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¥ROH . Assistant Secretary for Plamaing and. ovalaation

SUBJECT : Dacision Papers on Health Plos. .ag ooo Deveme Bharing -
ACTION JORANDUM '
P has reviewed the decision pupers ou hesliw plenning and
implementation aud on health graat consolidacion,  The comments:” =
below are crganized according to the councuIrenic sumnar which
is atteched.

I-nlare

Planning ana

14 and 15 - Composition of CHP Councils
sonded in the first iss.z pzper on planming that .rovilers
on the CHP councils, conil g the "partuership™
I CHP to providisz a in.ech i through which providers end
cen work together. Wi ay with H to enles ¢ o ¥
to iunciude elected rcpresanza:iwes. Towever, P ¥ T
meinczin your previous decision tha v provider rep
requi. 4, although limited to 24% of total counci
30 - Bill-murcon Council ) ‘
The Lesic issve here is how :i;g“‘;t, the Hili-Burton
Cou . Oue way is to mer;c them with the implementing agorcie
fnother way, and the ome reconended 2Y H and P in the provicu: it se
.apexr, is to mergc them with tae £ Five States have
clre.dy cifected such mergers, since T ot prohibited from
sin:, = by eitbec “we CH? or iili-Buirtou ]edislat101. In view of the
Jaet Lr: inple: -ing agencic have not yet been geveloped aﬁd because
arycer of HiLY 5n and CHP . suncils appeors to be an obtainzble
objeiiive, P recommends that you held to your srevious decision to nerge
thew. two cou 1c113 **tner thzr wait “or emabling legislatior "ot
imple agenc 1owrever, t}u immlementing staff funcuions
ul ed i implerenting agoncy.
45 e, T 32 ~ CHP Ravicew of VA anc Doo Projects
P reomacnds that ov1y cormunity projects of VA and Dol be i iuvded in
view, AR a time in wiileh e a2nd attemmcing to strengthen
JUP agercies, P feels that it would be unwiss Yo buvden them with
cesponsibility for full review of all VA and oD Rojects. It should
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also be realized that many Va nrd Dol activities provide scrvices to
indsiadduals from areas ot h sollf oy thosc cncomnauscd by the local CiIP
agency.

LA - Punding of Local CHP Agercics

& s
will be needed. Only a small numbc

]

with the recomwended authorization level of $60 million.
ated overall need to sully dmplement CHP is about §120
million, as stated by H. An iﬁdﬂpcnéﬂnt nalysis funded through

this office came Lo a similar cstinate. The question, therefore,
is whether we went to v

.y-l
~(,

cach this level and how quickly we want to do
ic, P belicves that with vigorous cffort by 1S, full implementation
of CHP can be achieved within the next threc ycars. Authovization
jevels should, therefore, be cither "such sums as may be required,”

or $100 million (about 80% of the total cqtlrﬂtod need).

Two factors have been cited as retarding the im plementation of CHP
1) iack of froined manpower, and (2) administrative difficulties
i ?
in orgenizing CHP agencies. P disagrees with H that 3,000 planners

gt
trained 'Yplanners' are
of CHP agencies

& o
needed for cach agency; most of the stafi
ined in a variety of related
S
I

are presently individuals who were
such as econcmics, s

health fields, IEven i
urvey by the Journal o
approximately 4,500 ind
ucation in U.S. univer:
ity D*dnnlng educa

11 is that. of organiz

business adﬂ*nlo*“atLOﬂ,
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rican lospital Association
s now receiving health
~s, In additiomn, many v others are
tion. A second factor inm the rate of
£ ing the agencies. At present there
C ») agencies.. Firm plens have been made for an additional
ncies in FY 1973. Some States are organizing these agencies
Federal funds at present in anticipation of future Fcderal
t. Thus, at the end of FY 1973 only about 40 additional agencies
be required for full national coverage.
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4B - Funding of State CHP Agencies

P concurs with the H recommended authorization level of $20 million.
for State agencies. Although no analysis was conducted in arriving
at this figure, a rough estimate indicates that such a sum

would “purchase" dDOuL 16 staff members for each of the 56 State and
Tervitorial (a) agencies (at p sroximately $22,000 in total
sdmiciscrative costs per staff member). Given the greater flnanClal
resgurces of States &s opposcd to local areas, the States can and
should supplement rcceraL funds sufficiently to add needed staff
zbove this level.

1\ ry
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Hill-Purton Plaming into CHP

]

4C avd 4D - Consolidotion of Y @

P recommends that pLdnﬂJJo JULHOLLL} for RMP and 1ill-Burto on be
specifically placed Tinto TP in order to clarify the relationships
among these programs. Jowever, rather than trancferring

funds, budgets can simply be adjusied by the proper amounts.

4F. 4G and 4T - Matching Level, Matching Funds and Human
2 3 2,
Serwvices Planning

P agrees with the recommendation by I that the matching level be

set at §0/20, that (b) agencics be allowed to use 'clean" private

funds (but pnot provider funds ), and that States be encourap red

to coordinate CHP with other planning agcncxcs llowever, we foresce

a scrious problem arising for sowme (b) agencies in obtaining the

207, watching share. M¥ost (b) agencies are prlvatc, non~-profit agencies
which receive little public money. Tew States have -enacted enabling
legislation for CHP.

In response to the encouragement off OMB Circular No. A-95, and in

an attempt to coordinate plenning cgencies being es;abllshed by
several Federal programs (trensportation, urban development, economic

development, health, etc.), almost all States have establishod sub-
Stave plenning and development districts. A=95 requires Federal

progrens to cbserve those geograpnical areas. Some States have

also established regional planning councils in those districts

which serve &s umbrella agencics for all the planning L.

agencics. State tax funds are then provided to the planning

agencies through the regional planning councils. P belicves

that coordination of plannxng avd sharing of staff and facilities can best
e accomplished through such umbrella agencies, Therefore, P

recommends that model legislation be developed for States authorizing

such regional planning councils and also providing State and local

funding for CHP agencies through themn,

As an alternative approach for funding health planning, P Suggeats

that the possibility of a Federal tax on health insurance be

explored. The costs which a2 community pays for health insurance

is in proportion to the services it uses and the benefits it

receives., One of the benefits of comprchensive health planning

should eventually be to reduce or retard the growth of health

costs. A mechanism for relating benefits to costs is to require a

portion or all of the expcnses of CHP to be paid by third party

reimbursers, including Medicare and Medicaid. Such a tax, if used

only for the 20% commuﬁlfy share would amount to about 1/10 of one

percent of premium charges. If all CHP costs were borne this way,

the rate would be between 1/4 and 1/2 of one percent.
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ith the o recommendation that the implerﬂﬁting agency
1 rather than a policy board, We feel

eve is to involwe citizens both in

iding the implemcntation of projects.

y coauc;ls have not worked well in the past because the
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lyindow dressing." The CHP and IMP councils are both policy
1 hoth have becn very succb,aqu in effecting citizen
ecment; the councils actually make the decisions. Therefore,

acnds that the implementing agency have a policy board,

e
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“hﬁr; P recommends that tne CiiP statute be changed to speulfy
that the ccuncils be policy boards.
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5B - ewbershin of Implementing Council

sith the M recommendation that the cquncil of the
cency be required to have a majority of consumers and

[
officials, although both of these groups should be represented.
o

L
The purpose of implementing agency counicils is to provide technical
zssistance in developing projects. Thus, it may be appropriate for a
majority of the members to be providers. The CHP agencies will have a

rity of consuncrs and will have approval authority over all projects
of the implementing agency, so consumers will have effective control

over providers in that way. (See further comments on 5D.)

5C -

Y
o

ic Hearing on Plan of Implementing Agency

P disagrees with the H recommendation. that the implementing agency

be required to hold public hearings on its plan. P recommends that
the implementinge azency hold no public heavings on either its plans
or its specific projects, aLLbough ite business certainly should be
conducted in public. A public hearing on projects conducted by the
implementing agency would effectively preclude the CHP agency from:
disapproving any project. Instead, P recommends that the CHP agency

<
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.ts plen and on specific projects as needed

hold public hicarings on itLs
_approval process.

)
as part of its review and

50 - RMP as the Implemencing Agconey

P submits the following discussicn of RiP for the Seurctary s
consideration. :

Hission/Activities

Most of the major criticisms of RMP have not been with the administering
mechenism itsclf nor even with the "rovenue sharing' funding approach;
jnstead they have been criticisms of the mission, of the activities
supported by RMP's

There are three basic questions concerning the mission of RMP:
1. . Khat mission does the Department desire for RMP?

2. What mission is RMP capable of ond willing to accept?

3. To what extent do these coincide?

The present mission of RMP is bacically that™of improving the quality
of the provider/patient encounter. A number of subordinate questions
arise concerning the continuation-of that present mission or the
possibility of an alternative one. "

1. 1Is the present miscion of P - that of supportiag education and !“?
training programs for providers who are already employed - an
appropriate use of Tederal tax funds? " Should providers be l
expected to provide high quality care wlthout such incentives? ﬂyf

2. If cdcral intervention is required to assure high quality

care, is this form of intervention the most desirable? The

RMP system relies entirely on voluntary participation. It

ffers no extrinesic rewards; it possesses no sanctions.

Should the Federal government instead require performance

review, in “order to assure quality? H has indicated that RMP
may be a useful instrument to uadertake the role of utilization
and performance review, since it is provider controlled but is
more inclusive than medical socicties. In their national meeting
in St. Louis last January, however, RMP's stronsly rejected this

"policeman" role. e . ) -~
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3, What results is the present RMP system really achieving in
improving quality of care? Are adequate data available to
provide significant measures of results, or are only

~anecdotal data available? Are those providers being reached
who most need aid?

4. What priority does the present RMP mission merit compared with
that of assuring access to any quality of health care for those
who do not now receive it?

5. H has pointed out that RMP and CHP should be viewed together
and that RMP might begin implementing the plans of CHP. Since
CHP is mainly concerned with improving access - the distribution
of health manpower, facilities, and services -~ should the mission
of RMP be changed accordingly? To what extent would the RMP's
be willing to accept this new mission?

6. As a result of various legislative and administrative decisions,
several activities for improving the quality of care formerly
supported only by RMP are now being supported by other HEW
organizations. The Administration's new cancer and heart
initiatives have placed quality improvement programs for those
diseases into the respective institutes of NIH. Following
enactment of the Administration's new health manpower legislation,
the Department has placed responsibility for the development of
general continuing education and upgrading training programs into
BIME. Responsibility for developingABEC's was also placed into
BHME. Should the Department have several agencies supporting the
same activities? Should support of these activities by RMP be
‘terminated? . d -

A

The RMP Administering Mechanism

1. H has pointed out that much time, effort, and money have been
devoted in the past seven years in developing the RMP mechanism =
the RAG's and the core staff. In 1972, approximdtely $44.4 million d.
(about 40% of program funds) was used for support of the RMP
mechanism; i.e., administrative costs and staff activities. Core
staffs now average about 30 full-time equivalent positions, and
staff salaries run as high as $45,000 per year. However, H has
pointed out that the RAG's, not the core staff, form the linkages
with the community. By comparison, CHP State agencies have an

average staff size of about six, e .
. P i o
Y = :

e T
. =

e
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7.

How much moncy should the Department continue to provide to
support the RMP mechanism? What size should core staffs be?
Should salary levels be brouglt into line with those in the
Federal government?

2. At present, RYP's are accountable to themselves and to
RMPS in HSMHIA. And yet, RMP is discussed as a form of

revenue sharing. : .

What is the desirability of a revenue sharing program which is
not zccountable to locally clected officials? What is the
1ikelihood that the Administration or the Congress would
proposc to continue such a revenue sharing program?

Funding Mechanism

The funding mechanism used for RMP activities is basically a

modified revenue sharing approach, although contracts and specific
project grants are also used for certain activities. Some of the most
visible accomplishments of RMP to datc have resulted from activities
supported by contracts or ecarmarked grants; e.g., the development of
emergency medical systems projects and HMO project grants. True
revenue sharing might place no restrictions on grant funds; however, .
the Administration's special revenue sharing programs all have some
carmarks.

Should RMP basic grant funds be earmarked? ~Should the basic éfant be
used to implement CHP plans with additional activities, such as ﬂmonitorin
quality,” supported by earmarked funds? ' -

RMP as an Implementing Agency - ) .

The basic purpose of an implementing agency is to provide the
tochnical assistance necessary to develop projects. Simply

publishing a request for proposals is not sufficient to implement

a grant program. Someone has to provide assistance to communities to
devclop projects in response to those requests. Some of the clearest
successes of RMP have been in providing such "implementing" assistance.

RMP's have helped to develop projects for heart, cancer, stroke, and

" kidney disease care all over the nation. Both the Administration's

Emergency Medical Systems Program and the RMP EMS program have

been implemented through RMP's. And many other smaller health services
delivery projects have been implemented through RMP, including ambulatory
care projects amounting to $14.6 million in FY 1972. Thus, RMP has
‘proved to be a very effective “implementing. agency" in the past,

although it has not acted as an implementor of CHP plans. '
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Pecommendations for RMP

P makes the following recommendations for RMP: . e

1. The RMP mission should be changed to that of improving access
to care, although additional activities Tight be supported
through the RMP mechznism with the use of contracts or
earmarked grants, One additional activity spégld”bewgtilization[
performance review of providers. .«

2. WP should be made the implementing agency for P plans.
Hence, RMP projects should be in accordance with and pursuant
to the plans of ClHP. 1In agreement with the Secrectary's decision,
CHP should review and approve projects of RMP. Activitics o
of RP's should be carefully monitored to assure that they do
not undercut the planning ciforts of CHP.

3. RMP should also be used to aid in implementing other service
development programs of HEW. In addition to EMS and Ei0, RMP
could help to implement the Hill-Burton loan program, National

"Health Service Corps, CMHC's, Neighborhood Health Centers,

Family Health Centers, etc. s

4, Departmental support for education and training programs should be
funded through BIME and should be limited to the development of
programs; tuition charges should pay educational costs in full. .
Departmental support for cancer and heart activities should be )
funded only by NIH. RMP support of theSe @ctivities should be ~
terminated’ ) - e s S s e 5 . . S Sy

TN~

5.  An analysis of desirable staffing levels and consequent funding
levels of the RMP mechanisms themselves is needed. Staff and
salary levels appear too high at present. '

- ‘ .

6. Since CHP will review and approve RMP projects, RMP's should be

brought into conformance with State boundaries.

e TNt e [ ——— "

7. Until the new mission of RMP is clearly established, the RMP
funding mechanism should not be revenue sharing., Instead
its activities should be carefully wonitored with earmarks
applied vhere necessary... - i T —
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Health. Revenue Sharing

7A - Purposc of Health Grant Consolidation

The issue paper discusses four purposcs of present grant programs
(page 51). These same four purposes might be restated in the
following way: :

. 1. TFinancing of health services, RO
a. Protection, prevention, and disease pontrol services,
b. Provision of health services for Certain target groups.

2. Supoort of State and local health depaftments,

3, Development of new health planning and implementing agencies,

A

4. Development of new community health resources.

Fach of the four categories of grants is discussed below, and the
reconmendations of P for a consolidated grant program are summarized.

1. Financing of Hezlth Services

~As indicated in the issue paper, therc are basically two kinds of grant
programs which pay for health ‘'services. '

"a. Protection, Prevention, and Disease Control: Formula and
project grants im this category support what can be termed
traditional public health activitics. Included are the basic
formula grants under section 314(d) and tose activities funded
under section 317 and 314(e) for communicable disease control,
venercal disease, TB, rubella, rodent control, and lead bascd
paint poisoning prevention. These grants are awarded to '
State and local health departments which usually provide the
services directly. P recommends that these grants be included
in grant comsolidation, '

b. Services for Particular Preject Groups: ? recommends that
project and formula grants in this category which are presently
made to State and local health departments for the direct
provision of servites in public health clinics be included in
graiit consolidation. Included are MCH formula grants and

 project grants for dental health for children.





















