
 

 

 
 

Transmitted via: consultation@ihs.gov  

June 7, 2019 
 
RADM Michael D. Weahkee  
Principal Deputy Director  
Indian Health Service  
5600 Fishers Lane, Mail Stop: 08E86  
Rockville, MD 20857  
 
RE: IHS National CHAP Consultation 
 
Dear Principal Deputy Director Weahkee,  
 
On behalf of the United South and Eastern Tribes Sovereignty Protection Fund (USET SPF), we write to 
provide comment to the Indian Health Service (IHS) on the agency’s request for input on the draft policy to 
“implement, outline, and define a National Community Health Aide Program (CHAP)” outside of Alaska as 
authorized under amendments to the Indian Health Care Improvement Act (IHCIA). A national CHAP would 
expand access of the program to mid-level providers, including community health aides, behavioral health 
aides, and dental health aide therapists (DHATs) to Tribal Nations across the country. When IHS consulted 
with Tribal Nations on creating a draft policy that would expand CHAP in June 2016, USET SPF provided 
comments expressing our support for the nationalization of the program with maximum flexibility for Tribal 
Nations. We continue to support the expansion of CHAP, but underscore that this must not come at the 
expense of other vital IHS services. We also continue to seek flexibility for Tribal Nations to implement 
programs under CHAP in a manner that is representative of our inherent sovereignty.  
 
USET SPF is a non-profit, inter-tribal organization representing 27 federally recognized Tribal Nations from 
Texas across to Florida and up to Maine1. Both individually, as well as collectively through USET SPF, our 
member Tribal Nations work to improve health care services for American Indians. Our member Tribal Nations 
operate in the Nashville Area of the Indian Health Service, which contains 36 IHS and Tribal health care 
facilities. Our citizens receive health care services both directly at IHS facilities, as well as in Tribally operated 
facilities under contracts with IHS pursuant to the Indian Self-Determination and Education Assistance Act 
(ISDEAA), P.L. 93-638. 
 
CHAP within Alaska has provided a model of healthcare for Tribal communities that is evidence- and 
community-based, culturally appropriate, and effective. USET SPF believes a nationalization of CHAP will help 
to address the systemic inadequacies within the current Indian Healthcare System infrastructure and 

                                                            
1 USET SPF member Tribal Nations include: Alabama-Coushatta Tribe of Texas (TX), Aroostook Band of Micmac Indians (ME),  

Catawba Indian Nation (SC), Cayuga Nation (NY), Chitimacha Tribe of Louisiana (LA), Coushatta Tribe of Louisiana (LA),  
Eastern Band of Cherokee Indians (NC), Houlton Band of Maliseet Indians (ME), Jena Band of Choctaw Indians (LA),  
Mashantucket Pequot Indian Tribe (CT), Mashpee Wampanoag Tribe (MA), Miccosukee Tribe of Indians of Florida (FL),  
Mississippi Band of Choctaw Indians (MS), Mohegan Tribe of Indians of Connecticut (CT), Narragansett Indian Tribe (RI),  
Oneida Indian Nation (NY), Pamunkey Indian Tribe (VA), Passamaquoddy Tribe at Indian Township (ME), Passamaquoddy Tribe at 
Pleasant Point (ME), Penobscot Indian Nation (ME), Poarch Band of Creek Indians (AL), Saint Regis Mohawk Tribe (NY), Seminole 
Tribe of Florida (FL), Seneca Nation of Indians (NY), Shinnecock Indian Nation (NY), Tunica-Biloxi Tribe of Louisiana (LA), and the 
Wampanoag Tribe of Gay Head (Aquinnah) (MA).   
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workforce, including the chronic shortage of healthcare professionals in Indian Country. Provider shortages 
have continued to be one of the greatest barriers to the delivery of quality health care throughout the Indian 
Health System. Below, we provide additional comments to IHS regarding the draft CHAP policy, and we urge 
the agency to continue to consult with Tribal Nations on implementing CHAP nationwide.  
 
Flexibility for the Implementation of a National CHAP 
USET SPF continues to assert that local control of CHAP is critical to the success of these programs within 
Tribal communities. Tribal Nations must have the flexibility to implement programs under CHAP as we see fit, 
particularly with regard to certification. When expanding CHAP to the lower-48 states, the diversity within each 
region will likely require varying certification criteria, including various review and redesign processes. As 
recommended by the CHAP Tribal Advisory Group (TAG), USET SPF also recommends ensuring the CHAP 
Area Certification Boards be allowed to adopt standards and procedures that vary from the national standards 
and procedures. CHAP programs must have the flexibility to be tailored to the specific needs of each Tribal 
Nation’s patients and respective health systems. USET SPF agrees with the CHAP TAG’s recommendation 
that the skill and qualification levels be addressed in a CHAP’s scope of practice. We are glad to see that IHS 
concurs with the CHAP TAG’s recommendation that the scope of practice should be tailored to the individual 
CHAP.  
 
Tribally-Licensed CHAP Providers 
USET SPF strongly recommends adding language in section 1(E)(1) of the draft policy that would recognize 
Tribally-licensed CHAP providers in the final CHAP policy. In exercising inherent sovereign authority, some 
Tribal Nations have created and implemented their own provider-type licensure standards, out of necessity in 
the absence of federal infrastructure. These standards are equal to or exceed the IHS’ own CHAP Certification 
Board Standards and Procedures. However, the draft CHAP policy does not include any recognition of Tribal 
licensure programs. Further, the policy does not provide any guidance for how those existing programs can be 
incorporated into a CHAP once the federal infrastructure is in place. The policy must clarify how Tribally-
licensed CHAP providers will be treated. In providing this clarification IHS must include language within the 
draft CHAP policy to reflect Tribal Nations’ right to implement CHAP provider types under our own sovereign 
authority.   
 
Remove Language on State Authorization for Use of DHATs in CHAPs 
USET SPF joins Tribal workgroup representatives in urging IHS to remove language from Section 1(E)(6) 
highlighting the need for state authorization for the use of DHATs under CHAP. The relevant section is 
included in Section 1(D), therefore, it is unnecessary to highlight this portion of the IHCIA. Additionally, this 
language could cause confusion, as Tribal Nations are generally not subject to state laws due to our sovereign 
status.  
 
Consensus of Area Tribal Nations in Decision Making  
USET SPF recommends that IHS maintain language within in section 1(E)(13) that requires the consensus of 
a “majority of Area tribes or Tribal organizations” when seeking to enter into relationships with another IHS 
Area for provider certification purposes. In addition to meaningful consultation, Tribal Nations must be treated 
as full participants in the expansion of the CHAP within our respective Areas. In expanding CHAP,  IHS Area 
Directors must follow a model of seeking consent for federal action from the Tribal Nations they serve.  
 
In addition, USET SPF strongly opposes language within the draft policy that would authorize the IHS Area 
Director to make final decisions without the consensus from the Area Tribal Nations. Tribal Nations are the in 
the best position to know the unique characteristics of their communities, and this language runs counter to the 
intention of CHAP that the program is a Tribally based, community program. We recommend IHS remove 
language in section 1(E)(13) that would allow IHS Area Directors to make final decisions without consensus 
agreement from Area Tribal Nations.  



 
 

 
Program Funding for CHAP 
USET SPF deeply opposes the proposal in the President’s Fiscal Year (FY 2020) budget request that would 
drastically cut funding for the Community Health Representative (CHR) program, as well as eliminate the 
Health Education (HE) program, in order to cover the costs of expanding CHAP. Not only was this proposal 
inappropriately formulated in a unilateral fashion by the Administration, but there was zero input and/or 
consultation with Tribal Nations. The Administration argues that services provided under these critical 
programs will eventually be replaced by a national CHAP, and that cutting/eliminating funding for these critical 
programs is necessary to ensure a “seamless transition.” However, CHRs provide essential services within 
Tribal communities, as CHRs are based on the concept that Tribal community members are best suited to 
provide services to communities where there are limited health care resources. These services are separate 
and complimentary to those provided by CHAPs. If implemented, deep cuts to and eventual elimination of the 
CHR program would have dire consequences for Tribal citizens that rely on CHRs. Rather than cut or 
eliminate the CHR and HE programs, USET SPF recommends IHS consider advocating to Congress for the 
consolidation of the CHAP, CHR, and HE budget line items into one, all-encompassing line item with adequate 
funding. Under this model, Tribal Nations can have the flexibility to use, or continue to operate, one of these 
programs if they choose to do so without eliminating any important services within their communities. USET 
SPF emphasizes that increased and adequate funding must be attached to any consolidation of these 
programs within the federal budget.   
 
In addition, while USET SPF is encouraged to see the President’s budget included a request of $20 million for 
CHAP expansion, we continue to underscore that adequate funding for the expansion should not come at the 
expense of other vital IHS services. In addition to adequate funding for the CHR and HE programs, IHS must 
advocate for new funding from Congress to ensure that the expansion of CHAP is implemented in an effective 
manner with funding for training, certification, and other program infrastructure. As recommended in our 
previous letter, IHS should work with the Centers for Medicare and Medicaid Services (CMS) and Tribal 
Nations in advocating for the inclusion of mid-level providers in CMS-covered services and benefits. Additional 
funding through 3rd party payers, such as Medicare and Medicaid, must become available through IHS. In 
many states, however, there are limitations on the provider types eligible for reimbursement under their State 
Plan Amendments, which, in many cases, exclude mid-level providers. In order for Tribally-operated health 
programs to train CHAP providers and sustain these positions within their health systems, they must have 
access to additional resources.  
 
Conclusion  
USET SPF, again, conveys our strong support for a national CHAP as well as the necessary improvements to 
the program that will ensure CHAP is reflective of Tribal Nations’ authority to exercise our own inherent 
sovereignty. In order for a truly “seamless transition” toward a nationalized CHAP, however, the agency must 
not look to eliminate existing programs and funding. Rather, CHAP should be integrated as a compliment to 
current community health infrastructure, with its own adequate funding. To achieve a model of healthcare that 
is sustainable, efficient, and culturally comprehensive, IHS must continue to collaborate and meaningfully 
consult on an ongoing basis with Tribal Nations on the implementation of a national CHAP. Should you have 
any questions or require further information, please contact Ms. Liz Malerba, USET SPF Director of Policy and 
Legislative Affairs, at LMalerba@usetinc.org or 202-624-3550. 
 
Sincerely, 
 
 
 
Kirk Francis Kitcki A. Carroll 
President       Executive Director 
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