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Faculty Disclosure Statement 
• As a provider accredited by ACCME, ANCC, and ACPE, the 

IHS Clinical Support Center must ensure balance, 
independence, objectivity, and scientific rigor in its 
educational activities.  Course directors/coordinators, 
planning committee members, faculty, reviewers and all 
others who are in a position to control the content of this 
educational activity are required to disclose all relevant 
financial relationships with any commercial interest 
related to the subject matter of the educational activity.  
Safeguards against commercial bias have been put in 
place.  Faculty will also disclose any off-label and/or 
investigational use of pharmaceuticals or instruments 
discussed in their presentation.  All those who are in a 
position to control the content of this educational activity 
have completed the disclosure process and have indicated 
that they do not have any significant financial relationships 
or affiliations with any manufacturers or commercial 
products to disclose. 



Faculty Disclosure Statement 

• Funding for this webinar was made possible by the Centers 
for Disease Control and Prevention DP13-1314 Consortium 
of National Networks to Impact Populations Experiencing 
Tobacco-Related and Cancer Health Disparities grant.  
Webinar contents do not necessarily represent the official 
views of the Centers for Disease Control and Prevention. 

• No commercial interest support was used to fund this 
activity.   

 



Accreditation 
 The Indian Health Service (IHS) Clinical Support Center is 

accredited by the Accreditation Council for Continuing 
Medical Education (ACCME) to provide continuing medical 
education for physicians. The IHS Clinical Support Center 
designates this live activity for 1 hour of AMA PRA 
Category 1 Credit™ for each hour of participation.  
Physicians should claim only the credit commensurate with 
the extent of their participation in the activity. . 

 The Indian Health Service Clinical Support Center is 
accredited as a provider of continuing nursing education 
by the American Nurses Credentialing Center’s 
Commission on Accreditation. 

   This activity is designated 1.0 contact hour for nurses. 

 



CE Evaluation and Certificate  

 Continuing Education guidelines require that the 
attendance of all who participate be properly documented.  

 To obtain a certificate of continuing education, you must 
be registered for the course, participate in the webinar in 
its entirety and submit a completed post-webinar survey.   

 The post-webinar survey will be emailed to you after the 
completion of the course.  

 Certificates will be mailed to participants within four 
weeks by the Indian Health Service  Clinical Support 
Center.  

 



Learning Objectives 

By the end of this webinar, participants will be able to: 

1.  Identify patterns of AI tobacco use. 

2.  Identify patterns of AI cancer mortality. 

3.  Recognize the role of health care professionals working 
with tribal leadership in creating tobacco control policy. 



Tobacco Control and American 
Indian Cancer Policy 

 
National Native Network Webinar  
Inter Tribal Council of Michigan  

January 26, 2016 

Donald Warne, MD, MPH 
Oglala Lakota 

Chair, Department of Public Health 
North Dakota State University 











IHS Areas 

Albuquerque 

Portland Billings 

California Phoenix 

Oklahoma 

Nashville 

Navajo 
Tucson 

Alaska 

Great 
Plains Bemidji 



Cancer Death Rates 
(Rate per 100,000 population) 

338.1 
319.8 

298.7 

233.8 

192.5 

163.8 

248.4 
223.4 

244.2 

207.2 
223.7 231.7 

207.1 
224.7 

NORTHERN 
PLAINS 

SOUTHERN 
PLAINS 

ALASKA PACIFIC COAST EAST SOUTWEST ALL US 

AI/AN White 

White, Espey, Swan, et al. AJPH Supplement 3, 2014, (104): S377-S387 



Smoking Disparities by State 
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AMERICAN INDIAN  
HEALTH POLICY 

 Do people have a legal right to healthcare in 
the US? 

 

 Approximately $3 trillion spent annually on 
healthcare in the US 

 

 Over 45 million uninsured people in the US  in 
2010—over 18 million new enrollees under 
ACA (Marketplace & Medicaid expansion) 
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• AI/ANs face some of the worst health disparities with 
significant regional differences in cancer disparities. 

 

• Insurance companies could discriminate against up to 129 
million Americans with pre-existing conditions. 

 

• Premiums had more than doubled over the last decade, 
while insurance company profits were soaring. 

 

• Nearly 50 million Americans were uninsured and tens of 
millions more were underinsured. 

 

• IHS does not have the resources needed to address the 
AI/AN cancer burden—CHS/PRC dependence. 
 

 

Will ACA Improve AI Cancer Control? 

Presenter
Presentation Notes
The first question most people have is: why did we need the health care law?  The answer for Indian Country was seen in the health disparities faced by American Indians and Alaska Natives, including rates of heart disease, obesity, and diabetes. American Indians and Alaska Natives born today have a life expectancy that is about 5 years less than that of the general population. When it came to health care services, IHS was struggling to fully meet the needs of Indian Country, and contract health dollars were running out too soon.   And some American Indians and Alaska Natives had wanted to purchase health insurance; however they faced the same challenges as the rest of the country.Health insurance is insurance against the risk of the possibility of you getting sick or in an accident.By paying for an insurance policy, we can ensure that money is available to pay for the health care benefits we need to lead our healthiest life possible.   But prior to the health care law, we had a health insurance market that worked very well for big insurance companies, but not so well for American families.  Insurers could pick and choose who they gave coverage to.  And premiums were skyrocketing even as insurers made record profits.  That made it hard for families to get the security that health insurance provides. In total, fifty million Americans were uninsured and tens of millions more had coverage that didn’t cover critical treatments and preventive care.  And many of us who had insurance didn’t understand the basics of our plan and were afraid we could lose it if our employer dropped coverage or we switched jobs or retired. This left many Americans feeling like their health care choices were out of their hands.



Ten Titles: the Architecture of ACA 

I. Affordable and Available Coverage 
II. Medicaid and CHIP 
III. Delivery System Reform – Medicare plus 
IV. Prevention and Wellness 
V. Workforce Initiatives 
VI. Fraud, Abuse and Transparency 
VII. Pathway for Biological Similars 
VIII. CLASS – Community Living Assistance Services & Supports 
IX. Revenue Measures 
X.    Indian Health Care Improvement Act 



Title I and II 
• I: Affordable and Available Coverage 

– The Three-Legged Stool 
• Insurance Market Reform  
• Individual Mandate/Responsibility 
• Premium & Cost Sharing Subsidies 

– State Insurance Exchanges, “Marketplace” 
– Employer Responsibility (>50 employees) 
 

• II: Medicaid & CHIP 
– National Eligibility floor of 138% FPL (Medicaid Expansion) 
– Federal Financing 90% plus (FMAP) 
– Uniform Eligibility and Enrollment Standards 
– CHIP Extension through 2019 









Title IV 
 IV: Prevention and Wellness 
◦ Prevention and Wellness Commission 
◦ Prevention & Wellness $15B Trust (e.g. CTG) 
◦ Calorie Labeling in Chain Restaurants 
◦ Inclusion of Clinical Preventive Services in insurance 

plans 
◦ Including CRC screening 
◦ Is FOBT as good as colonoscopy? 
◦ Is IHS “insurance”? 



Before the law, contract health dollars ran out too 
soon.   

 

“Don’t get sick after June” 
 
 

Now, with additional options for health insurance, 
more contract health dollars will be available to 
meet the health care needs of Indian Country.  

 

But, we need AI/ANs to enroll… 

Contract Health Services /  
Purchased and Referred Care  

Presenter
Presentation Notes
Contract Health Services are a part of Indian Country. Prior to the Affordable Care Act, contract health dollars ran out quickly to pay for the care of AIANs, who often had no insurance coverage. With more of the community covered with some form of health insurance, contract health dollars will be available to care for the most vulnerable in the Indian Country.   This is another example of the community taking care of each other. Insurance coverage allows Indian Country to have resources to access the important healthcare services it needs.  But for those in Indian Country that cannot afford health insurance, there will be more availability for the contract health dollars they need and the entire community will benefit. 



PRC Medical Priorities 
 

 

• Level I —Emergent/Acutely Urgent Care Services 
 
• Level II —Acute Primary and Preventative Care Services 

   (including cancer screening) 
 
• Level III —Chronic Primary and Secondary Care Services 
 
• Level IV —Chronic Tertiary Care Services 
 
• Level V —Excluded Care Services 



Subsidies 

2 Kinds 
‒Premium tax credit (subject of Appeals Court 

rulings) 
‒Cost sharing subsidies 

 
 
• No cost sharing for American Indians up to 300% FPL 
• No open enrollment timeframes for AIs 
 



Premium Tax Credit 

• Amount of credit based on expected family income 
• Determined upon enrollment  
• Credit is in form of advance payments  
• Tax credit sent directly to the insurance company and 

applied to premium 
• 138% to 400% FPL 
• The New “Doughnut Hole”—No Medicaid Expansion 

and Income under 138% FPL and NOT eligible for 
Medicaid 





Cost Sharing Subsidies 

• Reduces deductibles, co-pays, co-insurance and sets 
limits on out of pocket spending 

• For incomes at or below 250% FPL (~$59,000 / year for 
a family of four) 



Tribal Sponsorship 

• Tribes can purchase on behalf of Tribal members 
• They will have to work directly with plans 
• Tribes can decide which plan they wish to sponsor 

 
 
 
 



Why would American Indians choose to 
participate in Exchange? 

• Save CHS / PRC Dollars 
• I/T/Us can bill and collect—increase 3rd party resources 
• Offers Individuals Options 
• Expands access to services, including cancer screening 

and treatment  
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1. Insured 
2. >300% FPL 
& Uninsured 

~60% ~30% ~10% 
Tribes can “638” PRC funds to pay 
for cost sharing—eliminating the 
need for PRC in the State of ND 

A Path Forward for Indian Health in Northern Plains  



Opportunities to Consider 
Tribal Leaders and Health Services Providers 

• Consider “Feasibility Study of using 638-
contracted PRC funds for Marketplace cost-
sharing for tribal members” 

• Encourage enrollment in ACA programs! 
• Establish evidence-based / best practices in AI 

Cancer Policy 
• May eliminate the need for PRC in some tribes!  
• CRC Disparities Research  
• Lung Cancer Screening Clinical Trial  





Donald Warne 

 

 

donald.warne@ndsu.edu 
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