications of type 2 diabetes (i.e., access to healthier food options, physical activity, and Diabetes Self-Management Education) that will reduce morbidity and premature mortality of diabetes in Houma, Louisiana.

State Public Health Actions to Prevent and Control Diabetes, Heart Disease, Obesity and Associated Risk Factors, and Promote School Health (NCCDPHP/DDT)
The Hawaii State Department of Health is funded under the State Public Health Actions cooperative agreement to work in the following areas at a statewide level: (1) increase participation in diabetes self-management education programs among people with diabetes; (2) increase awareness of prediabetes among people at risk for type 2 diabetes; and (3) promote reporting of standardized quality measures (NQF 59) within healthcare systems to monitor A1C.

State Public Health Actions to Prevent and Control Diabetes, Heart Disease, Obesity and Associated Risk Factors, and Promote School Health (NCCDPHP/DDT)
The following states are supporting work with tribes under the State Public Health Actions cooperative agreement: 
· Michigan: Provides technical assistance and support to the Michigan Intertribal Council to promote participation in the Stanford Diabetes Self-Management Program among tribes in Michigan;  
· Idaho: (a) Works with six tribes and tribal health center staff to promote the National Diabetes Prevention Program (National DPP) and provide information on the CDC Diabetes Prevention Recognition Program Standards; shares testimonials and success stories from other CDC-recognized National DPP sites in Idaho;  and (b) works with University of Idaho to conduct an assessment of diabetes self-management education (DSME) utilization and barriers with six tribes and tribal health centers; analyzes findings and identifies opportunities to work with tribes to support their unique challenges with the prevention and management of diabetes;  
· Oregon: Shares communication materials about prediabetes awareness with tribes and other local partners through relevant listservs and blogs.

Well Integrated Screening and Evaluation for Women Across the Nation (WISEWOMAN) (NCCDPHP/DHDSP) 
· Southcentral Foundation (SCF) provides services to AI/AN women at the Anchorage Native Medical Center and the Valley Native Primary Care Clinic.  SCF was recognized by the American Public Health Association for making WISEWOMAN screening a standard of care for all women aged 40–64 years presenting for their annual exam and/or a clinical breast exam.
· The Southeast Alaska Regional Health Consortium provides services to AI/AN women representing 18 tribes in southeast Alaska.

Prevention Research Center Core Research: Dangerous Decibels Program
Oregon Prevention Research Center’s Center for Healthy Communities collaborates and partners with Native communities in Oregon to explore various health disparities and potential ways to address them.  During the first cycle of funding, core research projects were aimed at addressing the prevalence and impact of vision and hearing impairment and potential improvements to quality of life through correction (i.e., eye glasses and hearing aids) among some tribes in the Northwest and Midwest United States.  During the second cycle of funding, focus was shifted to the prevention of noise-induced hearing loss and tinnitus in these same communities.

PHHS Block Grant – Kickapoo Physical Activities Program 
The Kickapoo Tribe in Kansas continues promote physical activity to members of the Boys & Girls Club of the Kickapoo Tribe for youth between the ages of 5 and 21 years.  The Kickapoo Tribe has developed and implemented an after-school program that promotes physical activity through the use of sports, games, and cultural teachings.  Through coordinated activities with various tribal, national, state, and local entities that promote the overall health and well-being of tribal members, the major health objective is to provide physical activity in children and adolescents.  

PHHS Block Grant – Santee Sioux Tribal EMS Program 
The goal of the Santee EMS Program is to provide quality emergency medical services 24 hours a day, 7 days a week, and 365 days a year to the members of the Santee Sioux Nation, partnering with the Santee Health Center for non-emergency healthcare needs.

University of Washington, Prevention Research Center 
To address rates of chronic disease among AI/AN women of reproductive age, the Division of Reproductive Health has partnered with the University of Washington, Seattle Indian Health Board, and the Oglala Sioux Tribe, Pine Ridge, South Dakota, to engage in a project entitled “Native Women’s Wellness Initiative: Working Together to Improve Health Outcomes.” In this project, the prevalence of cardiovascular disease and related risk factors will be estimated among non-pregnant AI/AN women ages 18 to 44, in one urban and one rural clinic healthcare setting. Additionally, at each clinic, a randomized control trial was conducted with a contingency management intervention, which provides incentives for women to stop smoking and lose weight.  This is a four-year project (2010–2014). 

Tribal Tobacco Control Program to Reduce Commercial Tobacco Use Among AI/AN
· Cherokee Nation – The Cherokee Nation Community Health Promotion Program within the Cherokee Nation Health Services Division partners with schools, communities, worksites, and healthcare settings within the Cherokee Nation tribal jurisdiction to implement policy, systems, and environment change.  Cherokee Nation Tobacco Prevention Program interventions and strategies are organized around the MPOWER framework to guide policy, systems, and environment changes.  The Program goal is to make Cherokee Nation citizens healthier by making the healthy choice the easy choice for all tribal citizens. 
· Muscogee Creek Nation – The Muscogee Creek Nation (MCN) Tobacco Prevention Program works within the MCN Division of Health.  The program works with 26 community centers and 63 public schools within the Muscogee (Creek) Nation district to reduce exposure to secondhand smoke among its citizens by promoting commercial tobacco-free work buildings and premises of all MCN-owned buildings.  The program works to reduce commercial tobacco abuse among tribal members by engaging tribal elders, leaders, and communities in activities that will encourage tribal members who use tobacco products to quit and collaborate with partners to eliminate youth access to tobacco products through various strategies.  Interventions and strategies are organized around the MPOWER framework to guide policy, systems, and environment changes.  The program goal is to work toward decreasing the adult prevalence target of 5 percent by the end of the project period. 
· Great Plains Tribal Chairmen’s Health Board – The Great Plains Tribal Chairmen’s Health Board formed the Northern Plains Tribal Tobacco Technical Assistance Center (NPTTTAC) to monitor commercial tobacco use and policies among the 17 federally recognized tribes and one Indian Service Area within North Dakota, South Dakota, Nebraska, and Iowa.  NPTTTAC has been highly successful in strengthening partnerships with the Aberdeen Area IHS and state health departments.  They continue to build on those relationships and are coordinating efforts and resources to work in partnership with tribes, IHS, and states.  NPTTTAC is leveraging state partnerships to provide additional funding to support tribal tobacco control activities. 
· Tanana Chiefs Conference (TCC) – TCC’s Cultural Integration of Tobacco Policy Project works in partnership with the TCC tribal villages and members to create and implement tobacco policies to address and help prevent health disparities related to higher tobacco use among Alaska Natives in rural areas.  TCC Health Services has provided health care to Alaska Native people living within its service area since 1973.  As the traditional tribal consortium with 42 members representing 39 villages and 37 federally recognized tribes in the interior of Alaska, TCC is tasked with pursing funding and resources to provide services that benefit the well-being of the tribal members it serves.  In recent years, TCC has moved considerable resources from providing care after a problem has occurred to being more proactive in prevention and early intervention.  In the course of this shift, TCC has been working with the leaders and members of the villages it serves to engage and empower them in this process.  The Tobacco Control and Prevention initiative supports this effort. 
· Additional awardees include Black Hills Center for American Indian Health; Inter-Tribal Council of Michigan; Nez Perce Tribe; and SEARHC.

Year Five of Five-Year US-Affiliated Pacific Island Collaborative Performance Agreement for Tobacco Control, Diabetes Prevention and Control 
The recipient activities supported by this cooperative agreement are to: (1) develop and conduct coordinated information and education programs and campaigns; (2) establish culturally acceptable health information dissemination, counseling and referral systems; (3) provide data and other scientific information to support efforts of decision makers to develop relevant policy, legislation, regulation, or procedures that promote health and prevent non-communicable diseases; (4) implement policy, environmental, and system changes that support and promote healthy lifestyles; (5) establish and manage a data collection and surveillance system shared by multiple programs; (6) engage partners to ensure optimal coordination and collaboration of staff and financial resources; (7) designate staff who can adequately coordinate the implementation of the commitments made in this agreement; (8) establish and implement a shared evaluation plan that monitors progress and outcomes based on commitments in this agreement; and (9) describe other activities that do not fit under any of the above recipient commitments that contribute to the prevention and control of non-communicable diseases.  The specific tobacco prevention and control activities implemented by the Pacific jurisdiction under this cooperative agreement are as follows: educate partners, the public and decision makers about the health effects of secondhand smoke exposure and the evidence-based environmental changes/policies that reduce exposure.

State Public Health Approaches for Ensuring Quitline Capacity Financed Solely by 2013 Prevention and Public Health Funds 
This program provides multi-call Tobacco Quitline services jurisdiction-wide to Guam tobacco users ready to quit, one month of Nicotine Replacement Therapy, and web services and promotes the Quitline with commercial air time and print materials. 

Collaborative Chronic Disease, Health Promotion, and Surveillance Program Announcement 
This project is funded through the Collaborative Chronic Disease, Health Promotion, and Surveillance Program Announcement: Healthy Communities, Tobacco Control, Diabetes Prevention and Control and Behavioral Risk Factor Surveillance Systems FOA (DP09-901).  Using state core funding opportunity announcement funds, Hawaii implemented a train-the-trainer program for federally qualified health centers and community health centers throughout the state to ensure that each health center would have a trained staff person on board to train resident healthcare providers in integrating brief tobacco intervention into routine care for each patient who uses tobacco.  A number of the participating health centers provide services to sizable Native Hawaiian populations.  Surveys have shown that Native Hawaiian people smoke at higher rates than the general population of Hawaii.  The health centers that were trained in Brief Tobacco Intervention and serve a large portion of the Native Hawaiians include individual health centers of the Native Hawaiian Health Care Systems; Hāmākua Health Center; Malama I Ke Ola Health Center; Kalihi Palama Health Center; Kōkua Kalihi Valley Comprehensive Family Services; Waianae Coast Comprehensive Health Center; and Waimanalo Health Center.

National Network for Tobacco Control and Prevention Program 
Asian Pacific Partners for Empowerment, Advocacy and Leadership (APPEAL) National Tobacco Control Network drafted a resource manual on institutionalizing tobacco cessation in Native Hawaiian, Pacific Islander, and Asian American community-based organizations and community health centers and how to create a stable foundation for the issue of tobacco in these organizations.  The manual outlines strategies to assist Native Hawaiians, Pacific Islanders, and Asian Americans using culturally appropriate policies and procedures based on their level of readiness.  It also seeks to help Native Hawaiian, Pacific Islander, and Asian American community-based organizations and community health centers shift from viewing tobacco cessation as merely a medical issue to a seeing it as community priority that requires a more comprehensive approach.  The resource was created in support of APPEAL’s policy recommendation to “develop and fund the replication of cessation prototypes for Asian American, Native Hawaiian, and Pacific Islander communities that incorporate cultural and linguistic tailoring for limited English-speaking, low-income, medically-underserved populations.” APPEAL PROMISE National Network provided a webinar, Promoting Smoke-Free Multiunit Housing in Diverse Communities, on March 21, 2013.  The webinar’s objectives were to: (1) provide information about the dangers of secondhand smoke exposure; (2) highlight promising smoke-free multiunit housing strategies from organizations that serve Native Hawaiians, Pacific Islanders, and Asian Americans; and (3) share lessons learned from the smoke-free multiunit housing strategies presented.

Cancer

Colorectal Cancer Control Program (CRCCP) 
CRCCP’s goal is to increase colorectal cancer screening rates among men and women aged 50 years and older from about 64 to 80 percent in funded states by 2014. 
· Alaska Native Tribal Health Consortium (ANTHC) – The Alaska Tribal Health System’s colorectal cancer (CRC) screening rate (i.e., flexible sigmoidoscopy in the previous five years or colonoscopy in the previous 10 years) prior to the initiation of the CDC-funded CRCCP was 50.9 percent (Government Performance and Results Act (GPRA), 2009) and has increased by 3.8 percent per year for a current screening rate of 58.5 percent (Government Performance and Results Act, 2012).  In the regions partnering with the ANTHC CRCCP, GPRA data showed that screening rates increased by an average of 73 percent since program initiation.  BRFSS data (2011) showed that Alaska Native adults who had ever had a sigmoidoscopy or colonoscopy reached 68.1 percent,,,,, improving from 50 percent in 2010 and 51.8 percent in 2008.  The 2011 rate is the first time that the Alaska Native rate has been above the rate for all Alaskans (65 percent))))) and Alaska whites (65 percent).  ANTHC coordinated an Alaska Tribal Health System Scientific Roundtable on CRC Screening Recommendations to review and update clinical screening guidelines for Alaska Native people with 21 clinical representatives from seven tribal health organizations and the Mayo Clinic.  The resulting guidelines will be published in a State Epi Bulletin.  CRC prevention efforts also include funding five tribal health organizations to implement evidence-based practices such as client reminders and providing technical assistance and guidance to non-funded tribal health organizations.  The program has provided 1,678 colonoscopies to low-income Alaska Native peoples. 
· Arctic Slope Native Association – Through partnerships with the Alaska Cancer Registry, the Comprehensive Cancer Control programs, and the Alaska Breast and Cervical Health Partnership, the grantee works to increase CRC awareness among Alaska Natives living in the North Slope Borough.  Arctic Slope Native Association supports systems-level changes to promote CRC screening and screening promotion events and collaborates to provide a CRC screening training opportunity for providers throughout the state of Alaska.  The grantee also provides culturally appropriate patient navigation to the identified target population.  A total of 212 individuals received colonoscopies through December 31, 2012. 
· Southcentral Foundation – SCF uses evidence-based strategies such as client and provider reminders to identify customer-owners eligible for CRC screening.  The grantee has provided flexible sigmoidoscopy to 402 customer-owners as of December 2012 (the most recent date for which complete data are available). 
·  South Puget Intertribal Planning Agency – The South Puget Intertribal Planning Agency is also funded through this cooperative agreement.

Collaborative Partnerships in Cancer Prevention and Control for American Indians 
For this cooperative agreement, the grantee convened six regional meetings to strengthen relationships among cancer programs, with an emphasis on the inclusion of AI/AN in state cancer control planning efforts.  Attendees included CDC-funded state and tribal cancer programs; non-funded tribes and tribal organizations; non-governmental organizations; elders and community members; and universities.  The grantee also developed educational materials for the AI/AN population on breast, cervical, and colorectal cancer and cancer survivorship, along with materials for public health professionals to share best practices related to AI/AN cancer control and prevention.

National Breast and Cervical Early Detection Program 
Through the National Breast and Cervical Cancer Early Detection Program, CDC provides low-income, uninsured, and underserved women access to timely breast and cervical cancer screening and diagnostic services. 
· Cherokee Nation – The Cherokee Nation has a strong patient navigation component, with navigators embedded in each of the clinics to guide patients through screening and diagnostics services.  Due to the effectiveness of the breast/cervical patient navigators, the Cherokee Nation has expanded its patient navigation model over the last two years.  Additional navigators were hired to serve patients receiving all types of health services. 
· Hopi Tribe – The Hopi Tribe Breast and Cervical Cancer Early Detection Program delivers education, outreach, and cancer screening services to age- and income-eligible women living on or near the Hopi Reservation.  The program serves approximately 1,100 women each year and provides services through the use of mobile mammography and partnerships with local healthcare facilities.  Beyond providing direct screening services, the program focuses on breast and cervical cancer screening education for all Hopi women and extensive case management for women with abnormal results.  The Hopi Tribe Breast and Cervical Cancer Early Detection Program excels at reducing structural barriers for Hopi women by addressing cultural and geographic barriers to screening. 
· Yukon Kuskokwim Health Corporation (YKHC) – YKHC is run by the 58 tribes in the Yukon-Kuskokwim Delta.  YKHC has an advanced mobile mammography system, which is critical in a region where there are no roads connecting the communities.  The YKHC breast and cervical cancer target population is Alaska Natives in geographically isolated locations.  Between July 2007 and June 2012, nearly 3,801 Alaska Native women were served by YKHC’s breast and cervical cancer screening program.  
· Additional awardees include Arctic Slope Native Association; Cheyenne River Sioux Tribe; Hawaii Department of Health; Kaw Nation; Native American Rehabilitation Association of the NW, Inc.; Navajo Nation; SEARHC; Southcentral Foundation; and South Puget Intertribal Planning Agency.

National Comprehensive Cancer Control Program 
The National Comprehensive Cancer Control Program is a cost-effective approach that brings key stakeholders together to develop and implement population-based public health approaches to reduce the burden of cancer.  Grantees are funded to develop and implement policy, systems-level, or environmental changes aimed at preventing cancer, detecting cancers early when they are more treatable, increasing access to treatment, and improving the quality of life of cancer survivors.  Awardees include ANTHC; Cherokee Nation; Fond du Lac Band of Lake Superior Chippewa; Great Plains Tribal Chairmen’s Health Board; Hawaii Department of Health; NPAIHB; South Puget Intertribal Planning Agency; and Tohono O’odham Nation. 

Reproductive, Maternal, and Child Health 

First-Ever Training on Investigating Infant Deaths in Indian Country
DRH, in partnership with Michigan Public Health Institute’s National Center for the Review and Prevention of Child Deaths and IHS Injury Prevention, sponsored the first-ever training for investigating sudden unexpected infant deaths in Indian Country.  More than 60 Navajo and Pueblo police officers, FBI agents, and other law enforcement officials completed a two-day training on April 25–26, 2013, to better investigate and recognize deaths of children from child abuse and sudden and unexplained deaths.  Criminal investigators, police officers, and other first responders were coached on techniques including scene evaluation, evidence collection, scene recreation, and doll re-enactments, while honoring the child and family.  American Indian babies die from sudden infant death syndrome and other sudden unexpected infant deaths at rates three times higher than white and Hispanic babies.  The causes of these deaths can sometimes be difficult to identify and can include child abuse.  Often an autopsy will not identify circumstances surrounding the child’s death; only a high-quality death scene investigation can provide better answers for the medical and law enforcement investigators and the family.

Pregnancy Risk Assessment Monitoring System Tribal Flu Project 
The Pregnancy Risk Assessment and Monitoring System (PRAMS) Tribal Flu Project is an initiative to obtain representative data from American Indian mothers about their perceptions of and experience with H1N1 and seasonal influenza, using the state-based PRAMS.  In May 2011, New Mexico, Oregon, and Washington were approved for two years of funding, and Wyoming PRAMS joined the initiative without funding.  Funded state health departments were charged with adapting their PRAMS-related epidemiologic and managerial support to work collaboratively with tribes in a manner respecting tribal sovereignty, with the ultimate project outcome being establishment or improvement of partnerships with tribes, increased response rates among American Indian women, and increased data sharing with tribes.

Support for Maternal and Child Health (MCH) Epidemiologist and Public Health Advisor (NCCDPHP/DRH)
The Maternal and Child Health Epidemiology Program (MCHEP) is a collaborative effort between CDC and the HRSA Maternal and Child Health Bureau.  Since 1987, MCHEP has assigned more than 35 senior CDC epidemiologists focused on MCH epidemiology capacity building and applied research to promote and improve the health and well-being of women, children, and families by providing direct assistance to public health agencies.  
· The MCH epidemiologist assigned to the Northwest Tribal Epidemiology Center, on behalf of NPAIHB, provided consultation, technical assistance, surveillance, and analysis of epidemiologic information. 
· DRH has provided support for a public health advisor assigned to the IHS Division of Epidemiology and Disease Prevention, working in MCH, reproductive health, and STD prevention efforts among adolescents. 

Environmental Health

A Prospective Birth Cohort Study Involving Uranium Exposure in the Navajo Nation
The purpose of this study, funded through the University of New Mexico, is to evaluate environmental uranium exposure by recruiting Navajo mothers, assessing their uranium exposure at key developmental milestones, and following the children post-birth to assess any associations with birth defects or developmental delays.  Extensive uranium mining and milling have occurred in the Navajo Nation during the last half century.  While there have been many studies of environmental and occupational exposure to uranium and associated renal effects in the adult population, there have been very few studies of other adverse health effects.  There is limited epidemiologic and toxicological information indicating that uranium may pose a risk to the developing fetus.  Applied public health objectives of the study are to provide health education to help mitigate uranium exposure, increase prenatal care utilization among Navajo mothers, and deliver earlier assessment and referral for identified developmental delays.

Association of Environmental Health Academic Programs 
Through its CDC cooperative agreement, the Association of Environmental Health Academic Programs (AEHAP) works with tribal colleges and universities (TCUs) to develop and promote formal environmental health training.  Since most TCUs are two-year colleges and are not eligible for accreditation from the National Environmental Health Science and Protection Accreditation Council (EHAC), AEHAP is working with TCUs to create environmental health curricula to generate students’ interest in environmental health.  Students who take courses in environmental health may be more likely to continue their education by majoring in environmental health at EHAC-accredited programs after they obtain associate degrees.  For example, in 2011 with AEHAP’s support, Salish Kootenai College (SKC) formalized an environmental health track to its existing bachelor of science program in life sciences.  SKC is the only tribal college with a four-year, molecular-based (i.e., “hard science”) degree.  They now have two tracks to this degree—cellular biology and environmental health.  Currently, this track would fall short of EHAC accreditation because it is designed to facilitate student matriculation into environmental health types of graduate programs.  AEHAP is working with the program to discuss the possibility of developing an online program for students in other TCUs.  This would involve an assessment of the type of courses needed to meet EHAC Guidelines.

Trainings in Anchorage, Alaska, and Tahlequah, Oklahoma, with Environmental Health Officials on the Biology and Control of Vectors and Public Health Pests 
In response to the decline of vector control capacity at the state, tribal, and local health departments, the Environmental Health Services Branch partnered with the National Environmental Health Association to develop a course titled “Biology and Control of Vectors and Public Health Pests: The Integrated Pest Management”.  Topics are tailored to the state or region where the course is offered.  The course typically includes rodent control, integrated pest management, health effects of pesticides, and emerging pest issues such as bed bugs.  The Cherokee Nation Office of Environmental Health sponsored this CDC training in Tahlequah, Oklahoma, on June 18–20, 2013, and the Alaska Environmental Health Association hosted the training in Alaska on August 6–8, 2013.

Laboratory Support for a Prospective Birth Cohort Study Involving Environmental Uranium Exposure in the Navajo Nation 
The DLS Inorganic and Radiation Analytical Toxicology and Clinical Chemistry Laboratories provides technical assistance for a study conducted by the University of New Mexico to investigate exposure concerns in Navajo Nation communities affected by uranium waste.  DLS is currently analyzing 1,200 to 1,300 urinary and blood specimens for antimony, barium, beryllium, cadmium, cesium, cobalt, lead, manganese, molybdenum, platinum, strontium, thallium, tin, tungsten, uranium; total and speciated arsenic; lead, cadmium, mercury, manganese, selenium; mercury speciation; and creatinine.

Association of BPA, Arsenic Levels, and Diabetes among Persons Living in the Cheyenne River Sioux Tribe 
DLS, Inorganic and Radiation Analytical Toxicology, Organic Analytical Toxicology, and Clinical Chemistry Laboratories provided technical assistance for a study conducted by CDC's Division of Environmental Hazards and Health Effects Health Studies Branch in collaboration with the Cheyenne River Sioux Tribe (CRST).  The goal of the study is to quantify bisphenol A (BPA) and arsenic concentrations in a Native American population, specifically in persons living in the Cheyenne River Sioux Tribe reservation, and assess the association between these environmental chemicals and diabetes mellitis.  DLS provided collection and shipping supplies and labels as needed and analyzed 300 urine samples for total arsenic, BPA, and creatinine, as well as 100 urine samples for arsenic species. 

Nicotine Exposure and Metabolism in Alaska Native Adults Research Study
The DLS Emergency Response and Air Toxicants Branch provided in-kind laboratory analysis via agreement with the Alaska Native Medical Center/IHS on a cross-sectional study of 400 Alaskan Native adult tobacco users, 50 male and female smokers, commercial chew users, iq’mik users, and non-tobacco users who received medical services in Dillingham, Alaska.  The objective of the study was to generate information on nicotine and carcinogen exposure in underserved Alaska Natives.  DLS completed chemical analysis of Alaskan iq’mik, a native smokeless tobacco mixture that combines tobacco and fungus/plant ash, and performed measurements in urine for cotinine (a nicotine byproduct).  Select findings were published in FY 2013.

Maternal Organics Monitoring Study (MOMS) 
Exposure to persistent organic pollutants, heavy metals, and radionuclides in the environment may increase a newborn’s risk of developmental, neurological, and immunologic effects.  Alaska Native women are potentially exposed to these chemicals because their diet of fish and marine mammals has been shown to bio concentrate organochlorine chemicals and heavy metals, and atmospheric transport of nuclear fallout and accidents have spread radioactive materials over the circumpolar region.  The aim of this study, led by ANTHC, is to investigate associations of individual contaminants or groups of contaminants with pregnancy outcomes and risk of infectious disease as well as growth and development outcomes in the child’s first year of life.  DLS will provide technical assistance by measuring lipid content, polychlorinated biphenyls, polybrominated diphenyl ethers, organochlorine pesticides, perfluorochemicals, Vitamin D, lead, manganese, mercury, selenium, and total mercury in biological samples.

NCEH/OTA National Tribal Environmental Health Think Tank 
The National Tribal Environmental Think Tank is tasked with 1) characterizing the priority environmental public health issues facing tribal communities, 2) determining which NCEH/ATSDR divisions and branches are best suited to address these issues, and 3) offering actionable recommendations for NCEH/ATSDR leadership on how best to collaborate and engage with tribes on the selected issues.  The National Tribal Environmental Think Tank convened tribal leaders to determine environmental health priorities on November 13–14, 2012, February 21–23, 2013, and July 9–11, 2013.

Injury Prevention and Control 

Effective Strategies to Reduce Motor Vehicle Injuries Among AI/ANs (NCIPC/DUIP)
This program is to design and tailor, implement, and evaluate Native American community-based interventions with demonstrated effectiveness for preventing motor vehicle injuries within the following areas: (1) strategies to reduce alcohol-impaired driving among high-risk groups; (2) strategies to increase safety belt use among low-use groups; and (3) strategies to increase the use of child safety seats among low-use groups.  An overriding intent of this funding is to assist tribes in developing evidence-based, effective strategies in programs that take into consideration Native American culture.  Funding was awarded to eight grantees at approximately $70,000 per grantee.  The eight recipients are the Colorado River Indian Tribes (Mohave, Chemehuevi, Hopi, and Navajo); SEARHC; California Rural Indian Health Board on behalf of the Yurok Tribe; Sisseton Wahpeton-Oyate of the Lake Traverse Reservation; Rosebud Sioux Tribe; Caddo Nation of Oklahoma; Oglala Sioux Tribe Department of Public Safety, and Hopi Tribe through the Arizona Office of Health Services.  The period of performance was September 2010 through September 2014.

Rape Prevention and Education Program (NCIPC/DVP)
The Rape Prevention and Education program funds grantees from all 50 states, DC, and US territories (including two Pacific Island territories) to implement a range of activities, which include 1) implementing culturally-relevant prevention strategies based on the best available evidence, 2) conducting educational seminars and professional training, and 3) leveraging resources through partnerships to prevent rape and sexual assault in communities.  For example, some state health department grantees support educational seminars and training programs for students and campus personnel to reduce sexual assault at colleges and universities and to create a culture where sexual violence is not tolerated.  Grantees also operate state and community hotlines, develop sexual violence prevention plans, and build capacity for program planning and implementation.

Community Health

Racial and Ethnic Approaches to Community Health Program: Minority-Serving National Organizations (REACH MNO) 
The Inter-Tribal Council of Michigan is working with local affiliates and chapters to disseminate and implement effect strategies that reduce the burden of disease for several health problems, namely cardiovascular disease, diabetes, breast and cervical cancer screening, infant mortality, asthma, hepatitis, and immunization.

Racial and Ethnic Approaches to Community Health Program: Minority-Serving National Organizations (REACH MNO) 
Asian-Pacific Partners for Empowerment, Advocacy and Leadership is working with local affiliates and chapters (i.e., Coalition for a Tobacco Free Palau) to disseminate and implement strategies that reduce the burden of disease for several health problems, namely cardiovascular disease, diabetes, breast and cervical cancer screening, infant mortality, asthma, hepatitis, and immunization.

Community Transformation Grant (CTG) Program: Small Communities
The CTG Small Communities Program is aimed at improving the health of small communities across the nation.  Two-year grants were awarded to governmental and non-governmental agencies and organizations across a variety of sectors, including transportation, housing, education, and public health, and tribes and tribal organizations, to increase opportunities for people to make healthy living easier and improve health in communities of up to 500,000 people.  
· Coeur d’Alene Tribe – The Benewah Medical Center—an accredited, comprehensive, ambulatory community health center, owned and operated by the Coeur d’Alene Tribe—is working to improve overall community health of the Coeur d’Alene Indian Reservation by increasing access to preventive care, reducing tobacco use, improving nutritional habits, and increasing physical activity.  The project, Preventing Health Issues Through Transformation, will focus on assessing the needs of the community and identifying areas for improvement.  This work may impact approximately 19,000 residents living in low-income, racial/ethnic minority, and medically underserved communities in two Idaho and two eastern Washington counties.  
· Cherokee Nation – The Cherokee Nation is continuing work to develop tribal-specific approaches for preventing and reducing tobacco use and obesity, increasing physical activity and improving nutrition.  These approaches will help to reach long-range, high-impact tribal public health goals that for approximately 389,000 residents living in 14 counties in northeastern Oklahoma, with a focus on low-income, racial/ethnic minority, and medically underserved communities and persons affected by mental illness or substance abuse.
· Tohono O’odham Community Action – The goal of the Tohono O’odham Heritage of Health Initiative (TOHOHI) is to reduce obesity and type 2 diabetes on the Tohono O’odham Nation.  TOHOHI is using school-based programs to increase access to locally grown foods, enroll eligible students in free or reduced-price school meal programs, involve school gardens and O’odham sports, and teach healthy behaviors.  The initiative is also offering community-level nutrition and cooking programs, with locally farmed foods, geared to individuals and families.  These changes may benefit up to approximately 200,000 medically underserved residents in southern Arizona.

Community Transformation Grant Program: Capacity Building 
The CTG Program is working to create healthier communities by making healthy living easier and more affordable.  Concentrating on the causes of chronic disease, awardees are improving health and wellness with strategies that focus on areas such as tobacco-free living, active living and healthy eating, and clinical and community preventive services to prevent and control high blood pressure and high cholesterol.  Capacity building awardees are establishing a solid foundation for community prevention efforts, by developing the human capital, skills, and partnerships, to ensure long-term success.
· Confederated Tribes of the Chehalis Reservation –The tribe is working to assess public health conditions of the Chehalis people and the community of Oakville and build capacity to implement strategies and solutions to problems identified, along with identified resources, partners, preferences, and local conditions.
· Great Lakes Inter-Tribal Council, Inc.  (GLITC) – GLITC has increased infrastructure components by partnering with other tribes, established a leadership team, formed an active coalition to support community health work, and completed community health assessments and policy scans in each community.  GLITC will build on its existing relationships, policy-making experience, and community health assessment and communication skills to develop a Community Transformation Plan to reduce the burden of chronic disease in its communities.
· Sophie Trettevick Indian Health Center – The Makah Community Transformation Project has generated interest and excitement related to changing environments and creating opportunities to live long, healthy lives free of chronic disease.  They have established a leadership team, formed and evaluated their CTG coalition, leveraged funding and resources to support identified needs, completed assessments, and prioritized strategies, and are beginning to implement health eating and active living pilot projects.
· Toiyabe Indian Health Project (TIHP) – TIHP is a two-site health clinic in eastern California serving nine Paiute and Shoshone Tribes and tribal communities.  It provides comprehensive medical, dental, dialysis, community health, and mental health services to more than 3,000 Native American patients in Inyo and Mono Counties.  TIHP is working to increase the number of infrastructure components supporting CTG strategies, including leadership team, coalition, community health assessments, and technical assistance.  The project is also implementing several physical activity pilot projects and two healthy eating infrastructure projects.
· Yukon-Kuskokwim Health Corporation (YKHC) – YKHC administers a comprehensive healthcare delivery system for 58 rural communities in southwest Alaska. YKHC is working to increase the number of infrastructure components supporting CTG strategies, including leadership team, coalition, community health assessments, and technical assistance.
· Ulkereuil A. Klengar – Ulkereuil A. Klengar received a planning award to build capacity to support healthy lifestyles in the territory of the Republic of Palau (est. pop. 22,000).  Work is targeting tobacco-free living and healthy eating, active living, and quality clinical and preventive services, healthy and safe physical environment, and social and emotional wellness.

Community Transformation Grant Program: Implementation 
CTG implementation awardees are improving health and wellness by focusing on areas such as tobacco-free living, active living, healthy eating, and clinical and community preventive services to prevent and control high blood pressure and high cholesterol.
· Sault Ste. Marie Tribe of Chippewa Indians – The Sault Ste. Marie Tribe of Chippewa Indians is receiving $500,000 to serve an estimated tribal population of over 176,000 in Michigan.  Work will target tobacco-free living, active living and healthy eating, quality clinical and other preventive services, and healthy and safe physical environments.
· Southeast Alaska Regional Health Consortium – SEARHC is receiving $499,588 to serve an estimated population of 72,000 in Alaska.  Work will focus on expanding efforts in tobacco-free living, active living and healthy eating, and quality clinical and other preventative services.

Community Transformation Grant Program: National Network – Acceleration
The National REACH Coalition, a minority serving organization, has been funded $900,000 to reach communities through a national dissemination and intervention project to transform local service paradigms and improve health.  The coalition will address strategies in the areas of tobacco-free living, active living, healthy eating, clinical and other preventive services, social and emotional wellness, and healthy and safe physical environments—with a primary focus on African American/Black, Hispanic/Latino, Asian, Native Hawaiian/Pacific Islander, and AI/AN populations.  The National REACH Coalition provided sub-recipient funding to American Samoa Community Cancer Coalition.

Great Lakes Inter-Tribal Council, Inc., September 2325, 2013
During September 23–25, 2013, CDC’s Division of Community Health director and staff visited the Great Lakes Intertribal Council, Inc., to gain a programmatic overview consisting of progress, barriers, successes, and technical assistance needs towards achieving program goals and objectives.  The visit consisted of two days of culturally relevant information significant towards programmatic approaches of CTG activities.

Occupational Safety and Health

Presentation at the 1st Annual Navajo Nation Safety and Health Conference (NIOSH)
During June 11–14, 2013, NIOSH staff attended the 1st Annual Navajo Nation Safety and Health Conference in Albuquerque, New Mexico, and presented on NIOSH and NIOSH’s new tribal initiative to provide occupational safety and health support to AI/AN communities. Participation at the conference involved staffing a NIOSH informational booth, meeting and speaking with attendees about NIOSH and their work, answering questions, and providing information about NIOSH and NIOSH’s new tribal initiative.

Emergency Preparedness

Public Health Emergency Preparedness Cooperative Agreement
Through CDC’s Public Health Emergency Preparedness cooperative agreement, CDC provided a total of $2,344,070 to the US-affiliated Pacific Island jurisdictions in FY 2013.  The islands include the territories of American Samoa, Commonwealth of the Northern Mariana Islands, and Guam, as well as the freely associated states of Federated States of Micronesia, Republic of the Marshall Islands, and the Republic of Palau.  The purpose of this funding was to build and maintain the jurisdictions’ public health preparedness system as outlined in CDC’s Public Health Preparedness Capabilities: National Standards for State and Local Planning.  The needs of Native Hawaiians are addressed in several aspects of the PHEP cooperative agreement, especially in community preparedness, community recovery, and emergency public information and warning.  The non-English-speaking Native Hawaiians are considered at-risk populations, and public health messages are translated into the local language for distribution to those individuals.  Training programs, such as the EpiTech Training Program, include a curriculum designed to meet the ongoing educational needs of the staff who analyze public health data for early detection of potential outbreaks.  Also, CDC has an agency-wide Pacific Islands Coordination Workgroup that meets bimonthly to discuss such issues as addressing shortages in epidemiological and laboratory capacity as well as grants administration and staffing challenges in this jurisdiction.

Mass Antibiotic Dispensing Workshop in Flagstaff, Arizona 
On August 28–29, 2013, members of the CDC  Office of Public Health Preparedness and Response (OPHPR)/Division of Strategic National Stockpile (DSNS) Training Team, in collaboration with the OPHPR’s Division of State and Local Readiness Program Services Branch, facilitated a training of 70 participants in medical countermeasure dispensing operations for a large-scale public health event.  Participants were predominately American Indian tribal members or American Indian preparedness partners from Arizona, New Mexico, and Utah.  Arizona’s Bureau of Public Health Emergency Preparedness within Arizona’s Department of Health Services made the request for training on behalf of the Navajo Nation.  The DSNS training team conducted the two-day workshop, the Mass Antibiotic Dispensing (MAD) Workshop” in Flagstaff, Arizona.  The MAD course manager designed the training using a compilation of medical countermeasure training modules and tailored the workshop to address cultural, geographic, and other considerations.  These trainings support the readiness of personnel for exercises and any future real-world events.  Additional workshops are planned in 2014 for other regions of the Navajo Nation in coordination with Bureau of Health Emergency Management, Epidemiology & Response Division of the New Mexico Department of Health.
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)The Food and Drug Administration (FDA) protects the public health by ensuring the safety, efficacy, and security of human and veterinary drugs, biological products, and medical devices; ensuring the safety of foods, cosmetics, and radiation-emitting products; and regulating tobacco products.  Following are highlights of FDA interactions with tribes.

Tribal Consultation
· Seminole Tribe of Florida, Inc. – The Seminole Tribe of Florida and FDA held an in-person formal tribal consultation on November 14, 2013, at FDA’s White Oak Campus in Silver Spring, Maryland.  The Seminole Tribe of Florida, Inc. initiated the consultation after receiving CTP’s Dear Tribal Leader Letter.  The Tribe wanted to share information about their e-cigarette manufacturing business and plans, including a proposed study on e-cigarette use as a cessation tool with the University California at Los Angeles.  The Tribe also has interest in compliance and enforcement issues, partnerships, and other opportunities. 
· Tribal Consultation Webinar – FDA convened a tribal consultation webinar on October 7, 2013.  The purpose of the webinar is to consult with tribal officials and organizations on the Produce Safety and Preventive Controls for Human Food proposed rules, including FDA’s intent to prepare an Environmental Impact Statement (EIS) for the Produce Safety rule.  The participants included the Indigenous Food and Agriculture Initiative, the Oneida Tribe, the National Congress of American Indians, and the First Nations Development Institute.

Technical Assistance 
Informational Webinars 
· FDA and the National Congress of American Indians cohosted two informational webinars in May 2013 and in August 2013.  The goal of these webinars was to provide interested Tribes and Tribal organizations opportunities to express their views, in addition to providing formal comment to the administrative docket on the Produce Safety and Preventive Controls for Human Food proposed rules.  Tribal participation in these webinars included: Manzanita Band of the Kumeyaay Nation, Indigenous Food and Agriculture Initiative, Choctaw Nation of Oklahoma, Ione Band of Miwok Indians, Lummi Nation, Seminole Nation of Oklahoma, Pueblo of Laguna, Muskogee Creek, Oneida Tribe, and Chemehuevi Indian Tribe.

National Retail Food Program
· Lac du Flambeau Band of Lake Superior Chippewa Tribe: FDA’s Office of Regulatory Affairs (OAR) Central regional office (CRO) continues to support the Lac du Flambeau Tribe’s retail food safety program by implementing the FDA Voluntary National Retail Food Regulatory Program Standards.  The tribe successfully completed their baseline survey in 2013.  ORA-CRO’s Retail Food Specialist continues to provide guidance and assistance as the Tribe moves toward making improvements to meet Standard No. 3: Inspection Program Based on Hazardous Analysis Critical Control Point (HACCP) Principles as well as several other Standards.

· Mohegan Tribe – ORA Northeast Region Office (ORA-NER) Retail Food Specialist continues to provide technical assistance to the Mohegan tribal health department in Connecticut.  The technical assistance focuses on Food Code interpretations, standardized marking of inspection forms, retail food safety, and compliance issues.  The ORA-NER Retail Food Specialist also continues to support the Mohegan Tribe’s improvement of their retail food safety program by implementation of the FDA Voluntary National Retail Food Regulatory Program Standards. 

· Mashantucket Pequot Tribe –ORA NER’s Retail Food Specialist provides technical assistance to the Mashantucket Pequot tribal health department located in Connecticut.  The technical assistance focused on Food Code interpretation, retail food safety, and compliance issues.  The Retail Food Specialist also supports the Mashantucket Tribe in their continued implementation in the FDA Voluntary National Retail Food Regulatory Program Standards.  The Mashantucket Pequot Tribe met Standard 3, Inspection Program based on HACCP principles, and Standard 6, Compliance and Enforcement through a self-assessment and audit verification.  These achievements were made possible by not only the support of the Northeast Region State Cooperative Program but also funding provided by the ORA’s Office of Partnerships.

· Tribes Enrolled in National Retail Food Program:  There are currently nine tribes that are enrolled in the Retail Food Regulatory Program Standards, which makes them eligible to apply for FDA grant funds to support the food program standards.  The Tribes include: Gila River Indian Community (Arizona), Viejas Tribe and Government (California), Mashantucket Pequot Tribe (Connecticut), Mohegan Tribe (Connecticut), Coeur d’Alene Tribe (Idaho), Crow Reservation (Montana), Albuquerque Area Indian Health Service (New Mexico), Squaxin Island Gaming Commission – Little Creek Casino-Hotel (Washington), and Lac du Flambeau Band of Lake Superior Chippewa Indians (Wisconsin). 

· Fifty-four tribes adopted a tribal food code based on the FDA Model Food Code (Pre-1999: 16 tribes; 1999: 4 tribes; 2001: 5 tribes; 2005: 23 tribes; and adopted each new Code by reference: 6 tribes).

Informal Engagement
· FDA worked with a Native American-owned contractor, Keres Inc., to identify tribal tobacco retailers and manufacturers, and conduct primary/secondary research for a pilot Tribal compliance and enforcement program.

· In April 2013, CTP sent a Dear Tribal Leader Letter to all federally recognized tribes to introduce CTP and provide information on the Family Smoking Prevention and Tobacco Control Act.
 
· CTP attended three conferences hosted by tribal organizations: Seventh Generation Tobacco Summit in April 2013, the National Tribal Public Health Summit in June 2013, and the National Native American Law Enforcement Conference in September 2013.

· CTP held two webinars to introduce CTP and provide information about the Family Smoking Prevention and Tobacco Control Act.  On June 14, 2013, participants included Arizona Tribes (Colorado River Indian Tribe, Pascua Yaqui Tribe, Hopi Tribe, Kaibab Band of Paiute Indians, and Yavapai-Apache Nation).  On July 9, 2013, participants included Northwest Portland Area Indian Health Board and the California Rural Indian Health Board.

· In September and October 2013, CTP hosted listening sessions with the Great Lakes Inter-Tribal Council Tribal Epidemiology Center and the American Indian Cancer Foundation.  In September 2013, CTP hosted a meet and greet meeting with two tribal organizations, the National Indian Health Board and the National Council on Urban Indian Health; and in October 2013, a meet and greet was held with the Indian Health Service.

Health Promotion and Disease Prevention
· San Francisco District office (SAN-DO) and the Center for Food Safety and Applied Nutrition (CFSAN) --  The Public Affairs Specialist exhibited at the 42nd annual Meeting of the Association of American Indian Physicians (AAIP) in Santa Clara, CA, August 1-2, 2013.  The theme of the conference was “Promoting Wellness in Native American Communities through Exercise, Disease Prevention, and Traditional Healing.” FDA handouts included Spot the Block materials (label reading initiative for tweens to make healthful food choices), Nutrition Education Resources CD, Eat Healthy-Be Active Community Resources Handbook, various Food Facts topics (e.g., sodium, Trans fat, food allergies, safe food handling), and food safety information for at-risk groups (such as people with diabetes), to name a few.  Approximately 300 American Indian and Alaska Native physicians, other health professionals, community health workers, researchers, and students from throughout the U.S. attended.  The FDA Public Affairs Specialist received several requests for quantities of materials to be sent to Indian Health Centers. 

Funding Support to Native American Communities

FDA did not award grants to Native American tribes or organizations in FY 2013.  However, tribes are eligible to compete for several funding opportunities.  FDA does not provide tribal-specific grant opportunities (set-asides).  The tribes are eligible for all of our grants if they meet the eligibility requirements – excluding sole sources and some limited competition announcements.
  
•	Food and Drug Administration – Research – CFDA 93.103
•	Food Safety and Security Monitoring – CFDA 93.448
•	Ruminant Feed Ban Support Project -- CFDA 93.449
 
· Coeur d’Alene Tribe: The FDA Office of Partnerships Retail Food Specialist talked with a representative from the Coeur d’Alene Tribe on November 4, 2013, regarding funding opportunities specific to tribes.  The Tribal representative inquired about the FDA providing sustained funding to support the administration of food protection programs on tribal lands.  The Retail PS Cooperative Agreement program and the Retail Association Cooperative Agreement (to sub-award funds to state, local, tribal, and territorial retail food jurisdictions) was discussed with the tribal representative along with the links to the descriptions of these funding programs on our website.  The tribal representative was encouraged to register at grants.gov and was placed on the distribution list receive notices on future funding opportunities. 

Other Funding Opportunities (Contracts)

· CTP awarded a contract to a Native American owned contractor, Kauffman and Associates for $761,313, to continue identifying tribal retailer and manufacturer information, conducting tobacco compliance program research, developing recommendations, and providing outreach assistance for the pilot program.

· Center for Devices and Radiological Health (CDRH) awarded a new task order to Native American owned contractor CNI Technical Services contract HHSF22301005T for $149,995.20.  The purpose of this contract is to provide research assistance in flow cytometry instrumentation to ensure the continuity of daily operations and to obtain support in the area of device review activities.

· CDRH awarded a new task order to the Native American owned contractor CNI Technical Services contract for 149,995.20.  The purpose of this contract is to obtain the services of a Project Investigator in the area of Medical Infrared Laser Spectroscopy to maintain the continuity of ongoing Medical Countermeasures (MCM) funded research projects in lab in OSEL.  The overall research objectives of this contract entail the development and investigation of state-of-the-art laser spectroscopy technologies for sensing and analyzing chemical and biological contamination at medical device surfaces.
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)The Health Resources and Services Administration (HRSA), an agency of the U.S. Department of Health and Human Services (HHS), is the primary federal agency responsible for improving access to health care services for the people who are economically, geographically, or medically vulnerable.  HRSA provides leadership and financial support to health care providers in every state and U.S. territory.  HRSA grantees provide health care to medically vulnerable individuals living with HIV/AIDS, pregnant women, mothers, and children.  HRSA supports the training of health professionals and the improvement of systems of care in rural communities.  HRSA oversees organ, bone marrow, and cord blood donation; supports programs that compensate individuals harmed by vaccines; and maintains databases that protect against health care malpractice and health care waste, fraud, and abuse.  

HRSA shares many priorities with the American Indian and Alaska Native (AI/AN) and Native Hawaiian and Pacific Islander (NH/PI)[footnoteRef:7] communities, including, but not limited to, reducing the burden of disease, increasing health professional workforce development, increasing health information technology investments in health care facilities that serve AI/ANs and NH/PIs, and improving access to funding and grant opportunities.  Tribes, tribal organizations, and the U.S.  Pacific territories and freely associated states are encouraged to apply for HRSA funding opportunities for which they are eligible that support these priorities.  [7:  For the purposes of this report, NH/PIs are considered to be within the scope of the term “Native American, which is used in the title of this report.     
] 


In fiscal year (FY) 2013, HRSA leadership continued to actively participate in the Secretary’s Tribal Advisory Committee, as well as the Interdepartmental Council on Native American Affairs and its various sub-groups, to strengthen the agency’s relationship with the AI/AN communities.  HRSA also continues to collaborate with the Indian Health Service (IHS), for example, in its partnership with IHS and the Substance Abuse and Mental Health Services Administration (SAMHSA), to address tribal suicide prevention.  In addition, HRSA convenes an internal AI/AN workgroup and meets with national organizations (e.g., the National Indian Health Board (NIHB)) and tribal/urban leaders when appropriate.  HRSA is committed to increasing its AI/AN representation on HRSA’s advisory committees, and in FY 2013 it reported over 296 AI/AN grant reviewers in the agency’s database. 

On August 26, 2013, HRSA held its Tribal Consultation (in Traverse City, Michigan) in conjunction with the Consumer Conference Meeting hosted by the NIHB.  The goal was to discuss ideas and obtain feedback so that HRSA can improve its programs, keeping in mind the agency’s commitment to increase access to quality health care for all AI/AN populations. 
 
During FY 2013, then HRSA Administrator, Mary K. Wakefield, Ph.D., R.N., and senior staff shared updates and responded to questions about agency programs.  Topics included funding opportunities for the Health Center and Home Visiting Programs, workforce development through the National Health Service Corps (NHSC), and recent technical assistance (TA) targeting Tribes.  Additional topics of discussion included concerns among Tribes when applying for community health center funding, TA to increase Health Professional Shortage Areas (HPSA) scores, and recruitment of tribal entities as Certified Application Counselors and Navigators.  As required by HRSA’s Tribal Consultation Policy, the agency plans to conduct its next Tribal Consultation in the fall of 2014.  The objective is to discuss with Tribes updates to its current Tribal Consultation Policy with the Tribes.

Social and Economic Conditions of Native American Communities

Health statistics for AI/ANs are quite alarming when measured against national norms.  This population is among the most at-risk in the country, is geographically dispersed across regions, and it is historically underserved.  Seventy-eight percent of the 5.2 million AI/ANs in the United States live in non-reservation settings with 71 percent living in urban communities.[footnoteRef:8],[footnoteRef:9] [8:  National Congress of American Indians.  Website:  http://www.ncai.org]  [9:  Urban Indian Health Institute Factsheet, April 2013.] 


While only 1.6 percent of the total U.S. population is AI/AN, as a group they experience disproportionately poor health, high economic insecurity, and limited access to services to adequately support infant, maternal, and child health.  They also have the highest poverty rate of all ethnic and racial groups in the United States.  This population has an infant mortality rate of 8.1 per 1,000 live births, which is higher than the infant mortality rate of 6 per 1,000 for non‑Hispanic Whites.[footnoteRef:10]  Fetal alcohol spectrum disorders also appear with much greater frequency in the AI/AN population, with some studies showing an incidence of five times the national rate.  Sudden Infant Death Syndrome deaths among AI/AN infants occur at 2.1 times the rate of non-Hispanic White infants. [10:  Robert Wood Johnson Foundation Issue Brief #6, April 2011.] 


As for NH/PIs, according to the Native Hawaiian & Pacific Islanders Report provided by Papa Ola Lokahi (POL), heart disease is the leading cause of death for Native Hawaiians.  Cancer is the fastest-growing cause of death among many Native Hawaiian groups.  Native Hawaiians have higher rates of diabetes and obesity.  The number of suicide deaths among Native Hawaiians increased 170 percent between 2005 and 2010.[footnoteRef:11]  Factors further impacting health includes a shortage of primary care health services, which explains the reason why all islands of Hawaii, except portions of O’ahu, have been federally designated as Medically Underserved Areas/Populations.[footnoteRef:12],[footnoteRef:13]  [11:  POL Report:  Native Hawaiians and Pacific Islanders:  A Community of Contrasts in the United States, 2014.
]  [12:  Medically Underserved Areas/Populations are areas or populations designated by HRSA as having too few primary care providers, high infant mortality, high poverty, and/or high elderly population.]  [13:  Look M.A, Trask-Batti M.K., Agres R., Mau M.L. & Kaholokula J.K.  (2013).  .Assessment and Priorities for Health and Well-being in Native Hawaiians & other Pacific Peoples.  Honolulu, HI:  Center for Native and Pacific Health Disparities Research, University of Hawaii.] 


In addition to physician shortages, nearly 18 percent of Native Hawaiians did not see a doctor because of cost in 2012.  Of the active Hawaii physicians, 38 percent are primary care practitioners, and Hawaii’s 289 physicians per 100,000 population ranks tenth nationally according to the 2013 State Physician Workforce Data Book, published by the Association of American Medical Colleges.[footnoteRef:14]    [14:  2013 State Physician Workforce Data Book.] 


Between 2007 and 2011, the number of unemployed Native Hawaiians increased 123 percent.  During the same time, the number of Native Hawaiians who were living in poverty increased 56 percent.  According to the 2010 U.S. Census, Native Hawaiians are the poorest among ethnic groups with 9.6 percent of the people living below the poverty level and 13.8 percent of Hawaii’s children living in poverty (U.S. Census Bureau, 2012).[footnoteRef:15]  [15:  Ibid, POL Report, 2014.] 


Nearly 253,000 Native Hawaiians speak a language other than English at home.  Language barriers among Native Hawaiians may influence the extent to which this population is able to access timely care and receive treatment.  Native Hawaiians in Hawaii face the cultural barriers associated with reluctance to seek medical care, and they must also deal with an extreme lack of services and overcome huge geographical barriers in simply getting to those services.[footnoteRef:16] [16:  Ibid, POL Report, 2014.] 


Support Provided to Native Americans Communities

Bureau of Clinician Recruitment and Service 

HRSA’s Bureau of Clinician Recruitment and Service hosted several NHSC Virtual Job Fairs in FY 2013.  These fairs focused on helping NHSC-approved health care sites promote open vacancies.  In March 2013, the NHSC hosted a Tribal Virtual Job Fair featuring 23 “virtual recruitment” presentations by IHS, as well as presentations by tribal health care delivery sites from 8 states, representing more than 32 individual sites and more than 100 job vacancies.  In addition, subsequent job fairs in July and August, focused on helping NHSC Scholarship recipients find jobs at high-need sites.  Among the 40 presenting sites, 9 presentations represented more than 95 tribal health care delivery sites with a total of 67 job vacancies. 

The IHS and HRSA continue to work together to increase utilization and availability of the NHSC Loan Repayment and Scholarship Programs as a recruitment tool to fill health professional vacancies at tribal sites.  In May 2011, an NHSC policy clarification allowed the IHS, Tribal Clinics, and Urban Indian Health Clinic sites to become NHSC-eligible sites through an auto-HPSA approval process.  Prior to the policy clarification, there were only 60 NHSC-approved tribal sites providing health care to AI/ANs.  By the end of FY 2013, 621 tribal clinical sites had been auto-approved to be NHSC-eligible sites.  As of September 30, 2013, 377 NHSC clinicians were providing care at 173 tribal sites, with an additional 70 NHSC clinicians providing care in 30 sites located in Hawaii and the U.S. affiliated Pacific Islands (USAPI).[footnoteRef:17]  According to self‑reports of the nearly 8,900 NHSC clinicians providing care as of September 30, 2013, 1.8 percent are AI/AN.  An additional 43 NHSC clinicians self-identified as NH/PI. [17:  USAPI includes American Samoa, Northern Mariana Islands, Guam, Federated States of Micronesia, Marshall Islands, and the Republic of Palau.
] 


The Affordable Care Act permits Indian health facilities that serve only tribal members to qualify as NHSC sites, extending the ability of IHS/tribal facilities to recruit and retain primary care providers by utilizing NHSC scholarship and loan repayment incentives.  As of September 30, 2013, approximately 30 percent of the 621 NHSC-approved tribal facilities had completed NHSC Jobs Center site profiles and listed 122 job vacancies for which they were recruiting primary care providers.  HRSA welcomes the opportunity to work with tribal leaders to assure that all NHSC-approved sites complete their NHSC Jobs Center site profile and make use of this no-cost recruitment tool.  
 
Bureau of Health Professions

The HRSA Bureau of Health Professions funds grants to health professions schools and training programs, including tribal grantees and entities serving tribal populations, to support the education and training of culturally competent primary care providers and to increase access to quality health care, especially for rural and underserved people.  In FY 2013, HRSA funded 45 awards for a total of more than $11.2 million that supported health professions education for AI/ANs.  As a result of their ongoing efforts, 9,083 AI/AN individuals participated in Bureau of Health Professions-sponsored programs in academic year 2012-2013 (funded in FY 2012). 

Oglala Lakota College, a Tribal College and University (TCU), was awarded over $462,000 in Scholarships for Disadvantaged Students (SDS) funding for the FY 2013 Nursing Associate discipline in July 2013.  The SDS Program provides financial support to increase diversity in the health professions and nursing workforce by providing grants to eligible health professions and nursing schools for use in awarding scholarships to students from disadvantaged backgrounds.  Many of these students are from underrepresented racial and ethnic backgrounds, and entrance into a career as a health professional will help diversify the health workforce to ensure culturally effective care and reduce health disparities.  This award will help the institution to recruit and retain a more steady flow of nursing student graduates, including those who are more likely to enter practice in this Medically Underserved Area, to help meet the health needs of the Indian people.  

HRSA also improved educational opportunities for 842 AI/ANs through the Centers of Excellence Program, the Health Careers Opportunity Program, and the Nursing Workforce Diversity Program.  This support included an FY 2013 award of $346,000 to Salish Kootenai College, a tribal college located on the Flathead Indian Reservation in Montana, which aims to help more than 190 students to prepare for practice in rural and tribal communities.  	

The University of North Dakota established the Recruitment/Retention of AI/ANs into Nursing (RAIN) Program in 1990 for the purpose of increasing the number of culturally competent AI/AN nurses by recruiting and increasing the number of AI/AN students entering the pre‑nursing, undergraduate baccalaureate nursing, and masters nursing curriculum.  The RAIN Program also seeks to retain AI/AN students through graduation and licensure at the baccalaureate and master’s levels and provide scholarships and stipend support to nursing students to assist with tuition, books, and fees.  The RAIN Program recruits AI/AN students interested in nursing careers who are located on reservations in North Dakota, Nebraska, South Dakota, Minnesota, Montana, Wisconsin, and Wyoming.  Since 1990, the RAIN Program has assisted 152 AI/ANs to obtain a Bachelors of Science in Nursing (BSN) degree and 36 AI/ANs to obtain their Masters of Science in Nursing.  Of these graduates, 83 percent have returned to work in the rural, tribal, health labor shortage areas that they call home.  In FY 2013, the RAIN Program enrolled 15 new pre-nursing students, 10 new BSN students, and 44444 Registered Nurse students into the online Registered Nurse (RN)-BSN/RN-Masters of Science Program, and two AI/AN nurses into Masters of Science Program.  

The College of Menominee Nation is a grantee in the Nursing Assistant and Home Health Aide Program proposing to establish a new initiative to train nursing home aides and home health aides at colleges or community-based training programs through the development, testing, and demonstration testing of training programs on campus, at alternative sites, and through telehealth methodologies.  This grantee also proposes to serve as a “gold standard” grant program that supports colleges and community-based training programs with the development, demonstration, and evaluation of competency-based uniform curriculum and offering a 75-hour non-credit Home Health Aide certificate program.  The grantee is proposing to train and award certificates to 500 AI/AN students by the end of the project period.

The primary goal for the Predoctoral Training in Primary Care grant program at the University of Minnesota Medical School Duluth is to provide medical students with rural practice experiences and with AI/AN community preceptors caring for AI/AN individuals.  In its fourth year of funding, 44 percent of the medical graduates chose to practice in family medicine.  In academic year (AY) 2012-2013, the institution had eight AI/AN graduates, which was an increase from the seven AI/AN graduates in AY 2011-2012 and three in AY 2009-2010.  A total of 25 graduates have completed the program since the institution began receiving HRSA funds.  

The Predoctoral Training in Primary Care grant at Oklahoma State University Health Science Center provides training experiences in each year of medical school for students to serve a substantive number of AI patients in a rural setting.  In the Rural Medical Track Curriculum, the first and second year students complete a summer rural externship and perform a research project on a rural health topic.  The third year students complete two rotations in Tulsa, Oklahoma, and are encouraged to return to a training site near where they hope to practice.  Every fourth year student rotates for 8 weeks at a rural community hospital site, each serving a large AI population (primarily Cherokee, Chickasaw, Choctaw, and Creek).

Two training programs supported by Bureau of Health Professions funds address the needs of AI/ANs, but these efforts are not grant activities:
· The Idaho State University Department of Family Medicine Residency is supported by a Residency Training in Primary Care grant to prepare family medicine physicians who can use the resources of a medical home to guide aging adults through lifestyle changes that will improve their health.  The residency program actively recruits AI/AN applicants and has contracted with tribal health at the Fort Hall Indian Reservation, just 10 miles north of Pocatello, to provide inpatient care for all AI/ANs requiring admission to the hospital and most of their prenatal patients.  The residents have the opportunity to care for over 200 AI/AN inpatients each year.
· The University of New Mexico School of Medicine Center for Native American Health is committed to improving the health of AI/ANs in New Mexico by providing technical assistance, capacity building, student pipeline initiatives, and health policy development to tribal and urban communities.

Teaching Health Center Graduate Medical Education funding is being utilized by awardees to expand primary care residency training in community-based settings as well as to perform the following activities:  
· Choctaw Nation Health Services Authority is dedicated to providing primary health care for tribal communities in Southeast Oklahoma and provides care free-of-charge. 
· The Family Medicine Residency of Idaho train in different rural rotation sites throughout Idaho.  These sites include one tribal clinic, six community health centers, and nine rural health clinics.  The tribal site is the Benewah Community Health Clinic in Plummer, Idaho, which serves the Nez Perce Indian Tribe.
· The Montana Family Medicine Residency, which offers a curriculum in the culturally sensitive care of AI/AN patients, was established through a Title VII Residency Training grant in 2004.  This curriculum has been maintained after the end of the grant funding, and it and has led to an opportunity to work directly with Montana Family Medicine Residency’s AI/AN graduate physicians and other tribal leaders. 
· Outpatient training occurs at the Puyallup Tribal Health Authority’s Takopid Health Center, a tribal-operated clinic within the IHS on the Puyallup Indian Reservation.  The Takopid Health Center provides ambulatory primary care for an annual total of 96,000 primary care medical visits for 9,000 patients.  The program provides residents with a keen understanding of how Native American culture affects clinical service and it provides an opportunity to work with underserved populations with complex health needs.  Residents are trained with an emphasis on cultural awareness and preparation for serving Native American underserved patients.
· The Tahlequah Medical Group (TMG) and Tahlequah City Hospital provide primary medical care for rural Cherokee County in Oklahoma and multiple underserved counties surrounding Tahlequah.  TMG provides affordable, primary health care with a specialization in internal medicine to all populations in the area, including the predominately AI/AN population.

In FY 2013, two Public Health Training Centers Program grantees used funds to educate and train the public health workforce, students, and faculty on AI/AN topics and initiatives.  These grantees include the University of Florida and the University of Albany with its partner the University of Buffalo.  In total, approximately $23,000 of their grant funds was used for these activities.  
· University of Florida, approximately $8,000
· University of Albany/University of Buffalo, approximately $15,000

In addition, in FY 2013, three Geriatric Education Centers Program grantees used funds to educate and train AI/AN health professions students, faculty, and practitioners in geriatrics.  These grantees include the Arizona Board of Regents at the University of Arizona, Michigan State University, and the University of Montana.  In total, approximately $61,600 of their grant funds was used for these activities.  
· Arizona Board of Regents/University of Arizona, approximately $41,600
· Michigan State University, approximately $10,000
· University of Montana, approximately $10,000

The Graduate Psychology Education Program awarded funds to the Indian Health Care Resource Center of Tulsa, Inc., totaling $145,232 to tribes/tribal and Native American organizations.  In FY 2013, one Center of Excellence (COE) Program used funds for the recruitment, retention, and successful completion of behavioral health career training by Native Americans.  A total of $700,000 was awarded for these activities.

In addition, in FY 2013, one competing continuation application for the Centers of Excellence Program (COE) was awarded to the University of Montana, Skaggs School of Pharmacy.  The University of Montana was awarded $494,640 in grant funds to support activities related to increasing the number of Native American faculty and pharmacy students to improve the health care delivery to AI/AN populations through better professional preparation, and to achieve cultural competence for all pharmacy graduates.

The University of Alaska Anchorage has five regional Area Health Education Centers (AHEC). Two of the regional AHEC centers are hosted by a tribal college and a tribal organization,  Ilisagvik College and the Yukon Kuskokwim Health Corporation, respectively;  and both have sub-contracts with the University of Alaska Anchorage AHEC program.  In FY 2013, the University of Alaska Anchorage was awarded a total of $616,685 through the AHEC Program.  The University of Alaska sub-contracted with Ilisagvik College and Yukon Kuskokwim Health Corporation at a total of $233,757 to carry out AHEC activities.

The Guam/Micronesia (G/M) AHEC Program-University of Guam School of Nursing was awarded $630,015 in FY 2013 and it supports three regional AHEC centers:  Guåhan (Guam) AHEC, serving the island territory of Guam; Republic of Marshall Islands (RMI)/College of Marshall Islands AHEC, serving the U.S. affiliated RMI; and Federated States of Micronesia (FSM) AHEC, serving three of the four states within FSM.  The Yap AHEC, which is a regional AHEC center affiliated with the University of Hawaii, Pacific-Basin AHEC Program serves the fourth state of FSM.  The G/M AHEC Program emphasizes community‑based, in-country (local), and inter-island training for health professions students and health care providers while enhancing health career education and the recruitment pipeline from high school to community college levels.  The G/M AHEC Program has played a significant role in improving the public health capacity and infrastructure in the region, including the development of an innovative public health training pipeline program.  This program provides a career ladder from a Certificate of Achievement to a Master of Public Health degree.  The G/M AHEC Program has also established strong collaboration with the Centers for Disease Control and Prevention (CDC) and the Pacific Islands Health Officers Association (PIHOA) to support training in public health capacity building.

The Hawaii/Pacific Basin (HPB) AHEC Program-University of Hawaii, John Burns School of Medicine, was awarded $915,030 and supports nine regional affiliated AHEC centers:  Big Island AHEC located in Hilo; Na Lei Wili AHEC located in Lihue; Palau AHEC located in Koror; Huli Au Ola AHEC located in Kaunakakai; CNMI AHEC located in Saipan; Yap AHEC located in Kolonia, FSM; Waimanalo AHEC located in Waimanalo; American Samoa AHEC located in Pago, Pago; and Waianae AHEC located in Waianae.  The HPB AHEC Program focuses its programmatic activities to improve the diversity, distribution, supply, and quality of the health professions workforce in the Pacific.  Five areas serve as the programmatic focus:  (1) recruiting underrepresented minority students to health science careers; (2) training students in rural and underserved areas, often in interdisciplinary teams; (3) recruiting providers to rural areas and providing activities to improve retention; (4) providing and facilitating community-based health education; and (5) providing distance learning options across the region for health information and education.  Partners in this effort include schools, health care and government organizations, workforce investment agencies, rural health associations, and community-based organizations in the region. 

Bureau of Primary Health Care

The Bureau of Primary Health Care administers the Health Center Program which funds health centers in underserved communities, to provide access to high quality, family oriented, comprehensive primary and preventive health care for people who are economically, geographically, or medically vulnerable, or who face other obstacles to getting health care.  Based on 2012 Uniform System Data, Health Center Program grantees served 266,527 AI/ANs and 222,790 NH/PIs.  HRSA supports community health centers in all six USAPI jurisdictions, with two sites in FSM.  

In FY 2013, HRSA awarded more than $36 million in ongoing funding to AI/AN grantees plus supplemental support totaling more than $3.8 million provided by the Affordable Care Act.  The following are examples of this funding activity:
· In early July 2013, HRSA awarded approximately $150 million in supplemental funding to 1,159 health centers, including tribal entities.  This funding expands current outreach and enrollment assistance activities, and facilitates enrollment of eligible health center patients and service area residents into affordable health insurance coverage through the Health Insurance Marketplaces, Medicaid, or the Children’s Health Insurance Programs.  With this funding, health centers expect to hire additional outreach and eligibility assistance workers to assist millions of people nationwide with enrollment into affordable health insurance coverage.  Twenty-five Tribal/Urban Indian health centers received funds for a sum of $2,206,291 to assist individuals in their communities in becoming enrolled.[footnoteRef:18] [18:  By the end of FY 2013, there were a total of 27 AI/AN grantees.  One AI/AN grantee did not apply for Outreach and Enrollment funding.  Another grantee was awarded New Access Point funding during the last month of FY 2013 and was, therefore, not a HRSA/ Bureau of Primary Health Care Health Center Program grantee at the time that Outreach and Enrollment funding was awarded.    ] 

· In August 2013, HRSA released approximately $48 million in base adjustments to 1,193 health centers, including tribal entities, to support ongoing operations and quality improvement activities.  Twenty-six Tribal/Urban Indian health centers (19 Tribal and 7 Urban Indian) received a sum of $736,951 for support in their ongoing operations.[footnoteRef:19] [19:  By the end of FY 2013, of the 27 AI/AN grantees, one was awarded New Access Point funding during the last month of that fiscal year.  As a result, the grantee was not eligible for base adjustment funding.] 

· In September 2013, HRSA announced awards of $19 million, which was made available by the Affordable Care Act, to establish 32 new health service delivery sites.  These grants will support new full-time service delivery sites for the provision of comprehensive primary and preventive health care services.  The Paiute Indian Tribe of Utah, a tribal entity in Cedar City, Utah, was awarded approximately $750,000.

HRSA’s support to NH/PIs also includes the Native Hawaiian Health Care Systems (NHHCS) Program.  It is authorized under the Native Hawaiian Health Care Improvement Act of 1988, which was reauthorized under the Affordable Care Act.  Under NHHCS, grantees are charged to improve the quality of health among the Native Hawaiian people through health education, disease prevention, case management, enabling services, and primary health care services.  In FY 2013, NHHCS grantees received a total of $12,195,094 to fulfill this responsibility.  Focusing on disease prevention and health promotion since 1992, these systems have developed programmatic initiatives that reflect their respective island Native Hawaiian population’s health needs and concerns.  NHHCS grantees on each island provide health screenings, educational services, primary care, as well as transportation and other enabling services directly to Native Hawaiians.

As for TA, the following highlight a few examples of TA provided by the agency in Hawaii and its surrounding region for FY 2013:  
· The Office of Quality and Data hosted a TA webcast series centered on data collection and systems.  
· The Hawaii Primary Care Association (HPCA) works with all six of the grantees in the Native Hawaiian Health Care Systems Program.  HPCA provides training and TA related to Patient Centered Medical Homes and Electronic Medical Record implementation.  They also conducted Centers for Medicare and Medicaid Services (CMS) Advanced Primary Care Practice Demonstration to consolidated community health centers on a statewide and regional basis.  
· HRSA funds a national cooperative agreement with The Association of Asian Pacific Community Health Organizations (AAPCHO).  AAPCHO provides training through webinars and dissemination of materials to Asian American Native Hawaiian Pacific Islander-serving health centers to participate in a Health Information Exchange, which measures improvements in key clinical quality and performance measures related to Hepatitis B, diabetes, child immunizations, emergency room utilization, and early notification of pregnancy to health care plans.

HIV/AIDS Bureau 

HRSA is working to improve access to healthcare services for individuals, including AI/AN individuals living with HIV/AIDS through its AIDS Education and Training Center (AETC) grantees.  They have received funding to work with individual tribes to assess training needs to plan, design, and implement needs-based, culturally responsive training programs.  The cornerstone of this project is the pre-training work that the AETCs conduct with individual communities to build trust, gain access to health care providers, and receive permission to offer training.  Furthermore, AETCs work to reduce stigma, design HIV testing programs, and assist community leaders to understand the risk posed by HIV within their communities, including tribes.  The AETC experience ensures that relationships and trust are established for the most successful intensive longitudinal training and capacity building services with tribes, communities, and organizations.  AETCs report that they are seeing the results of the work from prior years of pre-training and are poised to reach more tribal communities to assist tribal leadership and health care providers to reduce stigma and increase access to HIV care and testing services in multiple regions throughout the United States. 

In August 2013, HRSA announced two Ryan White HIV/AIDS Program Part C Early Intervention Service Program grants to programs serving AI/AN communities in Anchorage, Alaska.  The Anchorage Neighborhood Health Center received $300,212, and the Alaska Native Health Consortium received $501,125.  Both service providers received funding for 3-year project periods to provide comprehensive HIV primary medical care and support services to individuals with HIV disease.  In addition, the Alaska Native Health Consortium received a Part C supplemental award for $38,000 for HIV early intervention services.  Anchorage Neighborhood Health Center has been providing HIV services since 1991, and Alaska Native Health Consortium has provided services since 2001.

Among the six USAPI regions and jurisdictions, the following HIV/AIDS programs apply to NH/PIs:
· Pacific AIDS Education & Training Center (PAETC): The AETC Program is a network of 11 regional centers and 5 national centers (with 130 local sites) that train, support, and build capacity of health care providers to treat persons with HIV/AIDS.  The AETCs serve all 50 states, the District of Columbia, the Virgin Islands, Puerto Rico, and the USAPI.  PAETC, an affiliate of the University of California, San Francisco, has 15 local sites in California, Arizona, Hawaii, and Nevada that provide services in their local regions.  The Hawaii AETC (HAETC) provides training and TA in Hawaii and the USAPI.  The HAETC-trained clinicians, who are based in their home USAPI jurisdiction, provide local training to increase HIV prevention and clinical knowledge and skills, including HIV testing, among local providers.  Training activities include didactic presentations, skill building workshops, individual clinical consultations, clinical preceptorships for clinicians new to HIV care, and annual train-the-trainer faculty development activities with USAPI-based clinician trainers.  From July to December 2013, the HAETC faculty provided 26 training activities for 294 USAPI-based participants.  This included on-site training and TA in American Samoa for 206 participants at the Lyndon B. Johnson Medical Center, Aomauli Health Center, and the American Samoa Prison Facility.  The program goal is to increase the number of local health care providers who are educated and motivated to provide culturally sensitive and appropriate HIV counseling, testing, diagnosis, treatment, and medical management, as well as to help prevent high‑risk behaviors that lead to HIV transmission. 
· Ryan White HIV/AIDS Program Part B:  The Ryan White HIV/AIDS Treatment Extension Act of 2009 is federal legislation that addresses the unmet health needs of persons living with HIV disease (PLWH) by funding core medical and support services that enhance access to and retention in care.  First enacted by Congress in 1990, the legislation was amended and reauthorized in 1996, 2000, 2006, and again in 2009.  The Ryan White HIV/AIDS Program reaches over 530,000 individuals each year, making it the federal government's largest program specifically for care and treatment services for PLWH.  The Ryan White HIV/AIDS Program consists of four major funded programs, referred to as Parts (formerly referred to as Titles).  Currently, the Ryan White HIV/AIDS Program provides Part B funding to each of the USAPI jurisdictions.  Guam has been a Part B grantee since 1991 and is considered a minimum award state. 

Maternal and Child Health Bureau

The mission of the Maternal and Child Health Bureau (MCHB) is to provide leadership, in partnership with key stakeholders, to improve the physical and mental health, safety, and well-being of the maternal and child health (MCH) population that includes all of the nation’s women, infants, children, adolescents, and their families, including fathers and children with special health care needs.

HRSA’s MCHB awarded $4,539,309 to tribal grantees in FY 2013, with the majority of those funds supporting tribal grantees of the Healthy Start Program.  This program is an initiative mandated to reduce the rate of infant mortality and improve perinatal outcomes through grants to project areas with high annual rates of infant mortality in one or more subpopulations.  The program focuses on the contributing factors that influence the perinatal trends in high-risk communities.  The purpose of this program is to address significant disparities in perinatal health, including disparities experienced by Hispanics, AI/ANs, African‑Americans, Asian American/Pacific Islanders, and immigrant populations; or disparities in prenatal health occurring by virtue of education, income, disability, or living in rural/isolated areas.  Communities provide a scope of project services that covers the pregnancy and interconception phases for women and infants residing in their project area.  In order to promote a longer interconception period and prevent relapses of risk behaviors, women and infants are followed through the child’s second year of life and/or 2 years following delivery.  

In addition to the Healthy Start program, $20,000 was awarded to the Native American Disability Law Center in New Mexico under the Protection and Advocacy for Traumatic Brain Injury (PATBI) grants program.  PATBI enables State Protection and Advocacy Organizations to provide services that advocate for and support the rights of people with Traumatic Brain Injury (TBI) through the provision of information, referrals, individual and family advocacy, legal representation, and specific assistance in self-advocacy.

The Maternal, Infant, Early Childhood Home Visiting (MIECHV) Program includes $1.5 billion in funding during FY 2010-2014, including a three percent set-aside for grants to tribal entities.  Additionally, the MIECHV Program includes grants to states.  Through the statewide needs assessments and the identified priority populations, many state MIECHV Programs have included tribal populations residing in at-risk communities.  Currently, 24 tribal entities across 11 states receive state MIECHV funding by way of their state needs assessments in order to reach tribal populations.

Eleven state MIECHV Programs are already effectively engaging 24 tribal communities in culturally appropriate and participatory ways.  Examples include:
· In Washington, the MIECHV lead agency contracted with the American Indian Health Commission to reach out to tribal communities and identify how to effectively provide home visiting services to children and families in Indian Country.
· In Maine, the lead agency contracts with five tribal entities to provide home visiting services.
· In Montana, the lead agency reached out to tribal communities that were identified as “at-risk” to encourage them to apply for MIECHV funds.  As a result of this effort, the state developed the MIECHV Infrastructure Development Initiative, which allowed them to subcontract with tribes to support capacity building endeavors that would position them to compete for MIECHV funds in the future.
· In New Mexico, the state MIECHV Program partners closely with the Navajo Nation in McKinley County to provide home visiting services through the school system.

MCHB funded multiple programs in the USAPI in FY 2013, amounting to approximately $8.5 million., The following highlights MCHB programs that serve NH/PI populations.

Early Childhood Comprehensive Systems:  Building Health Through Integration - The purpose of this grant program is to improve physical, social, and emotional development during infancy and early childhood to eliminate disparities and to increase access to needed early childhood services by engaging in systems development, integration activities, utilizing a collective impact approach to strengthen communities for families and young children, and to improve the quality and availability of early childhood services at both the state and local levels.  Grantees from Guam (GU), Commonwealth of Northern Mariana Islands (CNMI), and Republic of Palau (ROP) are implementing the second of three strategies offered for this work that includes the following:  coordination of the expansion of developmental screening activities in early care and education settings statewide by connecting pediatric and other child health leaders with child care health consultants to link training and referrals among medical homes, early intervention services, child care programs, and families. 

Emergency Medical Services for Children (EMSC) Program - American Samoa (AS), GU, CNMI, FSM, RMI), and ROP are funded to improve the quality of health care for children by assuring health professionals are trained and equipped to medically manage and treat pediatric patients while enroute to a medical facility, and to form collaboratives to assure the expeditious transport and transfer of children to a definitive care facility when medically necessary.  

In 2013, AS, GU, and CNMI reassessed the availability of pediatric medical control 24/7 and pediatric equipment on ambulances.  AS, GU, and CNMI are continuing efforts to assure that pediatric recognition systems for medical emergencies and trauma are in place, pediatric continuing education is required prior to recertification of prehospital providers, and the EMSC Program establishes permanence.  In FY 2013, FSM, RMI, and ROP received first year planning grants and immediately joined the other USAPI jurisdictions to assess the availability of inter-facility transfer agreements and guidelines and have formed advisory groups to begin the development of strategic plans..  

Some project activities related to the objectives mentioned include building National Emergency Medical Services Information System compliant data systems, organizing/evaluating pre-hospital and hospital personnel training programs, sponsoring pediatric-focused training to improve emergency medical services (EMS) personnel pediatric competencies, partnering to support injury prevention and disaster preparedness programs, and managing a Special Needs Alert Program, to assure that Children with Special Health Care Needs are known to local EMS providers and providers are trained to treat and transport medically fragile children should the need arise.  Frequent and regular collaboration and information sharing of resources between the Pacific Basin jurisdictions is central to improving the quality of emergency care and the transport and transfer of pediatric patients to specialty health care facilities.  Pacific grantees have organized as the Pacific Islands EMSC Region and are recognized by the federal EMSC Program as one of nine EMSC Program regions. 

Regional Genetics Services Collaborative - The Western States Genetics Services Collaborative (WSGSC) is one of seven Regional Genetics and Newborn Screening Service Collaboratives across the nation.  The WSGSC develops and coordinates multi-state and territory activities to improve coordination, access, follow-up, and quality assurance for newborn screening and genetic services.  Participating states and territory in the WSGSC are Alaska, California, Hawaii, Idaho, Oregon, Washington, and Guam.  WSGSC stakeholders include public health genetics and newborn screening leaders, primary care providers, family advocates, genetics specialists.  MCHB continues to recognize gaps in genetic and newborn screening services in Guam and provides TA and approximately $40,000 per year to assist Guam to enhance services.  

Genetic specialists in Hawaii are funded by the Collaborative to provide genetics and metabolic services via in-person outreach clinic visits and telephone consults to Guam.  For FY 2013, telegenetics capability was added to help deliver newborn screening and genetic services.  The activities of the WSGSC also help improve care coordination by community public health nurses and social workers for families with children with genetic disorders.  The Collaborative continues to assist GU in developing a territory-wide data tracking system and short term follow‑up program for infants identified through newborn screening for confirmatory testing.  Guam now reviews problematic newborn screening results for follow-up with the Hawaii Newborn Screening Program and the Hawaii based genetic specialists.  Issues of insurance coverage of newborn screening and testing continue to be addressed by the Collaborative. 

State Systems Development Initiative (SSDI) - The SSDI was launched in 1993 to facilitate the development of state level infrastructure, which would support the development of systems of care at the community level.  The SSDI Program is designed to complement the Title V MCH Health Block Grant Program and to combine the efforts of state MCH and Children with Special Health Care Needs Agencies.  SSDI projects must concentrate on the Title V Block Grant ongoing needs assessment, performance/outcome measures, and Health Status Indicators.  These projects focus grant resources on the Title V Block Grant Health System Capacity Indicator #9 (A) regarding data capacity.  States will be expected to focus SSDI resources on establishing or improving the data linkages between birth records and (1) infant death certificates, (2) Medicaid eligibility or paid claims files, (3) WIC eligibility files, and (4) newborn screening files.  States should give first priority to the four data linkages and then focus on establishing or improving access to (1) hospital discharge surveys, (2) a birth defects surveillance system, (3) survey of recent mothers at least every 2 years, and (4) survey of adolescent health and behaviors at least every 2 years (e.g., Youth Risk Behavior Surveillance System).  While states are expected to direct SSDI resources to addressing the Health System Capacity Indicator #9(A) with first priority on data linkages, they may continue to address ongoing needs assessment and improve the data for the performance/outcome measures.  Any activity regarding needs assessment or performance/outcome measures should focus on deficiencies and specifics for improvement since SSDI project accountability will focus on Health System Capacity Indicator #9(A). 

Title V MCH Services Block Grant Program - The Title V MCH Services Block Grant Program has operated as a federal-state partnership for over 75 years.  Title V provides a broad mandate for the provision of quality health care for all mothers and children in the nation, including children with special health care needs.  The purpose of this program is to provide and assure mothers and children (in particular those with low income or with limited availability of health services) access to quality MCH services; reduce infant mortality and the incidence of preventable diseases and handicapping conditions among children; reduce the need for inpatient and long-term care services; increase the number of children (especially preschool children) appropriately immunized against disease; increase the number of low income children receiving health assessments and follow-up diagnostic and treatment services; promote the health of mothers and infants by providing prenatal, delivery, and postpartum care for low income, at-risk pregnant women; promote the health of children by providing preventive and primary care services for low income children; provide rehabilitation services for blind and disabled individuals under the age of 16 receiving benefits under Title XVI, to the extent medical assistance for such services is not provided under Title XIX; and to provide and promote family-centered, community-based systems of services for such children and their families. 

Federal TBI Program - The Federal TBI Program seeks to improve services for individuals with TBI.  The purpose of the TBI program is to improve access, availability, appropriateness, and acceptability of health and other services for individuals with TBI.  The Federal TBI Program is an umbrella for the two components – State Implementation Partnership Grants and Protection and Advocacy Grants.  The State Implementation Partnership Grant Program funds the development and implementation of statewide systems that ensure access to comprehensive and coordinated TBI services in states, territories, and the USAPI.  The Protection and Advocacy Grant Program funds Governor-designated State Protection and Advocacy organizations in 57 states, territories, and the Native American Consortium to provide information and referral services, advocacy training, and litigation services to individuals with TBI and their families.  All three locations currently funded in this region (AS, GU, and CNMI) are focused on providing self-advocacy skills to individuals with TBI and their families, as well as information, referral, and litigation support services. 

Universal Newborn Hearing Screening (UNHS) Program - Funding is for the development and implementation USAPI-wide UNHS and intervention programs:  screening before 1-month, diagnosis before 3-months, and enrollment in a program of early intervention before 6-months. 

Office of Rural Health Policy 

HRSA’s Office of Rural Health Policy (ORHP) coordinates activities related to rural health care within the U.S. Department of Health and Human Services.  ORHP engages in a wide spectrum of activities, from research and policy development to the management of grants that create access to health care in rural areas.  Through some of its research activities, ORHP supports various research projects that study areas of known health disparities among racial and ethnic minority populations.  The ensuing programs illustrate this level of activity. 

The Small Health Care Provider Quality Improvement (Rural Quality) Grant Program supports rural primary care providers in the implementation of quality improvement activities.  Rural tribal entities were eligible to apply for this funding opportunity, and five tribal entities were awarded.  As a result, 30 new Rural Quality grants were awarded, including 1 tribal entity, the Quartz Valley Indian Reservation in Fort Jones, California.  They were awarded a funding amount of $148,810, on September 1, 2013, for a 3-year project period.  

The Rural Health Care Services Outreach Grant Program funds grants that support projects that demonstrate creative or effective models of outreach and service delivery in rural communities, including tribal grantees and entities serving tribal populations.  Funding will be used to meet a broad range of health care needs from health promotion and disease prevention to expanding oral and mental health services to case management for rural HIV patients.  These projects address the needs of a wide range of population groups including, but not limited to, low-income populations, the elderly, pregnant women, rural minority, AI/AN, and other rural populations with special needs.  The emphasis of this grant program is on service delivery through collaboration, adoption of an evidence-based or promising practice model, demonstration of health outcomes, replicability, and sustainability.  The Rural Health Care Services Outreach Grant Program provided funding for a 3 year project period from FY 2012 – FY 2014.  In FY 2013, 71 Rural Health Care Services Outreach Grant Program continuation grants were funded; of the 71 grantees, 14 were tribal grantees for a total of $2,091,843.

The Office of Rural Health Policy also funded the Rural Health Information Technology Network Development (RHITND) Program.  In FY 2013, $300,000 was awarded to the CNMI.  The purpose of the RHITND Program is to improve health care and support the adoption of Health Information Technology (HIT) in rural America by providing targeted HIT support to rural health networks.  HIT plays a significant role in the advancement of HHS priority policies to improve health care delivery.  The intent of the RHITND funding opportunity was to support the adoption and use of electronic health records (EHR) in coordination with the ongoing HHS activities related to the Health Information Technology for Economic and Clinical Health) Act.  This legislation provides HHS with the authority to establish programs to improve health care quality, safety, and efficiency through the promotion of HIT, including EHR.

Through the RHITND Program, HRSA funded the Department of Public Health, CNMI HIT/EHR systems network.  The CNMI Department of Public Health entered into a cooperative agreement with the University of Hawaii Telecommunications and Information Policy Group (UHTIPG) whereas the UHTIPG will serve as the Project Advisor for the HIT/EHR network.  The UHTIPG will work with the HIT/EHR network administration and governing body to assess, develop, and implement a solid and secured telecommunications network to enable access and use of the Resource and Patient Management System (RPMS) capabilities between the core network members (CHCs, Tinian Health Center, and Rota Health Center).  The cooperative agreement will also address assistance with the technical infrastructure of a multi-divisional EHR platform that could be shared among public and private healthcare providers.  UHTIPG will also work with the HIT/EHR network to adopt, implement, and upgrade the RPMS EHR system of the CHC that will lead a fully functional EHR system capable of meeting the requirements of Meaningful Use.

The RHITND Program provided funding during FYs 2011, 2012, and 2013.  The CNMI was awarded $300,000 a year for a 3-year project period.  This was one-time-only funding opportunity based upon the availability of appropriated funds this program. In FY 2013, the funded amount was $300,000, for a total of $900,000 over the 3-year project period.  .  

On September 30, 2013, HRSA awarded approximately $1.3 million in supplemental funding to 52 Rural Health Outreach grantees; this total included funding for ten tribal grantees for approximately $250,000.  This funding expands current outreach and enrollment assistance activities into affordable health insurance coverage through the Health Insurance Marketplace, Medicaid, or the Children’s Health Insurance Programs.  With this funding, grantees expect to hire additional outreach and eligibility assistance workers to assist millions of people nationwide with enrollment into affordable health insurance plans.  The funding will assist individuals in their communities to become enrolled in Health Insurance Programs.  

In FY 2013, HRSA continued to provide TA outreach to all potential HRSA applicants with a focus on first time or previously unsuccessful applicants and disadvantaged, vulnerable, and underserved communities, including AI/AN communities, to enable them to compete more effectively for HRSA funds. 

Office of Federal Assistance Management

In FY 2013, the HRSA TA Workgroup delivered various virtual media products (including webcasts, webinars, HRSATube videos, etc.) and rolled out its new Grants Technical Assistance Website.  Examples of virtual media products include:
· In August 2013, HRSA’s Office of Federal Assistance Management (OFAM) conducted a 1-hour webcast entitled “HRSA's Funding Application Assistance:  An Introduction for Tribes and Tribal Entities.”  In addition, it introduced them to the agency’s current TA website and valuable resources to help them successfully apply for grant funding assistance.  The presentation featured introductions by then-HRSA Administrator, Dr. Mary K. Wakefield, and the Director, Office of Health Equity, Michelle Allender-Smith.  This was followed by a panel of staff experts lead by the previous Associate Administrator for OFAM, Mike Nelson, who highlighted key features of the website.  A question and answer period followed the panel presentation.  The TA website can be accessed at the following address:  http://www.hrsa.gov/grants/apply/index.html.  
· OFAM has added the Application Registration Assistant Tool, which will give a potential applicant an estimated date of when they can begin to apply for a grant.  This tool will calculate the amount of time an applicant needs to be registered in the DUNS System for Award Management and Grants.gov prior to applying.  This tool can be accessed by following the link http://www.hrsa.gov/grants/apply/register/index.html. A dictionary of commonly used grant terms was added to assist the applicant while applying for a funding opportunity announcement.  Finally, OFAM has created the Application Tracker Tool to aid applicants seeking information about the status of their applications.  This tool can be accessed through the following link: http://www.hrsa.gov/grants/index.html. 
· Recently, OFAM conducted an analysis of the summary statement weaknesses for several tribal grant applications.  The results of the analysis suggested that applicants frequently fail to address, in a comprehensive narrative, HRSA’s standard review criteria, that include need, response, impact, evaluative measures, resources and capabilities, and support requested.  There are several products that the HRSA TA Outreach Workgroup has produced, which generally address the review criteria, which are:  Understanding the Funding Opportunity, Tips for Writing a Good Application, and Understanding the Objective Review Process.  Therefore, beginning in FY 2014, HRSA is developing TA products designed to increase an applicant’s understanding of the standard review criteria, as well as their relationship to one another.  In addition, HRSA is in the process of developing a training webinar that will focus on the standard review criteria for all grant applicants.

Finally, HRSA’s marketing and communication outreach strategy is to continually inform potential applicants and target audiences, including tribal entities, about a series of TA products that are archived on the new HRSA TA outreach website.  In FY 2013, HRSA’s five grant-focused webinars were viewed over 6,000 times, and HRSA’s newly released TA website has reached over 100,000 viewers.  HRSA’s videos on debunking federal grant myths had over 2,000 viewings.

Office of Global Health Affairs 

The Regional Collaborative for the Pacific Basin (RCPB) serves as a regional health policy body for the six USAPI jurisdictions.  The intent of the Regional Collaborative is to serve as a formal mechanism to discuss common health interests, problems, and concerns; to promote and enhance a regional approach for cost-effective sharing of resources, information, and human expertise to advance health care improvements in the region; and to provide TA.  The RCPB is currently advancing regional plans to improve human resources for health (HRH), which will address
non-communicable diseases and provide grants management assistance.  This initiative has resulted in the establishment of an accredited Associate Degree Program in Public Health in Palau; HRH competency assessment, development, and training for all 10 USAPI sites; provision of continuing education for over 70 health professionals in isolated areas; and an expanded partner network in the Pacific committed to improving the health and public health pipeline.  The RCPB also advanced a regional plan to address non-communicable diseases through adoption of national-level policies.  The RCPB was also instrumental in securing approximately $2.6 million in grants to support the USAPIs since 2010.  

RCPB also serves as a regional Primary Care Office (PCO) representing the six jurisdictions.  The Pacific PCO fosters collaboration and provides TA to organizations/communities wishing to expand access to primary care for underserved populations in the USAPI, supports needs assessment/sharing of data, promotes workforce development for the NHSC and safety net, and supports the jurisdictions’ shortage designation applications and updates.  In 2012, the Pacific PCO updated the health professional shortage area designation for American Samoa and FSM. 

Office of Regional Operations 

HRSA’s Office of Regional Operations (ORO) collaborated with the HHS Regional Directors, CMS, SAMHSA, IHS, ACF, CDC, and regional/local stakeholders to increase access to quality health care services and to help reduce health disparities among AI/AN communities in FY 2013.

ORO regional staff conducted multiple Affordable Care Act presentations to Native American communities, and many events were coordinated and delivered in collaboration with CMS staff from the headquarters and regional offices.  Below are two examples:
· During the eighth Annual Urban Indian Health Conference on July 9, 2013, staff from the Region X ORO presented an update and information on Affordable Care Act outreach and enrollment activities in collaboration with CMS staff. 
· Region I ORO staff conducted site visits in June and August 2013 to the Mohegan Mashantucket-Pequot and Mashpee Wampanoag Tribes to discuss HRSA programs and Affordable Care Act outreach and enrollment activities.  Participants included tribal chairpersons and health center directors.  

ORO staff from nine regional offices participated in the HHS Tribal Consultation Sessions convened by the HHS Regional Directors.  The purpose of the regional consultation sessions is to allow federal and tribal leaders to discuss methods to increase access to health care and decrease health care disparities among AI/AN.  Regional staff were involved in the planning process and participated in conference calls to help design the content of each session.  ORO regional staff prepared and delivered presentations, answered questions, and followed up on issues raised during these events.  Multiple health-related issues and concerns from each tribe represented at the meetings were presented at these sessions.  Discussion topics such as substance abuse, mental health, behavioral health care services; diabetes; federally-qualified health center designations; grant opportunities available from HRSA (how to apply for and serve as reviewers); health workforce shortage designations; health care for Urban Indians; MIECHV; NHSC site designations and recruitment of scholars and loan repayers; telehealth service; and many more were covered.  Specific outcomes of these consultations include: 
· In April 2013, ORO Region V, in conjunction with the South Dakota Prescription Drug Abuse Prevention Program, co-hosted an inter-agency training and TA conference call for tribal members and representatives that addressed prescription drug abuse awareness, prevention, and intervention methods.
· The HRSA Deputy Regional Administrator from Region VIII is facilitating the development of a telehealth network between the Oglala Sioux, Rosebud, and Cheyenne River Tribes and the Rapid City Regional Hospital.  Services that could potentially be provided using telehealth include telemedicine and tele homecare for diabetic patients, telemedicine for patients on kidney dialysis, and telemedicine for patients in need of urgent/emergent care. 

The following collaborations were established responding to the needs presented during the tribal consultation meetings:
· Partnership with SAMHSA to arrange for training of primary care providers in Alaska to become certified to treat tribal members with opioid addiction in primary care settings;
· Collaboration with the North and South Dakota state maternal and child health staff, as well as the Great Plains Tribal Chairman’s Health Boards, to conduct two Forums on the Prevention of American Indian Mortality attended by 100 participants; and
· Collaboration with SAMHSA, IHS, and other HHS operating divisions to plan and conduct a Tribal Prescription Drug Abuse Prevention Summit attended by more than 90 tribal representatives from states in the Region V/Bemidji Area. 

In addition to the Affordable Care Act and Tribal Consultation, ORO staff conducted numerous activities for tribal organizations and other AI/AN groups throughout the United States that serve tribal members.  Activities included a combination of site visits, face-to-face meetings, and teleconferences.  HRSA’s regional offices conducted TA outreach visits to the tribes as part of their efforts to help tribal entities better understand the HRSA grant application process and to encourage them to apply under new Funding Opportunities Announcements from HRSA bureaus and offices.  

An example of this effort was the collaborative work of the ORO Region VIII  staff with HRSA’s ORHP in January 2013 to convene a conference call for tribal organizations that prepared applications in response to HRSA’s Small Health Care Provider Quality Improvement Program.  The intent of the conference call was to review the key requirements of the application guidance and address questions from tribal organizations.  ORO Region VIII and ORHP provided a review of the core requirements of the application guidance.  Additionally, HRSA’s ORO arranged for an existing HRSA tribal grantee to share their experience with the two tribes applying for federal funding.  ORO is working collaboratively with HRSA’s OFAM to develop new tools and trainings for tribal entities to help them with their grant application process.

Office of Women’s Health

In FY 2013, the HRSA Office of Women’s Health (OWH) collaborated with the IHS Division of Behavioral Health and the ACF Division of Family Violence Prevention in support of program sustainability for their intimate partner violence services in tribal communities.  In addition, OWH supported the MCHB on the 2013 Women's Health USA Databook.  The Databook highlights timely information from national level data sources to identify and clarify issues affecting the health of women, including eighteen pages that stratify the topical data by race/ethnicity, including AI/AN, to illustrate health disparities. 
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)The IHS mission is to raise the physical, mental, social, and spiritual health of American Indians and Alaska Natives (AI/AN) to the highest level.

Social and Economic Conditions of Native American Communities 

The IHS combines preventive measures involving environmental, educational, and outreach activities with therapeutic measures to form a single national health system.  Members of federally-recognized AI/AN tribes and their descendants are eligible for services provided by IHS.  Most IHS funds are appropriated for AI/ANs who live on or near reservations or Alaska Villages. Congress also has authorized funding to support programs that provide some access to care for AI/ANs who live in urban areas.  

Health services are provided directly by the IHS, through tribally contracted and operated health programs, and through services purchased from private providers.  The federal system consists of 28 hospitals, 61 health centers, and 34 health stations.  American Indian tribes, tribal organizations, and Alaska Native corporations administer 17 hospitals, 249 health centers, 70 health stations, and 164 Alaska village clinics under the authority of the Indian Self-Determination and Education Assistance Act (ISDEAA).  In addition, 34 urban Indian health projects provide a variety of health and referral services.

The Indian health model and the participation of Indian people in decisions affecting their health has produced significant health improvements for Indian people: Indian life expectancy has increased by about 10 years since 1973 and mortality rates have decreased for maternal deaths, tuberculosis, infant deaths, unintentional injuries and accidents, pneumonia and influenza, homicide, alcoholism, and suicide. 

However, Indian people continue to experience health disparities.  Indian life expectancy (73.7 years) is still over 4 years less than that for the U.S. general population (78.1 years).  Death rates are significantly higher in many areas for Indians compared to the U.S. general population, including chronic liver disease and cirrhosis (368 percent higher), diabetes mellitus (280 percent higher), unintentional injuries (240 percent higher), assault/homicide (190 percent higher), intentional self-harm/suicide (160 percent higher).[footnoteRef:20] [20:  Age-adjusted rates adjusted for misreporting of AI/AN race on state death certificates; 2007–2009 rates.] 


Health status is not just a health care issue. It is about ensuring that there are educational opportunities, safe communities, adequate housing, and adequate economic and employment opportunities.  These things and more all work in concert to affect health status. 

Support Provided to Native American Communities 

The IHS performs the majority of its activities through direct provision of health services, tribally-operated health programs under the authority of the ISDEAA, services purchased from private providers, and urban Indian health programs.  IHS also supports grant programs focused on specific health issues.

In FY 2013, the IHS Division of Grants Management (DGM), provided over 42 training sessions to over 550 IHS project officers, tribes, and non-tribal grantees. Training topics included: Grants.gov systems user training, the funding opportunity announcement process, the objective review process, HHS/IHS financial management requirements, pre- and post-award requirements, carryover requirements, GrantSolutions training for project officers and grantees, the discretionary grants process, project officer training, and various other policy and agency/HHS grant related topics.   

The DGM also assisted the AI/AN community in locating potential future funding resources by posting 12 new IHS funding opportunities to the HHS Grants Forecast Website at https://extranet.acf.hhs.gov/hhsgrantsforecast; and the IHS Grants Policy Website at http://www.ihs.gov/NonMedicalPrograms/gogp/index.cfm?module=gogp_funding. The DGM posted 100 percent of all IHS funding opportunities synopses and links to the full announcements on Grants.gov (www.grants.gov) to provide information on available guidelines for application submission, eligibility, and program/grants management requirements for new and continuing applicants. These postings resulted in DGM issuing $174,513,165 in FY 2013 grant funds, including awards to both Tribes/Tribal organizations and non-tribal entities.  

Funding provided to Native American communities (Grants): 

In FY 2013, IHS received 539 applications requesting $160.5 million from tribes/tribal and Native American applicants (including both new awards and non-competitive renewals).  Of those applications, IHS was able to make 508 awards totaling $156.4 million to tribes/tribal and Native American organizations. 
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)The Substance Abuse and Mental Health Services Administration (SAMHSA) is the federal public health agency charged with improving the quality and availability of substance abuse 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.  SAMHSA envisions a nation that acts on the knowledge that:

· Behavioral health is essential to health;
· Prevention works;
· Treatment is effective; and
· People recover from mental and substance use disorders. 

In order to achieve this mission, SAMHSA has identified eight Strategic Initiatives to focus the agency’s work on improving lives and capitalizing on emerging opportunities.  SAMHSA’s Strategic Initiatives are:  Prevention of Substance Abuse and Mental Illness; Trauma and Justice; Health Reform;  Military Families; Recovery Support; Health Information Technology; Data, Outcomes and Quality; and Public Awareness and Support. 

SAMHSA is composed of four administrative offices and four centers that implement the Strategic Initiatives and fulfill SAMHSA’s mission.  The Center for Mental Health Services (CMHS) leads the national efforts to improve mental health services.  The Center for Substance Abuse Prevention (CSAP) works to develop comprehensive prevention systems.  The Center for Substance Abuse Treatment (CSAT) promotes community-based substance abuse treatment services.  The Center for Behavioral Health Statistics and Quality (CBHSQ) is responsible for the collection, analysis, and dissemination of behavioral health data.  In addition, SAMHSA has a Regional Administrator (RA) in each of the 10 U.S. Department of Health and Human Services (HHS) regional offices.  The role of the RA is to be the lead behavioral health voice in the states, regions, and nation by representing SAMHSA’s mission, connecting with and supporting stakeholders, promoting initiatives and engaging target populations, collaborating with other HHS and federal operating divisions, and reporting on the current behavioral health environment nationally.

Support Provided to Native American Communities 

RAs provided support to Native American communities in FY 2013.  
Each RA works with their regional states, tribes, organizations, and communities to develop and promote integration and lead regional and national level prevention collaboratives, workgroups, and initiatives.  The RAs help bring mental and substance use disorder expertise to the table in regional and national discussions around behavioral health.  Additionally, they integrate behavioral health into a range of issues and initiatives, including: suicide prevention, veterans and military families, homelessness, wellness, Lesbian, Gay, Bisexual & Transgender (LGBT) persons, tribal relations, outreach and enrollment strategies, essential health benefit designs, and primary care integration.  The following are examples of the RAs’ work with tribes:

· The Region II RA worked with SAMHSA’s new Tribal Training and Technical Assistance (Tribal TTA) Center to explore ways to further support and assist the tribes. The Shinnecock Nation, recently federally recognized, is a recipient of the intensive TTA offered by the Tribal TTA Center.
· The Region V RA spearheaded collaborations within the Region V office to promote the National Strategy for Suicide Prevention (NSPP) via a national webcast with over 3,000 participants across 50 states, multiple tribes, and four U.S. territories, which brought the national strategy to local suicide prevention action plans across the country and beyond.
· Under the leadership of the Region V RA, a Tribal Prescription Drug Abuse workgroup, with representatives from the regional office, conducted monthly calls with the Indian Health Service (IHS) Bemidji Area tribes to reduce prescription drug abuse/misuse.  As a result of the monthly presentations, one-third of the Bemidji Area tribes made changes in policy or service delivery to address prescription drug abuse within the population.
· With the Region VI RA as Chair, a Health Prevention Collaborative was established with an emphasis on efforts to address mental and emotional well-being and to prevent drug abuse and excessive alcohol use.  An outcome of this collaborative is that 11 federal operating divisions in the regional office received training to provide Mental Health First Aid (MHFA) – the federal trainers placed an emphasis on training the 68 tribes within the Region.

CMHS provided support to Native American communities in FY 2013 through the following programs:
· Cooperative Agreements for Comprehensive Mental Health Services for Children and Their Families Program, also known as the Child Mental Health Initiative (CMHI) - Systems of Care.  This six-year program supports states, political subdivisions within states, and the District of Columbia, territories, tribes, and tribal organizations to develop integrated home and community-based services and supports for children and youth with serious emotional disturbances and their families.  A “system of care” is an organizational philosophy and framework that involves collaboration across agencies, families, and youth to improve access and expand the array of coordinated community-based, culturally and linguistically competent services and supports.  Tribal colleges and universities have been instrumental in some tribal systems of care projects, conducting needs assessments, facilitating strategic planning, and developing and presenting culturally specific wrap-around training curricula for providers and community members.  

· CMHI Circles of Care (CoC).  This three-year program provides tribal and urban Indian communities with tools and resources to plan and design a holistic, community-based “system of care” to support mental health and wellness for their children, youth, and families.  The grants increase the capacity and effectiveness of American Indian and Alaska Native (AI/AN) behavioral health systems.  As a result, CoC grantees are equipped to reduce the gap between the need for behavioral health services and the availability and coordination of services.  The CoC program draws on the “system of care” philosophy and principles that are implemented in the CMHI.

· Garrett Lee Smith State, Tribal, and Campus Suicide Prevention Grant Programs.  The purpose of these programs is to support states and tribes in developing and implementing tribal youth suicide prevention and early intervention strategies, grounded in public/private collaboration.  Such efforts involve public/private collaboration among youth-serving institutions and agencies, schools, educational institutions, juvenile justice systems, foster care systems, Medicaid offices, substance abuse and mental health programs, and other child and youth supporting organizations.  Grantees receive training and technical assistance from the Suicide Prevention Resource Center (SPRC) and an evaluation contractor.  Participation in a cross-site evaluation includes training visits, assistance completing data reports/inventories, data entry, guidance when applying for and receiving Institutional Review Board clearance, when appropriate, respondent identification and utilizing a web-based database developed in consultation with the contractor.  As a result of these suicide prevention grants, tribes, tribal colleges, and communities have:

· Increased the number of persons in youth serving organizations, such as schools, foster care systems, and juvenile justice programs, trained to identify and refer youth at risk for suicide.
· Increased the number of health, mental health, and substance abuse providers trained to assess, manage, and treat youth at-risk for suicide.
· Increased the number of youth identified as at-risk for suicide.
· Increased the number of youth at-risk for suicide referred for behavioral health care services.
· Increased the number of youth at-risk for suicide who receive behavioral health care services.
· Increased the promotion of the National Suicide Prevention Lifeline.

· Cooperative Agreements for State-Sponsored Youth Suicide Prevention and Early Intervention.  This program builds on the foundation of prior suicide prevention efforts to support states and tribes in developing and implementing state-wide or tribal youth suicide prevention and early intervention strategies, grounded in public/private collaboration.  Such efforts must involve public/private collaboration among youth-serving institutions and agencies and should include schools, educational institutions, juvenile justice systems, foster care systems, substance abuse and mental health programs, and other child and youth supporting organizations.  

· Protection and Advocacy for Individuals with Mental Illness (PAIMI) Program.  PAIMI advocates for individuals with mental illness.  Protection and advocacy services include general information and referrals; investigations of alleged abuse, neglect, and rights 
violations in facilities; and use of legal, legislative, systemic, and other remedies to correct verified incidents.  Anyone with a mental illness who resides in, or is recently discharged from, a facility, such as a hospital, group home, homeless shelter, residential treatment center, jail, or prison, may be eligible to receive these services through PAIMI.

· Project Linking Actions for Unmet Needs in Children’s Health (LAUNCH).  Project LAUNCH is a cooperative grant program that seeks to ensure that all young children, especially those at increased risk for developing social, emotional, and behavioral problems, receive the support they need to succeed.  This investment in the healthy physical, social, emotional, cognitive, and behavioral development of young children forms the foundation for later success in school and life and serves to protect against negative outcomes, such as school dropout, drug and alcohol abuse, delinquency, and a host of other physical, social, and emotional problems.  Project LAUNCH works in states and tribes to improve coordination and build infrastructure to promote the wellness of young children, and implements best practices in early childhood mental health promotion.  Project LAUNCH has awarded six of its 35 grants to tribes and has AI/AN TA and evaluation staff who can provide culturally sensitive and appropriate TA.

CSAP provided support to Native American communities in FY 2013 through the following programs:
· Strategic Prevention Framework - State Incentive Grant (SPF-SIG) Program.  The SPF-SIG program provides funding to implement the SAMHSA Strategic Prevention Framework to prevent the onset and reduce the progression of substance abuse, including childhood and underage drinking; to reduce substance abuse-related problems in communities; and to build prevention capacity and infrastructure at the state/tribal community levels.  Through the program, grantees provide the requisite leadership, technical support, and monitoring to ensure that communities are successful in implementing the five SPF steps.  The five steps are required and, where appropriate, all grantees are encouraged to build on existing infrastructure/activity and coordinate and/or leverage all prevention services or other sources.  The SPF-SIG program includes SPF Tribal Incentive Grantees (TIG).

· State Prevention Enhancement (SPE) Program.  This program provides funds for a one-year period to strengthen and extend SAMHSA’s national implementation of the SPF, to bring the SPF to scale, and to support communities of high need nationwide.  The program calls upon Single State Agency Directors and tribal leaders to assess their current prevention infrastructure, identify gaps and develop a long-term, data-driven plan to restructure, enhance, and further strengthen state and tribal systems to better meet community needs.  Grantees must ensure projects address and are closely aligned with the four goals listed in the Strategic Initiative pertaining to the Prevention of Substance Abuse and Mental Illness.

· Drug-Free Communities (DFC) Support Grant Program.  This program is a collaborative initiative sponsored by the Office of National Drug Control Policy (ONDCP) and SAMHSA to achieve two major goals: (1) Establish and strengthen collaboration among communities, private non-profit agencies, and federal, state, tribal, and local governments to support the efforts of community coalitions to prevent and reduce substance abuse among youth; and (2) Reduce substance abuse among youth and, over time, among adults by addressing the factors in a community that increase the risk of substance abuse and promote the factors that minimize the risk of substance abuse.  DFC grantees must focus on multiple drugs of abuse including but not limited to: narcotics, depressants, stimulants, hallucinogens, cannabis, inhalants, alcohol, and tobacco, where use is prohibited by federal, state, or local law. 

· Implementing Mandates Authorized by the Tribal Law and Order Act (TLOA) of 2010. SAMHSA, through the CSAP Office of Indian Alcohol and Substance Abuse (OIASA) implements mandates authorized by the TLOA.  The goals of the implementing mandates are to create efficiency and overall effectiveness in addressing tribal substance abuse concerns through the following: 

1. SAMHSA via OIASA actively leads the Indian Alcohol and Substance Abuse (IASA) interagency effort between HHS, the Department of Justice (DOJ) and the Department of Interior (DOI) to fully implement the TLOA, as it pertains to substance abuse.
2. SAMHSA and OIASA continue to strengthen the collaboration among federal agencies, particularly HHS, DOI, and DOJ, intended to align, leverage, and coordinate support for tribal nations and assist tribes with developing infrastructure that reflects more defined and integrated service delivery systems, specific to the TLOA and substance abuse prevention, intervention, and treatment.  A classic example of this collaboration was the creation of the Alternatives to Incarceration Tribal Policy Academy. 
3. SAMHSA, via the IASA Interagency Coordinating Committee, is working to institutionalize and achieve “brand recognition” of the TLOA and OIASA.  Specific examples that illustrate how SAMHSA is achieving a brand effect are the well-attended webinars coordinated by OIASA on the topics of:  effective methods for Tribal Action Planning, the value of School Health Centers in Indian Country, and the popularity of the Prevention and Recovery newsletter that is downloaded by thousands of readers each quarter.

Activities carried out in FY 2013 related to the above goals include:
· OIASA, as Chair of the IASA Interagency Coordinating Committee, drafted the IASA Interagency Coordinating Committee’s Strategic Plan for FYs 2013-2016.  The document is available on the SAMHSA website at www.samhsa.gov/tloa.
· SAMHSA has staffed the SAMHSA AI/AN Team (SAI/ANT), whose purpose is to identify effective methods of coordinating agency fiscal resources available to tribes.
· SAMHSA has heard from tribes regarding their concerns and need for improved access to funding opportunities and to consider making the grant writing process less arduous.  The SAI/ANT is working on a proposal to “streamline” the Request for Application (RFA) and review process to ensure that tribes have greater access to resources with the least amount of burden possible.
· OIASA has actively engaged with the SAMHSA Tribal TTA Center to leverage resources in support of the Tribal Action Planning process for approximately 22 tribes in FY 2013.
· OIASA worked with the Federal Bureau of Investigation’s Indian Country Crimes Unit and ONDCP on a pilot project to build and strengthen community infrastructure to address the myriad of factors contributing to or resulting from substance abuse concerns.
· SAMHSA actively participates with the Center for Native American Youth, at the Aspen Institute, to support the emerging leaders, “Champions for Change” initiative.

CSAT provided support to Native American communities in FY 2013 through the following programs:

In addition to discretionary grant opportunities, CSAT administers one of two SAMHSA state block grant programs - the Substance Abuse Prevention and Treatment Block Grant (SABG).  Legislated by Congress in 1981, the SABG represents the largest source of federal funding to states for the prevention and treatment of substance abuse disorders.  It constitutes a substantial amount of all states’ budgets for substance abuse programming.  States have the flexibility to determine how funds should be allocated to address local needs; however, to receive funding, states must meet specific set-aside and maintenance of effort (MOE) requirements and conduct activities designed to achieve the 17 legislative program goals.  The following are examples of how Wisconsin used SABG funding to serve AI/AN in FY 2013:

· Family Services Program.  All 11 federally recognized Wisconsin Indian tribes have Family Services Programs.  The SABG funds are awarded via formula funding through a consolidated contracting mechanism that braids funding from the Wisconsin Department of Children and Families.  Funds have been primarily used for substance abuse prevention activities.
· The Brighter Futures Initiative.  This initiative provides funds to counties and tribes that are at higher risk of substance abuse, teen pregnancy, youth violence, and other youth risk behaviors.  A behavioral health model is used to reduce risk and promote health youth development through indicated and select preventative interventions.
· Tribal Alcohol and Other Drug Abuse Treatment funds have been divided evenly between three tribal nations (Lac du Flambeau, Sokaogon Chippewa and Forest County Potawatomi).  Program areas include lab testing materials, updating treatment resource materials, and after care strategies with culturally specific programming to incorporate teaching into on-going clean and sober lifestyles.
· The Urban/Rural Women’s Treatment-Ho-Chunk Nation successfully competed for a three-year contract to establish treatment services for women and children.  The program addresses the multiple needs of Ho-Chunk women and their families to access family-centered services for their substance use disorders.
· Tribal/State Collaborative.  A workgroup of tribal behavioral health directors and program staff met regularly to discuss integrated systems change processes to better coordinate services for tribal members with co-occurring or complex behavioral health service needs.  Each of the 11 tribes received a grant to implement the initiative.  Activities included utilizing cultural brokers to incorporate specific treatment initiatives; hosting Gathering of Native Americans meetings to discuss mental health and substance use issues within respective tribal nations; and leveraging funding to utilize the Comprehensive Continuous Integrated Systems Change (CCISC) training and direct technical assistance from the CCISC founders.  Each tribe established a co-occurring strategic plan.  Consultation requests included re-writing behavioral health policies and procedures to be more co-occurring inclusive, and a template for inclusive charting between mental health and alcohol and other drug abuse.  One of the 11 tribes received a mini grant for tele-health equipment.  The tribe was instrumental in establishing tele-health sessions.

CSAT provided direct support to Native American communities in FY 2013 through the following programs:
· Access to Recovery (ATR III) Tribal Grantees.  Presently in its fourth and final year, the current five ATR tribal grantees have served over 25,000 individuals since October 2010.  Grantees have been providing services to the AI/AN population in nine states (AK, CA, IA, MI, MT, NE, ND, SD, and WY).  Despite extensive catchment areas and remote geographic locales, all of the ATR AI/AN grantees support tribal initiatives that have built local-recovery oriented systems of care to improve client access, expand the array of services, and provide client choice while implementing a voucher management system.  Two South Dakota grantees have collaborated in using the same voucher management system, thus increasing the range of services a client can receive.  Recovery support services provided through the tribal ATRs feature a full array of both secular and spiritually appropriate resources that are offered by each community.  ATR tribal grantees have further expanded the traditional cultural recovery support services that are critical to meeting the needs of clients, their families, and the communities to be served.  Additionally, in focusing on SAMHSA initiatives, ATR tribal grantees have been reaching out to special populations, including: the military/veterans/National Guard, offenders re-entering the community from the criminal justice system, and chronically addicted individuals with mental health issues.  One tribal grantee has developed a Recovery Coach Institute Curriculum that has been approved by its state for credentialing and has trained almost 80 recovery coaches/peer support specialists to provide these services to individuals in the community while also promoting workforce development.  

· Adult, Juvenile, and Family Treatment Drug Courts.  The purpose of these programs is to expand and/or enhance substance abuse treatment services in existing adult, juvenile, and family “problem solving” courts that use the treatment drug court model in order to provide alcohol and drug treatment (including recovery support services supporting substance abuse treatment, screening, assessment, case management, and program coordination) to defendants/offenders.  The Omaha Tribe Treatment Drug Court received funding this year to enhance the Omaha Tribal Wellness Court by assisting juveniles and families involved with substance abuse by initiating the Sacred Child Program (SCP).  The primary intent of the SCP is to empower directly youth and families in a healing process by developing a greater sense of wellness, hope for sustained recovery, and to provide relapse prevention by focusing on strengthening cultural identity while also providing a framework to change community norms about substance abuse.

· Targeted Capacity Expansion for Substance Abuse and HIV/AIDS (TCE-HIV).  Programs under this funding category target AI/AN women, children, and adolescents; men who have sex with men; individuals released from prisons and jails; and other groups at risk for HIV and substance abuse problems.  The Na’Nizhoozi Center provides residential substance abuse treatment with traditional native medicine men and Native American Church roadmen counselors.  There has been an adaption of evaluation instruments culturally appropriate for native women.  Collaboration has taken place with partner agencies involved with this project, such as the Gallup Indian Medical Center Infectious Disease Department, to which worked to identify new HIV-positive clients and follow up/locate previously known HIV-positive relatives/clients.  The Native American Health Center, which has the “The Native Women’s Circle,” has combined substance abuse and mental health treatment with HIV/medical services and traditional healing practices for the urban AI families using the holistic system of care for AI/AN person in an urban environment, an evidence-based practice recognized by IHS.  The Friendship House Association of American Indians’, “Walking the Red Road,” program continues to implement evidence-based practices and AI ideologies in a residential substance abuse treatment setting.  Expanded services to the target population include increased street outreach; information distribution to homeless and other vulnerable populations, such as youth; information booths at powwows, workshops, conferences; and networking with supportive organizations inside and outside of the greater bay area.  Muscogee Creek Nation is within the 11 county Creek Nation service area with a mixture of urban, rural, and very rural locations with impoverished and underserved areas.  The major success to date has been increased knowledge and emphasis on HIV prevention (STD and hepatitis); establishment of Two Spirit groups; HIV testing twice per month at the Dennis Neal Equality Center; participation in the Tulsa AIDS walk; membership in the Native American AIDS Coalition for Green Country; and membership in the Tulsa AIDS coalition.  The project continues to provide considerable community outreach and social marketing, and HIV prevention and education presentations that are delivered in a variety of locations across the tribal service area.  Treatment services to adolescents in Tahlequah, Oklahoma are also provided.  

· Screening, Brief Intervention, and Referral to Treatment (SBIRT).  SBIRT programs provide universal screening, brief intervention, and referral to treatment for the spectrum of substance abuse problems within a variety of medical settings.  Since 2008, the Tanana Chiefs Conference (TCC) provided SBIRT services to 8,863 individuals to date and has become fully integrated within its main health care center in Fairbanks.  The TCC SBIRT grant has expanded services to reach very remote tribal village locations based out of village health clinics, including the villages of Galena, Fort Yukon, Tanana, Tok, and Neena.  Additionally, the TCC SBIRT program added its substance abuse screening tools to its electronic medical records system in its new main health center.  The TCC SBIRT program has set up a system of billing for Medicaid reimbursement via this system.  

· Treatment Capacity Expansion in Targeted Areas of Need – Local Recovery-Oriented Systems of Care (TCE-Local ROSC).  This program fosters the development and utilization of local recovery-oriented systems of care to address gaps in treatment capacity by supporting person-centered and self-directed approaches that respond to demands for substance abuse (including alcohol and drug) treatment and recovery services in communities with serious drug problems.  The program also serves to expand and/or enhance substance abuse services and promote recovery.  ROSC is a coordinated network of community-based services and support that is person-centered and builds on the strengths and resilience of individuals, families, and communities to achieve abstinence and improved health, wellness, and quality of life for those with or at risk of alcohol and drug problems.  The Squaxin Island Tribe successfully completed a TCE-Local ROSC grant in September 2013 and received a TCE-Peer-to-Peer grant.  The grant is for three years to develop and deliver peer recovery support services.  This program fosters the development and utilization of local ROSC to address gaps in treatment capacity by supporting person-centered and self-directed approaches that respond to demands for substance abuse (including alcohol and drug) treatment and recovery services in communities with serious drug problems.  The program also serves to develop local ROSC that will expand and/or enhance substance abuse services and promote recovery.  

· Residential Treatment for Pregnant and Postpartum Women Program (PPW).  The PPW program is designed to expand the availability of comprehensive, high-quality residential treatment, recovery support, and family services for pregnant and postpartum women (postpartum refers to the period after childbirth up to 12 months) who suffer from alcohol and other drug problems, and whose minor children are impacted by perinatal and environmental effects of maternal substance use and abuse.  The Choctaw Nation of Oklahoma, Native American Connections, Friendship House Association of America, and the Fairbanks Native Association currently receive funding.

· Assertive Adolescent and Family Treatment (AAFT).  The AAFT program provides substance abuse services to adolescents and their families/primary caregivers in geographical areas with unmet needs.  Evidence-based practices are content-specific, focusing on integration between youth and their environments, family-centered, and community-based.  Families/primary caregivers are an integral part of the treatment process and this inclusion increases the likelihood of successful treatment and reintegration of the adolescents into their communities following the period of formalized treatment. The Adolescent Community Reinforcement Approach (A-CRA) coupled with Assertive Continuing Care (ACC) focus on integration between youth and their family-centered and community-based environments.  The Native American Community Health Center (NACHC) is in its third and final year of funding.  However, the NACHC has contracted with the Arizona Regional Behavioral Health Association to take care of Medicaid billing, which ensures sustainability after the cessation of the AAFT grant.  Maintaining an intake rate of 80 percent and a follow-up rate of 85 percent or higher, the NACHC served at least 32 adolescents this year.

CBHSQ provided data to Native American communities in FY 2013 through the following national data surveys:
· The National Survey on Drug Use and Health (NSDUH) Report:  Revised Estimates of Mental Illness from the National Survey on Drug Use and Health, November 19, 2013.  The report includes revised estimates of mental illness based on the Mental Health Surveillance Study, initiated in 2008.  The included estimates of those with serious mental illness and any mental illness among AI/AN persons, aged 18 or older.  The emphasis in this report is on revisions in the estimates from prior years.
· NSDUH Report: Need for and Receipt of Substance Use Treatment among AI/AN, November 2012.  The combined 2003 to 2011 data indicated that AI/AN persons were more likely than persons from other racial/ethnic groups to have needed treatment for alcohol or illicit drugs use in the past year (17.5 vs. 9.3 percent).  Among persons in need of alcohol or illicit drug use treatment, AI/AN persons were more likely to have received specialty substance use treatment in the past year than persons from other racial/ethnic groups (15.0 vs. 10.2 percent).  Among individuals who needed, but did not receive, treatment in the past year, AI/AN persons were more likely than persons from other racial/ethnic groups to sense the need for and make an effort to get treatment.
· The Treatment Episode Data Set (TEDS) Spotlight, November 7, 2012.  This Spotlight reveals that almost half of AI/AN adult substance abuse treatment admissions are referred through the criminal justice system.  AI/AN persons have disproportionately high rates of substance use disorders.  Although the criminal justice system is the most frequently reported source of referral for all adult admissions, AI/AN adult admissions are referred by the criminal justice system at a higher rate than other admissions (45.9 vs. 35.8 percent).  At the same time, AI/AN adult admissions are referred by individuals or self-referred at a lower rate than other adult admissions (22.5 vs. 34.7 percent).
· Behavioral Health Barometer, United States, 2013.  This national report presents a set of substance use and mental health indicators as measured through data collection efforts sponsored by SAMHSA (NSDUH and TEDS), the Centers for Disease Control and Prevention (the Youth Risk Behavior Survey), and the National Institute on Drug Abuse (the Monitoring the Future survey).  Also included are data on the use of mental health and substance use treatment services by Medicare enrollees, as reported by the Centers for Medicare and Medicaid Services (CMS).  This array of indicators provides a unique overview of the nation’s behavioral health at a point in time as well as a mechanism for tracking change and trends over time.  Data are included by race and ethnicity for some of the indicators.

Technical Assistance Provide to Native American Communities

SAMHSA has numerous techncial assistance (TA) providers that provided on-site and internet training, and resource materials to address a myriad of native concerns, such as traumatic stress, disaster mental health, child welfare, suicide prevention, and substance abuse.  SAMHSA has awarded a new contract for a National AI/AN for workforce development in substance disorders.  In addition, special events on homelessness, health reform outreach, and prescription drug abuse monitoring. 

Funding Provided to Native American Communities 

In the RFA solicitations, grant eligible applicants include:  state and local governments; federally recognized tribes; tribal organizations; urban Indian organizations; public or private universities and colleges, including tribal colleges; and community and faith-based organizations.  Consortia of tribes or tribal organizations are eligible to apply, with each participating entity indicating its approval.

In FY 2013, SAMHSA managed a tribe/tribal organization grant portfolio of 102 new and continuation awards for a total of $68,312,895.  In FY 2013, SAMHSA awarded a new TTA contract worth $3.7 million (first year amount), to provide general and focused TA to tribes and tribal organizations.  Approximately two-thirds of SAMHSA’s funding goes to states through the SABG and Mental Health Block Grant to serve all state citizens.  By law, the Red Lake Band of Chippewa Indians is the only tribe to receive SABG funds.  
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